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Background: Migrants, Asylum Seekers and Refugees (ASRs) represent a vulnerable 
diversified population with increased risks of developing health problems, and in 
the hosting countries several barriers often hamper their access to the health 
services. Gathering information about ASRs’ experiences and perceptions of host 
country health care systems may contribute to improve the quality of health 
care provided. The aim of this study was to explore the health needs in their 
bio-psycho-social meaning, and the quality of health care as perceived from the 
ASRs’ perspective.

Methods: The qualitative descriptive study was conducted as part of the Project 
“G-START – testing a governance model of receiving and taking care of the 
Asylum Seekers and Refugees.” Through purposeful and snowball sampling, four 
Focus Groups conducted in English, Italian and French were carried out between 
July and August 2019, involving 50 ASRs hosted by four reception centers located 
on the territory pertaining to an Italian Local Health Authority covering a general 
population of 500.000 people. The analysis of data was categorical, and was 
performed using N-Vivo software.

Results: The macro-categories emerged were the ASRs’ bio-psycho-social 
health needs, including mental health, sexual and reproductive health, food and 
nutrition, knowledge of the health care system, need for inclusion; healthcare 
services access, including barriers before and after the access and the ability of 
the local health system to respond to existing and evolving demands; strengths 
of the healthcare and reception systems, and suggestions for improving them in 
the future.

Discussion and conclusions: ASRs present vulnerabilities and specific health 
needs, and the health care system is not always able to guarantee access or to 
respond to these needs. Several obstacles have been highlighted, such as linguistic 
barriers and lack of cultural mediation, bureaucratic and administrative barriers, 
lack of knowledge of the Italian health care system. An effective reorganization 
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of services driven by a more detailed output analysis of the target population 
needs, together with the use of cultural mediation, peer to peer education and 
support, and the training of health professionals are recommended to ensure a 
more accessible, equitable and effective health care system at local level.

KEYWORDS

Asylum Seeker, Refugee, health promotion, health needs, breastfeeding, infant and 
young child feeding, humanitarian emergencies, migration

1. Background

In recent years there has been an increase in the migratory flows 
towards Europe, representing the top destination for international 
migrants (1). In 2020, European countries welcomed 87 million of 
migrants, mostly non-Europeans (i.e., over 40 million), with an increase 
in the phenomenon of almost 16% compared to 2015 (2). In the same 
period, Italy was the eleventh most popular destination in the world for 
migrants, and the sixth for Refugees and Asylum Seekers in Europe (2, 3). 
In 2021, migratory flows in Europe recorded 151,417 first arrivals, of 
which 114,275 by sea and 37,142 by land, and Italy, through the Central 
Mediterranean route, was the European country with the highest number 
of first arrivals, equal to 67,477, double compared to 2020 (4).

Beyond the extent of the phenomenon, its urgency also arises in 
relation to the social and health characteristics of this population. During 
the migration process migrants face stressful situations, starting from 
their countries of origin, as well as during the journey and arrival in the 
host country. This implies an increased risk of developing mental health 
problems (5) and higher rates of depression, anxiety and post-traumatic 
stress disorders than the general population (6, 7). Furthermore, the 
resettlement in a new country can be  source of stress due to social 
isolation, financial problems, cultural differences and housing difficulties, 
factors that can negatively affect migrants’ psycho-physical health (7–10). 
The migration process itself, therefore, impact this population’s health, 
causing an increasing vulnerability. Despite that, for migrants, Refugees, 
and Asylum Seekers the access to the health care is often restricted in the 
host countries (11, 12), albeit with some variability (13), also due to 
linguistic, cultural, economic, and bureaucratic barriers (14, 15). This 
represents a great Public Health challenge that, unfortunately, has shown 
little progress over the years (12).

The definition of “migrant” varies among the international 
agencies and the terms used in literature for describing this population 
depend on diverse factors, such as the legal status, citizenship, and 
reason for migration (16). In this study, we refer to the definitions 
reported in Table 1.

The welcoming procedures for migrants vary according to the host 
country regulations. In Italy, the reception system for all international 
protection seekers, including families with minors and young adults, 
is ensured by the Reception and Integration System (“Sistema di 
Accoglienza e Integrazione,” SAI), set by the Ministry of Interiors in 
2020 (17). During the last decade, the government political orientation 
and choices had a significant impact on the structure of the reception 

system, the supply of resources and the provision of services to Refugee 
and Asylum Seekers. At present, in the Reception and Integration 
System most of the essential services are provided, except for health 
care, which is guaranteed by the Italian National Health Service.

The Italian National Health System is universalistic, and provides 
health care to the entire population. Since 1982, for specialist and 
outpatient services, some categories of medications, and non-urgent 
use of emergency care, a co-payment is required as a share in the 
health care costs. The amount of this “Ticket” varies according to the 
service: the more expensive ones will involve a more substantial 
expense. The “Ticket” is required except for specific categories of 
health or social conditions, for which health care is free, i.e., primary 
health care, maternity care, national cancer prevention programs 
(breast, colon-rectal and cervical cancer screening), all vaccinations 
included in the National Vaccination Plan, hospital care, several 
chronic and other health conditions. Asylum Seekers waiting for the 
residence permit can access to urgent and essential care through the 
attribution of the regional access code “Foreigner Temporarily 
Present” (“Straniero Temporaneamente Presente,” STP) or 
“Unregistered European” (“Europeo Non Iscritto,” ENI), that comprise 
an exemption from participation in health care costs. This regional 
code is valid for 6 months, and renewable. For refugees, instead, exist 
the obligation of registering with the National Health System and 
obtaining the necessary documentation for access to all services. Lazio 
Region established (18) the attribution of a code of exemption (“E06”) 
for refugees who have a regular residence permit. At the time of the 
Project, this exemption lasted 6 months, and could not be renewed.

The international literature highlights that information on 
migrants’ experiences and perceptions of the healthcare systems in the 
host countries could play a critical role in quality of care improving 
(11, 19). Understanding the experiences and problems of accessing 
health services of this population, in fact, has an impact on its health 
(20), considering that access is one of the main health indicators (21). 
Moreover, evidence shows that an adequate health response leads to 
good health outcomes not only for migrant population, but also for 
the host population (22).

Migrants are often under-represented in health decision-making 
processes (23), and European countries should critically examine their 
health services ability to address their health needs, also considering 
their perception of the health care received. This could lead to the 
development of new strategies to provide migrant-sensitive health 
services and systems (24). Furthermore, the studies exploring 
migrants’ own view on health needs and health care access are still 
exiguous, and more research on this topic is needed (13).

The main objective of this study, therefore, was to explore the 
bio-psycho-social health needs, and the perceived quality of health 

Abbreviations: LHA, local health authority; ASRs, asylum seekers and refugees; 

FG, focus group.
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care, health promotion and prevention activities from the Asylum 
Seekers and Refugees’ (ASRs) perspective.

This study was carried out as part of the Project “G-START - 
Governance, Health, Territory, Reception for Asylum Seekers and 
Refugees: testing a model” (“G-START: Governance, Salute, 
Territorio, Accoglienza per Richiedenti Asilo e Titolari di 
Protezione”) (25, 26), developed by the Italian National Institute of 
Health in partnership with the Local Health Authority (LHA) 
“Azienda Sanitaria Locale (ASL) Roma 5” and the International 
Organization for Migrations (IOM), promoted by the Ministry of 
the Interior and the European Union. The Project has received 
funding from the European Asylum, Migration and Integration 
Fund 2014–2020 under grant agreement PROG-2261, and aimed 
to strengthen the first and second reception system and the health 
protection of Asylum Seekers and Refugees. The results of this 
qualitative study were then meant to guide action during the 
3 years of project duration and to provide key elements 
for sustainability.

2. Materials and methods

The study design was qualitative descriptive (27). A series of Focus 
Group (FG) was organized as part of the Project “G-START.” The FGs 
were conducted in the first and second accommodation facilities 
(reception centers) located on the territory of the LHA leader of the 
Project that covers a general population of 500.000 people.

A purposeful and snowball sampling was used to recruit the 
participating ASRs, contacted by the Project partners through the 
reception system network. To facilitate interactions and discussions, 
the research team applied homogeneity criteria in recruiting 
participants for each FG. Each participant signed a written informed 
consent and reported socio-demographic data on an anonymous 
self-administered form.

