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Foreword

The report published here is the result of the séghase of a project begun at tlaboratorio dei
Diritti Fondamentali(FDF) in 2011. Research carried out by Irene Bmgtnd Anthony OImo produced the
volume entitlecHealth as a Fundamental Right: A study on migraéonl healthcare in Turipublished in
2014 in this series. This second volume picks epctinceptual framework offered by the legislatigatent
of the right to health, thus emphasising the upitaeaning that we intended to give to the resedrcthe
first phase, the work carried out by the juristedashers, supported by specialists in other disep] was
concentrated on the offer of health services aadtitnents available to migrants. In this second ghas
entrusted mainly to anthropologists and sociolsg@tcomplementary perspective was adopted, basteo

reconstruction of the experiences of the migramtieir relationship with the health services.

Their voices and their narrations have been givepla space. The intention that drives this second
research project, in its relation to the first, wasovercome the usual dimension of descriptiorthef
normative and the institutional reality, examinthgir efficacy and adequacy by reconstructing ffecgve

experience of the migrants.

The research phase, of which this document is #seilt; was conducted using ethnographic
methods; it brought to light significant convergesevith the previous study, but it also offers asiderable
enrichment of the understanding that LDF offerthopublic health authorities, the social servieed those
responsible for drawing up and enacting publicqyoliThe results attained and made public throughwo
research reports can also be useful for those whik Win the vast world of private social welfare,

traditionally a rich and compelling element sitoatin Torino.

The link between social research and the more fipaty legal area of human rights is the
distinguishing mark of the activities of tHeaboratorio dei Diritti Fondamentaliwhich, following the
indications of the European Court for Human Riglisals with “concrete and effective rights and not
theoretical and illusory ones”. The latter are ghest out in the legislation, while the former #rese that
people live with, or which they lack. The markedlymplex context of the social, cultural and ecoreomi
profiles that make the migrant vulnerable (but alsmse who are not migrants) was a particularlyable
area for interdisciplinary research. To all the yguwand expert researchers who, starting from tragious

scientific experiences, contributed to this reseago the thanks of LDF.

Vladim Zagrebelsky



Introduction

According to the definition of the World Health @rgzation, health ia state of complete physical,
mental and social well-being and not merely theeabs of disease or infirmilyThis perspective implies
the interdependence between the body, the mindsaciéty, and to safeguard it an approach awarbeof t
person in all their complexity and the context ihiet that person is immersed is needed. When wk dea
with matters of health, or rathtre right tothe enjoyment of the highest attainable standandhyfical and
mental healthit is therefore necessary to transcend the Istncedical-health level and consider the set of
social, political, historical, economic and cultuiectors that deeply affect the subjective experé This is
also in line with the positions of the United NatsoOrganization, which defines the right to heakhealth
services, goods and facilities provided to all withany discrimination. Services, goods and faesithat
are available, accessible, acceptable and of gasality 2

This research project carried out between 2012284d by a group of researchers froaboratorio
per i Diritti Fondamentali(LDF) deals with the health of foreigners in Torinthe migrants represent a
social group characterized by what James QuesadmielHart and Philippe Bourgois called a conditién
“structural vulnerability® in which there is an identifiable interdependebeaveen the personal biography,
the social marginality and the medical pathologgersthus, vulnerability is the product of the gositthat
the migrant occupies within a given social ordéithe rights that are granted or denied to hinthefspaces
for participation to which he has access.

The concept of “structural vulnerability” has to @ih the economic and material aspects that affect
well-being and which can generate forms of “sosiaffering”®. This notion, however, is wider and also
refers to the way the migrant is seen and repredeand the impact that this representation hasi®n h
identity and his subjectivity. During this researalimerous negative images of foreigners emergethwh

speak of a historical moment in which xenophobiscrimination and prejudices are anything but ovare.

As we will have the opportunity to emphasize in thikowing chapters, there is a link between all
these forms of everyday discrimination — from mitnaumas to effective situations of social exclasioand
the mental and physical health of foreigners. Ty funderstand the needs and the expectations gfamis
in the health and welfare sectors, and to idenkié/ obstacles to the realization of a comprehemnsje to

health, it is essential to consider simultaneouttlg, health profile of the migrant, the social,tetdl and

122 July 1946, Official Records of the World Healhganization, N. 2, 1948, page 100, introduct®nacted in Italy by legislative decree
of the Head of Statero temporeN. 1068, March % 1947 Gazzetta ufficialéN. 236, October®11947, ordinary supplement N. 2360.

2 The United Nations Special Rapporteur Tme Right of Everyone to the Enjoyment of the Highettidable Standard of Physical and
Mental Health 2006, Joint Fact Sheet WHO/OHCHR/323, August 206Vised and integrated November 2013).

3. Quesada, L. K. Hart and P. Bourg@sructural Vulnerability and Health: Latino Migrarntaborers in the United Statels, Medical
Anthropology, 30, 2011, N. 4, pages 339-362.

4 For an introduction to this concept, see A. KleimmV. Das and M. Lock (edSocial SufferingBerkely, University of California Press,
1979.
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economic aspects and the individual subjective dsim, which are expressed in the process of

signification of the experience.

This research is based on the use of qualitativehauds, in particular field research and direct
observation of the contexts studied, which allowedtact with patients being treated at hospitats @ur-
patient clinics of the national health service,lsas the Spinal Unit at the Citta della Salute hear
hospitaf, the CTO Hospitd] the gynaecology and obstetrics department ofvthga Vittoria Hospital and
the migrant health clinic (MISA) at the Amedeo di8ia Hospitdl A second fundamental context in which
our research developed was the local network oicadsentresCentri ISl (health information for migrants)
and other spaces dedicated to the care of the irantigpopulation. The collaboration with private
associations was particularly important, since tbéfer information, guidance and basic or speciliz
health services. Amongst these are the medicat ¢@iovanni Paolo II' at the Sermigservizio Missionario
Giovane— missionary youth service), a place that offers thea$sistance to people in difficulties, thanks to
the voluntary services of specialists and #esociation Camminare Insiemelere it was possible to
interview the users and to carry out field reseastlich allowed us to observe and understand thly dai
activities of the clinic and specific projects swahthe “Mother's Room”. These two realities argvveell
established and can count on a network of spetsialiso offer help free of charge. They also forhgrks
to their position in the popular district of PoRalazzo, a point of contact for the populationisk that
serves the immigrants who, by choice or often bgessity, do not use the National Health Servicehén
field of ethnopsychiatry, the cooperation with @entro Franz Fanonvho allowed us to consult the records
in their files and take part in the coordinationetiregs with the team and in the scientific and walt
activities organized by the association. Intervievese held at th€entro Mamrean association specialized

in ethnopsychiatric treatment.

On the question of health and work, the meetind wie users of the ASAI (voluntary association)
and the CGIL (trade union) services was fundameita¢ majority of the interviews with workers were

carried out here.

Another important source of information was thetipgration in the follow up of a wide range of
public and private training, prevention and healflacation projects dealing with immigration anditieand
led by migrants or operators. In some of theseeptsj the researchers were involved as organizeas o
trainers. This active participation gave rise toawyics that we consider an integral part of theassh: on
the one hand, it represented a moment for restitidind reciprocity and on the other, it made ptssb
process of discussion, which opened the doorse@thconstruction of an interpretation of the pheana
investigated. In these contexts the presence ofdbkearcher directly influenced the processes wbder

leading to a type of pondered observation, whichragched the research-action method, that is tpasay

5 Unita Spinale Unipolare dell’Azienda Ospedaliersiérsitaria Citta della Salute, Torino.

6 Centro Traumatologico Ortopedico, Torino.

" The MISA clinic deals with prevention and treatmehinfectious diseases amongst the migrant polomiawith a specially trained team
of infectologists and cultural mediators.
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type of social research in which the researcheemis the context while acting on it. A researchtext
that it is worth mentioning is the prayer rod@mar lbn El Khattabin the San Salvario district. The
association that manages the mosque and a grodpatdrs and mediators from the MISA clinic came
together in 2014 to organize at this and othergragoms in the city, meetings on health topics. tdfk

part as observers and were also actively involaettié organization of the events.

The interest in the activities for promoting headtithe prayer rooms is part of our wider inteiast
the processes of organization and promotion ofthesthin the community, above all through the nertivs
of formal and informal associations of the migrathismselves. In these contexts, we generally erteceth
a good tendency to collaboration, perhaps duegaliared objectives of the research. The peoplewehlo
in these situations, in fact, are probably awarghef importance of their presence in the commuafty
reference and the fact that a group of researet@ssnterested in this phenomenon was probably seeam

attempt to valorize their work.

The research started in the northern districts@frib, and in particular, in Barriera di Milano,en
of the urban areas with the highest concentratiofoi@ign residents, which is home to an immigrant
population heterogeneous in age, origins, dateigfation and generatifnin this district, in addition to the
resources necessary for basic services (includirg, Gaediatricians, paediatric clinic and familgrpling
clinic) there are also National Health Service litagp and clinics. In the area there are also assons
providing social-welfare services or support inesscto medical treatment. As the research proceeded
however, we found that, while some reference pamntsclearly linked to the place of residence, tlae
not connected to the closeness to home, but arsenhfor other reasons. The initial boundaries were
therefore insufficient and were gradually extendedinclude the major teaching hospitals and other
structures and spaces utilized by the users. kFordhson, it was essential to maintain a flexdgproach to
the research, adopting where possible, the sarstoitlaand capacity for adaptation present ingbevices

and in the stories of our interlocutors.

During the research project, seventy-five in-depterviews were held with migrants, twenty-four
with cultural mediators and volunteers at the assionis of foreigners and twenty-four semi-struetur

interviews with privileged witnesses.

In an anthropological-social research project, itlierviews often represent the culmination of an
extensive process of meeting and reciprocal actaraie. The initial approach and the constructiora of
relationship of trust were facilitated by the linglic skills of the researchers (Romanian, Sparistglish
and French), which allowed them to conduct therui¢svs in the mother tongue of those interviewed,
creating greater intimacy. Many meetings were hatidhe homes or workplaces of the interviewees,
contributing to the creation of a climate of trasid allowing us to observe with discretion somesatpof

their daily lives. Direct observation of the realitharacterized by considerable social difficultias in the

8 For a description of the characteristics of thetritit and the social relations within it, see thapters relating to Barriera di Milano in the
volume by F. Pastore and |. Ponzo (e@9ncordia discors Rome, Carocci, 2013. Refer also to the matenadilable online:
www.concordiadiscors.eu.
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case of the Rom camp in Lungo Stura Lazio, contebio highlighting the way the stories of health a
preview gathered; the aspect of illness and acte$eeatment is intrinsically linked to topics obcsal

marginality, to the precariousness of accommodadiahthe lack of income.

The interviews with the migrants, although numeréursa qualitative research project, are not a
representative sample from a statistical pointiefw They are rather intended to be an in-depthigve of
the most significant cases, allowing us to focushenheterogeneous nature of the situations atiteatame
time, the common problems that many immigrantsfareed to deal with. The framework of the semi-
structured interviews opens with an explorationtttd personal history, with particular attentionthe
migratory process and the present living conditidinglly identifying the factors that have hadiarpact on
adequate access to treatment. Particular attewtsrpaid to variables such as legal status, educatocial

class, employment, linguistic competence, infororatibout and awareness of rights.

Through the narration, it was possible to undetstaie various experiences of access to the health
services, analysing the positive and negative aspef the meetings with the operators, episodes of

discrimination and the coherence of expectatiomktha health services effectively received.

The voices and the experiences of the migrantavatlous to understand the viewpoints of the
operators, investigated during the first phasénefpiroject, from a new perspective. The various readings of
a similar welfare service are at times convergbunt, often, in addition to the common points, thare

elements of disaccord that indicate divergent pretations and latent misunderstandings.

The interviews with the privileged witnesses, imtjgalar the health workers and the professionals
involved in the activities of the clinic, althougiey were not the focus of our inquiry, allowedtadetter
understand the policies and the methods by whiehsthvices are provided, and the representatigheof
foreign user which is the basis of the services.tfis, we can add those conducted with the cultural
mediators, the representatives and members of gdhecations of migrants and other key figures who,
although not always directly involved in the seegcrepresent a bridge between the citizens anuetiwerk

of health-welfare services.

Finally, a precious source was the presence atrgbetings at the GRIS (Gruppi Immigrazione e
Salute — immigrant health groups), which are thmallainits of SIMM (Societa Italiana Medicina delle
Migrazioni — Italian group for migrants’ healthcar&éhese units were founded to “stimulate netwaykamd
encourage the knowledge and cooperation betweese thibo — in the institutional and voluntary fieldare

involved in various ways in guaranteeing rights;esms and availability of health services for imraigs.°

The qualitative data is flanked by epidemiologidata supplied by the Epidemiological Service of
the local health authority ASL TO3, and is basedtorty-six indicators for the construction and ritoring

of the health profile of the immigrant populatioavéloped within the projedta salute della popolazione

°1. Biglino and A. OlmoLa salute come diritto fondamentale: una ricercarmsigranti a Torino,Bologna, Il Mulino, 2014.
103, Geraci, M, Bonciani and B. Martinellia tutela della salute degli immigrati nelle paditie locali Roma, Caritas Diocesana, 2010.

12



immigrata: metodologia di analiSiandLa salute della popolazione immigrata: il monitogag da parte dei
Sistemi sanitari regiondif coordinated by the Observatory on the inequalitieealthcare in the Marche

region.

One of our objectives was to integrate qualitaivel quantitative approaches. These methods, at
times considered unethical or incompatible, mayaict be complementary. The qualitative research has
allowed us not only to access the information nesgsfor interpreting the epidemiological data, &lisb to
remodel the research questions, acting as a ciegdotbasic assumptions that, in some cases, feera to
be erroneous. The link between qualitative and ftifagine approaches also allowed us a better
understanding of the individual experiences in fib&l of the right to health, without losing sigbt the

overall picture, social and epidemiological thatrie the background.

One of our priorities was to attain informationttbauld not be explored through an epidemiological
analysis, or, in other words, to confront thoseesam which the demand for health did not meet the
institutions that provide it, or, for various reaspcould not receive an answer from them. In tyjpe of
situation, the alternative routes to health and teeourse to pluridirectional forms of medical
transnationalism, which therefore fall within theope of the research thanks to the importance @f th

experiences of the migrants, are of particular irge.

During the project, the importance of the ageneie®rged: they are persons who are not passive
subjects of the treatment, but active subjects imteract with the system, building (with more osdevalid
results) their own routes to health. The searchsédutions and strategies is mainly individual, leeer in
some cases, still sporadic but increasingly sigaift, the communities have begun to act collegtiteefind
an answer to the health needs that are still ndt Bearing in mind these forms of self-organizatamd
participation represents, in our opinion, an esakfdundation for building a more inclusive head#tystem,

closer to the needs of the users.

The first chapter presents the legislation on tgktrto health and the main rulings on health and

immigration. They represent the conceptual framévar categorising and analysing the data gathered.

The second chapter deals with the question of kacilering and marginality, with particular
attention for the link between physical health amehtal health and the impact of the economic casithe
safeguards for the health of migrants in the ma#tarable groups. It also looks into the case ef Rom

minority, which represents specificities from agical and the social-welfare point of view.

The third chapter looks at the mother-child areprierity area of intervention in which, within the

general framework of a mainly positive situationere are still criticalities linked to economic asatial

11 Agreement between the lItalian Ministry of HealtidaAgenas;La salute della popolazione immigrata: metodolodiaanalisi 2009,
projectPromozione della salute della popolazione immigiat#talia, Accordo Ministero della Salute/Ccm-Regione b
12 Agreement between the Italian Ministry of HealtttlaAgenasLa salute della popolazione immigrate, il monitogamda parte dei sistemi
sanitari regionali.National project, October 2013, http://www.agenak#/la-salute-della-popolazione-immigrata-il-mondgtggio-da-parte-
dei-sistemi-sanitari-regionali-ccm.
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factors, the lack of information about rights andseng services and a lack of availability of fayni

networks and social safety nets.

The fourth chapter is dedicated to the correlalietween health and work, and is based on structural
elements of disadvantage that characterize thegratien of foreigners in the Italian economy. The
employment and working conditions of foreigners arelysed as social determinants of health, with
particular attention for accidents in the workplaged professional disease, the forms of safeguard
guaranteed by INAIE® and the methods of access to worker’s healthlIFina this section we look at work
as an obstacle to access to health and to appwpresatment, highlighting an area of potential ficin

between the right to health and the right to work.

The fifth chapter concerns infectious diseases,ama of great concern that has attracted the
attention of the media for what we could call tegridrome of the incubus”, that is the stigmatizat the

foreigner as a carrier of disease.

The sixth chapter centres on two of the most ingrdrtinstruments of integration and the
management of interculturality: cultural mediateomd training. These instruments contribute to gaireg a
more symmetric and knowledgeable approach to tresatirencouraging accessibility and acceptabilitthef

services.

In consideration of the strong link between theligund the private sectors that characterizes the
situation in Torino, the seventh chapter looks ith® role that the migrant associations can plahénarea
of health and well-being. The associations of fymers are a new subject in the associative panood e
city and by placing the analysis of associationigithin the wider question of social capital; theapter
introduces the topic of community welfare, deseripihe associations of migrants as agents of abdégs

acceptability and health literacy.

The eighth chapter concentrates on medical traiosr@dism, a useful concept for highlighting the
plurality and pluridirectionality of health servieThe decision to conclude with this topic refieitte desire
to reposition the information that emerged from firevious chapters in a wider cultural and spatial

framework: the one in which the people intervieweave.

In the conclusions, we consider the links betweangmality and vulnerability and summarize both

the criticalities that emerged and the examplegoofl practice observed in the field.

13 INAIL — Istituto nazionale per I'assicurazione ¢angli infortuni sul lavoro — National instituterfinsurance against accidents at work.
14



Chapter One

The right to health and legislation on access titheservices

This chapter is dedicated on the one hand to ptiegethe essential framework of the right to health
— and in particular the legislative sources andebsential elements of the normative content —camthe

other hand, to giving a summary of the relevantsueszs on health and immigration.

As far as the first point is concerned, this ovewiis necessary in order to reaffirm the conceptual
framework within which the research is collocatedhile bearing in mind that this volume is the seaton
published by the Laboratorio dei Diritti Fondaméirga part of the research project dedicated taititg to
health of the migrant population in the city of ihar.

The first phase of the research aimed to defineotlegall situation at an institutional level, magin
considerable use of interviews with operators & plablic sector and in the private social sectardntact
with the migrant population. The aim of the secqidse was to gather the testimonies of the migrants

themselves, in order to further investigate thetrimoportant topics.

Within this framework, the definition of the righd health and the normative content were adopted
to categorize, problematize and analyse the questiat emerged from the field research. A sinaitzalysis
allowed us to interpret the results of the reseanighlighting the main problems from the standpaih
human rights in general and the right to healtparticular. This exercise, apart from its intringiterest and
value, also allowed us to draw attention to anyrtslmings of the ltalian authorities with regardthe
obligation to respect, protect and fulfil the rigtet health deriving from the ratification of numaso
international treaties that sanction it, and owntoy’s Constitution. Finally, we must stress tl@msidering
the unitary nature of the conceptual framework @eldmluring the two phases of research, here it il

sufficient to confirm the essential aspects ofrthbt to health, referring to the first voluMe

With regard to the summary of the principal ledislia in Italy on matters concerning health and
immigration, a similar overview is necessary inertb clarify which opportunities for access to tealth
services are available to migrants, also accortbnipeir legal status with respect to the rules gwvern
entry to the country and residence in the natiomaitory. This legislation is, in fact, the firahd perhaps
the most important discriminant that determineseffective possibility of access to health servit@msa

migrant and, consequently, the possibility of afj his or her right to health.

141, Biglino and A. OlmoHealth as a fundamental right: a study on migratiomd healthcare in TurirBologna, Il Mulino 2014
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1. The right to health: definitions and sources

First, it is necessary to clarify that the expressiright to health” refers, in synthesis, to therm
complete expression “right to the best attainableditions of physical and mental health’As is evident,
the right to health must not be seen as a righbedhealthy, but is shaped by a much more complex
perspective. From the very start, we must condtusrright to be composed of two macro componehts,
is to say ‘freedoms’ and ‘entitlements’. The freedoinclude the freedom to control one’s own heatd
body, and freedom from external interference (sashtorture, inhuman and degrading treatment, non-
consensual medical treatment and experiments). rigies include the right to utilize a system foeth
safeguarding of health that guarantees equal plitssibfor all to enjoy the best conditions of ftha
available. Moreover, it must be stressed that itjiet to health does not only deal with the measares
initiatives undertaken in order to guarantee tharmnent of the highest standards of health, md tle way
in which these are adopted and supplied. Parti@rtgyhasis is in fact, dedicated to the transparehtiye

decision-making processes and the principle ofdisarimination, which must inspire every initiatitfe

The complexity of the content of the right to hkak evident from this reconstruction. To some
extent, this complexity refers also to the parteiyl significant role that this right occupies viittihe wide-
ranging spectrum of human rights. In fact, this,aimypothetical hierarchy of rights, occupies acieiu

position in guaranteeing many other rights, andengamerally, in guaranteeing a dignified fife.

Finally, it is necessary to state that the righhéalth is almost universally recognized. Everyesta

has in fact ratified at least one of the internaichuman rights treaties, which sanction the rightealth'®

The first declaration on the right to health aeinational level is to be found in the introduction
the 1946 Constitution of the World Health Organi@atWHO). This defines health as “a state of caetel
physical, mental and social well-being and not fyetiee absence of disease or infirmify’It also states
that, “The enjoyment of the highest attainable ddad of health is one of the fundamental rightewry
human being without distinction of race, religiguulitical belief, economic or social condition.” thbugh
over the years many attempts have been made tafiradternative and more restrictive definitiorheflth,
the one in the WHO constitution has so far remaiheduniversally accepted starting point. This migén
is centred on integration, rather than on the oitiposof two concepts: one negative (the absenadisgfase

or infirmity) and the other positive (promotion lmfiman well-being).

15 Committee on Economic, Social and Cultural Rigi@&SCR)General Comment 14he Right to the Highest Attainable Standard of
Health, UN Doc. E/C. 12/2000/4, August %2000.

16 p. Hunt and G. Blackmaniealth Systems and the Right to the Highest Atidénstandard of Healthin Realising the Right to Health.
Swiss Human Rights Boadd. A. Clapham and M. Robinson, Vol. Ill, 2009, pag.

17 E. Riedel,The Human Right to Health: Conceptual FoundatjonsA. Clapham and M. Robinson (e®Rgalizing the Right to Healtiop.
cit., page 36.

18 Office of the High Commissioner for Human Rightstee United Nations and the World Health OrgandrgtFact Sheet 31: The Right to
Health, Geneva, OCHR/WHO, 2008. Italy has ratified all thajor treaties we discuss in this paragraph, exfmpthe International
Convention for the Protection of Migrant Workerslarheir Families (1990).

9 world Health Organization, Constitution, July 22b8i46. Official Records of the World Health Orgaatian, N. 2, 1948,page 100.
Enacted in Italy by the Head of Stateo tempore March 4" 1947, N. 1068 Gazzetta UfficialeN. 236, October & 1947, ordinary
supplement N. 2360.
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The right to health found its first formal recogwit in the Universal Declaration of Human Rights in
19482 This includes health within the wider right toatequate standard of living (Article 25)

The Declaration states:

1. Everyone has the right to a standard of living adég for the health and well-being of
himself and of his family, including food, clothingousing and medical care and necessary
social services, and the right to security in tkient of unemployment, sickness, disability,
widowhood, old age or other lack of livelihood incomstances beyond his control.

2. Motherhood and childhood are entitled to specia¢ @nd assistance. All children, whether

born in or out of wedlock, shall enjoy the sameaqarotection.

Although the Universal Declaration of Human Rigistsiot legally binding, the doctrine recognizes,

almost unanimously, that many of its regulationsehaow attained the status aofistomary international

law?2,

The right to health finds another important sourcthe International Covenant on Economic, Social
and Cultural Rights, 196% the most important international instrument ia fteld of economic, social and

cultural rights.
Article 12 of the Covenant states that:

1. The States Parties to the present Covenant re@gmizright of everyone to the enjoyment of
the highest attainable standard of physical andahéealth.
2. The steps to be taken by the States Parties torédsent Covenant to achieve the full realization
of this right shall include those necessary for:
a) The provision for the reduction of the stillbirtate and of infant mortality and for the
healthy development of the child;
b) The improvement of all aspects of environmental iaddstrial hygiene;
c) The prevention, treatment and control of epiden@ndemic, occupational and other
diseases;
d) The creation of conditions that would assure taratical service and medical attention in

the event of sickness.

The definition given by Article 12 of the Covenangs further specified by the Committee on

Economic, Social and Cultural Rights of the Unit¢ations in the General Comment N. 14 on the right t

20 General Assembly of the United NatioriResolution 217 A (lll)Jniversal Declaration of Human Right&/N Doc. A/810, adopted
December 19 1948, page 71.

2 see: N. PillayRight to Health and the Universal Declaration ofrdan Rightsin The Lancet, 372, December".3008.

22 Seeinter alia, H. Hannum,The Status of the Universal Declaration of Humagh® in National and International Lavin Georgia
Journal of International and Comparative Law, 2B5:1996, pages 287-314.

2 General Assembly of the United Natiohsternational Covenant on Economic, Social and @alt Rights United Nations Treaty Series,
Vol. 993, adopted December18966, page 3. Ratified in Italy Law N. 881, OctoB&" 1977,Gazzetta UfficialeN. 333, December''7
1977.
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the highest attainable standard of héAltihese two tools give the most comprehensive aidgspread
definition of the right to health, a definition thiaas also inspired the conceptual framework of tesearch

project.

The right to health is also recognized in a numdfdnternational agreements on matters regarding
human rights. Amongst these is the Internationahv@ation on the Elimination of All Forms of Racial
Discrimination, dated 196% the Convention on the Elimination of All Forms Dfscrimination Against
Women, dated 1979 the Convention on the Rights of the CHildhe Convention on the Rights of Persons
with disabilities, dated 208% the International Convention on the Protection of thighgs of All Migrant
Workers and Members of their Families, dated 139The profiles relating to health in the working Veor
were studied by the International Labour Organiraf{ILO), respectively in the Convention N. 155 on
Occupational Safety and Health (19813nd the Convention N. 161 on Occupational HeakhviSes
(1985%.

Other fields, all within the United Nations systemme also particularly interesting from our
perspective. In particular, the activity of the gentional bodies that safeguard the system ofréwgies —
the Treaty Bodie¥ — and the figure of the Special Rapporteur orritjfet to the best attainable conditions of
physical and mental health (from here on “the SgieRapporteur on the right to healtfi®)From the start of
the mandate, this figure has presented annual tiemegorts and reports on the missions carriediout

various countries. Amongst the specific topics ysed by the Special Rapporteur are: the indicabbrs

2 Committee on Economic, Social and Cultural Rigtf@ESCR)General Comment 14p. cit. gives “authoritative interpretations” of
various articles of the international agreementseconomic, social and cultural rights, with the adfnhelping countries to fulfil their
obligations.

% General Assembly of the United Natigriaternational Convention on the Elimination of Rorms of Racial DiscriminatianUnited
Nations Treaty Series, Vol. 660, adopted Decemh&r1®65,page 195, Article 5(e)(iv). Ratified in Italyaw N. 654, October 31975,
Gazzetta UfficialdN. 337, December 231975.

26 General Assembly of the United Natio@gnvention on the Elimination of All Forms of Disaination Against WomeruUnited Nations
Treaty Series, Vol. 1249, adopted Decembéef 1879,page 13, Article 12. Ratified in ltaly, Law 132, March 1% 1985, Gazzetta
Ufficiale N. 89, April 18" 1985.

27 General Assembly of the United Natior@pnvention on the Rights of the Childnited Nations Treaty Series, Vol. 1577, adopted
November 281 1989, page 3, Articles 6, 24, 25. Ratified inytdlaw N. 176, May 2% 1991, Gazzetta UfficialeN. 135, June 111991,
ordinary supplement N. 35.

28 General Assembly of the United Natio@gnvention on the Rights of Persons with Disab#itUnited Nations Document A/RES/61/106,
adopted December 182006, Annex |, Article 25. Ratified in Italy, Lal. 18, March % 2009,Gazzetta UfficialN. 61, March 1% 2009.

2 General Assembly of the United Natiotsternational Convention on the Protection of tHgH®s of All Migrant Workers and Members
of their Families UN Document A/RES/45/158, adopted Decembdl 1800, Article 43. As mentioned in the text, Ithlys not ratified this
convention.

%0 International Labour Organization, (N. 15%)pnvention concerning Occupational Safety and Hiealtd the Working Environment
International Labour Office, June™®2985, Geneva, June23985. This convention has not been ratified blyta

31 1d. International Labour Organization, (N. 160ccupational Health Services Conventidmternational Labour Office, June 21981,
Geneva, June 351985. This convention has not been ratified bly Ita

%2 The Treaty Bodiesire committees of independent experts that moimitplementation of the core international humaitsgreaties. Each
State party to a treaty has an obligation to takpssto ensure that everyone in the State can ¢hgyights set out in the treaty. These
committees look for effective or potential violat® examine the information supplied by the govesmis and other interested parties, such
as, for example NGOs, and formulate recommendati®eanter alia, Committee for the United Nations on Economic,i8lcand Cultural
Rights,General Commenipp. cit.,United Nations Committee for the Elimination of Airms of Discrimination Against WomeBeneral
Recommendation N. 24; Article 12 of the Convent{éomen and HeaBhUN Doc, A/54/38/Rev. 1, January 19- February % 1999,
Chapter 1; Committee on the Rights of the Chiggneral Comment 3, HIV/AIDS and the Rights of thHeldC UN Document
CRC/GC/2003/1, March 172003 United Nations Committee Elimination of Abfns of Racial DiscriminatiorGeneral Recommendation
30, Discrimination against Non-Citizeridn Document CERD/C/64/Misc. 11/rev. 3, Januar&b 2004.

33 United Nations High Commissioner’'s Office, FacteBh27: Seventeen Frequently Asked Questions aboited Nations Special
Rapporteurs, Geneva, OHCHR, 2001.
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health and an approach based on human rightsjghieto sexual and reproductive health; the righthte
best attainable health standards and to water amjkriic services; the right to health, access to
pharmaceutical products and the right to intellakcproperty; mental disability and the right to hieathe
right to health and the criminalization of the beébars and sexual orientation; sex work and the
transmission of HIV; the right to health in relatito development; the right to health and informedsent;

the right to health and the reduction of maternattadity.

The right to health has also found widespread nmeitiog from the principle Community
organizations, that is to say the European Cowmalthe European Union. With regard to the systetheo
European Council, the main source of right to leislto be found in the European Health Insurareef¢;
which contains various rulings that guarantee, icithf or explicitly, the right to health. The piiple rule is

Article 11, which states:

With a view to ensuring the effective exercise loé tight to protection of health, the Contracting
Parties undertake, either directly or in cooperatigth public or private organizations, to take aygpiate

measures designed inter alia:

1. Toremove as far as possible the causes of iltlieal
2. To provide advisory and educational faciliies féne promotion of health and the
encouragement of individual responsibility in medtef health;

3. To prevent as far as possible epidemic, endemiotret diseases.

The health and well-being of children and adoletscare protected by articles 7 and 17. The health
of pregnant women is protected by articles 8 andwtifle the health of old people is governed byckat
23",

In addition to the European Health Insurance Casdmust also mention the Convention on Human
Rights and Biomedicine of the Council of EuropetedaApril 4" 1997°, which is intended to guarantee
equal access to health services of adequate quaditprding to the medical needs of the individaal] it
imposes on the countries the duty to attain swdtatdndards. Article 3 of the Convention states“tParties,
taking into account health needs and availableuress, shall take appropriate measures with a wew

providing, within their jurisdiction, equitable ass to healthcare of appropriate quality.”

Finally, we will mention that the right to health also recognized in the European Convention on

Human Right¥. In fact, although this convention does not esijidoresee the aforementioned right, it is

34 European Health Insurance Card, CETS N. 163 StrgstMay 3° 1996. Ratified in Italy, Law N. 30, Februar{' 4999, Gazzetta
Ufficiale N. 44, February 28199, ordinary supplement N. 38.

35 For further information see, Council of Eurofiéae Right to Health and the European Social Chaittgbrmation document prepared by
the secretariat of the ESC, Strasbourg, ESC, 2009.

36 Council of Europe, Convention for the ProtectidnHuman Rights and Dignity of the Human Being witlgard to the Application of
Biology and Medicine: Convention on Human Rightsl &iomedicine, (CETS N. 164, Oviedo, Aprif'4997. This Convention has not
been ratified in Italy.

37 Convention for the Protection of Human Rights ancidamental Freedom€ETS N. 5 Rome, Novembef 4950. Ratified in Italy, Law
N. 848, August % 1955,Gazzetta UfficialeN. 221, September $41955.
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indirectly guaranteed thanks to an expansive iné¢ation of other correlated righitsAmongst these are the
right to life (Article 2)°, the prohibition of torture, inhuman or degradireatment (Article 3f and the right
to a private and family life (Article &)

The right to health is also recognized by the lagizn of the European Union. This right is, intfac
explicitly protected by Article 35 of the EU Chartef Fundamental Rights It must be remembered that the
European Union, in the light of its development @odhpetencies, does not have exclusive competence i
matters of health, it can only intervene to conglehd encourage cooperation between the membes stat
and the possibility of defining health policies@mmunity level is to be excluded. The safeguardihg
health, at Community level, is however mainly a terabf coordination of national systems, with parkr
attention for the three areas of reference: thegsefrding of workers in the workplace, cross boetmess

to health services and safeguards for users.

Lastly, the right to health is recognized in thaiein national legislation, and in particular intidle
32 of the Constitutiofi. It is the only right expressly defined as “fundartal’, and a “collective interest”

that “guarantees free medical care to the indigént”

The concrete safeguards for the right to healthhénltalian legislation, found their first and rhos
important confirmation in the creation of the Na@bHealth ServiceServizio Sanitario Nazionale SSN),
through the Law 833/1978 Operating through the local health authoritiéziénde Sanitarie Local-
ASL), the institution and the aims of the SSN wagnact the constitutional decree, guaranteeingsacio
the health services and the right to health foc#itens. It is also important to mention thatidaling the
reform of Title V of the Constitutidf, the “determination of the basic level of benefétating to civil and
social entitlements to be guaranteed throughoun#tienal territory” has remained the exclusiverpgative
of the stat¥/, seen as the levels necessary to guarantee aricbelignified existence for those needing

treatment and their famff§;

2. The legislative content of the right to health

38 See: R. Chenall diritto alla salute e la convenzione europea deitti dell uomo,in | diritti sociali come diritti della personalitéed. R.
Cavallo Periret al, Naples, Edizioni Scientifiche Italiane, 2010, @ad5-96.

% See, for example, European Commission on HumamtRidssociation X vs United Kingdonappeal N. 7154/75, decision on
admissibility, July 1% 1978; European Court of Human Rights,C. B. vs United Kingdonappeal N. 23413/94, sentence Jufie1998;
Karchen et al vs France, appeal N. 5722¥&Enan vs United Kingdgrdecision on admissibility MarcH'£2008;G. N. et al vs Italyappeal
N. 43134/05, sentence Decemb&rR009.

40 see, for example, European Commission on Humaht®ig. vs United Kingdongappeal N. 30240/96, sentence M&§ 2997;Keenan
vs United Kingdomappeal N. 27229/95, sentence Apfil 2001;Mouisel vs Franceappeal N. 67263/01, sentence Novembdt 2802.

41 See, for example, European Commission on HumahtRigopez Ostra vs Spaimppeal N. 16798/90, sentence DecemBr994;
Storck vs Germanyppeal N. 61603/00, sentence Jun® 2@05; Taskin et al vs Turkewppeal N. 46117/99, sentence Novembér 2ap4;
Tatar vs Romaniaappeal N. 67021/01, sentence Janualy Z109. See also European Commission on Human Rights Austria appeal
N. 8278/78, ruling December $3979.

42 EU Charter of Fundamental Rights, proclaimed iB®0t became legally binding on the EU with thergiinto force of the Treaty of
Lisbon in December 2009.

43 Constitution of the Italian RepubliGazzetta UfficialdN. 298, December 371947.

4 Italian Constitutional Court, ruling N. 423, Dedaen 2 2005.

45> Gazzetta UfficialdN. 360, December 28th 1978.

46 Constitutional Law N. 3, October 12001,Gazzetta UfficialeN. 248, October 2%2001.

47 Constitution of the Italian Republic, Article 11¥aragraph 2, letter m), Decembel"2047.

48 3. Bartole and R. Bin (edQommentario breve alla Costituzioradova, Cedam, 2008, pages 302-332.
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In this section, we will briefly present the legisVe content of the right to health, that is tyg, ke
substantial elements that compose this right. liisrgurpose, we will pay particular attention te trature of
the right drawn up within the United Nations, inrtgaular by the Committee for Economic, Social and
Cultural Rights.

The basic tenets of the right to health can beddiiinto two main categories: the right to medical
treatment or to health services (generally meanthas supply of preventive services, treatment and
rehabilitation) and the right to preconditions umglag health or the determinants of health. Ihécessary
to emphasise the importance of both categoriesgghre right to health is often identified only lihedical
treatment. The right to the best attainable statglaf health must, in fact, be seen as an inclusjre that
extends not only to prompt and adequate medicatrivent, but also the determinants for health. Arabng
these determinants of health, of most interestHerfield of human rights is access to clean drigkivater
and to adequate sewage disposal, the availabilfiyool and sufficient nutrition, the safety and lifyeof the
home, the healthiness of the living and workingiemments, access to information on health and the

prohibition of discriminatiof?.

In our attempt to fully understand the implicaticofsthe adoption of an approach that combines
health and human rights, the Committee on Econo&ucjal and Cultural Rights has declared that theze
four fundamental standards or criteria that thentdes must respect, if the right to health is ¢onbet. They

are the criteria ofvailability, accessibility, acceptabiligndquality™.

(a) Availability. Functioning public health and Hisacare facilities, goods and services, as well as
programmes, must be available in sufficient qugntithin the State party. The precise nature of the
facilities, goods and services will vary dependorgnumerous factors, including the State party's
developmental level. They will include, howeve timderlying determinants of health, such as safe
and potable water and adequate sanitation fasilitt®spitals, clinics and other health-related
buildings, trained medical and professional persbmaceiving domestically competitive salaries,

and essential drugs, as defined by the WHO Actrmgmme on Essential Drugs.

(b) Accessibility. Health facilities, goods and\dees have to be accessible to everyone without

discrimination [...]. Accessibility has four overlapg dimensions:

* Non-discrimination: health facilities, goods asdrvices must be accessible to all, especially the
most vulnerable or marginalized sections of theufadon, in law and in fact, without discrimination

on any of the prohibited grounds.

* Physical accessibility: health facilities, gooalisd services must be within safe physical reach for
all sections of the population, especially vulnégady marginalized groups, such as ethnic minaritie

and indigenous populations, women, children, adelets, older persons, persons with disabilities

4% General Assembly of the United Nations, Reporthef Special Rapporteur on the Right of EveryoneheEnjoyment of the Highest
Attainable Standard of Physical and Mental HealtR,Document A/62/2014, August'@007.
%0 The definitions in this paragraph are taken from@eneral Comment N. 14.

21



and persons with HIV/AIDS. Accessibility also imgdi that medical services and underlying
determinants of health, such as safe and potalier wad adequate sanitation facilities, are within
safe physical reach, including in rural areas. Asiglity further includes adequate access to
buildings for persons with disabilities.

" Economic accessibility (affordability): health fhiiés, goods and services must be affordable for
all. Payment for health-care services, as welleagices related to the underlying determinants of
health, must be based on the principle of equitgueng that these services, whether privately or
publicly provided, are affordable for all, includirsocially disadvantaged groups. Equity demands
that poorer households should not be disproportaméurdened with health expenses as compared

to richer households.

* Information accessibility: accessibility includése right to seek, receive and impart information
and ideas concerning health issues. However, d@bigg®f information should not impair the right

to have personal health data treated confidentially

(c) Acceptability. All health facilities, goods amsgrvices must be respectful of medical ethics and
culturally appropriate, i.e. respectful of the audt of individuals, minorities, peoples and
communities, sensitive to gender and life-cycleunegnents, as well as being designed to respect
confidentiality and improve the health status afsia concerned.

(d) Quality. As well as being culturally acceptalilealth facilities, goods and services must atso b
scientifically and medically appropriate and of dapality. This requiresnter alia, skilled medical
personnel, scientifically approved and unexpiredgdrand hospital equipment, safe and potable

water, and adequate sanitation.

In addition to identifying the criteria with whicthe countries must comply, the Committee on
Economic, Social and Cultural Rights provides iatliens and principles that we consider it useful to
mention here:

The principle of non-discrimination

In the General Comment N. 14, the Committee higitlighe fact that the countries are forbidden to
enact any form of discrimination in access to tlealth services on the basis of race, gender, laggua
religion, opinion, physical or mental disabilityeddth, sexual orientation, political orientatiomdaso on,
with the intention or the effect of destroying amgpromising equal rights to the enjoyment or exeraf
the right to health. The obligation to guarantee non-discriminatiorclissely linked to the principle of
equality, which implies that the countries must pégntion to the entire population. This doesmean that

they should be dealt with in exactly the same wm, rather that the health service must recograné,

51 Committee on Economic, Social and Cultural RigBtsneral Comment 14p. cit.
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foresee, the specific differences and needs ofjtbaps within the population, in particular thobke the

migrants, who show a disproportionate level of mist, illness and disabilify.

The right to participation

The Committee emphasises that an approach to Headd on human rights makes it possible to
demonstrate that the aim of creating efficient anstainable health services is only possible ifpesons
take a direct role in the planning of the policid® programmes and the strategies designed tgusafe
them. The participation of the communities in trefimition of the policies and of the other actiedi
governing the right to health increases the prdibgtthat the needs of the community will be dealth
efficiently. In fact, only thanks to the action atiéé involvement of the community is it possibleattain
true emancipation, and only through emancipatiahpsssible to reach the necessary level of empowst

for the understanding and full vindication of hunmaghts, including the right to health.

The obligations for the state governments

The incorporation of human rights in the legislatmf the various countries brings certain precise
obligations. In fact, these have been identifiethim international law of human rights, as the gdtion to
respectprotect andfulfil the human rights. Therefore, the governmentseayallly bound to meet this series
of obligations for each of the rights mentionedech human rights treaty that they have rafifiefihe

definitions are once again based on the Generah@om14.

= States are under the obligatiorréspecthe right to health by refraining from (directly iodirectly)
denying or limiting equal access for all personpreventive, curative and palliative health sersjce
abstaining from enforcing discriminatory practi¢bat could cause personal harm, illness or deaths
as a State policy.

= Obligations toprotectinclude the duties of States to adopt legislatiortootake other measures
ensuring equal access to healthcare and healtiedekervices provided by third parties. It is
opportune to point out that the States are notoresple for the actions or omissions of non-
government bodies (such as multinational companieeluding pharmaceutical companies, health
insurance companies, biomedical research instianesprivate health services), however they are
responsible for ensuring that third parties do lmoit people's access to health-related information
and services.

= The obligation tdulfil requires States parties to give sufficient rectigmito the right to health in

the national political and legal systems, preferahf way of legislative implementation, and to

52 3. AsherThe Right to Health: A Resource Manual for NGOzndon, Commonwealth Medical Trust, 2004.

53T, van Boven, C. Flinterman e . Westendorp (edaastricht Guidelines on Violations of Economicgi@band Cultural RightsUtrecht,
Netherlands Institute of Human Rights, 1998. Se:als Eide,Economic, Social and Cultural Rights as Human RigihtEconomic, Social
and Cultural Rights. A Textbopéd. A. Eide, C. Krause e A. Rosas, Dordrecht-loondMartinus Nifhoff, 1995, pages 9-28.
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adopt a national health policy with a detailed planrealizing the right to health. States musbals
give priority to the health needs of the disadvgethor vulnerable members of society.

= The obligation tdfulfil the right to health also includes the obligatiorfacilitate, to provide and
promoteactions that create, maintain and restore thdthe&the population.

» Facilitating the right to health requires the States to takdtipe measures that enable and assist
individuals and communities to enjoy the right &ahh.

» Providing the right to healthequires the States to intervene when individoaks group are unable,
for reasons beyond their control, to realize tigtitrthemselves by the means at their disposal.

= The obligation tdulfil (promote)the right to health requires States to undertakierss that create,
maintain and restore the health of the populatibhe promotion of health is an important
component in the measures necessary to enactghetd health. It emphasises the close link
between good health, information and instructionoider to enjoy the right to health, the persons

and the community must have access to adequatepgndpriate information regarding health.

Progressive Realization

The right to the best attainable health conditisrsubject to the principles of progressive regiliza
and the maximum available resources. This candmedrto the awareness that the objective of cigatin
comprehensive and integrated health system, thatagtees access for all citizens, cannot be reached
immediately. What the countries are asked to do adopt efficacious measures with the aim of wittai
this objective. Paul Hunt and Gunilla Backman hletified three main consequences of this prircipl
The first consequence is that the States must adoptional plan for the development of their Headte
system, which covers both the public and the peigaictors. A further implication of progressivelirdion
is the principle that to be effective, a healthcgystem must include suitable indicators and patersef
reference, in order to evaluate whether the coustimproving its health service and progressiveblising
the right to healti. The last implication deriving from progressivailization is the principle commonly
known as non-retrogression. This means that a 8tat maintain at least the level of right to Healtat

existed in the first place and it is not admisstbledopt measures that lower this I&el

Core obligations

Although, as previously stated, the realizationttef right to health is subject to the principle of
“progressive realization”, this does not emancigate States from meeting certain obligations carsid
essential. Meeting these levels cannot be waiveeh @ situations of economic crisis. Amongst tleec
obligations are:

* To ensure the right of access to health facgitgoods and services on a non-discriminatory

basis; especially for vulnerable or marginaligeoups;

% p. Hunt and G. Backmahlealth Systems and the Right to the Highest Attdén&tandard of Healttop. cit.
%5 See E. RiedelThe Human Right to Healtlop. cit., page 36.
%8 p. Hunt and G. Backmahiealth Systems and the Right to the Highest Attdén&tandard of Healthop. cit.
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* To ensure access to the minimum essential foadtwik nutritionally adequate and safe, to
ensure freedom from hunger to everyone;

* To ensure access to basic shelter, housing anithBan, and an adequate supply of safe and
potable water;

* To provide essential drugs, as from time to tideéined under the WHO Action Programme
on Essential Drugs;

* To ensure equitable distribution of all healtbiftéies, goods and services;

* To adopt and implement a national public healtategy and plan of action, on the basis of
epidemiological evidence, addressing the healtiterns of the whole population; the strategy
and plan of action shall be devised, and pesalji reviewed, on the basis of a participatory and
transparent process; they shall include mettegd) as right to health indicators and
benchmarks, by which progress can be closelyitoreal; the process by which the strategy and
plan of action are devised, as well as theiteatn shall give particular attention to all vulakle
or marginalized groups.

The Committee also confirms that the following aebdigations of comparable priority:

* to ensure reproductive, materna¢{patal as well as post-natal) and child health;ca

* to provide immunization against the major infeas diseases occurring in the community;

* to take measures to prevent, treat and contiidiespic and endemic diseases;

* to provide education and access to informatiomceoning the main health problems in the
community, including methods of preventing andteolling them;

* to provide appropriate training for health pensehincluding education on health and human

rights.

3. Legislation on matters regarding health and iguration

As explained at the beginning of this chapter, ghesibilities for the immigrant population to see
their right to health realized depends, mainly,tlee degree of access to the health services geachio
them, on the basis of their legal status and natitaw’’. For this reason, the following section will be
dedicated to presenting an overview of this legjisté®. First, it is necessary to state that the postsituf

access to the health services varies mainly acupriti the country of origin of the migrant and te t

57 It must be remembered, for the purpose of commsifieness, that the legislative framework is notatyenational. In fact, following the
reform of Title V of the Constitution, the subjéhealth and immigration” has been divided betweexctusive” legislation (immigration is
one of the questions over which the Italian Staténtain full legislative powers) and “concurrenggislation (the safeguarding of health is
one of the subjects in which the regional authesithave legislative power). Therefore, although gbkcies on immigration ruled at
national level — and given the State obligationgt@rantee equity in fulfilling the right to healththe measures for integration and
promotion, also in the health sector, must be echand realized locally. See also in this senseghneement stipulated on Decembef 20
2012 during the permanent conference for the orlatbetween the State, the regions and the indepepdovinces of Trento and Bolzano
(Conferenza Stato-Regioni e Pavhich largely absorbed the documentlicazioni per la corretta applicazione della native per
I'assistenza sanitaria alla popolazioséraniera da parte delle regioni e province automoitalianealready approved by the Health Committee of the
Conferenza Stato-Regioni e RA September 212011. The purpose of this agreement was to stdisgathe practices and the level of
assistance guaranteed to foreign citizens in thewaregions.

%8 This overview is a mere summary of the most ingmurtegislation. For greater detail see the Apperidof the first research report (1.
Biglino and A. Olmo)Health as a fundamental right: a study on migratammd healthcare in Turip. cit.) and the information given in
the various chapters of this volume.
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presence and the type of residence permit they. Hdid principle discrimination made in this sense i

between the migrants from EU countries and thasa fion-EU countries.
Citizens of a state member of the European Union

With regard to healthcare guaranteed to citizensna of the European member states, the main
distinction to be made is between those who makeed stay (less than three months) and those wdyo s
for a longer period (more than three moriths)

For periods of less than three months, it is pdsdib enrol with the SSN, if the person is not a
seasonal worker and for holders of form E106 wilidity of three monttfS. Access to health services is
available when presenting the European Health &msx@r Card issued by the country of origin. When the
European citizen presents the Card to the foreigtitute, they may be asked to prove that theyarelled,
or they will be charged the entire fee for the menor treatment and at a later date the foreigneti can
apply for full reimbursement from the appropriatstitution in their own country. Holders of the Bpean
Health Insurance Card or an equivalent documenre Ktz right to urgent and necessary treatment@ad t
the services necessary for their state of healtbrder to continue their stay.

For periods in excess of three months, the EU eritiwill, in various casés be compulsorily
enrolled with the SSN, with equality of treatmemitilian citizens resident in Italy and at the exge of the
SSN. Other categories of subject have the rightvatuntary enrolment, on payment of an annual
contributior?®.

Those who are domiciled in Italy or who intend taysfor a period of more than three months and
who do not have the right to enrol with the SSNJ o have no healthcare rights in their countrgragin
or other suitable document that covers all thesriskhe national territof.

EU citizens in a state of indigence, who are ilidtaterritory without being assisted by their coyn
of origin and are without private insurance coverawve the right to imperative and urgent treatfiefhe
local health authorities (ASL) are required to keegeparate record of these treatments and seriricasler
to attempt the recovery and/or negotiation of tbsets from the competent States. These recordsepteok

the basis of what is called, in the Piemonte Régiaodice Eni(non-enrolled Europeans code) and is

% The main normative text on the matter in ItalyDisLgs. 30/2007 which ratifies the Directive 38/200. Lgs. N. 30, February"62007,
Gazzetta UfficialéN. 72, March 2% 2007.
€0 |talian Ministry of Health, Informative Note, Augu3® 2007.

5 Ibidem. Amongst these arénter alia, subordinate or independent workers; holders efifanent resident permits” matured after five

years residence in Italy and holders of the ford@$I, E109/SI, E120/Sl, E121SlI.
2 Amongst these semmter alia, Community citizens who enjoy immunity or privilegforeseen by the immunity and privileges foredsen

the Vienna Convention on Consular Relations; aiszevho do not have the requisites to enrol with &8N; students and au-pairs;
Community citizens who work in Italy and are subjerthe welfare legislation of their country ofigin (except in cases of compulsory

enrolment when they are holders of Community forms)
53D, Lgs. 30/2007, Article 7, paragraph 1, letieysndc).

5 Jtalian Ministry of Health, Informative Note, Augti3rd 2007. Amongst the urgent and essentialnreatt and services foreseen are
healthcare relating to the health of minors andemmétty and to voluntary abortion, under the sameddmns as those foreseen for women
enrolled with the SSN. Finally, vaccination campaiginternational disease prevention, diagnosistesaiment of infectious diseases are

also foreseen.
% Regione Piemonte, Circolare Assessorato Tutela @ellute e Sanita (regional department of he&tb). N. 822/DA2009, January 9th
2008.

26



attributed on the occasion of the first dispensatio on request by the interested party. The treatsnand

services are dispensed on the same basis as Kél@ens with regard to any sharing of the cost.
Non-EU citizens

The reference legislation on this maitatistinguishes between those who hold a resideromip
and are compulsorily enrolled with the SSN; thodeovhold a residence permit and can be voluntarily
enrolled with the SSN; those who are legally restide the country but cannot be enrolled with tt&NS
those who are not legally resident in the country @nnot be enrolled with the SSN.

* Non-EU citizens with residence permits and compilysenrolled with the SSNthe right to
compulsory enrolment with the SSN derives from thason that authorises the issue of a
residence permit and that consequently allows tesgm to reside in Ital§, Compulsory
enrolment guarantees the same treatment as tlegefan by law for Italian citizens, with regard
to the choice of the GP and/or paediatrician andHaring of costs.

* Non-EU citizens with residence permits and voluftanrolment with the SSNoreigners who
hold a residence permit for more than three moatits who do not fall within the categories
compulsorily enrolled with the SSi

» Non-EU citizens residing illegally in Italy and Wdut the right to enrol with the SSNon-EU
citizens who reside in ltaly illegally (temporaritgsident foreigners) do not have the right to
enrol with the SSN. The consolidated legislatiotJIjTforesees that these people must be
guaranteed treatment at outpatient clinics and nirdeospital treatmefit or essential
treatment, and ongoing treatment for illness and accitlefn particular, social safeguards are
guaranteed for pregnancy and maternity, with treatnequal to that offered to Italian citizens,
the safeguarding of the health of minors, vacoametiaccording to current legislation and as part

of the collective prevention campaigns authorizgdhe regional authorities, interventions for

% See theTesto Unico Disposizioni concernanti la disciplidallimmigranzione, norme sulle condizioni dellsastiero (consolidating
legislation on immigration and conditions of fone@s), D. Lgs 286, July 25th 1998azzetta UfficialeN. 191, August 18th, ordinary
supplement N. 139, in particular Articles 34, 35 &6. See also D.P.R. N. 394, August 31st 1@8&zetta UfficialéN. 258, November'$
1999, Ordinary Supplement N. 190, Articles 42, A 44. See, finally, Italian Ministry of Health,r€ular N. 5, March M 2000,Gazzetta
Ufficiale, General Series N. 126, Juri&2D00.

57 0On the basis of Article 34 of the aforemention@std Unico and Article 42 of tHRegolamento di attuazione del Ministero della Sanit
(enactment by the Italian Ministry of Health), Qitar N. 5, cit., and subsequent legislation, faneig with a residence permit have the right
to compulsory enrolment fomter alia, subordinate work; independent work; family reasgolitical asylum/political refuge; humanitarian
asylum/humanitarian reasons/subsidiary protectiequests for international protection; requestsafylum in accordance with the Dublin
Convention; holders of the residence permit and-kemm residents; non-EU family members of EU eitiz enrolled with the SSN; foreign
minors present in the territory, whether holdera oésidence permit or not; stateless personspmeas health/humanitarian reasons (except
for those resident under Article 36 TUI); foreigitizens — and their cohabiting spouse in a statpre§nancy and/or for the six months
following the birth of the child, who have applifat a (non-renewable) residence permit for medieatons.

% Voluntary enrolment is granted to non-EU citizentso are legally living and/or present in ltaly famter alia, study; religious reasons
(which do not fall within the categories for compary enrolment); au-pairs; family members aged sisy-five who entered Italy to join
their families after Novembe/"52008.

%9 “Urgent treatment” includes treatment that caritlelayed without danger to life or the persoealtt.

0 “Essential treatment” includes healthcare, diagossand therapies relating to pathologies that rave dangerous in an immediate
timeframe, or short-term, but which in time coultlise greater threats to health or risks for tieedffthe person (complications, chronicity
or degeneration).

"™ TUI Article 35, paragraph 3. The programme of retve medicine must also be extended to illegatifm residents to safeguard
individual and collective health. For the purpo$essential treatment, including bone marrow tréargpthe illegal foreign resident is equal
to the Italian citizen.
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international disease prevention, prophylaxis, wiisis and treatment of infectious diseases and

any necessary sanitation of the relative centrénfefction’?, and treatment, prevention and

rehabilitation in the case of drug ab{ise

With regard to the methods for providing basic tiezlre for this latter type of user, the D.P.R.
394/199, Article 43, delegates to the Italian regithe organization of the health services, thtd sy,
the definition of who must provide basic healthbards we will see in the next chapters, for this
purpose, in 1996, the Regione Piemonte set up ¢émériGli Informazione Salute Immigrati (Centri ISI
immigrant health information centréy) and since 2004 these centres have been resporfsibl
providing healthcare for illegal foreign residentis healthcare is guaranteed by the issue ofr@ ca
with an individual STP (straniero temporaneamemgsidente — temporary foreign resident) code.
Finally, it must be mentioned that the essentialtheare is assured at an equal level to the dondibf
an ltalian citizen with regard to the sharing oé ttosts. However, as we will see, the illegal fpmei
resident, if they have declared themselves indjgealy be exonerated from the cost of the treatroent
service (ticket), in a similar manner to an ltalieitizen, with exemption code X01, which is valid
exclusively for the specific treatment or servicevided. Furthermore, interventions of preventive a
collective healthcare are guaranteed free of chatgs they relate to the safeguarding of individarad
collective health, in particular: welfare duringegnancy and maternity, safeguards for the health of
minors, vaccinations according to current legiskatand as part of the collective preventive campsig
organized by the regional authorities, intervergidar international disease prevention, prophylaxis
diagnosis and treatment of infectious diseasesamydnecessary sanitation of the relative centre of
infection with the aim of prevention, care and Hli@tion in cases of drug abuse, treatment ne¢ato
exempted pathologies.

Lastly, the question of the crime ofandestinita(illegal residence in Italy) although it does not
directly concern the legislation on healthcare, imany case — as noted during the first phaséef t
research — a considerable impact on the way theamtfg access the health services. At the timeirtste f
volume was written, we noted that the existencthisfcrime still hampered many migrants, due tirthe
fear (in any case unfounded) that they would bented to the police by the doctors and other health
workers®. On May 17 2004, the delegated law N. 67/26%was enacted, which foresainter alia, the
abrogation of the crime of illegal residence onftre entry to the country, foreseen in Article-i8 of
the TUL. In fact, this must be transformed intoaaministrative offence. The effective abrogationstnu

be ordered, by legislative decree, within eightesmths from the enactment of the law.

"2TUl, Article 35, paragraph 3.

D.P.R., October®' 1990, n. 309Gazzetta UfficialdN. 255, October 311990, ordinary supplement N. 67.

" D.P.R. 349/99, Article 43, paragraph 8.

> Regione Piemonte, Delibera Regionale N. 56-103ty, 15" 1996.

1. Biglino and A. OlmoHealth as a fundamental right: a study on migratiom healthcare in Turilp. cit. Chapter 5.
" Law N. 67,Gazzetta UfficialN. 100, May 2nd 2014.
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Chapter Two

Social suffering and marginalisation
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1. Migration and social suffering

At present, in the world, there are about 232 orilpeople who have abandoned their place of origin
and undertaken a migratory jourd&While in some cases the migration may represertipgportunity for
personal growth and a constructive experience, amymother cases the migrants must face systematic
violation of their human rights and are subject momerous forms of violence, discrimination and
exploitation during the journey and at their destiions®.

The migratory experience is often associated withepty, unfavourable residential conditions, poor
social recognition and the placement in inferitlegal and temporary work, lacking safeguards fram
contractual standpoint. These conditions are weddry the existential fatigue of having to fit ifthva new
and often hostile reality, the need to learn a nemguage, to rebuild a network of relationships and
affections, to deal with a different culture anccd®me familiar with new customs that sometimes @wttr
with the semantic and operatfdackground thanks to which each individual intesamoothly with their
daily life.

The situation in Piemonte is a clear example oflthie between immigration and economic and
social insecurity. According to thBossier statistico immigrazione 201dnmigration statistics dossier) in
the year 2013 the foreign population felt the efexf the economic crisis particularly intensebgistering a
rate of unemployment around 22.8%, while for ltadiat was 8.995. Moreover, as shown by the repbrt
mercato del lavoro in Piemonte nel 20{tBe labour market in Piemonte in 2013), the numifejobs
available for foreign workers was not capable afaabing the demographic flows, which, though lotem
in the past, but are in any case present and migntf This problem, already clear in the year 20125
worsened due to the reduction in the number of @lzslable in the industrial sector and was a nedeo
concern by 2013, becoming a “genuine social emesgén

The considerable asymmetries that characterizentgeatory phenomenon place the foreigner in a
position of “structural vulnerabilitf®, which is evident in the area of the right to tiealhe concept of
vulnerability has to do with the degree of expostareisk and the capacity to respond to a crisig. &&n
speak of “structural vulnerability” when we arethe presence of a condition of vulnerability thatnit
linked to individual choices or actions, but whishbased on structural social conditions, whichitlithe

capacity for action and affect the decision-makpngcesses of the individual.

& Gen%‘ral Assembly of the United Natiohsternational Migration and Development, Reportléd Secretary-GenerdlJN Doc. A/69/207,

June 30 2014.

& (hBeneraI Assembly of the United Natiofeport of the Special Rapporteur on the Human RighMigrants UN Doc. A/69/302, August
11" 2014.

8|, Quaranta and M. RiccMalati fuori luogo. Medicina interculturaleMilano, Raffaelo Cortina, 2012.

81 UNAR and Centro Studi e Ricerche Idos (Hdopssier statistico immigrazione 2014. Dalle disdriazioni ai diritti.

82 Regione Piemontél, mercato del lavoro in Piemonte nel 20T3yrino, 2014, page 55.

8 J. Quesada, L.K. Hart e P. Bourgo&tructural Vulnerability and Health: Latino Migraritaborers in the United Statem «Medical

Anthropology», 30, 2011, n. 4, pages 339-362.
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As stated in a recent report by the World Healtba@izationGovernance for Health EquityThese
inequalities can accumulate over the life course are often perpetuated across generations, leading
persistent shortfalls in health and developmenentizl in families, in communities and in our sdieis™”.

In fact, health and well-being are moulded by tigrithution of economic means, by the balance ofgro
and resources, both material and symbolic, availabh given social grofip

As we saw in the first chapter, essential aspefctheoright to health are both the right to medical
treatment, and the right to live in social condisdhat allow people to attain their health potnilthough
the foreign population in Torino is, on averageynw, and in general healthier than the Italian comemt®,
the weight of disadvantageous social-economic d¢omdi has a considerable effect with regard to
healthcar¥.

In the first volume, we emphasised the way in whicé distribution of healthcare in the city of
Torino shows considerable inequalities and the igérepnditions of health are more precarious in the
disadvantaged areas of the city, which generaltjutle a large number of migrant residents. “Theacsoc
economic dimension” in fact “represents the maitedeinant in the differences in health within tiy of

Torino™®

. In particular, it is clear that with respect toetprincipal structural determinants (income,
instruction, employment) and the principal interimagel determinants (material living standards — sagthe
home, the working environment — psychosocial fagt@uch as isolation and discrimination — and
behavioural factors) the migrant population gemgithnds in a more precarious and vulnerable iposit

In this chapter, we will return to the role of scileterminants in the safeguarding of the right to
health of the migrants in Torino. However, heres #pproach will differ with regard to that previtus
adopted, inasmuch as it will present the life stothey narrate, in addition to the numbers andtidugstics,
the mechanisms and the processes that convergenarage various forms of “social sufferifig”A first
example of the close link between the social sphertthe health sphere is offered by the intervigth
Najib, for whom the lack of work is a problem thaith a domino effect, affects all the other aspefther

life in Italy.

At one time, there was clandestine employmentalty ltbut now not even that is available. You askvahat
my health problems are, and | tell you that thebfgnm is that there is no work. There is a lack ofkv If you
work well, the other things go well. It is suffiaieto find work. If | find work, | live well: healt is good;
things go well with my friends, with my family. (N, 30 years old, Egypt).

84C. Brownet al, Governance for Health Equity. Taking forward tEeuity Values and Goals of Health 2020 in the@VEuropean
Region World Health Organization, Regional Office feurope, 2013.

8. Biglino and A. Olmo,Health as a fundamental right: a study on migratamd healthcare in TurinBologna, Il Mulino, 2014 pages
141-166.

86 E_Coffano, M. Del Savio and L. Mondo (edRapporto: Stranieri e salufdRegione Piemonte, Assessorato alla tutela dellgese sanita,
politiche sociali e politiche per la faglia, 2012, (report on the healh of foreigners tioe Department of Healthcare, Social Policies aathify
Policies, Regione Piemontéitp://www.comune.torino.it/statistica/osservatéstoanieri/2012/pdf/24-stranierg-salute. pdf

87 1n the first volume, we discussed in depth thestjoa of inequality of healthcare and social candi. Cfr.1. Biglino e A. Olmo,Health
as a fundamental right: a study on migration andltiecare in Turin,Bologna, Il Mulino, 2014.op. cit., pages 135 onwards.

% |bidempage 142.

8 For an overall framework of this concept, gee Kleinman, V. Das and M. Lock (Ed$ocial SufferingBerkeley, University of
California Press, 1997.
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In the life stories it is possible to note a mutyicof definitions of the concept of marginalisatjo
which do not only refer to extreme poverty, buials the lack of relational networks or social ¢alpito
political exclusion and the more limited accesiformation and spaces for participation. The maadiy,
moreover, affects the perception of self and lirthies capacity to interact with the institutionahsps, which
may even generate a feeling of anguish and impetembis is what one of the women interviewed
emphasised.

| am often afraid when | have to go to the doctarsvhen | have had to go to the hospital. Theneoigeal
reason... | have all the necessary documents, sapenmore than fear | should say that it is anxiéty.
anxiety that relates to being an immigrant: thglege, the fact of being in a different countrg fact of not
quite knowing how things work. All this makes yoery unsure [...] Once | had a very severe pain irsidg;

| have heart problems, so | was afraid that it Virgleed to that... | went to the A&E department, bntthe
waiting room | was worried because the nurse todg quite bluntly, that if she gave me a ‘white cogen-
urgent treatment) | would have to pay a fee, said 0 my husband, “if they give me a white code, will
leave, | won't have them examine me”. However, dsva serious matter, | am always afraid of not kngw
how to evaluate the situation, of exaggerating,doing the wrong thing... also, at times in the A&E
department they are prejudiced, they think, ang 8& to you, that foreigners use the A&E wrongdlpat
time they gave me a ‘green code’ (urgent treatmequired), it was a muscle strain, caused by the of
work | do, because | often have to lift the womeraie for and in the kitchen, every day, | lift wéreavy pots
and pans. And this, in any case, | mean the anxietyt the fear of being reported to the police, the
feeling of impotence, this, well... The hospital isunusual place, it is an institution, a healthdasétution, a
structured body that makes you feel powerless #si if, when you enter, someone else takes thatisit in
hand and leaves you on the edge of all the decisiaking. We are always, so to say, in a situatibn o
inferiority, but while in my country | felt that thad the tools for evaluating the situation and detirey a
service, here this inferiority is massive and ésy strong, because | am another, | am a foreigron’t feel
that | have the tools necessary for demanding gitsi (Gabriela, 52 years old, Colombia).

This testimony clearly highlights the many obstadleat make the realization of the right to health
difficult for the migrant population. Some of theoplems relating to the accessibility of the sosmilvices
already identified in the first volume emerge clgasuch as the way the immigrants access andaeititie
services, the linguistic barriers, the difficultiesdealing with an unfamiliar environment and greblems
relating to economic accessibility. At the sameetitibis possible to see other obstacles, not ifileshin the
first phase of the research, relating to the stibe@pproach, to the feeling of impotence andrioféay
when forced to interact with a complex and distastitution.

The foreigners, in both their informal interactioasid within institutional spaces, are often
represented as “others” for whom it is difficultittentify the characteristics, with respect to “iedians”.
Prejudices and the stereotypes, although ofteradutitted, are the order of the day. During the aede
project numerous negative images of the foreignegrged, which testify to the importance of the &ipl
(or more frequently the veiled) forms of xenophoara discrimination. In some cases, these images we
reported by the interviewees, in other cases thengwbserved directly in the healthcare institugjdsut the
clearest examples of stereotypes of the migrantapgbove all in the informal settings and the medn
inconvenient figure, the foreigner is sometimegesented as an invader, a carrier of disease pateatial
terrorist, a delinquent, as someone who endangersutochthonous identity and values. However, @bov
all, the prevailing image of the migrant is as awesirable and illegitimate competitor, who takescpus

resources from the Italians in a moment of econamsis.
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The way one is perceived by others affects selfgyion in a decisive manner and can affect the
capacity to act to attain one’s rights or to behiwva constructive manner. It is interesting toenbbw in
many interviews the interlocutor expresses a styofeit need to be treated as “a person” and ndtaas
immigrant”: it is not by chance that the sociolégessandro Dal Lago used the expression “nonepei’s
to highlight the mechanisms of exclusion, both igipland explicit, aimed at foreigners, especialljen
they are illegal residerifs

The word “person” is linked to both the need fociabrecognition and to the need for equality on
the plane of fundamental rights. As shown by thional committee for bioethics in 1998an intercultural
approach to treatment should arise from commonegaln a politically democratic community, such as
safeguards for human rights and the principles aidarity and subsidiarity: these are the essential
foundations for the construction of “equal and iotétural healthcaré®.

The question of discrimination emerged repeatedlying the first phase of the research. In
particular, it was noticed, as confirmed by theoréq that discrimination influences the realizatf the
right to health in the migrant population in a ey negative mann®r It was emphasised that
discrimination often overlays “the inequalitiesealdy present for vulnerable and marginalised groapd
how this “increases the vulnerability with respeztproblems of health and limits the efficacy ofltle
treatment¥’.

2. Welfare in times of crisis

The protection of the health of migrants and theenailnerable groups clashes with a situation of
general lack of resources and cuts in public spenétr healthcare. Every consideration on the right
health today must therefore take into account tlesgmt economic crisis, considered by many anatiists
most serious in history, since the Great Depressfol©29. For the Office of the High Commissioner f
Human Rights of the United Nations Organization:

[...] Consequently, the ability of individuals to egise their human rights, and that of
States to fulfil their obligations to protect thosghts, has been diminished. This is
particularly true for the most vulnerable and maadjzed groups in society, including
women, children, minorities, migrants and the pednp suffer from decreasing access to
work and social welfare programmes, and reducearadbility of food, housing, water,
medical care and other basic necessities. The imegatpacts of the financial crisis and
subsequent austerity measures are also seen tereamcexisting structural inequalifiés

In Italy, as in other European countries, the mutdpending for welfare has been reduced

considerably in recent years, affecting the healthsystem and magnifying the existing inequalitieshis

OA Dal Lago,Non-persone. L’esclusione dei migranti in una s@cgdobale Milano, Feltrinelli, 2004.

1 Comitato nazionale per la bioetiddarere del Comitato nazionale per la bioetica stolgemi bioetici in una societd multietnica6
gennaio 1998. Full text at: httpuw.governo.it/bioetica/pdf/Problemi bioetici_in_aursocieta_multietnica_ok.pdf.

92 M. Ricca,Medicina equa e interculturale. Per una cittadinarsanitaria cosmopolitan Malati fuori luogq op. cit., pages. 57-95.

. Biglino and A. OlmoHealth as a fundamental right: a study on migratimd healthcare in TurirBologna, Il Mulino, 2014.0p. cit.,
gage 162.

* Ibidem pages 162-163.

