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Abstract International interest in the relationship between globalization and health is growing, and this relationship is increasingly 
figuring in foreign policy discussions. Although many globalizing processes are known to affect health, migration stands out as an 
integral part of globalization, and links between migration and health are well documented. Numerous historical interconnections 
exist between population mobility and global public health, but since the 1990s new attention to emerging and re-emerging 
infectious diseases has promoted discussion of this topic. The containment of global disease threats is a major concern, and 
significant international efforts have received funding to fight infectious diseases such as malaria, tuberculosis and HIV/AIDS (human 
immunodeficiency virus/acquired immune deficiency syndrome). Migration and population mobility play a role in each of these 
public health challenges. The growing interest in population mobility’s health-related influences is giving rise to new foreign policy 
initiatives to address the international determinants of health within the context of migration. As a result, meeting health challenges 
through international cooperation and collaboration has now become an important foreign policy component in many countries. 
However, although some national and regional projects address health and migration, an integrated and globally focused approach 
is lacking. As migration and population mobility are increasingly important determinants of health, these issues will require greater 
policy attention at the multilateral level.
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Une traduction en français de ce résumé figure à la fin de l’article. Al final del artículo se facilita una traducción al español.
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Introduction
The growth of migration and popula-
tion mobility, international trade and 
communication technologies are shap-
ing global health. The relationships 
between these globalizing processes 
and health are introducing health into 
foreign policy discussions. Migration 
and mobility feature prominently in this 
dialogue by addressing the disease risks 
associated with increasing international 
population flows.

Population mobility encompasses 
the processes common to evolving pat-
terns of human mobility, whereas migra-
tion reflects the legal and administrative 
aspects of the movement of individuals 
and groups. Relationships between mi-
gration, population mobility and health 
have long been acknowledged; however, 
they have received renewed attention 
due to the emerging and re-emerging 
infectious disease paradigm that has de-
veloped since the 1990s (see Table 1).1 
This attention has been accompanied by 
requests at the national government and 

الترجمة العربية لهذه الخلاصة في نهاية النص الكامل لهذه المقالة.

a 	Faculty of Health Sciences, McMaster University, Hamilton, Ontario, Canada.
b 	Migration Health Consultants, 14130 Creditview Rd, Cheltenham, Ontario L7C 1Y4, Canada. Correspondence to Douglas W MacPherson  

(email: douglaswmacpherson@migrationhealth.com).
c 	Community Medicine Residency Program, McMaster University, Hamilton, Ontario, Canada.
Ref. No. 06-036962
(Submitted: 27 September 2006 – Final revised version received: 28 December 2006 – Accepted: 2 January 2007)

international nongovernmental agency 
levels for foreign policy initiatives to ad-
dress aspects of health in the context of 
migration and population mobility.2

Governments are now starting to 
concede the limits of domestic policy 
as the sole approach to the growing 
global health challenges of increasing 
migration.3 As a result, health issues 
are being raised more often in foreign 
policy discussions.4 Recent health policy 
initiatives reflect the continued relevance 
of historical policy responses to similar 
health threats within the travel and trans-
portation sectors.5–7 This paper reviews 
migration-related health issues relating 
to current and future foreign policy 
initiatives.

Migration, mobility and 
international health
Migrants are individuals who leave 
their legal place of origin and who 
cross international boundaries. Migra-
tion is commonly represented as a slow 
and unidirectional process resulting 

in permanent resettlement. However, 
modern population dynamics alter those 
concepts. Emigration and immigration 
continue to represent components of 
those populations that change their place 
of residence for work or study. Other, 
often larger, groups of migrants who are 
not immigrants in the legal or regulatory 
sense move regionally and internation-
ally for varying periods of time.