The discussion was facilitated by experienced researchers of the 
Italian National Institute of Health on the basis of a grid of semi-
structured questions shared with the Project group (Table  2). An 
observer from the project team was also present during each FG. The 
FG discussions lasted 90–120 min and were conducted in English, 
Italian and French and, in some cases, the simultaneous translation in 
Arabic and Farsi was provided by cultural mediators. All the FGs were 
digitally audio-recorded and fully transcribed. The data analysis was 
categorical: categories were developed both deductively, starting from 
the research question, and inductively, based on the emerging themes. 
The analysis was conducted using N-Vivo software. The study protocol 
was approved by the LHA Ethic Committee.

3. Results

From July to August 2019, four FGs took place. The participants 
where men, women, women victims of trafficking and families hosted 
in primary and secondary reception centers located in the territory of 
the LHA “ASL Roma 5.” In particular, two FGs were organized with 

TABLE 2 Semi-structured focus group (FG) questions.

Aims Questions

Main health needs  1. Which are, in your opinion, the health needs of ASRs, understanding health in a broad sense, as psychological, physical, moral 

and social wellbeing and not only as absence of disease?

Describe the main health problems 

and health determinants

 2. Which are the main health problems you have encountered?

 3. Which are the causes or determinants of these problems?

Describe, for primary or secondary 

reception system, the current response 

to health needs, the strengths and 

weakness and areas of improvements

 4. How the current organization of the reception system responds to health needs of ASRs:

 • What are the strengths? What is working?

 • What are the weaknesses? What could be improved?

Describe, by the point of view of 

health service, the current response to 

health needs, the strengths and areas 

of improvements

 5. In which way the current health services respond to the health needs of ASRs:

 • In the management of the situations that have occurred until now, what were the strengths? What worked?

 • In the management of the situations that have occurred until now, what were the weaknesses? What could be improved?

Other suggestions  6. Do you have any suggestions to improve health care of ASRs?

TABLE 1 Definitions.

Term Definition (International Agency) Web source

Migrant A person who moves away from his or her place of usual residence, whether within a country or 

across an international border, temporarily or permanently, and for a variety of reasons (IOM).

https://www.iom.int/about-migration

Refugee Someone who is unable or unwilling to return to their country of origin owing to a well-

founded fear of being persecuted for reasons of race, religion, nationality, membership of a 

particular social group, or political opinion (UNHCR).

https://www.unhcr.org/3b66c2aa10.html

Asylum seeker Someone whose request for sanctuary is yet to be processed (UNHCR). https://www.unhcr.org/en-ie/asylum-seekers.html

IOM, International Organization For Migration; UNHCR, United Nations High Commissioner For Refugees.
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men, one with women, one with women victims of trafficking, and 
one included families with children.

Fifty ASRs participated in the FGs. Of these, 25 were men and 25 
women, with an average age of 29.8 years. The main socio-
demographics characteristics are presented in Table 3.

The FGs allowed the collection of ASRs’ opinion on their health 
needs, quality of care and prevention/health promotion activities. 
From the categorical analysis of data, the following macro-
categories emerged.

3.1. Macro-category 1: ASRs’ 
bio-psycho-social health needs

One of the emerged categories was the identification of ASRs’ 
health needs, framed in a bio-psycho-social perspective.

3.1.1. Need for inclusion and daily life
A crucial aspect of the participants’ wellbeing concerned the 

conditions of their daily life. In fact, the ASRs’ legal status and the long 
waiting times for obtaining the residence permit and other personal 
documents made impossible for them to be  fully integrated into 
society. For this reason, their daily life was characterized by “suspended 
and empty time” and the perception that their life was wasted.

“For some people I  saw here… five years, they sitting here, it’s 
enough! Like… in five years you  will get three children! Like, 
you have a life!”

“All day: eating and sleeping, nothing else!”

This stalemate condition was associated with the impossibility to 
realize projects and dreams and the inability to move and travel freely.

The time needed to obtain the necessary documents to start a 
“normal” life were very long and exhausting, and the appointments 
with the relevant offices were often subject to extensions.

Furthermore, not having a job and not being able to find it due to 
bureaucratic barriers, lack of personal documents, and employers’ 
prejudice, resulted to be a great challenge, and contributed to the 
problem of having too much free time.

Life in the reception centers was not always simple, also because 
“[The center] is not like a home.” In particular, the participants suffered 
the lack of privacy and personal spaces for their belongings:

“There is no key, because even everybody wardrobe uses the same 
key. The rooms are not locked. The available things you take it up 
with yourself or you don’t see it again.”

During the reception in Italy and in their everyday life, some of 
the FGs participants reported the perception of racism, discrimination 
and prejudice by the Italian citizens, especially towards “blacks,” those 
who came from African countries.

3.1.2. Psychological and mental health
All of these conditions related to the ASRs’ legal and social status 

had a notable impact on the participants’ health, in particular on 
psychological and psychosocial wellbeing.

TABLE 3 Socio-demographic characteristics of Asylum Seekers and 
Refugees (ASRs).

Participants N (%)

Women 25 (50)

Men 25 (50)

Nationality

Nigeria 24 (48)

Egypt 4 (8)

Pakistan 4 (8)

Afghanistan 3 (6)

Gambia 3 (6)

China 2 (4)

Iran 2 (4)

Algeria 1 (2)

Guinea 1 (2)

Russia 1 (2)

Somalia 1 (2)

Tunisia 1 (2)

Turkey 1 (2)

Missing 2 (4)

Mother language (more than an option)

English 28 (56)

Arabic 5 (10)

Farsi 4 (8)

Urdu 4 (8)

Chinese 2 (4)

Ika 2 (4)

Mandinka 2 (4)

Kurdish 1 (2)

Dari 1 (2)

French 1 (2)

Jola 1 (2)

Pulaar 1 (2)

Russian 1 (2)

Somali 1 (2)

Turkish 1 (2)

Bridge-language (more than an option)

English 33 (66)

Italian 29 (58)

Arab 3 (6)

Chinese 2 (4)

French 2 (4)

Pulaar 1 (2)

Urdu 1 (2)

First reception in Italy/Europe

2013 1 (2)

2014 2 (4)

2015 3 (6)

2016 15 (30)

2017 11 (22)

2018 7 (14)

2019 6 (12)

Status

Asylum Seeker 25 (50)

Refugee 24 (48)

Repeated asylum applicant 1 (2)

Family condition

Married/with partner 18 (36)

With children 14 (28)

Number: 1–5

Age of children: 2 weeks–21 years
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“The long time I  spent here has really had great effect on me, 
psychologically. All this waiting time is affecting [our health].”

During the FGs emerged several references to depression (“I’m 
been getting negative, negative, negative, constantly”), stress (“I am so 
tired and stress”) anxiety and overthinking.

The psychological distress and the overthinking frequently led to 
insomnia problems, impacting both the quality of sleep and the daily 
activity of those affected.

For one man, inability to sleep had such an impact that it led him 
to engage in health-threatening behaviors, such as 
alcohol consumption:

“Since I can’t sleep at night, even when I try as much as possible, I’ve 
even caught the habit of going to some market to buy wine and 
[alcoholic] drinks, so I could feel a little tipsy, so I could sleep. If 
I have to take alcohol for me to sleep, I think it’s a problem.”

3.1.3. Life styles
Despite what has just been reported, in general, alcohol addiction 

has not been highlighted as a widespread problem, also because “you 
cannot drink in the reception center,” but rather as a use as a relief valve 
in the face of daily difficulties. Moreover, drug use has only been 
reported in isolated cases.

Physical activity was performed by a very low percentage of 
participants, also due to the absence of adequate spaces such as gyms, 
and soccer fields. In a reception center, the participants used to play 
football in the near soccer field, until the Municipality avoided its use. 
Among the good practices, some women reported they used to 
organize walking groups.

3.1.4. Food and nutrition
The quality of food and nutrition was a cross-cutting category 

among all the FGs. The participants strongly highlighted some critical 
issues concerning the meals in the reception centers. First of all, the 
lack of variability and cultural sensibility of the diet: in many cases the 
participants would have liked to be involved in the preparation of 
meals so that they could also use products and foods of their culture 
of origin.