% Office of the High Commissioner of the United Nai$ for Human RighfsReport on Austerity Measures and Economic andaSoc
Rights UN Doc. E/2013/82, May"72013, page 3.
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context, it is fundamental to monitor the safegsafor the right to health of migrants, with partau
attention for the more vulnerable groups, suchamen, children and illegal residents.

As we saw in the first chapter, from a legislatatandpoint, Italy offers many opportunities for
access to healthcare for migrafitsThe reference legislation in this case is tliesto Unico
sullimmigrazione(TUI, — consolidated law on immigration — D. Lgs. 286, July 25 1998 and subsequent
amendments and integrations). Briefly, it guaramtiye possibility of registration with the Regiomédalth
Services (SSR), with equal rights in relation &didén citizens, resident European citizens, noneltidens
in the following categories: with residence permfte those who have applied for the renewal ofrthe
residence permit, due to subordinate work, independvork, for family reasons, political asylum,
humanitarian asylum, while awaiting adoption, fasig or for acquisition of citizenship. Healthcasealso
guaranteed for dependant family members who hotgidence permit.

Foreigners with a residence permit who do notifat the above categories, students and au-pair
workers must take out private insurance and cam \atuntarily register with the national health\see,
paying the fees foreseen.

lllegal foreign residents are guaranteed “outpatiinic treatment and urgent or essential hospital
treatment, even if continuative, for illness anguip and are included in programmes for preventive
medicine protecting individual and collective hi&lf. This right is extended to the non-EU citizens
illegally resident in the country, who are known ltaly as STP gtranieri temporaneamente preserti
temporarily resident citizens) and to EU citizentheut a residence permit and without the requssfte
registration with the national health system, knoasnENI (europei non iscritti — unregistered Eusope
citizens). The legislative framework at nationalde although necessary, is not sufficient to catelthe
analysis of the regulations that govern the posibof access to the health services by the migran
population. As already mentioned, following theorei of Title V of the Constitutiofi, the matter in
guestion has remained suspended between “exclusgesiation and “concurrent” legislation. On theeo
hand, immigration is one of the questions on wHidh legislative powers have been maintained by the
State, while on the other, health falls within tegislative powers of the regional authorities. sThieans
that, although the State has the power to defifieies on immigration and the obligation to guasenequal
access to healthcdPethe regional authorities are responsible forléigislative and administrative functions
of healthcare and hospital treatment, the ideatifixy of the principles on which the services dmal hiealth
safeguards are organized, the financing of thel loealth authorities and the hospitals, technictiviies,
promotion and support of the local health authesitind hospitals, and the monitoring and evaluatigdghe
services provided. To simplify, the effective accasad fruition of the health services by migrastdefined

at regional and local level. The progressive adstiafive and political decentralization has ledato

% See alsol. Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in TurifBologna, Il Mulino, 2014.
op. cit., appendix 2.

9 Testo unico delle disposizioni concernenti la giloa dellimmigrazione, norme sulla condizione Idektraniero (Testo unico
sullimmigrazione, TUI), D. Lgs N. 286. July 25t998, Gazzetta UfficialeN. 191, August 18th 1998, ordinary supplement N3, Wgticle
351 N. 1.

% Constitutional Law, October 18th 2001, N.Gazzetta UfficialéN. 248, October 222001.

% |n particular, it is responsible for defining tassential levels of assistance (LEA - livelli essalndi assistenza).
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considerable lack of uniformity throughout the coynwith regard to the effective enactment of tlagional
legislation on this matter and the actual mearecoéss to and use of the services.

An important step in safeguarding the migrantshrigp health is represented by the agreement
between the government, the regional authoritielstia@ independent provinces on the docurheitazioni
per la corretta applicazione della normativa peadsistenza sanitaria alla popolazione stranierapdate
delle regioni e province autonomsigned in December 20f2 The document responds to the need, widely
felt, to standardize the methods of providing Hezite for foreigners, resolving the interpretatiifficulties
generated by the quantity of regulations and lsassed over the years and the considerable varigtithre
situations that the operators must deal with. Iditéah to these are the new laws arising from tkiemsion
of the European Union and the right to freedom offement for European citizens.

To monitor the enactment of the agreement, Sloeieta Italiana di Medicina delle Migrazioni
(SIMM) established ten indicators that correspondhe most widespread criticalities with regardthe
methods of application of the legislation on prtitat of the right to health. Amongst these we would
mention: the guarantee of registration with the $®Bional health service) for minors whose paréotd a
residence permit and those who are awaiting a eas@& permit; the provision to temporarily resident
foreigners (STP) of essential treatment, in ordeerisure that the therapeutic and rehabilitatiariecis
completed up to the possible resolution of the g@atly, including (if necessary) transplants; thérdkéon
of the exemption code X01 for the STP and the dtyuafl healthcare and organizational levels of &P
code and the ENI cod&.

In the Regione Piemonte — which ratified all thewabindicators — the hub of public assistance for
illegal migrants are the ISI Centres. These centsdch have been operating since 1992, were affici
recognized in December 2014. On the same dateyuidelines for the various ISI Centres under ttwallo
health authorities that had not taken part in tigeemental phase were approved. As from the PSER-2
2010 PSSR:Piano Soco-Sanitario Regionaleregional health and welfare plathe ISI Centres became a
reference point for the hospitals. According tosthguidelines, the Centres must:

a) Map and monitor the health conditions of the foneig present who do not have the right to

register with the SSN;

b) Intervene in the field of prevention;

1% |ndicazioni per la corretta applicazione della naativa per I'assistenza sanitaria alla popolaziorteasiera da parte delle regioni e
province autonome Indications for the correct application of tlegiklation on healthcare for the foreign populatigrthe regions and the
independent provinces. The document was first disedi in 2009, when a technical board of represeasafrom the regional authorities
and the independent provinces, promoted by thedRegMarche met. In May 2011, the board producedsa document, which was
approved on September 22011 by the joint regional health commissidohmissione Salute della Conferenza delle Regiand,
subsequently sent to the Italian ministry of heédthtransmission to the state-regional confere@enferenza Stato-Regigron May &'
2812. The Minister approved the document on Decer2@22012. The agreement was published inGlagzetta ufficialé. 32, February

7" 2013.

101 A full list of the indicators, summarised herendze found atvww.simmweb.it a) Registration with the SSR for minors whose parents
do not hold a residence permiifj compulsory registration with the SSR for those iimg a residence permit) compulsory registration
with the SSN also during the waiting period foiiratfresidence permit, for one of the reasons ghat the right to compulsory registration
with the SSN;d) voluntary registration with the SSR for the over-65STP guaranteed essential treatment to ensure ¢naptutic and
rehabilitation cycle is completed until the pattgylds resolved, including transplants, if necessfrpreventive issue of the STP code to
facilitate access to treatmemf) definition of the exemption code X01 for the STy;compulsory registration of Community parents of
Italian minors;i) voluntary registration of Community resider)sequity of treatment and organizational levels betw8TP code and ENI
code.
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c) Answer the requests for health expressed by thisoseof the population.

The ISI Centres are therefore an important resdiarcboth the hospitals and for the users, to whom
they guarantee outpatient services (specialistoasit) and an activity of reception, informatiossiatance
and facilitation of access to the public servicethe first volume, we explained the fundamentld mayed
by these centres in guaranteeing access to thihfsealices for the migrant population that doescomply
with legislation on residence.

However, nowadays, the cuts in the health budget baused difficulties for the system. The lack of
funds, already dealt with at length in the firstwrne'® together with the poor professional and personal
standing of the operators who work there, have ntilaglgob difficult and generated a high level ofrbout.

In the informal conversations, the operators ofedar to the feeling that they were “catapulted itfite front
lines” without having suitable training to deal wthe numerous critical situations that arise edery.

The case of Lungo Dora Savona is significant: atdlinic, there are only a few GPs, who must
examine a huge number of patients (a maximum @fefif minutes is foreseen for each patient). Theiell
mediators, whose presence is essential also dtivasg few minutes of the examination, are insteacktl
to carry out mainly organizational activities, iBsue of codes, sorting and filtering the usereréfare long
queues, complex bureaucratic procedures and ths ase often very unsatisfied. These operativestask
which go beyond their role, sometimes create caanfis both the users and the mediators themselndst
is not surprising that, in these conditions, sord@@m retreat into excessively rigid attitudes.

These problems clearly affect the relationship wlith users, who do not give a positive evaluation
of the ISI. From the interviews there emerges thegption of “operators that it is impossible tik t&”,
who “shout”, who are “annoyed”, who are too tirgdldnattentive to the needs of the users. Moredher,
ISI Centres are not seen by the users as a plafiedtanformation, facilitation and assistance, last a
hostile place to which they go “to fight for a pass

A space that originally had a wide-ranging and paing function, now risks transforming into a
hostile bureaucratic centre in which the contraolict of the system are concentrated. Operatorgpatiehts
are trapped in the structural dynamics that compfetranscend their power of action. The feeling of
impotence is, on both sides, very high. All thislermines the trust in the public services and leadke
search, at times chaotic and expensive, for altert

The situation we have described clearly shows huosvlack of resources — a problem that can,
initially, be categorized under the umbrella of &wailability of services — can only have negatkmgck-on
effects, with regard to both the services offened the accessibility to the same.

Despite these criticalities, it must be said that problems seem to be concentrated in the receptio
phase, while the medical examinations are spoken pbsitive terms. The doctors at the surgeriestap
clinics are very willing to help and efficient froenclinical standpoint. Also, at the ISI, theraistable and

structured mediation service and once the firgesteas been overcome, a relationship of trusttébkshed

1021, Biglino and A. OlmoHealth as a fundamental right: a study on migratind healthcare in TurirBologna, Il Mulino, 2014.0p. cit.,
pages 47-55 and 81-90.
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between the mediators and the users, and peopte ofturn to speak to them, or simply to have a
prescription read and explained, even when theydchun to their GP. This confirms, once again, the
importance of the cultural accessibility of thevéses and, as we will explain in detail in the Bixthapter,
the essential role of the cultural medidtdin creating a bridge between the two groups whiahuld
otherwise never meet, the foreign patient and #adth services.

The field research showed the important role pldyethe private social sector in guaranteeing the
availability of health services. Although there ame structured forms of cooperation, in fact thare
informal networks between the doctors at the dirand the private social centres operating in tha.a
These networks are particularly efficient and neagsin the face of critical situations on the abpilane. It
is, however, important to define the role of theiaas players and the differences between the wario
institutions more clearly, since they are not alsvagiderstood by the patients.

It must be mentioned that those who work in thédfi@re reluctant to criticize the I1SI Centres,
because they are afraid of encouraging those whidwayefer to close them. In a period of cost-agttand
progressive restrictions of public welfare, struetusuch as the ISI, which assist the marginaleed
vulnerable members of the population, are in maases considered a burden that drains resources from
other areas and other patients. The dissatisfaofitine users is therefore to be read in a corstrisense,
as a spur to improve and develop the potentiallatgs such as the ISI. In fact, the ISI Centresaare
pioneering innovation that the Regione Piemonteudinoto bear in order to give a prompt responstheo
health needs of the migrants, and so far, they lgaxen generally positive results, showing thas itvorth

continuing to invest in them.

3. Extreme social marginalisation

One of the problems with which many of the reseg@mjects dealing with the question of health for
migrants have been forced to deal with is thathef difficulty in contacting the more marginalisexda
vulnerable sections of the population. In our casprivileged vantage point was the outpatientsiiclof
the association Camminare Insieme, founded in ¥888the aim of offering qualified and free medicale
to persons who could not make use of the natiopaltlh service. This initial objective was laterngamized
to take into account normative, social and demdgcaphanges that had occurred during the last fwvent
years: although at the start of the nineties, tl@nmproblem was to overcome a legislative vacuuat th
prevented illegal immigrants from receiving headtte; today the focus is on poverty and extremeakoci
marginalisation, which, as we will try to show ihig paragraph, represents a serious obstacle &or th
protection of the right to health. Every year tssaiation accepts more than 1,600 new patiemssalall

of whom are foreignet¥, the association offers general and specialisticaédervice¥® and organizes

103 see in this volume, chapterl6Biglino and A. Olmo,Health as a fundamental right: a study on migratamd healthcare in Turin,
Bologna, Il Mulino, 2014.0p. cit. pages 103-110.

194 The economic crisis, however, has led to the tegien — for the first time — of some indigentlisa patients. Further information can be
found in a detailed report on the activities of @amare Insieme in the year 201 2hatp://www.camminareinsieme.it/.

195 1n particular: cardiology, surgery, dermatologjitrasound scans, endocrinology, gynaecology, negyolophthalmology, orthodontics,
orthopaedics, ear, nose and throat treatmentsigtaedare, pneumology.
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specific projects dedicated to health and welfaret @conomic assistance for Roma women, foreign wome
with children, disabled foreign minors, and in soppf educational and scholastic projects. Manyhef
interviews in the next pages were gathered durimger@od of ethnographic research carried out a thi
organization, in which the authors of the chapterewnobservers of the outpatients’ clinic and thgqmts
underway.

The case of Rachid, a homeless foreigner, is a aleé exemplary illustration of the way in which
health and treatment are essential elements oélsand economic conditions. Rachid, who comes from
Casablanca, arrived in ltaly in 2001 and he soamdowork as a cook, was able to obtain the necgssar
documents and rent an apartment in the distri@aofiera di Milano, with his fellow countrymen. 2009,

however, his situation changed suddenly and dedistic

At first my life was not like this, now everythirttas changed, the wind has turned and | have logbmy
have lost my home, do you understand? | began ttkerand to drink [...]. | can’t go back to Moroccb, i
would be worse... then, last June, | became ill. hte the hospital and they gave me some medi®ifieen |
wake up, | come here to the clinic, or | go to k.. | have problems with my stomach, because efdfink.
| swear to you, | really need to go to hospital. atH am in hospital, | don’t smoke. And when | aot m
hospital, there is the problem of where to lived &smoke and drink. | am homeless, do you see®¢ la load
of problems and | can’t stop smoking... and thers &old. Now, | sleep at the Red Cross “winter eyeecy
service” at the Pellerina Park. There are eighpfgem every room, and it is so cold, too coldarfyone is ill,
everyone gets ill. It is not possible to wash thmnkets, you can’t get washed. You see? No, no, hewear
to you, it is humiliating. A little while ago, | we to the Amedeo di Savoia Hospital and | was tHerdive
days... | felt better, but it was only five days, lpeps four days. You go there... you see?... andttieay you
well, but they don’t solve the problem, becauseeopau leave there are so many people who arerlalize
that it is our problem. Anyway, here in Italy, whigmomes to health, it is better for us foreigntran almost
anywhere in Europe. When you are in hospital yau'tdwave to worry about anything else [...] the intjaot
thing is that you should go to the doctor, thendbetor knows what to do. The problem is out théRachid,
45 years old, Morocco).

As can be seen from this testimony, the loss ofleynment is often, for the foreigner, the start of a
process of overall disruption of the lifestyle. kasf employment is soon followed by the imposdipitf
renewing a residence permit, the loss of the homteaagradual disintegration of self, which in tlese of
Rachid, is clearly manifested in addiction.

Rachid, although he considers himself very forteriatthe healthcare he receives from the clinics
and through the ISI Centre, the private socialisesy and the hospital, is well aware that thesenmntions
are merely palliatives with regard to an overaliaiion that represents a serious obstacle tortgeali

The right to adequate living conditions has repdigitbeen directly related to the right to healtheL
on the streets brings extreme difficulties: thedgahe lack of suitable bedding and clothing; ifisiént
food; frequent recourse to alcohol, cigarettesragst close contact with other people, who arenaftethe
impossibility of washing; inadequate hygiene ankeotproblems that the homeless encounter every day
make attempts to deal with illness vain from ac8iriclinical standpoint and destroy the good tlvat done
during the hospital stay.

Situations like that of Rachid call for the actieatof complex health and welfare interventiond,tha

at present, it is rarely possible to foresee.
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Amongst the numerous problems faced by those wiati conditions of extreme marginality, is the
impossibility of accessing adequate food, in patéic in the case of chronic pathologies, which nequ
specific dietary standards. This is the case dhion, an Iraqgi refugee, who has lived legally ialytfor
about fifteen years, and who, although he has aehbas such a low income that he is forced todivehe
waste food he finds at the markets and at the kibcigens.

If you go to Porta Palazzo (the largest open-airketain Europe, NdT) you will see another worldhent
people. A world that makes you suffer. There ate ¢d people wandering around looking for stuff...atdver

is left over. | do it, too. If | didn’t do this,wouldn’t be able to survive. | am a man, | am oldut there are
young people, children. It really hurts me. | haeen Germany, | have seen France, it's not liketheae, but
here it is. Anyway, | am not hungry. | find plerdf/things at Porta Palazzo and then | go to the sitichens.
Sometimes | come here and they give me somethorg the food bank. The problem is my health. | have
problems with my heart. | was operated on in Belginot here in Italy, and now | have a lot morebtems
and | have diabetes. | know that there are a Ithiofs that | shouldn't eat, the doctor at theiclalways tells
me so, but | have to eat what | find. (Ibrahim y@@rs old, Iraq).

The impact of poverty on health protection is deahown by scabies, which has recently become
an emergency in Torino. Scabies is a contagious:a®togical disease caused by a mite, it is diffitw
contain and causes severe itching. The treatmeesdes the use of a lotion that must be applietthén
evening for five days, after a hot bath and afsefully cleaning the affected areas with a bruists also
essential to change underwear, bedding and clothiagy day. These must be sterilised, closed héatigt
for two weeks in special containers and then washe®0°C. Similar precautions are necessary for
disinfecting the showers and living areas used myindected person. It is therefore obvious that mvhe
suitable living conditions are lacking, it is imgdse to carry out the treatment adequately. Hbecase of
Malik, a Pakistani worker with little knowledge télian, is typical. Not having found any other ¢@ato
live, he has been staying for a few months withr@ug of his countrymen in a non-residential buiggin
without adequate sanitary conditions and withoatas to a shower, or a place to wash his clothédisn
bedding.

They told me that it is... what is it called? Scabiesame to be examined and they have treated imad ko buy
some medicine. It took all the money | had. | ddréive a job, | sometimes manage to find a day'«waut not
always. | put the lotion on, but it was no use.ée at all. After a week, it was just as bad, peshaorse. Now |
have come back and they say that | didn't do ipprty, that | have to do it again. | have to takehawer every
day and | have to wash everything... bedding, clothesrything. How can | do that? We don’t have amgve to
wash! | told the doctor, but she said “look, if ydan't do that, we can't solve the problem”. (Mal26 years old,
Pakistan).

The cases cited here are typical of the impachefsbcial determinants in safeguarding the right to
health. As Paul Farmer states, “social inequaltiizsed on race or ethnicity, gender or religioegdy and —
above all — social class are the motive force liEhiost human rights violatio?s” In order to intervene in
favour of protection of health, it is necessarydoognize the pathogenic effects of social ine¢walnd to

construct pluri-dimensional healthcare services thlee into account the social sphere. The cassxided

1% p_FarmerPublic Health Mattersin American Journal of Public Health, 89, 1999 1Npage 1048.
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also represent precisely what is meant by the ginog “interdependence” of human rights. The full
realization of a right, such as the right to heaithin direct correlation with the contextual iisation of
many other rights: in the cases cited, in factahg a clear example of the interrelation of fightrto health,
the right to an abode and the right to food.

4. The concept of “medical indigence”

From almost all the interviews, there emerges &lpro linked to paid treatment, in particular with
regard to specialist treatment, rehabilitation dlpés, diagnostic tests and the purchase of mediaiot
covered by the SSR.

| had a problem at the market, you know that, keitup some boxes that were too heavy and | hddgms with
my spine, yes. | went to the doctor, at the ISIt®2m Lungo Dora Savona. She was a very good doBtte gave
me some tests to have done... an ultrasound scashansknt me to the hospital. | don’t have a resiel@ermit; |
work two or three days a week at the market. argvery day at four or five o’clock in the mornjrimut | don't
always find someone who needs help. It's a terijitite | swear to you: loading and unloading, settip the stalls,
doing everything... they give you 20 euro a day, somes 25. If it is a good week, you make 100 ebrd,some
weeks it is only 50 euro. There is one good thimg,Moroccans help each other. If someone has aehdlien
three, four, even five of us live together, we shaverything, the shopping, everything, the rég,dlectricity, the
gas... and that is how we manage, how we can gefVbgn you have no money, someone else gives you,some
then, when you work... maybe the next month... you woute a little more. That is how we live, really.].
When | went to book the tests, | knew that | woldle to pay the ticket... they said to me “when yome the
next time, you will have to pay 75 euro”. Then tha do physiotherapy for my back, twice a weedweéar to you,
really, 70 or maybe 75 euros are a lot of moneynfer | thought of Bossi and Maroni (ltalian politics of the far
right Lega Nord Party, NdT), because they bringhiese laws that don't let us apply for a residepeenit and
register for unemployment. (Isiah, 35 years oldrdtco).

The case of Isiah is particularly interesting, heseait concerns a very frequent situation, in which
although he is not strictly indigent, the sick merss in an economic situation that makes it exélym
difficult to pay the ticket (the fee for medicalrgees). Also, since he cannot register for unemplent, he
does not have access to the exemptions for&€een

This case directly refers to the concept of “medigadigence” elaborated by the Italian
Constitutional Court to indicate an economic sitratthat prevents access to specific medical treatm
Article 32 of the Italian Constitution identifiegélth as a fundamental right, guaranteeing fresrirent to
the indigent, however, the costs of the healtheagevery variable, and the share of the fee todie gan
sometimes represent an obstacle for the patieet.cdhdition of indigence consequently requireailile,
dynamic and contextual formulation that takes iat@ount the economic capacity of the sick person in
relation to the costs of the treatment neé¥ed

The practical tool for guaranteeing exemption faryrpent of the fee in the case of medical

indigence is the code X01, which relates to “urgaméssential outpatient treatment of non-EU aitizerho

197 The right to exemption for unemployment is guagadtto citizens who have ceased employment (ddisiaissal, resignation or expiry
of a contract) and are registered with a Job CeAtperson who has never officially been employehnot be considered unemployed.

198 For a detailed discussion of the content of thiagwof the Constitutional Court see the final requf the first phase of the research. Cfr.
I. Biglino and A. OlmoHealth as a fundamental right: a study on migratérd healthcare in TurirBologna, Il Mulino, 2014.0p. cit., in
particular paragraph 2.1.5.
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are not legally resident in the country and lacKisient economic resource¥®. The code X01 is issued
exclusively for the single treatment that the sabje not able to pay for and, in Torino, it carlyolbe issued

by the ISI Centrdd’. The patients we interviewed, however, knew najtofithese exemption codes, or if
they had any information, were often unable to iobtiaem. Therefore, once again, we find the situathat
emerged during the first phase of the researchpsedously in this volume. There is a serious latk
information about one’s rights — exemplified instltiase by the lack of information about the pobtsitof

an X01 exemption — which inevitably becomes an tmsuntable obstacle to access to health servicgs an

the realization of the right to health. The nestitaony elaborates on this point.

The ISI Centre, forgive my language, is crap. At ttounter, you meet people who shout at you, theyt d
give you any information, you have to pay for ypuescription... What's it called? Yes, the prescaptiYou
have to pay; they don't give you the exemption.,Befn’t use this hand, | can’t work... so | havemoney.
The only time they helped me was when | saw a dotte was helpful, he told me about these clinidsere
you can get free treatment or where you can doiptherapy and they give you medicines. (Omar, 3rye

old, Egypt).

The method for applying for the X01 code is oftemfusing for the migrant users. For the patients,
it is not always clear who has the right to exeomtiand which treatments are considered “esséeftiatid
which although seen as important by the patiersnat be considered so, and are therefore notctbje
exemptions.

The importance of information, also in this fietghpears very significant. What is evident, above al
when comparing the results of the second phaséhefrésearch with those of the first phase, is the
importance of the economic obstacle in accessiagéhvices.

Finally, a question already known and which we wilinply mention in passing, is dental care,
which represents one of the most frequent healthhlpms and one of the most difficult to manage for
migrants who cannot afford private assistance. phoblem, present also in many lItalian families vikie
in difficult social conditions or have been affattey the crisis, should lead to a review of theéecia that

currently govern the healthcare in this field.

5. Communication, information and authoritative knadge

Social marginalisation has numerous implicationthwegard to communication and, at the same
time, as we will see in the seventh chapter, thk ¢ information is a contributory cause of magdity. It
is, therefore, a vicious circle in which marginalihakes it difficult to access information and thek of
information contributes to worsening the conditadmmarginalisation of the person in question.

The difficulty of access to correct and prompt mifation is particularly felt by those who do not

have adequate linguistic skills, or who have jugied in Italy. In fact, although the linguistiatysier cannot

199 TUI Article 35, paragraph 3; D.P.R. N. 394, AugB4st 1999Gazzetta UfficialeN. 258, November 3rd 1999, ordinary supplement N.
190, Article 43, paragraph 4.

110 Better known, but impossible to obtain if not légaesident, are the exemption codes of the Eese(1 for children under six and those
aged over sixty-five with low income; 02 for theaimployed registered with a Job Centre and theiedéants; 03 and 04 for pensioners on
welfare benefits or with a minimum pension).

11 For a definition of “urgent treatment” and “essehtreatment” provided by the Italian Ministry fealth in Circular N. 5/200, see the
first chapter of this volume, paragraph 3.
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always be sufficiently overcome by posters andléemfdistributed in a number of languages, they are
certainly a step in the right direction, but theyrit take into account the rate of illiteracyhe fanguage of
origin, nor do they substitute verbal transmissiovhich is the preferred channel for transmitting
information.

Almost all the interviews show a clear preferermethe networks of friends and family. Alongside
these networks, that centre on the subject (in tfaey are personal networks) there are networkiswvtiea
could call ‘of the community’ and which centre dwetassociations, the meeting places, the religienges,
the work place and places of daily fife These networks may be more or less formalizetintsome cases,

they are widely recognized.

If I need information or to resolve a problem, | [goPorta Palazzo. There | find the Moroccans, thegw
everything. They are very shrewd. Perhaps becdugsehiave been illegal residents for a long timeythave
had to learn how to get by. They know how thingskwt learned about this clinic from them three ngeago
and now | always come here. They said, “go thdrey will help you”. They explain everything to yaumd
they tell you what to do. If you need to know somirej about documents, about health, you go to taeth
they say [...] ‘don’t go to the GP. He doesn't sp&aiglish, he hasn't got time, he is tired, he hagot the
patience to listen. Italian doctors have too maatygmts. They can'’t look after difficult patienikd me. Then,
they are old. It is not like in other countriegeliin Belgium, where the doctors are young and srflarahim,

60 years old, Iraq).

Here we find confirmation of the situation that eged from the first phase of the research, the
importance of word of mouth, peer education. Thisuhdoubtedly the main channel through which
information is transmitted and sought within thegrant community.

The role of information is fundamental for accessnedical care at the time of registration with the
SSN. The legislation on healthcare is complex anthfthis complexity derives the objective diffigult
encountered by the immigrants in understanding tiights. Moreover, the fluctuations in the legigla on
residence permits and the exasperating slowndssrefucracy (for example in the case of amnestRema
it difficult to use the existing welfare servicesdacomplicates the periodic renewal of the ENI &P
codes, which must be done every six months. Often,situation changes so rapidly that it is either
longer possible to renew a permit issued only arfemths earlier. These difficulties are more sevimuthe
case of persons with a low level of education dhwaarning disabilities. This is the case of Caria young
woman from Romania, who finds it difficult to copéth the contradictory instructions and seems ceadu

by procedures that are beyond her control.

| went to the ISI Centre early this morning, bugyttwouldn’t give me a card. But | say, “sorry, Meacome
here many times to get my card...” this time theyl s&! | don’t understand... why did they give me adca
the other times, and this time no? | haven't gobmtract. | have nothing, | am unemployed... | hagthimg. |
did it lots of times before, but today they wonivey me a card. | said, look, all they did was ask &
document, that's all. Now, it seems that you netb@mothings. | don’t know. | don’t understand. idsd have
nothing... not even an Italian identity card... | doeiten have that.” The woman at the counter wadiel,
who shouted, she was Italian, | think, and she tgtbd said ‘why are you shouting?’ and she saidmi not
shouting’. But she kept on shouting. And | thougsite is shouting, well, let her shout’. (Corind, yars old,
Romania).

112 On this question and for a discussion of “commumiglfare” and the role of the associations, setar seven of this volume.
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Difficulties in communication are the order of tHay when doctor and patient me&tLacking a
common language and in the absence of the cultmediators, it is necessary to use non-verbal
communication, gestures and physical contact (iag¢lpointing, signing, scratching).

Although we recognize the importance of non-vermmihmunication, it is essential to dispel the
widespread idea that, if one is patient and willitige objective examination, the clinical testgiorthe best
cases) drawings will be sufficient to guarantedityupealthcare and to understand each other.

Amongst the most typical cases is that of Fatimslosoccan widow who, although she says she is
“in good health”, tells us that for some time slas Buffered from pain in the lower abdomen, whéjuired
a lengthy series of tests, from which it was evidiat there was a serious problem, however, tlis w

obviously not clear to the woman.

They took a photograph of me here (she points ¢opthce where she has pain)... then they took another
one... then | came here to the clinic and back tdbiolengo Hospital, for the tests. There, thenktanother
photograph...

An x-ray? An ultrasound scarves, yes... a photograph.

Why did they do these testisfon’t understand...

Why did they take the photograpk®r the pain, for the pain ‘here’ (she points, oagain, this is the place
where she has pain, but she does not know its jlame.

Did they explain what the tests were fdi8, | don’t understand...

Did they give you the resultsfes... after theyook another one, another photograph. Perhapswileliave

to operate, that's what they said.

But did you understand what the problem\§Ry they need to operatéé® because of the pain... for the pain
| told you about. (Fatima, 42 years old, Morocco).

This fragment of an interview clearly shows the veaynmunication works during the meetings at
the clinic: the interrupted sentences, the extrgrieited vocabulary makes it impossible for thdi@at to
explain clearly the discomfort they feel, to spezfkthe symptoms, to ask questions and to ask for
explanations. The understanding of the clinicaldition by the foreign patient is, in these casefeeely
limited, which reduces the independence of the g@kon and their decision-making powers.

A problem closely linked to the linguistic and conmmicative difficulties is, in fact, that of inforrde
consent. In cases such as that of Fatima, it i® gident that, even if she signs a formal docuntbare is
no adequate understanding either of the testsedanrit, or of the reasons for which they were resigs

For the doctor, at the same time, it is extremédifjcdlt to reconstruct the patient’s clinical hisy,
to give clear and comprehensive information on demathologies, to explain the reasons for the
diagnostic tests and to give indications abouttlieeapy. Social marginality also makes it diffictdtset up
programmes of prevention and health education.

The main resource in the face of these communitatiifficulties, as we said, is the cultural
mediator, although Fatima, like many of the migsaimterviewed, has never asked for one. In fact, no
everyone knows that this resource exists, often tleenot know the word “mediator”, nor are they ften

with the role of this professional figure: we wdikal in-depth with this topic in chapter seven.

113 Cfr. 1. Biglino and A. OlmoHealth as a fundamental right: a study on migratiow healthcare in TurirBologna, Il Mulino, 2014.0p.
cit., pages 117-130.
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Also in a situation of sufficient understanding froa merely linguistic standpoint, serious
misunderstandings are still frequent, which dedigitinders the doctor-patient relationship. Oftiere is a
tendency to take for granted the cultural and $ooimtext of reference, forgetting to what extent i
determines the semantic background of the words.

The difficulties in communication combine with a re@eneralized difficulty in listening, which, in
turn, is linked to the migrant’s lack of knowledgbout their bodies. From this point of view, thergtof
Jorge, a Peruvian who has resided in Italy for frears, who went through a long and difficult ofdea
assisted by his wife, before finding the cause @f@lem that was increasingly intense, but whicdsw

always trivialized by the various operators, sd ttamfurther diagnostic tests were carried out.

For two years | put up with a pain, a very stroaingfor which | did not know the reason. An unbédegain,
here at the mouth of my stomach. | threw myselfr@ground, then sometimes it got better. | putvith it
for two years, but they never did any tests. Evéigre | went they said “it's gastritis, you must d@athe
medicine”. | told them “look, it is an unbearablaim, | already take the medicines, but they doingth Then,
after two years, one night, | couldn’t take any enand | went to the A&E department — by this tiwe or
three years had gone by. When | got there, thelred the same thing. So, | said “look, | can't tékany
more, this pain is unbearable, I've had it for tyears and no-one listens to me.” | was really ang§oythen,
for the first time, they did some tests and theynfib some really big liver cysts. They had to operat
immediately, urgently. It was not the first timédd been to the hospital, or to the doctor, bubme-istened
to me, no-one believed | really had pain, they gt was nothing. (Jorge, 38 years old, Peru).

A similar situation is represented by the case &filg, who has to explain repeatedly to her family
doctor that she has “a health problem”, which wadent long before she came to Italy and which gmées

the main symptoms of high blood pressure and cbnoain in the abdominal area.

My doctor does not want to listen to me, he hagatience... | don't know if you understand me. | thich
that | have high blood pressure and that it huetg hBut the doctor said, “No! This is not impottaie said,
“Your blood pressure is not so high.” | asked ‘whysut he wouldn't explain. He just said that. (@&c36
years old, Cameroon).

The difficulties in communicating and, perhaps, eatain diffidence with regard to the patient’s
capacity for evaluating the symptoms, lead the afscto consider further tests unnecessary andstuve
the situation with a bland analgesic. Certain siegt was not well, Cécile insisted on returnindh®doctor’s
asking for referral to a specialist and the opputjuto have blood tests carried out, but it wasless and
the relationship between the pair became increbstagse. Finally, on the advice of her sisteram# she

went to a private social clinic.

| came here and | saw the lady doctor. How do youit® The cardiologist? She took my blood presameit
was high. | asked her to write it down, so thablild go to my doctor and show him, so that | cogéd a
prescription for the blood tests, but he only s&s, in effect your blood pressure is high... batiyust need
to rest a bit: it is stress.” Oh no, no, no! | aat going there any more. (Cecile, 36 years old Gaorg.

After many difficulties, Cécile managed to get a&guription for tests, but, despite the recurrent
symptoms, no problems were found and the slighigj tblood pressure is not sufficient to explain the
woman’s discomfort. The operators say that thigasion is frequent: in many patients, they findifude
and imprecise discomfort, which finds expressiorthia body, but which it difficult to ascribe to pesific
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diagnosis. In these cases, it is not easy to disish between psychosomatic disturbances and other
pathologies not revealed by the tests.

The problem of the therapeutic choices and thendisig greatly transcend the competence of the
writer and it is not one of the objectives of thisidy to open a discussion on the subject. It isever,
important to show how the meeting with the forejggtient often makes it necessary to pay particular
attention to the communicative sphere and adopgtppnoach to health that is aware of the link betwtbe
body, the mind and society. An efficacious inteti@m must therefore combine the more specifically
medical aspects with careful listening and witheiméntions aimed at the social-welfare aspect aed t
psychological sphere.

In fact, the interviews confirm the problems of reénhealth associated with the migratory
experience, and the difficulty in finding an answemental health problems through the $8Nn the first
volume of the research it was emphasised thatepartment and centres for mental health are amongst
services worst hit by the cuts in funding and &y ¢hisis.

Particularly interesting from this point of vieweathree centres: the Centro Marco Cavallo, Mamre
and Centro Frantz Fanon. These centres, althoagh diverse theoretical perspectives, adopt an apgpro
based on ethnopsychiatry, a discipline based omeitegnition of the profound role of social, higtat and
experience in moulding the individual subjectivifthey all, to a greater or lesser extent, stanal énitical
position with respect to an environment such asnbitical and medical psychiatrics, which tend totsta
from the assumption of the universal validity of formulation. Often the consultancies of the omesa a
service offered by all three centres, open the sltma different representation of the body, ofitheand of
illness.

In the case of Mamadou, discussed during the ©faleeetings “The world in a room” organized by
CCM™ in cooperation with the Piemontese School of Ganbredicine, may be useful to clarify this
concept. Mamadou, aged 32 and born in Senegalregéstered with the SSN and when he standard blood
tests ordered by his GP they showed that he hdgtis. He began a period of treatment that ledtdistim
considerably and reach his ideal weight. The dowts very pleased with his patient’s clinical pexg and
so he was very surprised when some months later,aSummer holiday in Senegal, his patient retito
the surgery, convinced that he was at death’s door.

The problem, as the doctor was able to discovandur number of meetings, began when Mamadou
returned home. His wife, seeing him so thin, foitrdifficult to recognize him and she suspected ttrehad
been seeing other women and had contracted HIVi&dtavas negative, but the situation did not inaprat
all, also due to a series of episodes of impotewbéh prevented the couple from having sexualtiia.
Taken to a traditional healer, the man was told tieawas seriously ill and that since he had rstétied to

the “call” and had “lost himself in the place ofignation”, there was now “nothing to be done”:

114 |bidem,page 82.

115The Comitato di Collaborazione Medica (CCM) isN@O founded in 1968 by a group of doctors from fierwith the aim of allowing
access to basic healthcare in low-income countfiesir activities were carried out through missian8urundi, Ethiopia, Kenya, Somalia,
Southern Sudan and Uganda. More recently, in Ithly, CCM has been working to promote the rightealth of migrants and refugees,
organizing awareness campaigns for citizens ana@iiag training courses for doctors and nurses.
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When he returned to Italy, Mamadou, terrorised lby healer's words, insisted that his doctor
discover what his real illness was and that he tkhgive him something” to save him from the illedbat
afflicted him. In effect, the clinical tests showadigh level of prolactin, but they were not carsive and
the doctor was increasingly disconcerted by thepts anguish and his pressing and desperate stxfar
help.

This episode highlights the need to take into actthe reference context and to explore in depth
the implications of the relational and identitangrdptions that can be perceived in the episodecof
recognition of the migrant when he returned to §aherhe words of the patient, in fact, seem tokevitne
wootal the traditional call, described amongst the Wolehich “represents a procedure practiced in
traditional medicine, designed to attract the migrand make him return to his own count®§? If it is
ignored, this call can trigger fatal consequeneesn the — clinical or social — death of the patien

Rather than discarding these beliefs as mere ditfgrswe can see in the words of Mamadou, a
symbolic language that speaks of the physical aydimlogical suffering, which originates in thecetfof
migration and in the threats to the integrity of sieat follow. In these cases, it is fundamentabtganize
interdisciplinary diagnostic and welfare proceduttest take into account both the clinical aspecis the
ethnopsychological and relational aspects. It isessary to adopt a non-judgemental approach, apen t
dialogue in order to guarantee quality assistancet@ give a prompt response to a cry for helpgesi in

terms that are radically different from biomedilzaiguage.
6. The Roma. An exemplary case of the link betweéal snarginalization and health

The Roma are the social group for which the indtjealof health with respect to the rest of the
population are most evident; these inequalitieslaegely be traced to the conditions of social egin in
which they live. The voices of the health operatomd the Roma citizens we gathered in Torino conéir
worrying situation already highlighted at natidhaknd Europedr® level. The Roma have worse health
conditions, are less aware of their rights andydi@ite a series of difficulties with regard to asx¢o and
enjoyment of health services. The report of theoBean Commission published in 2014, identified seve
indicators that show that Roma health is inferithat of the rest of the European population: alibytrate
and life expectation, the presence of infectioseases, hazardous behaviour, poor access to amnd thee
health structures and the prevention programmesrévalence of chronic diseaSés

Before presenting the stories of health gathereds important to define more precisely which
subjects we are speaking of, and to do this we rpradtlematize the categories “Roma” and “gypsies”,
which are used with such approximation by the comnuitizens, by journalists, policy makers,

representatives of the institutions and the heatitkers themselves. The anthropologist Piasere agigts

118 R, BeneduceFrontiere dell'identita e della memoria. Etnopsiaftia e migrazioni in un mondo cregl®ilano, Franco Angeli, 2004,
page 52.

HU7A. Ricordy, F. Motta e S. GeracBaluteRom. ltinerari possihiliBologna, Pendragon, 2014.

118 ERRC, Ambulance not on the Way. The Disgrace of Healtte@ar Roma in EuropeBudapest, 2006; European Commissienma
Health Report. Health Status of the Roma Populatata Collection in the Member States of the EeespUnion Bruxelles, 2014.

119 Eyropean CommissioRoma Health Reporap. cit, page 31.

46



that “gypsies” is a term historically used by thege that is the “non-gypsies”, to indicate “a fairgried
group of people, with cultural diversity at timesnsiderable, whose only common characteristicas o,
perhaps, a negative connotation for those who daomsider themselves gypsie This is a question of
primary importance because, it is starting froncige ideologies, that we have constructed in ldapublic
and scientific discourse on the “gypsy” other, vihi@ms influenced the policies in various settirfigsn the
residential, to the scholastic and the working dodven reaching the healthcare sector. The situdtiat
we have photographed in Torino can only be undedsiio the light of this recent past.

Subjects with a considerably variegated charatiesisre lumped into the generalized category of
“Roma”, starting from their national origins, thé#gal status, the duration of their permanencialy, the
residential solutions adopt€d With regard to the health of this populationhiis been shown that it
generally depends on the precarious nature ofitigglconditions which (above all in the spontaneou
camps) involve very worrying hygiene and sanitasgditions. As of today, no systematic, in-depttdgtaf
the health conditions of the Roma in Italy has beamied out, except for some localized works, \whic
examined small samples of the population in speciintext§

In Italy, the life expectation for the Roma is tlegvest in Europe, with twenty years less than the
average populatidfi. A study carried out in 2009 set life expectatitrd5 years and, with regard to infant
mortality, it indicated 6.5%, a very high rate ifrapared with the 3.5% of the non-Roma populatbn
There is however no specific quantitative data foe use of the services, nor on the forms of préwent
health amongst the women. From the studies citeid itlear that the most common pathologies are
cardiovascular diseases, such as arterial hyp@tensetabolic syndromes, respiratory diseasesr@as
intestinal diseases, migraines and osteoarticuddm. fMany of these problems depend on the incorrect
lifestyles, such as smoking and poor diet, in adidito exposure to precarious environmental andieasal

conditions and the weath& Moreover, the diseases are aggravated by lagndsis and lack of continuity

120 pjesere also reminds us that “Modern Europe heaten tens of stigmatized groups, formed of familied individuals who were
expelled by production processes and pauperizedwdmodwere literally thrown onto the streets or thargins of the villages [...]. To
proposea priori that all gypsies are of Indian origin, is to cenos capacity of “creating gypsies” that Europes thad and continues to
have.”

(L. Piasere] Rom d’Europa. Una storia modernRoma-Bari, Laterza, 2004, page 18).

121 From the data supplied by théficio Nomadiof the City of Torino it appears that in 2013 therere 3,037 Roma living in Torino, 0.33%
of the resident population. Amongst them were peaflRomanian origin (1,500 people, about 50%)Slafvic, Montenegrin, Kosovan,
Serbian, Bosnian and Croation origin (about 1,2d@pfe, 41%) and of Piemontese Sinti origin (295pecabout 9%). These are numbers
that underestimate the effective presence, sinm®yeaall the Romanian Roma can legally enter theng without having to report their
presence. The legal situation also varies: the &ase Sinti have Italian citizenship, amongst $tevic Roma many do not have a
residence permit, or any other type of identity taent, while some have attained the status ofipallitefugee or stateless person, the
Romanian Roma are EU citizens and therefore doetptire any form of residence permit when they ctonléaly. The residential solutions
also vary: 1,500 people live in spontaneous se#tfes (59%), 847 in camps equipped for mobile logdB2%), 440 in council housing
(6%) and 250 in private accommodation (3%).

122 5, for exampld,. Monastaet al, Review of the Scientific Literature on the Healttihe Roma and Sinti in Itglyn «Ethnicity and
Disease», vol. 22, 2012, N. 3, pages 367-371.Hbisever, necessary to avoid generalising the tesextending them to the entire Roma
population, since in these studies the Roma wieilivprecarious conditions are over-representedusecthe studies were carried out in
ghetto districts or slums. Moreover, there aré atity few studies on chronic pathologies and nontagious diseases.

1231, Frazer and E. MarliePromoting the Social Inclusion of Ron@eps and Instead, series European Network opbritient Experts on
Social Inclusion, 2011, N. 3.

124 OpservationEU Values The Roma Migration Challengktaly Reporf Roma, 2009.

125 With regard to the social-residential conditioasurvey conducted at European level by UNDP andl §iiowed that in Italy the Roma
have double the probability (compared with the elatioonous population of living in family groupsrak of poverty and that a third of the
homes were overcrowded, lacking a kitchen, an inth@athroom and electricity. UNDP and FRPje Situation of Roma in 11 EU Member
States. Survey Results at a Glariz@11.
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in the therapies. Amongst the subjects most affiebtecomplications for their health are the chiidréhe
study by Ricordy and colleagues highlights the féett problems such as acute bronchitis, pharyngo-
tonsillitis, middle ear infections, intestinal icteons are all related to the difficulties of thdiving
conditions. The situation in the camps is, in fislrisk factor for the health of the childféh

In Torino, no specific work has been produced anhtbalth of the Roma population, except for the
analysis of data gathered during welfare-healtpdntions at the spontaneous calfipdn these analyses,
we find confirmation of the data on the pathologieat emerged from the European research previously
cited. The information we give in the next paratpas the fruit of meetings and interviews with trealth
sector operators and with Roma subjects in thaindw(apartments or huts in the spontaneous caamns),
at the health structures such as the ISI Centrdstte clinic of the association Camminare Insieiftee
majority of the Roma we interviewed were of Romangigin and had lived, or were living, in the ada
Lungo Stura Lazio, a large slum that has develapede the nineteen-nineties in the northern subafbs
Torino, along the banks of the river, on groundvimesly occupied by illegal allotments. Since 20€#&
number of residents has increased, following theorel of the visa requirement for Romanian citizearsl
the presence estimated at the end of 2013 was apti@ peoplE®. The camp is in an isolated position with
respect to all the services, including the sewtes,only source of running water is a drinking ftaim on
the main road, there is no connection to the aétedtsupply, no toilets and the rubbish is piledhibd the
huts. Moreover, the camp is at considerable risknfflooding and this has forced the civil proteatimit to
organize temporary evacuation on more than onesgmta

The analysis of this context, with its many probéeriearly shows that it is not possible to conside
healthcare a separate factor from all the othercsiral conditions that influence the life of thergons
involved. This population lives in exceptional cdiahs that are continually exacerbated. The deradod
normalization of the behaviour of the Roma citizems other citizens and the institutions, are imappate
and short-sighted, since many interventions aredas an ‘emergency situation’ approach, which has

promoted and confirmed the regime of exceptionraadginality that it was meant to contraat

7. From the camp to the A&E department. The diffieslfiaced by the Roma in gaining access
to the health services

126 A, Ricordy, F. Motta and S. Gera@aluteRomop. cit. A study dating from 2004 indicates thesence of respiratory difficulties as 23%
of the Roma children aged between 0 and 5 yearsAsktbrding to a report by the FSG, other problemscern the low rate of vaccination
(more than 25% of the children has never been matei, or has not respected the calendar of vaamisg and forms of malnutrition and
dental problems due to poor preventive treatmefit. ESG Health AreaHealth and the Roma Community, Analysis of theaSiu in
Europe Madrid, Fundacién Secretariado Gitano, 2009.
127 Terra del FuocoAnalisi socio-sanitario dei campi rom abusive dingo Stura Lazio e Via Germagnat®apporto di attivita, Torino,
2009.
128 |n January 2014 the city of Torino began an imguurprocess to dismantle the camp and place thiéidarim other residential solutions.
This process is the subject of a research projettezl Le case dei Roifthe Roma’s houses), which the author of this grazh is carrying
out on behalf of Fieri (Forum Internazionale e f@o di Ricerche sull'lmmigrazione).
129 Alunni observes that in various Italian situatiotiee local authorities have chosen to take matlifécs to the registered camps, with
SSN doctors on board. Why, asks the researchetharmoctors surprised by the undisciplined angisiaus attitude of the patients, when
they are seen as an expression of the system ehds tto exclude and marginalise them?Alunni, La morale delle avvertenze.
Circolazione, uso e manipolazione dei farmaci regnpi rom di Romain «AM. Ri- vista della Societa Italiana di Angralogia Medica», n.
35-36, 2012, pp. 41-63.
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From the various testimonies gathered, it was dlegtrinformation about the Italian health system i
fragmented and contradictory. Many people toldhas they did not know what services they had at igh
at least not until they were in a situation of erte necessity, which forced them to seek an emeygen
solution. This confirms a general trend alreadynfbin the migrant population, which seriously lisnéccess
to the health services. For anyone who lives indit@ns of considerable precariousness, healtloiseen
as a priority, because they are forced, dailyemive much more urgent problems.

These persons, in approaching the Italian heakitesy, often rely on their experience in relation to
the health service in their country of origin areidve that similar characteristics will be presenttaly, a
question already examined in the first volume @f tasearct’. For example, they do not know that basic
healthcare in Italy is completely free of charged éherefore, to save money, they often postpomedical
examination until the symptoms make it impossiblexoid.

Maria, who comes from Bucharest, has resided Iy #immce 2011, at the Lungo Stura Lazio camp.
She has no children and in the camp, she shareswith a niece and contributes to the family fioas by
begging. She has a congenital pathology of thegkidand in the winter of 2012, she contracted fatiion
of the urinary tract, caused by the cold. In 20df% caught tuberculosis, for which she was taketieo
Amedeo di Savoia Hospital. It was a great comfortier to discover that the medical treatment wes &f
charge.

In Bucharest, | had a GP but | wasn't insured bsedwnever had an employment contract and at ithat we
paid for healthcare. In Bucharest, the medicinenigrkidneys cost five million RON, about €100, drithd to
take a packet every month and | didn’t have theeydo pay for it... When | came to Torino, to stayhwiny
niece | didn't go to the doctor’s because | thoughtould cost the same as in Romania. But them, day, |
was so ill that | went to the A&E and then to thespital. And | found out that it doesn’t cost angth it is a
gift. Otherwise | wouldn't have gone there | andduldn’t have stayed there. (Maria, 55 years oldm@a from
Romania).

What strikes us in this testimony is the term thi@ria uses, “a gift”, which suggests a vision of
healthcare as exclusively a paid service. Thisriieod information concerns the rules and the cammit of
access and it is translated into behaviour thatss emphasised by the healthcare workers. Onerldot
example, told us that he was amazed by the fattatfRomanian Roma, after being examined at a public
clinic, asked how much the fee was and was surprideen he said that treatment was free of charge. T
woman was imitating a widespread custom in Romamealthcare services, where theoretically free
services are in fact paid for ‘under the counterthte workers.

The lack of information is also evident because ¥ew people in the Lungo Stura Lazio camp hold
an ENI code, which would allow them to go to thé d¢nics and therefore have access to all theisesv
made available by the national health service. Shisous deficiency led the District 6 of the lobakalth
service ASL TO2 to support a proactive health mipjduring which, for more than a year, a femaletoig
accompanied by a group of mediators, made twicekhyessits to Lungo Stura Lazio and other irregular
camps in the area to introduce the residents tsehgces available at her clinic. Thanks to tlseiésof a tax

code €odice fiscalgand later an ENI code, it was possible to pronaateess to the guaranteed public health

130 Biglino and A. OlmoHealth as a fundamental right: a study on migratémd healthcare in TurirBologna, Il Mulino, 2014pages
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service$™. This initiative was not always positively recaiviay the potential users, since for those who have
always lived in a situation of suspension and etioeglity, the bureaucratic procedures necessary fo
attaining the services are considered too complex.

The information gap means that, in circumstancgsadicular social exclusion, there is a space for
action by informal mediators who take advantagtheir strategic position, transmitting the knowledand
the resources that the weaker subjects need. Ooeradhterviewees told us that some people at #repc
were selling painkillers and antibiotics provideeef of charge by the clinics at a high pfiéeThese reports
also show that the strong intracommunity solidattigt many non-Roma, including the healthcare warke
imagine to exist within the camps is a mirage.

Access to the healthcare services and, in a subsegbhase, continuity of treatment is made more
difficult by the circumstances of considerable prémusness of the slums. Many inhabitants are ed)igue
to internal or external situations, to abandonrtheimes and move elsewhErelon is a Romanian Roma
who lived from 2008 to 2011 in the abandoned Cas$a farmstead in, in the west of Torino. His first
daughter was born in Romania in 2006, before hieeatiin Italy; the second was born in 2010 in apitas
in the city. Despite the total precariousness efliféstyle, thanks to the intervention of volume&om a
religious association, his wife and daughters hageilarly attended the local clinic and the chitldrave a
paediatrician. In December 2011, following an aratiack on the farmstead, lon and his family haldawe,
moving first to the city of Genova and later reingnto occupy a hut in the south of Torino. The tects
with the paediatrician were lost and so was thesipddgy of monitoring the health of the children,
fundamental means of prevention and control.

This type of mobility is not chosen, but forced discumstances and it threatens the right to health.
The effect is that of an incredible fragmentatidrireatment, fragmentation that occurs not onlyadocal
scale, but also on a transnational scale, as weseel in the chapter seven. This fragmentatioritenaead
by the institutions not as a response to an inaatecuifer, but as a confirmation of a presumedrdasit to

‘put down roots’ and of ‘nomadism’.

8. The meeting between the Roma and the operatorthandeaning of care in situations of
extreme marginality

For people who live daily in situations of grea¢gariousness the refusal to seek medical treatment,

or the scepticism in trusting the doctor’s insties are also linked, in some cases, to a morehpsycial

131 |n addition to this project, which ended in DecemB014, the City of Torino has, since 1995, pramotAutoRomia” a project to
increase awareness and use of the health sermitke two authorised camps in Strada dell’Arrivarel Via Germagnano. The service was
located near the camps and close to the familypaediatric clinics of the district. Once a montie paediatric nurse from the clinic went to
the camps, met the mothers and children and, aicgptd their needs, gave them appointments at tingc.cThe project involved an
integrated, multi-profession team composed, aparh fnurses, of operators from the local authorittesocial worker and an educator, and
educators from a social cooperative. In recentsy@arding has been reduced, so the space for th@Rdthin the clinic has been closed.
According to the paediatric nurse who describedetkgerience, “the interest in this population hafrtunately decreased”, although the
Roma mothers from the camps now make more assidigausf the local services.

132 A similar situation was documented in Rome, wheegroup of people were providing ‘day after pifi®m France to the women resident
in the camps, at a fee. Clra morale delle avvertenzep. cit.

133 For more information see Box 1.
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component. Going to the doctor's means recognieimgjs status as a sick person. Once the illnesbéders
given a name, it takes on a form and a substaratebdtomes permanent. This is the account of arati

met at a clinic.

In Romania a doctor diagnosed a stomach tumour| tvais so frightened that | did not go to the ddstd
thought that if | didn't pay attention to it, it wid go away. That is why | left, so that | couldnth about
something else, for the joy of being with my fantilgre in Torino. Then | arrived in Italy and | waey ill, |
had to have a bioscopy and now | am on a waitstg(Esmeralda, 48 years old, Romania Roma).

Many people, for this reason, try to limit theirmtacts with the healthcare structures, in particula
with the hospitals, and they try to rely on thosevies that, in their opinion, will reduce the tirgg times

and the invasiveness of the treatment. One youmgaR@oman said,

| don't like hospitals, | can’t stand them. Hosfstare places for sick people, if you stay theraéans you are
really sick [...] When my child was born he had samieor problems and | wanted to leave the hospital a
go home immediately, the first day, but | couldn&cause they said | had to breastfeed. Otherwiseuld
have left him with the nurse until he was well.afi@, 20 years old, Romanian Roma).

In this story we are struck by the way the totdégdation of care to the hospital personnel is lthke
in part to the perception of incapacity to solve tiild’s problems on the one hand, and on therpétsethe
hospital as a contaminating space, a place forpgople. The lack of information on the ilinesglftend on
the therapies combine.

It is precisely from this point of view that we niusad the excessive use of the A&E department, to

which many of the Roma turn, also in non-emergesittiations. One interviewee observed ironically,

For us it is always an emergency. For example,ethierthe nomad emergency, then the emergency
legislatiort®’. This is why we prefer to go to the A&E, that wag solve the problem more quickly.” (lon, 35
years old, Romanian Roma).

Some scholars have also tried to explain the fediness and the access to healthcare structwres b
referring to non-biomedical visions, but rathermoral and spiritual concepta For example, while we
were speaking to a pregnant girl about smoking regpancy, the belief that illness can be contagious

through a glance became evident.

| can’t stop smoking, | don't like electronic cigéies. Anyway, my father smokes at home, when trere...
This is not a problem for the baby, because | feways smoked and nothing happened to the other. hab
have never hated anyone. Deformities happen where@oe hates you, or when you wish someone ill.
(Ramona, 20 years old, Romanian Rom).

134 For more information see Box 1.
135 A, Sandu, Rules from above, Views from below: Accessing@sidg Child Health Services in Post-Communist RiRamania in
Poverty, Urbanity and Social Policy: Central anddern Europe Comparedd. J. Aidukaite, New York, Nova Science Pulsish 2009,
pages 59-79; P. Mladovskigesearch Note: To what Extent are Roma Disadvadtag@erms of Health and Access to Health Care?tWha
Policies have been Introduced to Foster Health 8ndial Inclusion?LSE and European Commission 2007.
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During the interviews, none of the Roma patienggoreed forms of open discrimination by the

healthcare workers, an aspect that emerges fronerws reports concerning the condition of the Rema

136 and in other European countfi#s Many healthcare structures are not welcomingiaaldsive for

Italy
patients that belong to social groups such as thmeR and the interviews that follow confirm, atdea
implicitly, this impression. Some health workers pmasised that their colleagues show annoyance and

discomfort when dealing with patients considereabfmatic and lacking in respect for the rules.

The doctors also have their limits. Many do not windirty their hands; they would never go to aniRo
camp. They prefer to meet the patients at theigesigs, which are nice and clean. It is a questiostatus,
working with the gypsies is not “cool”. Just thitllat there were three permanent contracts avaiitlee 1SI
Centre and only twenty candidates. It is incredivleen they tell you there are no job opportuniiireshe
public sector... And, when the director of Districeént out a circular asking who wanted to take pathe
Roma camp project, none of the doctors, apart froreelf, was available. (ltalian female doctor, CRintre).

This diffidence on the part of the healthcare woskis sensed by the patients, who in turn feel
towards the doctors and the institution they regmes sense of discomfort and an unbridgeablendista

This is what a cultural mediator told us.

The doctor is viewed with awe, if not with fear. tNmly because he or she is not Roma, but alsaulsedhey
are poor people and they come from the countryS§itle.doctor is rich, he has a different culturerfriheirs,
and then he has to touch their sick body. Onlylyaretheir lives they have had direct contact,anequal
basis, with a doctor. | will tell you this story teelp you understand better. A woman came herkealinic
with her children and another Roma woman, who neaare in, although she had her child with her. Wien
asked the first woman, she said that she didn’'ttw@eome in because she was too dirty and shegttidbe
doctors would not even want to touch her child.ehivto her and | encouraged her to come insidayé dner
some moist towelettes, because they didn’'t haveingnwater in their hut. The (female) doctor examdirthe
child and told her that her little boy was beadtiand she answered, smiling, that the doctor dytdad
beautiful children, too. From that moment onwattle,woman has come almost every month. | am satetth
was the first time she had been treated with djgbit a doctor. (Romanian cultural mediator, asgara
Camminare Insieme).

While on the one hand there is a distance thakeisgived as unbridgeable, there are healthcare
practices that have resulted in a positive medigtgveen doctors and patients. Banu is a man dftwio
years old; he comes from Bacau in Romania anceigatmer of four children aged between twelve dmde
years. In the summer of 2010, he had a bad fath fitee staircase of the ruined house in which heliwisg).
After a coma of some weeks, he had to stay in keidjpr more than two years and he was dischargédav
total paralysis of the legs. Thanks to the intetieenof the community of Sant'Egidio he has obtalire
rented house near the hospital, where he liveshistiwife and children. This accident has revohitied his
life. In a society where the gender roles are gtitly clear, the illness and the disability areexignced very

dramatically, above all when it is the man whoffe@ed, the head of the house. An illness is agliés that

136 For more information see Box 1.

137ErRC,Ambulance not on the Wagit. In this study, carried out in Spain, Hungand Bulgaria, many Roma said that they did nativec
appropriate treatment or that they were treated manner considered inferior to other non-Romaeptj during the medical visits and
stays in hospital. They reported episodes in whieh sheets were not changed, in which physicalacbnvas denied, there were no
professional figures during specialist visits, tlegre entrusted to the care of untrained medicalesits, there was verbal abuse and racial
language.
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brings misfortune to the entire family. That is wityis hidden and, if it is evident, it leads toofound

isolation.

The rent is paid by Sant’Egidio, our food is paid y Sant’Egidio and Caritas. They bring us evang we
need. My wife takes the children to nursery schaoal to school, then she returns home to look afierShe
doesn’t have time to go begging. | chose to stalyaly because if we were in Romania, | would haveay
four million RON a month to her, about 100 eurot bhaven’t got all that money. In Romania everythi
costs money, if you go to a doctor you have to pagn just to be examined. Here, it is not like.thaidn’t
go back to Romania after the accident and | dorénewvant to go back. It is very difficult for meh@re is no
future in Romania. My disability is seen as a vbad thing in our family. Some ignore us, aboveaail
relatives; when they see a case like mine, theyamay, they are frightened... But what | did not findm my
family, | found in Italy. The doctor at the MolirtetHospital was very kind; he was so good, | haaxen seen
anyone like that in all my life. When he had anr@datheter, he brought it to me, because the teathare
very important. | don't think a relative could resp me more than he does. In ltaly | did not feel
discriminated, | felt good and lucky, in spite of terrible misfortune. (Banu, 32 years old, RomariRoma).

From this story, once again, we can see the fundeheole of the private social services in
guaranteeing the availability of treatment and isess that the public service now finds it increggin
difficult to guarantee. In this sense, the CityTofino, thanks to the incredible vitality of the@ate social
services, is probably unique in ltaly, becauseetisra (frequently very beneficial) integration veeén

public and private social services.

9. “It is part of their culture”. Misunderstandings ahprejudices

Misunderstandings are frequent and they complicdte meeting between the healthcare
professionals and the patients. The misunderstgadine of varied nature and intensity, but wheis &
guestion of Roma patients, they occur with greftequency because a mental image of this group has
grown up that it is difficult to undermine. Oftethe operators show a cultural reading of the ptien
behaviour that it is difficult to deconstruct. Attiles that derive from the need to answer matprailems
are read as cultural behaviours, incompatible wittdels of care and assistance of the majority Bocie
Saletti Salza highlighted the fact that over thargein various parts of Italy, social workers hasported
that Roma mothers have left their newborn childretihe hospital maternity wartf& What was seen by the
hospital management as abandonment of a minogaiqe that was traced to unacceptable culturaletspd
for the Roma mothers was a protective choice, sinese women believed that they were safeguartieg t
newborn children by entrusting them to the nuraeind the most severe weather. These reports Hée o
led to the juvenile courts taking proceedings agjatine parents and in some cases have led to tlieech
being declared available for adoption. In the ab@search, conducted at seven courts in Italynirged
that a Roma minor was seventeen times more likelpe declared adoptable than a non-Roma minor.

According to the author, the social services ardjtldges sometimes expressed opinions biased tyralul

18, saletti SalzaDalla tutela al genocidio? Le adozioni dei minooim e sinti in Italia (1985-2005Firenze, Cisu, 2010.
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prejudice; in the face of situations and attitudesated exclusively by material hardship, the iorigf the
situation of risk for the minor was attributed miadistinct “Roma culturé®’.

To return to the results of our research, ofteefasal of the offer of healthcare by the Roma uiers
not interpreted by the operators as a respondgetmadequacy of the service offered, but as tbdymt of
their cultural limits. NACU, in a study carried oamongst the doctors who operate in the Roma camps
France, highlighted the fact that these misundedstgs create considerable frustration amongst the

operators.

In some interactions between doctors and pati@etpérception of the ethnic difference does natnsteetake
into account other reasons, becoming a source admprehension... For example, the fact that a Roma
woman has five or six children is seen by the dscas “cultural” and not as an “individual choic#t.is part
of their culture to want a lot of children”. TheHziour of the Roma woman is interpreted as resfpedhe

tradition, while the use of contraceptives andfdw that a patient of French origin chooses toehawy one

or two children is seen by the same doctor asHdividual choice**’,

The behaviour of the Roma interviewed must be se@nso much as elements of a presumed

traditional culture, as situations of material tgmig@ in which they have found themselves and irctvithey
continue to live. The majority of these Roma comdact, from contexts in which the traditional wafylife
was uprooted during the years of socialism, witerimena of urbanization and strong cultural asatioit.
In their country of origin these Roma people rataiyed to the healthcare structures because tbey very
expensive, or because they were the object of gerdiscrimination within these structures, and Habit
continues in Italy. What emerges is, thereforetrang polarization perceived and described, betwhese
who dispense treatment and those who recéftfe it

The most interesting and recurrent of these miswstaledings concerns the use of medicines. This is
what one doctor told us.

There are a lot of antibiotics circulating in thentps, they can be obtained without a prescriptiath the

connivance of irresponsible, | would also say cniahi pharmacists. The Roma have a passion for iinedicf

they can’t get them in ltaly, they are preparegag a lot more in Romania or in Bosnia, becausg thally

need to have them. At times, it seems to me thet tion't trust Italian medicines, or generic orlessome

cases, they are hypochondriacs. It is a questiothaf culture that we have not been able to ovaro
(Female Italian doctor, ISI Centre).

To explain this “passion” it is not sufficient tgp@eal to an undefined culture. It is necessary to

consider the relationship that the medicine crebgdween the people. When a doctor prescribes imedic

139 The courts analysed in Saletti Salza’s researak Werino, Firenze, Napoli, Bologna, Venezia, Toeabd Bari. Between 1985 and 2005
these courts declared 258 Roma children adoptatiés of the total number of minors declared addpthl these courts. Since the Roma
population represents 0.2% of the national popadatihe Roma minors should not have been more 2Ba$tarting with this data further
research was carried out at the juvenile court @m, from which it emerged that, between 2006 ah@2@doption proceedings were
begun for 1 Roma minor out of 20, compared withoh-Roma minor out of 1,000. With respect to a nam@ minor, a Roma is sixty
times more likely to be reported to the policetyfifimes more likely to see adoption proceedingenaand 40 times more likely to be
declared effectively adoptable. See Associazionéwilio, Mia madre era rom. Le adozioni dei minori rom inezgenza abitativa nella
regione Lazio (2006-2012Roma, 2013.

140'Nacu, The Politics of Roma Migration: Framing Identityr®jgles among Romanian and Bulgarian Roma inRAds Region in
«Journal of Ethnic and Migration Studies», v8¥, 2011, N. 1, page 145.

141 D. Singh, Attitudes and Praxis of Traditional Forms of Healtare in a Post-Communist Romanian Romani Commuitity
«Anthropology of East Europe Review», vol. 29, 20411, pages 127-140.
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it is an official recognition of the iline¥¥, this recognition of the iliness is also prooftoé interest by the
health worker, a very important element for sulgegho live on the margins of society. The mediciaes

not always taken according to the doses and tresaprescribed. These transgressions represent an
adaptation and a response to the instrumental ipletemess of the offer that comes from outside. The
patients are willing to spend more for the medisjrgroviding they are the original ones, the ohes &are
most advertised. Also, precariousness and molpiiitduce discontinuity and confusion in the therapie

Many of these immigrants go back and forth. They@&omania and get medicines; they come here ahd g
more... This is a risk for their health, even wheeytmust follow a specific therapy. Then then thememajor
problems with cultural differences: for many imna@gts health is a question of here and now. It males
sense to speak of prevention; they only come hé&enwhey have a serious or very serious probleeméte
Italian doctor, ISI Centre).

They come and ask for lots of antibiotics when rthahiildren are ill. At times if we do not give them
antibiotics, they get very angry with us. We ingist giving paracetamol, partly to avoid liver damagnd
because when antibiotics are really needed, thbynwionger have any effect... For the Romanian Ransa
difficult to go to the doctor’s surgery, becauseawlthey go they have to take presents, and sadnsidered
better to get a stock of products when glmgo. This happens with the diabetics, too. For elanthey have
insulin sent over from Romania, rather than goiogyet it here. It is a question of not understagdime
system. Often they say that they take a little insand then they ask for more so that they carseeets, but
it is not possible to increase the dosage and jncase, they eat sugar. This can cause seriouseprsb
(Romanian cultural mediator, association Cammifeszme).

Taking a medicine can be seen as a micro-poligzal The body becomes the instrument for
affirming one’s otherness, since being recognizedl aneans being recognized as subjects. The drecd
use medicines (to take them when and where onesyentnix them, to use them for purposes other than
that prescribed) continues to be an affirmatioora#’s subjectivity. Not the fruit of ignorance, reocultural
limit. This is what one mother told us.

When | arrived in Torino in November 2012, | liveda hut in Lungo Stura Lazio. My daughter, whea slas
little, had convulsions. It was winter and... she tha very big ears, (the woman is referring todbkoquial
Italian term for mumpsorecchioni’ or big ears, NdT) | couldn’t take her to the hétsipbecause there was too
much snow... Then the doctor at the hospital finglye her some medicines, but | didn’'t always gheat to

her, then | went to Greece and | let it go. Thetdsctold me there was a problem of mental defiyeiGod

help me! Then, a few years ago, when she was fiifteee began to lose her hearing. So we went to the
hospital and the doctor gave her a hearing aid nhbtibecause | didn’t give her the medicines! @radi 41
years old, Romanian Roma).

The choices that respond to a subjective evaluaiwh not to biomedical rationality can cause
irritation or despair amongst the healthcare warkEor those who live in a situation of total masdity, as
in the case of the Roma, exercising the full righthealth should be pursued beyond a framework of
emergency and extreme necessity. For some sub@tteugh it may seem paradoxical, a dramatic event
such as a seriously invalidating accident becormeonly opportunity for passing from total invidityi to
acceptance within the majority society. This was example, what happened to the Roma citizen Banu.
One risk always lying in wait in these situatiopghat of passing from the plane of recognition of

the right to assistance and to the treatment ofsoof dependence amongst patients and healthcakensp

142p Trevisanl.a «salute» dei rom: una questione piuttosto ingmitata. Riflessioni an- tropologiche sulla lettéuea medica riguardante
gli zingari, in «La Ricerca Folklorica», n. 50, 2004, page$33
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forms that are reproduced in a perverse manneth®ane hand these relationships lock the perstoghe
roles of needy patients and saviours, on the dtiey risk confirming the stereotypes and prejudicks

public opinion that unjustly labels the Roma adaquarasites.

Box 1. The Roma question in Italy: the standpoint of thstifutions for the protection of human rights,
Anthony OImo

The condition of the Roma population in Europeris of the most hotly debated questions in the ratonal
field of human rights. The specific situation it is particularly worrying, in fact, our counthas been severely
criticised by the European and international ingitins for the protection and promotion of humayhts.

This paragraph will present the principal problerdentified by these international organizations.isTh
panorama is opportune since it allows us firsntegrate with further material the characterizatio the analysis of
the conditions of the Roma community in generaltaly and in the area of interest for our study.rbtwer, the
information that emerged from the studies by thesétutions appears particularly fitting for ounadysis since the
problems identified play a crucial role becausey thee decisive for the health of the community irestion, which, in
the face of living conditions of particular hardshand marginality, see their opportunities for tight to health
effectively annihilated.

Before presenting in detail the problems identifiéds opportune to briefly identify the principaiternational
organizations that have investigated the situatibthe Roma population in Ital{’. A predominant role is played by
the Council of Europe, which, as is known, dedisaesignificant portion of its work to the Roma sfign. Amongst
the bodies of the European Council that have bé&esely involved in this question there is, abovi thle European
Commission against Racism and Intolerance (ECR3)isA&nown, part of its mandate foresees the pierimdnitoring
of the situation in each member state on racismiatalerance. In this framework, the four reports ltaly are of
particular interest — they were drawn up respehtiire 1998 in 2002, in 2006*® and in 201%" - in which ample
space was dedicated to the problems that distihghesRoma population.