Migrants may enter the host coun-
try by regular or unofficial means. Regu-
lar migrants may arrive for permanent 
or temporary residency; their interna-
tional movements are regulated through 
mechanisms such as identity cards and 
travel documents (passports, visas and 
permits). These migrants are granted the 
rights to cross borders and remain for 
defined periods of time in a host coun-
try. These regulatory processes govern 
immigrants, refugees, participants in 
sanctioned humanitarian movements, 
migrant workers, travellers requiring 
visas or permits, international students, 
tourists and those travelling for busi-
ness purposes. Irregular migrants, lack 
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one or more of the following official 
authorizations to travel, enter, or reside 
in a host country. Irregular migrants are 
also referred to as illegal immigrants, 
asylum seekers and refugee claimants 
in various national jurisdictions, and 
may include individuals who have been 
smuggled or trafficked into the country. 
Irregular migrants also include migrants 
who were initially admitted legally to a 
host country, but who overstay their al-
lowed residency period.

Nomads and internally displaced 
people share many characteristics with 
other mobile populations, but do not 
cross international borders. Neverthe-
less, they too may have health needs with 
implications for foreign policy. Together, 
these new patterns of population mo-
bility influence and challenge existing 
international foreign policies relating to 
trade, economics and security.8–10

The health of migrants and non-
migrants alike is influenced by deter-
minants including genetics and bio-
logical factors, socioeconomic status, 
environmental exposure, and behaviour. 
Migrants may also display health charac-
teristics that result from risks present in 
their country of origin or arising from 
the migration process itself.11 Health-
care services at transit and destination 
locations can also be influenced by mi-
gration. Such services may experience  
high demand due to numbers of mi-
grants, or due to migrants having dif-
ferent diseases or disease presentation 
in comparison to the host population. 
For diseases of public health signifi-
cance, migrants may represent vectors 
for introduced and transmitted diseases 
in the host country.

Past approaches to migrant 
health
International mobility is central to the 
globalization of infectious and chronic 
diseases.12 Despite the paucity of glob-
ally cohesive foreign policy in this area, 
the history of health and foreign policy 
reflects long-term links to migration 
issues. Underlying health threats as-
sociated with international population 
movements have driven the development 
of national and international border 
control health policies. These policies 
reflect the volumes and diversities of 
populations moving between countries 
and regions with wide disparities in dis-
ease risk and prevalence.

Fear of imported diseases and their 
local consequences has historically been 

tempered by outward demands for trade, 
economy, exploration, exploitation and 
conquest. Even before the concepts of 
germ theory and transmissible diseases 
were properly understood, foreign-born 
migrants, returning traders, explorers, 
and military forces were perceived as 
potential public health threats. Greek, 
Roman and biblical literature is rife with 
descriptions of plagues and pestilence. 
Cyclic epidemics of leprosy, syphilis, 
cholera, smallpox, plague and typhus 
shaped European history, and conse-
quentially regional foreign policy in rela-
tion to trade and health protection.13,14

International commercial activity 
has long been associated with the spread 
of infectious disease. The principles of 
quarantine emerged from the busiest 
shipping ports of 14th-century Italy, 
where initial border control measures 
centred on inspection and exclusion of 
goods, vessels and people with the aim 
of protecting inhabitants from imported 
plagues. As international health threats 
emerge, some countries are again aug-
menting their quarantine functions, reaf-
firming the port authorities’ principles 
and practices of centuries ago. The op-
erational challenges of addressing global 
public health threats at borders belies 
the reality of mass movements bridg-
ing international regions with marked 
health disparities over ever-shorter time 
periods. Even if effective medical screen-
ing at international borders were possible 
today, the shortest-incubating virulent 
disease of public health concern can be 
carried over a border before being clini-
cally expressed.15

Border health practices can disrupt 
the trans-border flow of people and 
goods. The first international regulations 
on maritime sanitation resulted from 
meetings of 12 European countries in 
Paris in 1851. The discussions on mari-
time regulation in Europe evolved from 
the need to control the importation 
of Asiatic cholera and regional disease 
outbreaks that had re-emerged in 1832. 
These meetings produced accords re-
flecting the conflict between protecting 
human health and promoting commerce. 
The need to maximize health protection 
while minimizing interference with 
international trade became the guiding 
principles of the International Health 
Regulations (IHR)16 that originated 
from these first maritime sanitation reg-
ulations. The 2005 revision of the IHR  
retains the principles of quarantine, but 
also recommends early international 
notification and national infrastructure 

support to control outbreaks that could 
affect global public health.