“Pasta! Pasta every day! And sometime rice with water [risotto]”.

“In Africa we don’t eat the same food over and over again in the 
morning, afternoon, evening… no, that’s not possible! We need a 
balanced diet.”

The food quality and taste was often perceived to be poor. In 
particular, one of the problems concerned the catering logistic, 
according to which the meals were distributed at times distant from 
the consumption and, in some cases, in single plastic packages, which 
were then reheated on site with a microwave. For example, one 
participant reported that food for the whole day (lunch and dinner) 
was delivered to the reception center by the catering service at 7:00 in 
the morning.

The participants reported some perceived difficulties in accessing 
adequate nutrition for specific health problems (such as diabetes, 
hypertension, other diseases) and considered that the diet was 

affecting their own health. During the discussions, in fact, emerged 
the feeling of being unwell and unhealthy: because of the food, the 
“belly is heavy” and the body is “without blood,” participants felt tired 
and, after sleeping, they felt bad. This perception was contrasted with 
the condition of well being given by the diet of the country of origin, 
which was “full of vitamins”:

“When you eat good food you are healthy, but when you don’t eat 
good food there is no medicine that can solve the problem.”

3.1.5. Infant and child feeding
The lack of cultural sensitivity also emerged with regard to infant 

and young child feeding practices, in particular as regards 
complementary feeding - the beginning of the consumption of solid 
foods. According to the participants, the pediatricians taking care of 
the children in the centers prescribed a complementary diet that 
included the use of Italian foods rather than the usual ones of the 
family/mother’s culture of origin (e.g., African food). On the other 
hand, the participants very often breastfed according to the 
international health recommendations (6 months exclusive 
breastfeeding and continued breastfeeding for 2 year and beyond):

“I have three children and have breastfed all three.”

“Because mother’s milk is very good for the baby!”

3.1.6. Sexual and reproductive health
Some inappropriate care practices about antenatal care emerged. 

As an example, some women described the prescription of several 
unnecessary tests and ultrasounds by the private gynecologist during 
physiological pregnancies. The women perceived this overtreatment 
as normal for pregnancy care, and were therefore surprised at how 
much they had to pay for care. The high costs for obstetric care were 
associated with the inappropriate prescriptions and, in some cases, 
with the need to turn to private facilities due to too long waiting lists 
at public services.

“Yes, the doctor prescribed it [the test] for me. He said: - You have 
to pay for this, you have to pay for that…-”

One woman reported her bad experience of hospital birth, telling 
that she did not feel welcomed and listened to by the 
healthcare personnel:

“From the morning I had pain, pain in my belly, and I was crying, 
crying. They [the doctors of the hospital] came and said to me: “Ok. 
Caesarean section!” And me: “No, no!” and I  was crying. “No 
cesarean? If you don’t accept, you or your child will die. Choose one”. 
I was scared, so scared.”

With regard to women’s health care, participants were taken care 
of by local health services. However, there was a lack of knowledge 
about the services provided free of charge by the health facilities, in 
particular concerning the cervical screening. It was challenging for 
women to access the different kinds of contraceptive methods: on one 
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hand, due to the unavailability among the local health services (as for 
the intra-uterine devices, IUD); on the other hand, because they were 
not accessible for free (like estrogen-progestin pills).

“When you go there [to the local health service], they don’t give 
you the [estrogen-progestin] pills… they give you the name of the 
pills, and you have to buy it yourself.”

Concerning Feminine Genital Mutilations, only one woman 
raised the issue, asking for information.

3.1.7. Lack of knowledge of the Italian health care 
system

During the FGs a dearth of knowledge on the organization and 
functioning of the Italian National Health Care System and on the 
different levels of care provided emerged. In particular, some participants 
were not fully aware of the available universalistic and free health care 
services (e.g., the general practitioner) or asked if they needed a health 
insurance. Furthermore, there was some confusion about whether or not 
they had to pay for health care: the differences between private paid 
services, public health services requiring a contribution (“Ticket”) to the 
overall cost, and universalistic health care were not always clear.

Furthermore, regarding the use of emergency health services, one 
participant stated that, when she had been ill, the operators of the 
reception center had not allowed her to call an ambulance, and this 
attitude was been perceived by her as a lack of attention:

“If somebody is sick, they [the operators of the reception center] are 
supposed to call an ambulance!”

The waiting time for getting an appointment or an exam was often 
perceived by the ASRs as a consequence of prejudice and discrimination, 
instead of the standard functioning of the waiting list system.

In another case, the perception of “feeling discriminated” was 
probably associated with a lack of understanding of the health 
condition. A man was isolated due to Tuberculosis (TB), and he said 
that the doctor did not come to his room and “stay with” him.

Lack of knowledge of health practices, not supported by adequate 
cultural mediation, has often led to a lack of trust in the system and a 
poor adherence to the treatments and health practices prescribed. This 
was closely associated with health beliefs, cultural aspects and 
transcultural issues. For example, the acceptance of blood sampling 
was challenging for some participants. One woman, talking about 
pregnancy testing, said:

“When I have to take a blood sample, they do like this: tack! And 
take the blood, like this: (exaggerated sucking noise) … four tubes, 
five tubes! Too much blood! If you are pregnant, you can’t lose all 
that blood!”

3.2. Macro-category 2: Healthcare services 
access

The second macro-category that emerged from the analysis was 
the barriers to the access to health care services for ASRs and the 
ability of the local health system to respond to existing and 
evolving demands.

3.2.1. Barriers to accessing healthcare
In more than one occasion, the participants complained about the 

distance to public health facilities, including the hospital, and the 
difficulty of reaching them by public transport, that was often not 
efficient. This barrier particularly affected families and parents when their 
children needed specialist health care: they had to travel to get to the 
hospital located in the center of the main city adjacent to the Municipality 
where they lived, and it took a lot of time and efforts. The problem of the 
isolation of the Municipalities in which the reception centers were located 
has also emerged with regard to children’s access to the school.

The access to the health services was difficult due to the waiting 
lists: getting an appointment or booking an examination often 
requested months of waiting. Moreover, the participants reported that 
they experienced frequent changes in the appointment date or timing, 
and poor punctuality of the visits. In some cases, the ASRs’ perceived 
this barrier as discriminatory and limiting their health access.

“I am not happy because I went to the hospital and they told me to 
come back tomorrow, and the day after tomorrow, and tomorrow, 
and the day after tomorrow…”

The bureaucratic procedures had a great impact on the healthcare 
access for the ASRs interviewed. This barrier concerned, for example, 
the assignment or change of their General Practitioner. The 
participants reported from the complex bureaucratic tangle caused by 
the association between the standard procedures and the problems in 
getting or renewing their personal documents, such as residence 
permits, identity cards, exemption certifications. This leaded to 
difficulties in accessing services, including the possibility of 
independently purchasing medications at the pharmacy.

“If you go somewhere and they tell you “Go there”, and then you go 
there, but you cannot be received because you need papers, and 
you still not got them, you have to go back, and this is confusing!”

As another aspect of this topic, the participants had the perception 
that bureaucracy is pervasive in all the procedures of the system. They 
did not understand why in all the interactions with services and 
professionals, they previously had to sign a form or a register, and they 
did not accept it willingly:

“If I want to talk with the social worker, if I want to talk with the 
doctor, they never listen to you, they say: - Sign here! -”

According to the Italian reception system, the ASRs received at their 
arrival in Italy an exemption from contributing to the total cost of the 
health services. One of the main problems in accessing health care 
resulted to be the expiration of this exemption, foreseen after 6 month 
from the activation. In fact, their only source of income consisted of the 
“pocket money” received by the reception center, which was not enough 
for the requested expenses. Moreover, due to the lack of knowledge of 
the Italian National Health System, in many cases the difference between 
paying the total cost of the health service, and paying only a part of it 
(the “Ticket”) was not clear to the participants. In this regard, dental care 
was often too expensive to be reachable by the ASRs.

“I think this is the major issue, about the exemption. Because after 
six months it expires, and you have to pay every visit.”
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The approach to health services and healthcare professionals 
presented several challenges for the ASRs.