The question was also examined by the Commissiohldonan Rights of the Council of Europe. In pargcu
they emphasised the two visits carried out in 2@38the former Commissioner Thomas Hammarberg argD12 by
the present Commissioner Nils Muizni&®<uring which serious problems emerged regardiegRbma communities
in the national territory.

The condition of the Roma in our country has alserbreported to the Committee of the European Bocia
Charter, the body charged with supervising respscthe member states of the European Social CA&rtén
particular, the case of ti@entre on Housing Rights and Evictigf@OHRE) against Italy°, the Committee denounced
the behaviour of the ltalian authorities during ftese of what was known as the ‘nomad emerg&Hfcyhe case in
question saw ltaly severely condemned by the Cotamitvhich found violations of the right to a hdmiethe right to
protection against poverty and social marginalisgir, the right to social, legal and economic safegsidmt the
family®®* the rights of migrant workers and their familteprotection and assistarite Moreover, every violation was
accompanied by the parallel violation of the praiobh of discrimination, thus further aggravatinget sanction
imposed.

14311 this paragraph we will, nonetheless, also refarontributions from other international and oatil bodies.

144 European Commission Against Racism and Intoler¢B&RI) Approccio paese per paese dell'Ecri. Rapporto #alia, CRI (1998) 48,
June 14 1998.

145 didem, Second report on ItalgRI (2002) 4, April 2% 2002.

146 |hidem, Third report on ItalyCRI (2006) 19, May 18 2006.

147 |bidem, Fourth ECRI report on ltaly(fourth cycle of monitoring), CRI (2012) 2, Felry 2F' 2012.

148 Council of EuropeReport by Thomas Hammarberg, Commissioner for HuRights of the Council of Europe, Following hisitviso
Italy 13-15 January 2009CommDH(2009)16, 16 aprile 2009. See also Memorandum by Thom as Hammarberg Commissioner for
Human Rights of the Council of Europe, Following fisit to Italy on 19-20 June 2008ommDH(2008)18, 28 July 2008. See also Id.,
Report by Nils Muiznieks Commissioner for HumaghRi of the Council of Europe, Following his vigit Italy 3-6 July 2012
CommDH(2012)26, 18 September 2012.

149 Council of EuropeEuropean Social Chartefrevised), STCE, N. 163, Strasbourg, Md§ 8996. Ratified in Italy with law N. 30,
February 8 1999 Gazzetta UfficialéN. 44, February 281999, ordinary supplement N. 38.

150 Centre on Housing Rights and Evictions (Cohre}atid, appeal 58/2009, Decision, June 25th 2010.

%1 Sednfra.

152 council of EuropeEuropean Social Charteop. cit., Article 31, paragraphs 1, 2, 3.

153 pidem Article 30.

134 |bidem Article 16.

155 |hidem Article 19, paragraph 1, 4 letter c) 8.
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As already announced, on the basis of the conelagicawn by the above bodies, it is possible tatifiethe
main problems that characterize the condition ef Roma in Italy. Below we will present some of theestions that
emerged.

The nomad emergency and the clearance of the noarags

Great attention has been paid by the internatibodies to the problems linked to what are knowfsasurity
pacts” and the “nomad emergency”. As readers wdal, starting from around 2005, in order to respto a presumed
threat to public order and security posed by them@eommunity®, the ltalian authorities began to adopt meastoes f
identifying persons belonging to this community afefining suitable sites for camps where they warthorised to
stay. The first step in this sense was the sigointpe so-called “pacts” between the national arties and various
local authorities, including the cities of Napdipma, Milano, Firenze, Torino, Genova and Bolodasically, these
pacts foresaw the delegation of powers to the Btefa order to enact a plan designed to solventdmad emergency.
In May 2008, the government officially declaredstieimergency in the regions of Campania, Lombanialazid®’.
One year later, in May 2009, the same emergencyewi@nded to the regions Piemonte and Veneto.

The adoption of these measures and the declarefi@mergency was in fact based on Law N. 225 dated
February 2% 1992 — amended by D.Lgs N. 59 dated Ma}} 2012 — on the institution of the national service for
civil protection, and made it possible to declastae of emergency in the case of natural calamiétiastrophe or other
events that, due to their extent and intensity,lcawt be dealt with using ordinary me&tisOn the basis of the
declaration of emergency, the prefects of the areadved — nominated “Special Commissioners” —avgiven special
powers in order to facilitate the adoption of itves regarding the Roma population. The breadtth® powers
granted to them was considerable and, althoughewone hand they could also be used to adopttimégin favour of
this community, in many occasions they were usddttoduce measures that had a discriminatory effeamples of
such measures are the census of the Roma livitgeinrcamps, the gathering of fingerprints, the distieg and
enforced clearance of illegal settlements — oftéihout foreseeing alternative residential solutienthe creation of
new camps, often in distant, fenced areas, witkiedllance and controlled access, which it was grdgsible to enter
by present an identity documé&it

The policies for the clearance of existing settletaeand the creation of new camps in which to fensany
groups attracted considerable attention at intemat level. As already mentioned, Italy was condeth by the
Committee for the Social Charter for the enforcéeli@ances and the violation of the rights of thencwnities
involved. Moreover, ECRI repeatedly criticised fhwlicies adopted by Italy in this sef®eas did the Commissioner
for Human Right$2 Furthermore, the High Commissioner for the Natidvlinorities of the Organization for Security
and Co-operation in Europe (OSCE)which highlighted the fact that the Roma commaesiin camps that were often
isolated and distant from the residential centogdy served to marginalize these communities ewethér, moving
exactly in the opposite direction from greater gnegiori®. In general, as the Extraordinary Commission ef $enate
for the Safeguarding and Promotion of Human Riglgs recognizes, the policy of nomad camps is soimgthat has
very few counterparts in other European countiiieis. easy to understand, even only intuitivelywhsuch measures

156 |n those years there were a series of serious@gssthat involved persons of Roma origin.
See D.P.C.M., May 212008 ,Gazzetta UfficialeN. 122, May 28 2008. See also the Ordinances of the Presidehedouncil of Ministers,
numbers 3676, 3677 and 3678, May'&D08 which introduced urgent civil protection rigions designed to meet the state of emergency
in relation to the settlement of nomadic commusiiie the regions of Lazio, Lombardia and CampaBé&e also the Guidelines dated July
17" 2008 for the enactment of the Ordinance of thesiBeat of the Council of Ministers numbers 367673&nd 3678, May 302008
concerning the settlement of nomadic communitigsénregions of Lazio, Lombardia and Campania.
158 ggislative decree N. 59, May '12012,Gazzetta UfficialeN. 113, May 18 2012.
159 | aw N. 225, February 341992, Gazzetta UfficialeN. 64, March 1% 1992, ordinary supplement N. 54, Article 21, lett “For the
purpose of activities of civil protection the evgtitat are identified as [...] (c) natural calamitylioked to the actions of man, which due to
their intensity or extent must, with immediate mntion, be dealt with using extraordinary meamd powers to be used for a limited and
previously defined period of time.”
12(1’ Fourth ECRI report on ltaly(fourth cycle of monitoring), CRI (2012) 2, Felry 2£'2012.

Ibidem.
162 See European Coundiflemorandum by Thomas Hammarberg, Commissionerdanath Rightsop. cit.
163 Organization for Security and Co-operation in Flr¢OSCE) and the High Commissioner for Nationahdiities, Assessment of the
Human Rights Situation of Roma and Sinti in It&gport of a Fact Finding Mission to Milan, NaplesdaRome on 20-26 July 2008
Warsaw, The Hague, March 2009.
164 The question was also analysed by other intemmaftiorganizations. See United Nations Committeetffier Elimination of Racial
Discrimination (CERD)Consideration of Reports Submitted by States Partieler Article 9 of the Convention, Concluding €bations
of the Committee on the Elimination of Racial Disgnation, Italy, UN Doc. CERD/C/ITA/CO/15, May 16th 2008; See a3onsultative
Committee on the Framework Convention for the Rtaia of National MinoritiesSecond Opinion on Ita]yACFC/INF/OP/1(2002)007,
adopted February 342005.
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constitute a reality “incompatible with any projéet inclusion and integration where they reprodicé conditions of
cruel marginalization®®®

It must be emphasised that in November 2011, then€bof State declared illegitimate the decreeths
President of the Council of Ministers dated May"' 2D08 with which it declared the state of emergeany the
subsequent ordinanc8® The highest body of administrative justice judgeat the decree had not sufficiently justified
the existence of an emergency, having referred tandgrtain news events involving persons of Ronigiro

The anti-gypsy lobby and the political and medibate

A further problem regarding the condition of thenR community in our country, widely reported by the
international organizations for the safeguardingnanan rights, is that of the anti-gypsy lobby #mel debate, present
in political environments and in the media withaatjto the Roma.

The Commissioner for Human Rights, in his reporttloa visit to Italy in May 2011, said that he waste
concerned by the existence in the Italian politdabate of racist and xenophobic statements wghardeto the Roma
and the Sinti. As an example, the Commissionerrteddhe use of the ternzZingaropoli’ (gypsy metropolis) used in
electoral material during the municipal electiondvilano in 2012°". The question was also discussed by E€rind
CERD'™. Both organizations harshly criticized the present and the increase in racist and xenophobicodises
between politicians at various levels, and the lackeaction by the legal authorities in considieraiof the extent of
the problem.

The anti-gypsy lobby, as already mentioned, doésonty concern the political environment, the media
also involved. The OCSE report of 2008 emphasibatithe media often contribute to amplifying newssedes that
involve persons of Roma origin, often with negatiores that have contributed to increasing therfgedf hostility in
public opiniort™.

Violence towards Roma

A further question widely debated in internatiomglarters is the widespread violence towards the &om
community and the inadequate reaction of the thalkéal systefi{®. The Commissioner for Human Rights strongly
emphasized the need for the authorities to makee maffort in monitoring “crimes of hatred” and engsgrthat the
racist connotation of these crimes was effectiyeigished’® This in many cases does not occur and the Coriuniss
emphasized that the legal authorities, on the aoptseem to minimize the racist motivations ofrsaimes. The same
impression was confirmed by CERBand by ECRY"*, who stated that the number of inquiries carriativeas low,
despite the high number of crimes against the Roma.

Other problems

Numerous other questions interest the Roma comsgnimibur country. First of all, we must emphasibatt
even now, a large number of persons belongingedbma community are still uncertain about thejalestatus. In
fact, many result as stateless. It is estimatetitteanumber of Roma in this condition is approxieha15,0087% the
majority come from the territory of the ex-Yugoskvhaving fled from the conflicts that unsettldd tarea in the
nineties. For this reason, many came to Italy &sgees, without documents and unable to prove tideintity, an
impossibility that in many cases continues today.

This condition, for these people, is almost Kafki@m the one hand, due to the lack of an identityudnhent,
they risk expulsion, although they cannot ever epotited to any country, because they are stat&less the same
time, although they areffectivelystateless, they are unlikely to be decldegrlly stateless, since they lack a certificate

185 Italian Senate, Extraordinary Commission of the@aBe for the Safeguarding and Promotion of Humagh® Final Report on the
Inquiry into the Conditions of the Roma, Sinti awiads in Italy, approved by the Commission on Gatyr 9" 2011, Legislatura page 5.
186 Italian Senate N. 6050, November 16h 2011. ThertGufuCassation (joint civil units), sentence N8J6L3 registered April 22 2013,
rejected the appeal against this sentence andeadfithe illegitimate nature of the decree of thesklent of the Council of Ministers dated
May 21 2008.

167 Council of Europe, Commissioner for Human RigReportby Nils MuiZnieksop. cit., page 3.

168 Fourth ECRI report on ltaly(fourth cycle of monitoring), CRI (2012) 2, Felry 2£'2012.

169 CERD,Final conclusions of CERD on ltalgp. cit., paragraph 22.

10 OCSE and the High Commissioner for National Mitiesi, Assessment of the Human Rights Situation of Romh&mi in Italy op. cit.,
page 25.

1 Council of Europe, Commissioner for Human RigReport by Nils Muiznieksop. cit. paragraphs 107-112.

172 |bidem,paragraph 114.

178 CERD,Final conclusions of CERD on ltalgp. cit., paragraph 19.

174 Eourth ECRI report on ltaly(fourth cycle of monitoring), CRI (2012) 2, Felry 2£'2012.

78 bidem.

176 |hidem, page 33.
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of residence or a visa, documents necessary ty &pplecognition as a stateless perdbrClearly, the condition of
irregularity makes it impossible for them to integr into Italian society, since they cannot findular work, access
public services and so on.

ECRI emphasises the dramatic condition of childbemn to stateless persons. In order to registesethe
children with the public records office — a riglmiat is recognized — they must present an identiguthent, or a
residence permit, which they do not pos§€s$he immediate consequence is that the majoritiede children are not
registered. At the same time, this situation willate further problems when they are eighteen yadrshe moment in
which they could theoretically claim Italian citizghip. Since, in the majority of cases, they camrote continuous
residence in the country an application for cititgip must be refuséd.

A further problem reported by the international iesd regards the exclusion of the Roma from thiedls
historical-linguistic minorities safeguarded by La&#82/1999, which foresees the possibility of introithg legislation
to protect and develop the language and cultuteemminorities in questidf’. The Rom, and their language Romani,
do not enjoy this protectidff. Equally, on a symbolic level, the genocide of R@ma during the Second World War
the Porajmos® is not mentioned by the Law N. 211, July"2ID00, which instituted the day of memory on Japuar
27" every yea®.

Finally, considerable space is dedicated in theriational studies to the problem of the Roma patpn in
accessing education and work. With regard to edutathe data available shows a considerable ddigdyas been
estimated that the Roma children who do not att@mdpulsory schooling number about 20,000. At theeséime, an
inquiry by the Red Cross in the Roma camps shoWwadnhore than 40% of the Roma residents did not bhay degree
of education, about 8% had elementary educatiofp h8ld a middle school diploma; little more than t#d a
secondary school diploma and less than 0.50% hek&beeé®. The causes are numerous, and many are certaibly t
traced to the socio-economic difficulties, the veipleead illiteracy, particularly amongst the womed ¢he irregularity
in which many children live, especially in the gkd nomad camps.

The situation of the Roma communities with regarddcess to work appears equally complex. The ResgsC
inquiry in the nomad camps in Rome showed that rtizee 70% of the residents did not have a job ¢flind and
that the most common jobs were collecting wastealsehousewife, and peddler. Clearly, the widegpis@gularity
makes it difficult for these people to find regulenrk'®,

Chapter Three
Mother and Child Welfare

1. Sexual and reproductive health

Adopting an approach based on human rights impbesiderable awareness of the conditions of the

more vulnerable groups and the development ofegfies that guarantee equitable conditions and pe@mo

177 president of the Council of Ministetsfficio per la promozione della parita di trattasme e la rimozione delle discriminazioni fondate
sulla razza o sull'origine etnic8trategia nazionale d’inclusione dei rom, dei satiei caminanti. Attuazione Comunicazione Comonssi
europea N. 173/20]1 February 28th 2012, pages 16-20.

178 Fourth ECRI report on ltaly(fourth cycle of monitoring), CRI (2012) op.cipages 73 and88-90. See also Law N. 94, Jufy2m9.
Disposizioni in materia di sicurezza pubbli@azzetta ufficial&. 170, July 24th 2009, ordinary supplement N. 128.

179 |bidem,paragraph 89.

180 | aw N. 482, December 15th 1999azzetta UfficialN. 297, December 301999.

181 Fourth ECRI report on ltaly(fourth cycle of monitoring), op. cit. pages 32-3

1821t js estimated that the number of Roma killedinwiWorld War Il ranges from 500,000 and 1,500,86e Italian Senate, Extraordinary
Commission, op. cit., page 36.

183 aw N. 211, July 20 2000,Gazzetta UfficialN.177, July 3£ 2000.

184 talian Senate, Extraordinary Commission, op, pge 61 onwards.

18 Jtalian Senate, Extraordinary Commission, op, piges 73 onwards.
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principles of parity and non-discrimination. Amonhdgjse groups most notoriously exposed to violatiohs
the right to health are, in fact, women and chiidre

A fundamental tool for clarifying the content okthight to health is, as we have seen, the General
Comment 1% which dedicates particular attention to women amdors. With regard to women, this
document emphasises that they must enjoy the tighttealth without discrimination. It is therefore
necessary to develop a national strategy that gtesa the realization of this right throughout life
eliminating the obstacles that hinder access tdtthearvices, to education, to information and totgct
women from the dangers of traditional practicesrggeaph 21). Particular emphasis is placed on
safeguarding sexual-reproductive health, the réaluctf the main health risks, of maternal mortadityd the
protection of women from domestic violence.

With regard to the minors, the need to reduce infamortality and encourage the healthy
development of children and adolescents is empitsidlso, on the basis of the other international
agreements — such as the International Conventich®Rights of the Child — the need to guaranteess
to essential health services is stressed, inclugliegand post-natal services for the mothers.pFimeiple of
non-discrimination also demands that all childrem duaranteed adequate nutrition, healthy and safe
environments and services for physical and memrgalth (paragraph 22).

At present, the situation relating to mother anddchealth generally appears good. In fact, the
Italian situation is cited in the repaffomen’s and Children’s Health: Evidence of ImpattHuman Rights
as an example of the efficacy of health policiest,tin explicit or implicit forms, are based on ham
rights’®”. The initiatives for the protection of maternitygeneral improvement in the living standards ef th
citizens, the adequacy of the services for the si@édhe territory, have allowed, through the settip of
family clinics, a national vaccination plan, pretien campaigns and NHS paediatricians, a consitierab
improvement in life expectation at birth. Duringetlast century, the rate of infant mortality hasoalallen
considerably, and is now one of the lowest in tlogldy although as we will see later, there are ifigant
differences between Italian children and foreigitdzan'®®,

Despite this generally positive picture, there sti## criticalities. Amongst these, we can list the
north-south gap, the worrying conditions of Romd &inti minorities®® and the need to guarantee adequate
assistance to foreign women and minors. This chaptié concentrate on the last point, with partaul
reference to mother and child health in Torino. @iar is to reconstruct the experience of migrantnen in
their path from birth, the postpartum period anel finst years of their children’s lives. Before tieg with

this topic, however, it is necessary to emphadige grofoundly heterogeneous nature of the category

18 United Nations Committee on Economic, Social andti€al Rights General Comment 14. The Right to the Highest AdtdinStandard
of Health,UN Doc. E/C.12/2000/4, August £2000.

1873, Longhiet al, Women'’s and Children’s Health in Italin Women’s and Children’s Health: Evidence of Imp&dioman Rightsed. F.
Bustreo, P. Hun¢t al, Geneva, World Health Organization, 2013.

188 According to the ISTAT report,a mortalita dei bambini ieri e oggi in Italigoublished on January 15th 2014 and relating ta ftam
1887-2011, in 2011 the infant mortality rate amargsldren resident in Italy was 2.9 per 1,000 balime. This figure is lower than that
registered for foreign children resident in Itakhich was 4.3 per 1,000. This rate is lower thanEbropean and the American rates.
189 United Nations Committee for the Elimination of dRd Discrimination (CERD)Concluding Observations on ItalyJN Doc.
CERD/C/ITA/CO/15, May 16th 2008.
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“migrant women”. This expression, in fact, gathevemen with different stories and different socio-
economic situations, who emigrated from their cdastof origin for various reasons, bringing witiein
different beliefs, cultures and visions of the wioaind many different representations of matermitythese
circumstances, every generalisation risks beingingtmore than a stereotype and caution is negessar

The words of the foreign women and their daily eigrees, gathered through narrative interviews
and periods of participant observation, speak diffecult situation that presents numerous chalkEnm the
field of human rights.

Discrimination of gender, economic dependency, asgtries in working life, domestic violence
and the lack of recognition for the strain of cgrfor children are problems that still affect womeatever
their nationality. In the case of migrant womeres problems are aggravated by the economic anmal soc
conditions, frequently underprivileged, the lackimformation on social and welfare services anddk lof
availability of the family networks and social besf§ in case of need. Therefore, we can speak wiafdld
vulnerability”, which is particularly acute in thearly phases of the migratory path, in the illiteraromen,
in situations of extreme poverty and in other cadesocial marginalization and suffering.

Awareness of sexual and reproductive health isajnie most important aspects of the right to
health of foreign women and minors. This healthfarel area is a priority need and is the first canfise
hospitalisation for the female migrant populatidn. 2010, in Piemonte, the percentage of obstetric
hospitalisations against the total number of hadipations for women in their childbearing yearsiti 15 to
49 years old) amongst resident women from countméis a strong migratory pressure was 64.38%, while
for Italian women or those coming from advancedntoes it was 39.38%8°.

The first definition of “sexual and reproductivealtd” in the field of human rights was adopted at
the international conference on population and ldgwveent of 1994, and included questions that went
beyond the strictly clinical field, such as prevent information, free choice and sexual education.

Reproductive health is a state of complete physimahtal and social well-being and not merely th&eace of
disease or infirmity, in all matters relating tetreproductive system and to its functions and ggses. Reproductive
health therefore implies that people are able teetm satisfying and safe sex life and that theyeththe capability to
reproduce and the freedom to decide if, when amd dften to do so. Implicit in this last conditiame the right of men
and women to be informed and to have access to efféetive, affordable and acceptable methodsofily planning
of their choice, as well as other methods of thbwice for regulation of fertility which are notaigst the law, and the
right of access to appropriate health-care sentleatswill enable women to go safely through premyaand childbirth
and provide couples with the best chance of haaihgalthy infarif™.

Bearing in mind these criteria, the Italian Minysof Health established the following five areas fo

priority intervention for the population in genéfal

190 Epidemiology service, Regione Piemonte, indicdf®r number and proportion of obstetric hospitaiiset of resident women in their
childbearing years (15-49) for the resident popaitain the year 2010. Source: hospital records (Sdo

191 Report of the International Conference on Popmitatind Development, Cairo 5-13 September 18%9dgram of Actionparagraph 7.2.
http://www.un.org/popin/icpd/conference/offeng/gdenl

192}talian Ministry of Healthhttp://www.salute.gov.it/portale/temi/p25.jsp?lirgitaliano&area=Salute%20donna&menu=sessuale

61




a) The protection of the woman throughout the proaédsirth, from the pre-conception phase to

the postpartum, and the protection of the new-kbita"%%

b) The education of young people regarding the topicexuality and reproductiot;

c) The reduction of pregnancies in adolescents anttameption®:

d) The prevention of sexually transmitted diseasepaiticular HIV*%:

e) The prevention of carcinoma of the uterine cervid hreast cancEr.

In the case of foreign women, to these priorities, must add the need to work on the prevention of
abortions. In fact, amongst these women we findga tevel of recourse to abortion, equal to 34%hef
national total: this percentage initially increaséater stabilized and in the last two years theohlie
number has decreasét

Table 1 shows the principal causes of obstetripitessation amongst women from countries with
advanced development, including Italy; amongstdessi women from countries with high levels of
migration and amongst the non-resident women coffinorg the latter.

While for the first two groups, the prime causehobpitalisation is childbirth; in the case of non-
residents, abortion is the prime reason. The great®urse to abortion is therefore one of the maiblems
in the field of sexual and reproductive health fieigrant women, above all the non-residents, anati
level®*.

The epidemiological data suggest different modélsecourse to abortion amongst foreign women,
with respect to Italian women. While for the migravomen abortion is more common amongst married
women who have reached the desired number of ehildmongst Italian women, in recent years, thase h
been a reduction in recourse to abortion amongstiedavomen and nowadays it is more common when the

woman does not yet have children and has not yettasted a personal and family life profétt

Table 1. Number and proportion of obstetric hodjgtgions in childbearing years (15-49 years old)carding to
cause, by citizenship.
Countries high migration non-resident

Advanced countries resident Countries high migratesident

N. % N. % N. %
Childbirth 28,535 64.90 8,021 56.44 540 31.65
Abortion 6,168 14.03 3,258 22.93 793 46.48

4,306 9.79 1,131 7.96 185 10.84 o )
Other 4,956 11.07 1,801 12.67 188 11.02 c,°_';“‘_‘e“:° [KMC1]: A cosa
Total 43,965 100.00 14,2111 100.00 1,706 100.00 SCTseel

193 talian Ministry of HealthPiano sanitaria nazionalénational health plar§011-2013pages 84-86.

1% Jtalian Ministry of HealthPiano sanitaria hazional2006-2008.

1% |talian Ministry of HealthPiano sanitaria nazionald998-2000, Progetto obbiettivo materno-infantildopted with D. M. April 24th

2000.

1% Jtalian Ministry of HealthPiano nazionale di prevenzione 2010-2(pje 23.
197 |didem,chapter 4.
1% |talian Ministry of Health ReportRelazione sull'attuazione della legge contenentemmoper la tutela sociale della maternitd e per
I'interruzione volontaria di gravidanza (legge 194/78) National Project, Agreement Ministry of Health-&was, October 2013,page 25.

199 Regione Marche.a salute della popolazione immigrata: il monitogag da parte dei Stemi Sanitari RegionalNational Project, Agreement

Ministry of Health-AgenasOctober 2013,page 25.
00 £ Coffano, M. Del Savio and L. Mondo (edReport: Stranieri e salutdRegione Piemonte, Assessorato alla tutela dallgese sanita,

20

politiche sociali e politiche per la famiglia, 2Qfpage 2. Cfr. also Italian Ministry of Health Repdrelazione sull’attuazione della legge
cortenente norme per la tutela sociale della matereitder I'interruzione volontaria di gravidanzap. cit.



Source:The data presented was processed on the basie ofditations given by the following report: ItaiiMinistry of Health
Agreement and Ccnba salute degli immigrati: metodologia di analiftrogettoPromozione della salute della popolazione immigrata
Italia, Regione Marche (Direzione generale prevenzeamitaria, Ufficio |, N. DG/PREV/I 3488/P/F 3 ad)@), May 2009. The class
of the countries with a strong migratory flow (Pfpincludes according to thRapporto Sviluppo Umano 2007-2Q08eveloping
countries, countries with medium/low income (acaogdo the classification of the World Bank, Juf/2006, on the national gross
pro capite income), countries of central and easkmrope and of the Community of Independent St&@#S) or in the lists of
developing countries. The countries classified s& &e: Andorra, Australia, Austria, Belgium, Camadenmark, Finland, France,
Germany, Greece, Ireland, Iceland, Israel, Ita@pah, Liechtenstein, Luxembourg, Monaco, Norwayw Neealand, Netherlands,
Portugal, San Marino, South Korea, Spain, Swedeitz&land, United States, and Vatican City.

The cases of two women, both mothers with two cbild who made opposite choices, may be
useful to illustrate the decision-making processetaby migrant women when they discover an unplénne
pregnancy:

| am waiting for an abortion. This time it is thelp choice. | already have two children, | havenanaged to
get my documents in order, so | can’'t have andbaby. How could 1? There is no work, | can't... iaikeady
difficult as it is... two children are all right, butan’t have another at the moment. | am not happy! can't
see any other solution. (Nancy, 34 years old, Nager

It takes courage to have children in a country ihatot yours. We wanted the first two, but witle third, we
asked ourselves, “What shall we do?” | was confuagatl| tried to do something stupid, then in the esaid,
“No, stop!” When | found | was pregnant for therthtime | was frightened and | thought about anrto.
My husband saw me crying every evening, but | didalk to him about it, | considered not tellingyane.
Then he found out and he went personally to findadnout an abortion, but they told him that theyldo't
give him much information and that they had to &geame directly, to know whether | wanted to doTibhen,
on the way home, he saw a young couple like us twithchildren and he was shocked. He came homéand
said, “Where two can grow up, so can a third.” (Ada, 36 years old, Romania).

As can be seen from the interviews, and as a navedtidlated literature on the topic shéts
recourse to abortion is not a cultural decisior, du extreme solution, motivated above all by ectuno
pressures and the impossibility of facing the battanother child. Abortion is also linked to sddictors
such as a low level of education, the lack of adégunowledge regarding contraception and the absen
female empowerment.

In 2009, the Regione Piemonte took part in thegmtdrevenzionealell'lvg nelle donne straniere: per
una maternita responsabile e la prevenzidg®d’aborto, la tutela della maternita e la prevémze dellabbandono
del nemato (prevention of abortion in foreign women: towamdsponsible maternity and prevention of
abortion, safeguards for maternity and preventibralmandonment of new-born children) promoted and
financed by the Italian Ministry of Health and thational centre for the control of disease (CCMJl an
coordinated by the Regione Toscana, in cooperatitnthe Istituto Superiore di Sanita (Nationaltinge
of Health) and the “La Sapienza” University in Rome

This initiative, which ended in December 2012, ainte prevent unplanned pregnancies through
training and experimental ways of improving accessand availability of services and information on

reproductive sexuality. Within this project, numesdocal initiatives were undertaken and two miaigilial

leaflets were printed. The firdGonoscere per scegliere: quando avere un figiésponds to the need to- ~ | €ommento [KMC2]: Presu
*************** - mo che questo pieghevole
offer migrant women more information on contraceptand the physiology of reproduction. The second, | avrauna versione inglese,
inserire il titolo ufficiale in
]Salute: un diritto per tutti, L'assistenza sanitain Italid, is available in eight languages and summarises the | inglese.

Commento [KMC3]: Come
21 cfr, A. Spinelliet al. (ed.), Istituto Superiore di Sanita. L'interruzione volania di gravidanza tra le donne straniere in IltaliRapport{ sopra.

Istisan 06/17, 2006.
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regulations that govern access to the health ssfmr foreign citizens according to their courtdfyorigin
and legal status. Both leaflets are currently awddél to users of the clinics in Torino.

Evaluation of the results of the project is stiliderway, but the initial outcome seems to be pasiti
Moreover, the decrease in the number of abortiomsngst migrant women observed recently is a p@sitiv
signal, that shows the importance of this and otl&ional initiatives and the work on health edigat

carried out by the clinics and the territorial netks at local levéf?

2. Pregnancy and immigration

One consequence of the economic crisis that halemid&urope is a reduction in the funds available
for welfare, an increase in unemployment and pgvearid economic hardship for some middle class
families. These phenomena have not been withowgezprences on the demographic plane. IST#as in
fact shown a new phase of considerable reductighérbirth rate. Although the foreigners have abig
birth rate than the national average, for the firae the fall in births has also involved childmeith at least
one foreign parent, or with two foreign parents. té 514,308 births in Italy in 2013, 104,000 equal
20.2% of the total, have at least one foreign pa2$14% in Piemonte) and 77,705, 15% of the tit&l7%
in Piemonte) have two foreign parents.

The average number of children per woman, consigehe entire population, is 1.39, a lower figure
than in previous years, which shows one of the &ivevels of fecundity in Europe. There are, howgeve
significant differences between Italian women amekign women: while the former have, on average9 1.
children, the latter have, on average, 2.10. Thhdst rate of fecundity amongst migrant womenss due
to their younger age at the time of the first pgegny. In fact, the average age of Italian womethatbirth
of the first child is 32.1 years, compared with 285 years of foreign citizens.

Considering the composition by citizenship of tbeefgn mothers, in first place for the number of
children we again find Romanian women (19.492 birth 2013), in second place Moroccan women
(22,778) in third place Albanian women (9,966) andfourth place the Chinese (4,969). These four
communities include almost 45% of the births tefgn mothers in Italy.

In Torino, in 2013, 63.5% of the mothers of newbaimldren were Italian, while 36.5% were
foreign. Table 2 shows the ten most-representednaities and the total number of live births twdign
parents in this city.

The foreign women, overall, have more children arelon average younger than the Italian women.
In this general framework, it is worth considerthg meaning of the decision to face a pregnantiyarhost
country and the implications of this choice witliie migratory project. The sense of maternity igjettive
and is only partly moulded by the culture. Pregwaria particular the first, implicates a profound

transformation in the woman, in her body, her psydier social and family role, her identity itseif.the

202 |talian Ministry of Health ReportRelazione sull'attuazione della legge contenentemeoper la tutela sociale della maternitd e per
I'interruzione volontaria di gravidanzaop. cit., page 28.

203 |STAT Report,Natalita e fecondita della popolazione residentaratteristiche e tendenze recemiublished on November $72013, data
relating to 2012.
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case of a foreign woman, the birth of children ehdr to reconsider the life project and is, in ynamys, a
vector of rooting, which opens the prospect of marency in the host country and averts the projacthe

desire) to return to the homeland.

Table 2. Children born to foreign parents by nationalitytbe mother

Nationality Number of births %
Romania 779 34,47
Morocco 485 21,46
People’s Republic of China 135 5,97
Nigeria 134 5,93
Egypt 117 5,18
Peru 114 5,04
Albania 94 4,16
Moldova 90 3,98
Philippines 47 2,08
Other 265 11,73
Total 2.260 100,00

Source: Processing of the data from the AnnuaratiSico della Citta di Torino2013, chapter 3, pages 124-
128, http://www.comune.torino.it/statistica/osservatéaimuario/2013.

The words of Sadia, who speaks of the history offamily, while she is in hospital

for the severely premature birth of her third chifeflect this attitude.

My first child is called Adam. The second is calkchin, which means, “so be it". The third

is called Salah-al-din (righteousness of faithchese he needs the help of a prayer, may God
help him, he was born at five months, so God héip At first, my husband only looked at
the letters, the sound, that it was a good nameer/people said “How nice!” But for me,
what mattered is that, at school, the children khoot feel different, because, you know, if
you have a difficult name, perhaps the other childcan't say it and the feel bad. The first
two are easy names, but for him, even if he hamger name, we wanted to call him that. In
these years, many things have changed. Everyon&like to return to their own country,
but when you have children here, you don't thinkwthgoing back: you have built a life here.

| feel that my life is here. | arrived thirteen ygago, this is our home, and my husband has a
job here. Back home we have nothing. Of coursemglifamily is in Morocco and | miss
them a lot, above all my mother, | wish she washespecially now that the baby has so
much need of God'’s help. (Sadia, 36 years old, lgoh

The choice of the children’s names is importantepthood makes it necessary to
mediate between the host country and the countoyigin, which in this case is shown in an
attempt to balance the desire to give a traditiov@ahe and that of not weighing down the
children with “being different”. This balance is lprbroken in the case of the last child,
where the religious content of the name and thé whsit it may be a good auspice in a
moment of worry and uncertainty prevail.

The woman who faces pregnancy in a place thattietd must deal with a break in
the continuity of the cultural references and @betate the understanding of maternity that
she has acquired so far. In such cases, thereastae search for strategies to combine the
techniques of the bo8%Y and the methods of assistance during birth leaiméte country of

origin with the methods foreseen in ltaly. This gess is not reduced to a linear opposition

204 M. Mauss,Les techniques du corpis «Journal de Psychologie», vol. 32, n. 2, 193@lian translatior.e tecniche del corpan Teoria
generale della magia e altri saggiiorino, Einaudi, 1965, pages 386-409. Englishdiation ahttp://quod.lib.umich.edu/d/did/browse.html
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between tradition and modernity; it is rather a parnson, often critical and aware, between
the different systems of childbifff.

I am not very expert — this is my first child — andish | could have had someone to follow
me more personally during the pregnancy. | woub dlave liked to do a pre-birth course,
but it was impossible to book one: there is a Jeng waiting list and there was the question
of the summer, because my son was born on AuglstAfyway, | have an aunt who is a

midwife, who lives in Colombia. She helped me a WMe were in contact through Skype

throughout the labour: she told me how to move, stheved me how to breathe and she
helped me to understand when it was time to gaspital. (Ruth, 35 years old, Colombia).

However, it is not always possible to combine the tealities. The distance from
family can cause a sense of disorientation andwight of solitude is considerable. In
addition to seeking healthcare from the consul&sand clinics, it is not rare for the women

to feel the need to find a space where they care sh@eriences and find someone to listen.

Sometimes, the women come here because they whetltmked after during the pregnancy,
or because they would like to go to the gynaecstodiecause they want to get pregnant, but
often a gynaecological visit is not sufficient... llimexplain... the gynaecologist examines
them, prescribes medicines if necessary, but threemooften feel the lack of a place to let off
steam. Many women, from different countries, coneeeh sometimes they are alone, they
have no family, they don’t have many friends... tisi®lso a place where they see a person
that represents their culture. Sometimes, howewverind ourselves in a situation where there
are a lot of patients to see and the time availableot sufficient. Sometimes | feel guilty
because | can't listen to them all. (Moroccan aaltumediator, Associazione Camminare
Insieme).

3. The childbirth process

According to the Istisan (National Institute of Hbaestimates, in 70% of the cases the pregnaaigio

women are assisted by a public service, while 75%atian women turn to a private gynaecoloffistOur

observations confirm this tendency; in fact, thenifg clinics are the reference point for the majprof the

women we interviewed.

| came here to work, like all young people, to ioyg my life and maybe to change
something, and that is what happened. | worked later | found a boyfriend. He is
Moroccan, too. We got engaged, we married and wiethia child. When | found out that |
was pregnant, | turned to my sister, because tmeywsmen’s questions and | was still
uncertain. So, when | began to talk to my sistesualhow | felt, she said to me “There is
something the matter, perhaps you are pregnant.tteém about two weeks passed, | don't
remember. Then | did a urine test and | found bat t was pregnant. But my sister did not
know what to do, it's a long time since she haddehh and her children were not born in
Italy, so | asked my sister-in-law, who was abadw for six months pregnant at the time, and
had some experience. She explained to me that shetw the nearest family clinic and they
gave me the pregnancy diary with everything | ndeibeget started. (Halima, 35 years old,
Morocco).

205The concept of “birth systems” proposed by théapiologist Brigitte Jordan who carried out in-depinscultural research in this field,
refers for example to an integral set of practiaed representations regarding the management lobati. Cfr. B. JordanBirth in Four
Cultures: A Crosscultural Investigation of Childtiirin Yucatan, Holland, Sweden, atlle United StatesMontreal, Eden Press Women's
Publications, 1980, Italian translatidia nascita inquattro culture. Atteggiamenti e pratiche ostetdca confrontg Milano, Emme Edizioni,

1983.
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The family clinics ¢onsultor) were founded under Law N. 45, July"28975, and
are structures that offer integrated health andanebutpatient services, in order to promote
the health of women and children in paediatric age.

The family clinic is a basic structure that respomal the needs of the territory and
can count on professionals and operators with disdiiplinary skills (doctors, nurses,
midwives, social workers, psychologists and cultamradiators). They guarantee services of
contraception, plan pre-conception visits and #mst® during pregnancy and they offer
numerous initiatives in the field of preventionuoselling and health education. In Piemonte,
the family clinics distribute the ‘pregnancy digrwhich includes prescriptions for basic tests
and useful information. The experience of the nigjaf our interviewees was positive.

When | found out that | was pregnant, | went to faeily clinic: | went to all the
appointments and had all the tests done. Everythiag) normal, regular. | had blood tests,
ultrasound scans, everything. The help from theiclvas good. Since | have been here in
Italy |1 have felt respected by the health serviogsy much assisted, very much helped.
Maybe there were some difficulties, but nothingaes. In the end, we see a lot of things on
the TV news, perhaps they are true, but we musthegythe entire system is not rotten, that is
not true. (Astrid, 32 years old, Dominican Repuplic

| went to the family clinic during my first pregnanand | came back this time. In both cases,
| was treated well. | have been to two differenick, first the one in Lungo Dora Savona,
then | moved house and | went to the one in ViecRiatti, where they still assist me. | found
helpful people there. The gynaecologist has a dasct manner, perhaps it may seem a little
brusque, but she is very competent and | like leey much. She also helped me to book the
ultrasound scans and the test... the integrated ltésink it is (prenatal screening, NdT.).
(Anita, 27 years old, Peru).

The few negative experiences can be traced towbeoad of work at some structures, which makes
it difficult to book appointments and consideraliyits the time dedicated to each patient.

When | realized | was pregnant, | was in my homenty and when | came back to Italy, | was a ki la
for some appointments. It was a mess. | imnmediatelied the family clinic, but they told me thaeth
couldn’t assist me anymore because the pregnansyagafar gone and | had to contact the hospital S
called the hospital and | insisted, but there wathing to be done, they told me it was the dutyhef
family clinic and that | must go there. At that piil tried to contact the family clinic again, dtgangry, |
pleaded and, in the end, they gave me an appointiibe beginning was not very good, but once we
were underway, | had no more problems. (Natalieyegf's old, Colombia).

The women who are most integrated in Italian sgcigho know the language well, who have better
economic conditions and greater familiarity witle forocedures and the mechanisms of the healtrcesyvi
are less prepared to put up with deficiencies enghblic system and seek private alternatives, kvbften
represent a considerable expense.

| went to that place, what is it called? The fanalinic. There were lots of foreign women. Thererevalways very
long queues. | noticed that the gynaecologistsetlaee always tired, sometimes they treat you... ltdamow... |
didn’t have a good impression. There was a fematgad, the first time, who seemed already tiredyayed. They
treated me as if | had only just arrived in Italyey hardly spoke to me, | received almost no imition on my
clinical condition. | have a very narrow pelvisryamall, it is a problem that | had with my fighughter, at twenty-
two years old, and | knew that it would be a prabléhis time with the second, at thirty-five yeaild.d tried to
explain the situation, but they didn't listen to .nTféney were always in a hurry and they only spakene to give
instructions: “do this”, “do that”. Then | had coligations, discharges, and | was taken into hokp#aause | had a
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fiboroma. After the hospitalization, | preferred go to the gynaecologist at the Sant’Anna Hospjakately. | felt
more protected and, even though it was very experiesr me, | think it is worth it when it is for yo health. (Maria,
35 years old, Peru).

The generally positive perception of the activifytloe family clinics is an important aspect that
contrasts with the results of the first phase efrésearch. In this first phase, in fact, the visibthe family
clinics as health services of inferior quality, Glesd to serve mainly the foreign population, erneerg
repeatedl§f’. The data that emerged from the interviews isetfoee to be considered positive, since the
family clinics are seen as valid tools for guarairtg the sexual and reproductive health of the amigr
women.

From the normative standpoint, the right to hedlltining pregnancy is widely safeguarded and is
extended to all women, Italian and foreign, whatebeir legal status. The free assistance includgalar
examinations, ultrasound scans, blood and urins,tese-birth courses, assistance during labourthad
birth, support with breastfeeding and the firstecir the newborn child, and the specialist treatnier the
mothef®® The woman also has the right to a residence pdomimedical treatment during the pregnancy
and during the six months following the birth oé tbhild.

The national picture shows a substantial equiva@endhe indicators of assistance during the birth,
but reveals significant disparities between Itallmen and foreign women in assistance during @Enegn
and postpartuffi®. The criticalities are manifest above all amongstmen with illegal status, who live in
marginal situations, come from rural contexts araveha low level of education, with little or no
understanding of Italian. The category “foreign vemhis, as we have reported, very heterogeneous and
includes a variety of living conditions and migmatstories: when they come from an urban contextela
high level of education and of health literacy,ythend to be more aware of their rights and beba t
assistential process sooner.

Table 3 examines some of the indicators found kg Epidemiology Service of the Regione
Piemonte, which make it possible to evaluate traityuof assistance during pregnancy, in particudthe
age of the foetus at the first vidify the number of ultrasound scacsthe invasive prenatal tests adjdthe
number of caesareans carried out.

The data shows a considerable difference in thebeamf women who are more than twelve weeks
pregnant at the first visit: while amongst the wonfeom advanced countries (including lItaly), itasly
2.93%, amongst the resident women from countrig¢l gtrong migratory pressure it is 10.82% and 18%
amongst the non-resident women. Of the latter tategories, 38.7% have less than three ultrasouamssc

during the pregnancy and invasive prenatal testseae, only 1.33% of the women undertake them.

Table 3.Assistance during pregnancy by citizenship, RegRieenonte

Indicators Citizenship

27| Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in Turimp. cit., page 97.

208 Article 1, paragraph 5, lette) D. Lgs. N. 124, April 29th 199&azzetta UfficialéN. 99, April 30" 1998, excludes the sharing of the cost
of treatment aimed at the protection of maternity.

209) Lauriaet al, Indagini sul percorso nascita delle donne stranjénd?ercorso nascita enmigrazione in Italiaop. cit., pages 65-115
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Advanced High migration  High migration non-resident
countrie: __residen

Number of births 27,430 8,804 300

Average age (standard deviation) 32.5(5) 28.8 (5.5) 27.2 (5.7)

Age of foetus at first visit > 12 weeks (%) 2.93 10.82 18.00

Less than three ultrasound scans in pregnancy (%) 14.71 25.48 38.67

At least one invasive prenatal test (%) 15.55 4.65 1.33

Births by caesarean section (%) 31.29 26.77 25.33

The delay in the first visit and the lower numbérchecks during the pregnancy compromise the
possibility of promptly carrying out prenatal diaxgtic tests or screening and increase the risk latea
diagnosis of complications or congenital problethsis preventing recourse to therapeutic abortidre T
lower number of births by caesarean section amaegsient and non-resident foreign women is a pesit
factor, which indicates less medicalized pregnaﬁc?ieThe number of caesarean sections is, in any case,
higher than the recommendations of the WHO andt#ian Ministry of Health.

The lack of knowledge regarding access to the tassis available may represent a serious obstacle
in safeguarding the health of foreign women dunprggnancy. Access to adequate information in this
particularly delicate phase of the woman'’s lifeaisessential element for guaranteeing them fytlyament
of the right to health. Although steps forward haeen taken with respect to the past, the problerst mot
be underestimated, because it could be the reasadnef delay in seeking assistance.

My first pregnancy was very different from this oidow, my daughter is six years old and everythiag
changed. When | found | was pregnant, that tinmead very pleased but also worried; instead, we fige this

baby. The first time | cried a lot. | had no docuntse no work, not even a home. My husband was wgrkiut
he had no contract, we were staying with his friendo arrived in 1992, | think, and he had beeregia
council flat. | came a bit later. | had never bédkand | didn’t know about the family clinics. Inew | should
go for tests, but | didn’t know what to do. | wasry upset. My husband had been here longer, bdidmet

know what to do... of course, men don't know thesegs$. | had some female lItalian friends, but theleal

me “who is your gynaecologist?” They all had a gtévgynaecologist, but | didn't even have the moiwey
the rent... how could | go to a private gynaecol®ist

Everyone took it for granted that | knew what to &eople assume you know. They didn't realise khveas

still a kid. | often met other people from my cogntwe went to the church youth club, sometimesneet to

the Pellerina Park on Sundays, but | didn't talkwtithe situation, because | didn’t want peopl&rtow | was
in difficulty. Anyway, at one point, | decided tslkaa Peruvian friend for help and she said, “Ara yoazy?
Go to the family clinic... you don’t even need to balocuments and you don’t pay for anything!” (AnRa

years old... Peru).

The decision to wait until the end of the firstester before going to the doctor is, in some cases
voluntary decision made by the woman. There areumber of reasons, including uncertainty about
procedures; fear that the diagnostic tests mayrgiselts that present them with decisions thatéfieult to
take or incompatible with their religion; the iddwat a pregnancy cannot be considered certain ééfier
twelfth week, or the desire to put off communicgtthe news at work for fear of the consequences.

For the first three months, | kept quiet. | didi@tl anyone and | didn’t even go to the doctor,saese | didn't
want it known... then, working at the bar, | couldodrry on, because it was tiring to carry the wagernd
down, and | said “That's it. Now | will go to theoctor’'s and | will tell my employers that | am pregt.”

210 The reduction in caesarean sections is one oblijectives of the national health plan 2011-201Bictv states: “With respect to the
threshold of 15%, which according to the WHO guteas the maximum benefit for the mother and theufgdtaly is the European country
with the highest humber of caesarean sections, weithes of 38.3% in 2008, an absolutely inversadr@ve have moved from 11.2% in
1980 to 29.8% in 1996) and extreme variability lepgraphical area”. The percentage of caesareaiorzeds$ higher at accredited private
structures (61%) and the non-accredited (75%) comtpaith public structures (34%). Italian Ministo§ Health,Piano sanitaria nazionale
2011-20130p. cit., page 84.
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They weren't very pleased, but | said, “This is lfig, and it is my first child, | couldn’t care lesvhat you
think.” (Gina, 30 years old, Romania).

These situations indicate a pregnancy faced in i ritragile position and more subject to external
pressures. In fact, procreation cannot be considemaerely biological process; it is a relationgderience,
moulded by social forces that converge in the ferbaly.

In some cases, the reason for delay in seekingaalectire can be a representation of the pregnancy
as an event that must be safeguarded not only drbio-medical standpoint, but also on the symbioe.
Amongst the Senegalese women, for example, thesecan be part of a strategy for hiding theirybell
from other people’s glances, which could be chasgitl envy and harm the foefis

Culture profoundly influences the way the pregnaisagxperienced and affects the perception of the
body and the relationship that forms between thenarmand the healthcare system. In the case of ntigra
women, the cultural differences can lead to a difieapproach to medical care.

The lower number of checks is sometimes associatigdthe idea that pregnancy is a state that in
itself indicates good health and there may be aenworless explicit disassociation from an excesgive
medicalized management of the nine months.

| find that here, pregnancy is experienced in ameexely stressful manner. There are too many cheokls
they make you anxious. With regard to weight, fcaraple, they are very severe. The doctor scoldeévagy
time and when | left the surgery, | felt totallyaslequate, incompetent. Then they tell you to ds, tho that,
what you can and cannot eat. They practically lipoiti in everything. Some things are all right, yamcept
them for the good of your child and then, after.althis is a pregnancy that we wanted and triedréaitly
hard, but there are other things that upset yoaudse you don’t know why, they don’t explain thes@ato
you. And all those invasive tests made me very amxi. | don't know... | was frightened of the
amniocentesis, so | decided to do the integrat&d Yeu do it because you know it is important, Yot spend
ten days in hell waiting for a phone call, alsodese | knew from my friends that at our age, tiseltés often
positive, and | said, “If it is positive, what dalb? Shall | do amniocentesis or not?” Every tingot a call
from an unknown number... | was terrified... (lleand,y@ars old, Romania).

This approach to pregnancy is not in itself negation the contrary, the demedicalization of
pregnancy and birth is one of the explicit objeesivof theProgetto obiettivo materno-infanti@omif* A
medicalized approach to physiological pregnancyfaat, does not represent greater safety for theavo
and the child, but on the contrary implies a higiguosure to practices such as invasive tests agshrean
section, which involve a certain level of risk asttbuld be limited to cases in which there is aeatife
need™®

The foreign women have different attitudes towargslicalization; some women come from urban
contexts, where there is an equally medicalizedagmh to birth, others, although they come from enor
“traditional” environments, in which it is still camon to give birth at home or in which the womea ar

mainly assisted by midwives or other similar figuie the community, welcome this model, which teeg

21 Quagliariello,Dal Senegal migrare in Valdelsa. Modelli di nascitaonfrontg in Stranieri in Italia. Figli, lavoro, vita quotidiana ed. A.
Colombo, Bologna, Il Mulino, 2013%p. 117-149
212 The Progetto obiettivo materno-infantile (Pomi)oimer and child project] was adopted with the dearethe Italian Ministry of Health,
April 24" 2000, Gazzetta UfficialeN. 131, June %7 2000, ordinary supplement N. 89, and it is a mifmction that gives normative and
organizational references for the protection oftmoichild health.
23, Lauriaet al. (a cura di)Percorso nascita: promozione e valutazione dellalitiu di modelli operativi. Le indagini del 2008-2009 e del
2010-2011 Roma, Istituto superiore di saté, Rapporti Istisan 12/39, 2012.
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as efficient and reassuring. In other cases, thdigaleprocedures are accepted as a fact, althdwgghare
not fully shared. More rarely, there is an explaitical attitude and the desire to give birthiwitaditional
techniques is even more rare and elitist. With #weptions, the rites, the traditional therapieghef
countries of origin and the alternative forms dafissnce during pregnancy find little space inhbspital
environment and, if practised are limited to a mntenate sphere, within the family or the communit

In the face of a plurality of representations aégmmancy that underlie the assistential choicebef t
migrant women, it is necessary to find a balane tikes into account on the one hand the neetbtegb
the health of the mother and the child; on the rotheecognize the independence of the woman aspkbo
her choices. This balance is still a distant goad anly in the presence of adequate information and

reciprocal openness to equal and bi-directiondbdige will it be possible.

4. Assistance during childbirth: a strength

Assistance during the birth, with few exceptiossséen positively by the women interviewed. The
birth clinic for Barriera di Milano and the distiicin which our research was carried out is theebtiss and
gynaecology ward at the Maria Vittoria Hospital,igéhassists a very high percentage of foreign woareh
in which, to quote one of the midwives interviewéclltural difference is not experienced as exaapl,
interculturality has become the usual way of acti@n the ward, the contact between Italian womed a
foreign women is constant: the rooms house threfowr patients, often of various nationalities, aad
relationship of support and cooperation is credtetiveen them during their stay, which sometimes
continues after they leave. Amongst the many womtarviewed, who expressed satisfaction for the car

they received, the words of Sara are interesting.

| have lived in Italy for four years and my sore typungest, was born here, in this hospital. Treesegne help
with everything, they were very kind. What can y3aVait, | don’t remember the word... yes... there... the
midwife was modest, and the female doctor, yes,asbd although they were qualified people, they didn
rub it in... they treated me... | don’t know how to siy. from person to person. (Sara, 29 years old,
Morocco).

The choice of the word “modest” is not casual anehiphasises the operator’s capacity for making
their patients feel comfortable, without assumingoaition of superiority. The assistance thus maway
from a paternalistic model and is open to a grgadeticipation by the user.

Participative welfare means that it is the dutytleé operator (in the multidisciplinary team) to
interact with the person in a relationship basedespect, kindness, empathy, compassion and hyili}.
Humility is essential in order to question one’sridwision and to avoid falling into the self-redettial trap

of blaming the victim, the true tomb of professititysand, consequently, of the public health ses?4t

My wife never felt she was treated badly because whs a foreigner. She only said that she was ,sorry
because sometimes she didn’'t understand what #idy $o ask for information about the pregnancy and
breastfeeding, she had to make herself understitbdgestures, or she had to wait for me. When there

24| Lauria e S. Andreozzi (ed percorso nascita e immigrazione in Italiap. cit., page 6.
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urgent matters, she called me and | translated theephone. We had to do this with our first childhen she
needed to know how to breastfeed.

Have you ever had the information leaflets withttaaslation in Arabic?

No, but they would be no use to her. She has pmublegecause she never studied even down there. i@ t
is also Italian to deal with, she must learn itrseroor later. (Ahmed, 30 years old, Morocco).

The case of Ahmed’s wife is not at all uncommone Tgresence of the cultural mediators is
guaranteed, on request, in situations where iteisessary to organize specialist examinations oplgup
information need for the signing of an informed semt form, in particular with regard to screenimgl a
prenatal diagnosis, for ultrasound scans in the &nd second trimesters and any planning for aacean
section. In many circumstances, however, the taéinsl is carried out by a close relative who spdttgn
and not by the cultural mediator of the hospital.t®e wards, then, it is not easy to have a culaediator
always available and it is necessary to channeriml communication to transmit information on gail
tasks, such as postpartum hygiene, the care othiid, the hours and the organization of visit® th
organization of the day, diet and many other qaastithat are important, although perhaps not direct
clinical.

In order to resolve, at least in part, the commative difficulties, at times posters or informative
leaflets in a number of languages are used. Theseraoubtedly useful, but they cannot replacectire
interaction and they are quite useless in the oftsck of education or illiteracy in the languagfeorigin.
The lack of education is, in fact, a problem tHétcis above all the illegally resident foreign wem in the
Regione Piemonte the percentage of low-level edutamongst the Italian women who gave birth in@01
is 0.64%, while amongst the resident foreign woihén6.74% and amongst non-resident women it resich
10.3396".

The communicative difficulties negatively affecethrelational climate and worsen latent problems.
While none of the women interviewed encounteredblgras of acceptability relating to obstetric and
gynaecological assistance, some difficulties wetidest in the daily interaction with other figures the
ward.

| see a lot of difference in the way they treat fineign women... | often heard the auxiliaries cominéor
example, “We work our asses off... we are paid peaaotl do shitty work... Why? For the migrants and the
gypsies”. It is true that there are a lot of usfgners on the ward, but that is not a good retstie offensive.
Also at the registration desk of the A&E, | hean# tsame complaint. Perhaps they think that | atrafta
because | have lived here for many years and lksfiealanguage well. The woman at the receptiatgn’t
know if she was a nurse, started the usual comvenséThe foreigners are the worst... They come reard
they want to be taken care of immediately, they ta8 (the emergency service, NdT.) when they shoyl
they take advantage... The Romanians and the gypsék,. etc. etc.” Then | say, | have lived in Itdiygr
fifteen years, | work, | pay my taxes... And the tsege not low... Why are you complaining? What does i
matter if | am Italian or foreign? Anyway, if | wan't here, who would look after all the old peopl&/hat
should | say? | am here to clean the backsideBeoaged parents of the Italians! You can't look &ke this.
The doctors and the midwives have a differentuatét They are much more respectful and they don't
differentiate, but sometimes we only see one doctathe entire day and hours go by before we see th
midwives, at the shift change, for example... whearyanly reference is the auxiliaries, who are ofteally

fed up and tell you so. Things have got much wargke last two years. (Gina, 30 years old, Romania

215 |nformation supplied by the Epidemiology Servidehe Regione Piemonte. The table relating to iatlic17 is published in part: socio-
demographic characteristic of the mothers andtassie during pregnancy by citizenship. Source: §e2@10.
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This interview clearly shows irritation with the dithcare workers that seems to contradict the
positive evaluation of the assistance expresseabéwomen in the previous interviews and is a nement
with respect to the findings of the first phasethe research. In order to adequately clarify thagp it is
necessary to distinguish between the various lesklsssistance and see the wards as complex imits,
which various figures interact in offering assisamnd care. In fact, the patient meets operatwith™and
“without” a doctor’'s coat, who have very differeptofessional profiles, roles, skills, training, éés of
education and responsibility.

The auxiliary nursesoperatore socio-sanitarioOSS) are figures who have basic training, centred
on practical aspects of care of the person in fiénary needs. In order to become an auxiliaryselit is
necessary to have completed compulsory schoolidgattended a training course that leads to a ragion
qualificatiorf™®. It is therefore a professional figure with a medilow level of education and does not have
any form of specific training with regard to intaltiral communication.

On the ward, the OSS carry out simple tasks in aupgf the nursing services, they deal with a
series of essential duties, such as assistancepaiional hygiene, food and the cleaning and manewgeof
the rooms. They are also responsible for initialhswering the patient’s call for assistance, adsténing
therapies and they are often the mediator betweemvomen on the ward and the medical staff. Thezefo
their duties not only require close physical coptdey also involve creating a communicative ielahip
that must work sufficiently well to ensure that thard runs smoothly.

Since the presence of the cultural mediator iscoostant and is generally limited to specialisitsis
and meetings with the doctors, the communicatidwéen the OSS and the foreign women, even when they
do not speak ltalian, occurs without any intermgéalia and incomprehension, misunderstandings and
mistakes are frequent. What is more, hygienic bakitd diet call into play incorporated actfns
behavioural schemes learned and then naturaliseasenculturally based nature is generally not reizegl.
They are, in fact, sensitive areas, where diversitybe easily read in negative terms.

To this we must add the high rate of burnout, dglagy that involves all the professions with a
high relational input, but which is particularlysidious in the categories that receive poor or égadte
wages, that carry out tasks with little creativitgpetitive and tiring, those that do not enjoyaatequate
involvement in decision-making and that are oftelject to work overloads.

The dissatisfaction that the women report doesherefore relate to the clinical aspects, but rathe
to the relationship with the OSS. It is essentighiopose specific training, which takes into actdbe level
of education and the specific competencies of figigre, with the aim of limiting burnout and theagual

development of a more open attitude towards ditsersi

218 The ruling of the regional authorities N. 46-5662arch 28" 2002, enacts the agreement ratified by Gomferenza Stato-Regiom
relation to the job description of tloperatore socio-sanitariand approved the guidelines for basic trainingilegto the qualification. An
operatore socio-sanitari@s “the operator who, following qualification aftepecific professional training, carries out atiés designed to
meet the primary needs of the person, in the aré@eo competencies, in both a social and a heaith context; facilitating the well-being
and the independence of the user”. In Great Britaérrole corresponds to an ‘auxiliary nurse’, NdT.
27 Cfr. T.J. CsordasEmbodiment as a Paradigm for Anthropolp@y «Ethos», vol. 18, 1990, n. 1, pages 5-47; Mck.e N. Scheper-
Hughes,The Mindful Body: A Prolegomenon to Future Worlviedical Anthropologyin «Medical Anthropology Quarterly», 1, 1987,1n.
pages 6-41.
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One element that emerges clearly from the intersiand the direct observations on the ward is the
frequency of negative stereotypes linked to theeplaf origin. Also in this case, it is amongst ®8S and
the personnel responsible for the initial admissibat we find the most obvious criticalities.

The stereotypes are linked to processes of cotistnuof the social and identitary categories, which
lead to labelling a particular segment of society'different” from what is, in opposition, defines “us”.
Generically negative characteristics are ascrilbeithis “other” category, through a process of camdion
of hyper-simplified mental imag&§ based on prevalently unconscious mechanismsadt ff they are
asked, the majority of people will not recognize gitejudices they hold, which they will rather tdndsee
as knowledge confirmed by the empirical experiélice

The stereotypes do not have a casual origin; theyirsked to asymmetrical relationships of power
and political dynamics that shape the relationsigpveen the various social groups. They accenthate
internal cohesion, shift the attention towards hlgptical external threats and can legitimate pedicof
exclusion. The migrant is perceived not as an iddal, but as a member of a given culture anduek,she
carrier of an intrinsic diversity. An ethnicizatiaf otherness therefore occurs which, parallefyads to
ignoring one’s own cultural particularity, as thattaopologist Fabio Dei wrote, “we have never been
‘ethnic’, and the great culture, the dominant amever is. Ethnic mearsthers the most backward or the
poorest, the minoritie$®.

Also in this case it is essential to provide spedifaining, aimed at all the categories of opagto
without neglecting the OSS and the personal whe Bakhe patients, at triage or with administraiikgies,
in order to develop greater awareness of the degrfiinctioning of stereotypes and prejudices, enaging
instead a more fluid intercultural communicatiomafy, we cannot end a paragraph about assistunieg
birth without considering infantile mortality.

The rate of infantile mortality amongst resideali#tn children is 2.9 per thousand live births, levhi
that of the resident foreigners is 4%3""°“s%2iTgple 4 shows the data regarding the neonatalsbitiul

deaths in Piemonte.

Table 4.Number of births and characteristics of the newbaniidren by mother’s citizenship

Indicators Psa Resident Pfpi Non-Resident Pfpm
Number of births 27,715 8,888 303

% born 75,10 24.08 0.82

Number of stillbirths 71 30 1

% underweight

< 1,500g 0.91 1.15 0.99

< 2,500g 7.34 6.14 6.95

Rate of stillbirths (per 1,000) 2.56 3.38 3.30

% Apgar < 8 (at 5 min.) 3.69 4.44 2.65

% need for reanimation 3.79 4.58 3.97

Source Information supplied by the Epidemiology Servifehe Regione Piemonte, Indicator 24: the numlihéuirths
and characteristics of the newborn children by mdshcitizenship (excluding stillbirths). Cedap 120

218, Tajfel, Human Groups and Social Categori€ambridge, Cambridge Universiyess, 1981.

219 For a summary of some important works on the topee:A. Alietti and D. Padwan (ed.)Metamorfosi del razzismo. Antologia di testi su
distanza sociale, pregiudizio e discriminaziphglano, Franco Angeli, 2005.

220 Dei, Razzismi vecchi e nuovi article published online in the Blog Fareantropologia 2009, available online at:
http://www.fareantropologia.it/sitoweb/index. php?option=com_content&view=article&id=130:razzismeicchi-e-nuovi&catid=48:testi&
ltemid=61

221 |STAT, La mortalita dei bambini ieri e oggi in Italjp. cit.

74



The national data shows a greater incidence ohatli death and stillbirths amongst the foreign
women, and although it is less marked, this difieeecan be seen also in the regional data. Whitat&nal
level this tendency is present in particular amomgs-resident women, in Piemonte the phenomenon is
present equally in resident and non-resident fargigmen.

The mortality of the children under five years dklan important indicator of the overall well-bgin
of a population and is closely linked to the envimental, health and social conditions. Consequetityy
disparity in the rate of mortality between lItaliand foreign children is a worrying signal, that wainbe
ignored and that bears witness to the ongoing lé@s that affect the health of the migrants.

Of the deaths in the first year of life, amongst tlesident foreigners, 27% occur at birth, 39%
between one and twenty-nine days and 34% betwesefirsh and the eleventh month. Amongst the childre
of Italian citizens, the temporal distribution eges significantly: 24% occur at birth, 49% betweeae and
twenty-nine days and 27% between the first ancetéeenth month. According to ISTAT, the gap is doé
to different causes of death, but “can in part kela@ned by the lower rate of therapeutic aborftrat is
more than 90 days after conception) amongst treigiorwomen (1.5% of all abortions) with respecthe
Italians (4%).” Consequently, amongst the foreiggmen there is a higher number of births of deformed
children, who can survive for one month, but norendhis data therefore allows us to identify twajon
causes that lie behind the differing rates of @#ghand infantile mortality: on the one hand, tieday in
prenatal tests and on the other, the combinatiGocial hardship and protection of health.

The case of Gaff helps us to illustrate this phenomenon. Gabi Romanian Roma woman who
lives in the Lungo Stura camp, she is thirty-foeass old and she is pregnant for the fifth timerilyione
of the routine examinations (carried out relativigie, she was already in the third month of preggpna
foetal malformation was discovered. Thanks to the tocial workers, the case was taken up by the
Sant’Anna Hospital. A gynaecologist and a surgeernevcontacted; it would be necessary to operathen
baby as soon as it was born; it would be a despattmpt to save its life and there was no gueeaof
success. The operators wrote out a certificate tti@atwvoman carried with her, so that in case thexee
complications, the doctors could operate immedatdbwever, two days before the birth, the womast lo
all her documents. One night when she went intodaba neighbour at the camp called for an ambelanc
Following the indications of the 118 operator oe telephone, the woman managed to look after titeeno
and keep the child alive until the ambulance adivéhe ambulance finally arrived, but the child vaéready
born, “it all happened in five minutes,” say themen at the camp. Because she had lost her docurtfents
woman was taken to the Maria Vittoria Hospital aod to Sant’Anna Hospital. The baby girl lived fast
45 minutes after the birth. In the following daysrious tests were carried out, as is usual, tertesa the
cause of death, which created difficulties for wamen at the camp and the mother. The case waBetlar

thanks to the intervention of the operators.

22 The case was gathered by Aurora Lo Bue, anthrgjstland social worker, who cooperated as an intdtimthe research project.
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This case highlights some of the specific assigtbatiticalities for the Roma population, which we
covered in depth in the second chapter. Amongsethia particular, we must emphasise the lack ivisie
living spaces and the difficulties for the emergeservices in reaching the camp in time in an eewrry.
The case also allows us to show the serious corsega of delay in the first visit and the impor&amd
integration between the hospital and the territelych, in this as in other situations examinednseéo be
insufficient. Finally, we must mention the fundart@mrole of the social workers, who did everything

possible to guarantee prompt and optimal assistdungeg the birth.

5. The postpartum, a critical moment

The postpartum is a delicate phase, to which maltyres pay particular attention. In the early days
support is fundamental to allow the woman to recose that mother and child can gradually get tovkn
each other and form a bond.

Difficult economic and social conditions and thekiaf a network of feminine support on which to
count in the early months of the child’s life asranon problems for the immigrant women. Howevemeo
traditions are maintained and renewed in the cguetiwhich they migrate. Amongst the Chinese women
the practice ozuo yuezialso called ‘quarantine’ is usual. During thigipé, the woman must remain at
home avoiding, as far as possible, any activitye &hust follow a specific diet and not wash, to dvoi
dispersing the heat of the body and to allow the dm cold components of the body to re-establish a
balance.

In some areas of Morocco, it is the custom thainduthe first forty days after the birth, the woman
will stay in bed as much as possible, while thelraotand the other relatives do the daily taskdtdly,
where it is not always possible to count on thesgnee of one’s family, friends accompany and Hedpew
mother in this period.

In the majority of the Latin American countriesethostpartum period is known as “diet”, a period
of forty or forty-five days during which the mothewst rest, avoid leaving the house, pay attertborme
wind and the humidity and follow a substantial diesed on broths and hot drinks.

These customs, at times not appreciated by theatuper because they interfere with the periodic
checks planned for the first month, are in factesdrto protect the mother and child in a momentayifity,
allowing the mother to concentrate on the needthefnew-born child and encouraging a good start to
breastfeeding.

As the World Health Organization recommends, tag@yhers are encouraged to breastfeed and, in
almost all hospitals practices such as roomingriearly skin-to-skin contact between the mother ted
newborn child are now the norm. According to ISTéata the foreign women tend to breastfeed more than
Italian women (89.4% against 84.6%) and to proltmegduration of breastfeeding (9.2 months on awerag
against 8.1 for the Italiarfs5.

23|STAT, Gravidanza, parto e allattamento al sepaiblished Tuesday Decembdt 2014 with reference to the ye2013
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In Piemonte, the mothers who clinically find it iogsible to breastfeed, on the request of the
paediatrician or the birth clinic, will be suppliedith artificial milk free of charge. Breastfeeding
absolutely not advised for women who have HIV oD8&| breast cancer, postpartum psychosis, bilateral
herpes of the nipple in an acute phase, drug adds;tfor alcoholics or those who are taking meisi
incompatible with breastfeeding. There are not, év®v, any exemptions foreseen for women in economic
difficulty, with no income or with a low income. €tdecision to limit the benefits exclusively toiiedical
difficulties, without considering social aspectenplises the migrant women living in poverty which@ugh
they do not fall within the cases described, haiWicdlty in beginning exclusive breastfeeding, must
integrate the child’s diet with artificial milk gbat they can return to work as soon as possible.

For many women, in particular those working in tzge field, it is impossible to combine their
duties with the task of looking after their childrgarticularly when they are very small. The pievaocial
associations and the projects for mothers are dafuental resource for the age range that suffers &
lack of public initiatives.

When | finished my training course as a culturabiator, | looked for work, | looked for work... |
sent hundreds of applications and | managed todijudb immediately. Then | got pregnant, the baby
was born and | couldn’t work. | couldn’t work besau didn’t know what to do with the baby, | was
alone with the baby and | couldn’t. In the meantirhébegan to follow some projects of the
associations here in Torino, in activities dedidatethe mothers, in the places where | first foand
good welcome. | began as a volunteer, and thegcirne a job. (Latifa, 32 years old, Morocco).

Overall, it is necessary to encourage the integrabietween the social-welfare services, in order to
guarantee more safeguards on the social planééanéw mothers and during the first months of thikls
life.

The case of Elisa allows us to illustrate the inigzEfcsocial factors on the well-being of a woman
during the postpartum phase. Elisa had a negatipereence during the birth and she attributes tatvefe

sees as a genuine violence, the sense of sadresxapacity that pervades her arrival at home.

| had a terrible birth, that is, put yourself in rplace... having to beg them to give you an epidualio
decide to do a caesarean. | knew that there wasthorg wrong, because | had been in atrocious géitay,
as if someone was pulling my guts out. | told theethousand times, but no one listened to me. lamgag, |
was hurting and the labour didn't make any progresshe end they had to do an emergency caesdoean,
they waited too long and there was foetal distr&® problem, in my opinion, is that | went to thaenily
clinic and so | didn’'t know the doctors, | had reference point. Many other women went privately el
had their gynaecologist present on the ward, theg fomeone to talk to... | didn't. It was a terrible
experience, to the point where | wanted to do shingt to complain, but everyone advised me notayp s
anything. Afterwards, during my hospital stay, hitavant to seem a grumpy person, | don’t considgself
either more or less than someone from here, butdhge that looked after me seemed fed up withwioek...
tired of the foreign women... | don’'t know... she coaipkd about everything... On the other hand, | hayg ve
kind and very competent midwives. (Elsa, 39 yeddsPeru).