The management of infectious 
diseases and advances in infection 
control practices prompted Surgeon 
General William Stewart of the United 
States Public Health Service to declare 
in 1969 that it was “time to close the 
book on infectious diseases”. However, 
the international threat of infectious 
diseases still exists and persists through 
migration. By the early 1990s, emerg-
ing and re-emerging infectious diseases 
were once again established as credible 
public health threats.16 Plague in India,17 
Ebola in central Africa18 and cholera in 
the Americas19 underscored the pan-
demic potential of regionally endemic 
diseases.

In what could be seen as a policy 
paradigm shift, the UN Millennium 
Development Goals 20 linked local so-
cioeconomic action (addressing educa-
tion, poverty, hunger, gender equality, 
empowerment of women and develop-
ment) directly to specific health out-
comes. These health outcomes include 
improving maternal and child health 
and reducing the prevalence of human  
immunodeficiency virus (HIV), malaria 
and tuberculosis. At the same time, se-
vere acute respiratory syndrome (SARS) 
in 2003,21 avian influenza 22 and other 
infectious disease outbreaks 23 have fu-
elled public, political and economic 
pressure for improved global manage-
ment capacity for future epidemics 
of contagious diseases. Consequently, 
infectious diseases have returned as the 
leading concern in global public health. 
This focus has potentially detracted from 
the Millennium Development Goals’ 
broader policy scope by diverting atten-
tion, resources and efforts away from 
existing health issues and towards global 
infectious disease threats. Nevertheless, 
the paradigm shift led by the Millennium 
Development Goals towards chronic and 
non-contagious disease issues continues 
to evolve to include other non-infectious 
disease risks of global public health im-
portance.24,25

Migration policy 
implications
Modern migration is fuelled by pre-
existing social, political and economic 
considerations, as well as by discrete en-
vironmental and political events, includ-
ing disasters and humanitarian crises. 
Movements between different health 
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Table 1. Impact of migration on health and foreign policy

Migrant impact on host 
population

Examples of health consequences Foreign policy implication

Increase in population census Increase in health-service demand; need 
for culturally and linguistically appropriate 
services

Healthy migrant populations from donor country 
programmes; cultural and linguistic diversity planning

Immigration selection criteria; medical screening for inclusion 
or exclusion; removal and deportation policies; management 
of diaspora remittances

Shift in host population 
demographics (age, gender, 
fecundity)

Health services planning and infrastructure 
maintenance for shift in population 
biometrics

Pre-arrival health interventions: nutrition, early medical 
interventions, maternal-child disease prevention, chronic-
disease assessments and management

Different health determinants 
and outcomes

Health professional education, training and 
recruitment; improving diagnostic services

Targeted screening for medical or surgical intervention for 
prevention and health promotion

Foreign investment in development for social, economic, and 
health infrastructure parity

Public health demands due to 
differential risk of transmissible 
diseases 

Public health programmes for health 
promotion, health protection and disease 
prevention

Pre-arrival targeted screening for early intervention, 
behaviour modification and disease prevention

environments in the past involved fewer 
migrants and slower transportation. The 
years 1950 through 2000 brought signif-
icant changes in international migration 
patterns. The end of the Second World 
War, the collapse of former European 
empires, conflicts in Africa and south-east 
Asia and the fragmentation of the for-
mer Soviet Union have been associated 
with large international migratory flows. 
These movements have involved increas-
ingly diverse populations moving more 
quickly between source countries and 
receiving countries with often disparate 
social and physical environments. These 
temporary migrant populations and mi-
grants who make multiple trips between 
host destinations and their countries of 
birth or former residency are increasing 
national-level foreign policy pressures in 
both source and receiving countries.