First of all, the language barrier and the lack of cultural 
mediation: the communication inability made interactions between 
the healthcare provider and the person/patient very difficult, not 
only because the latter did not speak Italian, but also due to the 
health personnel’s lack of knowledge of bridging languages such 
as English.

The perception of being taken care of by the healthcare system and 
professionals was generally lacking. In addition, the lack of continuity 
of care between different providers and services and the lack of 
tailored information led to fragmented and not clearly oriented 
healthcare pathways, from the participants’ perception. In many 
occasions, the participants reported that they did not feel welcomed 
and listened to by healthcare professionals:

“I have a family doctor, but he never listens to you.”

“When you try to express your feelings, no one is listening. I don’t 
like that.”

In other cases, they felt treated differently from Italian citizens and 
victims of racial discrimination.

Sometimes the ASRs who participated to the FGs did not 
recognized good support in health issues from the reception center 
and its operators. One man said:

“I was sick, but I went to the doctor’s appointment alone. But as 
I  was leaving I  passed out, someone on the street called an 
ambulance and I was hospitalized. And I called them [the reception 
center operators] to warn them that I was in the hospital. I’ve been 
there for, like, two days. But when I was discharged, no one came 
even to pick me up at the hospital. So, they don't care about the 
health of the people who stay here [the reception center].”

3.3. Macro-category 3: Strengths and 
suggestions for the future

The third macro-category included the strengths of the healthcare 
and reception systems, and suggestions for improving them in 
the future.

The strengths of the reception and health system were reported, 
i.e., the psychological support provided by specialists:

“We had the psychological help, which worked very well!”

A sense of gratitude towards the reception center and the 
personnel, and for receiving their care emerged from 
some participants.

Furthermore, in some cases the difficulties in accessing healthcare 
services and the lack of continuity of care were overcome by individual 
professionals who had specific sensitivity and skills, essential for 
the ASRs.

As for the suggestions for the future, the participants proposed: 
the institution of educational courses on proper nutrition, lifestyles, 
and contraception; the provision of free contraceptive within the 
reception centers; the extension of the exemption for the health care 

services; to find a solution to the bureaucratic delays and to allow the 
people welcomed not to waste their lives just “waiting.”

4. Discussion

One of the main objectives of the “G-START” Project was to 
strengthen the health protection of the ASRs, structuring a systemic, 
sustainable and long-lasting response to the psychosocial and health 
needs of the ASRs, beyond the end of the Project. This included a set 
of actions, e.g., to set up a trans-sectoral Board for health and 
reception (“Tavolo Salute e Accoglienza,” TASAC), to carry out a 
Situational Analysis with all the Municipality and reception centers, 
and to provide an integrated governance of health, social and 
community services. The first step was a quali-quantitative assessment, 
which has been realized both through FGs, and in-site visits/
quantitative data collection. From the analysis of the ASRs’ perceived 
health needs and health care, several macro-categories and 
categories emerged.

Considering the health in a bio-psycho-social framework, the 
health needs reported by the participants also concerned aspects and 
conditions of their daily life. Among these, the inability of the ASRs 
to be included in society due to their legal status has been one of the 
most important issues affecting mental health. The urgency to thrive 
emerged from this study could be also explained by the average age 
of the participants and their strong motivations for life change that 
led them to decide to move from their country, often leaving their 
relatives and facing long and perilous journeys. Therefore, the 
perception of being stopped in this path may have been hardly 
acceptable to them. Previous studies described this situation of 
uncertainty as a “limbo” (28, 29) characterized by empty time and 
long waiting, and influencing men and women wellbeing and health. 
The asylum application and the following renewal of the residence 
permit are directly associated with stress and mental health 
consequences (29, 30). According to this, some author declared that 
migrants who have a job and a stable accommodation have better 
health outcomes, while instability and uncertainty may lead to 
develop severe mental disorders (30, 31). Therefore, legal status is one 
of the most significant factors determining access to an adequate 
health care for migrants in a country (16).

The most common psychological and mental health problems 
reported by the participants were related to depressive and anxiety 
symptomatology, often addressed as stress, and expressed as 
overthinking. Depressive disorders are widely described in the 
literature for the ASR population, independently or associated to Post-
Traumatic stress Disorder (PTSD) (13, 30, 32–36); overthinking has 
been considered part of PTSD symptomatology, as well as an “idiom 
of distress” (37), culturally shaped in many social and cultural contexts 
(38). Moreover, poor sleep quality and sleep-disturbances seem to be a 
common health problem, and one of the possible signs of mental 
distress (39), which has been included among sentinel symptoms in 
the Italian National Guidelines for the psychological assessment, 
treatment and rehabilitation of international torture and violence 
victims (40), adopted also at a regional level in Lazio Region 
Guidelines (41).

As for life styles and sport, in this study the lack of ASRs’ physical 
activity was mainly due to structural barriers including lack of funds 
and resources, also reported by previous studies (42). Moreover, 
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sedentary lifestyle has caused and was caused by having nothing to do 
and mental health issues, becoming an unhealthy vicious circle.

Food and nutrition were another important macro-category. The 
needs of the participants were related to the opportunity to access 
both a various and healthy diet, and foods belonging to their culture 
of origin. As regard the first aspect, some ASRs showed a good 
awareness of the role of diet for health, emphasizing the importance 
of consuming all the categories of the food pyramid in daily meals 
(especially for participants with diabetes and other pathologies). In 
addition, they complained about lack of taste and quality of the food, 
as in other studies described in literature (29, 43). With regard to the 
second aspect, it is important to remember that food is not only 
relevant for nutrition and health, but is also a component of the 
cultural and emotional wellbeing (44). During their displacement 
experiences, migrants often have to adapt to new life habits of the host 
or transit country, including new foods habits and environment (45), 
and this process of adaptation and transculturation (46) could 
be challenging. Food represents an element of continuity with the 
past, providing a bridge between the familiar and the unfamiliar (47). 
This could be particularly significant for mothers and families caring 
for their infants and children feeding.

The results of this study highlighted that cultural sensitivity in the 
community pediatricians’ indications on complementary feeding, 
which included only the use of Italian foods, needs to be improved. In 
contrast, as also described in the study by Joseph et al. (48), mothers 
would choose the staple foods of their countries of origin as the first 
solid foods to give to their children. This aspect is in line with the 
guidelines of the World Health Organization, which confirm the value 
of “family foods” in complementary feeding (49). The ASRs women 
participating to the FGs were aware of breastfeeding health benefits, 
and considered it as the norm, in accordance with other previous 
studies (48, 50, 51). In several cases they breastfed accordingly to the 
international recommendations (exclusive breastfeeding for the first 
six months, followed by the introduction of appropriate 
complementary feeding while continuing breastfeeding for two years 
and then, accordingly to the mother and/or infant desire), especially 
if coming from African countries (50). As reported in the literature, 
migratory process can influence breastfeeding and infant feeding 
practices, also depending by the country of origin and of arrival (50). 
Anyhow, migrant women are still more likely to breastfeed compared 
with native mothers of the host countries (52–54). This confirm that 
the “healthy migrant effect” (55–57) applies also to breastfeeding 
practices in Italy and that, in the absence of substantial policies for the 
protection, promotion and support of breastfeeding, the “exhausted 
migrant” effect is to be expected in the coming years.

Migrant women represent a highly vulnerable group in term of 
sexual and reproductive health (58). This study investigated this 
topic only partially, not addressing in depth issues such as 
pregnancy and delivery outcomes, and perinatal health. 
Nevertheless, it highlighted a lack of knowledge of the available 
free-of-charge antenatal and mother–child care services, which 
impacted the ability of the ASRs to reach the system, as described 
by Fair et  al. (59). The cost of care (59) was another factor 
influencing access to health care when it was inappropriately 
prescribed (and therefore not foreseen by the universal National 
Health Care System) or when it was provided by private facilities/
professionals, in some cases due to long waiting times in the 
public sector.

Among the sexual and reproductive health needs of the ASRs, this 
study confirms the poor access to contraception (60) and the lack of 
information and use of preventive care, such as national cancer 
screening programs (13, 60, 61).