As in other interviews, we see a difficulty in “gay someone to listen” which affects the
independence and the decision-making capacityeofdreign patient. Brigitte Jordan showed thatehene

various forms of knowledge relating to birth thajoy various levels of recognition. While some kiedge
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is little appreciated, others are officially recisgd as authoritative. The “authoritative knowledgon the
basis of which operative decisions are taken aimical choices are made, in the context we analysed
‘owned’ by the gynaecologists and the midwives @dnediated by the guidelines and the procedures
adopted in each hospital. The knowledge regardindy towned’ by the women themselves and which
circulates through informal channels of sharing exfperience, finds little room in the physiological
pregnancy and an even more restricted role in #neagement of a pregnancy at risk.

Many of the anthropologists who have studied thedeit® of assistance during birth in the
contemporary world have emphasised the fundameoitalof the active participation of the woman i th
demedicalization of the biftff and in the gradual affirmation of the holistic andnanistic modefé®, which
emphasise the mind-body connection and the unigtweenof every single experience during the birth.

The experience of Elisa shows that it is necestahgten more carefully to the patient when they
perceive that “something not quite right” is hapipgnin their body and seek a response to their pathe
biomedical procedures.

In 2001, the national committee for bioethics rubedthe use of epidural analgesics during the birth
they also reported a delay in Italy in the useraflgesics and stated that “the right of the moiiméatbour to
choose an efficacious anaesthesia should incluaehgst those guaranteed free of charge in the faake
levels of assistanc&”. In 2008, the government attempted to introdueamendment?, but the regulation
was not enacted, so the possibility of using epidanalgesics during labour exists only on paper this
form of pain relief is still used only sporadicallkccording to two inquires carried out by the 1B008-
2009 and in 2010-2011, it was shown that of allriaéural births, an epidural analgesic was used ionl
14.6% of the cases. In general, therefore, for baitan and foreign women, “the opportunity of aindess
birth is still strongly denied in Italy®.

The question of elective caesarean section is rdelieate and complex, since it is a surgical
procedure that involves risks for the mother arddhild. The question was dealt with in the recenision
of the guidelinesTaglio cesareo: una scelta appropriata e consapeychesarean section, an appropriate

and aware choice) which aims to combine “the appaigness of the clinical practice, which valorities

224 R. Davis-Floyd and C. Fishel Sargefthildbirth and Authoritative Knowledge: Cross-@ubl PerspectivesBerkeley, University of
California Press, 1997.

225 3, Kettler, Preparing for Motherhood: Authoritative Knowledgedathe Undercurrents of Shared Experience in TwildBhith Education
Courses in Cagliari, Italyin «Medical Anthrpology Quarterly», 14, 2000, n. 22, pages 138-158

226 R. Davis-Floyd,The Technocratic, Humanistic, and Holistic Paradigmf Childbirth in «International Journal of Gynecology &
Obstetrics», 75, 2000, pages 5-23.

227 presidenza del Consiglio dei ministri and Comitatzionale per la bioeticd,a terapia deldolore. Orientamenti bioeticidocument
approved March 30th 2001.

228 p p.C.M., April 2%, Article 37, paragraph 3: “The national healthvimr guarantees the analgesic procedures durirmiladnd the
vaginal birth in the structures identified by thegional authorities and within specific programnased at the diffusion of these
procedures.” The D.P.C.M. was withdrawn by the goreent before it could be published in tRazzetta Ufficiale

22% Nascere sicuri:an inquiry into birth procedures and the situatiorthe birth clinics with the aim of identifying epific criticalities
regarding the mother and the foetus and the wayghioh the woman can determine the choice betwaesarean and natural birth. The
inquiry, presented by the Senator Fiorenza BassaliLaura Bianconi, was deliberated by @@mmissione Sanit@nealthcare commission)
on September 3492010. The full text is online attp://www.senato.it/leg/16/BGT/Testi/Allegati/000001. pdf.
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role of the healthcare professionals” with greaemreness and active participation by the women in
decisions regarding the pregnancy and the Bith”

In order to allow active involvement of the foreiglomen it is necessary to encourage a more fluid
and bi-directional communication and greater redagn of their capacity for self-determination, whi
seems to be lacking in the relationship with EAJ¢hough it is an experience that can happen toveompan,
whatever her nationality, many of the migrant wonimeterviewed had the feeling that because they were
foreigners, uncertain in their use of the languagere cared for at a family clinic and not by avpte
gynaecologist and their lack of knowledge about icadstructures negatively influenced the operator’
perception of them as competent pati&hts

After she was discharged, renouncing the rightotmmain or report her dissatisfaction in any way,
our interviewee returned home, but the situatios nat similar to her first pregnancy and the symsof
psychological discomfort became worse.

When | arrived home, | hoped | would feel better bdidn’t. | cried, | couldn't sleep, | tremblezhd | ran a
temperature, | was really ill, | tell you, realli i was losing my hair, | was becoming bald, Ipvall the time,
| wept. (Elsa, 39 years old, Peru).

As the weeks passed, the situation worsened sodelsided to speak to the gynaecologist at the
family clinic, when she met her at the forty-dayck-up.

“Is your husband present? Does he help you wittb#i®/?” the gynaecologist asked me. “No,” | saltk has
to work almost all the time, | am always alone ainle.” “Have you got any other relatives, your motbe
your sister who can give you a hand?” “No,” | tedlr. “It is important for you to rest... can’t youkesomeone
— a friend or a babysitter — to take care of thicleven just for a few hours a day?” “Of courseah't. | can
hardly cover my own expenses, let alone pay a lirys “Then the only thing to do is to call thedal

services.” At that point, | said “No! never mintianks a lot, perhaps it is not so serious...” andven went
back. | thought, even if | am ill, | will never gbere. Perhaps it is usual for them, | mean, tbthal social
services when you feel ill or alone, | don’t kndBut | was afraid... | don’t know, you hear so manngs... |

was afraid they would say “she is mad, she carépkée child.” (Elsa, 39 years old, Peru).

The overall picture suggests a mood change assdcigith the pregnancy, which, however, was
neither diagnosed nor treated adequately. Notrgainy other solutions, Elsa tried to solve heblams
alone and decided to return to Peru for a numbenafths, where finally she managed to overcome her
depression.

The World Health Organization has recently recogaithe role of psycho-social factors in maternal
mental health, correlating them with poverty, thesence of social support networks, sexual or damest
violence, the stress of immigration, the developnoéipathologies such as the ‘maternity blues’ tpagum

depression and puerperal psych@éis Postpartum depression, in particular, is the mostnmon

20 Ministero della salute and Istituto superiore diiga Linea guida 22. Taglio cesareo: useelta appropriata e consapevp012

211t must be said that there is no quantitative dag allows us to evaluate how generalized thegmdssions are and how far they
correspond to personal opinions based on dissieipectations of assistance or objective differencehe relationship between doctor and
patient.

232 Cfr. J. Fisheret al, Prevalence and Determinants of Common Perinatal tileBisorders in Women in Low- and Lower-Middle-dnee
Countries: A Systematic Revieinw «Bulletin ofthe World Health Organization», 2011, onlinekdtp://www.who.int/mental__health/maternal-
child/maternal_mental_health/enE. Robertson, N. Celasun e D. StewRitk Factors for Postpartum Depressian Postpartum Depression:
Literature Review of Riskactors and Interventionsed. D. Stewaret al, Toronto, University Health Network Women’s HeaRhogram,
2003.
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complication of the postnatal period. Until the etgen-eighties and nineties the research intodibder
was mainly concentrated in the industrialized coastand some authors considered it a diseasevtdmt
absent in non-Western societies. Later studiesgherwy showed that it is a picture closely linkedsteial
suffering, which presents transversely, althougbeapng in different ways and with symptoms thaivela
strong cultural variability.

This problem is currently widely underestimated &oth specific research on the Italian situation
and planned intervention that takes into accoumtniteds of the migrant women and the need to remogn
the risk factors and the difficulties they encourethe postnatal period are lacking.

Elsa’s experience also leads us to consider thieyand fear that many migrant women feel when it
is suggested that they may be reported to thelsmiaces and the widespread diffidence with rédarthis
service. Elsa’s fear is widely shared amongst tbéhers and sometimes means they renounce the fidrms
support necessary or assistance that could cotertbuypreventing situations of physical, psychatagiand
social hardship. There is a strong need to safdgihair “invisibility” which, even in this case, sgks of a
more vulnerable maternity, at risk, more markedlbybts and diffidence towards the institutions.

This is a complex topic, which requires targetedegtigation and here we will merely mention it.
The social services can intervene in various waygatds minors and families in situations of serious
difficulty. In certain situations, the solutiongsipport within the environment to which they belotigough
daytime care or other projects for the supporthef family group. In the more serious cases, thil dbi
removed from the family. This latter choice is extely delicate; it demands careful evaluation arev
single case.

The causes that most frequently lead to drastervention are abuse; the lack of necessary care in
primary and evolutionary relationships; serious leetgor socio-cultural and relational deprivatichg
disability of the minor or specific relational patbgies and, finally, extreme poverty. The lattera
condition with respect to which the Roma and fandmmilies, especially when they are illegal resideare
particularly exposed. Without going into detaile torganization Save the Children mentions in tipentd
minori stranieri in ltalia. L'esperienza e le racemndazioni di Save the Childrethat they “received
testimonies from social workers and lawyers regeydiases in which the children were removed frogir th
families following reports to the competent socsalrvices. From these cases it is clear that ther i
situation of economic and social hardship that étedninant for the purposes of reporting and later
removal®®

The situation, for those who are irregular, is aggted by the impossibility of getting onto the
waiting lists for council housing in emergency atians, which requires three years of continuadese
or the payment of welfare contributions, which skaentinual working activity in this period of time

In addition to the fragility on the economic-socidane, there is the difference in the educational
models and the cultural context, which makes thecgumiures for evaluation of parental suitability

particularly complex. During the interviews withetloperators and in the patients’ records, whichas

233 53ve the Childrer,minori stranieri in Italia. L'esperienza e le raomandazioni di Sawbe Children 2010, page 72.
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possible to consult thanks to the cooperation tithCentro Frantz Fanon, there emerges a stilffingnt

or superficial attention for the migratory histagd the cultural background of the parents. Fretiyethe
exploration of these aspects is limited to a favediand is based on the work of specialists inrdtékls,
who have no specific competencies in the anthrapcit field?®* or who do not have in-depth knowledge of
the geographical area of reference of the usererblematic element of this situation is the aailtigse of
psychological testing. These instruments, which @iten distant from the universe of referenceshaf t
foreign user, are quite useless for understandiagpsychic world of the user and for the psychaloiiis
necessary not only to introduce “some device thateiases the legitimacy [...] but [also] to critigall
analyse their tools, highlighting limits and comlicions™®.

In recent years numerous criticisms of an apprdactme safeguarding of the minor according to
which “the family was judged to be inadequate ands@ered the cause of the traumas suffered by the
minor, therefore seen as a merely negative elerfrent, which the child must be separated” and there
been a tendency within the social services to ppertunities for “collaboration with the family tiie child
as an important objective to reat¥” This new approach, largely still to be constrdctppears particularly
promising, since it shifts the focus of the inter¥en to the entire family group and develops thlational

network of the foreign minor as a resource fortfeagement of criticalities.
6. The right to health of the foreign minor and thegitrician

Children have needs that are particularly linketh&r physical and psychological development and,
more than other groups of the population, they h@eeise housing, hygienic and nutritional needsestial
to prevent diseases that could represent a sdthoest to health and affect their physical and pelagical
development. ltaly has ratified the internationgtements on children’s rights and introduced $jgeci
regulations for the protection of minors, includitiie legal or illegal foreign mind¥¥. The category
“foreign minors” is very heterogeneous and inclutbesh children born in Italy to foreign parentsdan
minors born abroad. The latter can be “accompaniedally entrusted to parents or relatives totthied
degree, or “unaccompanied”, arriving in Italy witligoarents or other adults who are legally resjbasor
their assistance.

The foreign minors, and in particular the illegainors and the unaccompanied mifdtsre a
category that is adequately protected from theslative standpoint, but extremely vulnerable ondbeial

plane. From the standpoint of the right to hedlih,legal minors are obliged to enrol with the oragil health

24 For an in-depth se®. Taliani and F. Vacchiandltri corpi. Antropologia ed etnopsicologia della migrazioméilano, Unicopli, 2006, page
92.

25| Biglino and A. OlmoHealth as a fundamental right: a study on migratiod healthcare in Turimp. cit., page 100.

26D, Bramanti and E. Carra (edBuone pratiche nei servizi alla famiglia. Famigfiagili e famiglie con anziani non autosufficignoma,
Osservatorio nazionale per la famigkdook, 2011

=7 Foreign minors, like Italian minors, are guaradte# the rights foreseen by the New York Convemism Children’s Rights of 1989, in
which the principle of the “greater interest of thaor” is established.

28 |n some cases, the young people who declare tihegsse be underage have no identity documenis thterefore necessary to ascertain
their age, in order to guarantee the rights of uhderage child, for whom placement in a safe hamoa-expulsion, the granting of a
residence permit for minors, the possibility ofrizpientrusted to a relative to third-degree of kipsr to a community. However, these
checks have numerous implications. For a detaitedyais of the limits and the perspectives for phecedures for determining age, &ee
Coffano, M. Del Savio and L. Mondo (edRapporto: Stranieri e salut®p. cit., pages 310-313.
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service (SSN) and have access to all the servicesgteed by the health systémuUntil 2012, pursuant to
Article 35, paragraph 3, D. Lgs, 286/1898the illegal minors who were not able to enrolhatie national
health service and had access to the healthcais®s only for urgent and essential treatmewtuding
vaccinations and interventions of prevention, dagig and treatment of infectious diseases.

The State-Region agreement recognised the righhlment with the regional health services for
all minors, therefore including the irregular migothus fully realizing what was foreseen by the@mtion
on Children’s Rights of November 20989, which ordered the nations to guarantee adodsealthcare for
all minors, whatever their legal status. Someadtaliegions ratified this point of the agreement, rimt all.
SIMM (Societa ltaliana Medicina delle MigrazigniOisg Osservatorio Italiano sulla Salute Glob@lésgi
(Associazione studi giuridici immigrazionend other associations that operate in the félgrotection for
the health of minors, have launched the initiativeppello per una pronta applicazione in tutta Italia
dell’accordo Stato-Regioni sulla tutela sanitariegliimmigrati a partire dal diritto di ogni minorad avere
il suo pediatrd (an appeal for the application of the State-Regiagreement on the safeguards for the
health of the immigrants, starting with the riglitewery minor to have their own paediatrician). \Whee
were carrying out the research project in Piemonteasures had not yet been taken to guarantee the
enrolment with the national health service of miaithout a residence permit. Nonetheless, on Maéh
2015, the regional council approved a ruling tleabgnized the registration of illegal minors in thgional
health service circuit and guarantees to possibdit access to a paediatrician, thus fully enacting
aforementioned State-Regions agreefifént

In Italy, the NHS paediatriciaf;” is the first point of reference for the protectiohthe health of
children from birth to fourteen years old . In 19%& law N. 833, which set up the Italian NatioHalalth
Service, set out the principles for global protettof the health of the child until puberty, idéyitig in the
paediatric specialist the professional figure nzsted to play this role. They were to work in eaontact
with the family, to represent the link between families and the SSN and to guarantee access theall
services and treatments including basic levelsesdtiment. Therefore, this figure guaranteed coative
assistance and made it possible to accompany tm®rnand the family throughout the stages of
development, not only when there was a pathologieomay. Being able to count on an NHS paediatrician
is an important result for the protection of theltte of illegal minors and, at the same time, measure that
has overall positive effects on the healthcareesyssince it encourages a more coherent and awarefu

the emergency services, avoidigrgdiocks.

2% Testo unico delle disposizioni concernenti la gioa dellimmigrazione, norme sulla condizione Idebtraniero (consolidated
legislation on immigration), D.Lgs. N. 286. July"25998, Gazzetta ufficialel. 191 August 18 1998, ordinary supplement N. 139, Article
34. See also Italian Ministry of Health, Circular % March 2% 2000,Gazzetta ufficialeGeneral Series N. 126 Jurfé2000.

240 Article 35, paragraph 3 foresees that the foreigmors without a residence permit cannot enrol Wil national health service, but in
any case have the right to outpatient care andntirge essential hospital treatment, also contimeatfor disease and accident and to
programmes of preventive medicine.

241 Regione Piemonte, Deliberazione della Giunta regjo6 marzo 2015, N. 34-119®llettino Ufficiale,11S1 March 19th 2000.

242 The first convention for the@ediatra di libera sceltalin effect an NHS paediatrician ) was signed 874 and entrusted to the
paediatrician the care of children up to age 1fhemathan exclusively to the GP as occurred inghst. In later years new agreements
between thd~ederazione Italiana Medici Pediatand the Italian authorities contributed to definithe role of the NHS paediatrician ,
establishing that the health of the child is theesiclusive field of expertise from O to 6 years @dd extending the paediatric age to 14.
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The relationship of the foreign mothers interviewedth the NHS paediatrician varied: some
mothers reported excellent experiences, others rd@satisfactions. Some problems that frequentisear
concern the difficulty in obtaining a home visittime case of need, the bureaucratic obstaclesonegures
that should be simple and immediate, and the difficin having immediate contact, especially whia t

child has a temperature or an illness.

| have had two paediatricians. With the first, Dreavery bad experience, with the one | go to nayetlon
very well, she is very competent and she is a pason. | will tell you what happened, althougtwis three,
almost four years ago. | didn't know anyone andhdse just any paediatrician. | chose the surgeat tiad
room for more patients, although it wasn’t verymeame. One day — the baby was very small, perkaghg
or nine months old — he began to have a very leghperature, didn't move, he was sick, he was Wak
really frightened and the next morning | called ttaetor asking for a home visit. It was winter dndidn’t
have a car, so | didn't want to take the baby duhe house, | was afraid that | would make thingsse. He
answered, quite annoyed, he asked for the addressi@ came here. He examined the baby, it tookdwo
three minutes, not more, then he said “Madam, wbatou want from me, this is influenza, it is quitermal.
It is no good asking for a home visit for somethliikg this.” He was probably right, but my childdha high
temperature and | was worried. | tried to expléint he wouldn't listen and didn’t let me say angthi Then
he had to give me a prescription, no? We live wery small flat, one bedroom and a living room-kéa... he
went away in a rage and he said very rudely, “haw you live like this! There’s not even room to ditwn
and write out a prescription!” | was humiliated.téf that | changed the paediatrician and anywanselep to
go to the A&E. (Angela, 26 years old, Ecuador).

The limited visiting times, the lack of availabjliduring the weekends, the long waiting times at th
surgeries and the need to book appointments maysyateead, are some of the problems mentioned by our
interviewees. These problems do not specificallyceon the foreign families, but when combined they
represent the greatest obstacles to the right attthedue to the lack of an extended family netwiht
allows better management of the family timetablerking conditions that allow less freedom for tlegnts
in the case of a sick child and lower income, whitdikes it difficult to use private services. Irstbase, the
voluntary associations and the private social clinfepresent a fundamental resource for the migrant
families, integrating the service offered by thélgusystem, in order to answer the needs of users, by
their very nature, need greater flexibility.

| have worked very little here in lItaly; | haveridund a permanent job. | only have work by the haod |
have to be available when they need me, othenhisg don’t contact me again. My working hours vaaty,
times | have to work all day, at times only in therning, sometimes in the afternoon... any day ofvteek.
That is why | bring the children here, it is badlicaa problem of our schedule. Our paediatriciaketa
appointments for two hours and you have to boolt,cem’t organize that. Sometimes | go to the A&ie last
time they were kind, they understood our problestause the little girl had a fever and it was tleekend:
the paediatrician was not available and we donvehtzer phone number... we didn’t know what to do ifalv
42 years old, Peru).

The cases mentioned represent specific experiemg¢gsh as we have seen, are occasional and camnot b
generalized. The opinions gathered, both positive megative, represent individual situations andee®nces that
allow us to illustrate the vicissitudes of the fies we contacted, but which do not necessarilyaspond to general
tendencies.

Amongst the NHS paediatricians, moreover, thera growing awareness of the need to actively organiz
themselves to meet the specific needs of migraitdren and their families. Training in the intertrhl field which we
will discuss in chapter seven, represents one eftibst common and most efficient tools for acqgitihe necessary

skills and for understanding the needs of the fpreisers.
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7. The health needs of foreign minors

From a hospital point of view, there are no siguifit differences between Italian and foreign
children. Table 5 illustrates the reasons for hadipation between 329 and 365 d¥ydor citizens of the
Regione Piemonte. The principal reasons for hdsgteoon for both groups are respiratory diseases,
congenital malformations and infectious or paragliseases.

Although the general picture is similar, the gregiesence of infectious and parasitic diseases and
respiratory diseases amongst foreign children asdifrom Fpm countries can be linked to less faalgler
living conditions and social inequality. Nonethalethe effects of this inequality is not easily destrable
if we start from this single datum. In fact, mamplgems, although they compromise the overall Wwelhg

of the child, do not reach a level of urgency tleajuires hospitalization.

Table 5.Distribution of hospitalization by cause, age: 2853days, by citizenship

Main reasons ICD9CM Advancel High migration
countries
N. % N. %

Infectious and parasitic 287 7.25 95 9.31
Tumours 60 1.52 10 0.98
Glandular, endocrine diseases, nutrition, metatnodiad immune diseases

360 9.10 76 7.45
Diseases of the blood and the blood-forming orgasis 71 1.79 19 1.86
Psychological disorders 17 0.43 5 0.49
Diseases of the nervous system and the sense organs 204 5.15 41 4.02
Diseases of the circulatory system 37 0.93 7 0.69
Diseases of the respiratory system 987 24.94 306  30.00
Disease of the digestive system 240 6.06 54 5.29
Diseases of the genital-urinary system 401 10.13 87 8.53
Diseases of the skin and the subcutaneous tissues 41 1.04 15 1.47
Disease of the osteomuscular system and the cavméissue 11 0.28 3 0.29
Congenital malformations 470 11.87 118 11.57
Pathological conditions of perinatal origin 108 2.73 27 2.65
Undefined symptoms, signs and pathological conufitio 385 9.73 88 8.63
Trauma and poisoning 115 291 29 2.84
Factors that influence the state of health 164 4.14 40 3.92
Total 3.958 100.00 1.020 100.00

Source Information supplied by the epidemiology serviafehe Regione Piemonte, indicator 2@lstribution of hospitalization by
cause, age: 29-365 days, by citizenship. Year 2010.

243 | the first month, the majority of hospitalizai® are linked to the condition of the child at irtvhile from the twenty-ninth day
onwards complications become more important.
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The private social paediatric clinics are a goodeotation point for understanding the health needs
of illegal foreign minors, or those in conditions social hardship. As the volunteer paediatricidrthe
Association Camminare Insieme explains.

Amongst the children who come to us it is difficidtbe certain whether the iliness is the resufimferty and
which are normal pathologies of the paediatric age/way, there are many colds and respiratory tides

that | feel are linked to the lack of proper hegtiit is cold in my house, so | can imagine whasitike for

them. | have also noticed that there are oftenlprob of children who don't grow properly, and theceild be
nutritional problems. The first months, while thetirers are breastfeeding, are alright, then whew ltegin
weaning, the growth slows... it is possible thasitlue to the weaning methods, but | am afraidithsiabove
all due to a lack of financial means: | am afrdidtttheir food is not of the best quality. It sedmsne that the
problem of underweight children is quite widespread the doctor at the IS| paediatric clinic camid this.

It seems that the problems are not linked to irestreating habits, but to social problems.

A further problem found above all amongst the akifdwho did not have basic paediatric assistance,
is the delayed diagnosis of learning difficultiesgnitive retardation, or rare and chronic disedisasbegan
in childhood. In fact, since there is no continuriythe relationship with the doctor it is difficib note the
first signs of anomalies or evaluate whether a $gmgs cause for concern or if it is something tiét be

resolved spontaneously over time.

Amongst the children, we see here, we notice cgnietardation, but we have few elements to gauoah, if
we suggest to the mothers that they see a spéciaisdon’t know if the child is effectively treateand if
these questions are looked into. The fact is thatesproblems, if caught in time, can be managechmuare

easily and there is a greater chance of recovbit#S(paediatrician and volunteer, Associazione Carare
Insieme).

The weight of the social determinants also afffiéscost of Group C medicines, a problem that is
particularly serious in paediatric age. Many of tieeessary medicines such as paracetamol or nijkrmes
must be paid for and they are expensive for theliignThis is one of the reasons that many ofrtteghers
enrolled with the SSN, who have an NHS paediatiicigo to the private social clinics.

We have a paediatrician, but for me the problethésmedicines. | don’t work and my husband workas, e
doesn’t earn much, so for me it is a help to knbat they will give me the medicines. The child lsadough
and | had to buy a syrup that cost 15 euros apkt@@macy. It doesn’t seem much, but it is a lotusr This
time | took the little girl, who is small and hasrthatitis, she has to use a cream every day, Biekpensive,
so | come here. (Halima, 33 years old, Morocco).

Also in this case, it is not a problem that consetre foreign minors as such, but a consequence of
the economic inequalities and of poverty, two ctiods that, as we saw in the second chapter, jpaHgi
affect the migrant families.

Finally, we must not underestimate the problemmeftal health. The associations that operate in
the field of ethnopsychology and transcultural p&}ogy, such as the Centro Frantz Fanon, Mamrettad
Centro Marco Cavallo, have developed projects ippett of the families and the foreign minors, with
particular attention to the critical situations,clBuas the women who are victims of trafficking,
unaccompanied minors and minors who are joining families.

Family reunification is in fact difficult to attaiand is a moment keenly awaited and longed foh wit
many expectations. Nonetheless, it is not easgdompose the family group: the reunification mayseo

existing or latent problems and it is very diffitub rebalance the family roles, particularly afteng
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absences. For the children, moreover, the reutiitanay involve a traumatic confrontation with ewn
reality that is often more hostile than they imagirand a second separation from the persons wieo,té
departure of the parents, cared for them and witbrwthey formed an affective bond. These circunt&an
may have important effects on the psychologicall-seing of the child or adolescent and increase the
conflicts within the family group.

The challenges on the relational plane are numeatagsfor the families on their wéy, who are
facing together the first stages of the migratite: radical transformation of the social contetxg passage
from an extended family network to a nuclear fanaihd the frequent phenomena of the inversion @fstol
which occur when the children acquire greater cdenpe than their parents in the place of arrival,
undermining the equilibrium of the nucleus maycaluse forms of psycho-social upset in the childned
adolescents.

The material conditions, whether favourable or askveaffect the overall well-being of the minors
directly or indirectly. The quality of life signdantly influences the development and the probléms
occur during the most precocious phases of life marcorrelated to forms of physical and psycholalgic
suffering in adult life. In addition to medical &tance, protection for the right to health requiam active
intervention to encourage inclusion and reduceas@symmetries that affect the well-being of woraewl
children. As Margaret Whitehead ar@dbéran Dahlgren wrote, Three distinguishing features, when
combined, turn mere variations or differences ialtieinto a social inequity in health. They aretegsatic,

socially produced (and therefore modifiable) anthinti?**.

2443 Taliani and F. Vacchianaltri corpi, op. cit.
245 M. Whitehead and G. Dahlgrefoncepts and Principles for Tackling Social Ineigsitin Health: Leveling up Part, Copenhagen,
WHO Regional Office for Europe, 2006.

86



Chapter Four

Health and work. The vulnerability of foreign workeand access to healthcare

1. Migrant workers as a vulnerable category: what #re implications for health?

Work represents one of the hinge pins of the migyaproject. In the Italian context, in particular,
the participation of foreigners in the employmentrket — expressed by the employment rate — is btieeo
highest in Europe, both because the majority ofitmaigrants come seeking work, and there is a lower
number of refugees or asylum seekers, and becaubésicountry there is a high rate of employmdst a
for those who initially arrived through family reifination®*®. For this reason, it is important to take into
consideration the health of immigrants as workers.

Amongst the social determinants of health, the plaige relationships (between the employer and
the employee), the conditions of employment (reirgj contractual conditions, placement in the camp
integration in the place of work, etc.) and the kimg conditions (duties, organization of work, wiord
environment, technologies used, etc.) play a furdaal rolé*””. Those who are unemployed, or

underemployed, or who do stressful or unsafe weekirafact more subject to poor health. On the rcopt

246 A CangianoJmmigration Policy and Migrant Labour Market Outcemin the Europeatynion: New Evidence from the EU Labour Force
Survey Torino, Fieri Working Paper, 2012.
47|, Biglino and A. OlmoHealth as a fundamental right: a study on migratiom healthcare in TurirBologna, Il Mulino, 2014page 10
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people who have greater control over their worlgitgation, in terms of contractual and working giah
and less stress in the workplace are healthiehawd a greater life expectancy than the former.

With regard to the employment situation in ltaljje tdata available shows a distribution and a
placement in the labour market with considerabgadivantages compared with autochthonous workers. In
fact, the immigrants are more concentrated in $ipesgctors and in activities with low productiviaynd low
technological value. Almost half the immigrantseémployment (49.7%) against one fifth of the Itasian
(17.5%) are employed in three macro-sectors: mgldiourist services (hotels, restaurants, cateaimgd
entertainment) and personal serviégsThe distribution of the workers on the basis ehder shows a
further occupational segregation. Amongst the nwes,see a strong concentration in employment in the
manufacturing industry, in construction and in fotnd restaurants, while women work in social ises/
and personal care.

Within these sectors the foreigners, although ffmegre than the Italians) often have qualifications
superior to the position they hold, work aboveiralioles of medium or low specialisation and ingokith a
high intensity of work, in which, generally speakirstrength and resistance is required, working$ave
long or unsocial, involving fatigue and risks fagaith. According to the data elaborated by the Briwhe
Moressa®®, more than one immigrant out of three (37.7%) risployed in unqualified work. Models
elaborated by the Italian Home Ministry show the probability of carrying out unqualified worktisree
times higher for a foreigner than for an Italiarthwihe same social staftls The foreign workers are mainly
employed in small and micro companies. These dtdasgely based on traditional production systeansl
make greater use of ‘off the books’ work or palyiaegular work; they have lower safety standardshe
workplace and limited resources for prevention aridrmation for the workers. They offer less traigi
opportunities, poorer promotion plans to their esgpks, are less unionized than the medium and large
companies, and are less subject to checks andchitape

It must also be said that the migrants form the mpament of the workforce that has been most
affected by the crisis. Recent data on the dynawfidhe labour market in Italy show a reductiontle
employment rate between 2008 and 2013, which Hastafl above all the male migrants (-14%) and, to a
lesser extent, the foreign women (-3.4%)due to the differing distribution of men and wamie the labour
market and a different impact of the crisis onrémpective sectors in which they are empl&¥ed

The impact of the crisis on the migrant workers hasonly reduced the occupation rates for the
foreigners, but has also accentuated their disadganus conditions, increasing the concentratiothef
foreign work force in poorly qualified positionsrgin 29% in 2008 to 34% in 2012), with a parallel
reduction in the number of migrant workers in dfigdi positions (from 8.2% in 2008 to 5.9% in 20h2d

248 Cnel, Il ruolo degli immigrati nel mercato del lavoro ltano, Roma, Onc and Cnel, 2012, page 31.

249 hitp:/lwww.fondazioneleonemoressa.org.

250, zanfrini, La partecipazione al mercato del lavorim L'immigrazione straniera in Lombardia. La decimalagine regionale, Osservatorio
regionale per l'integrazione e la multietiia, ed. G.C. Blangiardo, Milano, Regione Lombardid &ondazione Ismu, 2011, pages 83-125.
21stat,Rapporto annuale 2014.a situazione del paes2014, page 85.

%2 pastore, E. Salis and C. Villosid|talia e I'immigrazione «low cost»: fine di unao?, in «Mondi Migranti», 19, 2013, n. 1, pages
151-172.
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an increase in the gap between the average incérie doreign workers and the Italian ones. In réce
years, the increase in the disparity in incomelieen recognized as one of the principal effecthetrisis,
and the cause of the increase in what are knowmeagorking poof*°.

This chapter takes into consideration the healthihef immigrants as workers and analyses the
health-work binomial in its bi-directional relatisimp. Work and the occupational conditions of threigner
are in fact first examined as determinants of hea@s will be recalled, the right to health inclgdie right
to the preconditions underlying health or the stedadeterminants of heaffif This chapter will
concentrate on one of the most important deternténdor the migrant population; that is, working
conditions and health in the workplace. Secondiywill analyse how work can, at the same time, titute
an obstacle to access to health and appropriagenteat, taking into account in particular the ogrin
professions, which represent the main sector ofl@yngent for foreign women in lItaly, and highlighgimn
area of potential conflict between the right toltreand the right to work.

In order to deal with these topics, we will il individual cases; although they cannot be
considered representative of the phenomena iniqoethey allow us to highlight some of the key sfiEns
in the analysis of occupational health in more galimable terms and offer a narration and a subject
perspective of access to healthcare and the obstémlind. The cases and the stories of the imnigran
interviewed have been combined with the literatumeoccupational health and the perspective of lpged
witnesses who work to offer healthcare serviceso@ations, trade unions, social workers, meditaf,s

and cultural mediators) and who have contributedffering a more complex picture of the phenomenon.

2. Accidents in the workplace and illegal workers:egafards and risks of extreme marginalization

According to the consolidated legislation on comspwy insurance against accidents in the
workplace and occupational illnes$&san accident in the workplace is “a traumatic ewbat occurs for a
violent reason during work, and makes it impossiblearry out the working activities for at leaktee
days.”

During 2012, INAIL (national institute for insuram@gainst accidents in the workplace) recorded
3,486 accidents involving foreign workers in theypnce of Torino, with a drop of 7.7% with respézthe
previous year and an incidence of 14% of the taiahber of accidents in the workplace that occuimetiis
ared>®. Since 2008, in correspondence with the crisig, @hsolute number of accidents in the workplace
involving foreign workers has fallen, as an effetthe reduction in the number of foreign workensthe

region, while their proportion in the total numlzéraccidents has increased.

3 E. GalossiL'impatto della crisi sulle condizioni di vita e tivoro degli immigrati: un'inlagine dell’Associazione Bruno TrentiRoma,
Associazione Bruno Trentin, Ires, 2013.

254 Cfr. the first chapter of this volume. For moréaile see alsd. Biglino and A. OlmoHealth as a fundamental right: a study on migration
and healthcare in Turirmpp. cit.

25 DPR N. 1124, June $01965,Gazzetta UfficialeN. 275, October 13th 1965, Article 2.

256\, Maltana, M.L. Tomaciello and A. Congibavoratori stranieri e infortuni sul lavordn Osservatorio Interistituzionale sugli stranieri in
provincia di Torino: rapporto 2012Prefetturadi Torino, 2013, page 263.
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An analysis based on longitudinal data Whip (Woriktéties Italian Panef)’ showed that the risk of
accidents involving immigrant workers is 45% highlean for national workers. The analysis of the enor
serious events showed an even higher risk fordaraiorkers, 56% greater than for Italian work&rsThen,
if we take into consideration that these resuliateeto the period 2000-2005 and that they exclirégular
work, we can theorize that these indicators haveser@d in recent years, since the crisis negatafédgted
the employment situation for foreign workers inyjtaHowever, we must bear in mind that the immigsan
also those who have regular work, tend, more dften native workers, not to report minor accideartd
consequently the incidence of serious accidenth®itotal number of accidents registered is higher.

Foreign workers who are victims of accidents inwwkplace are above all males aged between 30
and 40, employed in the construction sector, trariafion and business services, coming mainly from
Morocco, Albania and Romaritd There has also been, in recent years, a consgtegse in the average
age of the victims of accidents, but above allrammgase in the incidence of injured female foreigr@ad in
the sector of personal services, which include theate workers and carers. Amongst the domestic
personnel, (maids and carers) 77 accidents oul®frivolve immigrant workers, mainly wonf&h

Various factors combine to determine the higheell®f accidents amongst foreigners. As already
highlighted, the immigrants tend to find work irtigities with a low level of specialisation and il level
of danger, often in unfavourable conditions andogied working hours. More often than the Italiatigy
accept risky duties and offer to work overtffifealso because they need to increase their incohes; work
above all in micro and small companies, which hiegs resources and awareness regarding safetg in th
workplacé®. The widespread system of subcontracting in aersectors, such as the construction
industry?®® and the higher incidence of temporary work or high turnover of foreign workers, makes it
difficult to give correct access to information aeding safety in the workplace. The fact of congihyu
starting a new job is in fact associated with @bigisk of accideft*.

In addition to a lower average age (a characteridtthe injured workers overall), the foreignelsoa
have a lower length of service compared to thalidh colleagues, which translates into less erpeg of
specific working environments in Italy, which arftem very different from the ones in which they wer
employed in their country of origin. It has alseheshown that in some of the countries of origiffecent

safety regulations are applied, with lower standaadd there is a different perception of risk bg th

%7 The Whip databank includes the individual stodapproximately 15 million workers in the privatector who worked only or partly in
Italy. The dataset was developed starting frorntheagement archives of the national welfare instilstituto Nazionale della Previdenza
Sociale, INPS) and the historical series coverptred 1985-2005.

28 A Bena and M. GirauddQccupational Injury Risk in Immigrant Workers irlit: Differences in Work Characteristics and Age
«Epidemiologia e Prevenzione», 38, 2014, numbetspage 213.

259 M. Maltana, M.L. Tomaciello and A. Congikavoratori stranieri e infortuni sul lavoroop. cit., page 284.

260 Inail, Dipartimento di Medicina del lavoro, Immigrazione, salute e lavaro 2012, page 1,
http://www.inail.it/internet_web/wcm/idc/groups/ernet/documents/@mment/ucm_portstg_100854.pdf.

%1 Castagnonell lavoro immigrato: la prospettiva delle impresie Non solo braccian’indagine sull'impiego di lavoro immigrato nelle
imprese del torinesd orino, Fieri-CciaaCamera di Commercio di Torino, 2012.

%2 G, Mosconi e M.M. RivaJmmigrati e salute in edilizia: risultati di una dagine sanitariasu un campione di lavoratori edili della
Erovincia di Bergampin «Giornale Italiano di Medioia del Lavoro ed Ergonomia», 33, 2011, N. 2, p&ge 3

% R. Bichi and R. Bracalenti (ed.), lavoro che ferisce. Esperienze di riabilitaziodegli immigrati in LombardiaQuaderni Ismu, 2,
Milano, Fondazione Ismu, 2012, page 8.

4. Bena and M. Giraudd)ccupational Injury Risk in Immigrant Workers ialit, op. cit., page 216
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immigrant workers, above all during their first yean Italy. Finally, the linguistic barrier, aboef amongst
the immigrants who have arrived most recently anmtbragst those who have a medium-low level of
education, is one of the most important limits aeess to information on the prevention of accidémthe
workplace, confirming — also with respect to thédegory — the importance of information in guarairtg,
inter alia, the right to health.

Various studies have shown, moreover, that even many accidents in the workplace are not
registered and remain underestimated. There aterdber of reasons for this. First, the migrants aiten
not aware of their rights, of the existence of INAP and the possibility of being safeguarded, evethef/
are employed irregularly. Thanks to the principleotomaticity of the services, the worker hasrigat to
be safeguarded by INAIL, even if the employer hasinsured them or if they are not in order withAllN
contributiond®. Then, there is the fear of losing the job or beieported to the police and deported from
Italy, for those without valid residence permitsh&s also been testified that migrants can bdcpéatly
reluctant to report accidents that occur at thepamies of relatives, friends or countrymen.

Moreover, as already mentioned, the foreign workersl to report above all the more serious
accidents, neglecting to report minor accidentstande that do not invalidate, which are lost ®gisters
of INAIL — and they show a greater incidence otoégd cases. The greater frequency of accidenttsepat
approved by INAIL amongst foreign workers is a stawal datum. In 2012, the percentage of casetingla
to the foreign workers accepted by INAIL in the yinrce of Torino was about 65% of those reported,
against an overall rate of approximately 70%. Téreifn workers often find greater difficulty in neging
the bureaucratic procedures involved in reportingaacident for linguistic reasons, understandinghef
procedures and the concept of availability, so they more frequently rejected for lack of the legal
requisite&®” (see box 3 for the procedure for reporting andgaition of accidents in the workplace).

These elements contribute to making a significaat jf the immigrants in Italy a vulnerable
category from the employment standpoint — and apresetly from a social and economic one — making it
difficult for this category to realize their right health. The immigrant workers are, in fact, icatarly
exposed to health problems, because they are ikehgto be employed in sectors particularly “aksi and
because the working conditions guarantee a lowe lef protection (illegal contracts, limited prexmsn in
the workplace, etc.).

From the interviews we held it was evident thatrtist vulnerable category of foreign workers who
have suffered an accident in the workplace areetid® are employed without a regular work conteant
who are often without residence permits. In thesses, the A&E department is the most importantihub

the process of emergence and reporting of traumteeiworkplace. According to a recent survey edrout

265 |NAIL (Istituto Nazionale per I'Assicurazione cantgli infortuni sul lavoro) operates as a ‘glob@$afeguarding Italian and foreign
workers, regular and irregular) and ‘integrateding@ing from prevention in the workplace to healtid @conomic services, treatment,

rehabilitation and return to work and social ligstem of protection in the case of accidents éntbrkplace, or occupational illness.
See:http://www.Inail.it/internet/default/INAlLcosafa/Aivitsanitaria/index.html.

26 INAIL is a health and insurance system that accégjtired workers on the principle of universalfhealthcare is guaranteed without
distinction of individual, social or financial coitions), equality (according to which everyone laasequal right to the same treatment in
parity of need) and globality (according to whitlisinot the iliness that is taken into consideratbut in general the person implying a link

between all the health services for preventiomtinent and rehabilitation).
267 M. Maltana, M.L. Tomaciello and A. Congibavoratori stranieri e infortuni sul lavoroop. cit., page 290.
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in Lombardia, about half the foreign workers whaeédauffered an accident in the workplace (47.4%ewe
put in contact with INAIL by a doctor at the A&E plertment, compared with 20% of cases (23.8%) by the
employers and 10% (11.8%) by their &PIrregular workers who are victims of serious deaits requiring
urgent treatment at a hospital, generally follove waths, which lead to two distinct results foatreent of

the trauma and access to the healthcare services.

In the first case the emergency services are catletie place of work and the injured worker is
taken directly to the A&E department. In these satige police or thearabinieri are required to inspect the
place the accident occurred. In this context, dport on the accident is completed at the workptamksent
to SPreSAL (Servizio prevenzione e sicurezza raghienti di lavoro — service for prevention andesafn
the workplace¥f®. As soon as possible, the patient completes thilemt report for INAIL, which will
register the event as an accident in the workpdexcewill protect the worker throughout the procésshe
same way as a legal worker. The employer will Ipgred to INAIL and will be fined.

In the second case, the illegal worker who hascaidant in the workplace goes independently to
the A&E department, without being accompanied kg eéimployer. On these occasions, as many of those
interviewed reported, foreigners are reluctantegoort the origin of the trauma, which is often deetl to
have occurred in the home. This fact is confirmgdhe high rate of anamnesis incongruent with thine
of the event registered, which emerged from anyaislof the A&E registration cards of non-Italian
patients, who declared the traumatic event to lketotype of accident®™. Often it is the employer who

exerts pressure, and in some cases even blackimaigorker so that they will not report the acciden

Here at the CTO Hospital (Centro TraumatologicooPedico — trauma and orthopaedic hospital in Tonme
have seen many accidents not reported by the weorkée have had various obvious accidents, in whlth
the colleagues denied the evidence, said they &l sothing, that they weren't present, out of.féée have
had a Romanian patient who went back to Romanidoldeus he had hurt himself at home. He arrivext he
covered in whitewash. | encouraged him to repatabcident, but he kept on denying it, except lteatold
me in the last days before he returned to Romémaa they had threatened his family at home. (Sooieker,
CTO and Spinal Unit).

The employers promise them ‘back pocket money'dditéon to their pay packet, because if they apord,
they have to pay fines. It is a pity that this mprenever handed over, so in the end the peoptesuffer the
accidents don’t get the money from either sidées difficult to convince them to report an accidéviiny keep
quiet, they don't file a report. (Social worker, GRnd Spinal Unit).

Despite the fact that in many cases the medicHlrs@lizes (due to the nature of the symptoms and
the causes of the trauma) that the accident prygluatgiurred at work, without the compliance of therker

in reporting it as an accident in the workplacer¢hare no other ways to prove the nature of toaleot,

28R, Bichi and R. Bracalenti] lavoro che ferisceop. cit., page 65.

29 gpreSAl is a local health authority service resjisia for safeguarding the health and safety ofkenar through prevention, supervision
and monitoring in the workplace. The activity isstleed for all workplaces, both public and privated for building sites and consists of
monitoring correspondence to regulations and ctifeggislation on hygiene and safety in the workpla8PreSAL also carries out criminal
investigations into work-related accidents and petional illnesses.

2101spesl,Indagine pilota conoscitiva sulle condizioni di s e sicurezza negli ambienti di lavoro relativhna realta regionaleVeneto Roma,
Ispesl, 2006, page 135.
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nor to guarantee the safeguards to which every evpnkhatever their nationality, the legality of ithe

contract and their legal status, has the right.

The report must be made by the patient. No onestamd in for the patient. We can only stand in tfar
patient when the police aarabinieri are called to the place where the accident hapgpdnethat case, the
patient that had the accident is present, the eeneggservices arrive, the police arrive, there lisgort to the
Public Prosecutor’s Office and then to SPreSAL y&& prevenzione e sicurezza negli ambienti dblav—
service for prevention and safety in the workplade)such cases, the patient cannot refuse. Howeuwezn
they arrive here directly, and | realize that iaisork-related accident, he or she is the onlgqewho has the
right to report that event, no one else can doritiiem. (Head of the Public Relations Office, CHi@spital).

Amongst the patients who have suffered an accidéile working illegally and who do not have a
residence permit, those who do not report the actidre therefore the most vulnerable group. Ity fakile
the irregular workers who report the accident fathin a protocol of legal safeguards and healthctrose
who do not report the accident to INAIL encountensiderable problems in accessing the necessary
treatment during their recovery. As the head of Rublic Relations Office at the CTO Hospital tols, u
while for the latter urgent treatment is guarantéedhe absence of a report to INAIL, the impaintsethat
may be a consequence of the event are not recabpjzeNAIL and are therefore not covered by healthc
plans. This means that the operations, the appemsrand the therapies that follow treatment atARE
are not guaranteed by INAIL and must be paid fothgypatient.

In these cases, amongst the solutions enactedeblyethith and welfare workers who look after the
patient, it is possible to register the foreigneith the ISI Centres (immigrant health informaticentres),
thus obtaining an STP code for them (temporarisjdent foreigner). Nonetheless, the STP &Gdipes not
guarantee full coverage of the follow-up medicatecand the physiotherapy. Moreover, the paradox,
according to the head of the PRO at the CTO Hdspgahat together with the ISI code the patiet i
attributed the status of ‘indigent person’; howevhrs does not give exemption from the fee (titketbe
paid by the patieA. This is a problem that involves irregular migsaint conditions of poverty and working
marginalization in general, but can also have palarly serious consequences for those who, bdiegal
workers and injured in the workplace without filiagreport, and therefore without safeguards, radlinfy
into a spiral of economic, employment and socialgimality that it is difficult to get out of.

We take care of those who arrive accompanied amthan abandoned, and who do not report the wdakeik
accident. If they are admitted, after various afitsm- not usually successful — to encourage theragort an
accident in the workplace, we send a request fistration at ISI and they send us a regular ereatmWe
have continual reminders from foreign citizens his tsituation. Because first they are operated rgently,
then perhaps there are further operations for toaction [...] The ISI doctors are GPs. Anyone wias had

a serious accident needs specialist treatmentbiliéhion, reconstructive surgery, which the inelig cannot
pay for. The fee for physiotherapy has gone upmdgeSo, they refuse the treatment. After the tsisi
immediately following A&E treatment (removal of tsties and things like that), they give up on the

271 As we have seen, the ISI Centre supplies a catdami alphanumerical regional code (STP code) sacgsor accessing healthcare. The

STP card is valid for six months and can be renewae foreigner who holds this card is exempt frie®s, like an Italian citizen, with

regard to first level or urgent treatment, pregyagservices foreseen by DM Septembel” 198), treatment and medicines for chronic

pathologies and rare and acute invalidating comsti (SeeS. Dacquino and A. Bergall&Guida ai servizi sanitari per immigratiorino,
LDF and Regione Piemonte, 2012).

272 Health services are granted without a fee fopitgent, except for the share foreseen (ticketh wijual treatment to Italian citizens. The
STP foreigner is exempt from the ticket for: 1)sfitevel treatment, direct access without bookind a prescription; 2) pregnancy and
maternity; 3) interventions of collective prevemtia}l) pathology; 5) age less than 6 or more thaniféthe STP foreigner does not have

sufficient funds to pay the ticket, it is possildeapply for exemption X01, which is valid exclusiy for the single treatmenib{demn).
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appointments and the treatment. The result iswieabave people who abandon the health servicesrndot
treated completely. (Head of the Public Relatioffic®, CTO Hospital).

As we already mentioned, in addition to protectirgglth for economic and legal reasons, there is
also the problem of the return to the labour mafiétwing an accident. The obstacle in this caseviofold
and concerns, firstly, the consequences of thedaatiin terms of placement following the traumag &m
particular the capacity for carrying out a giveridty, above all when the accident was of a sesiand
invalidating nature.

It is necessary to consider whether the handicapp#rson who has suffered an invalidating traurfizathow
them to return to work. Many accidents involve llamds and the hands are an important tool for aorken.
This is already a serious limit. (Head of the PuBRElations Office, CTO Hospital).

Apart from these circumstances, the irregular warkeho have suffered an accident do not have the
immediate possibility of finding regular work, senthey lack a valid residence permit. This situatias led
them, in some of the more serious cases, to ohtaiea for medical reasdis Although this visa grants a
residence permit for Italy, it does not, howevesalve the problem of the expense of medical treatm

which the patient must undergo during the rehalitih process.

The patient who receives a visa for medical purpaosast pay all the medical expenses and the caiteof
treatment is equal to that charged to an Italidizesi, but as soon as there is a problem (theyt gy the
expenses) they let the visa for medical reasonseegpd return to being illegal residents. (Headhef Public
Relations Office, CTO Hospital).

For some permanent invalids who do not have famiynbers in Italy, plans are made for them to
return to their country of origin. In these casB$AIL continues to pay the disability benefit and t
guarantee the supply of medical goods necessamhéonome visits abroad, providing the person raaist
their residence in Italy. Nonetheless, the projémtsa return home are not always welcomed by #itepts
and they are not always successful. The envirorshantd medical standards in the country of origayrbe
particularly unfavourable. We must also take inteaunt the problems of a cultural and social nature
associated with the condition of disability, whistay represent an obstacle to the condition of disgb

which may represent an obstacle in the socialegnation of the patient in their country of origin.

There was an Egyptian for whom we had organizeetentry plan with the social workers at INAIL. INAI
sent to his home in Egypt all the sterile matefidalhis catheter and they had even organized ®istiipping
and maintenance of a replacement wheelchair. How#we patient decided not to return home, bechvisg
in a hot country puts the paraplegic person at ofskrinary infections. The patient was rehabiétatand is
now self-sufficient with regard to his disabilityut as far as the urinary function is concernedh&e never
reached full autonomy, because there is a contimeedl for check ups. (Head of the Public RelatiOffice,
CTO Hospital).

3. Permanent invalidity and the organization of thkakilitation process

23 The entry and residence permit for medical cadecument attained thanks to: a declaration bychiosen health structure indicating
the type of treatment and the duration; certifimatdf a deposit equal to 30% of the presumed datbteotreatment; documents proving that
the patient can pay the expenses at the healtbeatee, and the expense for the return home fopétient and the person accompanying
them (if any). It is not possible to enrol with tB&R. Residence permits are valid for a duratiamaktp the presumed duration of the
treatment and can be renewed as long as the dotedinteeatment lasts.
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In the province of Torino, the incidence of seridnjsiries within the total number of accidents —
those which cause permanent invalidity of more t6%n — and fatal accidents, is double amongsidore
workers with respect to those registered among$aiis, with a percentage of 0.42% amongst the égrm
against 0.22% amongst the latter and a fatalitg naspectively of 0.09% and 0.05% This is a
phenomenon that, although limited with respecthitotal number of accidents compensated, impligs h
social and human costs.

While the studies carried out so far have conceedran the characteristics and conditions in which
the serious work-related accidents have taken pfaltewing a mainly statistical-epidemiological@pach,
the post-trauma phase of this type of accidentilidile studied in its articulation and its infipations. In
particular, the foreigners who have been victimsneflidating accidents face complex problems tirat
interconnected and linked to their condition as igrants. There is the specifically medical sphéhe,
medical-legal sphere, the economic and employméenémsion and finally, the social and psychological
aspects. The harmonisation of the procedures setharious spheres contribute to a successful iteatuwe
result, or its failure.

The case of Nasser, aged 42, who came to ltaly fEgypt in 1995, clearly exemplifies the
complexity of these various dimensions, offeringuéajective perspective of his experience. In 2008ser
suffered a serious accident in the workplace, atféictory where he worked with a contract and alexg

residence permit.

One morning they called me early, about half pas in the morning. | had my cell phone on all tirae
because if there were problems on the productioe, lihey called me. | went in because a machine was
blocked, | opened it and while | was removing thazkage, the machine started up. It was faultya becond,

it had almost cut my left hand off. | immediatelytpny other hand in front of the photocell to stpfut this
machine works with belts and it takes time to stbipe helicopter came to the factory and they di#now
what to do, whether to amputate immediately, or Sat, the helicopter went back to fetch the dootdrp
operated on the spot. They amputated immediatelyttzen we went to the hospital, where the doctlor toe

that | had lost my hand. (Nasser, 45 years oldpBgy

Nasser’s medical progress was reasonably simpter About forty days from the accident and the
first aid, through INAIL he was put into contacttlvithe centre specialized in mechanical prosthéses
Bologna. He underwent physiotherapy and recoveagidfactory use of the damaged limb. The assistance
supplied by the local health authority and the bdhation went well, with the sensitivity and attéon
necessary, as Nasser himself says.

| was very satisfied with the Italian health seevithey treated me really well. They looked after When |
went to the local health authority for the theraghgy gave me precedence; | was treated before ey
people, when they heard about my case. (Nassee&s old, Egypt).

Nasser’s experience is in keeping with the expedsrmgathered during a survey recently carried out

by Fondazione IsnflP, which reviewed the stories of healthcare for ifgmers injured at work and

274M. Maltana, M.L. Tomaciello and A. Congieavoratori stranieri e infortuni sul lavoroop. cit., page 291.
2SR, Bichi and R. Bracalenti] lavoro che ferisceop. cit.
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investigated their perception of the medical arghleesults. The research showed that the majofithe
patients expressed a good level of satisfactioardiigg the services offered by the local healtthauties
and the hospitals. The ltalian health system olenal the perception of the interviewees, as in the
experience of Nasser, was seen as open and rexepéipable of safeguarding the health of the fareig
worker, with particular attention for the specifiature of the individual cases, but at the same,tim
conditions of absolute equality with respect torémt of the population.

At the same time, Nasser's medical-legal procedooeginued. The process begins with the report
on the accident. In the case of Nasser, the compasycooperative. The responsibility for the madtion
on the machine that caused the accident was trecéde company that supplied the machine. Nasser
therefore began the process for ascertaining theedeof invalidity suffered. This is a process ihieh the

invalidity rate is renegotiated in stages.

At first they gave me 40/100 invalidity points. Hever, then | spoke to some people who suggestéd tjeh
a lawyer. So, a colleague helped me to find onek twld of the situation and negotiated with thenpany
lawyers. They reopened my case and | had anothetimgewith the forensic physician, and | was givieree

more points. Things went on like this for years [.After a while, | went to INAIL to ask for a cefitate of

invalidity. Only that time, the lady who was degliwith my case stamped the certificate of anotleesqn by
mistake. When | got home, | realized that it wasmy document. It was a request for the same reasocase
identical to mine. However, | saw that this docutrteexd an invalidity rate of 50%, while | had 43%hgv |

went back to INAIL to get a copy of my certificatajs lady compared the two cases and helped rappty

for another examination. They sent all my docuntémato the doctor, who said that | had the right50

points. And that is how it went: quite by chancendAhen they calculated the difference between 4B8%
50%, also for the time that had gone by, for thevjmus years. (Nasser, 45 years old, Egypt).

The bureaucratic and administrative dimension iatweauses, in the case of Nasser but also in many
other similar situations, the greatest problenk® the lack of guidance or information, the comjtiesf the
procedures, the difficulties in establishing a aliple with the various offices and players involwedhe
medical-legal procedures.

The world of work is an equally important aspecthef rehabilitation of the patients, which however
presents considerable difficulties and obstacld®e Working hours are often too long for a persorain
wheelchair, with the relative risks of bedsoresit @8 too difficult for them to get to the placéwork, after
various hours of preparation. In many workplachsre are still numerous architectural barriers thake
services such as the canteen and the bathroontesslole. Nonetheless, as the social worker a$fieal
Unit of the CTO Hospital says “returning to workassential if they are to recuperate an identity @mole
in society and the family. The INAIL benefits oretlearer’'s allowance sometimes correspond to theesvag
prior to the accident, but often they are lowerauese the person worked in unskilled employment. ¢él@w
some prefer to renounce this income, in order tarmeto work.” In fact, this was Nasser’'s choice, h

returned to work just three months after the acttide
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They told me | could stay off work for a year, tliatvould be the same, there would be no problent. By
head was bursting with thoughts; | needed to g& bagvork. | could have stayed home for a year, eached
the same amount without working, because mine wseriaus case. But at home | felt heavy, and mylhea
was full of thoughts. | thought, ‘if | go to workt least | will have less worries’. So, they had sigm a paper,
and | did it under my own responsibility. After #er months exactly, | returned to work [...] Now | wan
the electrical panels, they are all digital, anthiére is something | can’t do, | explain it to smne and he
does it for me. Since the accident, | have alsdicoed travelling abroad. (Nasser, 45 years oldgjpEg

The psychological-social condition of the permanienglid is equally important in the phase of

rehabilitation and reconstruction of a new equilibr following the accident. One of the recurrerttgems

is solitude and isolation, a condition that invahabove all foreigners without relatives in Itaijore than
one out of five injured foreigners (21.5%) does have a family member in Italy. In these cases, the
urgency of reuniting the family in Itl{f is dictated by the patient's need to receive &%i® at home from
the moment they are discharged from hospital, dedpsychological risks associated with the physical
trauma. Thanks to the central role that the faméy play in the rehabilitation process, the reoatfon of

the family is encouraged and supported by the rakdituctures themselves, in cooperation with other
institutions, as a social worker at the Spinal Wfithe CTO Hospital tells us, and as happenebércase of

Nasser.

Generally, we get organized to bring the familynir¢the country of origin to Italy. We write detaileeports
about the fact that a family presence is necessamn just from the psychological point of view. \Wentact
consulates and embassies to get them over heal(8mrker, CTO Hospital and Spinal Unit).

When the accident happened, my family was in Egygbent almost one month in hospital, then théy toe

not to go home, to stay in hospital until someawenf my family came. They helped me a lot [...]. Whba
accident happened, | had been married for one Ydwd applied for family reunification a year adpt it
would be some time before my wife could come 08w, when | left the hospital, they speeded up our
application for reunification and they pushed itothgh immediately. The social worker sent a lettethe
Italian Consulate in Egypt to have my wife sentrownd they gave her a passport within a week. Eien
bought a ticket and five days later, when | le& tiospital, my wife arrived from Egypt. (Nasser,y#ars old,

Egypt).
After the reunification with his wife, their firsthild was born, an event that assumed a fundamental

role in accepting and symbolic rebuilding after &ésident:

In May, on May ' 2004, | had the accident. The same day and the szonth in 2005, exactly one year later,
my first son was born. That was a wonderful thit@celebrate the birthday of my son on the dayhef t
accident. | took this accident to be a sign: h&toy forearm, he could have taken all of me, arstieiad, after
one year exactly he made me a whole man. What owrel | want, it was fate. It was simply fate; Meagot
on even better than before. (Nasser, 45 year€Egight).

Nasser’s case can be considered one of the swstoeies of our health service and of the integratio
of the service with the more general welfare sewidn the case in question, Nasser not only redeiire
most suitable care, he was also able to returndk wuite quickly and, more generally, he was &ble
recuperate his life, and they were also able tagbhis wife home, a crucial aspect of his procefss o

recovery.

278 |bidem,page 58.
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4. Occupational illnesses: a little-known phenomenon

An occupational illness is “a pathology whose caasts slowly and progressively on the
organism®”’. In occupational illness — unlike an accidentwinich the event is sudden and violent — the
causes are slow to act and diluted over time. M@gan occupational illness, the cause must beetdiand
efficient”, that is capable of producing infirmifp an exclusive or prevalent manner. Therefore, tier
occupational iliness to be recognized, the placeak is not sufficient, as it is for an accidehhere must
be a causal, or concomitant link between the psideal risk and the disease (see box 4 on the guoedor
reporting occupational illness).

While the number of immigrant workers who are ieglirin the workplace has increased at
approximately the same rate as the increase imdiheber of foreign workers, and settled following th
economic crisis, that of occupational illness sh@avmuch slower rate of increase, above all dueh¢o t
period of latency (at times many years) of theseabes. While at the beginning of the new century,
occupational ilinesses that affected foreign waskarthe province of Torino were mainly isolatedes, in
the last fifteen years there have been around amerbd cases a year and the numbers have begun to
increase, although they are still much lower than iumber of accidents. In 2012, for the first tirfey
were more than 10% of the total number of casesrteg in the province of ToriRE.

As in the case of accidents in the workplace, #t@onumber of occupational illness reported to INAI
seems to be greatly undersiZédin this case, there is a problem of non-notifaraicaused, unlike work-related
accidents, by the long period of latency of somiaglagies, which tend to appear after many y&8arBue to the
period of time, which may be considerable, betwegrosure to the risk and the appearance of thelpgth the
procedures for reporting occupational illness atelmmore complicated than those for accidents.rGftes only
possible to complete them after a number of yeadsthe majority of such cases is concluded withbbeing
possible to recognize the disease as effectivellygbinked to the workplace. Also for occupatioilfiiess, the
number of cases rejected is greater amongst foreagkers than amongst Italian workers, with a muitier gap
compared to accidents (82% against 64%)he responsibility for the low rate of recognitiof occupational
illness is to be attributed to the difficulty inasking the causal link between the working actiatyd the lack of
knowledge amongst GPs of the possible correlate@wden the risks present in the workplace and timber of
pathologies that may derive from it. According tomil (Associazione Nazionale dei Mutilati e Invalidel
Lavoro — National Association for Mutilated and &fid Workers) there are particular difficulties dealing with
recognition of the causal link between diseaseexmisure in the workplace in the case of pathofogigh multi-
factor exposure, causing a certain margin of uag#st and ambiguity in determining the professiotelises of a

disease. The development of a disease contraatguidfessional reasons can only in certain casesthbuted to

ZTINAIL, Malattie professionali. Indirizzi operativi per Peersione e la prevenzion®AIL, Azienda ULSS 12 Veneziana, 2013

278 1. Maltana, M.L. Tomaciello and A. Congieavoratori stranieri e infortuni sul lavoroop. cit., page 262

279 ltalian Senate, Report of a Parliamentary Commissin accidents in the workpladeelazione internia sull'attivita svolta, Relatore
Senatore Oreste Tofgrpproved by the Commission on October 7th 200¥1 Legislature, Doc. XXIlbisN. 1, pageXXX.

20\, Maltana, M.L. Tomaciello and A. Congieavoratori stranieri e infortuni sul lavoroop. cit., page 263.

Z1|NAIL, Direzione Regionale Piemonte, 2012.
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a single cause or a set of specific causes linkeithe¢ workplace; while it may, on the other hanelpehd on
numerous individual environmental and/or lifestidetors that contribute to causing the harm.

This research took into consideration two sectegsy different in the type of duties carried otie t
working context and the level of formality of thecsor, which register a high number of foreign vesskand
which are characterised by a high intensity of wankl physical effort: the transport sector and céreld
people. In both sectors, muscular-skeletal disedss#ck pain — emerges as a recurrent patholodyguah it
is sometimes difficult to prove report and see geixed as an occupational illness. It is one of rfust
common occupational pathologies, although withaldé levels of gravity, amongst the foreign workers
representing almost 54% of the total number of pational illnes&? and according to ISTAT d&fd
particularly involves foreign workers (42.1%) comgawith Italian workers (28.5%). This type of cdiah
is undoubtedly linked to the wearing working corafis and the uncertainty that often characteribes t
employment of the foreigners. However it must ale considered, from a strictly epidemiological
standpoint that, since migration for employmentiiselatively recent phenomenon, amongst the foreign
workers pathologies with relatively brief perioddatency prevail, with respect to other patholsgiguch as
professional tumours.

From the testimony of Carlos, a Peruvian worker wame to Italy in 2002 and has been employed
in the transport and logistics sector at ToringpAit since 2005, it is evident that the majoritytted workers
at the cooperative for which he works, who are §68éigners and Peruvians in particular, suffer fioack

pain caused by the constant physical strain andusect to repeated accidents.

We are apron workers; we load and unload the plapdsmnd. And we also operate the unloading macpine
conveyor belts, tractors or carts. We also worthingoods sector; we work with forklift trucks. Taecidents
that happen most often are caused by the efforhave to make. They involve your back, above alloétb
60%-70% of the workers has back problems. You stdlt pain, then suddenly your back locks and yan'tc
move. (Carlos, 38 years old, Peru).

A representative of the CGIL (trade union) in th@nsport sector says that the union encourages
workers with technopathi&4 to gather the relative documentation on the ociompal hazards, reporting
and documenting every single incident, so that #reiye with a file that documents all the incidem the
workplace. From an operative standpoint, the IN@tbcedure in the case of occupational iliness ifiedl
in the verification of cause-effect between the kirng activities and the pathologies reported iebasn the
medical-legal examinations and the acquisition bftlee proof of exposure to professional risk. This
appraisal is based on a working anamnesis designiedestigate every possible factor of profesdioisk
of the pathology reported, by identifying infornmation previous incidents or technopathies. An uéev
with the CGIL shows how the occupational illnese te easily identified and therefore recognizedhas
result of various incidents.

Our offices always advise the workers to report ¥heous incidents to one of thmatronati (trade union
offices that carry out various administrative prhaes on behalf of workers, NdT.). If they keepleac

282)\1. Maltana, M.L. Tomaciello and A. Congibavoratori stranieri e infortuni sul lavoroop. cit., page 262.
23|STAT, Salute e sicurezza sul lavordtatistiche ReporAnno 20132014, page 262
4 Technopathy is a professional iliness due to enfudr slow and protracted risk factor in the woraqe.
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record, if a person reports 10-11 incidents ofghme kind, it is more likely that the occupatioitiakss will
be recognized. In this way, the health problemteeldo the work is somehow monitored. Otherwises itery
difficult to demonstrate. (Representative FILT CGllorino).

The problem highlighted, which is common to bo#lién and foreign workers, is that the incidents
reported are often not accepted as such, and dnerggk being catalogued as ordinary illnesshias way,
the cause of the pathology is not traced to the&kwarried out.

When | had my accident, | was seen by a doctdregirport. From there they sent everything by catepto
INAIL. They only gave me an appointment for a chegk | remember that | had backache and | my back
‘locked’ when | was in the hold of the plane, bliéy didn’t recognize this as an accident, justradlaess.
INAIL does not consider this problem sufficientlgrious to be considered a work-related accientve are
quite capable of knowing what to do in these caBeswe have to lose an arm in order to have ardaoti
recognized? We don’t understand why our work-relaecidents are not recognized. (Carlos, 38 yelrs o
Peru).

Often, INAIL tries to pass off occupational ilingsassed as an illnessut court This is a problem, because if
an accident passes as a common illness paid ftNB$ (the national welfare system) then it is nogler an
accident and cannot be linked to occupational séndhis is the worst risk, because often the dsabA&E
are careful. Usually, when the workers hurt theresin the airport, where there is an A&E departimirey
are seen first at the airport A&E and then theyt@the hospital in Cirié. However, for example, therkers
don’t know that they must be careful what the doxterite, because if the doctor writes that this igerson
who came from home with backache, and not that thegya muscle at work, it is no longer a work-teth
accident, they tick the box ‘illness’ and not trexBaccident’. We have taken up lots of certificateritten like
that; in these cases, INCA intervened, reportiregetror. (Representative FILT CGIL, Torino).

While the transport sector has a high level of @mtial employment and regulation of the duties
carried out, above all in contexts such as airportere the safety standards and the controlsemere, the
working conditions of those employed in the healtid care sectors are very different. This sectsr ha
become, in the last decade, the main area of emmglni/for women who have immigrated to Italy. In 201
more than one foreign woman in two (51.3%) in Itatygs employed as a domestic worker or a &&rdn
the same year out of a total of 881,702 domesdiff, shore than 80% were foreigners (Fondazione keon
Moressa on INPS data). This is a sector in whicbrenthan in others, the concurrent interest of the
employer — the families — and the domestic workekenrecourse to unregistered work more common:
according to recent estimates produced by the madtistatistics offic&’, about half the domestic staff in
Italy was employed on an irregular basis duringléisé ten years.

From the standpoint of occupational health, theasdwalthcare workers in family contexts are
often not equipped for managing bed-bound persBrdonged strain, if not managed through adequate
training, can be harmful for the health of the wesek Back strain is the most common pathology arstong
carers, which, according to a CENSIS sfi8igffected 61.3%. The interviews carried out as pathe LDF
research with the associations A&RAknd Alma Mate¥° who operated in support of the female workers in

the care sector, highlighted this problem.

25 The days of temporary absolute inability to worksinbe in excess of three, before a report caiidskviith INAIL.

286 CNEL, Il ruolo degli immigrati nel mercato del lavoro Itano, op. cit.

287|STAT, La misura dell’'occupazione irregolare nelle stimiedntabilita nazionale2011, www.istat.it/it/archivio/39522.
288 CensisPercorsi di prevenzione per la messa in sicurezidadoratori domestici2009, page 64.

29 http:/lwww.asai.it/sportellolavoro.

2% http://www.almaterratorino.org/ithome.
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Backache is a considerable problem, the effort @@éd lift a sick person from their bed to the whkair, the
movement and transportation, etc. That is trudtferauxiliary nurses (OSS) in the nursing homes) sifffer
from slipped discs, crushing of the vertebrae amdmic back pain. In fact, some of them say, “llwibrk, but
not for an old person who needs lifting, becausestican’t do it.” (Head of ASI job centre).

Many of these people have slipped discs or sympthatsrequire surgery, or they even lose their jobsause
they can’t go on working. (Alma Mater job centre).

While in 45% of the cases, the symptoms appeatesuyg and can be traced to a traumatic episode,
in the remaining cases the commencement is sifehtasent™ and can therefore assume the characteristics
of an occupational illness, which is “a harmful etvéor the person that appears in a slow, gradodl a
progressive, involuntary way and during work”. Algo this sector, backache and pain linked to the
prolonged physical effort remain, nonetheless, tmeydifficult to document as occupational illnessg&ince
the working relationships are not continuous, frtm medical-legal point of view, it is in fact more
complicated for the social and healthcare workerddmonstrate a period of exposure to risk sufiitye

long to be associated with the symptoms.

Years ago, we decided to carry out a survey withaterra| asking the workers to bring in their ystaso that - - Commento [KMCA4]: i
we could make a comparison.... Because there isng#uientific in hearing someone say, “I have babka intende Alma Mater, altra
You must have data if you are going to carry oseeous investigation into occupational disease [Th¢ associazione menzionata?

objection the forensic physicians make is, “Whaswlae condition of the spinal column before thegdre
working as carers?” The fact is that we have ne.ifidead of ASAI job centre).