The volumes and diversity of mi-
grants challenge current international 
policies. Efforts have been made to bridge 
the policy gaps between migration and 
economic outcomes, labour-force move-
ments and international humanitarian 
issues.26–28 However, policy-makers have 
failed to address migration with respect 
to health and the boundaries of disparity 
through which migration occurs. At the 
national level, many migrant-receiving 
countries lack integrated migration and 
health policies and are unable to address 
these complex challenges. Issues that 
would benefit from a united approach 
include labour-market demand, family 
reunification and access to social welfare 
programmes, including health and edu-
cation. Policies to date have been unable 

to address the risk of imported diseases 
and the additional impacts that migrants 
may have on health and social services.

Few existing international conven-
tions mention migration and health. 
Those that do are limited in scope to 
the needs of extremely high-risk popula-
tions, including smuggled or trafficked 
persons and child slave labourers.29,30 
Ratification and codification of these 
conventions in national legislation and 
their international enforcement remain 
variable and inadequate.

Communicable and noncommuni-
cable disease control remains a foreign 
policy challenge at international and 
national levels. For example, immigrant 
medical screening programmes may be 
ill-equipped to identify and track signifi-
cant public health concerns in arriving 
migrants, including chronic infectious 
diseases.31 Such programmes should be 
regularly reviewed and updated. Infec-
tious diseases of international impor-
tance that are associated with mobile 
populations, such as SARS and pan-
demic influenza, demand effective policy 
and programme interventions.

Unfortunately, difficulties exist in 
timely programme implementation to 
counter new diseases among interna-
tional travellers in terms of screening, 
reporting, notification and disease 
control. An integrated approach to for-
eign policy in health, trade, labour and 
security is needed to prevent diseases of 
public health concern from transmission 
via international travel. Existing public 
health emergency preparedness policies 
that address migration and global health 

are commonly based on medical screen-
ing and exclusionary measures whose  
limitations have been noted.32 Retrospec-
tive examinations of these approaches’ 
effectiveness have focused on smallpox,33 
a disease that was eradicated before the 
current dynamics of travel. The foreign 
policy implications of interventions such 
as national or regional mass quarantine 
are significant, given countries’ current 
interdependency in relation to security, 
commerce and travel.34

Managing the migration of those 
with legal access rights, as well as the 
unpredictable movements of asylum-
seekers and irregular migrants, poses 
significant policy challenges. Irregular 
migrant workers warrant specific foreign 
policy attention, given increasing flows 
of long-term and short-term migrants 
from resource-poor countries fuelling 
the labour needs of established and 
emerging economies. The new econo-
mies’ growth attracts migrant workers to 
new destination regions, unlike those of 
past decades in North America, western 
Europe and Australia. Asia is now the 
workplace of 40% of the global migrant 
labour force. Over half of the 2.6 to 2.9 
million migrant workers come from 
south Asia; the majority of the others 
originate in Indonesia and the Philip-
pines.35 Mass movements to fill labour 
demands pose health, security and eco-
nomic challenges.

Gender-sensitive foreign policies 
are required for female migrants, who 
are rapidly outnumbering male mi-
grants across all labour sectors. Female 
migrants are over-represented in sectors 
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associated with increased vulnerability, 
such as domestic services and the sex 
trade. Women’s health issues are also 
interdependent with foreign policy, 
particularly in receiving countries that 
attract a greater number of female mi-
grant workers because of opportunities 
to earn higher wages.36 A disproportion-
ate number of female migrant workers 
are trafficked or smuggled, and many 
subsequently become enslaved. Whereas 
foreign policy has frequently neglected 
the rights and health of these women 
and other irregular migrants, policy-
makers at the United Nations level have 
sought to raise greater awareness of the 
consequences of human smuggling and 
trafficking. Individual countries like 
the United States are now shifting their 
approach towards the punishment of 
traffickers, not their victims.37,38