As expected, a lack of knowledge of the Italian health care 
system emerged from the analysis of the FGs. Poor health 
information, and the ability to understand and use it are common 
in the migrant population (62), who are often unaware of their 
entitlements (13). The over-use of emergency services described by 
other studies (13, 29, 32) did not strongly emerged in this 
qualitative study, but was reported during the context analysis 
carried out at the beginning of the project and by previous studies 
conducted in the same LHA (63). The low level of Health Literacy 
adds to the vulnerability resulting from the migration process and 
contributes to increase it (64).

Other studies reported experiences of migrants’ positive strategies 
of adaptation and acculturation (65, 66). Although the study had 
among its aims the identification of the positive resilience strategies of 
ASRs, these aspects emerged only partially during the FGs and the 
participants mainly focused the discussion on the improvement 
needed in the reception and healthcare system.

Although the migrant population presents specific vulnerabilities, 
predominantly linked to the migratory process (67), and have a great 
need for health care, their access to the health system is commonly 
hindered or reduced: even when health care access is guaranteed under 
legislation, many barriers have been identified (16). This study 
identified several barriers limiting the health care access already 
described by other authors in the literature, outlining a system of care 
that is “hard-to-reach” (68). First of all, the barriers prior to access and 
the characteristics of the services that make them difficult to 
be reachable were described by this study. These include: the distance 
between services and reception centers, often located in isolated areas 
(16, 29); bureaucratic and administrative barriers, including the 
waiting times for obtaining personal documents (13, 16, 32, 69, 70); 
the health care costs (13, 16, 29) due to inappropriate prescriptions, the 
need to turn to private facilities due to too long waiting lists at public 
services, and the expiration of the ASRs’ exemption from participation 
in health care costs. The challenges related to the temporariness of the 
free access to healthcare, that at the time of the study lasted 6 months 
and could not be renewed, were widely highlighted by the participants 
of this study. In the years following the Project something changed, 
and the Lazio Region appropriately extended the duration of the 
exemption for refugees until obtaining a residence permit (71).

The barriers in approaching health services identified by our 
study, were also described in previous literature: linguistic barriers (13, 
29, 69, 72) and lack of cultural mediation (73, 74), leading to lack of 
understanding and adherence to proposed healthcare practices or 
treatments; ASRs’ perception of discrimination and of “not being 
treated as human beings” (28); lack of continuity of care (72). All these 
issues can be included in a generic lack of cultural competence of the 
public health system.

The ASRs’ perception of the barriers described above have 
probably been amplified by the poor knowledge of the health system 
of the host country: while the waiting time to specialist health care, 
for example, affects migrants and Italian citizens in the same way, 
some practices as choosing the General Practitioner or accessing 
community health services are influenced by the user’s ability to 
navigate within the system itself, reach the relevant information, 
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and carry out some simple practices. Therefore, reception personnel 
could play a crucial role in driving migrants through the health 
pathways and in interacting with health professionals. This type of 
accompaniment was provided only for some reception centers in 
the LHA of the study. For this reason, the “G-START” Project has 
contributed to develope specific diagnostic-therapeutic care 
pathways dedicated to the ASRs, aimed at getting around the 
bureaucracy and allowing an easier access to the services.

This study had some limitations. All the migrants’ social groups that 
were represented in the LHA reception system have been involved. Most 
of the participants came from Nigeria, so the sample may be slightly 
biased against the country of origin, but it did reflect the real distribution 
of the population of interest. Although the saturation of the contents was 
not reached, the results produced the necessary insight for action. 
Moreover, some of the individual health needs concerning the personal 
and intimate spheres, such as victims of trafficking’s health problems, 
could have emerged in more depth using a different type of data 
collection, such as in-depth interviews. Furthermore, in the non-neutral 
environment in which the FGs took place (reception centers) the 
participants may not have felt totally free to express themselves. The 
participants’ ability to speak the bridge languages used by the researchers/
cultural mediator was in some cases poor. Nevertheless, the FGs strategy 
made it possible to stimulate discussion among the participants and 
collect a large amount of data to guide action.

This study raised the attention on health in its bio-psycho-social 
framework from the ASR’s point of view. At the moment of the project 
implementation, the available qualitative literature in the Italian 
setting on this topic was scarce. The multidisciplinary project team 
played a significant role in the research processes, and also allowed to 
identify, assess and address all the health issues emerged from the FGs 
discussion. Furthermore, this qualitative study represents an example 
of participatory research and ASRs’ involvement in health care 
planning and services development. It was strongly action-oriented, 
and its results have contributed to the definition of tailored care 
pathways, training of health professionals and personnel involved in 
the reception system, and provision of cultural mediation. All these 
activities allowed accompanying ASRs to and through the health 
system, promoting appropriateness of the use of services and the 
exercise of the right to access. Multilingual peer-to-peer education and 
communication interventions aimed to capacity building and Health 
Literacy were also provided (25).

In conclusion, from the results of this study emerged that the ASR 
population, usually younger and healthier than the local population, 
presents specific vulnerabilities and health needs that are related to the 
status of “migrant person.” Having a universal health, education and 
social system per se is not sufficient to guarantee equity, and a set of 
“personal knowledge and competencies are required in order to 
access, understand, appraise and use information and services.” This 
applies not only to ASR population, but also to all citizens that at some 
point of their existence and for any reason are exposed to higher 
vulnerability or deprivation.

For these reasons, an effective reorganization of health services 
driven by a more detailed output analysis of the target population 
needs is recommended. Developing migrant-sensitive health 
services and systems requests to consider the own vision and 
perspective of this population, involve it in health decision-making 
processes, remove the barriers to the health care access, and enable 
its personal competencies and Health Literacy. An example of 

practical actions of reorganization of the health system are 
represented by the use of cultural mediation, peer to peer education 
and support, and the training of health professionals at all 
the levels.

Using qualitative structured tools, like Focus Groups, has been 
shown to be a valid support to explore health and social needs from the 
person’s perspective in a participatory way and, subsequently, to guide 
action. Further research, both qualitative and quantitative, is needed to 
understand the complex phenomenon of migrants’ bio-psycho-social 
health, also considering the opportunity to explore the health needs, 
and the perceived quality of health care from the perspective of Asylum 
Seekers and, separately, from the point of view of Refugees, considering 
the differences they may encounter in accessing health services.

At the current time, a Public Health response to migration is an 
essential dimension in the context of national preparedness. Ensuring 
the best possible health for migrants in the host countries, like Italy, 
providing an adequate care that meets their specific needs should 
represent a priority in order to ensure a more accessible, equitable and 
effective health care system at local level.

Data availability statement

The raw data supporting the conclusions of this article will 
be made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed and 
approved by “Azienda Sanitaria Locale Roma 5” Ethic Committee. The 
patients/participants provided their written informed consent to 
participate in this study.

Author contributions

AG, AP, and MC contributed to conception and design of the 
study. AG and FZ conducted the Focus Group. PS organized the 
database. FM and JP performed data analysis. FM wrote the first draft 
of the manuscript. FM and AG wrote sections of the manuscript. FM, 
FZ, AG, AP, JP, PS, GT, AN, MC, EC, LM, SC, FS, and VL read and 
revising the manuscript critically. All authors contributed to the article 
and approved the submitted version.

Funding

The G-START Project has received funding from the European 
Asylum, Migration and Integration Fund 2014–2020 under grant 
agreement PROG-2261.

Conflict of interest

The authors declare that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

https://doi.org/10.3389/fpubh.2023.1125125
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Marchetti et al. 10.3389/fpubh.2023.1125125

Frontiers in Public Health 10 frontiersin.org

Publisher’s note

All claims expressed in this article are solely those of the 
authors and do not necessarily represent those of their affiliated 

organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or 
claim that may be made by its manufacturer, is not guaranteed or 
endorsed by the publisher.

References
 1. EUROSTAT (2020). Statistics explained. Available at: https://ec.europa.eu/eurostat/

statistics-explained/index.php/Main_Page (Accessed August 17, 2020).

 2. McAuliffe M, Triandafyllidou A. World migrant report 2022. Geneva: International 
Organization for Migration (IOM) (2022).

 3. United Nations. Department of Economic and Social Affairs, population division. 
International migration 2020 highlights (ST/ESA/SER.A/452). New York: United Nations 
Publication (2020).