5. Stress related to work: burnout and domestic work

In recent years, numerous studies on domestic3\dive shown that there are a series of specific

vulnerabilities associated with this wétkand with the working conditions and the lifestiglamplies, above

all in co-residential mode. Those who work and Inieh the person they look after are often dealiithy a
person who is old or not self-sufficient, with vars degrees of physical or mental disabilities;agnitive
problemé®. It is physically hard work and emotionally draigi This form of family assistance involves a
considerable level of promiscuity between work gatsonal life, a lack of privacy, inadequate living
conditions and at times exposes the women to #keofi harassment or sexual atfiseVloreover, the way
this assistance is given can easily transform thekiwg context into a surrogate family for the wer&®,

leading to asymmetrical “semi-familid?” relationships, where the professional relationsinig the relative,

21 M. Giovannone and S. Spattifiavoro in ambiente domestico, telelavoro e lavor@rageto: linee guida e buone prassi per la
prevenzione dai rischi, anche in chiave comparatt luce della riforma del mercato del lavoro in Italiaesearch project financed by the
Italian Ministry for Labour and Social Policies. &yt 2009, page 307,
http://www.lavoro.gov.it/SicurezzalLavoro/Documef&/RAPPORTO_IT.pdf.
292g50e:M. Tognetti Bordognal.a realta delle badanti, criticita e prospettivellessistenza agli anzianin «Rassegna di servizio sociale»,
1, 2006, pages 43-56; G. Lazzarini, M. Santagadi lanBollani, Tra cura degli altri e cura di sé. Percorsi di insione lavorativa delle
assistenti familiari Milano, Franco Angeli, 2007; G. Lazzarini and $hantagatiAnziani, famglie e assistenti. Sviluppi del welfare locale tra
invecchiamento e immigrazionglilano, FranccAngeli, 2008.
29 A, Triandafyllidou (ed.)Jrregular Migrants Domestic Workers in Europe. Wdawes?Aldershot, Ashgate, 2013.
2943, pasquinelli and G. RusmiiBadanti: la nuova generazione. Caratteristiche ednze delavoro privato di cura Milano, Istituto per la
Ricerca Sociale, 2008.
2% pgenzia europea dei diritti fondamentadfligrants in an Irregular Situation Employén Domestic Work: Fundamental Rights Challenges
for the European Union and its Memitates Luxemburg, Publications Office of the Europearidin2011.
2% A Triandafyllidou (ed.)rregular Migrants Domestic Workers in Europe. \danes? op. cit.
27 M. RomeroMaid in the USANew York, Routledge, 1992.
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reciprocal rights and duties are often not forneizor clearly defined. The domestic workers in co-
residence work long hours and are often requireblet@mvailable also outside the hours agreed wigh th
employef®® In some cases, the latter ask the migrant wdikeive up their rest day in exchange for extra
payment. This request, which is often acceptedheyworkers, can generate psychological and physical
stres&”. Studies in the field of occupational medicine énatiown that prolonged working hours, night-time
work and shifts that foresee an irregular distitutof the working hours, have negative effectstioa
psychological conditions of the work&!s

Often the co-resident domestic workers are impjicieen as not having the right to a family¥ife
despite the fact that 80% of them are women, mantheir childbearing years. Nonetheless, whilerthei
work allows the employers to conciliate caring felatives with professional activities, these waskeften
find it difficult to conciliate their own work witlstarting or looking after their own famifj. Globally, more
than a third of the domestic workers is excludexnfithe social protection norms such as materndyde
and integration of income during maternity leavear&bver, pregnancy can often lead to the lossefdb
for domestic staff®,

In the majority of cases, the workers who act asekiic workers or carers for aged or disabled
persons are newly arrived immigrants. They oftemdbhave a residence permit or have precariowd leg
status; they have weak networks and limited actessormation on their rights, on the structuresl ghe
services for integratidfi’. Moreover, many of them have come to Italy in orteallow their children to
study in their country of origin. The need to quycknd work in Italy, in order to send money batkthe
family they have left behind, is a further elemefitpsychological pressure on the women, while their
condition of legal, economic and social precari@ssnand their weak contractual power makes thena mor
likely to be employed in this area of assistentiatk, and to accept unfavourable conditions. Tht flaat
they have weak links, limited professional expereein the sector and poor linguistic skills, pretgethese
foreign domestic workers from acquiring adequatevkedge of the services for home care for old peopl
the regulations and the social and occupationaltsigelating to this profession and makes themquéatly
vulnerable to abuse.

Even following the processes of regularization ammleased mobility of migrant domestic workers
in Italy, attaining a job with a regular contracted not necessarily correspond to a significantavgment

in the working conditions. The content and the roéthof work are negotiated within the family ané th

2% International Labour Offic®ecent Work for Domestic Worketaternational Labour Conference, 100th Sessi@pdR IV(1), Geneva,
International Labour Office, 2011; E.G. Rodrigughe «Hidden Side» of the New Economy. On Transratidigration, Domestic Work
and Unprecedented Intimady «Frontiers», vol. 28, 2007, N. 3, pages 60-83.
2% pgenzia europea dei diritti fondamentafligrants in an Irregular Situation Employed Bomestic Workop. cit., page 28.
300 Tucker and S. FolkardVork Schedulingin The Handbook of Operator Fatigued. G. Matthews, P.A. Desmond and P.A. Hancock,
Burlington, Ashgate, 2012.
801 A, Triandafyllidou (ed.)Jrregular Migrants Domestic Workers in Europe. Wdanes? op. cit.
30210, Domestic Workers across the World: Global and Realictatistics and the Extent bégal Protection Geneva, International Labour
Office, 2013.
303 1LO, Domestic Workers across the World: Global and Realictatistics and the Extent bégal Protection Geneva, International Labour
Office, 2010
304 See E. Castagnone, E. Salis and V. Prem&pimoting Integration for Migrant Domestic Workeirs Italy, International Migration
Papers N. 115, International Migration Program@eneva, International Labour Office, 2013; M. Andim, Dentro il welfare invisibile:
Aiutanti domiciliari immigrate e assistenza aglizéni, in «Studi emigrazione», N. 159, 2005, pages F#.-5
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relationship between the employer and the domestikers tends to remain asymmetric. The permanent
situation of insecurity, deriving from precariousnk or the condition of irregular legal status, darfact
generate stress and fear of being dismissed araitdep

All these elements affect the physical and mengaith of those who work in these professions.
Nonetheless, despite the increasing number of weiikethis sector and their specific charactesstibere is
still little literature on the ways in which thedith of these workers is linked to their work ahdit living
conditions and to their access to healthcare.

In particular, burnodf® has emerged in recent years as the most commarpational illness
amongst domestic workers. In recent years, reseegdimve attributed to the syndrome various meaning
that can be summarized in a single definition ofnbut as ‘a set of symptoms that bear witness ¢o th
presence of a behavioural pathology, typical oftelprofessions with a high relational investment’

Burnout has elements in common with numerous Hlee®f a depressive nature, linked to the stress
of work; however, it is configured as a phenomewith specific characteristics. The most importanthat
it occurs in professions linked to care (doctosyghologists, nurses, social workers, carers)joll that
involve a dimension of help, of intense contact armich are based above all on the relational KA
further cause of burnout is linked to the workiimgets and the organization of the work, to the jmeesonal
relations with the persons assisted and with ttedatives. The majority of the studies has conegett on
the professional category of nurses, studying #menful effects of burnout on the individuals andtbe
institutions of the health sector, almost completighoring the category of carers. In this lattectsr
burnout is still a little-known phenomenon, whicbed not fall within the area of legal responsipitif the
employer to compensate the worker for harm that egased in the workplace, although it is becoming
increasingly important in the sociological and neatlifield®’. While some working conditions may be
associated with specific causes of psychologicakygn general the line between occupational sknend
everyday illness, for these problems, is not cledrawn and is difficult to diagnose. In the ye@d 2, about
600 cases were reported to INAIL, with a percentafgeompensation of less than 10%. These were above
all for “chronic disturbances of adaptation” andohk-related post-traumatic stress”, more commonigvkn
as mobbindf® The percentage of compensation for these ocarmtilinesses is low, because it is difficult
to verify the origin of occupational illness.

In order to highlight some of the problems of asdeshealthcare in this sector and in relatiorhis t
specific occupational iliness, we give the cas&inf, a Romanian woman who arrived in Italy in 206r
a brief substitution as a carer; she has sinceinean Italy. The experience of Irina is uniquedas such

not representative of the domestic workers whoesufifom psychological problems overall, and whose

305 The term burnout was coined for the first timethe USA by Herbert Freudenberger, who in 1974 @efithe syndrome astate of
mental and physical exhaustion caused by one'sgsimhal life”. Later, in 1976, Maslach describedniout as a specific occupational
illness of carers, which affected above all the enmiotivated and those with higher expectations ftbeir work. See ISPESIStress &
Burnout: comericonoscere i sintomi e prevenire il rischio. Guigar operatori sanitari Roma, Dipartimento dvledicina del Lavoro, Centro
Ricerche di Monte Porzio Catone, 2008, page 11.
306 5. Ferrua and M. Giovannone (ecBplute e sicurezza dei lavoratori: il caso dei s&rganitari di assistenza alla persgni&lodena,
Dossier Adapt n. 12, 2009, page 6.
307 M. Giovannone and S. Spattiriavoro in ambiente domestico, telelavoro e lavopragettq op. cit., page 275.
308 |nail, Rapporto annuale 201part IV, 2012, page 27.
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stories remain submerged and are unlikely to réswtcess to healthcare. Nevertheless, her cgbédtits
some important points of the genesis, the procésscognition and the treatment of psychologichieiss
linked to the condition of worker in the family easector. Irina began her story like this, emplrgisvo
aspects of her experience at the time of her diirivigaly: the solitude in the country of immigrat and the
social isolation caused by her work on the one famttlby the servile relationship that forms witl gerson

assisted on the other, which imposes a relatiorshéigymmetric power.

When | arrived in ltaly, | found myself in a totalunknown environment, with completely differenters
without any friends or relatives. You come to wfak a carer] for a person, who does not see yaupgsson, but as a
tool to be used as they wish. This often happens.d job in which you are, in any case, in a gemosition. [The old
person] considers you almost an object when youratiee house. | remember that | was working fés thid woman.
She shouted orders and she insulted me. She htediliae in every way. It was difficult. Even if tleeis not much to
do in the house, it is difficult if you have no ¢acts, with all your social links cut off. You atsed in a house with
an old person, and you are absolutely at their leckcall. (Irina, 36 years old, Romania).

As Alina, another domestic worker interviewed foistresearch project, says, the stress of the work
does not show evident symptoms and the problensaktognition concerns both the workers themselves

and the medical-legal and health institutions.

There are illnesses that can be seen and othe'ts 8tess can't be seen [...] | want to talk abihé hidden
things, the ones that are not visible. When yol jalu can see the results of the accident andfiexts, the pain in
your back. But | think that there should be motergton for this aspect, for what is not visibleisl necessary to speak
of the stress related to the work. (Alina, 45 yedds Romania).

The recognition of burnout is first of all linked the recognition of the psychological illness ashs
but also to its acceptance, to overcoming socidl@ntural prejudices linked to it, to the awarenes the
need to ask for help and be treated, to the aduiéiptaf the treatment and psychological supportmnoral,
cultural and social terms. As already mentionedhi research carried out by LDF in 28%1for many
cultures psychological illness does not exist ashswor is only defined in the presence of very aesi
conditions, while psychological upset tends to tvesidered part of normality, rather than a pathyplagd is
often less medicalized than in the Italian cont&xt: this reason, the problems of mental healtheasgly
stigmatized amongst the migrant populations. Thikes it even more difficult to identify them andate
with them, also when they are quite mild. Sufferingsychiatric pathology is considered by manyrsaae

embarrassing and socially unacceptable fact.

| didn’t have the strength, or the culture to gdhe [mental health] services. | think it is a awdtl question.
Because we Romanians only go to the doctor wheareegeally ill. We don't have a culture of preventi |
didn’t want to go to the doctor and say ‘| am cfamysomething like that... (Irina, 36 years old, Rama).

Consequently, access to health care in this seetuires specific cultural tools. As a cultural

mediator from the association Mamre, an ethnopdggdieal and psychotherapeutic centre, explained, th

%091, Biglino and A. OlmoHealth as a fundamental right: a study on migrationd healthcare in Turimgp. cit.
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migrants often do not have a culture that allovesrthio recognise their emotions, to give them a nanuk

build a period of analysis.

At times, a person manages to find Mamre, comirig @ontact with the reality of psychological workda
they realize that this work, based on words, israrise, that it is not easy. It depends where ttmyge from
but the foreigners are quite diffident. They do remtognize their emotions, they don’t know how trkvwith
that part of themselves. It's not that they doréinwvto, it's that they are not capable. They cgive it a name.
So it is difficult at first. Then, very slowly, dsey move forward, they realize that it is extraonady to have a
space where you can unlock your thoughts, wherecgoutalk. They didn’t know that it was possible fois
type of work to allow them to reorder everythinguamd them. Then, there are people with whom wet@m’
anything, because they remain on the surface andan® reach them, because it is very painful, fitasd
work. There are people who refuse. They have enasrpooblems. (Cultural Mediator, Mamre, Romania).

What is more, for those who have arrived only régen Italy and have illegal status, with a weak
network in the place they have arrived, there iy éimited access to information and the fear ofnige
reported and losing their work. Despite the facit tthere are services available to migrants witheut
residence permit, the irregular residents geneddlyot have the means to ask for help and indicatof
where to find adequate services and they oftenotl&mow about the services available. Consequetttby
are not able to deal with the health problem anenofurn to other systems, like self-medicationgorto a

pharmacy, as Irina did.

After working with this lady for eight months, | thany first panic attack. At least, | realize novatlthat is
what it was, now that | have been treated. | felfuh | was also an illegal resident. There wagianfd of

mine, | went to the pharmacy, and | said, “| featlpreally terrible,” and they gave me a mild atepressive.
They simply gave me an anti-depressive. | was éfaaid | took half the pill, because | was afraiduld

mess things up. (Irina, 36 years old, Romania).

Irina found out about her depression and the pdggieal trauma caused by her work and the living
conditions when she was a carer only some yeas latnumber of years after she left domestic weHe
began a course of psychological, non-medical treatnirina began individual psychological therapytes

cooperative where she was working, where she msyehologist, who then treated her at her privéfieeo

| dealt with my problem many years later. My psylodlgacal disorder came out while | was working atoial
cooperative, three years ago. With our work theeeeva lot of disagreements in the team and wecalVgry
upset. So they brought in a psychologist who meoedour work group. There | began individual tresitn
that way | could afford it, because psychologists expensive. At the cooperative there were sessmmour
work, but there were also individual sessions, tlasted for two years. Then the psychologist lbf t
cooperative, she set up her own private office lawent there, because | didn't want to change neyahist,
or | would have had to start everything all oveaiag(Irina, 36 years old, Romania).

In the case of serious illness, which requires s&t¢e psychiatric assistance and the prescripfion o
psychotropic drugs, or in the case of the degeioeratf a mental disorder, the psychological supj®rt
insufficient. Irina’s experience with the CSikleptro di salute mentale mental health centre) of the national
health service was problematic from the first yiag she told us. Nevertheless, turning to a @ispecialist

in alternative to the public service is often cdesed too expensive.

That was a really bad moment for me. | had no marelyno work. From one day to the next, | found eifys
idle. From the chaotic life that | had been livihgpund myself without work. | went to ask for appointment
at the CSM. The person who received me at the easked some questions. | only understood latértha
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was a nurse at the CSM (and not a doctor). He $fthne on Thursday, when the doctor is here, witake
your records into the meeting, then when the dostdrere, he will interview you and we’ll decide &ther
you need to take something or not”. (Irina, 36 gedd, Romania).

Irina’s evaluation of the assistance received ftbm national health service is not positive. When
she finally managed to fix an appointment with atdo at the CSM, not only was the session useless
because it was delayed with respect to the acuisepbf the depression, but also due to the wayag w
conducted, as she will explain. Irina also repottedinadequate use of the cultural mediation serwhich
was called on during the second telephone contitietthe CSM. The intervention of cultural mediatioas
supplied in her case on the basis of an arbitreajuation — the fact that she was Romanian — ahdmthe

basis of effective need or usefulness, nor eveth@iasis of an explicit request by the patient.

It is already difficult to contact a doctor for miahhealth problems. | phoned the CSM and when thalized
that | am Romanian, they handed me over to a R@namoman who spoke Italian worse than me. | expthin
to her that | had already spoken to a nurse, thdtad written everything down on a piece of paperthat he
had told me to phone for an appointment on that &&g said | didn’t have an appointment with thetdio
She said that the nurse was on holiday and thesenwasheet of paper. | was furious. Then | saidyu™are
crazier than me. Ciao!” Then | calmed down and hineack to my psychologist to finish the treatmemd
S0, in my opinion, the CSM is useless. It is favsth who are in serious difficulty. | believe thatyo1% of
those who are really ill get treatment from the C$Mna, 36 years old, Romania).

Once the date for the clinical interview fixed etCSM arrived, Irina went anyway, finding a
public service with poor quality assistafie Irina feels that the services offered by the C&M not
acceptable either from the cultural standpointéiation to the inappropriate use of cultural madrin her
case), nor in professional terms (that is the guafithe service offered, from the time she fashtacted the

CSM and during the session with the specialist).

Then, when the time came, | went to the appointmeetause | couldn’t just say “I'm not going”. Inetend |
managed to get an appointment. | went, but | dida&d the treatment any more. It was embarrassfognd

it difficult to tell everything. You have to telloyr private thoughts to a person you don’t knove. dne thing
to talk to my psychologist, who | have known formsotime and with whom there is a bond created tirou
the psychotherapy. But here | found myself witheaispn | was meeting for the first time, with my q@eof
paper in his hand, and | said “This, that, anddtfer”. He took the piece of paper and began regdirn loud.

| felt out of place. It was embarrassing to heaséhthings read out, those things that | had writeend the
tone was... (monotonous). It was a very embarrassimgent. (Irina, 36 years old, Romania).

Ironically, Irina’s experience can be consideregasitive case, in which there is a growing
awareness of the psychological problem and wherenieting between the need for healthcare andfére o
lead to a successful cure, although with certamitdi. The public health system was revealed tob€icient
and inadequate, that is it acted late and badlyeasinot able to create a bond with the patienteldeer,
the emergence of psychological upset and the stareatment, in Irina’s case, began through theape

system, many years after she left domestic workimadvery different working context.

310 previous studies reported the difficulties fourydtie CSM in supplying adequate services in qualiand quantitative terms.
Seell. Biglino and A. OlmoHealth as a fundamental right: a study on migrataond healthcare in Turirgp. cit.
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6. Treatment or work? When the right to health isanftict with the right to work

The health problems generated in a working cordextdifficult to identify report and recognize as
such, as we said before, but they can also beeattho current employment or represent an obstacle
access to future employment. The state of a wawkkealth has an effect on the possibility of being
employed, and it can be said that it plays a dezisile in the case of domestic work.

At the time of recruitment, for the family who iseking a domestic worker or carer, the worker
must have certain human and professional charatitsti Amongst the qualities required, the workersm
also be in good health and efficient, be psychakalty healthy and resistait We have already mentioned
the physical effort required of workers in thiddieoften without adequate help (patient lifts afidgs) and
in unequipped settings, (the homes of the persesistad). If the worker’s physical capacity is éred,
they are less able to carry out the more tiringkwaord their efficiency is affected. The carersraguired to
look after their own relatives, but it is preferiéthey are not needy, since this would limit ormplicate the
management of the patient. If the worker is ill,has health problems, they may be absent from work,
order to receive treatment or care, or there maggeeific conditions for the co-residence with gatient,
which complicates the situation for the standpoirthe family that employs them, the working resaship
or introduces limits to the services offered. Fribra interviews, it is clear that many women tencbnait
their physical limits in carrying out their duties, to keep quiet about certain pathologies, thiftimit the

management of the co-residence.

[At the interview] one of the questions was abaut leealth. What do you eat, what don't you eat?yThant
us to be perfect. If you don't tell the truth aetktart “I can lift one thousand kilos”... then yoontt know
how you will manage later on. Today, to get a joln ave to hide your situation. Life forces yowtothat, if
you are going to feed your family. (Nicoleta, 4&gsold, Moldavia).

They are afraid to declare their state of healdtalse (the workers) they know that if they dectmme
physical difficulty, they will not get the job, dbey don’t mention it at the interview. But perhapsy have
serious problems. Also, it is necessary to worbkrigher to keep the residence permit... so it is a dalicate
situation. (Cultural Mediator, Mamre, Romania)

| have always had this problem with my back, so/tkeow about that. | have always had to ‘jump tlylou
hoops'. They don’t want me because | can't putrthedative to bed. Because | have a problem withboiyes,
even the slightest effort hurts me. So | refusds T a major problem, this way of living where ailsvays
have to hide, because that way the family likes. yoou must always be smiling. (Nicoleta, 45 yeald, o
Moldavia).

The need to find work and not be unemployed in nzases leads the workers to putting their own
health aside, with the main aim of finding or kewpa job. They are aware that the supply exceegls th
demand in this sector and that the families carefbee choose from a vast pool of workers, eagjgating

the candidates who do not meet their expectations.

811 A, Sarli, Il disagio della cura. | vissuti professionali delbssistenti familiari occupate iialia, unpublished doctoral thesis, Universita degli
Studi di Modena e Reggio Emilia, 2011, page 37.
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The workers (domestic workers and carers) are aféssperate women who will accept any job. Rightligen
they arrive they are ready to do anything, theyen®bject (‘look, | can’t do this or that), theyrdbconsider
their limits and therefore they accept any workefEhare people who go on for a long time, tryingpad up
with certain conditions... at times there are als pieople. (Cultural Mediator, Mamre, Romania).

Finally, the work of co-residential care is verggarious by its very nature: the turnover is hajko
due to the conditions of the old people they aokiltg after, whose health may suddenly worsen. fdwe
demand for immigrant domestic workers finds a respabove all in the immigrants who have arrivedtmo
recently, who are most willing to accept difficuforking conditions, in the absence of better oppaties.

The short-term nature and the high intensity of thork tends to cause a high rate of turnover.

If you say no (you don't agree to lift weights) dieea bad back, they will get someone else. Whewg tbok
for a carer from 30-40-50 people, they choose bnany case, they will find someone willing to dbat they
ask. And you, if your fridge at home is empty, willy yes. You already know that you will not beeatol do it,
but what can you do? You say yes. Perhaps yowtssmonth, perhaps two. (Alina, 45 years old, Raajan

In a similar manner, but with an inverse mechanigmthe migrants who find work, the fact that
they are employed becomes an obstacle to acceaspprgpriate medical care. Research in this se@sr h
shown how the initial “health capital” of the migta employed in the domestic sector is exhausted or
strongly eroded over time. The immigrants who aselthy when they arrive in Italy, during the yetrsy
work in the domestic sector are often exposed y@iphl traumas, stress and anxiety, conditions nexée
more problematic by the lack of sleep, the impalsitof controlling the rhythms of work and lifehe
isolation and the lack of privacy.

The national contract guarantees domestic workecegnition of illness and accidents in the
workplacé*? and paid leave for medical treatment during wagkitours. However, when health problems
arise, the possibility of taking a few days holidagm work or getting leave for medical reasons@
always guaranteed. According to an ISTAT study, entiran 16% of the foreign workers say that it is
difficult to organize medical tests or appointmedtse to working hours. The possibility of organgin
medical tests or appointments on the basis of patsar family commitments is present for 8.6% oé th
foreignerd'® The commitment with the family for whom they averking makes it difficult to contact the
health services. The obstacles to this serviceansed by the lack of flexibility of the employeegarding

the schedule of the workers.

Many of the (workers) in order to keep their jopaf up with the situation, until they get to thermavhere
they can’t go on. And then, they have to go foatmeent, creating an upset, because the relatitleegberson
they look after has to find another person to tdier place. Often, in order to avoid creating auset, they
keep quiet and soldier on. In this kind of work yman't say “I have the right to treatment”, withdasing

%121n the case of accident or occupational illnesspektic workers have the right to have their jobargateed for ten working days, if they
have more than six months of service — for fortyefdays if they have between six months and twosyservice and for one hundred and
eighty days for service over two years (Article . 28)orkers must be guaranteed full salary for thet three days. Furthermore, pursuant to
Article 28.3 CCNL, domestic workers have the rightthe measures set out in DPR N. 1124, dated 30A€1965"2 These measures
include compensation for temporary inability, in@nfior permanent inability, contributions for contative personal assistance,
contributions for survivors and a payment in theecaf death, medical care or surgery and the sugfjdyostheses.

313 |stat, Cittadini stranieri: condizioni di salute, fattodi rischio, ricorso alle cure e accesdibh dei servizi sanitari. Year 2011-201Btat,
Ministero della salute, 2014, page 1.
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your job, or “Anyway, | am covered by the SSN”. Thanot the way it is. This is an enormous problérat's
hope it will be recognized! (Cultural Mediator, MeenRomania).

Therefore, the majority of these women continuesddk in order to keep their wages. This problem
is present for both those who do not have a worltraot and for those who have regular employmémtes
as we said, not all those who have a regular caritiase full access to their rights.

In the case of lengthy absence from work, thembaésdanger that the family will find a substitute,
who can take the place of the former worker andseahe loss of the job. This risk, associated With
suspension of wages in the case of lengthy abstrazs the domestic workers to work even when #rey
ill®* Due to inadequate access to the health sertleeinmigrant domestic workers do not seek treatme
rapidly and in an appropriate manner. This may keapermanent invalidity or chronic illnéSor prevent

the workers from receiving the appropriate treatmas occurred in this case reported by Alma Mater.

In this job you can'’t get ill. We have a friendy fexample, who thought she had a cold, then shedfiuwvas
much more than a cold, it was cancer... For feaosiny her job, she didn’t stay at home to rest lazke
treatment... So she neglected it, she had this agalticold and she kept coughing, she had a temperand
she continued to go to work. Then one day she wekesl. This contract doesn’t protect domestic warke
She had worked and now she was ill, she was ungegblshe had no money to pay the rent, she hash@o o
to help her. (Work Group, Alma Mater).

While the working conditions of the foreigners cha the cause (literally determining health
problems) of work-related accidents or occupatiolaésses, their work is, at the same time, a @k
obstacle to access to health and a barrier to pppte treatment. In this sense, there is a twofoldflict
between the right to health and the right to wark:the one hand, health problems, whether causeleby
working environment or not, may constitute an intaor limit for access to work, in particular wheret
person is looking for work. On the other hand, ottee position has been acquired, the job itself may
become an obstacle in access to appropriate tragtb@h due to the difficulty in obtaining paichlee for
medical reasons, and for the fear of losing thewblen declaring health problems and the consedimeits

in carrying out the duties required in an efficierd@nner.

Box 2.Health of migrant workers: the international legisbn, Anthony Olmo

This box presents the most important internatidoalls on human rights concerning the category of
migrant workers.

The main tool in this sense is certainly the indional convention omnternational Convention on
the Protection of the Rights of All Migrant Workeaad Members of their Families (Convention on
Migrant Workers§'®. This was adopted by the General Assembly of thitied Nations in 1990 and

314 Migrants in an Irregular Situation Employed in Dostie Work: Fundamental Rights Challenges for thedpean Union and its Meber
States Luxemburg, Publications Office of the Europeariddn 2011.

313 idem.

%18 |nternational Convention on the Protection of thgh®& of All Migrant Workers and Members of Theimfiies, Adopted by General
Assembly resolution 45/158 of 18 December 1990. &se, inter alia, Migration for Employment Convention (Revised), 1948. 97),
Convention Concerning Migration for Employme@eneva, July®11949.
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came into force only 13 years later, on Juy2003, twenty years after it was ratified. Itaikelthe
majority of European countries, has not ratifieid ttonvention.

The main objective of the convention is not so mtechatify the specific rights for the category of
migrant workers, as to ensure equal rights and legogking conditions for migrant and native
workers. Amongst these rights aigter alia, the right to life, the right not to be subjectedorture

or to inhuman or degrading punishment, the rightdbbe held in slavery or servitude, the right to
freedom of thought, of conscience and religion, right to expression, the right to respect for a
private and family life, the right to private prape the right to freedom and security, the rightt

fair trial®'”. There are also a range of strictly economic,a@uid cultural rights such as the right to
health, the right to education, the right to respeccultural identity*®.

As far as the questions relating to the workingdittons are concerned, the convention specifies
that the migrant worker has the riglmter alia, to benefit from a treatment not less favourabént
that enjoyed by workers who are citizens of theéeswith regard to matters of remuneration and
other working conditions (such as overtime, workhmaurs, weekly days off, paid leave, safety,
health, termination payments, and all the otherkimgr conditions that, according to national
legislation and practice are covered by this team)l the other employment conditions (such as
minimum age for employment, restrictions on homeknand all the other questions that, according
to national legislation and customs, are considézens of employment)’. Migrant workers also
have the right to trade union memberéffimnd to the right to equal treatment with otherveat
workers, with regard to social secutfty

Finally, the convention sanctions further rightshaiegard to those migrant workers who have legal
status with regard to entry into the country arsidence permifé> Amongst these are, for example,
the right to leave the country temporarily withefdfiects on the residence or work permits, the right
to move freely around the country, and to chooseplace of residence, the right to take part in
public affairs in their country of origin, the righ extended also to family members — to access to
educational services, professional, social, heaithcultural guidané@.

A further international tool to which we can referthe General Comment 1 on migrant domestic
workers, drawn up by the United Nations Commitietiie rights of migrant workers and members
of their familie?*. The Committee, taking note of the large numbeniafrant workers employed in
the sector of domestic work and the lack of spec#ferences in the main international documents,
decided to dedicate the General Comment to thenatienal Convention on the protection of the
rights of the migrant workers and the members eif tamily precisely to domestic work.

This recognizes, first of all, that the categorynoigrant domestic workers lives in conditions of
particular risk, which exposes them to various ®wh exploitation and abuse. The main causes of
this vulnerability are to be traced to the isolatand the dependence that characterizes this work.
The sudden vulnerability, moreover, is not limitedhe job, but usually emerges at the origin ef th
migratory process, already in the homef&hdThe Committee emphasises that there are various
shortcomings in the network of protection for thategory of worker. Amongst thefimitations,
some are of a legal nature (for example, due tblpnos relating to legal status, on the basis of the
legislation that governs immigratiof, others are of a more functional and practicabmes of
which were emphasized also in the fourth chaptarch as the isolation or the contractual weakness
that characterizes the relationship of domestid#far

The Committee, in the light of this situation, drexy a detailed list of recommendations for the
member states of the Convention, in order to assesn in guaranteeing the enjoyment of their
rights for migrant domestic workers. These recongaéons range from information and awareness

2; International Convention on the Protection of thgh®s of All Migrant Workers and Members of Theimfiies, Articles 8-24.
Ibidem

319 pidem Avrticle 25.

320 |pidem Avrticle 26.

21 |hidem Article 27.

22 |hidem Articles 36-56.

%23 |hidem Articles 36-56.

324 International Convention on the Protection of thghi® of All Migrant Workers and Members of Theimfiies, General Comment N. 1

on Migrant Domestic Worker&)N Doc. CMW/C/GC/1, 23, February 2011.

325 |bidem, paragraph 8.

326 |hidem paragraph 18t seq.

327 |bidem,paragraph 2Bt seq.
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raising projects in the phase prior to departuoecdoperation between nations, the role of job
centres, working conditions, social, welfare andltieservices, the right to collective contracting,
access to legal assistance, the specific needaraigiee the rights of minors and gender equality.

A further international tool is particularly imparit for the category of domestic workers, migrants
and non: the Domestic Workers Convention from titerhational Organization of Work on N. 189
(ILO Comment§?, which gives the most complete and detailed imtéonal normative framework
on domestic work. The Conventions was signed ifl2did came into force on Septemb8r2813.
Italy ratified the document on January“23013. Although the Convention was drawn up by KO
an agency that, as is known, concentrates on atierral working standards — it was strongly
inspired also by an approach based on human #ghts

The Convention states that countries must adopsunea to ensure that the domestic workers, like
all other workers, can enjoy conditions of fair éoyment, and adequate working conditidfisin
particular, the minimum salary must be guarariteeahd the wages must be paid to them in€ash
Countries must also guarantee a minimum age foregtimworker$® guaranteeing that they enjoy
adequate protection against every form of abuseskment and violent® guaranteeing them a
safe and healthy working environm&nt and finally, guarantee equal safeguards in thk fof
welfare, above all with regard to the protectiomatternity°.

The Convention was accompanied by a further mea®egeommendation N. 201, June 26511
This Recommendation is not legally binding, butinsany case important because it supplies
interpretative support for the Convention. In facfurther explains some delicate aspects dedh wi
by the ILO Convention, such as working hours, wagesdical examinations, residential conditions,
board and firing of co-resident workers.

Box 3. The procedure for reporting and recognition of woellated accidents: a brief review,
Eleonora Castagnone

In order to attain recognition and compensation mrk-related accidents from INAIL, it is
necessary to report the accident, following a steshgprocedure. The procedure foresees that the
worker immediately advise the employer — also i ¢hse of a minor injury — and that they contact
the company doctor or the A&E department of therestahospital, or the GP. The doctor who
carries out the first examination will issue a ifiedte, indicating the diagnosis, the number ofda
of temporary absolute inability to work (which must more than three, if the accident is to be
reported to INAIL). On receiving a copy of the décate, the employer has two days in which to
report the accident to INAIL (in the case of thecelse of the worker or danger of death, the
deadline is 24 hours). If the employer does nobrefhe accident to INAIL, the worker can do so
directly, by sending to the Institute a copy of theedical certificate. The law foresees that
companies who employ workers must underwrite a edsagpy INAIL insurance policy to
compensate the workers who are involved in accidéhthe employer has not paid this insurance,
the worker is still protected and the employer Wile to pay a fine.

328 |LO, €189 — Domestic Workers Convention, 2011 (No. 188)vention Concerning Decent Work for Domestic k&iar Geneva,
International Labour Office, June1@011.

329 A Albin and V. MantouvalouThe ILO Convention on Domestic Workers: From thadsls to the Lightin «Industrial Law Journal»,
vol. 41, 2012, N. 1, pages 67-78.

3301LO Convention, Article 6, op. cit.

33! |bidem Article 11

32 hidem Article 12

333 |bidem Article 4

334|bidem Article 5

335 | pidem Avrticle 13

336 |pidem Article 14

337 |LO, R201 —Domestic Workers Recommendation, 2@l 201), Recommendation Concerning Decent Work for Dom&stickers,
Geneva, International Labour Office, Jund' 2§11.
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In the case of more serious accidents, which asérdel to interfere significantly with the working
and non-working life conditions of the injured pars and their economic capacity, current
legislation foresees the possibility of family, Edoor working rehabilitation of the workers. The
methods for rehabilitation are evaluated jointly\@yious professionals working at INAIL (social-
educational, administrative and medical-legal) wh@ multidisciplinary procedure take on the case
of the invalid worker, identifying the most suitalpersonalized solutions for each case. The aim of
this project, organized with the involvement of tlierker and his family, is to define the overall
medium- and long-term objectives and identify théaa to be taken, which will also be integrated
with any therapeutic and rehabilitation projectgamized by other institutions.

Box 4.The procedure for reporting occupational diseasérief review,Eleonora Castagnone

The worker is responsible for reporting an occugeti disease within fifteen days of its appearance,
otherwise the right to compensation is no longeargnteed for the time prior to the report. The
worker’s intention to apply to INAIL must be cleand declared. This intention is finalized in the
safeguarding of the worker’s job, since, if the ugmational illness is confirmed and employer is
unable to guarantee conditions of employment thidit ot determine further problems for the
worker’s health, this may determine dismissal ft jcause. The employer must send the report to
INAIL, with the medical certificate, within the fevdays after receipt of the medical certifié3ten

the case of inaction of the employer, the worker sand the report to INAIL with the medical
certificate for occupational illness.

Once the occupational iliness has been recognik&€ll. compensates the lack of earnings of the
injured worker by paying a daily benefit, calcuthten the basis of the effective wage, until they ar
well, and economically compensates permanent iditgliincluding biological harm, or death. For
invalidity between 6% and 15%, a sum is paid forees compensation of biological harm; for
invalidity between 16% and 100%, a lifetime annistjoreseen for the invalid workét.

Box 5. Focus on domestic work: a comparison between thbaft legislation and standard
international legislationAnthony Olmo

In this chapter, we can clearly see the influenicthe working conditions of domestic workers on
the realization of their right to health. As we baften mentioned, the degree of health that taey c
enjoy, and the possibility of access to healthisesy are strongly influenced by the peculiaritiés
the profession and the conditions that charactetiz&or this reason, it appears opportune to
investigate the working conditions guaranteed gortloy current legislation, with particular attentio
for that which, more than others, can have an impadheir health and the possibility of access to
the services.

For this reason, this section will be dedicateccémparing the relevant legislation for domestic
workers in Italy with the standard internationdddar legislation, the Convention N. £8Yand the
Recommendation N. 201 (ILO Recommendafith)both adopted in June 2011 — with particular
attention to regulations relating to working corais. This will make it possible to evaluate the
correspondence between national legislation andnthén international legislation, in order to
highlight any deficiencies.

With regard to the national legislative framewdhe most important tool is the Contratto Collettivo
Nazionale del Lavoro (CCNL — National Collectivebaur Contractf2. The CCNL identifies the
essential regulations — from a legal and an econstandpoint — that must necessarily regulate the

338 DPR 1124/1965, article 53

339 NAIL, Direzione Regionale Piemonte, 2012.

340 Seesupra box 2.

34! Seesupra box 2.

342 Federazione italiana datori di lavoro domesticosgksazione nazionale famiglie datori di lavoro dstit®, Federazione italiana
lavoratori commercio, turismo e servizi, Federaeiitaliana sindacati addetti ai servizi commerciaéféini e del turismo, Unione italiana
lavoratori turismo commercio e servizi, Federazisimelacale dei lavoratori a servizio dell’'uon@mntratto collettivo nazionale di lavoro sulla
disciplina del rapporto di lavoro domesticauly 16" 2013.
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contractual relations between domestic workers #Hrar employers. The CCNL, with other
legislatior?*®, give the basic legislative framework for the gat in question. The CCNL currently
in force was signed in July 2013 by representativieshe main associations of employers and
workers and replaced the previous contract, sigm&®07. The CCNL of 2013 will remain in force
until the end of 2016. Finally, it must be saidtttree CCNL 2013 was finalized a few months prior
to the enactment of the ILO Convention and is gilpmfluenced by it.

The regulations concerning the domestic environment

The CCNL states that all domestic workers haverittet to healthy, safe working conditiof$ In
particular, these must respect the legislation amestic environment®. The CCNL also specifies
that employers must guarantee the presence of famesf earth leakage circuit breaker on the
electrical system and inform the worker of any juesrisks those deriving from the use of
equipment and exposure to chemical, physical dogical agent¥®.

The impression is that these measures are soméiwliteid, an evaluation that is true also for the
measures set out in the ILO Convention. Articleai3he Convention simply states thdtvery
domestic worker has the right to a safe and healibrking environment” and that “each Member
shall take, in accordance with national laws, ratjoihs and practice, effective measures, with due
regard for the specific characteristics of domestick, to ensure the occupational safety and health
of domestic worker&®*” The extent of this measure, which is rather vagu@yrther reduced in the
successive paragraphs which state tiiae“measures referred to in the preceding paragrepyhbe
applied progressively, in consultation with the m@presentative organizations of employers and
workers and, where they exist, with organizatioepresentative of domestic workers and those
representative of employers of domestic worké?s.”

The number of working hours and rest time

Article 15 of the CCNL identifies the number of Wworg hours. Co-resident workers can work for a
maximum of ten non-consecutive hours per day, fimta of fifty-four hours per week. With regard
to non-resident workers, the working hours cannaeed eight hours per day, for a total of forty
hours per week.

Pursuant to Article 15.4 of the CCNL, the co-resideorkers have the right to eleven consecutive
hours rest each day and a two-hour break duringvibr&ing day. Moreover, the employees who
work in the house for at least six hours have itjiet to a meal, or to an equivalent compensation, i
accordance with Article 15.8 CCNL.

With regard to the daily rest, the CCNL specifieattco-resident workers have the right to at least
eleven hours consecutive rest and at a least two-beeak when the working hours are not
completely within the hours 06:00-14:00 and 14:@MR. Finally, according to Article 15.6, the
work carried out between 22:00 and 06:00 is to diesiclered a night shift and must be paid 20%
more per hour.

Domestic workers can be asked to do overtime, iatie day and at night. Pursuant to Article 16 of
the CCNL, overtime must be paid with an hourly waggease (between 25% and 60% according to
the hour of the day in which the work is done) @mdust not interfere with the daily rest period.

As far as the weekly rest days are concerned, l&rtid of the CCNL states that, for co-resident
workers, the weekly rest period is at least théity-hours, of which twenty-four must be on a

%43 See in particular the Italian Civil Code on theeaific nature of domestic workers with respecthe general category of employees.

Italian Civil Code Book V, Title IV, Articles 2240-2246. There arsalother specific laws, such as the laws on th&place.
344 CCNL, Article 27.1.

35 gee Law N. 493, Decembef 2999,Gazzetta UfficialeN. 303, December 381999.

346 See: CCNL, Articles 27.1 and 27.2.

347 See ILO Recommendation, Article 19 &émbers, in consultation with the most represeveadrganizations of employers and workers

and, where they exist, with organizations represem of domestic workers and those representativemployers of domestic workers,
should take measures, such ag#):protect domestic workers by eliminating or miizing, so far as is reasonably practicable, welkted
hazards and risks, in order to prevent injuriesea$es and deaths and promote occupational safétealth in the household workplace.”
3481LO Convention, Article 13.2.
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Sunday. The remaining twelve hours must be takeimglthe rest of the week. For workers who are
not co-resident, the weekly break is twenty-fouadsowhich must be taken on Sunday.

According to the CCNL, the Sunday break — for bzategories of domestic worker — is compulsory.
The work carried out during the Sunday break maselmunerated with an hourly salary increase of
60% and an equivalent number of rest hours, t@mkentthe next day. If the worker is of a religion
that celebrates a day other than Sunday, the padie reach an agreement regarding another day, in
accordance with Article 11.2 of the Recommendatiated 2011, which requires thatte fixed day

of weekly rest should be determined by agreemetti@fparties, in accordance with national laws,
regulations or collective agreements, taking irdoocaint work exigencies and the cultural, religious
and social requirements of the domestic wotker.

The regulations on working hours, rest and overtappear to be in line with the ILO Convention.
Article 10 of the Convention requires, above alkath Member shall take measures towards
ensuring equal treatment between domestic workedsveorkers generally in relation to normal
hours of work, overtime compensation, periods afydand weekly rest and paid annual leave in
accordance with national laws, regulations or ctife agreements, taking into account the special
characteristics of domestic work.” Moreover, AdO0 of the 2011 Recommendation specifies that
“Members should take measures to ensure that damestkers are entitled to suitable periods of
rest during the working day, which allow for meafsl breaks to be taken.”

The criteria set out for weekly rest periods asalespected. Article 10 of the IOL Convention
requires at least twenty-four consecutive hoursklyerest, a standard that is clearly respectechby t
CCNL.

The only profile for which the Convention seemdgdi@esee greater protection regards being on call.
Article 10.3 states that “Periods during which dstiteworkers are not free to dispose of their time
as they please and remain at the disposal of theelold in order to respond to possible calls shall
be regarded as hours of work to the extent deteunby national laws, regulations or collective
agreements, or any other means consistent Witbnaitpractice.m. In the CCNL, there is no trace
of a similar measure.

Paid leave

According to the CCNL, domestic workers have thlghtrito paid leave for medical appointments
during their working houf&’. Moreover, domestic workers who have a monthlsirgahave the right
to twenty-six days paid holiday per y&arin addition to the national holidays identified Article

17 of the CCNL. The right to enjoyment of holidayannot be renounc&d The ILO Convention
does not foresee any measures on this matter.

Accommodation and food

With regard to accommodation and food, the emplayeist guarantee adequate nutrition and
adequate lodgings that guarantee the worker’s tjigand privacy™. In this sense the ILO
Recommendation gives more detailed instructionsiaupérticular requires that the worker be given
“ a separate, private room that is suitably furegshadequately ventilated and equipped with a lock,
the key to which should be provided to the domesticker; access to suitable sanitary facilities,
shared or private; ¢) adequate lighting and, asagpiate, heating and air conditioning in keeping
with prevailing conditions within the household;,dameals of good quality and sufficient quantity,
adapted to the extent reasonable to the cultulreligious requirements, if any, of the domestic

349 With regard to Article 9 of the ILO Recommendatiavhich specifies thatMembers, to the extent determined by national laws,
regulations or collective agreements, should regul@) the maximum number of hours per week, mantiear that a domestic worker
may be required to be on standby, and the ways rttigiit be measured; (b) the compensatory rest ¢gh¢diavhich a domestic worker is
entitled if the normal period of rest is interruptey standby; and (c) the rate at which standbysslbould be remunerated.”

350 CCNL, Article 20.

351 |hidem Avrticle 18.

%2 |hidem Article 18.4

353 |pidem Avticle 35.
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worker concernetf®. It is clear that the framework set out by the Id€fines the requisites for
accommodation and adequate meals in more detail.

Ordinary illness, accidents and occupational illses

In the case of illness, all domestic workers hderight to maintain their jobs for ten days, iéyh
have more than six months of service; for fortyefidays if they have between six months and two
years' service and for one hundred and eighty dayservice over two yeafs. In the case of
oncological diseases, the periods are 50% Idrfger

In the case of accident or occupational illnessnektic workers have the right to have their jobs
guaranteed for ten days, if they have more thanmr&rths of service — for forty-five days if they
have between six months and two years’ servicefandne hundred and eighty days for service
over two yearS’. Workers must be guaranteed full salary for thet three days.

Furthermore, pursuant to Article 28.3 CCNL, theyéghe right to the measures set out in DPR N.
1124, dated June 81965 These measures include compensation for temparabylity, income

for permanent inability, contributions for contiive personal assistance, contributions for
survivors and a payment in the case of death, rabdéze or surgery and the supply of prostheses.
Article 29 of the CCNL states that all domestic kems must enjoy the guarantees foreseen by the
law, in terms of welfare and social services. Irtipalar, domestic workers must be guaranteed the
conditions set out in DPR N. 1403, dated Decemhgr 77 such as invalidity insurance,
seniority, sick pay, accident insurance and paitemiy leave.

The IOL Convention does not include specific regates on the matter.

Maternity

According to article 24, domestic workers enjoy fageguards normally guaranteed by the law for
pregnant women and mothers. In particular, the wooanot be asked to work during the last two
months of pregnancy (and up to the effective daterth) and for three months after the birth. From
the day the pregnancy starts, the worker canndidmeissed without just cause.

The level of protection guaranteed to pregnant woarel mothers has been a controversial topic for
the employer associations and the workers’ assoeg@tOn the one hand, the former emphasise that
the regulations of the CCNL guarantee the standagisired by the OIL Conventidfi. Article 14.1

of the Convention states, in fact, that “Each Mendt®ll take appropriate measures, in accordance
with national laws and regulations and with dueardgfor the specific characteristics of domestic
work, to ensure that domestic workers enjoy coodgithat are not less favourable than those
applicable to workers generally in respect of dosécurity protection, including with respect to
maternity.” On the other hand, the representativkshe workers say that this protection is
insufficient compared to other labour sectors. &@mple, it is not specified that the worker cannot
be dismissed during the year following the birthrsadeguard generally foreseen by regulations on
maternity®”.

Conclusions

Generally speaking, the level of protection guagedt by the CCNL appears to respect the
international standards and substantially enternmbre detail.

From the analysis we have carried out, this dodsseem to be the case only in the matter of
regulations regarding accommodation. As we expthidgove, the ILO regulations set out in detalil
the characteristics that the accommodation must.Haensidering the importance of this topic, also

3541LO Recommendation, Article 17.

35 CCNL, Article 26.

6 |pidem Article 26.7.

%7 Ibidem Article 28.

%8 See Note 10.

39 Gazzetta Ufficiale N. 94April 10" 1972.

3601LO Convention, Article 14.1:Each Member shall take appropriate measures, irdaace with national laws and regulations and with
due regard for the specific characteristics of dstinevork, to ensure that domestic workers enjoyditions that are not less favourable
than those applicable to workers generally in respesocial security protection, including witrspect to maternity.”

3%61Dlgs N. 151, March 262001,Gazzetta UfficialeN. 96, April 26" 2001, Ordinary Supplement N. 93, Article 54.
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in the light of the aspects revealed by this reseat would be opportune for the CCNL to specify
this characteristic in more detail.

Finally, it must be said that the CCNL and the Id@uments give an insufficient framework with
respect to the criteria of a safe and healthy wagylkinvironment. They both tend to simply confirm
the right to safe and healthy working conditionggheut specifying precisely the minimum criteria
to be respected.

Chapter Five
Infectious diseases, the syndrome of the plagusader. The social
stigma of the infected foreigner and perception gso patients

1. The presence of infectious diseases. Foreigneriatides compared

The area of infectious diseases is one of thosénioh the foreign citizens’ rights are most serlgus
at risk®% The migrant population is in fact more vulnerathian the autochthonous one: they are more
exposed to infection (in particular infection fra#tV and tuberculosis) which may derive from episodé
violence and abuse and from the conditions of walpiéity that they face during the travel. The most
affected by infectious diseases are the migrants aihigh risk of social exclusion, for whom thealte
conditions are aggravated by a high level of mbhilirregular status, economic difficulties, exédion,
lack of work, or work in areas of considerable rislich as prostitution. These factors are ofteansified by
living conditions, but also by disinformation, whién turn is linked to a low level of educationgchkaof

access to health services, prevention and reductfoharni®®. To these dynamics, we must add the

%62|_ Biglino and A. OlmoHealth as a fundamental right: a study on migratiod healthcare in TurirBologna, Il Mulino, 2014page 70.
363 A.A. Agudelo-Suérez, D. Gil-Gonzéalez and C. Vi@ases,A Metasynthesis of Qualttee Studies Regarding Opinions and Perceptions
about Barriers and Determinants of HealBervices’ Accessibility in Economic Migranis «<BMC Health Service Research», 17, vol. 12,
2012, N. 1, page 461.
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mechanisms of stigmatisation of the illness tharaases, as we will see later, the vulnerabilitythef
patient.

Although, in the collective imagination infectioudiseases are often associated only with
immigrants, their diffusion in Italy remains a plein that affects the entire population and contrgshem
remains a priority in the planning of healthcardigies. In its social-health plan for 2012-2015 Reg
Piemonte identified infectious diseases as onéhefnhost important health problems for the poputatio
emphasising that there is still room for improveinenthe system of control and that it is esserfoalthe
main regional hospitals to carry out monitoringiaties, in order to establish the effective entifythe
phenomenon. For the control and correct treatménth@se infections, it is also necessary for these
institutions to set up an infectious disease sepwither their own or under contract, and thay tteould
foresee the presence of a specialist in infeciitismase$*,

From the epidemiological standpoint, the situatimpears to be under control, since there has not
been a noticeable increase in reports of infeati@r the years, neither for tuberculosis nor fov Hind the
efficacy of the therapies has improved, signifiganéducing the mortality rate. However, there basn a
change in the social-demographic characteristigh®fpatients: the number of migrants has increased
the number of persons who identify the infectiotyon an advanced stage is higher.

The Piemontese territory shows data mainly inViith national figures. In 2012, in Italy, 3,853 new
diagnoses of HIV were reported, 6.5 cases every0D00nhabitants, a rate basically unchanged \eitipect
to previous years. The data gathered by the MingdtHealth Institution for AIDS, COAGentro Operativo
Aids Istituto Superiore della Sanjt&learly shows how the patient profile has changeedr the years.
Contagion has fallen amongst drug addicts (fron®%7in 1998 to 5% in 2013) and today the majority of
infections is linked to unprotected sexual relagid25.3% in 1998, approximately 80% in 2013). The
incidence rate of AIDS has also progressively fallever the years, reaching 1.7 cases per 100,000
inhabitants in 201%°,

In 2013, in Piemonte the new diagnoses of infeatiene 7.2 cases every 100,000 inhabithtshe
Province of Torino (7.6) together with Novara ()héve the highest average rates in the regiothéotast
three-year period. The proportion of foreigners agsh the new diagnoses of HIV rose from 11% in 1@92
24% in 2013. The infection mainly concerned methaigh the female component is particularly relévan
amongst foreigners, where the women are 62%, wnilengst Italians the women are only 11%. Although
the rate amongst foreigners is much higher thamgstdhe indigenous population, it must be strefisaiit
has slightly decreased over the years and is llitédl in a very dissimilar manner amongst group$ wi
different origins. The rate for migrants from thgbsSaharan area (228.2 cases per 100,000) isnes i

higher than the overall rate for foreigners. Theinmaethods of transmission were, also in Piemonte,

364 Regione Piemontdiano socio-sanitario regionale 2012-2Q1812, page 86.
365 |stituto superiore di sanitdggiornamento delle nuove diagnosi di infezioneHia e dei casi di Aids in Italia al 31/12/201f
«Supplemento del Notiziario dell'lstituto superiafiesanita», vol. 27, 2014, N. 9.
366 Data relating to cases of AIDS is available foerRonte from the early eighties, while the HIV siifaace system gives data for new
diagnoses of infection as from 1998. Pasqualini, C. Di Pietrantoni and V. De MichéiilV e AIDS in Piemonte, Rapporto 2013
Alessandria, Servizio di riferimento regionale gidemiologia per la sorveglianza, la prevenzionié @ntrollo delle malattie infettive
(Seremi), ASL Alessandria, 2013
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unprotected sexual relations, 90% in 2013. A lapeat to emphasise is that the number of diagrinsas
advanced state of HIV was very high, in particdtarthose who caught the infection through unpristéc
heterosexual relations. In 2013, the seventeen wam@®iemonte who found that they were HIV positive
during routine pregnancy tests were all of foredgigin, showing that this group is particularly matable.

In conclusion, from the analysis of the epidemialaf data it is clear that there are some importeskt
factors that are found in particular amongst theeim population: origin from a country with a high
endemic, the prevalence of young and sexually ageople, insufficient information, lack of awarssef
prevention and the presence of prostitution.

The other infectious disease we considered wasrdulosis. The epidemiological data is also
available by citize?t’. In Torino, the rate in 2012 was 17 cases perGDWinhabitants, double the regional
rate (8.4 cases per 100,000 inhabitants). Thisevewnot alarming since it is in line with otherrBpean
cities (Milano: 18.6; Barcelona: 24.3; Paris: 23here has been, as for HIV infection, a reductiothe
number of cases reported compared with 2011, 13e8% amongst foreigners and 6.7% less amongst
ltalians.

What is striking is the preponderance of casesrtepaamongst the foreign population, which in
2012 were 70% of the cases diagnosed in Torino ¢&88s). The number of cases of tuberculosis armongs
foreigners is approximately fourteen times highremt those registered amongst Italians; they argeaalh
respiratory tuberculosis, which involves three tgrarof the total cases. The foreigners with ambiags of
tuberculosis in 2012 came from forty different cwoigs, with a prevalence from Romania, sixty-nisses
and Morocco, forty-three cases; these numberstzamever, be traced to the numerical prevalencbexe
two communities. The differences between foreigraed natives emerge when we observe the distributio
of the positive results of the therapies: in Toriti@ positive results concern 80% of the Italiatignts and
67% of the foreign patients, while in the rest aérRonte they are 82% of the Italians and 66% of the
foreigners.

The main risk factor for tuberculosis concernsghavenance from countries with a high tubercular
endemic, due to the presence of active or latdietctions, which are reactivated by the environmenta
conditions that weaken the immune system; in soases; the appearance of tuberculosis is linketeo t
presence of HIV infection. The risk factors thae anost common, as for HIV, are precarious living
conditions, malnutrition, living in crowded, poonkentilated spaces with poor hygienic facilitiesnditions
to which the foreign citizens are more likely todgosed. As a doctor at city service for infeclidiseases

said.

These diseases are the diseases of poverty, ofttehed. What is more, the most vulnerable pedple,
today’s world, are often the immigrants. Where ¢hisrgreat social fragility the need for healtindt seen as a

367 C. Pasqualini, M. Bugiani and V. De Michdlia tubercolosi in Piemonte, Rapporto 2028essandria, Servizio di riferimento regionale
di epidemiologia per la sorveglianza, la preveneieril controllo delle malattie infettive (Serem$SL Alessandria, 2013.
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priority, and this aggravates the situation. Myigas, when they come to me, say, ‘my real needtisme, a
job, documents!’

2. The syndrome of the plague spreader. The stigntatizaf the infected foreigner and the
perception amongst patients

One of the main problems that emerged with bothdperators and the foreign patients, when
speaking of the question of disease, was the stigmfectious diseases have a very strong symbalicgev
and are dense with moral significance; public apirassociates them with deviant and socially urzabée
behaviour, such as sexual promiscuity, homosexalalions, prostitution or conditions of extremedsdnip,
such as drug addiction. When it is a foreigner vghiafected, the social stigma is even stronger.

Recently, in the public discourse, various voicasehbeen heard pointing at the foreigner as a
danger, an incubus, assimilating the foreigner withextraneous and diseased body that penetrates ou
society, infecting and destroying it from withinhi$ is not a new attitude, in fact, diseases such a
tuberculosis have always been charged with othesnings that transcend their seriousness. The link
between disease, poverty and prostitution hase sime first British industrial revolution, givenbierculosis
the negative significance that was previously fattied to leprosy and would later, although witHegént
characteristics, be attributed to mental illnessed HIV. Stigmatizing discourses linked to healtiares
reappear in correspondence with political and $@siants, during election campaigns and as a regptmn
increasing economic insecurity. In May 2014, theresary of the Lega Nord (right-wing Italian patii
party, NdT) Matteo Salvini, in keeping with the iaimimigration rhetoric of his party, accused irrégu
foreigners of being a threat to public health,istat

Ask the doctors who brings scabies and tuberculd$isy don’t come from Switzerland, but from Afrida
Africa there is a backward healthcare system. Bese diseases come here, just speak to a doatotMitano
to Taranto. Then there is Ebola, which is in céniMaica and let's hope it doesn’'t come here. Thiaran
alarm at the airport&®

In September 2014, the general secretary of thegotthde union CONSAP launched a class action
against the Italian Home Ministry for having exp$ee colleagues involved in tivdare Nostrunmoperation
in rescue operations without healthcare precautiaiter forty of them resulted positive during sarig for
tuberculosis bacteria. The secretary of the Moviimé&inque Stelle (political “free association ofiz#ns”,
NdT), Beppe Grillo, immediately picked up on théport stating that, “We want to re-import tuberigo
let's re-import it! But let's do so in the light afay, informing the population that the police am even

given minimum protection®®

%8 Matteo Salvini contro gli immigrati; «Darei a loroil Daspo: portano scabbia, tubercolosi ed ebgla® maggio 2014,
http://www. huffingtonpost.it/2014/05/06/salvini-imgrati-malati-daspo_n_5274621.html.

369 Grillo-shock sui migranti «Portano la tubercolosi» il Viminale lo smentisce 3 settembre 2014,
http://ricerca.repubblica.it/repubblica/archivigitdblica/2014/09/03/grillo-shock-samgranti-portano-la-tubercolosi-il-viminale-lo-
smentisce20.html.
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Various authoritative voices have been raised tutrast these distorted views, which nonetheless
have had a very strong impact on the (easily imibeel) public opinion. The president of SIMM (Soaiet
Italian Medicina delle Migrazioni), Mario Affrontemphasised that the health of immigrants arriuinigaly
is generally good, since they are young and healthgn they start out, and that the health probldenve
from the conditions that have stressed them dutimg voyage: dehydration, sunstroke, heatstroke,
hypothermia, bedsores due to the forced positionghe boats, aggravated by chemical agents such as
seawater or diesel fiél. In the analysis of 25,000 immigrants who landad_ampedusa during 2011, for
example, it was shown that less than 2% of the latipn observed was affected by a contagious diéBas

Despite this evidence, the stigma continues to fastitself with force and must be considered an
important determinant of health; it is necessarynt@st energy and resources to uproot it, if weitvwa
affirm the full right to health. In fact, as OlmadBiglino remind us: “The discrimination and thigma are
a failure with respect to human dignity; they irase the vulnerability with respect to health proideand
limit the efficacy of treatment§™

The stigma cannot be considered an individual pimemon; it is rather a social process to be seen
within the complex mechanisms such as economic ugléy, relations of power, domination and
oppression. As medical anthropology reminds usvetigs enacted by concrete, identifiable social giay
who are trying to legitimate their dominant statishin structures of existing inequalif§. The persons
stigmatized are subject to a process of impovergstiraf their identity in which they are fitted ingototally
other social category, different from “normality”. Theigna is manifested on two levels: there is a
perceived and feared stigma, which correspondspéeific actions carried out towards the stigmatized
person¥® Often the choice of the sick people to keep titieiess a secret reflects the desire to avoidileost
behaviour towards them. During the meeting at anbdislamic centre with a group of volunteers icame
clear that in Italy the migrants often preserve fineling of social shame for the illness that wheaaly

strong in their country of origin,

It takes courage, a lot of courage to come out.&thimgs are seen as taboo. The people in Egypt @vaid
going to the doctor’s for fear of being judged. Toy@nion of others frightens them, because pedmlek
“He’s got HIV! That will show him! He has left Gosl'way and that is why he is being punished!” Wihtts t
vision of blame and sin, people will never managtate their iliness serenely. (Nader, 50 years®©iypt).

370 Simm: «Immigrati, basta con la sindrome dell’untgr&0 giugno 2014, http://www.ilcittadinoonline.it/nonsolosiena/simm-immigrati-basta-
con-la-sindrome-delluntore.html.
71T, Prestilecet al,, Salute e malattie infettive nella popolazione migea I'esperienza dell&Coorte di Lampedusa 20%1in «Le Infezioni in
Medicina», 2013, n. 1, pages 21-28
872|_ Biglino and A. OlmoHealth as a fundamental right: a study on migration healthcare in Turirpp. cit. page 163.
S8 R. Parker and P. Aggletohliv and Aids-related Stigma and Discrimination: Ar@eptual Framework and Implications for Actidn
«Social Science & Medicine», 57, 2003. As Castrd Barmer state, social stigma is rooted more fallyefn social contexts where the
inequalities are more evidentln“societies marked by profound racism, it is expécthat people of color with AIDS will be more
stigmatized than in societies where racism is nattenuated. Similarly, gender inequality determithesextent to which sexism will mark
the course of HIV disease. In highly sexist seftirthe disclosure of HIV infection is more likely provoke stigma and threat of domestic
violence than in environments where women enjoydgerquity.. A. Castro and P. Farmednderstanding and Addressing Aids-Related
Stigma: From Anthropological Theory to Clinical Rtice in Haiti in «American Journal of Public Health», vol. 2905, N. 1, pages 53-
59.
874 A. C. VargasAvere paura, fare paura: stigma e discriminaziorel'asperienza dei giovarsieropositivj in C. Di Chio, A. Fedi and K.
Greganti (ed.)Vivere la sieropositivita: i giovani, la comunjtéaids, Napoli, Liguori, 2013, pages 89-108.
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The same point of view emerged strongly duringdiseussion with some female cultural mediators

who work at the infectious disease clinic of an amant hospital in the city.

must be kept under control. Like all other cultyraso amongst us Nigerians there is a terriblegamaf this
virus, since the first time we spoke about it, #&sna question of people without sexual controg fkostitutes.
To say that | was HIV positive meant recognizinglptly that | was promiscuous, that | was amoral.
(Nigerian cultural mediator, Amedeo di Savoia Heesii

The dreaded stigma generates the fear of remadwimgpletely isolated and this is what keeps people
from facing the screening, they don't want to haveadmit to themselves or to others their status as
“different”. The places set up for analysis anditneent, like the infectious disease clinics, anmestered by
some to be contaminating places. The simple faentéring the hospital is interpreted by acquaitearas

proof of the disease.

Because there are also people who are infectedtmyho tell you a fine story, without recogniziniget truth,
so that they won't create a vacuum around themselmongst the Nigerians, there is a rumour thiatha!
people who come here have AIDS. That's what a yauag told me when he came her to see his girlfriend
who had been admitted. He wanted to find out fromifrhis girlfriend was HIV positive. The girl didot
want him to know... | told the young man, “Well, iby think that everyone who comes in here is siekele
what you want, from this moment on, so are you'ig@fian cultural mediator, Amedeo di Savoia Hodpita

While fear may be an obstacle to recognizing ostdte of health, once this first step has beemtake
and the presence of the virus has been diagnoset; people live for years keeping their conditiototal
secret. One example is that of a Moroccan girl Wit¥ discovered in 2010, following a voluntary ation.
The girl worked regularly at the market and liveithvher partner. She did not want to tell anyoneulhner
condition, not even her partner, and this madeiy difficult to keep up the therapy, based onrégular
dosage of antiretroviral medicines twice a day, mmyg and evening. The girl told the healthcare veosk
that she was keeping up the therapy, although lbmdkiests often showed that this was not true. giHe
had elaborated a total refusal of her conditioasenting to the world an image of self that wasequinreal.
The operators are carrying out a very complex mhoce of psychological support in order to allow her
overcome these anxieties, but without the supgatsmcial network, it is very difficult to reachresult.

Fear of the stigma is experienced towards membetheomajority society as much as towards
members of the personal social group. All this nsakearticularly difficult to deal with the varisyhases
of the illness: the diagnosis, the planning ofttierapy and continuation of the therapy over tiaimve all
because the community support that would in mahgrogituations be a fundamental resource is lacking
this sense the healthcare operators, more thathén situations become fundamental figures, thg onks
who share the secret and to whom the fears, batthés hope of recovery are confided. The fear afado
stigma means that in the case of infectious disgdbat patients rarely return to their countryoafyin,

unlike immigrants who suffer from other diseases.

The patientdoes not see a reason for returning home. Theglsis not a reason to return. Also
because no one who left healthy wants to returh aitillness.... they had a plan when they left. To
return home sick just creates more problems, aed thith this disease, which people think is
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connected to immoral behaviour, it is absolutelpassible! (Egyptian cultural mediator, Amedeo di
Savoia Hospital).

3. The sick are made not born. The relationship betvefectious diseases and conditions of life

While it is true that very few migrants have ardvie Torino already infected, it is also true ttz
living conditions they have to face in the city ate cause of the infections, as are the diffieslti
encountered in recovering. In the case of tubesisiidhe precarious living conditions are one @f mmost
important risk factors for exposure to the baalfid for the progression once the disease is adtive.
longitudinal study on the conditions of health lie tTorino population between 1973 and 1999 it eptbrg
that the probability of contracting tuberculosisdascabies has doubled for those who live in ther poo
districts and in precarious or abandoned struct(res

Amongst the stories of health that we gathered,abriee most symbolic concerns the vicissitudes of
the asylum seekers and the political refugees \weoih Torino, in abandoned buildings. The bestw#mno
case is that of the buildings in the MOI area, mnglex built to house the athletes competing in 2066
Winter Olympics. After the Olympic Games, the birilgs were entrusted to the privately managed dity o
Torino Fund, but the conversion for residential uses never completed. The state of the buildinggiha
deteriorated and after seven years, in March 20t8g of the seven apartment blocks were occupjed b
refugees from the North African emergency, who wefewithout board and lodging or other supportenwh
the funds foreseen for initial assistance ran dbere were two hundred people, helped by a comenite
volunteers from the district and activists from tbeal squats; during the summer of 2013, a fobrtitding
was occupied, bringing the numbers to about seuvedred occupants. In addition to the first occupavtio
came through word of mouth and the social netwapkditical refugees from other areas of Piemontd an
Italy arrived. For a long time the occupants hadrbBomeless and this excluded them from enjoyment o
many fundamental rights that should have been gteed by law. In the meantime, the network of suppo
for the rights of the occupants was extended: ditach to the squats Askatasuna and Gabrio, theoRds
Migranti, the Ingegneri senza Frontiere and Midroch Fatih, the associations Frantz Fanon, Mamre,
Gruppo Abele, Sermig and Anpi joined forces. Thatakthe continual activities of these organizatians
of some residents in the district, in January 2@Btlocal authorities, with a ruling unique in tagranted
all the refugees official domicile in the ex-Olyropiillage, attributing a virtual address “Via delGasa
Comunale 3". In order to register with the publecerds office dnagraf§ lacking any other identity
document, it was considered sufficient to have sidemnce permit for reasons of international or
humanitarian protection. The ruling therefore aolwhem to be issued with an identity card and egehe
way for a series of benefits foreseen by law fer dtatus of refugee, the possibility of findinguteg work,

healthcare, and registration with the social sesi€ This situation of apparent stabilization of tligks

375 M. DemariaLa gestione integrata dei dati demografici e saniitéesempio dello studidongitudinale torinesgin Disuguaglianze sociali e di

salute ed. A. Pullini, Quaderni Ismu, Milano, Fondazidamu, 2011, pages 101-128.

376 Wwith regard to access to the social services, liégueith Italian citizens is foreseen by the coligated legislation on migration (Testo
Unico sulllmmigrazione) D.Lgs. N. 286, July 23998 Gazzetta UfficialeN. 191, August 181998, Ordinary Supplement N. 139 (Article
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however was once again jeopardized when the prieeesgizure of the apartment blocks, ordered imdan
2015 by the examining magistrate (GP) of Torinoe$hadowed a possible evictioh

Life in the occupied houses has involved a seriémportant health problems, problems linked to
overcrowding and the lack of heating and runningewan many apartments. This situation has created
conflict between the occupants and the local aiitesy since anyone resident in the city, in cdoda of
necessity, should have the right to use the putdiths. The shower vouchers are issued by the adistri
authorities, which should accept the cost diredtlyt Circoscrizione 9 (district 9) in which the apied
buildings stand, has not been able to fund thigiserwithout the city council setting up a spediaid to
deal with the emergency.

The lack of hygiene and the precarious nature @fiithng conditions have led to the appearance of
infectious diseases, in particular tuberculosisictvivas documented by a Somalian cultural mediatoy

looks after a number of patients at a public clinic

Many Somalian young people come here. They are yaung, they are between 20 and 23 years old,dhey
mainly men, but there are also some women. Almibsiaare refugee status. Many of them have tubesisilo
Some of them caught it in Somalia and then it gotse when they came here. One girl of twenty-ore ha
tuberculosis that has eaten away all her back, steevhas to wear a corset, because she was walkoug a
without realizing it; the pain grew until she fdlbwn in the street, they took her to the A&E anentishe was
sent to us. Now, if a Somalian in Torino has a Higler, the first thing we do is check for tubeansi$. The
Somalians live in squats and they get ill becabsg tire underfed, they don’t have anything deceesat, one
day they eat, the next they don't, and they drimkydvater. This already happened before they ait, now it

is happening here: to eat they go to the churchperhaps they are only given ham, and they dat'ttethey
miss a meal... Then, in the squats, there is scablesse buildings were completely empty, so theyntbu
mattresses in the rubbish dumps and they brougim thome, to have a place to sleep. The doctortheloh
that it is necessary to close them in a sealediplbag and use steam to kill the bugs in the mss&s, but
how can they, in those conditions? The house id,dal winter... five people in a tiny room! (Somalian
cultural mediator, Amedeo di Savoia Hospital).

As this cultural mediator explained, it is veryfitifilt to take preventive measures against theagpre

of infection when all the circumstances of life @&weceptional. The needs of those affected by irdest

diseases are not only healthcare, they are, abb\soeial needs. The discovery of the diseaseahfasther -~ | Commento [KMC6]: See
******* - above. Here ‘disease could be
series of implications that only aggravate a situathat is already precarious. The therapy, in riwre appropriate.

serious cases, can involve hospitalization for nibesn a month and there are patients who havetHest
jobs for this reason. The health workers are fotcechrry out a complex procedure of mediation, ardy
regarding healthcare, but also social: they fatditaccommodation in hostels and at public cantebayg

supply information and contacts with the socialsers available in the territory.