The emigration of health-care work-
ers from resource-poor countries merits 
special policy consideration. Managed 
migration policies in resource-poor 
countries favour immigration applica-
tions from well-educated and skilled 
workers. This approach facilitates an 
exodus of health professionals, contribut-
ing to a profound deficit of health-care 
workers in some regions.39 Monetary 
remittances from diaspora communities 
cannot counteract the double burden 
of regional disparities in health-care 
resources and in health needs. In Africa, 
the paucity of health-care professionals is 
a perpetuating factor in the HIV/AIDS 
(acquired immunodeficiency syndrome) 
pandemic. To mitigate their contribu-
tions to the human health-worker crisis, 
some resource-rich countries have 
entered into bilateral agreements with 
resource-poor countries to provide 
short-term relief workers, retain exist-
ing health-care workers and improve 
their training. An example is the United 
Kingdom’s Department of Foreign and 
International Development’s Emergency 
Human Resources Programme in Ma-
lawi.40 Some countries, such as Australia, 
Canada and the United Kingdom, are 
attempting to codify and apply more 
ethical international recruitment stan-
dards while they augment their own 
health professional complement. Yet 
migration programmes like the United 
States’ H-1C visa program, the Shortage 
Occupations List in the United King-
dom and the Migration Occupations in 
Demand List in Australia continue to 
facilitate health professionals’ emigration 
from resource-poor countries.41

Health and foreign policy 
trends
As migration health becomes a public 
health priority in migrant-receiving 
countries,42,43 migration can be expected 
to promote increased dialogue and 
policy at the international level. The 
Global Commission on International 
Migration and a high-level dialogue at 
the UN in September 2006 called for 
a collaborative global response to the 
challenges of migration.44 In its 2005 
report, the commission noted that “… 
the international community has failed 
to realize the full potential of migration 
and has not risen to the many oppor-
tunities and challenges it presents”.45 
Although migration has long been the 
purview of national policy, the commis-
sion urged a cohesive and collaborative 
international response to this phenom-
enon. The report set out principles for 
action to facilitate national efforts at 
global collaboration, but it failed to set 
out objectives relating to health, conced-
ing, “… the report does not look in any 
detail at the psychological and health 
dimensions of the issue”.

International social inequality and 
health disparity are significant policy 
challenges. As migrants bridge these 
issues between economically disadvan-
taged and advantaged areas, there are 
greater demands to develop effective 
and ethical foreign policy tools. Despite 
the limited focus on developing policies 
that address the health dimensions of 
migration, several small-scale initia-
tives have pioneered approaches to the 
management of health disparities in 
migrant populations. One example is 
a United States project that targeted a 
group of refugees for mass treatment of 
selected infectious diseases, achieving 
modest reductions in morbidity and 
mortality.46 This project demonstrated a 
secondary benefit for the refugee-receiv-
ing country by lessening the impact on 
health services.

Few programmes target pre-arrival 
health promotion or non-infectious dis-
ease prevention in mobile populations. 
Existing migrant-specific policies and 
programmes do not address maternal 
and child health, malnutrition, envi-
ronmental health, chronic diseases, 
mental health needs or other conditions 
potentially amenable to early interven-
tion and health promotion for disease 
prevention.

At the regional level, the European 
Union has guaranteed access to health 

services for migrant populations; how-
ever, European countries’ commitment 
to migrant health-care rights is largely 
limited to emergency care.47 WHO 
has identified numerous international 
human rights policies that could be 
used to inform national and interna-
tional programmes involved in deliver-
ing health care to mobile populations 
in migrant-receiving countries. These 
include universally applicable UN hu-
man rights instruments, International 
Labour Organization Conventions 
protecting migrant workers’ rights and 
policy commitments articulated at 
global conferences on development, 
gender issues and racism.48 Whereas 
these policies assert migrants’ rights to 
access health care that is sensitive to the 
migrant’s culture, language, gender, race 
and ethnicity, existing mechanisms can 
neither enforce accountability of UN 
Member States, nor require ratification 
in signatory countries.