 4. International Organization for Migration (IOM) (2022). Flow monitoring. Available 
at: https://migration.iom.int/europe/arrivals?type=arrivals#content-tab-anchor 
(Accessed November 11, 2022).

 5. Kirmayer LJ, Narasiah L, Munoz M, Rashid M, Ryder AG, Guzder J, et al. Canadian 
collaboration for immigrant and refugee health (CCIRH). Common mental health 
problems in immigrants and refugees: general approach in primary care. Can Med Assoc 
J. (2011) 183:E959–67. doi: 10.1503/cmaj.090292

 6. Gerritsen AA, Bramsen I, Devillé W, Van Willigen LH, Hovens JE, Van Der Ploeg 
HM. Physical and mental health of afghan, Iranian and Somali asylum seekers and 
refugees living in the Netherlands. Soc Psychiatry Psychiatr Epidemiol. (2006) 41:18–26. 
doi: 10.1007/s00127-005-0003-5

 7. Savin D, Seymour DJ, Littleford LN, Bettridge J, Giese A. Findings from mental 
health screening of newly arrived refugees in Colorado. Public Health Rep. (2005) 
120:224–9. doi: 10.1177/003335490512000303

 8. Keyes EF. Mental health status in refugees: an integrative review of current research. 
Issues Ment Health Nurs. (2000) 21:397–410. doi: 10.1080/016128400248013

 9. Johnson H, Thompson A. The development and maintenance of posttraumatic 
stress disorder (PTSD) in civilian adult survivors of war trauma and torture: a review. 
Clin Psychol Rev. (2008) 28:36–47. doi: 10.1016/j.cpr.2007.01.017

 10. Fennelly K. Listening to the experts: provider recommendations on the health 
needs of immigrants and refugees. J Cult Divers. (2006) 13:190–201.

 11. Langlois EV, Haines A, Tomson G, Ghaffar A. Refugees: towards better access to 
health-care services. Lancet. (2016) 387:319–21. doi: 10.1016/S0140-6736(16)00101-X

 12. Nowak AC, Namer Y, Hornberg C. Health Care for Refugees in Europe: a scoping 
review. Int J Environ Res Public Health. (2022) 19:1278. doi: 10.3390/ijerph19031278

 13. Lebano A, Hamed S, Bradby H, Gil-Salmerón A, Durá-Ferrandis E, Garcés-Ferrer 
J, et al. Migrants’ and refugees’ health status and healthcare in Europe: a scoping 
literature review. BMC Public Health. (2020) 20:1039. doi: 10.1186/s12889-020-08749-8

 14. Hadgkiss EJ, Renzaho AM. The physical health status, service utilisation and 
barriers to accessing care for asylum seekers residing in the community: a systematic 
review of the literature. Aust Health Rev. (2014) 38:142–59. doi: 10.1071/AH13113

 15. McKeary M, Newbold B. Barriers to care: the challenges for Canadian refugees 
and their health care providers. J Refug Stud. (2010) 23:523–45. doi: 10.1093/jrs/feq038

 16. Hannigan A, O’Donnell P, O’Keeffe M, Mac FA. How do variations in definitions 
of “migrant” and their application influence the access of migrants to health care services? 
[internet]. Copenhagen: WHO Regional Office for Europe (2016).

 17. Law Decree (2020). [Decreto Legge] 21 ottobre 2020, n. 130 [Disposizioni urgenti 
in materia di immigrazione, protezione internazionale e complementare, modifiche agli 
articoli 131-bis, 391-bis, 391-ter e 588 del codice penale, nonché misure in materia di 
divieto di accesso agli esercizi pubblici ed ai locali di pubblico trattenimento, di contrasto 
all’utilizzo distorto del web e di disciplina del Garante nazionale dei diritti delle persone 
private della libertà personale]. Gazzetta Ufficiale Serie Generale n.261 del 21-10-2020.

 18. Lazio Region (2013). Decree of the Commissioner ad acta [Decreto del 
Commissario ad acta] [Delibera del Consiglio dei Ministri del 21 marzo 2013]. N. 
U00366 del 31/10/2014.

 19. Zambri F, Marchetti F, Colaceci S, Benelli E, Serra D, Canevelli M, et al. Taking 
care of minor migrants’ health: the professionals’ perception and training needs. Ann Ist 
Super Sanita. (2020) 56:470–7. doi: 10.4415/ANN_20_04_09

 20. Campbell RM, Klei A, Hodges BD, Fisman D, Kitto S. A comparison of health 
access between permanent residents, undocumented immigrants and refugee claimants 
in Toronto, Canada. J Immigr Minor Health. (2014) 16:165–76. doi: 10.1007/
s10903-012-9740-1

 21. Anderson LM, Scrimshaw SC, Fullilove MT, Fielding JE, Normand J. Task force 
on community preventive services. Culturally competent healthcare systems: a 
systematic review. Am J Prev Med. (2003) 24:68–79. doi: 10.1016/S0749-3797(02)00657-8

 22. World Health Organisation Regional Office for Europe (2016). Toolkit for 
assessing health system capacity to manage large influxes of refugees, asylum-seekers 
and migrants. Copenhagen: WHO. Available at: http://www.euro.who.int/en/

publications/abstracts/toolkit-for-assessing-health-system-capacity-tomanage-large-
influxes-of-refugees,-asylum-seekers-and-migrants-2016 (Accessed March 17, 2023).

 23. MacFarlane A, Ogoro M, de Freitas C, Niranjan V, Severoni S, Waagensen E. 
Migrants' involvement in health policy, service development and research in the WHO 
European Region: a narrative review of policy and practice. Tropical Med Int Health. 
(2021) 26:1164–76. doi: 10.1111/tmi.13643

 24. Genovese E, Page K, Cailhol J, Jackson Y. Learning from the COVID-19 pandemic 
response to strengthen undocumented migrant-sensitive health systems: case studies 
from four countries. Lancet. (2023) 100601:100601. doi: 10.1016/j.lanepe.2023.100601

 25. Coia M, Celmi R, Giusti A. (2018). G-START: the project to strengthen the first 
and second reception system for asylum seekers and refugees [G-START: il progetto per 
il potenziamento del sistema di prima e seconda accoglienza per richiedenti asilo e 
titolari di protezione internazionale]. Epicentro, Available at: https://www.epicentro.iss.
it/migranti/g-start (Accessed March 17, 2023).

 26. Asylum, Migration and Integration Fund (2020). [Fondo Asilo, Migrazione e 
Integrazione] 2014-2020. G-START - testing a governance model of receiving and taking 
care of the Asylum Seekers and Refugees [G-START - Governance, Salute, Territorio, 
Accoglienza per Richiedenti asilo e Titolari di protezione: sperimentazione di un 
modello]. PROG-2261. Available at: https://www.prevenzioneonline.info/it/g-start 
(Accessed March 17, 2023).

 27. Kim H, Sefcik JS, Bradway C. Characteristics of qualitative descriptive studies: a 
systematic review. Res Nurs Health. (2017) 40:23–42. doi: 10.1002/nur.21768

 28. Hugelius K, Semrau M, Holmefur M. Perceived needs among asylum seekers in 
Sweden: a mixed methods study. Int J Environ Res Public Health. (2020) 17:4983. doi: 
10.3390/ijerph17144983

 29. Schein YL, Winje BA, Myhre SL, Nordstoga I, Straiton ML. A qualitative study of 
health experiences of Ethiopian asylum seekers in Norway. BMC Health Serv Res. (2019) 
19:958. doi: 10.1186/s12913-019-4813-7

 30. Hynie M. The social determinants of refugee mental health in the post-migration 
context: a critical review. Can J Psychiatr. (2018) 63:297–303. doi: 10.1177/0706743717746666

 31. Combes SJ, Simonnot N, Azzedine F, Aznague A, Chauvin P. Self-perceived health 
among migrants seen in Médecins du monde free clinics in Europe: impact of length of 
stay and wealth of country of origin on migrants’ health. Int J Environ Res Public Health. 
(2019) 16:4878. doi: 10.3390/ijerph16244878