41, for permit lasting at least one year) and D.Ijs251, November 82007,Gazzetta UfficialdN. 3, January #2008, Article 27. Since
there have been cases where assistance was refuseals requested that this refusal be set dowmwiiting, in order to sue for
discrimination through ASGI, the ombudsman or UNAR.
877 Torino, il giudice sequestra I'ex villaggio olimgic occupato dai profughi: «WVa sgomberats, 14 gennaio 2015,
http://torino.repubblica.it/cronaca/2015/01/14/nfwsno_il_giudice sequestra_|_ex_villaggio_olimpico_occupato_dai_ygbf_va_sgombera
t0-104924110
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There are also cases of migrants who discoveritfeask in such an advanced state that they cannot
be cured in any way. Amongst the many stories wardiethe one that struck us most concerns an aged

Moroccan homeless man, for whom it was complicatezh to start chemotherapy treatment.

After he came to us, with HIV, we found that he hadg cancer. The doctor at the hospital wantestaot
chemotherapy but told us that it was crazy to aésteénchemotherapy to a homeless person. If he toefial
in the street, or if he vomited... He needed soméon@ok after him. But he had no one in Torino. Wed to
find a place in a number of structures, and inethé we found room at the Cottolengo shelter, argbanal
place; there was a room where the priest storethedoand other things that are donated, they paedain
there and this man lived there until he died. (Eigypcultural mediator, Amedeo di Savoia Hospital).

This story is an exceptional case, but there aneyrsétuations in which due to material problems,
people put off the moment of the first medical tyisften meeting the doctors when the infectiomisn
advanced state and therefore very difficult tottreaaddition, for practical reasons, the therapiee often

interrupted or carried out with extreme difficutiy discontinuously.

4. Communicating, understanding and accepting thedn

A central aspect for prevention and treatment déédtious diseases is information. We asked
ourselves how much the migrants know about thetenge of certain illnesses, how aware they ardef t
risks they run when adopting certain behaviours lams much information they have on the existence of
specific services in the territory for control atrdatment. From the interviews we carried out wtib
operators, it was evident that, with regard to Hikere is now widespread awareness within certagiak
groups: these people go for regular check-ups, ealativthanks to word of mouth. Amongst the girlsowh
work as prostitutes, especially the Nigerians, ghectice of screening is now consolidated, as ihithe
homosexual community, principally amongst Italians.

As a Nigerian mediator told us, her countrywomem ‘absessed’ with their state of health, they are
very much afraid of the virus and for this reasamge they hear of the clinics, they become reguitaiors
and go for periodic screening. In choosing to attdre clinics, the fact that the service is freelofrge is

very important.

So... the Nigerian women, given that this is a spedifinic, when a doctor or an association sends te
when she discovers that this service is availatgt does she do? She phones her friend and daysnt to

do the test, and there is this and there is thaty @6n’'t you come along?” And the friend goes; disgause
they have the feeling that they want to check thealth continually. Because they are obsessedg, dbe
regularly. If they don’t have to pay, they will gBut if they think they have to pay, they will ptibff, again

and again. If they think it is expensive, they wé#itey think about it for a bit. (Nigerian culturaiediator,

Amedeo di Savoia Hospital).

There is still a lack of information that affecteetmore marginal migrants, those who are more
difficult to reach through institutional channelor these people, the arrival at the specialisticloccurs
after they have been to the A&E or other voluntaeglth structures, which give basic care and wtierg

often arrive in emergency conditions. Many of theadients are irregular; therefore, they have nocGP
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even an STP card, since they are often not awatteeofrights. The first step, when these patiantive, is
to send them to the ISI clinics to be registeredi @teive the STP code: for the more complex cagaish
require immediate hospitalization, it is now possito register them by fax, with compulsory signomg by
the patient after discharge.

The Torino medical personnel have long been awtieeccriticalities of the information sector and
for this reason they have organized ways of reacttia vulnerable sections of the population. Thepital
for infectious diseases has opened decentralizetsuttancies at the Sermig and the Associazione
Camminare Insieme clinics, which are well attendgdpoor migrants without documents. The operators
meet people waiting for the distribution of foodrges or specialist visits and they show informattideos
on infectious diseases, provide information aneéroffiem immediate screening examinations. On thés ba
of a similar philosophy, since summer 2014 voluntixetors, following repeated reports of casescabges
and tuberculosis, have set up an information deskcansultancy at the MOI buildings, where theyedir
the occupants to the various public services availan the territory. The health-training programiome
infectious diseases, organized in some Islamicgsregntres in Torino, also derived from the needfore
information reported by the healthcare operatonking in this community. We will dedicate more spdo
this experience in the seventh chapter.

In order to attain a good level of efficiency irethactivities, however, it is important not only to
promote information campaigns, but also to undadsteow these campaigns are received by the pefepns
whom they are destined, within which systems of mrenthe people place the experience of illness and
what explanations they give for the causes andahsequences.

For the Nigerian women the weight of the systentradlitional beliefs remains very strong, as a

mediator told us.

Occasionally we meet a person who says that theasksis not theirs, because it is voodoo. Theenfie of
voodoo is very strong and people are afraid. Thigeajls us “it's nothing to do with me; it is othpeople who
have given me the illness”. Then, she doesn't ¥olthe treatment and she won't take responsibilitye are
also working on this. Another problem is the inestrbehaviour during pregnancy. The pregnant worifien,
they are infected, must be very careful. In Nigewaen a woman is pregnant, she must move quiskig,
must run every day, because she must prove thasgi#l a woman; that she is an active wife ancther.
And this is a risk, because if they move about nogch they can infect the foetus and it is compdidato
explain to them why they must be very careful. @fign cultural mediator, Amedeo di Savoia Hospital)

The discovery of infection is experienced as aedyg because its presence often conflicts with the
ideal of maternity, which is very important for Afan women. The priority for these women is to shibeir

reproductive capability.

There is a lot of work to be done with these wonteren more than the virus, what frightens thenhésfact
that the maternal role is at risk. If the fathendd present, it is not a problem, they are happyave the child
on their own, the important thing is to have a chil because they think, my friend has a child andavee
about the same age, so | must have a child, oteertliey will think there is something wrong with.nYeu

know, there are a lot of people who say they wargett pregnant, but only because they must genpregto
be able to say that they can. (Nigerian culturadliater, Amedeo di Savoia Hospital).
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The idea that the disease appears as a punishoremhroral behaviour is recurrent and takes
different forms according to the cultural contekttioe country of origin. Often the systems of raligs
belief contribute to endorsing and supporting madms of blame and self-blame. The links between
religion, morality and sexuality are complex. Fommple, in the Pentecostal religion, to which many
African migrants have converted, HIV and AIDS aregd of the presence of Satan and are considered a
challenge to the person’s capacity to live as algobristian. Often the infected are accused obdeditely
plotting the infection of other people in orderdiag them (with themselves) into sin, and everude of a
condom is implicitly considered an admission of iomality or promiscuousne¥& The religious
interpretation of sexuality proposes abstinencereeiarriage as moral behaviour and condemns #hefus
condoms even within “moral” sexual relations. Amsnthe young people who are sexually active, these
religious interpretations of the disease and tlmesel judgements on sexual behaviour create olestdol
the practical evaluation of health risks. Simils&ews are often found amongst the young migrantsnetin
Torino. Religious belief in fact, plays a fundananble in accepting and overcoming the diseasentamy
patients the churches are the only places theyfiodna spiritual answer to the anxieties linkedthe
diseas&®. Their stories are very explicit on this matter.

When | was ill and they took me into hospital thdyopeople who came to see me were the ones from my
church, in particular the Pastor. | had been attenthat congregation since 1999. They didn’t bnng food
because they knew that | received it in hospitat,tbey came to pray with me; the medicines wengoirtant,

but also my faith was important. A lady from theuath had to go to Jerusalem and | asked her ta bria
some water from the Jordan River because | knew X#sus was baptised there. The lady brought me the
bottle of water and | drank it every day once ureed home. | also used this water to wash mysetfause
Jesus was baptised in this water. The doctorsQ@® 2told me that | was almost dead, that | woudtltre here

by the end of the year. But | am still alive, | bavad a second child, | also take less medicinisa thanks to

this miraculous water! (Beauty, 35 years old, Nier

This patient has never told the Pastor and theregagjon exactly what her illness was, however she
has harmonised modern medicine and spiritual beigiough it is not a priority in safeguarding thght to
health and at times, the spiritual strategies aamflict with the treatment proposed by biomedicities
dialogue between the medical staff and religioasiégs is very important.

Some interviewees were very critical of the behawiof the religious leaders, because in their

opinion they promote an exclusive and integraligiraach.

There are priests who say, “If you want to get wadluare well, but if you don't... you will not get well”. So
everything depends on the will of the sick perddéaw, while it is true that the psychological sitioat of the
sick person is important, that is obvious, butteahe point where they will get well without tagimedicines.

| have an Egyptian friend and there are some Nigsrivho came to her house, to pray, to read thedeBos
She had tuberculosis, she was dying, and theyheid “If you want to get well, you will.” And whethis
friend of mine died, the answer they gave me w¢e ‘knew she would die... because she did not want to
live.” (Amira, 50 years old, Egypt).

578 D_J. Smith,Youth Sin and Sex in Nigeria: Christianity and Hiv/Aidslated Beliefs and Behaviour among Rural-urban Mids in
«Culture, Health, Sexuality», vol. 6, 2004, npages 425-437
379 On the role that the Pentacostal religion andathes play in responding to the crisis of belondinked to migration, amongst Nigerians
in Torino see also: .P Cingolani,Coming fromNaija to Torino: esperienze nigeriane di immigramoe di fedein Piu di un sud. Studi
antropologici sullimmigrazione a Torinced. P. Sacchi and P. Viazzo, Milano, Franco Angel03, pages 120-154.
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The treatments can be very lengthy and requir@la dhegree of awareness and acceptation. One
instrument that has been elaborated and proposeidetgatients, in the case of a positive respoose t
screening, is the help of a psychologist. Neveetbglthis form of assistance is not always accepjdtie
patients, because they see it as an excessivelgahtric approach. For some of the interviewegsribt a

psychologist that is needed, but rather spiritattidrs and a community of friends.

It is necessary to know the person, then you clq t@u try to understand whether the person needs
psychologist or not. There is no universal rulecBese often, at least the Nigerians and other @iscdon’t
need the psychologist, they need a cultural fatheychology, even with all its specialisations azrimelp. In
my opinion, in these cases, it is necessary totpatperson in contact with a group where they feel
comfortable. In the sense that it is better to@thts church or that association where they feéloane. And

in effect, | have seen that they go and they feeldg they feel at home. (Nigerian cultural mediafemedeo

di Savoia Hospital).

The question of the cultural acceptability of theedse and the treatments is also closely linked to
the question of cultural mediation, to the profesal preparation and the skills brought into plenythis
healthcare field more than in others, it was cthat the presence of mediators from the same aliitmoup
as the patient could create considerable awkwasdmather than facilitating the dialogue. Peoplendb
always want to meet a figure from “within” theirrmmunity, because they fear they will be judged ripra

and above all, they fear that the secret of thegabe will be betrayed.

At first, | didn’t want the mediator because | abwinly tell the important things directly to thelyadoctor, the
doctor understood English and | understood ItalEmat other Nigerian woman made me feel like it \was
examination. And then, the world here is small s could assure me that outside the hospital shddm't

talk to others about me? It's better to tell myaa# to an Italian rather than to someone from mymunity.

It would also be all right to talk to an Egyptiarediator, who can speak ltalian, but not to a Nayerbne,
absolutely not. (Beauty, 35 years old, Nigeria).

Despite considering all these criticalities, it ilmportant to emphasise that all the patients
interviewed, once the difficulties of access anel ¢hltural obstacles were overcome, showed a hegineg
of satisfaction for the quality of the servicesaiwed and for the relationship they built with tmedical
staff. One of the most significant stories is tbbAlima, a Moroccan woman of thirty-four years olgho
has had tuberculosis since she was seventeen. lochtothe disease had not revealed particularliento
symptoms, but then, as the situation worsenedPi® 2t became necessary for her to join her paramts
siblings who had been living in Torino for some déinbue to a crisis, her father took her to the AgfEan
important Torino hospital and there she was serd &pecialist clinic. The tuberculosis diagnosed wa
lymphoid, with intermittent and unforeseeable syonpd, and it required treatment for much longer tihamn
foreseen for respiratory tuberculosis. In Italye tlisease had compromised Alima’s capacity for izjag
her days independently, preventing her, for exampten holding down a regular job. After she mes th
personnel at the clinic, she became progressivelgrimdependent, for example, renouncing the miediat
of her father during the appointments. Throughbet¢ourse of her iliness, she has never had conittt
her GP; the principle reference point is the pamsbat the clinic. Only the family know about hasehse
and Alima has never spoken of it with people froen dountry of origin, showing a profound social rslea
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she has built a strong relationship of trust with tedical staff and with the Arabic mediator dmd has

made it possible to carry out the treatment effittje
5. An integrated approach to sickness in foreign mmthe

As we have seen the infectious diseases represerea of particular complexity since the people
who suffer from them often suffer also from mukigbrms of discrimination. These forms of discriation
are linked to the characteristics of the diseasicult to identify and strongly stigmatized, tbe subjective
characteristics of the patient, often bearers oibua fragilities, and to the characteristics ofiabcontexts
and material conditions of life. The interventicdwssafeguard the right to health of these patiehtsuld
adopt an integrated approach that considers aéthspects.

One of the cases in which multiple discriminatisrstrongest is that of HIV positive mothers who
find that they must face two courses in paralledt tof the illness and that of maternity, in coiwtis of
considerable personal, family and social fragilithese women are, in part Italian, and come froenwtbrld
of drug addiction, but the majority are immigraraften irregular, who have contracted the virususdy.
The transmission from mother to child of the HIMus occurs in 15-20% of cases, a percentage that
increases to 30% if the mother breastfeeds. Thamlspecific interventions, that is the administratiof
medicines during pregnancy, caesarean section\aidirg breastfeeding, this rate of transmission ba
reduced to 2%. In order to attain these objectiiess important to facilitate access to the hezdtie
structures and to support the correct antiretrbtirarapies. The right to have a serene materhay does
not put the baby’'s health at risk is often comps®diby the socio-economic difficulties of the women

In order to respond to these problems since the 3@@0 OIRM-Sant’Anna Hospital, the regional
centre for HIV in obstetrics, gynaecology and pagds, in cooperation with the Amedeo di Savoia
Hospital for infectious diseases and Gruppo Abelg Ibeen running a programme for integrated assistan
calledMamma+ This project is based on the awareness thatrierato safeguard and protect the mother-
child couple correct healthcare is necessary toovemthe social and cultural obstacles that risk
compromising attainment of the health objecti¥8.”

The project was presented to the council departfieeritealth (Assessorato alla tutela della salute e
sanita) of the Regione Piemonte, and has receivadirfig from the national health fund in favour efgons
affected by HIV/AIDS. This project, as shown in yimus studie¥”, is based on contributions renewed
annually, but cut by 50% in 2012; this reductiors ladfected the number of working hours of the docia
workers and the contributions for ordinary expensethe mothers, such as help with rent or the obst
medicines.

Each intervention lasts between twelve and eighteenths and is developed by taking charge of the
pregnant mother until the child is one year of aydirst phase is during the pregnancy and involthes

personnel of the obstetric gynaecological clirtie, social worker at the Sant’Anna Hospital andetthecator

380 Regione Piemonte, Assessorato alla tutela deligesal sanita, Ufficio DipendenzeA&ds, Mamma+. Progetto di assistenza integrata alle
donne gravide HIV+ e alla coppia mammaambino. Sette anni di attivita e prospettive fat@uneo, Edizioni Publiedit, 2008, page 7.
31, Biglino and A. OlmoHealth as a fundamental right: a study on migratiod healthcare in Turimp. cit., page 88.
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at Gruppo Abele. A second phase, after the birtthe@faby, involves the personnel and the sociakevaat
the department of infectious diseases at OIRM dm @ducator at Gruppo Abele. All these figures
accompany first the mother, then the mother andctiiel, in a course of social-health integratiorithw
appointments at the clinic and home visits. Thehogblogy is based on teamwork, with monthly meeting
and the supervision of the educational unit atdhiéd psychology unit of OIRM. The initial work dhe
group was integrated in time with other professiofigures with specific skills, such as the
ethnopsychiatrists from Centro frantz Fanon fonsraltural psychological assistance, lawyers fgalle
matters regarding documents and work-related nsafitetthe professional inclusion of the women.

Over the years, there have been important changd#s megard to the social-demographic
characteristics of the users. In the first yearthefproject, the women were mainly Italian wittpesience
of drug addiction, either previous or ongoing, 76%the cases, while in recent years the majorityhef
women have been foreigners, 90% in 2012, with tidas contracted almost exclusively through sexual
relations. At first, the number of women who, havfound out about the infection, decided to corgimith
the pregnancy was very low: in 1989 there were thas ten births in the city each year. Trust ia th
efficacy of the treatment, promoted also by thegmtp has meant that many women have decided ® giv
birth, with more than thirty cases in 2005. Theefgn women involved are mainly of sub-Saharan origi
without a residence permit, who live in conditiook strong isolation and social marginalization, hwit
families far away, often without a partner, withatidble employment and with precarious and poandiv

conditions. The words of an educator involved i phogramme summarise this complexity well.

The objective of the project, apart from the slyichedical one, is to activate a support networkhia widest
sense. The right to health of mother and childuargnteed only if we can satisfy a whole seriesther
conditions. For this reason, we accompany the mstheith psychological support for her personadnd
with help in the management of the child, throudacement at nursery school, in some cases with the
assistance of the child psychologist, help withdiftg work and support for the first year with ewday
expenses, such as rent. In the first six monthes Niational Health Service guarantees powdered fuoillall
mothers with pathologies that risk infecting th@d:hAfter this period the contribution ends and gy both
the milk and the nappies, reimbursing the recdis the pharmacies, we also help with food throtigh
food bank. Also from the point of view of work, tls#uation is dramatic: the women, when they hayeba
lose it because they are pregnant and after titie thiey find it difficult to find another job. Sonmveork on the
streets as prostitutes, we don’t know whether dftemirth they continue, and only a few of them imwvolved
in service cooperatives, some work as cleanersamrs. One example is that of an HIV positive Nier
woman with three children, after the birth of thed child she lost her job: she was behind ten timon her
mortgage and was about to be evicted. The compamyverked for had a call centre that went bankriinetn
she took out a VAT number, but she has a debtffBeuro to cancel it. The fact that she had a Visiber
meant that this family was not considered by thmllsocial services to be in a situation of neee &
desperately trying to find a way to cushion theeet§ of this situation, because this woman wilhbeneless,
jobless and with all the expenses for the childrefhe final aim is to guarantee health and indepeoelgt is
not easy to become a mother nowadays and evensudfeyou are a foreigner and sick! (Educator fritra
projectMamma-+).

The portrait of the persons assisted by the praact again illustrates a number of the problems
that emerged from the interviews with other paiemith infectious diseases, here aggravated bfatitehat
the patients are women with young children. Inftree months of the child’s life, these women mieste
profound solitude. Often they do not share withaargy except the doctors and the educators, thaithhe

situation and this makes the appointments for tasgie even more complex. The networking is partial
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because it cannot include and valorise the relatimsources from the community of origin of thessmen.
The situation is even more complex when the paithaot present, or if present is not aware ofdfage of
health of the woman and the child.

The story that Queen tells is particularly meanihgQueen is a Nigerian woman aged forty, an Edo
born in Benin City, in the southeast of Nigeriadate grew up in the city of Lagos. In Nigeria, sfwked
as a dressmaker until 2000, when she had to emighae¢ to the economic crisis, above all to help her
younger brother and sister. In 2006, she obtainesgalar work contract with a cooperative that otz
campers and a residence permit. She kept thisrtb2009, when she was dismissed. In 2007, Quegath
a relationship with a Nigerian man, becoming pregreice and aborting both times. In 2009, at thedt
pregnancy, despite the fact that her companiomdicagree, Queen decided to keep the child, buingme
left. During the medical appointments for this pragcy, Queen discovered that she was HIV positie a
was sent to the Sant’Anna clinic and to the AmedieSavoia Hospital clinic for infectious diseas@fter
careful evaluation, she agreed to join the projdetmma+ the educator accompanied Queen to the
appointments and mediated in both hospital contéxtaddition to putting her into contact with theeal
social worker. Queen refused the presence of aridigeultural mediator, because she said she had no
problems understanding Italian. The health sitmatvorsened rapidly: during the pregnancy Queenddst
of weight, falling from 80 to 56 kilos, she refustmbd and was forced to spend long periods in hakspi
where she was fed through a drip and given a staoigetroviral therapy. Her daughter was born feifin
through caesarean section, without becoming infecéer the birth, Queen was assisted for anotbar.
With the birth of the child, the socio-economiauaiion worsened and Queen lost her home. Thankweto
intermediation of the educator, she was takenantesidence for mothers and children in difficuldy.the
age of four months, the child was placed at a myrsehool and in the same period, Queen attaingdri
bursary in a large tailor shop, thanks to whichshe able to pay the rent for a private apartmeater she
applied for and was granted an apartment in counaeiking, with a welfare benefit of €90 to help pag
rent. At present Queen has lost the benefit amghisng for an answer from the Ufficio Pio, Comp&gSan
Paolo (corporate social assistance). She meetdaiheexpenses, for herself and for the child, ksato the

small income from dressmaking work that she dofesrnmally at her home. This is where | met her.

| really wanted this child, that is why | calledri#glessing. My companion did not want a baby arat th why
| left him. He lived off me; he did nothing. Menmbwant to take responsibility. | worked, even whewas

pregnant, and my companion did nothing, absolutething and it is also for this reason that | neteddl him
about my iIInessffbpg@qsgqnngy he wasn’t on mg. sVithout Maria, the educator, | would never have- { commento [KMC7]: Come
managed. She is like the father and | am the mdétndBlessing, that's what | always say [...] The tws also sopra.

told me that my daughter is a miracle! It's notyettsraise a daughter alone, but God also helpa toe God

says we must forgive and let things go, and natktlsibout the difficulties. To cure myself | alsett other

things, | used a root that | paid €6,000 for, tkent it to me from Nigeria, but it was no use. Forillness,

only Italian medicine was any use, and prayer. Namn at peace with myself and with my illness. (Que

forty years old, Nigeria).

In Queen’s story, we find a number of interestingments; first, there is the strong desire for
motherhood, pursued alone and in the total abseittee paternal figure, substituted, in Queen’sdspby
the educator of the project. The network formedHhwsy operators of the various services has beemtégdse
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for the health dimension and for the working sitt for finding a home and for the education & thild.
The infection is a constant element in the backgdpouvhich re-emerges strongly in the most critical
moments, but with which Queen has learned to Ewedying at an intimate acceptance. This has oecurr
thanks to the combination of practical support frira social and healthcare operators of the pra@edt
from an emotional and spiritual support from hdthfaStories such as this one show the importafiano
approach to the health of the migrants that islinoted to guaranteeing the right to health, bgoairies to
involve the wider social sphere.

Chapter Six

Intercultural mediation and training

1. Mediation and interculturality

During the two phases of the research, intercdllmediation emerged as an essential resource in
safeguarding the migrants’ right to health. The omtgince of this instrument was highlighted by btita
operators and the users who have encounteredrfisspional figure while in Italy; nonetheless,réhare
still criticalities that put this figure at risk drthere is still not sufficient clarity about thesponsibilities and
the role of the intercultural mediators.

The word “mediation” derives from the Latmediatio, énis and is linked to the worchedius“in
the middle, central”, but also to “intermediatednibiguous”, “neutral”; it is, therefore, a conc#t opens

up a vast semantic horizon. To mediate refers éodbnstruction of meeting points between opposing
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positions; to the art of conciliating divergent deen a creative manner; to the possibility of gatieg
relations between the parties and finding compremtbat, in some way, can meet the various expauasat
to the capacity for maintaining a neutral positioieally equidistant between those for whom theiatedis
acting, accepting the ambiguity intrinsic in thire@arious balancing game.

Although other names have been given to intercalltorediation, nowadays this term is the most
widely used and the most appropriate, since it exsigks the possibility of dialogue and reciprozahange
between people from different cultures. The conasptf of ‘mediation’ calls on a relational andiff idea
of identity and a dynamic notion of culture, se@t a&s a reified, static entity with well-definedrders, but
as a social construct, “a system of inherited cpteexpressed in symbolic forms through which men

communicate, perpetuate and develop their knowledhgetheir attitude”, to quote a definition formigid

seeing these as open systems of operative knowldddedirect the actions and that can be modified,

possibile inserire la citazione

Commento [KMC8]: Se
originale.

allowing the subjects to attribute a sense to aadya reality and adapt to change. Cultures, in advo

increasingly characterised by mobility, can alseeen as transnational entities, “structures ofningathat

travel on networks of social communication not reyi situated in any single territory”. i /W e ‘
,,,,,,,,,,,,,, - sopra.

The concept of “interculturality”, nonetheless, nbe problematized in the light of historical and
political circumstances that condition relationshijetween countries and between cultures. Inaetmust
not forget that the meeting between the migrant$ #e host society is not equal, nor neutral: it is
intrinsically asymmetrical and is conditioned bystbrical inequalities in the distribution of theolbél
resources, by the migratory policies and by theadyios of power. The inclusion of the migrant oftecurs
in conditions of “subordinate integration” and fawnditions of cohabitation are not always guaraghté\s
the sociologist Giovanna Ceccattelli Gurrieri statéhe conceptualisation and the experience dfurall
mediation forces us to reflect on conditions tHaivaus to approach others; the different from elwss,
and, inevitably, leads to the construction of actete relation with the gap, the difference, th@rewhich,
after all, we believe they bring with theffi*

Intercultural mediation is first a communicativeopess that finds its basis in dialogue. It is a
complex instrument that has been developed in kalge the early nineties, in concomitance with the
growing migratory flows, which made interaction kvitnigrants from linguistic, cultural, geographieeid
social situations with which the operators are miliar occurrences that are more common.
Misunderstandings and conflicts are inevitably rife fields often highly bureaucratic and frequently

characterized by a strong structural rigidity.

382 C. Geertz,The Interpretation of CulturesNew York, Basic Books, 1973, ltalian translatidnterpretazione di cultureBologna, Il
Mulino, 1998, page 113.

%83, HannerzCultural Complexity: Studies in the Social Orgatiza of Meaning New York, Columbia University Press, 1992, Italia
translationlLa complessita culturale. L'organizzazione socidd significatg Bologna, Il Mulino, 1998.

384G, Ceccattelli GurrieriMediare culture. Nuove professioni tra comunicaeiennterventpRoma, Carocci, 2003, page 27.
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The presence of “others” — the foreigners — begaim¢rease during that period and the more
attentive operators became aware of the limithefconsolidated procedures and their own skille fided
to train figures capable of acting as linguistidtatal mediators during the first phases of recepif the

migrants and later in other situations, such ah#ath and welfare fields, was evident.

We took the course in 1996-97 and then we did ternship at the Amedeo di Savoia Hospital, whes#lll
work, and at Sant’Anna and Regina Margherita hafpitThere was a great need for mediators, prélgtica
anywhere you did an internship, they took you derafards. At that time there was no one to tell wiat to
do, because mediators did not exist, to some exteninvented the job. We were linked to the soaiatkers
at first. In some hospitals these two offices aitetsgether, but in others we are linked to thébc Relations
Office, for example at the Molinette Hospital itliise that. (Albanian cultural mediatSPf’.

The intercultural mediator, already present in ptheropean countries that had faced the migratory
phenomena, had been an efficacious instrumensporeling to the challenges posed by the new uBbes.
private social associations and the local admatistns had in fact activated this figure at an iinfal level
even before it was announced for the first timaatonal level, thanks to the Law N. 40, March 1998,
known as the Turco-Napolitano Law.

The role of intercultural mediator is also foresegnArticles 38 and 42 of D. Lgs, N. 286, July"25
1998 (TUI immigrazione). Article 38 refers to théueation of foreigners and intercultural educatonl at
paragraph 7, letter b) foresees the adoption dfeféa for recognizing educational qualificationsdastudies
carried out in the country of origin, for the puspoof placement in schools, and the criteria aadtbthods
for communication with the families of foreign plgjialso through qualified cultural mediators”. ible 42,

relating to the measures of social integrationctaththe Turco-Napolitano law and established that:

The State, the regions, the provinces andctreunj within their specific responsibilities throughageeration
with associations of foreigners and with the orgations working stably in their favour, and in ceogtion
with the authorities or the public and private tesdin the countries of origin, shall favour:

d) conventions with associations regularly regeferas per paragraph 2, for employment within their
structures of foreigners who hold a residence peomivisa for not less than two years, as inteuralt
mediators in order to facilitate relations betwebe administrative units and the foreigners beloggio
various ethnic, national, linguistic and religiay®ups.

Intercultural mediation is therefore included inetlyeneral framework of the measures that
encourage social integration and is closely linkedhe world of associationism amongst the migrants
which we will discuss in the next chapter. The aidsited legislation establishes minimum requisftas
working as a mediator and proposes an initial dperaector — that of the public administrationut Hoes

not describe the training procedures, or defingdtiies, the skills or the role of these new figtie

385 |n this chapter, the mediators interviewed will dugoted with reference only to their nationalityid choice, which differs from the
method used in other chapters in the volume, isvatetd by two factors. In the first place, whiledther parts of the research the mediators
are called on as privileged observers or operatopsirticular services, in this part we asked thertell us about their own experiences. We
have therefore decided to quote the interviewsgugemeric references, to safeguard their anonyi@igondly, during the research we have
noticed that, in the majority of cases, the med#atiperate in more than one situation and theyllysteport working as mediators in a
variety of contexts during their professional liv8® ascribe them to a single service would theeefoe a stretch, in particular when
speaking of transverse themes such as trainingearole of this professional figure.

%6 The TUI (consolidated legislation) remains theapipal legislative reference at national level.
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At regional level the regulations that govern teeognition of the intercultural mediators varies
considerably. In the Regione Piemonte, the pradessiprofile of the intercultural mediator is edisited by
the Determination N. 399/2000 “New standard denatiins of the Regional direction for professional

training and work”, according to which:

The intercultural mediator carries out activitidsliaison between foreign cultures and the local aational
structures, the services and the institutions, emng to give responses to the needs for integradf the
immigrants. They work at the structures and sesyibeth public and private (ASL, hospitals, clinisshools,
reception homes, social and welfare centres, psigomblic offices whether state-run or local auitlypr They
cooperate with the operators of the public and gbeivservices, assisting them in their activitiesl an
participating in the planning of interventions irder to guarantee their efficacy. The students bellable to
finalize the professional skills acquired in ordemprovide their professional services to the abpulic and
private subjects, also promoting with other stuge¢hé constitution of a service coopera%ﬁe

In Piemonte, both public and private training cesrshat grant a qualification for working as a
mediator in the public sector are available, nosles there is no deontological code regulating the
profession and there is no professional roll orfiedi register of the mediators. In effect, therens
uniformity in the training courses: some of the m&ats have followed unrecognized courses or have
trained in the field. Many of the mediators haverdversity degree from their country of origin, whj
however, is rarely recognized in Italy.

So, who are the mediators? Where do they operatevaat are their specific functions? What are
the aims of their interventions? What trainingeéguired and what should the professional profite Wéat
contractual profile should they come under and fictv fields should they operate? What responsyili
they have towards the structure or institution #maploys them and towards the foreign users? Shbeld
mediators have a function of advocacy, becomingegmersons for the demands and needs of the nigrant
or should they be neutral? How is it possible targatee the correctness of the mediation? Thesenang
other questions have guided research at nationkteggional level, in attempts to map the existitigasion,
to give coordinates for analysis and propose elésrfen the definition of a shared theoretical apérative
framework.

In fact, in 1999, the Organismo Nazionale di Cooadiento per le Politiche di Integrazione Sociale
dei Cittadini Stranieri (ONC — national body foroedinating policies for social integration of fogaers) of
the Consiglio Nazionale dell'economia e del lav@BNEL — national council for economics and labae)
up a workgroup that drew up a document summarisiagnost significant experiences of training anakwo
for intercultural mediators during the ninetiesthin private social associations and public bodietocal
level. This document starts from the concept obdmation seen as “The progressive acquisition of

citizenship through a process of non-discriminatiand inclusion of the differences, therefore of

%7 Direzione regionale Formazione Professionale-Lav&eitore standard formativieterminazione N. 399/200, Nuove denominazioni
standard(amendments to Dgr N. 184-2323/1995, enacting regilaw N. 63/1995).
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contamination and experimentation of new formsesétionship and behaviour, in the constant attetmpt
hold together universal principles and particutags®®

The document was later updated in 2009, in anealtsocial-political scenario, characterized by a
high level of conflictuality and increased xenopitagbwhich was manifesting itself in Italy and other
European countries. The emphasis consequentlyeghifd cohabitation and the principles of equal
opportunities, active participation and intercuatity®®°.

In the same year, the document “Riconoscimentoadéljura professionale del mediatore
interculturale” (recognition of the professionagidire of the intercultural mediator) was approvedthy
State-region conference. The document mentioned fied to realize coherent, integrated governance
between state, regions, independent provinces ecal bhuthorities on matters of foreign immigration”
confirming the competence of the regions in theaacé intercultural mediation and validating the
professional standard for the intercultural med#itd In this document, the role of mediation as a meof
integration was also recognized. while in the nesethe main purpose of intercultural mediation w@as
facilitate the first reception of the migrants, ifé@ting access to the public services, as theratayy
projects stabilized and the number of family reigations increased, it became essential to worlatds/
greater social cohesion and long-term placemettitsirvarious areas of daily life.

At regional level it is worth mentioning the volurReomuovere la ndiazione culturale in Piemonte.
La valutazione di una politica regionale per difttare la mediazione culturale nelle amministrazipabbliche
piemoresi (Promoting cultural mediation in Piemorit&which, as the title suggests describes and ewsuat
the process of enacting a regional policy stane®002 and finalized in promoting intercultural rizgibn.

The interest in this report is twofold: on the drand, it paints an overall picture of the Piemoatgituation
during the period in question; on the other it iifégs the criticalities that the decision-makingpgess did
not consider when implementing the policies disedsén the volume. The offer of mediation was
fragmented and the authors felt that the mediasienvices were generally insufficient and that imso
situations there was an unexpressed need for rm@didMany of the people interviewed felt that the
financial resources currently available were verychinferior to the sums need to fulfil the demdad
mediation within the administration&®®

These difficulties (as we will explain in the nedragraphs) still persist to some extent. In recent
years, however, awareness of the importance afcinteral mediation has grown and new initiativesé

been set up to spread and valorise these profesdignres. Important work in this direction hasehe

388 Consiglio nazionale del’economia e del lavoro, &ngmo nazionale di coordinamento per le politidhéntegrazione sociale degli
stranieri,  Politiche per la mediazione culturale, formazione ed impiego dei mediatori culturali 2009,
http://www.cnel.it/271?shadow_docuntenaltri_organismi=3010.
389 Consiglio nazionale dell'economia e del lavoro, @gmo nazionale di coordinamento per le politidhéntegrazione sociale degli
stranieri, Mediazione e mediatori interculturali: indicazioni operative 2009,
http://www.cnel.it/271?shadow_documento_altri_oigam=3366.
390 Conferenza delle Regioni e delle Province AutonoRiepnoscimento della figura profésnale del mediatore intercultural®ome, April
8th 20009.
391 E. Allasino et al,Promuovere la mediazione culturale in Piemonte. iatutazione di una politica regionale per diffondela mediazione
culturale nelle amministrazioni pubbliche p¥ntesj Torino, Ires, 2006
%92 |bidem,page 20.
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carried out by the multi-ethnic association of intdtural mediators, Amm, born in Torino in 2005, on
the initiative of a group of intercultural mediatarith the aim of valorising and promoting theiofassion
and encouraging, thanks to the association, safdguar the rights of the migrants, their integoatiand
their active participation. This association hastdbuted to giving a voice to the mediators thelres and

is a professional reference point and interloctdothe public institutions and other associations.
2. The cultural mediators in the healthcare sector

The effective presence of the migrants has madedessary to rethink the model of healthcare
provided by the National Health Service, which hasl to deal with new needs and new problematics.
Intercultural mediation has been a fundamentalusoin the process of reorganization of the ses/end
has, even today, an important role in safeguarttiagnigrants’ right to health. As we will try toalu in this
paragraph, the role of the mediator is not limitedhe task of facilitating access to healthcarenaking
health education for the communities pos§?6]dn addition to these two areas, mentioned inrthgonal
health plan 2006-2088, this figure also has considerable organizatiomgbortance, contributes to
education regarding the right to health and is m&sein the clinical sector and in planning inthiees for
migrants.

The mediators who operate in the health and weHactors in Torino are generally foreigners who
have personally faced the difficulties of the migrg experience and who, precisely for this reasqart
from knowing the language and culture of their doumf origin, have experience and skills acquined
Italy, thanks to interaction and integration withetnew reality. It is therefore a question of aware
participation that allows them to develop a knowleable approach to the problems and the obstdwés t
the migrants encounter, conscious of their right$ sensitive to the process of inclusion in theéetgdhey

have joined.

When we speak of cultural or intercultural mediafia is often not so much a case of mediatingdhléural
situation of your area, so much as mediating ttumgon of that immigrant who perhaps does not reakieme,
who is in a new country and must relate... often ftbie point of view there is not much differencevibeen
an African and an Asian person. (Nigerian cultimadiator, Amedeo di Savoia Hospital).

Many mediators describe their role using the meiapii a bridge “linking two worlds” and which
“helps thoughts to move from one shore to anoths”’Roberto Beneduce says, starting from the eapee

of the Centro Frantz Fanon:

The metaphor that could be suitable for describinggeneral, the role of the mediator is perha tf a
bridge that must be incessantly crossed in ordeertsure a satisfactory exchange between members of

393 For more information consult the association wietisiip://www.mediatorinterculturale. it

394 Other mentions of the educational role of theuralt mediators can be found liinee guida destinate alle figure professionali sanitarie
nonché ad altre figure che operano con le comuditimmigrati provenienti da paesi dove sono effgigue pratiche di mutilazione genitale fem-
minile per realizzare una attivita di prevenzioassistenza e riabilitazione delle donne e delenbine gia sottoposte a tali pratiche (art. 4 legg
n. 7 del 2006yel Ministero della salute, Direzione generalealplievenzione sanitaria, which deals with trairohthe professional figures,

such as cultural mediators, who operate with theroanities of immigrants from countries with resoigstraditions.

3% talian Ministry of HealthPiano sanitaria nazionale 2006-2008age 78.
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different cultures, between distinct logics andrespntations of health and treatment, betweenndisti
universes of thoug?ﬁe.

The first and best-known task of the mediator mguiistic interpretation or translation, as the
Lebanese mediator Kassida Kairallah explains, sitnot a literal translation”, although it is a Fdiil
translation that maintains the content, at the s@ame setting in motion a process of bi-directional
interpretation, which not only facilitates recipabcinderstanding, but also aims to facilitate #latronship.
“Unfortunately, the role of mediator is not wellfiteed and there is no national roll or deontologiwade
that allows us to set out our skills. At times we eonsidered interpreters, but this is not thel kihwork for
which we are trained.”

Using the mother tongue does not mean limiting camioation to this vehicle. The patients may
prefer to express themselves in Italian, in theglege of the operators. The role of the mediatohisicase
is to offer support that does not “confine” the eathin their diversity, but that facilitates the ldigue,
creating a relational situation that encouragesstsdial continuity and improves the quality ofeth
therapeutic relationship. The sharing of the motbague creates a situation of proximity and trustich
allows the mediator to access content that woulgrbeluded also in the presence of a basic competen

Italian, as a mediator who works in the motheretFigld explained.

For the parents it is very difficult to work withe Italian psychologist, in the sense that althotingly speak
good ltalian, they can only express themselvesdertin extent. You have to talk about yourselfefi there

is the painful part. Certainly, the presence ofediator is fundamental for the linguistic part, ot only...

and it is all a question of entwined experiencedyitis, customs, and cultural codes, that the pemrsayn even
have difficulty expressing. With the help of anatheerson, this becomes possible. (Romanian cultural
mediator).

As mentioned in the second chapter, the commurealifficulties are amongst the most important
problems faced by the patients and operators amé aerious obstacle to safeguarding the righesdtin
These difficulties lead, in domino fashion, to aie® of negative consequences that have reperassaio
various levels and which affect the accessibilitg quality and the acceptability of the healthvisers. As
we have documented, non-verbal communication, agthoimportant, cannot replace the possibility of
having a common linguistic terrain, nor does itrdett from the importance of the presence of theiated
Finally, proxemics and gestures are not univeesajliages, but change their meaning significantijpfone

context to another.

At times, the doctors are confused because thethsegatient nod, when they ask “did you unders?amand
the patient nods... so, obviously, they think theg aaying “yes, | understand”, but for Orientalsjsita

guestion of courtesy to say yes to a question, évémey have not understood, they will never sap™
(Chinese cultural mediator).

In addition to the language, the mediator mustyfulhderstand the cultural context of the

geographical area of reference, which largely deitezs the semantic background of the words. Theegn

39 R. BeneduceFrontiere dell'identita e della memoria. Etnopsiahia e migrazioni in urmondo creolp Milano, Franco Angeli, 2004, page
235.
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of culture, nonetheless, must be treated cautiodgte patients rarely express explicitly culturaleds.
When they exist, the cultural differences are prebabove all in an implicit manner and may ateply a
degree of relationship and awareness that it i:lnays possible to reach. The category “cultuirefact, is
more often used by the operators than by the gatiend is often called upon to explain problematic
situations or attitudes that are not usually pregertalian patients. On many occasions, this tenasks
stereotypes and is used inapriori and acritical manner.

A critical consideration of the concept of cultwed its application to intercultural mediation has
been matured above all in the field of ethnopsychiawhich starts from the consideration that the
gnoseological categories, the aetiologies, theaffeartic techniques and the forms of suffering euestl to
the historical-cultural setting. An in-depth undargling of the cultural reality from which the gatis come
allows exploration of the way they articulate thpgychic reality and their cultural reality and reakit
possible to seek the roots of the processes oifis@mce that make a symptom, a discomfort, a kedge, a

treatment intelligible.

With regard to the mediation service, | often fih@t | must choose the new mediators by geograpariea
and we realize that it is not easy to work in tegghmological-clinical field. In my opinion, this the place of
the cultural mediator. Where you meet the cultaspect in the most frequent, permanent and cldar-cu
manner. Where you are called upon to use the allpart. While an intercultural mediator who [...] ke as

an interpreter in a court is quite different (Romaancultural mediator).

The mediators who work in this field must deal witifurther level of complexity, which makes
them part of the therapeutic itinerary as subjeaizable of acting as “guides” in the use of theucalto
generate change. In this last sense, the mediatonties a constitutive element of the therapeutice’.

Also in other areas, the role of the mediator iegkn active participation in the assistential seur
and, in some cases, involves the practical, operaéisponsibility that goes beyond the tasks Btrictked
to mediation. The presence of the mediator cortbto creating a relationship with a greater sytryrteat

encourages sharing of the treatment and the congglia

The responsibility of assisting Arab women who halféiculty with the Italian language and encouragi

them to attend the appointments, both prenatalpmsthatal — such as appointments with the paediiri

with the gynaecologist for the prescription of aattaceptive pill compatible with breastfeeding aottier

things, is mine. | am convinced that our preserage lenefit the work or the doctors and nurses. Witthe

mediators, many operators would find it difficult treate a “therapeutic contract”, to share objesti to

receive informed consent and continue the intefoasf actively involving the patients, making thaot only

adherent, but also aware and in agreement withrésments proposed. For us, on the other hansl,ighi
possible because the women trust us. (Moroccauarellnediator).

The mediator facilitates the interaction with tloedl resources and specific associations from the
country of origin of the migrant, contributing teareating the bonds that can support them in tiofes
difficulty and, in certain cases, play a therapeutle. Overall, we can state that the mediator &as
fundamental role to play in facilitating the comnaation at various levels and constructing a retsl

framework within which the specific health problean be treated.

397 bidem pages 241-243.
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At times, a person arrives with a headache and¢beyonly speak a few words of Italian, or theylaxpwith
gestures, you as the operator do your job; you tjigen paracetamol and you send them home, but nthgbe
headache was just part of the problem and there many other things that they didn’t want to telly.. so
you haven't solved the problem and you may not eealize it. So there is something more that wedmrwe
can listen. (Jordanian cultural mediator.)

Sharing a language, a cultural origin and, abolete asperities of the migratory experience opens
the way for a relationship based on trust and desg, which allows greater attention to the speniieds of

each user.

| try to be near them, | give advice also on thsidaf their needs, their history. They confideria. At times,
a woman will not dare to speak of a discomfort @rablem with others. At times, a woman has to ctree
to give birth and she has no one to leave the athiddren with. At times, | have to deal with womeith a
low level of education, they don’t understand tleason for certain specialist tests and | try top$iy
(Moroccan cultural mediator).

In many situations, the mediator fully understatits regulations and the procedures for applying
for specific rights and offers practical help t@ tpatient in navigating a healthcare system thabisuser

friendly.

| don’t only look after Albanese patients, but atsber people who speak the language, because dhere
many bureaucratic procedures and no one knowsathéadr the foreigners... the clerks, the secretarigbey
all call us, almost none of the Italian clerks kisaWe rules, and the laws change continually, serméhpatient
arrives with an irregular situation, they call @metimes | accompany Nigerian patients, sometiniedp
them with the admission procedures, because they Keow the hospital, they don’t know where to @o
we explain to the patient how to get an ISI codmsdoise there are a lot of people who have beerfdresex
years and they have never applied for an ISI c@deen you are both foreigners, you feel closer. \lge a
came here without being able to speak the langyadfsanese cultural mediator).

A fundamental task of the mediators is to recehesibformed consent of the patients and, in some
cases, to explain theonceptof informed consent, which is unfamiliar to mangtipnts. This task is
particularly delicate, due to its legal implicatiorand should be further investigated. Finally,rtrediator is
a fundamental support in planning the interventiding initiatives that are rooted in the territemg in fact
characterized by the participative and continuaiwesence of mediators in whom the patients plhe# t

trust and who have in-depth knowledge of the pmoklef a community.

3. Obstacles and problems to be resolved

Around the figure of the intercultural mediatoreté are still many unsolved problems that were
already examined in the first phase of the resé&@rochmongst these, we recall in particular the friagiof
the profession of the mediators, which has insigfficformal recognition. Moreover, as already stateon-
EU citizens cannot be engaged as public employekigh further limits the contractual power and the

employment stability of the mediators. There ailt siany deficiencies for those who must work ireth

3% |, Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in Turirpp. cit. pages 101-110.
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healthcare sector and need specialised, recogrjmetify training. This need is now the objectmterest at
national level, thanks to the PASS programme (Pmiome dell’accesso della popolazione immigrate ai
servizi sociosanitari), coordinated by Inmp , whidncluded in 2010, and which included a theorktica
practical course for linguistic-cultural mediatadseady working in the field, in cooperation witbrty local
health authorities throughout the country. In Torithe San Giovanni Battista and Molinette hospitabk
part, in the role of regional leader, with the llokaalth authority ASL TO3. This course was thstfstep
towards the specialization of those who work in liealthcare sector, but has not fully met the rfeed
training and even today an adequate local respgortbe needs of the hospitals and the mediatorasélkves

is lacking.

There is still a tendency amongst the servicesotitsource the activities, rather than setting up
specific services using employe&s” While the associations in the private social seténd to establish
working relationships with individual mediators, imaining a lasting relationship with them the nrajo
structures use a system based on short-term ctswith cooperatives and associations. The mecimaofs
short-term contracts leads to the risk of encom@agi logic that prefers cost reductions rather tiaatity
services and may eliminate the smaller associatish&h are often managed by the foreigners therasel
because they are less competitive on the marketpaed to the large cooperatives.

As already mentioned in the second chapter, thgeptesituation is characterized by a general lack
of resources and in recent years, there have lwesiderable cuts in public healthcare spendinghénfirst
volume, in fact, we mentioned the need to monherinitiatives for the protection of the migrargsen the
tendency to reduce the social programmes and ssrigc the more marginalized categories, who areemo
vulnerable in times of crisl®. Unfortunately, in some services we found a sigaift reduction in the
funding destined for initiatives for migrants, whibas had a negative effect on the availabilitgnetiiation.

This is the case of the MISA clinic, which we dissed at length in chapter five.

The MISA was a new idea. It was a clinic only fordigners, that wasn't just a clinic but also eerefice
point, a place to come to ask for information anédgnce. At first they employed a lot of mediatorset's
say, for many languages. Then with the cuts, wejase three poor things: Nigerian, Somalian and me.
(Egyptian cultural mediator).

The attempt to save funds destined for the intdiwerof the mediators has also led some hospitals
to propose solutions not coherent with the prirspbf this profession and which drastically redtlee
efficacy of the work of the mediator. One exampile the attempts to introduce telephonic translation
which may represent a solution in an emergency,whith do not replace the continuative and direct

relationship with the mediators.

When the foreigner can’t speak (Italian), they dlswe a lot of health problems. | will tell you aib@ne case
that | dealt with last week. An Egyptian man of y¥éars old. He has diabetes and he must be opdiated
carpal tunnel, the carpal tunnel operation. He wergn appointment at the orthopaedic departmeMasfa
Vittoria Hospital and since he didn’t speak Italiimey said to him, “We can't give you an appointinenless

3%9E Allasinoet al, Promuovere la mediazione culturale in Piemomie. cit., page 5.
4001 Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in Turimp. cit. page 82.
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you bring someone who speaks lItalian.” And he s&\tho can | bring, | don’t have anyone, | can’téermy
friends, | can’t ask a favour of my friends, if seome comes with me, he will come if he is fre@af, he will
not come with me, and | can’t oblige him to com&Hd then he came to me, because he is a Coptist@inri
and | said to him, “You go and say to the doctoespectfully, that you know there are mediators thad you
need a mediator, a translator.” They pretended dittyot understand. He was received and he wehetday
hospital for the pre-operative preparation and theyt him to the specialist in diabetes — becaesks lalso
being treated by this specialist — and he takeglim$wice a day, morning and evening. The diabé&teasot
going well. So the specialist in diabetes addedhgttion in the afternoon and one before he godsed. And
in front of the doctor, he called me to translaterahe phone, as a friend, not as a mediatorokespo him, |
told him everything, but because | am honest,d toin to come to me with the written piece of pajpem
the doctor. He came here, and he had not understabtie was to take the insulin four times a dégW can
he understand when he finds himself in a situafli@that? Pass me the phone... give me the phone bac
pass me the phone again... (Egyptian cultural megiato

As shown by the case described by our intervieweeinadequate intervention of mediation can
seriously compromise the quality of the assistaantg may prevent understanding of the treatmenteto b
followed. It must be said that there are no unifoegulations or guidelines regarding the methods of
mediation and each hospital or service has devdlip@wn operational methods.

In the meantime, a tendency for the hospitals ¢bepithe networks and the resources that the patien
can activate independently has emerged, with tbbgire aim of limiting the number of hours paid ligr
the structure. This is not an isolated case, d¢higeopposite, the healthcare structures explisithte that
they cannot offer a service of mediation and thalythe patient, if they want an appointment, tal fineir
own support for translation. This solution is cefa lacking from the standpoint of professionaleyd
privacy. As we explain in chapter seven the assioci& from the migrant community can offer an
alternative channel and fill the gaps created kack of mediators in the public bodies.

The resistance to the use of mediators, which vr@sady highlighted as a criticality in the first
phase of the research, represents a serious abstaatcess to healthcare, above all specialestnbent, for
the patients who do not have a sufficient knowledfdtalian. There is also an important qualitative
difference between the translation and the assistdrat a mediator with experience in the healthsactor,
who is competent in the technical language of fherators can provide, compared with the informalpsut
of a family member or a friend.

In this second phase of the research, it was pessilsee an unexpressed need for information on
mediation and access to mediation services amdbgst and amongst paediatricians. These professional
categories meet an increasing number of foreigiemtat of a heterogeneous nature, amongst which tre
individuals and families with language skills thae not always excellent and with various degrdes o
knowledge about how the services work.

The intervention of a mediator could be resolutivéhe presence of linguistic and cultural barriers
however, there are no well-defined ways of acthgthis service.

In addition to the numerous situations of evideinguistic misunderstanding, there are more
nuanced communication problems, which are rootediffarent ways of representing the body and health
The case of Binette, a Cameroonian woman we mehetgeneral medicine clinic of Associazione
Camminare Insieme, may be useful to illustratentiieunderstandings that can occur even when thedoct

has an open mind. In fact, the woman suspectedtigatvas ill and, in order to ascertain her coodjtshe
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asked for blood tests, but she had no money tdhmaticket and neither she nor the doctor candinehy to
have her exempted. The doctor, probably with the tmeentions, advised the patient to donate bldadis
well known to many ltalians, blood donors are scigié to careful screening: although it was a loéghio
the eyes of the doctor, this was a valid way of agamg the difficult situation. However, Binette weaesry

frightened and during the interview she told usedalously and fearfully what happened.

The doctor insisted that | should go and give ngodl He told me | had to do a... donation of bloadtfito
get the blood tests. Do you understand? Othentfigg, would not do the tests. | don't understarjdst don’t
understand why | have to give my blood to do theobltests. | was afraid and | don’t go there anygmbty
brother told me to change... and | will change! No, no, | am not going there again! (Binette, 34ryead,
Cameroon).

It is clear from her words that the patient doesuralerstand the system for giving blood in Italy
and she cannot understand why the doctor would keresuch instructions. In her eyes, the suggestion
assumes almost a commercial aspect (I give you lmgdband you give me the blood tests) which is
upsetting for her. It is possible that the feardsted at a more profound level, that we can omlggine
because it is never stated, and that it has toithotlhie imaginary linked to witchcraft in the arte patient
comes from, and to the role that blood and bodiiligl§ play in this conteSd"

Even without investigating the scenarios on whighelBe’s fears are based, the fact that the doctor
has become a threat, in her eyes, reminds us dutitamental importance of the context of signifiwa,
which goes well beyond the merely linguistic lesetommunication.

Even the occasional intervention of a mediator wobbhve been useful in clearing up the
misunderstandings and creating a positive reldtipndJnfortunately, at present the doctors, astageay,
do not actively demand this service, although sameindividually aware of the usefulness of theuese.
Many GPs, in fact, have never worked with a mediatw do not know their potential. The result o thap
is that some patients, being unable to build effmas communication with their doctor, return te tSI
Centre or to the private social clinics to havertipeescriptions read or to have an explanatiofiwdfat is
happening”. At the same time, the doctors who aseersensitive to the problems of foreign patiests/ate
informal channels of cooperation with the assooreior speak informally to their colleagues at Bk
Centre.

In the hospitals there is a well-established arghmized mediation service, the resistances have
given way to a relationship of cooperation and syies between the various professional figures Heen
created.

In some situations in the public sector, also teroeme the chronic lack of personnel, the mediators

are assigned tasks that go beyond their profedgiwoile. This choice, on the one hand, has theaathge

401 The question of witchcraft is vast and complex #rid not possible to explore it thoroughly inghiolume. In order to understand the
symbolic content linked to the phenomenon of witeltan Cameroon, the representations of the peasahthe body it vehicles and the role
of political, historical and social factors, sé&:BeneduceCorpi esaperi indocili. Guarigione stregoneria e potereGamerun Torino, Bollati
Boringhieri, 2010;S. Taliani,ll bambino e il suo doppio. Malattia, stregoneriastropologia dell'infanzia in Canerun Milano, Franco Angeli,
2006.
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of making the presence of the mediator more stdoiepn the other, it means that the mediator ifonger

a neutral figure and tensions may arise betweem#wgtators and the users.

| am deal with reception. When | am at the courltérave responsibilities and | must follow the sil&ven
when a rule does not seem fair to me, a personotaay, “I will do it my way”: as long as | am tkeen will
follow the rule, even if | don't agree with it. Hewer, this creates many problems for me, becauiseniot
understood by the others, and | am seen as a.rddigimes, you have to say no, also to your fellow
countrymen. If there are no places, there are rawesl at present it is not possible (to give you an
appointment)... so, either they tell you to get last,if you don’t help them they go to another nagdi and
then they say ‘looksheis good and she helps her fellow countrymen don’t, you are not here to help us’.
(Moroccan cultural mediator)

Finally, it is worth looking in more detail at apio already mentioned in chapter two, that is, the
lack of knowledge regarding the figure of the meatighat we found amongst the foreign users. In the
interviews with the patients who had arrived relyeit Italy, or who, although they had been livimgthe
country for some time, knew little about the resegravailable, we found a lack of understandinghef
function and the potential of the figure of the magéat. The term ‘mediator’ itself is not always @mstood
and during the interviews it was necessary to ualleran arduous and almost always unsuccessfohattte
to find synonyms in order to verify whether theemniewees had actually been in contact with these
operators. This problem is aggravated by the faat the operators, above all ltalians, tend to take
granted if fact that this type of information isailating freely amongst the communities, and tfezecthere
are few channels through which it is explainedhe patients who the mediators are and what they do.
During this research project, even the conceptoofiraunity was shown to be an abstraction that dogs n
correspond to the effective situation of the miggawho can only rarely state that they are pad ofose
and organized social network, capable of offeriracpical support in the case of need.

As we have seen from the interviews, in some gairast it is necessary for the patient to act
independently and present an explicit requesthferpresence of a mediator, which obviously is nsisible
if one does not know that the mediators exist. Tjisstion is closely linked to the fact that margnants
have little understanding of their rights, as weréhalready shown. Not all the migrants have theesam
concept of healthcare. For some every free seisiseen as “a favour” due to the benevolence opéison
who offers it (whether it is the state or a voluwgitassociation, it makes no difference) and fos tieiason it
iS necessary to express one’s gratitude. In thases¢ even when there were objective difficulties i
accessing a service, the interviewees were reluttaspeak of them, or when comparing the systeth wi
their own country, they felt they were lucky to bate opportunities offered by the Italian healibtem.

For other interviewees, the perception of healtta aight is compelling and they do all they carsée it
protected. Often these are people who have livétiy for some time and have a certain level afeadion,
or who after repeatedly clashing with various typésdministrative difficulty, to use the words afie of
our interlocutors “have had to learn how to stapdar themselves”. With respect to the possibitifyaccess
to mediation services there is, therefore, the Iprobof the availability of a right or a resourceydathe
channels through which a person can operate inafaseed. It is still necessary to increase theramess of

the operators with regard to the role of the medsatnd to increase the information available ® th
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migrants on mediation, through multi-lingual postefor example, but above all through greater férma

recognition of the mediators and development af theties and their role in the various structures.

4. Training

In recent years, in Torino, there has been a ceralide increase in the intercultural training
available, which responds to a need expresseddittpkand explicitly by the operators. During thesearch
project, we saw a number of training projects asatliobservers and in some cases took part agitsain

An important element of these interventions is tlagiety of training needs and the activities
available. On the basis of our observations, we siggest, without claiming to be comprehensive, a
classification of the types of training offered.

The first type, which we could call “formal”, inwas training in intercultural communication
formally recognized as part of the in-service mabtcaining (ECM) planned by the health authoritige
private social associations or other public bodigegese events are destined for operators, are ctatiby
Italian and foreign experts, and deal with mattenscerning immigration and health.

One of the most extensive initiatives of this kindhe TakeEasyprojecf® which promoted various
methods of training and created a network of subj@tvolved in access to welfare-health services by
immigrants: operators, heads of social and healthices, bodies from the local network for intervem,
university lecturers, trainers, associations, amhfe social organizations that deal with questicelating to
interculturality, associations of foreign citizes|tural mediators.

A second type, which we could call “reciprocal’¢clides the training organized by the associations
who operate in the field of interculturality, thechl services and, at times, the hospitals, planvitdthe
cooperation of the mediators, operators and forgigrfessionals, or migrant associations. This tgpe
intervention is characterized by the involvemerd antive participation of the migrants themselved & a
mechanism for giving a response to the reciprogpéetations and training needs. In some cases, than
type of cooperation gives rise to networks of ceapen that last long after the training event. ifstf
example is the agreement for cooperation betweagi*®rand the Torino-Asti interprovincial council for
midwives (to which we will return in detail in papaph 5 of the seventh chapter) with the aim oblkeésg

the bilateral problems and guaranteeing bettetthsae for Chinese women.

402 The project is funded by the EU and the ItalianmdoMinistry through the European fund for the im&ipn of citizens from third
countries and has been coordinated by Comune dind-&fep, led in particular by the district soc&drvices, the Ufficio stranieri, the
Ufficio Minori Stranieri, the health service of tivgercultural centre Tavolo pediatria (and throtigbém “Pediatria Interculturale”); the local
health authorities ASL TO2 and ASL TO1, the Uniwgrsf Torino, faculty of medicine and surgery fawordination of the medical training
and Cipes Piemonte.

The project involvedComune di Chivasso, Comune di Settimo, Asgi, Asstone Mamre Onlus, NGO Centro Collaborazione
Medica Onlus, NGO Mais, Rete Hph Migrant Frien®8iemonte, Associazione Frantz Fanon, Gris Piemantk Laboratorio dei
Diritti Fondamentali (LDF).

403 Associazione nuova generazione ltalo-Cinese.
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As a second example, we can mention the préjemtné®

. which concluded in the month of June
2012, and was aimed to promote the right to hezdlthigrants by setting up a reception area withen€Casa
di Quartiere in San Salvario. In this space varitafing activities were presented, which involvibe
migrants, the mediators and the operators andwonetof migrant associations and private socialugso
was created to operate in the district. The evalnaif the paediatrician Vittorina Buttafuoco ore theed to

create bi-directional training courses is partidylanteresting.

| believe that it is important to consider the wasaning on matters relating to the promotion efhh is
organized, above all when these topics touch ogitbg areas of our paediatric knowledge, sincejtrestions
we deal with are mainly nutrition, sleep and peaddrygiene. Often the people who come from cultuvith

“high contact” find themselves in a medical contexhich for a long time has medicalized and westeh
the practices of treatment and maternity and is Historical moment is trying to change its paradignd
recuperate a more “natural” model. In practice,lmect who find it difficult to breastfeed their ahvién or who
consider these practices “old fashioned”, not moderd scientific [...]. It is certain that we operstdadly
need training, training where our knowledge of treal the widest sense can encounter and be stremed
by anthropological and ethnopsychiatric knowleﬁoée.

The third type of training activity concerns thealte education projects for the community, which
leave the institutional spaces to move into théydde of the users. These activities require ¢desable
flexibility of the organizers and a constant megtivith the diverse languages of healthcare and odstbf
transmission of knowledge. In fact, the authoritiese the duty to offer health education as an itapo
component of the right to hedlth One example is the projetdea Rom promoted by Associazione

Camminare Insieme with the support of Idea Solidale

The project was born to introduce the concept cfidbpaediatric care, the need for check-ups, gting
appointments not only when it is essential becdlusechild is ill, but also to monitor the growth tbie child.
We began with a series of informative and educatiameetings for the mothers, we talked about acietse
services, hygiene, weaning and other health questinot only paediatrics... but they wouldn’t comes w
realized that it wasn’t working. For the motherssafiall children we offered free nappies, we thouglat
might be an incentive, but they still didn’'t con8o we reorganized the entire project and we sattier than
coming to the meetings, it would be right to getnthto come and visit us here, at the hall, andevhi are
here, we will take the opportunity to introducenseerse education, in conversation, while we allen@
about everyday things, we mention vaccinationsgf@mple and we say “what do you think?”, and “wdhat
you do about food?” We saw that this was a muchenampropriate approach and much more educational.
(Romanian cultural mediator, Idea Rom, Camminaséme project).

The educational meetings for refugee women, prapdsethe Associazione CCM, are also an
experience worthy of note, and a good example akiheducation that uses formative methods clastra
users. These meetings were destined for refugeeemwoaimost all Somalian, and they were centred on
contraception and the prevention of sexually tratieth diseases. They were organized by a Nigerian
midwife, with the scientific support of MISA, andeve held at the house where the women were staying.
The language used was Italian, and a mediator vesept to translate when necessary, to explaimeepd

or to emphasize the points made by the midwifegiSiamalian examples and popular sayings, with which

404 This is also an FEI project, coordinated by thelita cooperation committee, with the Associazidtemre and the cooperative Tavola
di Babele.

405 cCM, Mamre, Tavola di Babel®rogetto Aracnefinal report and research, 2012, pages 9-10.

406| Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in Turimp. cit. page 131.
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the young women were familiar. The observationsuréigg the meetings show how efficacious this model

was:

After a few minutes the women were gathered in atimg room, some were sitting on the divan, otlvershe
floor, one had brought her child with her. On thabl¢, there was a projector and some material thret
midwife had brought along to help the explanatioAs. usual, the meeting started with a round of
introductions, but one of the young women, Halisgd she did not want to introduce herself andytpa to
the condoms, she added brusquely that she waoimg tp talk about “that stuff” which reminded hafrvery
bad moments, because they were “the same thaoltiers used to rape her”. So the midwife, withgetting
upset and with a very strong and authoritative mesirsaid, “| am African, too, and | know about #es
things... | am not here to teach you anything, noteib you what to do. | just want to share with you
something that | have learned and | didn’'t bring tondoms to annoy you. | respect and understand yo
experience and, if you are upset, you can leavenwityet them out. Afterwards | will be happy to &ip to
you anything you want, without showing you anythitpw | will continue, because what | have to say i
important, even if then you decide not to use tfiehhe atmosphere of the meeting changed and Halima
decided to remain, becoming almost immediatelyntiost active and participative of the women present.

The cultural closeness of the person leading thetinge and the mediator and their capacity to
present themselves as equals and to place themafion in the effective situation of the women was
decisive in overcoming the initial resistances, ahhivere openly manifested and to manage difficult
moments linked to the story of suffering and viglerthat has marked the life and the journey ofr¢fiegee
women. This allowed them to share sensitive corttettit would not have been possible to discusstlier
circumstances. It is therefore essential to guaeathe systematic nature of these initiatives, Wwhe
possible only with the constant and methodical cadment of the public authorities, which, as we raed
in the first phase of the research, is defié¢®nt

Finally, the last type includes the experiencep@ér education. This method of construction of
health literacy is still underdeveloped, despitegbtential. Nonetheless, there are some projentmast
those organized by MISA and the Omar Ibn El Khattadsque, and we will discuss them in more detail in
paragraph five of chapter seven.

Although they do not replace other structural clesngn the organizational methods and the
treatment policies, training represents one ofttlads for guaranteeing the quality and the accelitabf
the services offered. It also offers good oppottesifor meeting and discussion between the userdte
services, which allow active participation of thdgrants and encourage the coherence between the

expectations of the foreign users and the heakhaeailable.

Chapter Seven

Inside the networks for migrant health: tracesahmunity welfare

1. The third sector in Torino: a tradition renewed

407 |bidem,page 131.
146



The considerations presented in this chapter weveldped in close continuation with some of the
content that emerged in the first LDF volume. Fittwa foreword onwards it is clear that the city ofifo is
characterized by a system that: [...] sees operatirsynergy, although not always with ideal coordiom
the structures of the public health service andatei social or volunteer groups. [...] It is a gaihgrof
reference points that now respond to the criterisubsidiarity, although it was born in the envimemt of a

In the first report, this set of reference pointssvdescribed as a “strong network” that assigriseto
private social sector the role of integrating tluble sector. Without ignoring the risks and thaits of this
network, we highlighted its flexibility, a peculiaharacteristic of voluntary work and the socialvate

sectof®®

. Observing this network, the authors asked thbrasevhich were the most efficacious information
channels for spreading information within the migraommunities and they identified word of mouttdan
peer education as the “information paglas excellencé&'™®.

Synergies, networks, integration, word of mouth aedr education are the concepts on which we
continue to ponder in this chapter. Thanks to ¢uglitative approach that has characterized theegag of
the data we will bring new elements to the desinipof the situation in Torino, without losing sighf a
wider national and international debate on the oflthe third sector (also known as the commurétstar,
the voluntary sector, the not-for-profit sector,TNéh the field of migrant health.

When we speak of the third sector, we mean a hggespus set of players who can be traced back
to the four ideal types that Ambrosini calls:

1) charitable associationisrmoharacterised by direct assistance for persons;

2) vindictive associationispwhich works for recognition of rights;

3) entrepreneurial associationisnwhich offers services and facilities;

4) associationism promoted by the immigrantshich gathers the experiences linked to precise

contexts of origin or cultural groufs

In recent years foreign associationism has attattie attention of scholars for various reasomst fi
of all the growth in the associations in terms ofnerical presence has made the phenomenon more
visible*?, secondly, the formalized groups of migrants widemtified as subjects capable of mediating and
creating a privileged channel of communication lestwthe institutions and the communities of whiudyt

were intended to be an expreséidmnd in the third place the presence of these Egba@crealities has led

408 Biglino and A. OlmoHealth as a fundamental right: a study on migratiord healthcare in TurirBologna, Il Mulino, 2014, page 10.

| Commento [KMC10]:

Inserire le citazioni esatte
dal volume in inglese in
tutto il capitolo.

409 |hidem,page 89. For a consideration of the topic at natitevel seeV. Tognetti Bordognal.a salute degli immigrati e i soggetti di terzo

settore in «Salute e Societa», 2006, N. 1, pp. 187-207.

40 Bjglino and A. OlmoHealth as a fundamental right: a study on migration healthcare in Turimp. cit., page 134.
4

pages 127-152

11 M. Ambrosini, Senza distinzioni di razza: terzo settore e integmae degli immigratiin «Sociologia e Politiche Sociali», 2000, N.

3,

412\, caselli and F. Grandy/olti e percorsi delle associazioni di immigratiliombardia Milano, Osservatorio regionale per 'integrazione

e multietnicita della Regione Lombardia, 2011, pa@e

43\, Caselli,Flussi globali, integrazione locale: il caso defiesociazioni di migranti in provincia di Milanin «Mondi Migranti», vol. 2,

2008, pages 109-129.
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to a questioning of the processes of participaiod the nature of civil sociefy! The existing associations
carry on a variety of activities that usually pweghe objective of facilitating and supporting threnigrants

in their new lives, seeking space for culturalpiitary and symbolic recognitich® Often these associations
involve, or have amongst their founders, ltaliari$wompetencies or specific interests relating wertain
national group. A number of associations run infation desks that receive inquiries about the sesvic
offered by the city, offer help with applicationsr fdocuments, legal assistance, etc. Despite fenis,of
them have so far invested resources in the arbaadth. For this reason, the literature on the ciamant to
the third sector in favour of the foreigners’ acces health has been concentrated in the workeoftttian
associations and organisations that are based camsolidated structure, and which over the yeax® ha
matured sufficient competence to become stableeede points, recognized and appreciated by usets a
operators. Ethnic associationism — generally sultjea high turnovét® — is, on the other hand, subject to a
lack of stability"’, which has made it marginal, so far, in the fieldctivities relating to healtt®

Aware that these characteristics and certain liroftsnigrant associationism — often encountered
during the research — we considered the role ligaassociations of foreigners play in the fieldvefl-being
and we decided to do this starting from the corsept mentioned previously: synergy, networking,
integration, word of mouth and peer education.

We talked to the heads of a number of migrant aasogs to identify situations with the following
characteristics: presence of a statute that formsiliheir presence in the territory and use ofguers! in the
field of health. We were able to identify five aswions with which to undertake a process of
understanding, which foresaw interviews with therapors — generally volunteers — and subjects vt h
turned to them to resolve health problems. Thedaee realities were therefore chosen not bec#hsg
are representative or considered better than tiergtbut on the basis of their activities in tieddfof well-

being, access to the health services and a signifand innovative practice in matters of héaith

414y, Cesareo and F. Introini (edi3tituzioni comunitarie e societa civile. In dialmger I'Europa Milano, Vita e Pensiero, 2008.

415\, caselli and F. GrandV/olti e percorsi delle associazioni di immigratiliombardia op. cit. page 54.

418 The author compares formal associationism withtviieacalls “informal networks on an ethnic-natiobabis” which are described as
vital and functioning because they are the spowamexpression of self-organization by immigra®se:M. Ambrosini, Scelte solidali.
L’impegno per gli altri in tempi di soggettivisimBologna, Il Mulino, 2005.

417 Amongst the causes of the fragility of certainasrigations, we can list the poor organizationaktsdfiies, the tendency of many groups
to have a highly personalized nature, the lackuaofd§, and the tendency to lean on existing locghmizations. CfrM. Caselli and F.
Grandi,Volti e percorsi delle associazioni di immigratiliombardig op. cit., page 23.

418\, Tognetti Bordognal,.a salute degli immigrati e i soggetti di terzotees, op. cit., page 205.

“®The associations contacted and which were stuséed (in alphabetical order):

Amece, Association maison d’enfant pour la culture etilication. The association was founded in 2000 aitleducational mission. The
projects underway are related to the following areeducation, sport, art, social sector, and asedh mainly on voluntary work. Since 2003
the association has been part of a territorial odtvwnd has cooperated witfficio Stranieri, Centro Informagiovani, Centraénculturale
Comune di Torino, Cultural Office and Social Seed®f the Moroccan Consulate.

Angi, Associazione nuova generazione italo-cinese.aBseciation is formed of young Chinese and Italiaits particular interests in or
skills regarding the Chinese community. It was fibeshin 2007 by a group of Chinese immigrants withdim to intervene in situations that
could transform into social conflicts. The Assodatis active in various areas of social life armh&ts numerous agreements with formal
and informal realities in the area; in recent yéahas been active in the field of health throaghoffice in the association headquarters and
the signing of an agreement for cooperation withTorino-Asti interprovincial council of midwives.

Acist, Associazione culturale islamica San Salvario fl@riThe association manages the prayer room irS&lazzo 18, in the San Salvario
district. The main aim is the organization and ngamaent of religious activities, but there have dsen projects in cooperation with local
associations in the social field.

San Lorenzo dei Romeni. The Torino branch of the association was foundezDihl and is headed by the national charity associaf the
Romanian Orthodox Diocese. In March 2011, the asgon officially opened a counselling centre, lthée the church property, which
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2. New subjects in a welfare in transformation

The studies that investigate the link between $eciadition and health form a vast bibliographical
corpus within which we can identify two recurreapics. The first is that of social capftd] which many
authors have studied in relation to the conditiohkealth, finally stating that not only do the twariables
have a close link, but also that it may be of asehnaturé?* The second question is that of the inequalities
expressed for example in terms of economic resstifcetatus or inequality of educatfGh

The ample discussion of the question of socialrdgtents of health in the first volume is in line
with the existing literature which, when speakirfgnugrants, concentrates mainly on inequalitiestHis
chapter, we propose some integrations, emphasiBmgtrong link between inequality and social apit
since the latter is seen as “relational inequéfffy’The social inequalities may in fact be seen gsctibe
and systematic disparities regarding the possessiioresources and capabilities useful for obtainang
resulf?® and often translate into social determinants &alth.

The perspective adopted suggests that the foresgaocations may be a place in which to grow
social capital and influence the practices of thepgbe who access them and that on the contrarghbence
of networks is a factor that increases the riskgeineral, and those connected to health in paatfétilWhat
is evident in the case of the associations is thapart from being a place of aggregation and bacid
symbolic recognition — they are organized to offeservice. This is the case of the San Lorenz&deieni
association, which has founded a counselling cetiteeassociation ANGI, which has a health offieeigp
under an agreement with a clinic and other orgaioizs that have opened information desks.

For some years, we have seen a reduction in cestatie servicéd’ and the appearance of bodies of
various kinds that offer additional services bediteones offered by the state. To describe thistidn the

terms ‘welfare mix*?® ‘second welfaré® and ‘welfare system’ have been coined. Moreovethé face of a

receives requests of all kinds and works with teal services thanks to the presence ofimber of cultural mediators who work as
volunteers.

Zhi Song, Italo-Chinese cultural association. The assamiatlefines itself as socio-cultural, democraticp-partisan, apolitical and non-
profit. The purpose of the association is socididadty and the promotion of intercultural relat® between Chinese citizens and Italian
society, with particular attention for young pegplomen and the disabled. Amongst the projectszehiin these years are FEI projects
(European funds for integration) which aim to imgdearning of the Italian language and cooperatith the local health authorities on
matters relating to the health of persons from Barepean countries in tHeake Easyroject.

420 gocial capital indicates the resources that defiwm civic participation, the relations of trushcathe norms of reciprocity that
characterize the social networks. Q. Minelli, Capitale sociale e salute. Una bibliografia ragidgaaPerugia, Morlacchi University Press,
2007, page 9.

421 Kawachi, Social Capital and Community Effects in Populatamd Individual Health in «Annals of the New York Academy of
Sciences», 896, 1999, pages 120-130.

4223 Lynchet al, Is Income Inequality a Determinant of Populationalle? Part 2. US National and Regional Trends indme Inequality
and Age and Cause Specific Mortality «The Milbank Quarterly», vol. 82, 2004, np2ges 355-400.

4283, Geyer e R. Petelncome, Social Position, Qualification and Healttetjualities-com- peting Riskih «Journal of Epidemiology and
Community Health», vol. 54, 2000, n. 4, pp. 299-305

424 Rocco and M. Suhrckés Social Capital Good for Health? A European Persive Copenhagen, WHO Regional Office for Europe,
2012.

425\, Tognetti BordognaDisuguaglianze di salute e immigraziohilano, Franco Angeli, 2008, page 10.

428 |hidem,page 21.

427\, Ferrera and F. Maindl, «<secondo welfare» in Italia: sfide e prospettiire«Italianieuropei», 2011, N. 3, page 21.

428 This term refers to the new form of the welfarstsyn, which has developed over the last decadetrdieted by the passage from the
concept of welfare system typical of the seventi@s which the state played a central role — topfesent situation in which the realization
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welfare with standardized services and impermembitnang&, there has been an increase in what is called
‘civil welfare’, a model of ‘welfare mix’ in whictthe third sector plays a central role. The publiclibs
themselves hope for a greater involvement of tive gector in social policies: in 2009 the Italisiinistry

of Labour, Health and Social Policies published Ltiwo bianco sul futuro del modello sociale. Laavit
buona nella societa attiviWhite book on the future of the social model. Aoddife in an active society).
The book proposes an integrated vision of socifitips, that is, a vision of welfare as a systetrorgyly
rooted in the context in which it acts and in teerence society, seen as an active sdéfety

The ‘welfare mix’ and ‘second welfare’ are therefarharacterized by their roots in the context,
greater flexibility compared with state bodies apntaneous or ground roots developffénThese traits
characterize the associations of migrants and aliswo include them in our considerations on welfaix,
and in particular in what is known as ‘communitylfaee’. This includes what are called ‘proximity
services’, or responses to needs that involveangtrelationship between those who offer the seraied
those who benefit from it (for example, youth clubay centres for the disabled and so on) and wduieh
typically offered within a restricted territory, eircumscribed population and often run by non-profi
bodied®,

Finally, this definition allows us to draw attentid®o the term ‘community’. It is a hotly debated
concept in the social sciené&swhich emphasise that the communities must notelea ss homogeneous
sets of persons. In line with the definition of xiroity services, in this context we think of a conmmty as a
group which provides for effective needs and emigkasthe practical dimension of use and frequency,
rather than considering it as an ethnic groups Worth remembering that the national groups ptesethe
territory are often fragmented, when they are ivetrr by tensions of various kinds, and that th@eiasions
can be the means for certain exponents to conselaaconstruct their leadersfip Despite this — above all
in the Italian context where there is still litfiemiliarity with the concept of community — the cepts of
representativeness and that of community remasebfdinked: the foreigners who live in the samateat
and share the same nationality are often errongaadled “community” and consequently the membédrs o

the associations are sometimes presented as reaases of the communitif. Speaking of migrants it is

of a welfare system is entrusted to a mixture dfjexts/players who operate within the local comrtyoin the basis of principles of
horizontal and vertical subsidiarity, of partnepshof participation, of integration, of networkingf, concertation and negotiation to develop
the well-being of a given local environment.

42% This term refers to the heterogeneous activities are private and prevalently use non-publicuesss. In effect, we are speaking of
social projects and investments by companies, fatimats, insurance companies and social cooperatiwresre these make use of a mixture
of public and private resourcesfr. S. PasquinelliUn sociale senza statpfh «Prospettive sociali e sanitarie», 7, 201hilable online:
http://www.qualificare.info/upload/Pasquinelli_PS9Y .pdf.

430M. Tognetti Bordogna (ed.).colori del welfare. Servizi alla persona di frenall’'utenza che cambjdilano, Franco Angeli, 2004.

431\, Caselli and F. Grandi/olti e percorsi delle associazioni di immigratiliombardig op. cit., pages 24-25.

“32M. Ferrera and F. Maind) «secondo welfare» in Italiaop. cit., page 5. In the health servicesfidability of the third sector has
been the characteristic that has allowed it to aedpto emergencies from the seventies and eigbtiegrds, later consolidating and
transforming the offer. Cfr. M. Tognetti Bordogia salute degli immigrati e i soggetti di terzotess, op. cit.

433G, Marcon and C. Scillettdl, ruolo del welfare civile nel welfare miop. cit., page 13.

434 See for examples. BaumannContesting Culture. Discourse of Identity in Muttieic London Cambridge, Cambridge University Press,
1996.

435 M. Caselli and F. Grandi/olti e percorsi delle associazioni di immigratiliombardia op. cit., pages 24-25.

436 Wwith regard to this aspect it is useful to re@altertain influence that the Italian institutionsdaorganizations have in managing the
question of participation and representation wiienexample, they present a migrant associatiothe@sepresentative reality of a national
group.C. Mantovan,immigrazione e cittadinanza: autorganizzazione,t@epazione e rappresentanza degli immigrati in &tgnin

150



necessary to bear in mind that the idea of reptateeness is fragile, because the concept of camtsis
equally fragile.

In the light of a welfare that changes and theiqalerly lively associative fabric of Torino, thele
of the associations is important to begin thinkafdoreigners not only as users of the services,also as
suppliers, and to think of the associations notegesentatives of...", but rather as a means fadiat®n
between the foreigners and the institutfdhsThe work of the five associations mentioned Wwél analysed
from a perspective that conjugates health and huigats, referring to the four basic criteria idéat by
the committee for economic, social and culturahtsg necessary if the right to health is to beizee®®. Of
these four criteria, we will analyse those on whiwd work of the associations could have a positiyeact:
they may influence the access to services and #ueieptability — or cultural appropriateness — ajhdt

present, they cannot influence the availabilitgméictures and their qualfty.
3. Migrant associationism as an agent of accessibility

At a formal level, the right to health is guaramtemually to Italian and to foreign citizens, déspi
the fact that the effective possibility that théda can enjoy this right varies considerably, eereed from
the first LDF report and from the earlier chaptarthis volume. We use the term ‘implementationiagfto
describe a situation in which a fundamental rigtists, but its effective enjoyment is difficult tealizé*.
Some causes lie in what we can call accessibifith® structures, a complex concept that takesantmunt
various dimensions: discrimination, physical aci®lty, economic accessibility and accessibility o

441
n

information™. Which of these dimensions can lie within the mg action of the associations? How can

the associations of foreigners positively influetfoe structures, making them more accessible?

Welcoming and discriminating

The question of discrimination is very delicatecdngse it forces us to consider the relationship
between effective practices of exclusion and peimep of discrimination that we could call ‘imagiieln
fact, at times, the foreigners use the conceptlistrimination’ and ‘racism’ to explain organizatial

elements that they do not understand.

Giovani sociologi 2005ed. Ais, Napoli, Civis, 2006, page 82; M. Casalid F. GrandiYolti e percorsi delle associazioni di immigrati in
Lombardia op. cit., page 23.

437 M. Ambrosini,Senza distinzioni di razza: terzo settore e inteignae degli immigratiop. cit.

438 For a detailed discussion of this topic, see aamte of this volume.

43 The third sector already offers alternative sties to the public ones, it is sufficient to thiakthe clinics ‘Giovanni Paolo II' and
‘Camminare Insieme’ in Torino. Nationally, thereeather examples (see M. Tognetti Bordodreasalute degli immigrati e i soggetti di
terzo settorepp. cit.), but none of the cases we came acrosfauasled by a migrant association, and certaindynalar reality was not
present in the city of Torino at the time of thésearch project. However, we are aware of the elésiopen a clinic at one of the prayer
rooms. The idea was introduced by a Moroccan dpetomember of Val Onlus (Volontariato assistenzeicseanitaria mediterranea
internazionale), a Milano-based association thigrefintegrated health and social services, préverind training. As Tognetti Bordogna
recalls “in addition to a historical and consolefhtthird sector, there is in the health sectoress formalized, less continuous form of
intervention and cooperation, which is however,atd of acting in response to particular needbidém, page 200). We registered the
presence and the importance of the latter.

40 A Golini, L’'immigrazione straniera: indicatori e misure ditegrazione Bologna, Il Mulino, 2006.

441 Biglino and A. OlmoHealth as a fundamental right: a study on migratamd healthcare in TurirBologna, Il Mulino, 2014, pages 37-
38.
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It happened to me twice, at the Molinette Hosgttalfirst time. My knee hurt and | spent all therewng at the
A&E department, no one paid me any attention bezhusin't speak [Italian] well, until a Moroccarriaed
and he shouted at the nurses, and then they I&tenme. Another time, | went to the Mauriziano plite!
where | had to make an appointment for a probleth miy ovaries. They gave me an appointment for atrao
year ahead, and they told me off when | askedricaalier appointment. They said, “Take your pietpaper
and go!” But at the Sant’Anna Hospital they gave aneappointment. The staff at the Sant’/Anna Hobpsta
very good with foreigners. (Hasna, 55 years oldrdéoo).

Hasna attributed to her condition of foreigner tieatment received, although we do not know the
reasons for the delayed appointment. The contexhe@fA&E, with the triage systéfff, which regulates
access, is an example that clearly shows the catibmof real and imagined discrimination. The pgton
of discrimination that the foreigners report wittgard to this delicate topic may, in fact, be areous
reading — due to a lack of understanding of howstreice works — or else, the symptom of a reablera.

A study carried out at an A&E department in Venedimwed that therelation between insufficient &iag
(cases in which the code assigned underestimageck#h problem) and high-risk pathologies appetydit
of concern above all in the case of foreign pasféht

The episodes of discrimination often emerge in asitms of linguistic and cultural
misunderstanding, as if the communication gapdedpace that is filled by elements of an ideoldgiedure
that have to do with the social construction oh&t and with the prejudices linked to it. In thesations,
the migrant associations can play a favourable vdben they offer mediation and accompaniment to
services, in effect bridging this communication g&eferring to another experience, the same woman
reports:

When | went to the tuberculosis centre, they didmtlerstand what was wrong with me and they caled
social services. The social services called thecsson AMECE because there is an agreement betiese
city of Torino and AMECE. The association called doctor and explained my problem and then a mediato
from AMECE accompanied me when | returned to theree (Hasna, 55 years old, Morocco).

A situation in which misunderstanding, and consetlye discrimination, can occur is
(paradoxically) the ISI Centre, precisely the platsignated for welcoming the more vulnerable and
disadvantaged foreign users. As a Moroccan medialrus, after accompanying a user to registen wie
service.

Sometimes it is not pleasant to deal with the persbat the ISI Centre. | was upset and hurt. Bldg Hoctor
is very good and kind, but the assistants who fmaridhe appointments are not. In the morning tlaeeea lot
of people, too many, and they treat them badlyy #feout at them when they don’t understand andfask
information. (Moroccan mediatt, AMECE).

42 The termtriage derives from the French vethkier, which means choose, classify. It indicates théhot of evaluation and immediate
selection used to assign the degree of prioritytrizatment when there are a lot of patiefitfage is carried out by the nurses who evaluate
the signs and symptoms of the patient, identifydngentially life-threatening conditions and atttibg a priority code for examination by a
doctor.

43 A, Da Lio and F. SpagnaUn codice cosi bianco». Aspetti antropologici telge in una ricerca sulle «prioritd» presso il iito
Soccorso di un ospedale vendto«Rivista della Societa Italiana di Antropoladviedica», 35-36, 2013, pages 187-205.

444 n this chapter, many of the volunteers at th@gistions with whom we spoke are known as ‘medstdt is necessary to emphasise
that some of them are formally mediators, havirkgmacourses and carrying out their profession incsires, apart from their voluntary
work at the associations. Others have taken aimgicourse, but have never held professional mostiin the sector, yet others do an
internship at the associations and finally, thegethose who have not received formal training laane learned their skills in the field.
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With reference to some of the elements of critigdliat emerged in the second chapter, we wish to
emphasise that an unsatisfactory contact, oftecepexd as discriminatory, may result in a requestelp
to the third sector. People turn to the migranteissions for accompaniment — as in the case of the
Moroccan woman who feared she had been infectetiisrculosis — or to a private social organization,
which represents an alternative to the NationaltHezervice.

At Camminare Insieme it is easy for me, | know geee, at the I1SI Centre they make you wait a lomgt |
went to the ISI only when | had to register, otheeM go to Camminare Insieme, it is easier. Ther@ GP
who sees you and gives you medicine immediately}. To.register, a friend told me to go to the Rornaani
church. | came here and | met the counselling eestep by step. The first thing | did was comesh#ren |
went for the ISI card and they helped me. (Fabi@nyears old, Romania).

At that time, | was sick with leukaemia, but | didknow that and | didn’t go for the blood testshdd no
contacts and so | had no doctor. When | felt ifell down and once | went to Camminare Insiemeahse a
friend told me about it [...]. | didn't know abouteHSI Centres, no one told me they existed. | wemtre
they opened their doors to me. (Viorica, 46 yeddsRomania).

Many people say that they prefer the third secémalise they feel they are listened to and they find
a more welcoming atmosphere than the standardizéidoement of the National Health Service. When the
reasons for lack of access can be attributed tingtiéutions which — originally designed to mele¢ needs
of the native population — put other groups intaation of disadvantage, it is a question of insitinal
discrimination. The discrimination therefore is nomly the act of a single individual who takes a

judgemental or racist position; it may also bedffect of structural inadequacy of the institufitn

Linguistic accessibility

In the discourse on institutional discriminatioaslialso the delicate aspect of linguistic accdggibi

one of the main reasons the foreigners turn t@a#iseciations of their compatriots.

If it hadn’t been for AMECE, | would have lookedrfa person to translate for me. At times | camitifanyone
and so | give up and return home, above all if vehto go to the hospital, | try to find an appoietrh for
another day and | get someone to come with me.n@&b5 years old, Morocco).

When | have a problem, | don’t go to my doctor, dese | can’t speak ltalian very well. When | hadytol
took my friend’s son with me, but he is a child d®lis not much help. The first person | speak tiemwl have
a problem is the girl at the association. (Meiy8drs old, China).

While all foreigners may encounter these diffiasti for those who come from linguistic systems
very different from our own the obstacle can beunm®untable. This is the case of the Chinese coritgun
in which the language is identified as the firsstalsle to access to the National Health Sef{iabove all
for the first generation, for whom it has been véif§icult to learn Italiafl*’. To this, we must add the fact

that, even when the linguistic barrier is overcothanks to a sufficient command of the Italian lzexge, the

445 Bjglino and A. OlmoHealth as a fundamental right: a study on migratim healthcare in Turimp. cit. page 163.
446 T QOsteria, D. Carrillo and A. Sarlfhe Health Dimension of Asian Migration to Eurppanila, De La Salle University Publishing
House for the Asia-Europe Foundation (Asef), 2@iage 515.
447 . Berzano, C. Genova, M. Introvigne, R. Ricucaild ZoccatelliCinesi a Torino. La crescita di un arcipelagdologna, Il Mulino,
2010, page 16.
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exchange between Chinese patients and Italian océmnains difficult and characterized by a mutual
perception of distance and misunderstaritifhg

The fear of not being understood, the absencecfitaral mediatd¥® and the lack of information
about the possibility of asking for one to be préssmn become obstacles to access, in additioausimg
the failure of the treatment. Medical anthropoltgs shown that deficits in linguistic communicat{both
at the level of understanding and with regard fiedint cultural constructions of the clinical sition)
represent the principal cause for lack of compkawith treatment by the patieffsand that communicative
inefficiency is destined to show itself in the teeutic practicB’. The non-access due to linguistic obstacles

is therefore only the tip of the iceberg.

Generally, the doctor prescribes the treatmenteasaything goes well, then sometimes, we find bat the
person is not following the treatment. Perhaps {blegned a relative or a friend in China who is atdoand
they discussed the situation with them on the phbmermally don’t accept this, if you want you cga to
China to do the tests, but you can't ask for tresthover the phone. (Italian volunteer, Zhi Song).

We had the case of a man with diabetes, who didindérstand what they told him at the Gradenigopitals

He went to the doctor and he was delighted, butwhe gave him the translation of what the doctat said
and we explained it again and again in Chinesegaksed that he hadn’t understood what the daat. His
case wasn't serious, but it was essential to exgtaihim that he had to eat less, not three largalsma day,
and it was essential to explain to him that hetoadke the tablets. At times, when people spedkafittle of

a language, they don’t understand what the illigswhat they have to do and how they can get hefgn

they have to go for blood tests. Even we ltaliand ft difficult to understand the doctor and ifubave to
understand it in another language and another leijicrespect to your own, it becomes very comp{#zlian

volunteer, Zhi Song).

When cases of incommunicability occur, the migr@sgociations can come into play, contacted by
the users, who are seeking a translationculturaiatien that was not available at the services. &ones it
is the doctor himself who contacts them becausg Have previously encountered the association and

consider it a reference point.

My husband had some tests done in China and wheretweed to Italy we brought the translation with
and | spoke to the doctors, but the translation weeng and the situation was getting worse. Thetatoc
advised us to speak to the association, and heecblomik appointment with the mediator at the asdoniathi
Song, so that he could explain better. (Suzi, 48yeld, China).

Another case of linguistic incommunicability in whithe associations can play a role is the passage
from a service with mediation to one without. Tisighe case of a pregnant Chinese woman who, daring
appointment at the family clinic in Lungo Dora Saapwas informed by the mediator that the babyiwas
breech presentation. She was sent to the Mariar\tHospital, where a gynaecologist would turntibéy.

At the same time, she was informed that there woas@diator available at the hospital and that $ioeilsl

arrange for a person who spoke ltalian to accompemy The patient said that she would ask one @f th

448 A, Sarli and D. CarrilloUnasked Questions and Missing Answers: The ltallational Health System and Chinese Migrants in Mila
MPC Analytical and Synthetic Not€irenze, European University Institute, 2014 1Npage 5.

4 For a detailed discussion of this topic, see aagik of this volume, in particular paragraph 3.

49| QuarantaAntropologia medica, i testi fondamenta¥lilano, Raffaello Cortina, 2006, page Xi.

44 ) . ) L . .
4517 Quaranta and M. RiccMalati fuori luogo. Medicina interculturaleMilano, Raffaello Cortina, 2012, page 72.
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mediators at ANGI to accompany her, finding in #ssociation a response to the problematic situation
being sent to a service that did not foresee thequte of mediators.

It is precisely in the community where the problemlanguage is most felt that we found the
phenomenon of payment between compaffidtThis type of accompaniment, like the assistarideiands
or family members without payment; infringes thghti of the person, does not guarantee a qualitycser
and does not safeguard the confidentiality of tatept, who could even neglect to tell the doctoowa a
symptom or a problem, in order to avoid spreadhey news amongst their compatriots. The work of the
associations offers greater safeguards becausgmaitgrand a reasonable level of quality of the gsrvs
guaranteed, although this may vary according totdrethe association is manned by cultural mediabor

volunteers who have trained in the field.

Economic accessibility

Radu is a middle-aged Romanian. He has been indtate 2003, but since 2007 he has not held a
steady job and he only does occasional irregulakwbhe loss of his job has also caused the lodsisof
residence permit, his home and the respectableitmml in which he lived, so he now sleeps in an
abandoned factory with other Romanians. He hasNirc&rd and is registered with the ISI Centre, kite
the people who live with him, because says Radert4dn living conditions encourage health problems”
Despite this, not all of them have exemptions fadival treatment. When they first go to the ISI @&n
each foreigner signs a declaration of indigenceachvhllows them to pay only the ‘ticket’ rather ththe
entire cost of treatment. Foreigners who hold aR/ENI card are exempted from paying for treatmigg,
Italian citizens, for first level treatment, urggn@regnancy, treatment for rare or chronic patjiel® and
invalidating conditions. For other types of treatte¢hey must pay the ‘ticket’ — although they egply for
exemption — and this may be an obstacle to acoessdtment for those who, although they do notl fzoi
exemption, are in a condition of “medical indigeticg

Radu has problems with his stomach and a herniavfiazth he must take medicines not prescribed
through the National Health Service. A fellow caoyntan who sleeps in the same factory, advised bim t
contact the San Lorenzo counselling centre, rutheyOrthodox Church. He already attended the chimath
he had never heard of the counselling centre. Wieefirst went to the Centre, Radu had two needbuio
the medicines that had been prescribed for himteupsy a ‘ticket’ of €17 to collect the resultsto$ blood
tests. The operators at the Centre took a colled¢tigpay the ‘ticket’ and sent him to Camminaredns,
where he was given the medicines free of charge.

The work of most of the associations is based ernvtiuntary participation of the members and is

characterised by a lack of funds. It is usually asgible for them to meet the users’ material neleagisat the

42 A sarli and D. CarrillolUnasked Questions and Missing Answers cit., page 4. The associations we worked witér their support
free of charge. In the case of Angi, access td#adth desk, accompaniment and mediation are nyroié¢red only to members, who pay
an annual membership fee.
453 For an analysis of this concept and some of thblpms deriving from the assignment of exemptiotleso see Chapter 2 of this volume,
paragraph 5.
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Romanian counselling centre they told me that isesaof extreme need they have contributed to some

peoples’ medical expenses.

Few people have come here asking for money to Ipaiy ticket’, but two weeks ago a man came who was
desperate; he had to pay €20. We took a colleetimhwe paid it immediately. It would be very diflcto do
this for everyone, but this man was homeless, & difficult for him to buy food, so it was almoshpossible

for him to find that money. He is one of the fewavhave come specifically to ask for help with healt
problems, usually they don’t do that... they comedirer reasons and then when we talk to them veetfiat
they don't have a doctor, or that they have heattblems and don’t know where to go. (Romanianucalt
mediator, San Lorenzo dei Romeni).

Although the migrant associations do not intendb® a solution to problems of economic
accessibility, in cases of extreme necessity, thaaktheir charitable and altruistic nature, they de of

help.
Accessibility of informatiof*

The United Nations committee on economic, social @utural rights indicated information as one
of the most important elements of the normativeteninof the right to healfff. Information plays a central
role in the control that each individual has oveeitt own health and the possibility of improving fiut
social marginalization has numerous implicationthbon the efficacy of the communication and on the
accessibility of the information.

Silvia is a Romanian woman, who has been livingriegular conditions for yeat¥. She suffers
from leukaemia. Finding work and a contract allowett to regularize her presence in the country, and
consequently gave her access to medical treati@bathad not known of the existence of the IS| @eatd
therefore had not been able to enjoy her rightseW# person believes they have no rights, theyatann

claim them, nor do they feel that they have begmided of something that it was their right to have

Many of them do not know about the services, andmthey do know, either they don't trust them @ytfear
that they will not be listened to properly. So tieers don’t come, the service does not work cdyreletany
come to the association before they go to the aesviThey are not integrated in the Italian comyyusb the
information does not get through. Since they areointact with their community, they take the cheldrto the
Arab school and the mothers talk to each othereyTdet more information from the Moroccan assoorati
than from the Italian services [...] They know theysngo to the ASL (local health authority officés) the
health insurance card, to the police headquartera fesidence permit, to the town hall or the jutdcords
office for an identity card. They don’t know anytgielse. (Moroccan cultural mediator, AMECE).

Accompanying their children to a language courgeafter-school activities, going to pray or
meeting fellow countrymen to celebrate a feastlatdyed to their country of origin, can be opportigs for
asking for information. The informal networks ofgpde of the same nationality is an important confex
finding information and within these networks thesaciations can represent the place for the “finshal

approach”, above all when they are linked to thwises. The associations themselves play a roleisha

44 Here, by “information” we mean the notions necag$ar dealing with the Italian institutions, deifiry information as “knowledge of the
services”. See paragraph 5, chapter 7 of this velfonan in-depth discussion linking informatiordaraining.
4S5 Biglino and A. OlmoHealth as a fundamental right: a study on migration healthcare in Turimp. cit., page 127.
456 She arrived in Italy before Romania joined thedpesan Union.
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formalized as time passes; many of them have utistitalized a service in terms of a counsellingtieenr
an information desk, on the basis of an unoffisaivice they already offered to the migrant popoator
whom they were the reference point. One of the ma@sons the associations can offer informatichas
they are part of the social reality of the commyrihd can closely observe the problems of thelovel

countrymen.

We did a survey after some Chinese women told #seaation that people were not following the ccirre
procedures. In Torino, the Chinese have a higlh bate; about one hundred Chinese children are &ogny
year. We carried out a humber of interviews witlspitals like Sant'’Anna and Maria Vittoria and weuifal
that only 30% of these women follow the standamtpdures with courses and planned appointments.ighi
a risk because it can cause problems with the.bith decided to interview the Chinese women, td fiat
why this was so, and we realized that they fourtiffiicult to access the services, even when theices were
available. [...] Linguistic difficulties, problems th their working hours, difficulties in finding s@une to
accompany them who spoke the language. [...] Speakitige people, we found that there was a widesprea
problem with healthcare, involving also men, oldple and children. We asked ourselves what we cdald
We couldn't just turn a blind eye. (RepresentathidGl).

When a problem is found, the associations — if dueysufficiently strong — tend to enact resolutive
strategies. This is the case of the courses omtiofes diseases held in some mosques in 2014. gae y
before, the Omar Ibn El Khattab mosque in Via Saduarganized a campaign for potential blood doirors
cooperation with AVIS Torino. Many of the donorsdaived were found to be infected by pathologiekdih
mainly to hepatitis B (Hcb) and C (Hcv). The colmme between the results that emerged and the
observations of the personnel at the MISA cfitfi¢with which the organizers of the campaign were in
contact) encouraged them to discuss activities fi@vention and containment of the problem. The
willingness of the doctors to organize an awaregasspaign gave the initial input, but a fundamerég
was played by the presence of persons aware ofoie and convinced that the informatidor the

community must comfrom the community itseff®.

Often | went to pray and | was stopped by peopl® wianted to ask for a variety of information. Fbet
simple reason that | speak Italian well,they thirknow everything and, when they don’t know whewegb,
they ask me. We must bring the answers to the plateere the questions are asked. It is our respiitsi
(Khaled, 36 years old, Egypt).

There was a similar perception amongst the volust@ethe Romanian counselling centre.

We are the largest community in Torino and thee=fee certainly make considerable use of the sesvitiee
Italian volunteers have done a lot for us and iktthat they were expecting a signal from us. Wevie had
to do something. (Romanian volunteer, San Lorerd&dmeni).

Therefore, if they are well organized, the assamiatcan intercept the problems and offer answers

that take into account the linguistic difficulti@aad the cultural differences.

If we talk about the low number of pregnant wometha appointments, it is also a cultural proble@cause
in China there is no standard procedure like the ionPiemonte. There are not so many tests to be.do
Therefore, we have to work on many aspects: infonalanguage, culture, because we must also noavi

45T Ambulatorio Migrazione e Salute, Amedeo di Savdaspital.
4S8\We will discuss these educational activities ia kst paragraph of this chapter.
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the employers to give the workers time off for th&ts. In China, there are many different testd drey are
not all compulsory. We try to conciliate the twothneds, so that the person’s culture is respectealso the
methods existing in Italy are applied. (RepreseraaANGl).

The lack of information and the inability to findmay affect access to the health services in two
ways: on the one hand, as in the case of Silvjareitents access and on the other creates erroaeoess,
which does not respect the procedures foreseenegaraple is the incorrect use of emergency servines
the case of the Chinese, a massive use of the A&fartinent is often report&d since the users go there
when they should be contacting their GP. Often pdeple do not seek information until they neediitin

an emergency, and the associations can play arrtampoole in bridging this gap between the migsaantd
the National Health Service.

The first time they come to the centre, they filla form with their personal information. The forsnused to
create a computerised database and to begin tdoglketow the person. There are questions about their
biographical information, the documents they haldtaly and this helps us to find out whether tiaye a
health insurance card or not. According to the duents the person has we can begin to understaird the
situation regarding their health. It is importamtiiegin to understand the person’s health condémhto give
them information. Perhaps they didn't come herase of their health, but if we see that they dbaite a
health insurance card, we tell them to go and get (Romanian cultural mediator, San Lorenzo den&d).

Finally, there are cases in which access is limitechuse it is obstructed by rules that are difficu
understand and sometimes the persons have beeogied in the bureaucracy, like Violeta. This woman
has lived in Italy for five years, she worked adoaestic worker with a regular contract and wasstered
with the National Health Service. When her conteagdired, she decided to return to Romania to lble ér
family. Some months later she returned to Iltalpay off a small debt with her bank and, during beef
stay, she felt ill. The first tests carried outts Cottolengo Hospit& revealed a cirrhosis on which it was
necessary to operate immediately. Although Violed not intended to remain in Italy, the appearadce
the illness forced her to alter her plans and s$esdtment. Violeta was obliged to wander around ety
looking for a place in a dormitory, because shendidhave a home and could not afford to rent ardthe
expiry of her employment contract had terminatedragistration with the National Health Service asda

“new entry”; Violeta could only obtain an ENI codeshe had a residence. The woman was therefose in
difficult situation.

She can't go to Romania because she would notvedege treatment there, but she can't get treatmere
because she is not registered with the Nationallthe®ervice, because she is not resident... it's @ ba
situation... last time she came here she started@ryitold her that it is a good thing that shéése, perhaps
someone up there decided it. That for that litébtdjust a few euro, she should come here andfthdrout
that she was ill, in Romania she would never haumd out, or she would have spent thousands ofseéaro
treatment. (Romanian cultural mediator, San LoreteidRomeni).

In this difficult situation, the network that linkbe world of volunteers, private social bodies and

public hospitals has worked in support of Violefae counselling centre, with the association Carangin

49T Osteria, D. Carrillo and A. Sarlthe Health Dimension of Asian Migration to Eurppep. cit. page 41.
460v/joleta was sent to Camminare Insieme, which imeagreement with the hospital for persons witholealth insurance card.
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Insieme and the MISA clinic have taken up her aas found a stable place for the woman in a dompito

in the city. After a few days, Violeta was movedat@entre where she could stay also during theaddy
thanks to a declaration of permanence in this &trec she has obtained an ISI card and begun more
thorough tests at the Amedeo di Savoia Hospita. fBisults have not shown the need for medicalnesatt

and so she has decided to return to Romania. Angguthat was supposed to be for a few days was

transformed into a “medical odyssey” which was ngaabthanks to the strong network that intervened.

One day, at the beginning of August, she told nme Isdd booked a place on the bus to return to R@mani
Since she insisted that the counselling centreldhmay for the whole ticket, we collected a littteoney and
paid part of the cost of the ticket. From Camminaseme and Sermig we managed to get some fooklefor

to take home and we found a good supply of the ameel she took for her stomach and iron supplements
because she was very anaemic. Sometimes she @lfisom Romania to thank me and she asks me to greet
and thank all those who helped her. (Romanian @lltuediator, San Lorenzo dei Romeni).

4. Migrant associationism as an agent of acceptability

The meeting between the foreign users and theftaistitutions is based on complex topics such as
the conception of health, illness, body and heal#®. Acceptability means that all the structures drel t
health services must respect medical ethics andppeopriate from a cultural standpoint. In the next
paragraphs we will not deal with all the topicsttbauld come within the theme of acceptability, boty
those that emerged during the interviews with vigars and users of the associations and whichsafelu
for highlighting the way the associations can iasee the acceptability of the treatment and theicesv
offered.

Waiting times as a cultural variable

One criteria by which the users evaluate the Natibfealth Service services is often that of waiting
times. This is true for Italian and foreign usdrst in the dialogues with the operators and then€de users
the variable “time” emerged as crucial, as othediss on the relationship between the Chinese had t
ltalian hospitals also shd. The variable “time” is identified as the secordise that prevents the Chinese
from using the Italian health servié&s

The question of employment is often mentioned tplar why the Chinese would prefer shorter
waiting times and avoid queuing at the GPs surgdeggcribed as subjects totally dedicated to warik, fielt

that they “have no time to waste” and that theythair work before their health.

There are many Chinese who go [to the surgeryletoagprescription, but the doctor does not fix
appointments, so they have to wait in the waitiog. At times, just for a prescription they have to
wait for half a day, they think that rather thanstiiag half a day, they can earn €30 and they don’t
bother . Perhaps it is also for this reason they dre prepared to go for examinations that cdwt a
more. (Chinese cultural mediator, ANGI).

61| Biglino and A. OlmoHealth as a fundamental right: a study on migratiom healthcare in Turimp. cit., pages 92-98.

462 Osteria, D. Carrillo and A. SarlThe Health Dimension of Asian Migration to Eurpmp. cit.; A. Sarli and D. CarrilloUnasked
Questions and Missing Ansvgeop. Cit.

463 B Wu and V. ZaninHealthcare Needs of Chinese Migrant Workers inyltél Survey Report on Chinese owned Workshopsretde
University of Nottingham, China Policy Instituteisdbussion Paper N. 48, 2009, page 15.
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The question of employment is certainly centralCioinese emigration — which is described as
“emigration with capital” because they seek indefgsmn work and economic succ&és- however we must
not forget that being totally dedicated to workaizonsequence of the status as a migrant, in addibi
being a cultural trait. Employment is often preoas and lacking in trade union protection, reqgirihe
migrants to safeguard their jobs at the cost okitup after their healfl®. In the case of the Chinese, this is
added to a family-run production system in whicé émployer offers board and lodging to their emeésy
and the work itself can become all-consurfiifig

In the interviews with Chinese users it emerged ttia linguistic difficulties and the lengthy waig
times are the elements that make access to healtheast difficult. The Association ANGI offers its

members a solution based on an agreement wittaadbacture.

We began with the question of mother and childgriiewing Chinese women, visiting hospitals,
gathering statistical data and we saw that theeaMaealth problem in the community. At the same
time, we were contacted by an NHS contracted stredhat offered us an agreement: they would
send us all the forms and consent forms and we dvbale them translated into Chinese. Since
when they go for an appointment, the patients nsignt the forms and declare that they have
understood, they will have a copy in Italian an@ am Chinese, they know what the document says,
they go to the appointment or for the tests anthetsame time we build a databank for our studies
[...]. We have opened a health information desk ataksociation, and we can see their situation
(whether they are workers, have a card or not,sandn). If they have a health insurance card, we
book at a public structure, if they don’'t we bodlagorivate structure with a cost that is justtteli
higher than the ‘ticket’, because we have an ageaéthat gives a discount of 20% on the ordinary
fees, and we don't have to wait. If | book todaynay have an appointment tomorrow. (Head of
Association, ANGI).

This solution — designed for people who do not haseess to the National Health Service, like the
Chinese students who enrol at the Italian univiesi{ — has also been useful in other situations: ah#te

migrant who, despite the possibility, has not reged with the NHS, and who prefers to pay a feghér

than the ‘ticket’ to obtain a swifter service.

When a friend introduced me to the associationdl d@ynaecological problem and | had to do sonts, tbst

| gave up with the public hospital because the imgitimes were too long. My friend gave me the phon
number of the association and the first time wekepaver the phone, then they gave me the assatiesial
and we met for the first time in front of the hdspi(Li Ping, 34 years old, China).

It is necessary to consider that for many Chinessrsuthe time variable is not only linked to the
waiting times and the absences from work, but tigbe type of treatment and the perception offisacy.
Traditional Chinese medicine, based on herbs ahdalaemedies, is widely used both in China anthe
Chinese diaspora, alongside Western medicine. ImaChoth medical traditions are accessible and,

according to the type of problem to be solved, fredpcide which type of treatment to use.

464 A, Tassinari and L. Tomb&hejiang-PechinpZhejiang-Firenze. Due esperienze migratorie a ammtfn, in «La Critica Sociologica»,
1996, N. 117-118, pages 27-38.
485 A, Sarli and D. CarrilloUnasked Questions and Missing Anssyemp. cit., page 6. See also Chapter 4 of thisrwel
466B_\Wu and V. ZaninHealthcare Needs of Chinese Migrant Workers inyjtap. cit., page 32.
467 Foreign students enrolled at Italian universitiase the right to voluntary registration with thei8l on payment of an annual fee, see
Chapter 2 of this volume.
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Chinese medicine is not specific for an illnesase it in cases where | don'’t feel well, but | ¢gmint to a
specific problem, like when | feel weak and tiré€h the other hand, if they find kidney stones, witititional
medicine they go away. Another example is back:ga&re it is treated with tablets, but not in Chiteey will
give you a natural herb and after six months oearyyou are cured. If you have a high temperathmigh,
you use European medicine, also if you have as&ipooblem that must be solved immediately. Then€de
remedies take longer to be effective. (Chinesautallimediator, ANGI).

From these words it is clear that time is an eldntiestt comes into play when making a decision
between the different medical systems: normallyenva rapid and immediate intervention is necessagy,
turn to western medicine, which acts directly oa fymptom. When a more profound treatment is needed
which heals not only the symptom but also acts hwléstic manner, they turn to Chinese medicineictvh
offers results only in the long-term. This is whyecoof the criteria that guides the choice of a wadiystem
is the seriousness of the problem: serious illressehose in an advanced state in which it is sesy to
act immediately are treated with western medicirtgs also reflects a different organization of htap,
coherent with the principle of rapidity attributedwestern medicine.

In China, there are many hospitals. When you ggoin ask for information, there is an informatiorunter,
you say what the problem is and they tell you whergo, and you do everything in one day, you hawve
appointment, do the tests, they don't make you fesitnonths. You see the specialist immediatelyl 86%
of the time, you can do everything in one day. (42 years old, China).

This concept of western medicine and the orgaminaif the hospitals makes the long waiting times
inconceivable and they are interpreted as “malionistg” and “lack of competenc®® causing an increase
in the mistrust that the Chinese generally feells Italian doctof&®.

The health desk at ANGI, run in collaboration wéth NHS contracted clinic offers a solution for
those cases in which the waiting times become acaaptable element, transforming into a limit toess
to treatment. Although the first thing they dorig to register the person with the National He&#rvice,
the private sector is often the only resource inigaar cases for which the public service is cotsidered
efficacious. The solution offered by the assocrasafeguards the right to health and can be camsldan
attempt to stem other types of response, suchcasr@ct use of the A&E department, the use of tiatl
medicine for self-medicatidff, the appearance of unqualified doctors and theckdar a more acceptable

cure elsewhere, with the consequent appearancanafiational therapeutic itineraries.

Welcoming the expectations of health

The acceptability of the service is a variable tbath be measured on the basis of the patients
expectations of health, as shown in the case oftlieese community. As we will see in the eighthapter,
dedicated to the topic of medical transnationalisrpectations of health often lead people to travel to

undertake therapeutic itineraries that cross ttieme borders in many directions.

468 T Osteria, D. Carrillo and A. Sarlthe Health Dimension of Asian Migration to Eurppe. cit. page 511.
469 |hidem page 41.
4% n the case of the Chinese, self-medication oftess traditional medicines. This must not be cameiti a “cultural” attitude, or at least,
this is not how the Chinese users to whom | spakesidered it. The principles mentioned to justiéf-snedication are efficacy (seeing that
the medicine has the desired effect) and rapidityirig on the illness without having to wait fopamntments).
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Viorel, a Romanian lorry driver, had an accidenvatk and fractured his femur. The two operations
carried out in Bucharest only partly solved thebtean and Viorel was destined to walk on crutched an
remain unemployed, since the problem with his legiled make it impossible for him to return to work a
lorry driver. An acquaintance who was leaving f@lyl, offered to accompany Viorel to Torino, wheire,
his opinion, it would be possible to solve the peab getting an implant. Soon, Viorel found himgelthe
nomad camp in Lungo Stura Lazio, trying to get iyaicountry where he did not know the language and

with a health system that was equally foreign ta.hi

The first time he came to us, he had nothing, ndastts, no work, and no documents. He came hetigein
hope of solving his problem. He went to the chumold then he came to us. We immediately told himais
not possible, we thought it was impossible to getr@sthesis for a person with no documents, buivas
patient and in the end, he solved the problem. dkdd after him: first, we took him to a communkgcause
it was winter and it was a problem for him to sléephe cold, then he got a health insurance adiddall the
tests, in the end he was admitted to hospital,theg operated. (Romanian cultural mediator, Sarehoo dei
Romeni).

The initial fear that Viorel's request could not becepted was unfounded. In fact, the regional
ruling N. 6-3264/2006 states that temporarily residforeigners have the right to have prosthetttsdf at
the expense of the regional health sef/ice

For Viorel, the counselling centre was above gilace where he felt welcome and where he was
able to recuperate a sense of dignity.

When you live in the street, you are nothing, yoe mothing and you don’t understand anything. Yawueh
dirty clothes; no one speaks to you, otfigy that is the volunteers at the counselling cerdndy they can
help you. They don't care if you don't speak, ifuydon’t shower, how you are dressed. They help tluey
speak properly to you, they give you what they &wu are not patient in those cases, you can't tak hear

a lot of different information, and they understavetter than others. Before that, God helped nex they
did. (Viorel, 45 years old, Romania).

Secondly, the association was the context of maldtielp: Viorel was sent to Camminare Insieme to

obtain free medicines, to the Madi&community so that he could have a place to staytathe I1SI Centre
to register for healthcare. Assistance and mediatiere the means of access to treatment.

The first time | went to the hospital | was wittireend. We did not know that it was necessary tatldhose
things, health insurance cards, prescriptions...dat,fat the hospital they told me | couldn’t have t
operation, the doctor told me | needed an ISI c&adl went with one of the people from the coumsgltentre

to the ISI Centre in Lungo Dora Savona. [...] Thetdodold me that he could operate only if | had my
documents. He said that the ISI card did not ceueh high medical expenses. So, | went back tcCth@
Hospital a second time with the mediator from teatre, because at that time | couldn’t speak @tgland |
didn’t understand properly. That time the doctoplained clearly to the mediator and | understoad thwas
possible to do the operation; it was just thatd fawait. | waited a year and four months, | hiael dperation
last August and so far, everything has gone welbrgl, 45 years old, Romania).

Associationism and its networks have guaranteedeVithe realization of his request for health.

Without the intermediation of the association, ¥lavould probably have received the prosthesiseeeled,

471 On June 2% 2006, with ruling N. 6-3264Assistenza sanitaria agli stranieri tempora- neateguresenti sul territorio regionale. Diritto
alle prestazioni integrativethe regional council decided to include integratesvices and prosthetics for STP. “It seems evitieat the
definition of treatment must include all types afalthcare and that prosthetics are an integralimdidpensable part of therapeutic and
rehabilitative cycles, and therefore lie within fiedd of essential services.
472 Madian is a community that takes in foreign minarel sick foreigners and is run by the Ministerstia Infirm, The Camillian
Religious.

162



but with greater difficulty, given the lack of arhe, the impossibility of paying for medicines arns ihitial
difficulty in dealing with Italian bureaucracy.

Accepting the expectations for health also meattingethem against the cultural background of
reference and, consequently, giving dignity to slwjects’ requests. This element emerged in pé#aticu
from the interviews with those who attended som#hefmosques in the city. The importance of theeplaf
cult — generally founded as cultural associatioris €onsiderable precisely because they are alesl

where the cultural acceptability of certain pragsics discussed.

If they have doubts, the people go to the mosqheréare cases in which a pregnant woman is teldttie
child could have ilinesses; at times, the doctalgis® the woman to have an abortion. In this cése,
example, they ask at the mosque if iheram [forbidden or proscribed by Islamic law or if thegn do it.
They ask the imam because he is the one who knbagt these topics. Lately we have talked a lot aiuel
donation of organs and brain death. Also in theses, we ask the imam whether it is possible frogligious
point of view. With regard to health, we seek answa the mosque on the relationship between seiand
faith. (Khadija, 32 years old, Morocco).

In some cases, the religious discourse — as witbr atultural references — can be used strategically
to try to create bridges between the requestsenfitittors and the beliefs of the people. This iatwhe
cultural mediators do every day in their work, kius also what many associations try to do, thaokiheir

religious and cultural background, shared withgheple they are trying to help.

There was a woman who could feel lumps in her bseabe didn’t want to talk to her husband or thetor
about it, not to anyone, because she was afrawhat she would discover, afraid of her husbandétien.
Often, people come to us at the last minute, th@ytdvant to know and they prefer to ignore thehjpem. In
these cases, | introduce the religious aspect,useca the Qur'an there are a numbeswofah (verses) that
invite people to be aware. So, the people are coed that what will happen, will happen, and tha better
to discover the illness at the start. Theahspeak in general, but we can also take them toyrdisgovering
illness, because this means that people must knbat ¥ happening; in this way | can convince pedple
know. (Malika, 44 years old, Morocco).

The religious aspect is therefore a powerful vehif the messages, as well as acting as a social

bond for the communities that gather on the basssacmmmon faith.

The good thing in church is that you find kind pleogt was sufficient for the priest to say in ctlurthat a
person who could repair a washing machine for ke wieman was needed and a man immediately offered to
do it. The role of the church is very important andcases of need, for example, we take a collectir
many reasons, the church does a lot and thatferelift from what | have seen in many churches im&uoa,
where charity, in such a corrupt country, almostor@ger exists. (Romanian cultural mediator, Sarehao

dei Romeni).

Bridging the gap between cure and care

The story of Viorel introduces the question of ¢ag between cure and care. While on the one hand
the operators are invited to “keep their distanitein the patients’ life stories and stories of tiean the
other they are urged to find ways to humanize thatinent, to welcome the person as a whole. Regqehin
compromise between these two instances dependseamdtivations of the individual operators sincesit
generally difficult to valorise the relational dynis within relationships limited by rigid norms dan

economic logics. Consequently, the workcafe is often invisible and in the hospitals, the pawes that
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tend to rationalize the system and reduce costsrgena reduction of the spaces destined for tioenial
support of the patiefif. This occurs in the case of Italian patients,vitlom part of the activity of care is
delegated to persons outside the institution, itiqudar to relative¥* In the case of migrants with weak
family networks or few tools for dealing with thieusition, the associations represent the sociatalapat

influences the management of the care and of ltfes8.

In Torino in the third sector there are major exparho offer a service. We do not offer treatmént, we are
the cultural mediators, or a channel, or a fa¢ditawe are not the replacement for a service. Meeiator
must be specialised in what they do, they must ktf@nsituation in which they are to act thoroughéfore
they intervene. | don't agree with the fact tha thediator is called upon to interpret for doctod patient. If
the mediation comes too late, it is useless; wes havaccompany the patient from the start, knovr stery,
know what that person is experiencing. From thigfpon, it is possible to build an intervention,uybave to
win the person over slowly [...] for example, Ahmedshchanged from ‘like this’ to ‘like that' (Italian
expression accompanied by turning the hand palmndmwpalm up, to express change, NdT.) since we
understood what he needed. He came to ltaly sewerihs after his marriage. Soon after that, he becdm
We found him a council flat, but after six month& discovered that he had a tumour. He knows beirgy to
die, but we found out his secret: he wants his wdfeome here, but he does not have the necessguisites.
Thanks to Prism&’> we managed to speak to the chief of police andowed a way to help them reunite the
family, so that he can have his wife with him. Herid courage when we discovered that his secrenlthye
family. (Moroccan cultural mediator, AMECE).

A woman came here because she was unemployed ashdistovered that she had a tumour and when she
came to us, she was already very much tried byréa@ment and in a very advanced state. She hah&dn
Romania; her only child was in Belgium. At a certppint, she had to ask for food from the food ban& we
found that she couldn’t even do the shopping andtpa rent. Through us she found that the landiorelw
nothing about the situation. We made contact withdon, but it was difficult because she didn’t tham to
know. She said, “When | am better, | will call hifWWe managed to speak to the son, because we hbped
he could see her still alive, although when hevadishe was already in a coma. We took a long tone
establish a relationship of trust, so that she dagive us the keys to her home and let us contcsbn; we
had to look at her phone in secret (to find herssoomber)... the best thing is that at the end sttkliegun to
trust us and she called us her daughters. Shedhadenelse; we did everything for her, even founeone to
repair her washing machine. (Romanian cultural atedi San Lorenzo dei Romeni).

From these testimonies, the role that the assoomitan play in terms afaring, or — to use the
words of a volunteer at the association Zhi Sorgpeial care’ is clear. We can think of the conceptare
as completely taking charge of the needs of tHesécson.

The expressiorare-mixdefines those situations in which the need foe ae met by subjects of
various kinds, whether they are public or privatke associations are a fundamental part of thi@riién
which they not only act as the social binding adenthe person’s network, but they can even stuistihe
family if they are not physically present. Whenytlage ill, the migrants are not only ill, they &désplaced
sick people”, first of all in the geographical sersbecause they are far from their primary samatext —
and secondly in the personal and existential sdresgguse being ill also means that the migratoojept

could faif’®. By calling the services, maintaining contactshvitie doctors and with the other bodies of the

47 M. Tognetti BordognaDisuguaglianze di salute e immigraziowe. cit., pages 219-220

474 For a study on the welfare mix applied to the teabctor se¢ Ponzo (ed.))l nuovo care mix. Realta e prospettive della carii
anziani, tra pubblico (locale) e priva- to (transnianale) Torino, Rapporti di ricerca Fieri, 2014, dispdtgbonline: http://fieri.it/ wp-
content/uploads/2014/04/1-nuovo-care-mix_prefagipalf.

475 The Prisma project offers support and help for foreignershwitsabilities, through the disability and immideat service. It is a project
founded by the Servizio Passepartout of the cedirattion for social policies, with a network afyate social associations.

476 Quaranta and M. RiccMalati fuori luoga op. cit., page 9.
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private social services, the associations try tetrtiee needs of the sick foreigner as a persoitjiignas far

as possible their sense of being ‘displaced’.

5. Migrant associationism as an agent of health litgra

The Recommendations of the European Union on migtealth have for many years
emphasised the importance of the participationhef ¢community in planning health measures. The
World Health Organization has been moving in thmeesdirection for some decades, with its princigdle o
“health for all”. This principle, adopted in 198Adarepeated in 1988, iHealth21: health for all in the
21% century drew attention to a series of actions that aitiefft health service cannot ignore, including
the promotion of health. It is realized by spregda culture of health outside the hospitals, in the
workplace and in free time, above all through thetipipation of civil society in activities that@note a
culture of health. The accessibility of servicesfact, concerns not only their use, but also tteenption
of health and prevention. There is nhow awarenesspbople from other cultures are not sufficiently
reached by the preventive campaigns destined éott#ifian population and that it is therefore etiaén
to organize targeted campai§Hswhich are more efficient in terms of reaching fupulation and of
cultural appropriateness.

With regard to the topic of health, we have obsghe project carried out thanks to cooperation
between the MISA department and an Islamic pragemrin Torino from the start. In 2013, some
members of the Omar Ibn El Khattab mosque in Via&a 18 began to promote a campaign for blood
donors in cooperation with AVIS Torino. Many of tld®nors involved were found to suffer from
hepatitis B and C. This information was a signatlefm that led the organizers to contact the dsab
MISA. The discussion led to an activity of peer eation mediated by the doctors of MISA who met
with a group of volunteers from the various Islaroentres and trained them on the following topics:
access to the NHS, infectious diseases, mothechitttihealth and nutritigh®.

In the first phase, the doctors and the represeatabf the mosques drew up a calendar of eight
meetings; the doctors prepared the informative rigtewhile the organizers publicised the event
amongst the various Islamic associations and aeatroup of about fifteen people to be trainegees
educators. The intention was to give the widestsibies diffusion to the initiative, in order to then
transmit the notions received contemporaneousty mumber of different places. All the meetings were
attended with a participative attitude and wereregipted by the group, who always emphasised the
urgency of actions that would bring the hospitdéser to the users. The second phase, which began i
September 2014, foresaw the diffusion of informatiy peer educators to the members of the mosques,
but unfortunately, meetings were held in only fiekthe mosques involved. These moments were
planned in continuity with the usual activitiesr Bxample, at the end of the prayers or duringi@lis
education for women.

477 Biglino and A. OlmoHealth as a fundamental right: a study on migration healthcare in Turimp. cit., page 126.
478 The meetings were held twice a week from JanuaMay 2014.
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One of the first and most important observationsceons the setting up of the group that took part
in the training with the doctors. The diffusiontbe initiative to various mosques meant that pefpla the
direction of every Islamic centre, identified ase$b participants” were involved, and above all tgve
them the chance to follow the entire cycle of lessdhe group was formed of men and women withagert
characteristics: excellent competence in the hadlaguage, an interest in social and health tppiesious
experience in voluntary work or cultural mediateomd medium-high educational qualifications in Itatyin
the country of origin. It is interesting to noteattpersons who were less well integrated, haddrgsrience
in the social field and an inferior cultural andduistic level would have found it difficult to joisuch a
project; this meant that the doctors were dealinth va group of people that have very different
characteristics from those they meet daily at thefgeries. This fact may also offer points forsidaration
on at least two important questions: first of #ig constitution of the group represents a fundaahgmhase
in projects of this type. Before starting a tragiactivity aimed at creatingeer educatorsin fact, it is
necessary to establish who themary beneficiariesare and who are theecondary beneficiariesat the
same time considering whether there is a certagsiple distance between the two categories. Segahdi
necessary to consider the questions raised in tist €hapter or this volume, with regard to
representativeness: the community of religiousionat and linguistic membership is not in itselfacial
bonding agent, just as attending the same mosquat isecessarily a social link. It is absolutely certain,
in fact, that this type of sharing leads to a greawvareness of other people’s problems or greatpathy.
On this latter point, in particular, during the rtiegs we often discussed with the doctors the dpresif
sexually transmitted diseases. To face such a fap& mosque leads to a discussion of two fundaahent
points: firstly the possibility of non-judgementaiceptance requires a training and an attitudectivaiot be
taken for granted and secondly, it was clear teasgns with certain problems flee from their comityjun
and prefer to find help in other sectors of soci&yme people emphasised that the dominant monaibap
considers infectious diseases, and particularlgehihat are sexually transmitted, shameful. Thighés
reason the mosques receive many requests forthelpre rarely contacted by people who fear thdlybei
judged and therefore marginalized (for examplesiitides, alcoholics or drug addicts).

This is not the place for evaluation of the prgjdwowever, it is certainly useful to note the
criticalities and the strengths.

One criticality is certainly the fact that many fi@pants abandoned the project when it entered the
second phase and they were required to participate actively. The causes may lie in the commitment
required of them, and perhaps in the attempt teew@irious mosques in a single project. The variskasnic
groups in the city are led by different associati@nd are linked to different nationalities, redigs or
political movements that implicitly characterizeth. A collaboration on the basis of religious Hslieannot
therefore be taken for granted. The second phasaddlition to being more delicate, was not followed
directly by the doctors, since the project onlye&aw their participation in the first phase. Theeaize of
anyone to monitor the progress of the activitied #nset the pace made it difficult to continue dleévities,

perhaps also because the associations that runabgues are not accustomed to organizing suchcgsoje
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The main strength was the intention of the doctoiske health education to places attended by the
migrant communities. In the only centre where tt@get reached its conclusion, the results werelgdbe
planning of the meetings with the peer educatothiwithe normal religious activities, made it pbésito
involve people who would otherwise have had littierest in taking part in meetings on health miatt€his
integration with the moments of prayer or religi@giication ensured that at times the meetings edcein
the presence of the imam, which, in addition toingjvthe volunteers more authority, emphasised that
ensuring the well-being of oneself and of otherong of the duties of a good Muslim. The context
characterized by trust and the division of menwanchen allowed the users to ask questions and eagedr
their interest in the project.

The element of division by gender is of particul#erest. The sharing of information by the peer
educators was carried out separately for men amdempsince it was part of the normal religious\éiiis
(prayer, lessons) which are obviously held in défe places. The meetings with the doctors, onother
hand, were held in front of a mixed audience. Téaentific” nature of the information transmitteg the
doctors, the topic and the type of participant nhelagit no one questioned the presence of men antewo
in the same space. This organization was queriég with regard to two meetings on mother and child
health and on sexual and reproductive health. Whermloctors asked whether it was better to disthesse
matters with a group of women or with a mixed andé the majority of the women present were ieiat
by the position of the men, who took it for grantbdt they should not take part in meetings on vithey
considere to be "female topics” and they wantedehmeetings to be held before a general audiendg. O
one participant out of five was against this optaomd her request was accepted to avoid her absence.
However, the reaction of the other women showetiiien such a project is organized, it is not guedio
take anything for granted; on the contrary, thagiess must be taken systematically with the pgodiots.

The genesis of this project also shows that in rordalevelop community welfare, it is necessary
first of all to weave a network with formal institons, to respond to a need that emerges from the
community and attempt to encourage a passage fnfomiality to formality. The birth of ground roots
planning implies particular attention to actionatthlready exist, if only informally, which shouldceive
attention from the institutions and be implementiedthis case, for example, the role of the moscages
places where people bring their problems and tiegjuests was valorised. The attempt therefore waton
offload a model from above, but rather to develomkeady existing practice.

The training and health literacy are not only a-dinéctional process that foresees a passage of
information from the doctors to the potential usérsnust be seen as a bi-directional exchangedhahe
one hand foresees an increase in the users’ avearand on the other an increase in the culturapetence
of the service. By “cultural competence”, we mehe toctor’s capacity for interacting in an efficacs
manner with patients from various cultures.

The associations can be the promotors of activitiesncrease cultural competence amongst

doctoré™. The association ANGI, for example, following tlaentification of a widespread problem in the

4% T Osteria, D. Carrillo and A. Sarlthe Health Dimension of Asian Migration to Eurppg. cit., page 564.
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mother and child area, in 2010 signed an agreewiéinthe Torino-Asti interprovincial council of midves
in order to guarantee better services with regarihé health of Chinese mothers and children. Withis

cooperation — prior to our research — there wer@ge of reciprocal training.

Starting from the health of women and children, m&ved on to a phase of reciprocal training. We teaal
meetings with the council of midwives to discussvhto behave and what to do with Chinese patients. W
went to them and they came to us and we organiwednteetings for midwives on Chinese language and
culture. We train each other. We found two teachersxplain the cultural profile, the role of thenfily, of
work and the cultural aspects to be respected [hdyThad had difficulty with the Chinese women, Iseyt
already wanted training and they found us. Thegedwith us that by helping the users we are at§pirig
them. (Head of ANGI).

Remembering the invitation to avoid homogenousomwisiof persons with the same origin, or
considering an association the representative wéteonal group, we can say that the work done lgy th
associations with regard to training, accessibiityd acceptability is moving in the direction cditing
“community health educator® and building the “profile of community healffi* encouraged by the WHO.

Chapter Eight

Health crosses borders

1. From local health to transnational health

The research that was presented in the previoysterisais strongly rooted in the city of Torino,
where the hospitals, the associations and thecslireferred to are based. Torino is the landingtpfair
people from other countries, who mainly came tty lta search of work, intending to stay permanertly
temporarily, but it is only one of the places mené&d in the interviews. The stories of health is tlolume
often evoke the country of origin or other stagethe migratory process and they acquire a sertbénvein
imaginary made up of persons, languages and clitanzepts that frequently refer to a geograpHitler
place’.

In this last chapter, we have decided to followonpthese stories of health, in order to place them

a wider transnational context that will allow usr&der to the plurality of discourses of the migeaand

480 For an example of planning see the Artemis profassociazionismo e reti territoriali per la mediam®interculturale sulla salutea
cura del Centro nazionale Aids, Istituto superitireanita (Iss), Organizzazione internazionalel@enigrazioni (Oim), L'albero della Salute
- Struttura di riferimento per la promozione dedalute dei migranti e Regione To-scana (Ads).) @herall aim of the project was to
improve the process of integration of immigrantsotiyh better health literacy of the associationsfaséigners and the training of
community health educators.
481 The health profile is the description of the swftéealth of a population. It is constructed byhgaing useful information at local level to
take decisions on priority health problems. Theselwe gathered through interviews or focus grouifis mediators or privileged witnesses
of a certain social reality. The final aim is teedify the principle problems and then construché&alth pact” between the health services
and the local administration.
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understand the complexity of their geographical eutural references. Unlike the pages that predgdeis
last chapter does not deal with problems of actespecific treatment within the Torino contextt duaws
attention to dynamics that are only partly influeddy the context of the resedf€h

The aim is to take into consideration alternatinel &ansnational forms of treatment to emphasise
the fact that access to local services and crossinders for medical reasons often ‘cohabit’ in skarch for
solutions to health problems. From the standpditihe right to health medical transnationalism barseen
as an increase in the range of possible treatmeuatslso as opening to “competition” which mayoate
unfavourable to the patients and which may be datle to explain why some communities are poorly
represented in the local health services.

In social research, to speak of transnationalismmaeeferring to an approach in which the relations
with the country of origin and the persons who liliere become a key to reading the migratory egpee.
This is no longer seen as a definitive and unigtarove from one place to another, but rather asvamt
that creates a “transnational social fié?d"crossing the national borders and in which tHgesus interact,
relate to each other and move. For a number osyearhave spoken of “medical transnationalism’efenr
to a perspective that describes the relationshigve®n migration and health in a dynamic mannerthéf
migrants are persons contemporaneously rooted ire rti@n one nation, then they are also linked to
different health systems and different universekraiwledge and medical practices. If we recogniee t
social nature of health and illness, it is inevigald use the term “medical transnationalism” whenspeak
of migrant§®. Medicines, advice and their carers come fromrtieeuntry of origin; they remain in
telephone contact with persons who live in othamtges and ask them for advice about their hedtithy
or a third country is the desired destination cacéllness is diagnosed. Finally, they may sendionaes to
the country of origin or return there for diagnceigl treatment.

The subjective needs of the migrants — are rootednumber of national territories — their twofold
social and political origin and their diversifiedquests for participation affect the welfare systewhich
are organized with reference to a national cofftéxthe impact that migration has on the functiondrig
welfare in the places of destination, and on thafserigin, is a new field that must be studied,rigyto
extend the horizons of action and fully understdr@dcomplementary, interlinked and communicatiniyirea
of the demands for social protection that emergmfthe migrant population. These demands for ptiotec

may generate new forms of “DIY welfare” realized the migrants themselV&§ or find answers in a

482 \We do not mean to suggest that the context ofekearch will not influence the results. The pliaceertainly significant because it
influences the methods of access to health of migrand therefore their choices of health. Dedjpils we must emphasise that in this
chapter the individual cases may represent thecebaf migrants in general and not only those weih Torino. For an example of how
the context influences the health of migrants #eMoullan and F. JusoMVhy is the «Healthy Immigrariffect» Different between
European Countries?n «European Journal of Public Health», &3, 2014, N. 1, pages 80-86.

483N, Glick Schiller, L. Basch and C. Blanc-Szantdowards a Transnationalization of Migration: Ra@ass, Ethnicity and Nationalism
Reconsideredn «The Annals of the New York Academy of Sciengevol. 645, 1992, pages 1-24.

484 B Bilecen and H. Tezcan-Giintekifransnational Healthcare Practices of Retired ClezuMigrants, Comcad Working Paper, N. 127,
Bielefeld, Comcad, 2014.

“85E_ Ppiperno and M. Tognetti Bordogna (ethjelfare transnazionale. La frontiera esterna deliditiche sociali Roma, Ediesse, 2012.

486 g Ceschi,Associazionismo migrante e welfare dal basso. &iftei di una conversazioneon Hamat Diagne, presidente dell’Associazione
Senegalesi Bergamaschi Welfare transnaziorle. La frontiera esterna delle politiche socjaéd. F. Piperno and M. Tognetti Bordogna, op. cit.
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legislative structure and a social protection systieat mutates to try to offer suitable responseshinging
needs.

By analysing the movement of knowledge, objects @ardons within the legislative framework and
a welfare system in transformation, we set oursethie aim of showing how crossing a border in deafc
well-being and health is a dynamic and multidirenéil phenomenon, and cannot be reduced to the label
“health tourism”. In the common discourse, but atsthat of some operators and politicians, thiegary is
used to describe the experience of people wholtiaverder to obtain benefits for their health, ngsithe
services of countries other than their own. Theltany of this discourse is frequently expresseteims of
waste and incorrect use of resources. This studiyidi aim to calculate the percentage of the hédmltiget
dedicated to people who came to ltaly for treatmbetause this was not part of the approach adopted
interacted with foreigners present in the city f@rious reasons (work, study, and family reunifiait
without asking them whether they left their courfioy health reasons. Persons with this profile, sy,
inevitably fell within the research area. Amira @io Italy to study and then did not return to Mo
because here it was possible to receive treatnmtr@vailable in her own country. Radu left Romamith a
friend seeking an implant that he could not affordhis own country; some migrants bring over tlajed
parents in order to access treatment of a supguality or lower cost than that available in theduntry of
origin. Despite this, we feel that the label “hbalburism” is not useful because it greatly simetifthe
numerous links existing between health and mobility

One of the first scholars to deal with the many temporary forms of this mobility was
Hendersoff” who divided health tourism into subcategories ediog to the type of intervention sought:
illness (check-up, screening, surgery for urgeasoas, transplants, orthodontic treatment, et@)-being
(acupuncture, massages, spa treatments, etchetiestnprovements (plastic surgery and cosmetigesy)
and the reproductive area (fertility treatmentsjsied procreation). It is clear that these caiegaepresent
only in a very limited way the needs of the forefmtients present in Eurdf& since medical tourism does
not take into consideration the sense of inequalitst the seriousness of the conditions that dreréam
persons to seek treatment in a country other thair bwn. In the scientific literature, in fact,etherm
medical tourism is increasingly used to descrilgegiowing industry involving patients who travet foon-
essential servicdS. These are mainly patients from economically aded countries who decide not to use
the services offered in their country and turn ¢ardries in Eastern Europe or South-East Asia whege
possible to obtain the same services at a lowee.phccording to Horowitz, this type of movemenishbe
separated from another type of medical travel, lictv the patients move from less developed countae
those with more numerous and more accessible sspvéeeking treatments that are not availableeir th
own countries.

487 3. Hendersorklealthcare Tourism in Southeast Asiim «Tourism Review International», 7, 2004, patks-112.

488 T Mainil, Transnational Health Care and Medical Tourism: Urstanding 21st CenturfPatient Mobility Nieuwegein, Nrit Media, 2012,
pages 13-14.

489 bidem.
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The cases presented below — whether they are hhesdfrants” or immigrants who have fallen ill
during their permanence in ltaly — are radicallffedent from those “health tourists”, in terms afsgibility
of patient choice, financial means and the typéreditment or service requir€8 We will not, therefore,
speak of “tourism”, but of “mobility” or “therapeiatitineraries”. Therapeutic itineraries can beied as
the journeys made by the sick, and sometimes fheiilies, in search of solutions to health problems
studying them makes it possible to highlight therglity of therapeutic resources available andtlag's
they are used. The therapeutic itineraries obsefaledithin various moments of the migratory experce,
but those who were ill at the time of leaving arftbge journey was determined by the need for aplexee
a minority in the cases we encountered. The mgjofithe persons interviewed were healthy when taéty
and their pathology was diagnosed and treatedaly. IFor some the illness determined the returth&o
country of origin and, at times, the result was fakure of the migratory enterprise. Finally, tterm
“itinerary” does not refer to a brief and temporargnsfer (like tourism) but to a journey that daawve
various directions (in and out of Italy) and vasodestinations (Italy, the country of origin orrthi
countries). This allows us to differentiate theegatries of persons who move for reasons of heatihaathe
same time to attribute weight to the social ineities] also through a critical deconstruction o€ th

concept&™,

2. Transnational therapeutic networks: tourists, exisad health pilgrims

The relationship between well-being, health and ititglpresents us with a variability of practices
that it is difficult to summarize and organize.iBats in search of immediate intervention, the reddasses
who move around seeking the least expensive vexr@bireatment or those not guaranteed in theirenom
country; migrants who return to their country ofgam for treatment. Various scientific contributmiave
tried to explain this complexity, by classifyingtiype$® and trying to identify — as was done for othenfer
of mobility — the principle push and pull factsts Glinos and colleagues, for example, have idetifive
main reasons that lead to the varying types of mewve observable: availability, economic convenigence
bioethical legislation, presumed quality and faamity’®. The anthropologist Kangas has described five
elements that link all medical journeys, or borderssings in search of a solution to a problenstff all,
the journeys are preceded by a phase in which wapossibilities are evaluated and they are meativay

the aim of alleviating suffering; often the treatrheequires advanced technological competency hed t

490 M.D. Horowitz, J.A. Rosensweig and C.A. Jondedical Tourism: Globalization of the Healthcare Matplace in «MedGenMed», 9,
2007, N. 4, available online: http://www. ncbi.nfriih.gov/pmc/articles/PMC2234298

491E J. SoboMedical Travel: What it Means, why it Matteis «Medical Anthropology», vol. 28, 2009, N. &ges 326-335.