 32. Nesterko Y, Jäckle D, Friedrich M, Holzapfel L, Glaesmer H. Health care needs 
among recently arrived refugees in Germany: a cross-sectional, epidemiological study. 
Int J Public Health. (2020) 65:811–21. doi: 10.1007/s00038-020-01408-0

 33. Blackmore R, Boyle JA, Fazel M, Ranasinha S, Gray KM, Fitzgerald G, et al. The 
prevalence of mental illness in refugees and asylum seekers: a systematic review and 
meta-analysis. PLoS Med. (2020) 17:e1003337. doi: 10.1371/journal.pmed.1003337

 34. Peconga EK, Hogh TM. Post-traumatic stress disorder, depression, and anxiety in 
adult Syrian refugees: what do we know? Scand J Public Health. (2020) 48:677–87. doi: 
10.1177/1403494819882137

 35. Fazel M, Wheeler J, Danesh J. Prevalence of serious mental disorder in 7000 
refugees resettled in western countries: a systematic review. Lancet. (2005) 365:1309–14. 
doi: 10.1016/S0140-6736(05)61027-6

 36. Steel Z, Chey T, Silove D, Marnane C, Bryant RA, van Ommeren M. Association 
of torture and other potentially traumatic events with mental health outcomes among 
populations exposed to mass conflict and displacement: a systematic review and meta-
analysis. JAMA. (2009) 302:537–49. doi: 10.1001/jama.2009.1132

 37. Patel V, Simunyu E, Gwanzura F. Kufungisisa (thinking too much): a Shona idiom 
for non-psychotic mental illness. Cent Afr J Med. (1995) 41:209–15.

 38. Backe EL, Bosire EN, Kim AW, Mendenhall E. Thinking too much: a systematic 
review of the idiom of distress in sub-Saharan Africa. Cult Med Psychiatry. (2021) 
45:655–82. doi: 10.1007/s11013-020-09697-z

 39. Mangrio E, Zdravkovic S, Sjögren FK. The association between self-perceived health 
and sleep-quality and anxiety among newly arrived refugees in Sweden: a quantitative 
study. J Immigr Minor Health. (2019) 22:82–6. doi: 10.1007/s10903-019-00871-z

 40. Italian Ministry of Health [Ministero della Salute]. Linee guida per la 
programmazione degli interventi di assistenza e riabilitazione nonché per il trattamento 
dei disturbi psichici dei titolari dello status di rifugiato e dello status di protezione 
sussidiaria che hanno subito torture, stupri o altre forme gravi di violenza psicologica, 
fisica o sessuale. Gazzetta Ufficiale Rep Ita. (2017) 158:27–118.

 41. Lazio Region [Regione Lazio]. Indicazioni e procedure per l’accoglienza e la tutela 
sanitaria dei richiedenti protezione internazionale. Determinazione n. 590 del 
16.10.2018. Boll Uff Regione Lazio. (2018) 89:106–54.

https://doi.org/10.3389/fpubh.2023.1125125
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://ec.europa.eu/eurostat/statistics-explained/index.php/Main_Page
https://ec.europa.eu/eurostat/statistics-explained/index.php/Main_Page
https://migration.iom.int/europe/arrivals?type=arrivals#content-tab-anchor
https://doi.org/10.1503/cmaj.090292
https://doi.org/10.1007/s00127-005-0003-5
https://doi.org/10.1177/003335490512000303
https://doi.org/10.1080/016128400248013
https://doi.org/10.1016/j.cpr.2007.01.017
https://doi.org/10.1016/S0140-6736(16)00101-X
https://doi.org/10.3390/ijerph19031278
https://doi.org/10.1186/s12889-020-08749-8
https://doi.org/10.1071/AH13113
https://doi.org/10.1093/jrs/feq038
https://doi.org/10.4415/ANN_20_04_09
https://doi.org/10.1007/s10903-012-9740-1
https://doi.org/10.1007/s10903-012-9740-1
https://doi.org/10.1016/S0749-3797(02)00657-8
http://www.euro.who.int/en/publications/abstracts/toolkit-for-assessing-health-system-capacity-tomanage-large-influxes-of-refugees,-asylum-seekers-and-migrants-2016
http://www.euro.who.int/en/publications/abstracts/toolkit-for-assessing-health-system-capacity-tomanage-large-influxes-of-refugees,-asylum-seekers-and-migrants-2016
http://www.euro.who.int/en/publications/abstracts/toolkit-for-assessing-health-system-capacity-tomanage-large-influxes-of-refugees,-asylum-seekers-and-migrants-2016
https://doi.org/10.1111/tmi.13643
https://doi.org/10.1016/j.lanepe.2023.100601
https://www.epicentro.iss.it/migranti/g-start
https://www.epicentro.iss.it/migranti/g-start
https://www.prevenzioneonline.info/it/g-start
https://doi.org/10.1002/nur.21768
https://doi.org/10.3390/ijerph17144983
https://doi.org/10.1186/s12913-019-4813-7
https://doi.org/10.1177/0706743717746666
https://doi.org/10.3390/ijerph16244878
https://doi.org/10.1007/s00038-020-01408-0
https://doi.org/10.1371/journal.pmed.1003337
https://doi.org/10.1177/1403494819882137
https://doi.org/10.1016/S0140-6736(05)61027-6
https://doi.org/10.1001/jama.2009.1132
https://doi.org/10.1007/s11013-020-09697-z
https://doi.org/10.1007/s10903-019-00871-z


Marchetti et al. 10.3389/fpubh.2023.1125125

Frontiers in Public Health 11 frontiersin.org

 42. Spaaij R, Broerse J, Oxford S, Luguetti C, McLachlan F, McDonald B, et al. Sport 
refugees, and forced migration: a critical review of the literature. Front Sports Act Living. 
(2019) 1:47. doi: 10.3389/fspor.2019.00047

 43. Mycek MK, Hardison-Moody A, Bloom JD, Bowen S, Elliott S. Learning to eat the 
“right” way: examining nutrition socialization from the perspective of immigrants and 
refugees. Food Cult Soc. (2020) 23:46–65. doi: 10.1080/15528014.2019.1700681

 44. Stelfox KB, Newbold B. Chapter 7: Securing culturally appropriate food for refugee 
women in Canada: Opportunities for research In: KB Newbold and K Wilson, editors. 
A reasearch agenda for migration and health. Cheltenham: Edward Elgar Publishing 
(2019). 107–27.

 45. Guerra JVV, Alves VH, Rachedi L, Pereira AV, Branco MBLR, Santos MVD, et al. 
Forced international migration for refugee food: a scoping review. Cien Saude Colet. 
(2019) 24:4499–508. doi: 10.1590/1413-812320182412.23382019

 46. Ortiz F. Cuban counterpoint. Tobacco and Sugar. Durham and London: Duke 
University Press (1995).

 47. Kershen AJ. Food in the migrant experience [internet]. 1st ed. London: Routledge 
(2002).

 48. Joseph J, Brodribb W, Liamputtong P. Fitting-in Australia as nurturers: meta-
synthesis on infant feeding experiences among immigrant women. Women Birth. (2019) 
32:533–42. doi: 10.1016/j.wombi.2018.12.002

 49. World Health Organization. Complementary feeding. Family food for breastfed 
children of young children. Geneva: World Health Organization (2000). 2000 p.

 50. Odeniyi AO, Embleton N, Ngongalah L, Akor W, Rankin J. Breastfeeding beliefs 
and experiences of African immigrant mothers in high-income countries: a systematic 
review. Matern Child Nutr. (2020) 16:e12970. doi: 10.1111/mcn.12970

 51. Schmied V, Olley H, Burns E, Duff M, Dennis CL, Dahlen HG. Contradictions and 
conflict: a meta-ethnographic study of migrant women’s experiences of breastfeeding in 
a new country. BMC Pregnancy Childbirth. (2012) 12:163. doi: 10.1186/1471-2393-12-163

 52. Di Mario S, Franchi F, Borgini B, Bragliani M, Castelli E, Cuoghi C, et al. 
Prevalence of breastfeeding in Emilia-Romagna – Data 2021 [Prevalenza dell’allattamento 
in Emilia-Romagna - Dati 2021]. Bologna: Regione Emilia-Romagna (2022).