492 Glinos and colleagues propose a typology basetti®meeting of two variables: why do people movedek treatment? Who finances
the trip and the medical expenses and how? ISeeGlinos et al, A Typology of Cross-border Patient Mobilityn «Health Place», vol. 16,
2010, pp. 1145-1155. Manibn the other hand, proposes a distinction baseith® actors involvedransborder access seekighe patient
crosses the borders of neighbouring stateseiving context actorsending context actor®8y crossmatching these variables the author
creates twelve types of transnational patients. [Ma#il, Transnational Health Care and Medical Tourisop. cit., page 52

43y A. Crookset al, What is Known about the Patient's Experience of isdTourism? A Scoping Tevieim «BMC Health Services
Research», vol. 10, 2010, available online: httpsw.biomedcentral.com/1472-6963/10/266; L. Cullelyal, Crossing Borders for
Fertility Treatment: Motivations, Destinations and Outcomed&)i§ Fertility Travellers in «<Human Reproduction», 26, 2011, pages 2373-
3381.

494 A. Glinoset al, A Typology of Cross-border Patient Mobilityp. cit.
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journey is undertaken because this treatment isc@ssible or non-existent in the place where thegoe
lives. Finally, the journeys take place in a gloleakna and are facilitated by modern means of
communication and movemérit

In addition to providing a typology capable of eaiping the complexity of the phenomena involved
in “medical tourism” and “medical exile”, the antimologist must bring to light the lives of thoseontnavel
to resolve an illned¥, examining how the models of treatment are transéd during the experiences of
travel®’, without losing sight of the comparison and thabetation of the results, which offer an
interpretative framework for the phenomenon. Sigrtfrom the cases that we encountered during our
research, we will therefore try to answer theserigge Why do people move to resolve health probkems
When do they begin to plan the move? What direstidoes this mobility take? What role do the social
networks play in transnational treatment? How fad & what way can the right to health be guarahtee
within this mobility?

In this paragraph, we will consider the variousediions of border crossing for health read8hs
trying to propose a general consideration on migbibeyond the rhetoric that often accompaniesethes
topics. For the migrants who act in a social tratisnal field, made up of cultural relations anterences
set in more than one country, the possibilitiesreatment are multiplied because people evaluateus
possibilities, such as choosing between treatmetttgir country of residence or in their countryooigin.
Often, this latter option is preferred for treatm#rat is not considered essential, and for whichtarn to
the country of origin can represent an economieradttive. Stan suggests that the Romanian migrants
resident in Ireland compensate for their ‘negleftthe health services in the country of residenath a
considerable use of medical services in Ronf&hi&or dental treatment, optical treatment or nagent
specialist checks, it may be preferable to waitther summer holidays or periodic visits to the douof
origin. This means that there are countries, likemBnia and probably geographically close, where the
various “medical flows” intersect; wealthy immigtanwho return home, foreigners who go there for
treatment for economic reasons and Romanians wine ¢o Italy for services not available at home. The
story of Radu, told in chapter seven, is a cleamgde of the flows out, which in some ways candazsras a
mirror image of the Romanians who return to Romdoratreatment. While Radu could not afford the
operation in Romania, in Ireland many Romaniansiogafford the treatment they need. At both poles o
the process, therefore, the stimulus to mobility e in a variable degree of social inequalityttten the
one hand, does not allow the migrants a satisfactee of the services and on the other, does ohtda the

poorer social classes in the services of their oimsT°.

4B KangasTraveling for Medical Care in a Global Worléh «Medical Anthropology: Cross-Cultural StudiasHealth and lllness», vol.
29, 2010, N. 4, pages 344-362.
4% Ibidem
4TE J. SoboMedical Travel: What it Means, Why it Matteop. cit.
4% A. Glinoset al, A Typology of Cross-border Patient Mobilityp. cit.
49 g Stan,Transnational Healthcare Practices of Romanian Migts in Ireland: Inequalitieof Access and the Privatisation of Healthcare
Services in Europen «Social Science & Medicine», 1, 2014, pagd91-
500 Many of the Romanians we met in Torino spoke @ #ocial inequality in access to the health sesjiavhich are also confirmed by
other studieslbidem,pages 5-6.
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To this, we must add that the country of origimften considered the place of acquisition of social
recognition, which contributes to giving meaningttie migratory experience. This dynamic is knowthwi
respect to the economic investments of the migiartfse countries of origin, the matrimonial forarsd the
transnational links, and we cannot exclude thalsio affects some choices in the health sectoshbw the
status reached abroad, in fact, some migrants ehweatment in their country of origin, often atvpte
structure¥”, and the decision to have treatment at H8mmay be explained as a symbol of social
mobility®® in addition to being a useful tool for re-estabing relations with the context of origifi In
addition to this type of motivation, other reasoaisge from dissatisfaction with the type of cameeieed in

Italy to the cultural dimension of the acceptabibf the service and the trust.

| trust Italian internal medicine, and | trust Qoloian surgery. In Colombia, they operate more, nooiiekly
and with less scarring, so if | have to have mioperations, | wait until | go there. For examplaridg my
last visit | had a chalazion removed, because éir tpinion it was better to do so... there are mtmygs |
have had done there over the years, like dentatntrent. It is a question of trust more than morseyfor
things like eye tests and in general minor thirtgg yyou want to have done, although they are rsgregl,
like dermatological examinations or a general chgek. | tend to have these things done there. Thxigu
costs here are comparable to the private costs tbeee, and | would say that it is also a questibrrust.
(Patricia, 40 years old, Colombia).

Often, to solve ordinary health problems (thath®se that don’t need immediate treatment and do
not represent a health risk for the person) thely fwaa trip to the country of origin. In the casePatricia,
this dynamic is linked to a precise opinion baseca@omparison between lItalian and Colombian sesyic
which leads her to identify which treatment to havétaly and which, from her point of view, it ietter to
have treated in Colombia. In the case of Malikatt@ other hand, a trip to Morocco was the occafion
solving a problem for which, in Torino, she woulavie to wait a long time, and for which the diffaremys

of dealing with the problem in the two countriesisad doubts and perplexities.

| had a fibroma in the uterus, which had to be rezdo We saw it on the ultrasound scan. | went éodibctor
because | had frequent haemorrhages and | didoivkmhat was causing them, and they were causingr oth
problems like anaemia. The doctor told me that tieay to operate to remove it and she put me owditing
list. I don’t know how long | had to wait, but itas a long time. They told me that to have the derad had

to sign a form where, if there were complicationsould allow them to remove the uterus. Honedtlgidn't
want them to do that, because | am not young, lanit consider myself old [...]. After a while, | weto
Morocco and there | had the same problems with bagrages. | had a menstruation of about fifteerscéad
the women in my family recommended a private dodtavent, | was examined and | decided to have the
operation there. | paid what there was to pay aneaat | solved the problem quickly. Of courseréghwas the
risk of complications in Morocco, too, but therastdifferent. | didn’t have to sign anything. Fore, that is
better, anyway, | would not have wanted to sign ttecument. (Malika, 43 years old, Morocco).

%01 The question of use of private structures in theiintry of origin by migrants is a topic that damseen from various perspectives. On
the one hand, above all, in those countries in hiccess to public services are strongly markethégualities, this use accentuates the
social inequality between those who benefit fronerebetter paid services and those who use the @ablivices which have ever less
resourcesiiden). On the other hand, however, the flow of resasiriteat the migrants invest in the private treatnssrdtor can drive
improvement, invigorating the treatment sector 8e& SoboMedical Travel: What it Means, Why it Matteap. cit. page 329).

502 Here the term “home” is used in reference tota! literature on migratory phenomena, which hast aéth the relationships that the
migrants maintain with their place of origin. Byrhe, we therefore mean a set of social relationsitivalve shared meanings and which
give the migrants a sense of belonging and iderflige amongst otherS. Valentine Social Geographies: Space and Sociétgw York,
Prentice-Hall2001 and H. EasthopA, Place Called Homeén «Housing, Theory and Society», 21, 2004, pd@8s—138.

5033, stan Transnational Healthcare Practices of Romanian Migs in Ireland op. cit. page 12.

S04E. J. SoboMedical Travel: What it Means, Why it Mattecs. cit. page 329.
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In these cases, the trip and the mobility are ssean element that extends the possibilities oiceho
of the migrants, who become subjects with agena @pacity for choosing in the health field, which,
thanks to their own life experience, overcome theders of the country in which they IR7&

This type of return to the country of origin is @ged by that of persons who return because they do
not trust the Italian health system and who dohote the linguistic and cultural tools for dealiwgh
illness in Italy. In this case, as previously men&d, the mobility is closely linked to forms ofc&d

inequality and exclusion.

When the doctor diagnosed the illness, the canesraiready advanced and we didn’t know what to/de.
phoned to China and my husband’s parents said a@dltome home, to see whether what the Italianadoc
had said was right, to see what could be done.hima we received confirmation of the diagnosis and
husband underwent an operation. Afterwards hebfeter, and we thought about the situation in Jtalyout

the factory, our work and all the rest and we cdraek. When we came back we immediately went to the
Chinese doctor for Chinese medicines, and we aisoght with us everything we had about the opemaitio
China and the Chinese medicines he had taken.dd@was to return to China if anything happened jrbu
Italy, my husband got much worse and we were niet tableave. (Li Min, 45 years old, China).

The story of this widow reveals another side ofisgreationalism, that of persons who move due to a
lack of trust and poor integration. The case oMim’s husband leads to a consideration of a gereaaire
on the phenomenon of medical transnationalismalsd and above all on the importance of guarargeein
culturally acceptable treatment. In the case of @hénese community, it is common that, in the cake
serious illness, people prefer to return to theiurtry of origin, for reasons of waiting tinié% of distance
from the national health system and the imposgibiif getting treatment from Chinese doctors when
abroad®”. These elements often lead them to choose a &iosal solution to their health problems, which
may be a “costrained choice”. The tendency to tardoctors from the country of origin — often seena
lack of integratiof® - may however put the patient's health at riskfaet, medical transnationalism on the
one hand limits the use of the services in the boantry® and on the other can be a risk because it is
difficult to monitor. The translation of medicalo@rds written in another language and the contionaif
therapies begun in a different country are eleménéd must not be taken for granted, which may
compromise the success of the treat&nt

Border crossing for medical purposes can therdberdoth an additional possibility and a lack of
opportunity traceable to lack of documents, lacktroft, and lack of a social context suitable foe t

treatment. ResearSeveral research projects haaetiemphasised the importance of receiving treatrime

%05 The migrants tend to compare the treatments theepféered in the various contexts to which thelobg. This comparison often occurs
informally and is part of the process of choicet ttiee migrants activate when they choose whereettréated. SeeB. Bilecen andH.
Tezcan-GuntekinTransnational Healthcare Practices of Retired ClezuMigrants, op. cit. page 14.

506 See paragraph 4, chapter 7 in this volume.

507 A. Sarli and D. CarrilloUnasked Questions and Missing Answers: The Italational Health System and Chinese Migrants in Mjlan
MPC Analytical and Synthetic NotEirenze European University Institute, 2014, N. 1, page 14.

508 T QOsteria, D. Carrillo and A. Sarllhe Health Dimension of Asian Migration to Eurppanila, De La Salle University Publishing
House for the Asia-Europe Foundation (As&f)13, page 615.

509 |hidem, page 44.

10 A, sarli and D. CarrilloJnasked Questions and Missing Answeys cit., page 14.
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a culturally and socially familiar contékt and it is this element that some people mentioexain their
choice of mobility. In some cases, the journey sagtace because elsewhere there are answers ¢hat th
Italian health system and biomedical approach daoffier. A Roma woman whose daughter had a hearing

problem explained,

If you get a bad illness, it is because you haweedsomething bad. For example, if an ancestor ctiegina
very bad sin, it may be that your daughter is ksick. In Romania | took my daughter to a womarhdwe the
evil eye taken off, there afeabestecures' | believe in them, she told me that someone veidher ill.
(Tatiana, 41 years old, Romanian Roma).

This woman has perceived as useless the speoi@ist in Italy and has preferred to make a
transnational journey, to find in Romania a solutibat Italian biomedicine could not supply and ebhshe
feels is useful for her daughter's probR&tn

The intersection of the literature that deals withnsnationalism, therapeutic space and health
suggests that the decisions of the migrants weraulated starting from the interaction between vidiial
and society, from which the preference for treatt:earried out in a culturally familiar context oeex. This
can be translated into a link between health aadeplwhich drives the migrants to seek a treatrhettis
not only efficacious, but also culturally acceptablhe relation between health and place is based o
cultural, linguistic, religious and affective elentg™,

| was working as a domestic worker; one day | satacchair that was broken and | fell suddenly. @att t
occasion, | found out that my vertebra were infldraad the doctors said | must take bed rest aridtbaob |

was doing was not helping [...]. | didn’t know thatduld report the accident | gave up my job [...]tA&at

time the only thing | could do was return home tf@atment. In Peru, there are American chiropractdro

solve the problem with just one session. One of#lasons | wanted to return to Peru was that myhenand

my sister could be with me, look after me and tadeeto the doctor. (Cristina, 41 years old, Peru).

The choice of a transfer may also be based onrdgeepce of family members in a certain context
and on the perception that they are the people lmmo rely during an iliness. Seeing the treatnasna
collective responsibility and not merely as a ppag@ommitment to one’s well-being is importantié are
to capture the social and affective side of thatment, which it may be difficult to manage in fties
settled in different geographical contexts. Theongnce of an affective cure is more recognizecaises of
a psychological nature. One of the volunteers welin assisting Somali refugees and asylum seelatrs
included in official projects and residing in a agtold us the story of Abdou, a Somali man of tiydive,
who has been diagnosed as bipolar. For questitatingeto appointments and medicines, Abdou wapét|
by the Somalis who lived with him and the volungeeto also helped him to maintain a relationshith wi
his family of origin. His mother, with whom the wwoiteers spoke by phone thanks to a cultural mediato

said that she wanted her son to return home, évargh she was worried about the lack of medicines i

511 M.C. Inhorn, Diasporic Dreaming: Return Reproductive Tourisnitie Middle Eastin «Reproductive BioMedicine Online», vol. 23,
2011, page 586.
512 |iterally, “old people’s cures”: this term refes a wide range of therapeutic methods that cdinbstifound in the rural contexts and
which involve the use of herbs and other naturadipcts, prayers and apotropaic rituals.
13 The concept of usefulness is here clearly linkethée explanation that the interviewee gives ofdwrghter’s iliness.
514 J.Y. Lee, R.A. Kearns and W. Friesebeeking Affective Health Care: Korean Immigrantselbf Homeland Medical Servicea
«Health & Place», vol. 16, 2010, pages 108-115.
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Somalia. When the situation became more serious, tdua TBC infection — for which Abdou was
hospitalized — his countrymen worked to find a wayallow the young man to return home. With the
approval of the psychiatrist at the mental heatthtie where he was being treated, his countrymégedtie
him to return to Somalia. A Somali woman who wasndng to Mogadishu agreed to take Abdou with her
and he left with a suitcase full of medicines fréme mental health centre. His return to Somaliaeisn
ambivalently by the people who were treating hihe fear that he may find it difficult to get adetpa
treatment is compensated by recognition of theasarid affective context that has welcomed him. déme

of Abdou attracted attention because of the chariatits of extreme social and health marginalirati
which meant that the family were the most suitataatext for treatment and for reaching a state ell-w
being.

The question of social networks as a context feattnent must be considered when speaking of
management of illness, despite the fact that tlda &as so far been largely ignored by speciéiésature.
What responses can the transnational families bnnthe case of health needs? What strategies ean b
activated in times of crisis? What role do the neehnologies of treatment play? What does “treatratn

distance” and “treatment in proximity” mean?

3. Crossing borders — from ordinary management to siwfecrisis

Veronica is a Romanian domestic worker whose owmil§alives in Romania. In the ten years that
she has lived in Italy, she has had to face thesk of her husband at a distance and, subsequsetigwn
illness. These two situations have altered thestrational structure of the family only for briefrjmels, like
when Veronica asked for leave from work to help hesband in Romania after an operation. However,
when she became ill in Italy no family member weailable to help her, for practical and economismns.
Veronica remembers these moments as very difficdéspite her constant contact with the family in
Romania.

The studies on the migrations look at the ways [gedpvelop practices and processes for care at a
distance, processes that are activated in variooments of the lives of the transnational famifies
Baldassar and colleagues emphasised the importdriagoments of crisis”, that is moments in whiclrea
at a distance is not sufficient and a physical @s@nce is required. In moments of acute illnessskrof
death, the expectation of having family membersrimedparents and children above all) is particylarl
strong and a physical co-presence can replaceataalistance, when this is possibleln this paragraph,
we draw attention to the moments in which the aha@t moving across borders in search of healthl-wel
being and care must be made. In doing so, the dimekttional approach is kept intact (consideringhitbe

incoming flows and the outgoing) and the focus lam gocial networks involved in the phenomena oé.car

15D, Bryceson and U. Vuorela (edThe Transnational Family: New European FrontiersiaBlobal NetworksNew York, Berg, 2002; K.
Gardner and R. GrilloTransnational Households and Ritual: An Overviéw«Global Networks», 2, 2002, pages 179-190;Médianou
and D. Miller,Migration and the New Media: Transnational Famil&sd PolymediaLondon, Routledge, 2012.
516|_. BaldassarToo Sick to Move: Distant «Crisis» Care in Transmaal Families in «International Review of Sociology», vol. 2014,
N. 3, pages 391-405.
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The family, in fact, is involved in the courses tofatment since it intervenes with suggestionsdisgn
medicines, organizing strategies for care at sadéd or travelling to guarantee physical co-presdnc

moments of need.

| came to Italy because my son was ill. He hadvargepain in his head, he went to the doctor whee dam
medicines, but even after the medicines, nothimgphaed. He still had pain, even when he was slgeo
they did a CAT scan and saw that he had a big miadhkis brain that had to be removed. The doctar lhdh
that he could do the operation, but it was risle/chuld live or die. He asked whether my son wattuetb the
operation, and he said yes, but that he wantedrbe present. “If | die, | want my mother to betwibe.” He
phoned me and that is why | came. | prayed a Idttaen | came. Now he has had the operation awerit
well. To come here they gave me a family assistarsge On the visa it says ‘family reunificatiomdeven if
the situation was serious, it took some time tatigetdocuments, about two months. | had a shop 3110 1
[...] My son had been in Italy for nine years, he Bfiinea when he was twenty. He was used to besng, h
wasn't. | came here only to be with him, about gear ago. Here there are a lot of doctors, notdikkome.
This is a good thing, because at home, if you hdgsat money, you die. If the same thing had hagoeto
my son in Africa, he could have died. The good dkith have seen in Italy are the schools, the foutl the
doctors. If | could find work, | could look for @ome and stay here with my son. But here there tisimg for
me, so now my son is better | think | will retumGuinea. (Adawa, 51 years old, Guinea).

Adawa is certain that if the problem had happene#frica, her son would have risked dying. The
perception that in one place it is possible to hree access to qualitatively better treatment ttraat
available in many other countries means that thgranis resident in Torino feel a certain degree of
responsibility towards those who have remainedhiirtcountry of origin and face difficulty in getg
treatment.

Odette’'s mother has suffered from heart diseasanfamy years due to high blood pressure, but
despite the appointments in Cameroon with a nurabdoctors, the problem remains. Odette, knowirg th
world of the private social sector, decided that mether could come to Italy so that the diagnasfethe
Cameroonian doctors could be confirmed or deniedstve committed herself to getting a visa. The fosa
family reunification was denied and Odette was édrto ask for a tourist visa. “I am sorry, to abtise
Italian services”, she said, “but | had no choitke visa is valid for three months and two haveady
passed. My mother will leave soon, because if slygssafter the visa expires, she will not be ablget a
visa for family reunification, if she applies far'iOdette’s intention when she came to Italy ffteyears ago
was to allow her mother to come and go from Canmerso that she could have periodic check-ups, since
the contribution of the Italian doctors in ideniify diagnostic and treatment errors made in Canmehas
been vital. Obtaining a visa would allow the wontamegister with the National Health Service, whicas
not possible in this short period of time. The ralédives for Odette were the private social sectgorivate

doctors, since a tourist visa did not allow heretgister with the NHZ® nor with the I1SI Centré¥.

517 wilding and Baldassar emphasise that the commisriarked to care at a distance can force womantrnporary and precarious work,
which allows them to leave when necessary. 8edVilding and L. Baldassafransnational Family-work Balan¢én «Journal of Family
Studies», 15, 2009, pages 177-187

518 See the Circular N. 5 of the Italian Ministry oé#lth, March 2% 2000,Gazzetta UfficialeGeneral Series N. 126, Jurfé2000, which
states, “it is not possible for foreign citizengiwa visa for reasons of health to register, purst@Atrticle 36 TUI, and for tourist reasons
pursuant to Articles 5, paragraph 3 TUI and 42ageaph 6 of the regulation of enforcement”.

519 The possibility of using the ISI Centres is resekvas previously mentioned, for foreign citizenssent in the country, who are illegally
resident, pursuant to Article 35, paragraph 3, @,1286/1998.
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Dissatisfaction with the treatment obtained is ohthe reasons that explains the mobility in vasiou
directions, as when mistrust in the treatment ghediin Italy drives the migrants to seek efficasi@nd
culturally acceptable treatment in their countrydgin.

After the second pregnancy, | had problems. Forthri lost blood and | had a lot of pain and peoi like
weakness and anaemia. | went to the hospital twbree times, | tried five or six doctors, | hatithe tests
done and they said everything was all right, bstill had pain. The doctor said there was nothimgng, that
everything was all right. | went to a private ctinn China, because | had no choice. | didn’t gthe®hospital,
but to an older doctor who treats you with Chinbegbs. He is a very famous doctor, who works aiohia
home. A friend advised me to go to him when | caltldjet pregnant and with this doctor, | solved the
problem. He told me immediately, when a woman Hmlslien, inflammations can occur afterwards thatldo
be very bad if they are not taken seriously. Witk €hinese herbs, | solved the problem. (Chie,et8syold,
China).

Another common condition both in the incoming alnel butgoing flows is that of using the holidays
as a moment in which to get treatment in a placera/the migrant trusts the medical personnel. We ha
seen in the previous paragraph that this strategysed by the migrants and the same may occuhein t
opposite direction, in the case of families witlliferent transnational structure. The family rdigaition
does not necessarily correspond to a choice ohitlgé rooting, since economic or cultural reasomsy
lead the families of the migrants (or some membgéthe family) to return to the country of origffi Those
who return to their own country after a long staytaly keep their Italian documents, which allotiem a
range of medical possibilities from which to chddse

My wife and children have gone back to live in Egyput since May they have been here, and theystaly
throughout the school holidays. The children hapaediatrician here, so when they come here, |yaveake
them for a check-up. Last time they were here, tlent to the optician and had the vaccinations #nat
compulsory here. (Ahmed, 47 years old, Egypt).

In addition to the economic dimension of the sarythere are cultural and religious needs that can
only be met in one of the poles of the migratoryrse.

Every two years | go to Senegal, | do a purifyireghh | say my prayers, and | put on the amuletsgfuod
luck, for defence and for long life. | do this whiereturn to Senegal; it is a psychological andural question
in general, not only for iliness. When | need prayéaith, it is as if | were putting a protectighield in front
of me. Last time | went to three marabouts, theyed for me, one month ago. Now | am fortified. @dou,
35 years old, Senegal).

Besides being the situation in which choices arelenaravelling back and forth can also be the

solution to a problem, above all when the two cxisteffer different resources, both useful for gegson’s
health.

This friend of mine was twenty-four and he had @esiproblems with his feet, he scratched away kive &
was awful. He had caught a disease in Africa. Theehad a really bad cough all night. He didn’t wiango to
the doctor because he had no documents, and tisathegeriod when the doctors could call the pddiod
report you. We tried to give him our African medies, but they didn’'t work. In the end, we went he t
hospital and the lady doctor told us he had a genpus problem with his heart, which gave him feois
with his feet, because the blood did not arrivthatfeet. She said, “We must operate on the heatrit is very

520 |, Ferrero,Generi, generazioni e famiglie in movimento tradiee spondein Transmediterranei. Generazioni a confronto tra itia¢
Nord Africaed. P. Cingolani and R. Ricucci, Torino, Accadeljiversity Press, 2014, pages 36-55.

521 A similar form of “circular mobility” and its comsjuences on the health choices was investigateslaition to Turkish pensioners living
in Germany, a case in which the free service westarminant in deciding to live between the tworddes.B. Bilecen and H. Tezcan-
Guntekin,Transnational Healthcare Practices Rétired Circular Migrantsop. cit. page 14.
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risky and he must have money for the treatmentloAdtest costs €80 and we must do a lot of themeiare
to treat him, someone must take the responsiblfitye don'’t treat him, he will die within a monthwill not

call the police, but someone must take responsitfilir the treatment.” [...] The operation went waiid in
the end, my friend had a residence permit for neasd health. He had appointments every four moattike
hospital, now he goes less, every seven monthsnti not be in hot places, so when it is hot inegah he
stays in Torino and he works on a market stall. M\Vités cooler in Senegal, he goes to his familgfdde he
goes to Senegal, they give him the medicines hdsatthe hospital. Of course, in Senegal, he talkes
natural and traditional medicines, we all do, kartthe problems with his heart, he does everythintgaly.

(Babakar, 50 years old, Senegal).

The forms of circular mobility and border crossingsearch of health solutions can be linked, as in
the case Babakar recounted, to the phenomenoniyehpalication, that is, the migrant often usesediht
medicines at the same time to treat a pathologg symptom. Turning to various medical traditionsl an
different types of knowledge, the migrants may teéndcombine allopathic medicine and traditional
medicines, rather than sticking to a single typ&redtment. Recourse to traditional medicine can bk the
fruit of advice that emerged during meetings with specialists in the country of origin, or a foofrself-
medication®.

To conclude these paragraphs, which have broudightbthe moments in which mobility is useful
or fundamental for health, we will describe threkevant phenomena to emphasise the variabilithefink
between health and movement. The first is thatnaditiple border crossings”; in the majority of thases
reported people move between their country of orignd the country to which they have migrated.
However, sometimes the trajectories are more dynamil may touch on a number of countries. For those
who arrived in Italy years ago and have ltaliaizeitship, mobility in Europe is a practical opfith One
case of multiple border crossing is that of CositeRomanian man who, in 2012, while he was in Feanc
had a bad accident. At the time he was workingydlly on a farm, where he harvested vegetablesoaad
morning, while he was cycling to work, he fell dindctured his leg. After being treated at a climanaged
by volunteers, he continued to work for a few daydil the job ended. He then decided to return to
Romania, where he was examined at the orthopaedjuithl in his hometown. The examination showed tha
it was necessary to operate, inserting an implEms was an expensive operation and the waitinggim
Romania were very long. In autumn of the same ykaryeturned to France where he underwent the
operation. However, he was not guaranteed physilge which was very important to gain full
rehabilitation of the limb. The situation worserad Costel decided to join his brother in TorindteA
receiving the ENI card, Costel went to see a sfistiand a further operation was carried out tnoee the
implant, which was positioned wrongly. The factttti@e course of physiotherapy was also guaranteed i
Italy was one of the reasons Costel decided toistitgly with his brother.

The second phenomenon is that of mobility as & dheice”. The country of origin remains for the
migrant a very powerful symbolic and at times rielig reference and it is for this reason that tbiggn
wish to die and be buried in their country of anigiwhen they are diagnosed with a terminal illn@st) no

hope of a cure, many migrants decide to returhéo tountry of origin.

522 |bidem page 6.
52 p, Cingolani and R. Ricucci (edJransmediterranei. Generazioni a confronto traitiaé Nord Africa Torino, Accademia University
Press, 2014, pages 78-79.
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There was a man from my country — eight years yeuotigan | am — who went to Egypt for a month’s dheji

and he died, you see, fate let him die in his canwdl Because if you die here it is different. Herere is an

Islamic cemeterybut when we write our Wills we all say where we twimbe buriedi want to be

buried in an Islamic country and near my fathecdose if my relatives want to visit me, they capply for a

visa every time. (Nasser, 48 years old, Egypt).

Death is a moment to which various meanings aribattd, according to the culture and the religion
and returning to the homeland may represent a ndéffierence in awaiting this passage for the siekspn
and their family. In the case of the Senegaleseulptipn in ltaly, for example, it is known that the
associations are committed to a sort of groundsradfare, gathering funds to send the corpses ¥éme

The third and last phenomenon is that of “movinghaiit moving”. In a hyper-connected world,
characterized by instantaneous and economical fofrm@mmunication, it is common for health probleims
be discussed using modern means of communicatidradarm of poly-medication can occur even without
returning to the country of origin. A volunteerate of the Chinese associations told us, “At tinaégr a
while, we find out that the person is not followithg treatment prescribed by the doctor, probadigy have
phoned someone in China and discussed the situatiche phone.” Amongst the Chinese, cases of self-
medication through the Internet were also reporsadiytions are sought on Chinese websites andltrave
agencies offer trips for medical purposes to tharoanities resident abroad. Newspapers, telephsoeil
networks and Internet appear to be the global enment through which information is spread, inahgdi
health information and therefore contribute to eception of health and well-being that is increghiness

anchored to national borders.
4. Medicine and knowledge on the move

The circulation of medicines and therapeutic knagkewithin the social networks of the migrants is
one of the fundamental aspects that characterizephces of transnational mediéfeThis aspect emerged
strongly also in our Torino-based research: theiches follow multiple trajectories, they may beaséom
the country of origin towards the place of immigrat or vice versa, but they may also travel thtotige
global circuits of the Diasporas, from one coumtirymmigration to another.

In order to understand this phenomenon it is necgds recall the concept elaborated in medical
anthropology of “medical pluralism”, that is thecoairse to different practices that range from bidiciae
to the therapeutic use of herbs, spiritual cures alternative medicirié®. Often people, rather than opting
for a single course of treatment, follow variousjdctories. For example, the Chinese woman Li éxgth
how the passage from one therapy to another degentlie seriousness of the illness and the efficatlye

treatment:

524 D. Parkin, Latticed Knowledge: Eradication and Dispersal of ttunpalatable in IslamMedicine and Anthropological Thegryn
Counterworks: Managing the Diversity of Knowledgd. R. Fardon, London, Routledge, 1995, pages $43-1

525G, zaniniet al, Transnational Medical Spaces: Opportunities andtRetons, GottingenMMG Working Paper, N. 13-16, 2013.

526 D, Parkin, Latticed Knowledge: Eradication and Dispersal of ttunpalatable in IslamMedicine and Anthropological Thegryn
Counterworks: Managing the Diversity of Knowledged. R. Fardon, London, Routledge, 1995, pages 643-1
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If it is only flu, it is not serious, | can tredatmyself with the medicines | buy from acquaintasjcer that |
bring over from China, they are quite ‘light’, nealiproducts. If | don't get better, then | go tdCainese
herbalist. The herbalist can help you. Then if thagsn’t work, | go to the family doctor. Only imetend, | go

to the specialist doctor and if | still don't gegtter, | will go to the hospital for tests. Gensraa friend will
find medicines from China for me, because | dondvenaround a lot, and | live outside the city ceniy
friends have them, they know them, but they arg éor minor things... We are used to them and we know
what works and what doesn’t, you can say that.dxample, if a temperature is not very high, orrformal

flu. We try to solve the situation at home; we dayo to the pharmacy. They are all natural thirfigsthe
chemical things it is better to go to the ltaligmammacy, or it is the same, you know chemical idgats are

all similar. They always ruin the body. (Li, 45 yeald, China).

The Senegalese Amadou divides illnesses betweese oo which traditional medicine will work

and those for which western medicine is considédrednly remedy.

My brother had a shop in Torino and when he werf¢oegal, he declared the plants he brought
with him at customs. The local people knew thaséhplants cured certain illnesses, for tiredness
one of them is good, for a cold, another. Usingditianal medicine in Europe, like in Senegal, i no
easy, it is different, we do it but for other ilfs®s and problems. There is trust in modern medicin
in Europe, but for some illnesses the traditionablitine is better, like dermatological, allergiesi a
things like that. For everything that comes outtom skin and that you don’t know what it is, we use
traditional medicine, also in Italy. If | have tigs | don’'t understand, like blotches, | call [someo
in] Senegal and they send me the powder for thditimaal treatment. (Amadou, 30 years old,
Senegal).

So, what are the criteria according to which thgramits decide whether to use medicines that come
from a cultural and geographical area that is hetdountry in which they are living? The choicelistated
by various motives, ranging from those of an ecanamature, to those of an affective and culturalirea
They decide on the basis of accessibility, prattieeds, social and cultural expectations and pefso
convictions regarding the efficacy of a cure. Ini#t easy to draw a clear line of demarcation, esithese
factors often influence each other.

One of the first criteria to influence the choieedconomical. Medicines are imported from the
country of origin or sent by relatives, becausey thee less expensive in one context than in theroffhe
Colombian Patricia, for example, brings to Toriraitbtraditional medicines, because they are notabla
on the local market and western medicines, becau€®lombia they are less expensive and are availab

without a prescription.

There are a lot of medicines that | bring with menf Colombia. At first | brought a suitcase of ¢ots and
creams to help with my first pregnancy, this wasenfor care of the body than medical. These ar&ayp
medicines and there are also traditional Colombi@dicines, and shamanistic gadgets. | brought aretrio
protect my son. You tie a large red seed with akbtme on the child’s wrist to protect him. Oftebring mate

de cocaa traditional Colombian remedy for stomach atbeelax, for PMT. My grandmother had coca plants
at home and she made this tisane. Then there isetguon (common horsetail), &a yerba buenataken as a
tisane and a gentle cure for purifying the liver.ndAthen | bring western medicines, because thexenar
restrictions, even without a prescription you cary them in Colombia. | still have a small surgisapply at
home, where | keep some small scalpels. | havehthitage from Colombia, because both my grandpsren
were pharmacists. | bring medicines here for ecaoawasons, | think, at home medicines are much les
expensive. (Patricia, 40 years old, Colombia).

The flows of medicines are also directed towards dbuntries of origin. Amira, from Morocco,
began sending the medicines she found in Torinbeto family thanks to the support of the voluntary
associations. Over the years, she has alteretiabis because it became too expensive.

181



My mother has problems with her blood pressurebetes and many other health problems. There is no
substantial difference in the cost of the medicifiesexample, a pack of sprays, like Ventolin,tsds0 euro,
both here and there... they cost the same. Onlylrgeethe inhaler free of charge, with the NHS, piece of
paper from the doctor, because | have assistante¢hére you have to pay, the doctor writes the enaifrthe
medicine and you go and buy it. Then, here thesmisssociation that gives me the medicines to senay
sister and to my mother. For a while, | haven'ttsery medicines, because | realized that it costerto send
medicines than other things. You know, there aeselpeople who take the parcels, they leave heréhay
go by car to Morocco, and you pay them. But forrgymrcel, you pay 100-120 euro to be sure thatrives,
and they are always late. In Italy, there is tatarchy. They all come from Casablanca or Marrakeshthey
have to go to my city... for this | pay more. Wheeytharrive in Casablanca, perhaps they send thelpatiit
the bus and it is always difficult to find a respiirfe person and make sure that the parcel avitede and on
time. So, | prefer to send money. Now, when | wenlorocco the last time, | came to an agreemetit wi
pharmacy, and when my sister or my mother need cime#i, they go to collect them and at the end ef th
month | send my family some money. (Amira, 37 yedds Morocco).

Some authors have spoken of the “social efficadythe medicines, placing the emphasis on the
emotional component linked to the medicines that sent. Sending medicines is a sign of attentiah an
confirms an affective bond that is manifested as$ca distance. As a tangible effect, a medicine can
incorporate homesickness and makes it possibleigblight and strengthen the relationships that are

considered importaff.

| have responsibilities, because my family depemdne and | am proud to say so... my mother, my brothe
and two sisters. My mother and my sister are véryny sister has heart problems, she has asthrda an
diabetes, she spends about €200 in medicines enamh, a lot of money for Morocco, and she has eliaxe
assistance. There is only me. (Amira, 37 yearshlotocco).

In the case of the young Roma, lon, this manifestadf affection through medicines is reversed.
His mother, who lives in Romania, has for a lomgetishown her affection for her son by sending esipen
packs of food supplements, considered a miracuteeetment capable of improving the memory. The
mother insisted that it was the only efficaciousiedy for passing examinations at the driving sclzoal
holding off the psychological fatigue from whichrteon had been suffering for some time. lon oftevkt
too many of these medicines, ignoring the suggedtses, but despite the lack of results and thativeg
effects on his health, he continued to take thensidering them important, simply because they veerg
by his mother.

The medicines that arrive in Torino from the coig#trof origin can travel by various channels. In
some cases they are sent through word of mouttparsbnal networks. The migrants can obtain medicine
thanks to the intermediation of friends or acquaioes who return to Italy after a trip home. The
importation of these medicines, even for persorsal, is not permitted and the migrants often enavunt
unpleasant situations, caused above all by culmisiinderstandings.

We have a type of powder that, if you are not wakrnally, you do like this with your nose, you
breathe it up and you begin to sneeze, and that thayillness comes out. A friend of mine from
Senegal brought it from Africa, he arrived at Malga and the policeman sniffed it and he started
sneezing; they took the policeman to hospital a&rd the boy home, because he couldn’t bring that
stuff into the country and they didn’t know whatwas. There are things that don’t work, if you
don’'t know how they are used and you don't know pheblem. Some people come here and they
bring medicines from Senegal. They are always posdethey are treated in that way... We are

5273, Van der Geest, S.S.R. Whyte and E.A. Hardte, Anthropology of Pharmaceuticals: A Biographiéaiproach in «Annual Review
of Anthropology», 25, 1996, page 168.
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afraid that if | give you something and then youynte ill. If they ask you what you did at the

hospital, maybe they come to get us and put usisomq (Babakar, 50 years old, Senegal).

In other cases, these medicines can be found athiméc shops, above all at the Chinese herbalists.
Unfortunately, it was not possible to interview thleopkeepers, but we gathered the accounts of some
clients.

For small things | go to Chinese people who giveimections, | don’t go to the doctor, because h’tspeak
[ltalian] and | don’t understand, even now. Also fioe children. When someone in the family isvile go to
the Chinese doctor who can explain everything welis easier to understand, we don’t go to théiata
doctor. Many people in the community do this... | wenthe pharmacy at Porta Palazzo, but now perhiaps
has closed. There was a Chinese person who hacmngty where they sold both Italian and Chinese
medicines. Usually the Chinese go there, but theadis also go there to get medicines. (Chao, 4tsyeld,
China).

From the research carried out in other ltalianesitit is clear that many migrants prefer these
herbalists since, unlike the pharmacies, the meeicare handed out without a prescription. Thedlistb
also supply basic medical treatment, such as injestand dental treatment. These shops are marmgged
persons who lack medical qualifications recognibydthe Italian system. Inevitably, their professibn
qualifications are not subject to any form of moriitg, also because Chinese medicine is not rezedrin
Italy, nor are the qualifications that the doctarsl pharmacists expert in allopathic medicine aeqin
China. The migrants themselves have different opmion these places: some express great trustsothe
abstain from expressing an opinion, and yet otkeemess serious doubts regarding the preparatiods a
those who manage the shtfis

Medicines have their own social life, which mustdnalysed by considering not only the moment
of prescription, but also that of administratiordassumption by the patient. The treatments danvotve
only swallowing a substance; they also involve dewisphere of practical and emotional mearifigghe
efficacy of a medicine is linked to the social andtural context in which it is produced and takEar this

reason, there are migrants who follow a theraplaly, substituting it for other therapies whenyhieturn
to their country of origin.

In Senegal | had a terrible pain in my stomach kdsted for years. My father had a friend who tole “go to
a tree that is called the mango, take the leafpandt in water for a few days.” | did this and @ tonger had
pain in my stomach, never. | said a prayer befdook the leaf. There are things you must know teetsing
a tree, you must powder it, crush the dried leaVlsre is a part of the tree to be used, the modsthe part
above ground, and you have to know how each tlimpne. But you can't do these things in Senegatiaen
send the medicine here, because it won't worktdly e use Buscopan. (Babakar, 50 years old, $¢neg

In analysing the flows and the transnational cortion of medicines, it is important not to fall ant
the classic dichotomization between western biooiegliand the traditional context of the countriés o

origin. In some cases the migrants come from migiel\nmedicalized urban contexts than those theg fin

528 For a more detailed analysis of this question SeeDsteria, D. Carrillo and\. Sarli, The Health Dimension of Asian Migration to
Europe op. cit.

529 'van der Geest, S.S.R. Whyte and A. Hard®he Anthropology of Pharmaceuticalsp.cit.; L.L. Schumaker and V.A. Bond,

Antiretroviral Therapy in Zambia: Colours, «Spod, «Talk» and the Meaning of Antiretrovirais «Social Science and Medicine», 2008,
N. 67, 2008, pages 2126-2134.
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Italy: in these contexts of origin the use of maderedicine is dominant and has long replaced dtvers
of therapy. For example, Patricia explained thaltaty she has kept some Colombian customs. She has

medical cabinet well supplied with medicines argtriiments, such as surgical forceps and anaplogacti

There is a certain inertia in these phenomena; evgirtue to repeat behaviours that we learned inoour

country. My relationship with the medical world @olombia was much more direct, in Italy much ldss.
fact, my brother is a doctor and he recommends cirezti and tells me to bring them to Italy. (PariciO

years old, Colombia).

Similar considerations were expressed by Chao, whdtaly has found a more critical and
parsimonious use of certain medicines.

At first | used a lot of antibiotics and | asked @ for them, almost amazed because that is wivaslused
to. Now the approach to the use of antibiotics hanging also in China, but in the past for anything
straightaway, antibiotics. | was raised on antibgton penicillin. Here in ltaly | have learnedthf we take
too many they are not good for our bodies. (Chaoyetrs old, China).

5. Specialists on the move

Within the transnational therapeutic networks rmdy anedicines, but also specialists who know how
to prepare and administer the treatments are aiiogl They are persons with differing skills, sotraned
in the field of traditional medicine, others in biedical sciences. The way these people come todori
varies; there are persons who have come here fatyfaecasons or to work, who have specific knowkedg
and informally make it available to members of tle@mmunity. There are specialists residing permtye
in the city who use these skills in a professiawivity. Finally, there are specialists and healgho travel
to meet the patients in the communities of migranis stay for only short periods in the city.

The confines between these categories, betweesxfertise of traditional medicine and of modern
medicine, and between formality and informality aften vague and a healer may move from one area to
another according to the occasions and the oppbesinbut also according to the structural limitgh
which he or she must deal. As a Senegalese migmphasised, there are various skills that a goatehe

must possess and these may belong to differerdg.area

There are many ways of healing. Some heal thenms@nly with prayer, others only with natural medes,
others go to the hospital. For all these thingss itecessary to have knowledge, to have learrem th the
family, or at a school. The healers, for exampibgrit their powers from a relative. At times, firet-born of
a healer must emigrate and if he comes here hermeget have the skills for healing, it is not fob, but
occasionally he will practice, give advice, sometinhme will help and later he will become a healeEurope.
(Amadou, 48 years old, Senegal).

Babakar explained that when he is ill he turns tmarabout, but also to the traditional healers.
Neither of these figures live permanently in Toribat they visit periodically, hosted by the faith&ind by
their compatriots.

We believe in things that you ltalians don't beéem. We Africans are different from you, you caeiten
imagine these things, trust me... Marabout meangangberson, who is close to God, who tells himcaese
that only he can know. He looks and he sees algrmeocan teach this at university, it is not in kedhey are
automatic things. They see everything, even whely #ieep. The marabout, when he speaks to you says,
“Your name is Babakar”, he tells you your father@me and your mother’'s. How does he know? He knbws,
swear it. Other marabouts tell you everything, wy@ir house is like, or the television, or the colof the
furniture. And so they can see where your illnesses from. There are people in difficulty in lifgho have
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problems with their health, money or the family @hd marabout explain everything. They do not $tese,
they come from Senegal, only if they know that ¢hare migrants who have problems and they comalio c
the people. There is a queue; everyone wants akdpehem. (Babakar, 50 years old, Senegal).

The spiritual consultancy that the marabout offédwes not only include physical health, but also
social and psychological well-being. This greastrin the spiritual powers of the marabout is goese to
the profound diffidence that many show towardstiioenedical knowledge applied to the psychic sphere.

The people who go to the marabout are not redllyTHey go for other reasons, to have high sodztus,
money, or the drug dealer goes because he doegambto be caught by the police, to have protecfidrere
are beliefs about the spirits; there are good tspitiiere are bad ones, and sometimes they am@mpetition
with each other. The marabout tells you to tak&daecause the evil spirit can ruin your life. Wengo to
them, we tell them what we need, how we feel. Fer psychological part it is difficult to replaceviith
western medicine, if a Senegalese says he is goiagpsychologist, the others will say he is maat. them
psychology and madness are the same thing. (Amd@oyears old, Senegal).

While the marabout uses words and prayer to treaplp, the healers use above all natural

substances and preparations.

The healer does different things from the marabbet,has his little bags and his medicines, while th
marabout asks God, he is more spiritual. He isititermediary between the patient and God, he is an
interpreter. When a healer arrives, we spread tivel v he healer goes to a hotel and he waits fp#tients.

| have seen a hotel in Corso Giulio Cesare whettbénearly morning, before people came, they haw dw
three powders that they mixed with water and theyegout prayers on the basis of these plants. TEm pas

the capacity to bring lots of good things, and thay it with other things, without specifically ga into the
patient’s problem, it is not a special cure, bus igiven in general. (Amadou, 40 years old, Sehega

As we have seen, one of the problems that emergssd frequently concerns the lack of spacious,
hygienic and suitably equipped places where thpseialists can meet their patients. This aspeelse
linked to the lack of recognition of this knowledgethe Italian context, knowledge that remains thoe
moment condemned to semi-clandestinity. The pladesre they meet are hotels, private apartments or
ethnic shops, which have a number of functionsesuprket, pharmacy, travel agency and meeting faint
the healers. In Torino, this variety of functionashbeen documented, for example, with regard to the
Nigerian barbershops, spaces where rich intercoritynedations are formed’. The question of the lack of
suitable spaces for treatment is particularly evidehen speaking of traditional Chinese medicinsgof
knowledge and therapeutic practice that increagiatjfacts not only the Chinese migrants, but did@ns.

In Torino there is only one Chinese herbalist, thaye closed all the others. There, a man froomtréh of
China, who was already a doctor in China, has tastjze. It is not that the Chinese trust him mitvan the
local services, but they go there because it iv@oient. They pay and he treats them immediatedyhirhself
says that when he has to do a specialist testpég @ the Italian doctor. He can'’t get all thebiseonce they
took the medicines in the form of roots, now ih possible because this kind of Chinese medicamaot be
brought into Italy. This person must practice uiuidily, in a hidden manner; he does not have enlie. His
qualification is not recognized. Anyone who prageticdoes this, even though there are many doctoos wh
recognize the value of traditional Chinese mediclmg it is a form of safeguard that is open omwards
some countries. (ltalian volunteer, Chinese astonip

530 p. CingolaniL'imprevedibile familiarita della citta: luoghi equcorsi significativi dei ngranti nigeriani a Toring in Stranieri in Italia. Reti
migranti, ed. F. Decimo and G. Sciortino, Bologna, Il Molir2006, pages 59-88. Similar considerations wexéenfor the Ghanaians living
in London: K. KrauseTransnational Therapy Networks among Ghanaiansoindon in «Journal of Ethnic and Migration Studies»,.\8%,
2008, N. 2, pages 235-251.
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Many migrants criticise the approach of the Italiastitutions towards traditional medicine. Without
the recognition of these skills, it is impossibée dertify and guarantee the quality and the pridess
competence of the traditional healers, at timetiqguthe health of the users at fi¥k

If by right to health we mean also the right to aatturally acceptable treatments, then it is esaken
also to recognize the titles and the qualificatiofithe migrants in the health sector. The migramits
specific medical training, not only in the traditad areas, but also in the biomedical field, cduddthe best
references for their sick countrymen. Amongst tleynstories we were told, we will report that oféai,

a young Peruvian woman, who arrived in Italy in @08he had recently graduated in medicine from the
University of Cuzco and emigrated in the hope dfintg a specialisation and practising in Italy.
Unfortunately, she has been overcome by the burateiobstacles and she finally took up and dewdop
another of her skills, that of natural medicineiolling in a course for professional naturopaths.

I come from Cuzco. | have a degree in medicinen laasurgeon. This is the problem. | came hereérhttpe

of taking a specialization and | found myself itragp. When | went to the Order of Physicians in Gpthey
told me “you must apply to your professional OrgtePeru”. My cousin, with whom | was living in Comdid

not know how to help me. In Milano, | had to meétey people to find out where there was an Order of
Physicians. At the hospital, although it seemsyram one knew where it was. This also happenékbimo,

and in the end | learned that there is an OrdePlofsicians and Surgeons there, too. At the Order of
Physicians, they told me that | just have to defaesher course; | don’t have to take new coufsesause |
have worked in Peru. However, the list of requssiie long. First, | have to take my degree here. lip
expired and | was about to start work. | had alydaelun to gather all the documents from my couttdrgee

if | could get my qualification recognized. Now rhaalso thinking of returning to my own country. Thét is
easier in the private sector, but | also have ke tzack some studies that | have done in Europis.clurse in
naturopathy and Ayurvedic medicine lasts threes/dawill stay for three years to see if the sitotchanges,

or not. (Marleni, 35 years old, Peru).

Marleni’s story raises a very important institutdrproblem, not only with regard to the health
sector, that is the adequate recognition of thdifgpzions. In the health professions and abovénatertain
sectors, there is a prevalence of foreign operamoltaly, who, although they have excellent skillsork in
less qualified and poorly paid positions. The rettign of these profiles would have effects notyoin
individual terms, but also for the collective wbBing, since these operators would — more than Iffadian

colleagues — have the necessary cultural skillfofuking after the majority of the patients.
6. Final considerations. Are we moving towards trartgweal systems of healthcare?

In this chapter, we have seen that many therapeaticses taken by the immigrant patients have
intrinsic transnational characteristics. The maépibf the patients cannot be traced to a single ehdalit
must be divided according to a number of variablghjch range from the motivations (familiarity,
perception of quality, availability, and economiccassibility), the distance to be travelled (fronoss-
border transfers to longer journeys), to the heali system within which the patients fall (puldicprivate
sector). In addition, the medicines, the knowledgd the specialists travel across borders andibatgrto
forming a dense network that extends globally, welyond the local dimension. The foreign patiemés a

rooted in multiple social contexts: they may vaderand follow either biomedical or non-biomedicaths

SS1T. Osteria, D. Carrillo and A. Sarlihe Health Dimension of Asian Migration to Europp. cit.
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and be involved in practices not confined withingsé territories. In fact, the migrants are transfiog the
borders of treatment and healthcare from belowoéhicing new practices and possibilities into theéce
of origin and that of arrival.

Nonetheless, this transnational perspective hadeen sufficiently considered by either medical
research, or the analysis of social determinantseafth, or even professional praciiéeThis deficiency
depends of a number of factors. It is not raredfoetors to find it difficult to recognize healthegpractices
that derive from a multiple identity. Many operaato not take into consideration the possibiligtttheir
patients are following transnational treatmentsyben they become aware of the fact, they findfftcdit
to fully understand them.

When there is no coordination between patients @medlical operators and between medical
operators from different countries, problematicaitons can arise. For example, there may be problef
translation when a patient who is following a tipgran one country moves to another; the local nmeddic
operators may not be able to continue the courseatment and the therapies may conflict, without
guaranteeing the continuity of treatment.

The transnational courses of treatment are unliteehe accepted also due to the organizational form
of the healthcare sector, an area in which funding services are offered exclusively on a tergatdrasis.
The principle of territoriality has certainly magdanning and sustainability possible, but has rexrb
capable of responding to the mobility of the pasen

As we have seen, there is still resistance to mtiog of the “other” competences brought by the
migrants, since they are seen as incompatible tivitke of the western biomedical system. This astst
also affects the alternative medicines, which ileotto be prescribed must be tested accordingotoddical
standards. The EU directive 2004/24/EC establistmed from 2011 onwards herbal products and all
homeopathic medicines must be licenced, which hewéw very expensive and problematic for small
producers. However, there is room for manoeuvredits are sold as food supplements for “traditiona
use” and it is in this grey area that many of thedpcts imported and sold at the ethnic shoplit is an
adaptation but not a real solution, since thesduymis are always at risk of being banned from dwular
market.

During our research project we found, at institogiolevel, signals of awareness of transnational
care and assistance: one example is the practaraoped by INAIL of sending medical supplies to the
migrants who return to their country of origin afen invalidating accident in the workplace (seaptér
four, paragraph 2 of this volume). The migranthis ttase is considered the holder of certain rights this
option of activating projects for a return homeressgnts an absolutely innovative transnationalgsesfel in
a welfare system that is still mainly based ontgonal dimension.

Another institutional answer to the needs of thezens who move from one country to another to

resolve their health problems is that of attemptmgtandardize the quality of the treatment inthgous

32E J. Murphy and R. Mahalingafiransnational Ties and Mental Health of Caribbeamiigrants in «Journal of Immigrant Health», vol.
6, 2004, n. 4, pages 166-178.
533 G. zaniniet al, Transnational Medical Spacesp. cit., page 22.

187



countries. The European Union acted in this dioectvith the directive of March2011, enacted on
October 28 20133 According to this directive, an EU patient has thght to be treated by the healthcare
system of the country in which they find themselatsthe same conditions they would find in theimo
country. The opportunities and the progress infiblel of healthcare foreseen by the directive ageyv
important, although at the same time, the Europegislators have emphasised that the individuahtras
remain responsible for the organization and finagaf their health systems. There are still a nundie
shadowy areas, therefore, and above all it is sacggo recall that this directive concerns onlgrants
from within the European Union, while it excluddisren-EU citizens.

The transnationalism of healthcare is a centrabtipre for many migrants. The need for healthcare
operators to understand these profiles and to laeeatliat there is “another” world to which theietssturn,
a world that is not always integrated with the bédlical approach of western medicine, derives frbis t

fact.

Conclusions

From the research thread of Laboratorio dei DiRtihdamentali, within which this research project
lies, it is clear that the vulnerability of the magt population is a key concept for analysing gbestions
regarding health, since many aspects that makeefalization of the right to health problematiciderfrom
it. Another key concept that emerged strongly & ithportance of social determinants in health, icomd
on the one hand by epidemiological data, the cemnsfibns of the professionals working in the hasdpit
sector and the experience of the migrants.

The migratory experience is often associated wignificant inequalities, poverty, residential
hardship, lack of social recognition and numeroydieit and implicit forms of discrimination. In adion
to battling with a considerable marginality on ghaitical and economic plane, the migrant must dése
“cultural marginality”, which implies a tiring press of adaptation to a new and often hostile yedlits not
by chance that migration can be considered a wathgig to paraphrase the words of the ethnopsycstatr
Roberto Beneduce, can be profound and dramatimimor and tolerable, according to the circumstances
but in any case, creates a discontinuity in thebmlio and relational references and leads to aopraf
identitary transformation of the subject.

The asymmetries that mark the relationship betwkermigrant and the society he arrives in are a
direct source of social suffering and lead to acess of incorporation: they assume concrete forms i
pathologies related to poverty, to living condiscemd employment, and to the physical and mentdsh#
which often affects the daily life of the migranthe unfavourable conditions of life for the majprof the

foreigners in the host society lie behind a formisdfuctural vulnerability” that negatively affedtse right to

534 «This proposal followed a discussion on the ‘mitibf the patients’, which began in 1998 when Eagopean Court of Justice added
some principles to the EEC Regulation N. 1408/7tedidune 14 1971, elaborated with regard to the applicatiorihef social security
schemes for employees and to their families, wheemwaithin the EU.” (bidem,page 21).
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health. For these reasons, the link between mdityimend vulnerability represents a primary threadur
research, which in both phases shows the minglinigeovarious forms of exclusion of the foreignedais
physical and mental well-being.

The right to health, as it is defined and intempdeat international level, represents the concéptua
framework for our considerations and offers anrprietative structure for categorizing, problemaigand
analysing the questions that emerged during thielwitrk. The right to health can be considered a
combination of the two main categories: the rightrtedical assistance or to health services (gdneeén
as the supply of prevention, treatment and reliatidh services) and the right to the underlying
preconditions of health. The iniquity of the heattbnditions found in the testimonies gathered makes
essential to consider the rigiat the best attainable conditions of headth inclusive right, which cannot be
reduced to prompt and adequate medical assistdmtealso requires concrete attention to the social
determinants of health.

The national legislation on health care and imntigraare the first discriminant to determine the
effective possibility of accessing health servifmsa migrant and, consequently, the possibilityseéing
their right to health realized. These norms — whighexamined in depth in the first chapter — guaethe
possibility of access to the health service andbdish they type of service to which they haveghti The
description of the norms — which foresee differ@etion for foreigners with different legal statusaees us
with the heterogeneous nature of the migrant caieegjoln fact, this expression, groups persons hdne
not only different migratory stories, but also vagylegal status, who have divers levels of socagital
with which to face the adversity of emigration, wace bearers of cultures, convictions and visiohs o
different worlds and diverse representations oftthady and of health.

The economic inequalities represent the main deteumh of the differences in health within the city
of Torino. Amongst our interviewees, we met personsonditions of extreme and relative poverty who
represent the clearest examples of the weave @l soarginality and the right to health. Povertyaiddition
to directly affecting the quality of life, is linketo serious difficulties in the process of incarsiand
integration that is manifested, for example, in ti#ficulty with acquiring good linguistic skillsin the
reduced possibility of accessing spaces of padiimp and less access to information. These fatéois to
restrict access to health services and comprorhisejtality of the clinical meeting, reducing at 8@mne
time, the independence of the sick person and thesision-making power. In these cases, theresis al
serious lack of information about their rights, ehiinevitably becomes an unsurmountable obstacle to
access to health services and the realisationrebpal well-being.

The study clearly showed how the migrants couldb@otonsidered exclusively passive users of the
health services. We saw the presence of an actiwdviement of the migrants in the search for sohgiand
strategies for the most common obstacles to the tighealth. These responses may be individuedtih
recourse to intercultural mediators or to the demelent of transnational health strategies) or cbile
(through migrant associationism) and representuress to be developed and promoted in order totaaris

a more participative and responsible approach adtthe
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The protection of the health of the migrants anel thore vulnerable groups can be found in a
situation of generalised scarcity of resources aurtd to public spending. Every consideration ontdpec
must take into account the present economic csikthe ethical and political interrogatives raibgdhe
choices regarding the allocation of the resourseslable. As found during the research, the migrant
often perceived as undesirable economic competitorsoments of crisis. This image can become a fear
that the initiatives in favour of the migrants darsome way subtract funds that are necessary bé&sewor
which could benefit Italian citizens. These fedrewever, are often based more on abstract idealbgic
considerations than on specific economic evaluationwhich the cost of a given programme or pitojed
the potential costs if action were not taken amamared. These evaluations should also take intoust¢he
efficiency of the initiative in question, the lotgrm benefits and the positive economic effectt e aim
of maximising the resources available within thmeit§ of the budget. These aspects, which weretodtexi
in this volume, represent an investigative threfgorione importance for future research projects.

During the second phase of the research projectyeve able to confirm almost all the conclusions
drawn at the end of the first ph&$eMany of the problems that were identified as eausf the difficulties
in realising the right to health were confirmedthg experiences reported by the migrant populadioth
observed through research in the field. First,gh@blems regarding the availability and the quatifythe
health services were confirmed, as was the capa€ithe health services to respond to the demand fo
health in a period of profound economic crisis agdliction of the resources. We noted that manyicesv
find it increasingly difficult to respond adequatéd the health needs of the population in genarad, to the
vulnerable categories in particular. One exampligspressure on the ISI Centres, which are workiitly
means insufficient to deal with the requests faistance. Reference has been made to the effette of
budget cuts on the cultural mediation services. Mediators are often present in reduced numbersvihd
insufficient working hours, or in some cases they @placed by telephone mediation or an appointmen
system, which are structurally incapable of offgraffective assistance.

In the same way, many of the problems encounteréld negard to cultural accessibility of the
services were confirmed: the linguistic barriefse difficulties in accessing a highly bureaucratiser-
unfriendly service and the relational difficultiesith some figures operating in the health servides.
example, in the first phase the frequent diffi@dtiwith the personnel in the Public Relations @fic
emerged, while in this second phase we encountesgécific problem — particularly for women durthgir
pregnancies — with the auxiliary nursing staff. Bléyy this second phase of research confirmed tbilems
relating to the lack of information for the migrapbpulation, which is found in various areas, sash
information on rights, the existence of a healttvise, the ways of using the services, illnessesygntion,
treatment and lifestyles. In this complex framewdHe question of cultural mediation remains a reént
topic.

It is worth emphasising that the use of two differapproaches — centred on the suppliers of the

services in the first phase and on the foreignauisethe second — also brought to light importafiedences.

535, Biglino and A. OlmoHealth as a fundamental right: a study on migration healthcare in TurirBologna, Il Mulino, 2014.
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The use of an anthropological methodology led ugite importance to the categories used by theestsj
and to note, for example, a different use of theegary “culture” by the various actors involved.i§h
concept, often used by the operators to explairattieides of the foreigners, is instead rarelyduise the
migrants themselves. The differences in the ugbeoferm “culture” indicate two apparently oppositks.
The first is the risk of an excessive “culturalismhich explains all the differences in the lightafitural
categories, neglecting the social variables, thalitions of poverty and social marginalisation. Bezond
risk is that of ignoring the importance of an irptteanalysis of the culture, which is not manifdssaly in
the sphere of explicit and observable practices,atso in the representations of the body, of healid
illness that are, in the majority of cases, uncmnscand implicit. The category “culture”, thereddras great
importance in safeguarding the migrants’ right ¢éalth, but it must be seen in all its complexitg aannot
be used acritically.

In the central chapters of the volume, we invegtigdhe main areas in which the migrants’ needs
are concentrated. In Italy the mother-child areangned in the third chapter, the right to headtladequate
from a normative standpoint; the assistance dupregnancy and birth is granted free of charge for a
number of services and is extended to all pregnamben, Italian and foreign, whatever their legakss.
From the clinical standpoint, the national framekvehows generalised equivalence in the indicatérs o
quality in childbirth, but shows significant disggrbetween Italian and foreign women in assistasheeng
pregnancy and in the post-partum period. Theserdifices cannot be explained either by the impdisgibi
of accessing medical care for foreign women, northy criticalities regarding the availability ofeth
services. They are, on the other hand, relatedhéosocial problems linked to the migratory expezén
which we mentioned previously, such as lack of im@tion on social-welfare services, lack of a fagmaihd
social network capable of offering support in therendelicate phases, economic hardship, low lefel o
education and lack of adequate knowledge or competi health literacy.

The higher rate of maternal, perinatal, neonatal Ewfiantile mortality amongst foreign women,
compared to Italian women represents a worryingcatdr of the persistent inequality between the two
groups and a serious consequence of the “structutakrability” of the migrants. The combination of
marginality and structural vulnerability can bersetarly not only amongst those who live in aatiton of
extreme poverty, but also amongst those who liva Bubordinate position in the labour market. Fer t
migrant, work is not only a source of income andraportant goal in their process of inclusion;sitaften
also a necessary condition for living legally ialyt As described in the fourth chapter, the infation
available on the employment situation of foreignelesarly indicates a distribution in the labour ketr
characterized by strong elements of disadvantatieregpect to the autochthonous workers and wehtgr
concentration of what (in Italian) are called 5Bsdpesanti, precari, pericolosi, poco pagati, [ezeti
socialmente — heavy, precarious, dangerous, peaily and socially inferior). In these circumstanaés
foreign worker is more exposed to risks linked torking activities and encounters greater difficulty
reporting accidents and professional illnessesyeld if they are in an irregular situation. Thedy clearly

shows that work can be abstacleto the appropriate forms of treatment, since tleekers neglect their
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physical condition at the time of recruitment, oce they are employed, they are unlikely to seeittnent
because this would mean being absent from work.

Also in the area of infectious diseases — examinethe fifth chapter — the link between social
marginality and health emerged quite clearly. Thenigrant population is particularly vulnerable bess it
must often cope with difficult living conditions,hich can be seen in the precarious residentiatieaky in
the poor food, in the lack of work or in the jolisat expose them to a high risk of contagion, such a
prostitution. These conditions contribute to theeegence of the diseases and, at the same timebsta@cles
to healing, since they make it difficult to conténa therapy, which is essential if infectious déesaare to be
overcome. Marginality also affects the relationahe: the strong moral stigma that surrounds thesEases
means that people hide their state of health, pten@ the possibility of relying on those socialdan
community networks that in many cases are fundamh@mthe healing process. The meanings attribtded
these illnesses by the migrants often diverge ftbose of the western biomedicine sphere; conselyuent
there is a serious problem of interpretation androanication between the health operators and tterps.
Both the prevention and the treatment should bedas a complex process of cultural translation and
battle against social inequalities.

The sixth chapter is dedicated to a topic that gerfrom both phases of the research as an
essential resource in safeguarding the right téthheé the migrants, intercultural mediation. Thedrators
have the task of realizing bi-directional interpt&in that encourages reciprocal understanding ianthe
end, facilitates the relationship. They fully uretand the legislation and the procedures for olvtgicertain
rights and they give practical help to the patientnteracting with the healthcare system, fadilitg
accessibility and acceptability of the services.

Another subject that often carries out informal raédn are the migrant associations. They play a
minimal role in the field of safeguarding healttdamell-being, despite the fact that first-hand alaton of
their work allowed us to identify them as agents@fessibility, acceptability and health litera€eir role,
discussed in the seventh chapter, can be seenrBmgin favour of social inclusion and a form afugygle
against the marginality that can so easily be faameed into inequality of health. Despite their pap being
open to all, it is for the persons who are in theatest difficulty that their presence can be egseisome
fundamental examples concern linguistic accesiibikconomic accessibility, the offer of mediation,
education and information. The work of the assamiat can positively influence the relationship begw
users and the service, contributing to making tmisre “accessible” and “acceptable”. Finally, the
perspective adopted suggests that the associatemde places for increasing the social capitathef
migrants, an element of fundamental importance;esthe absence of networks has been identified as a
factor that increases the risks, in particular ¢hlosked to health.

In the last chapter, we concentrated on the trdiwsra trajectories linked to the search for headth
very delicate sphere of this right, since the refeship between mobility and treatment interrogates
welfare systems, organized according to a singiema context. This topic was not central to onalgsis,

but drew our attention because it was frequenthyntioeed by our interviewees. Recalling the many
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geographical references present in the experiegatfsered was fundamental for doing justice to the
complexity of the experiences of the migrants. Taasnational mobility faced us with characteristibat
are very different: on the one hand we find the ititglof the middle classes who move to find treat
often non-essential, at a lower cost (medical smm)j on the other hand we find mobility as an erere
choice seeking treatment not available in the ayuoitbirth or residence, and finally we find matyilas a
resource of the migrants who act in a transnatidiedd, made up of cultural references and medical
practices rooted in a plurality of contexts. Thiatienship that the migrants maintain with theiuntry of
origin with regard to medical questions shows tthegt journey and the mobility can be seen either as
elements that extend the possibility of choicehef migrants, or as resources to be used in casedreme
mistrust in the Italian healthcare system, or absesf the linguistic and cultural tools neededféming an
illness in ltaly. In the latter case, the mobilisyclosely linked to forms of inequality, socialotusion and
the impossibility of accessing culturally acceptableatment. Both for those who leave their couiriry
search of treatment and for those who return, tineutus of mobility can lie in a variable degreesaifcial
inequality which, on the one hand, does not forésaas of welfare for the poorer social classesaious
countries in the world and on the other does noinathe migrants satisfactory use of the servicethe
country they arrive in.

Our research allowed us to gather numerous positigeriences and to identify good practices,
some more recent and innovative, others better krenvd consolidated. Following the first researgiorg
some changes to the legislation have improvedithat®n for the migrant population, in particufar the
illegal migrants. We refer in particular to the t8tRegion agreement, which ordered the registratitimthe
NHS of all minors, including irregular minors. Weust emphasise the importance of an inclusive letisi
in health matters, which finds its first and masportant supporters in the health operators themseind
in the associations working in the sector.

It is also worth highlighting the efforts of thergiees to organize complex welfare assistance, lihic
requires considerable flexibility by the operatdksrery interesting example of this approach, wratieady
emerged during the first phase of the researchaascplarly important, is represented by the intgd
assistance projedflamma+ destined for HIV positive pregnant women andrtlogildren until the child’s
first birthday. The project was born from the caspen between the institutions and various profess
figures, such as doctors, social workers and edusatand foresees the registration and overall
accompaniment of the mother and child. In the ptofdtention is paid not only to health in the cdg$t
sense, but also to all the dimensions that deterthia patient’s well-being, such as employmentdesdial
solutions and the social-educational environmenhefchildren.

Another good practice, again in the sector of moetidd health, is theSalone delle Mamme
space managed by the volunteers of the associ@domminare Insieme where mothers in situations cibso
and economic fragility can find paediatric assis&afor their children. In this space, practicalphisl given
in the form of nappies and medicines, and the wormamndiscuss various aspects of daily life withirthe

children. Amongst the most important results of phaiect is that the services have been brougiseclo a
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particularly marginalized group, the Roma women wWihe in the temporary nomad camps in the city. The
Salone delle Mamme, is not intended to replaceptifdic health services, but to work in a networld an
inform users, directing them to other serviceslatie free of charge in the territory.

It is necessary to emphasize the role of networkivigch contributes to creating links between the
various services and allows synergies betweenuhbbcpand the private social sectors, promptly gguning
the problems that have emerged in the territory plahning joint strategies for intervention. As we
mentioned on many occasions, the immigration ardtihgroups (GRIS) represent an excellent exaniple o
this operational model. Their work in a networktlre city of Torino is characterized by a strongerof
private social work, which, in addition to beingfindamental resource for guaranteeing free acaess t
migrants, is an area of innovation and forward piag. Amongst the good practices, we can also esipha
the growing offer of education on immigration anealth and, in particular, the reciprocal educationa
experiences and peer education, which encouratjgs awolvement of the migrants.

These good practices represent important resutafeguarding the migrant’s right to health and the
construction of an inclusive healthcare system. &l@w, what do we mean by an inclusive healthcare
system? It is an open question and often takegrimmted, but it is necessary to give it greaterghieand
importance. Although there are no univocal answeses,feel we can say that, during our research, the
fundamental basis for inclusion are the possibibfyaccess to the health services, attention téakoc
determinants of health and the acquisition by tistitutions of greater “cultural competence”. Thetural
and religious question is however still open, ara distance people from the healthcare systemgant |
individuals to make choices other than those camei optimal by the WHO. In these cases, it seems
necessary to reformulate, from time to time, thiecept of inclusion and construct healthcare pdthsugh

the active participation of the migrants themselves
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