 53. Bonciani M, Lupi B (2018). Breastfeeding monitoring in Tuscany. Second part. 
[Monitoraggio dell’allattamento materno in Toscana. Seconda parte.] Report 2017-2018. 
Laboratorio Management e Sanità.

 54. Marvin-Dowle K, Soltani H, Spencer R. Infant feeding in diverse families; the 
impact of ethnicity and migration on feeding practices. Midwifery. (2021) 103:103124. 
doi: 10.1016/j.midw.2021.103124

 55. Helgesson M, Johansson B, Nordquist T, Vingård E, Svartengren M. Healthy 
migrant effect in the Swedish context: a register-based, longitudinal cohort study. BMJ 
Open. (2019) 9:e026972. doi: 10.1136/bmjopen-2018-026972

 56. Nolan A, Layte R. The healthy immigrant effect: breastfeeding behaviour in 
Ireland. Eur J Pub Health. (2015) 25:626–31. doi: 10.1093/eurpub/cku177

 57. Kana MA, Rodrigues C, Fonseca MJ, Santos AC, Barros H. Effect of maternal 
country of birth on breastfeeding practices: results from Portuguese GXXI birth cohort. 
Int Breastfeed J. (2018) 13:15. doi: 10.1186/s13006-018-0157-x

 58. Fontanelli Sulekova L, Spaziante M, Vita S, Zuccalà P, Mazzocato V, Spagnolello 
O, et al. The pregnancy outcomes among newly arrived asylum-seekers in Italy: 
implications of public health. J Immigr Minor Health. (2021) 23:232–9. doi: 10.1007/
s10903-020-01126-y

 59. Fair F, Raben L, Watson H, Vivilaki V, van den Muijsenbergh M, Soltani H, et al. 
Migrant women’s experiences of pregnancy, childbirth and maternity care in European 

countries: a systematic review. PLoS One. (2020) 15:e0228378. doi: 10.1371/journal.
pone.0228378

 60. Davidson N, Hammarberg K, Romero L, Fisher J. Access to preventive sexual and 
reproductive health care for women from refugee-like backgrounds: a systematic review. 
BMC Public Health. (2022) 22:403. doi: 10.1186/s12889-022-12576-4

 61. Metusela C, Ussher J, Perz J, Hawkey A, Morrow M, Narchal R, et al. In my culture, 
we Don’t know anything about that: sexual and reproductive health of migrant and 
refugee women. Int J Behav Med. (2017) 24:836–45. doi: 10.1007/s12529-017-9662-3

 62. Fernández-Gutiérrez M, Bas-Sarmiento P, Albar-Marín MJ, Paloma-Castro O, 
Romero-Sánchez JM. Health literacy interventions for immigrant populations: a 
systematic review. Int Nurs Rev. (2018) 65:54–64. doi: 10.1111/inr.12373

 63. De Luca C, Volponi MT, Bracco D. Immigrazione e ospedalizzazione nella Asl 
Roma G. Politiche San. (2015) 16:219–29.

 64. Medina P, Maia AC, Costa A. Health literacy and migrant communities in primary 
health care. Front Public Health. (2022) 9:798222. doi: 10.3389/fpubh.2021.798222

 65. Pan J-Y. A research paradigm shift in acculturation research: from a 
psychopathological perspective to a resilience framework In: J Merton, editor. 
Acculturation: Psychology, processes and global perspectives. Hauppauge (NY): Nova 
Science Pub (2014). 221–33.

 66. Sleijpen M, Boeije HR, Kleber RJ, Mooren T. Between power and powerlessness: 
a meta-ethnography of sources of resilience in young refugees. Ethn Health. (2016) 
21:158–80. doi: 10.1080/13557858.2015.1044946

 67. Davis AA, Basten A, Frattini C. Migration: A social determinant of the health of 
migrants. Background Paper. Geneva: International Organization for Migrant (IOM) 
(2006).

 68. Bucci S, Berry N, Morris R, Berry K, Haddock G, Lewis S, et al. They are not hard-
to-reach clients. We have just got hard-to-reach services. Staff views of digital health 
tools in specialist mental health services. Front Psychiatry. (2019) 10:344. doi: 10.3389/
fpsyt.2019.00344

 69. Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R, Barreto ML, et al. 
UCL–Lancet Commission on migration and health. The UCL-Lancet Commission on 
migration and health: the health of a world on the move. Lancet. (2018) 392:2606–54. 
doi: 10.1016/S0140-6736(18)32114-7

 70. World Health Organization. Migration and health: Key issues - public health aspects 
of migration in Europe. Regional Office for Europe. Geneva: WHO (2019).

 71. Lazio Region (2021). [Regione Lazio], Atti della Giunta Regionale e degli 
Assessori. Deliberazione 16 marzo 2021, n. 134 “Estensione validità del codice regionale 
di esenzione ticket E06, di cui al DCA U00366/14, ai richiedenti protezione 
internazionale”. 23/03/2021 - BOLLETTINO UFFICIALE DELLA REGIONE LAZIO - 
N. 29.

 72. van Loenen T, van den Muijsenbergh M, Hofmeester M, Dowrick C, van Ginneken 
N, Mechili EA, et al. Primary care for refugees and newly arrived migrants in Europe: a 
qualitative study on health needs, barriers and wishes. Eur J Pub Health. (2018) 28:82–7. 
doi: 10.1093/eurpub/ckx210

 73. Chiarenza A, Dauvrin M, Chiesa V, Baatout S, Verrept H. Supporting access 
to healthcare for refugees and migrants in European countries under particular 
migratory pressure. BMC Health Serv Res. (2019) 19:513. doi: 10.1186/
s12913-019-4353-1

 74. McGarry O, Hannigan A, Manuela De Almeida M, Severoni S, Puthoopparambil 
SJ, MacFarlane A. What strategies to address communication barriers for refugees and 
migrants in health care settings have been implemented and evaluated across the WHO 
European Region? Copenhagen: WHO Regional Office for Europe (2018).

https://doi.org/10.3389/fpubh.2023.1125125
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.3389/fspor.2019.00047
https://doi.org/10.1080/15528014.2019.1700681
https://doi.org/10.1590/1413-812320182412.23382019
https://doi.org/10.1016/j.wombi.2018.12.002
https://doi.org/10.1111/mcn.12970
https://doi.org/10.1186/1471-2393-12-163
https://doi.org/10.1016/j.midw.2021.103124
https://doi.org/10.1136/bmjopen-2018-026972
https://doi.org/10.1093/eurpub/cku177
https://doi.org/10.1186/s13006-018-0157-x
https://doi.org/10.1007/s10903-020-01126-y
https://doi.org/10.1007/s10903-020-01126-y
https://doi.org/10.1371/journal.pone.0228378
https://doi.org/10.1371/journal.pone.0228378
https://doi.org/10.1186/s12889-022-12576-4
https://doi.org/10.1007/s12529-017-9662-3
https://doi.org/10.1111/inr.12373
https://doi.org/10.3389/fpubh.2021.798222
https://doi.org/10.1080/13557858.2015.1044946
https://doi.org/10.3389/fpsyt.2019.00344
https://doi.org/10.3389/fpsyt.2019.00344
https://doi.org/10.1016/S0140-6736(18)32114-7
https://doi.org/10.1093/eurpub/ckx210
https://doi.org/10.1186/s12913-019-4353-1
https://doi.org/10.1186/s12913-019-4353-1

	Health needs and perception of health care quality among Asylum Seekers and Refugees in an Italian local health authority: A qualitative study
	1. Background
	2. Materials and methods
	3. Results
	3.1. Macro-category 1: ASRs’ bio-psycho-social health needs
	3.1.1. Need for inclusion and daily life
	3.1.2. Psychological and mental health
	3.1.3. Life styles
	3.1.4. Food and nutrition
	3.1.5. Infant and child feeding
	3.1.6. Sexual and reproductive health
	3.1.7. Lack of knowledge of the Italian health care system
	3.2. Macro-category 2: Healthcare services access
	3.2.1. Barriers to accessing healthcare
	3.3. Macro-category 3: Strengths and suggestions for the future

	4. Discussion
	Data availability statement
	Ethics statement
	Author contributions
	Funding
	Conflict of interest
	Publisher’s note

	References