With the exception of the European 
Union, policy-makers at the national, 
regional and international levels have 
yet to develop foreign policies in health 
and migration. The existing international 
instruments do not provide clear guid-
ance regarding the scope or duration of 
health services for migrants. In a glo-
balized and ever more integrated world 
there remains a need for a collaborative 
global approach to health and foreign 
policy that extends beyond the tradi-
tional interventions.

Conclusion
Meeting health challenges through inter-
national cooperation and collaboration 
has become an important foreign policy 
component in many countries, as well 
as for WHO. Considerable attention 
is directed towards the containment of 
global disease threats of international 
importance. Significant international in-
vestment has been directed at infectious 
diseases such as malaria, tuberculosis and 
HIV/AIDS. Migration and population 
mobility play a role in each public health 
challenge. Although some national and 
regional project initiatives are directed 
towards health and migration, an inte-
grated and globally focused approach 
has not yet developed. Migration and 
population mobility are increasingly im-
portant health determinants and require 
greater multilateral policy attention.  O
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Résumé

Influence de l’émigration et de la mobilité des populations sur les politiques sanitaire et étrangère
L’intérêt international pour les relations entre mondialisation 
et santé va grandissant et ces relations sont de plus en plus 
évoquées dans les discussions de politique étrangère. De nombreux 
processus de mondialisation influent sur la santé, dont notamment 
l’émigration, et les liens entre émigration et santé sont bien 
documentés. Il existe de nombreuses interactions historiques entre 
mobilité des populations et santé publique, mais depuis les années 
1990, l’émergence ou la réémergence d’un ensemble de maladies 
infectieuses suscitent à nouveau l’intérêt et ramènent ce thème 
parmi les sujets débatus. La maîtrise des maladies menaçant la 
population mondiale est une préoccupation majeure et des efforts 
importants pour lutter contre des maladies infectieuses telles que 
le paludisme, la tuberculose et le virus de l’immunodéficience 
humaine/le syndrome d’immunodéficience acquise (VIH/SIDA), ont 

été financés. L’émigration et la mobilité des populations jouent un 
rôle dans chacun des défis auxquels se heurte la santé publique. 
L’intérêt grandissant porté à l’influence de ces facteurs incite à 
considérer les déterminants internationaux de la santé dans le 
contexte de l’émigration. En conséquence, la résolution des grands 
problèmes sanitaires à travers la coopération internationale est 
maintenant devenue une composante majeure des politiques 
étrangères de nombreux pays. Néanmoins, même si certains 
projets nationaux et régionaux s’attaquent à la problématique 
santé et émigration, une approche intégrée et mondiale fait 
défaut. L’émigration et la mobilité des populations devenant des 
déterminants sanitaires de plus en plus importants, elles exigeront 
une plus grande attention de la part des responsables politiques 
au niveau multilatéral.

El interés internacional por la relación existente entre la 
globalización y la salud está empezando a influir en los debates 
sobre política exterior. Aunque se sabe que muchos procesos 
globalizadores influyen en la salud, las migraciones destacan 
como un proceso esencial de la globalización, y la relación 
entre las migraciones y la salud está bien documentada. Si bien 
hay numerosas interconexiones históricas entre la movilidad 
demográfica y la salud pública mundial, las migraciones y la salud 
han despertado un renovado interés desde los años noventa 
con la aparición de las enfermedades infecciosas emergentes y 
reemergentes. Ulteriormente se ha prestado gran atención a la 
contención de las amenazas sanitarias mundiales y ha habido 
notables inversiones internacionales para enfermedades infecciosas 
graves como la malaria, la tuberculosis y la infección por el virus 
de la inmunodeficiencia humana/síndrome de inmunodeficiencia 
adquirida (VIH/SIDA). Las migraciones y la movilidad de la 

Resumen

Salud y política exterior:  influencia de las migraciones y la movilidad demográfica
población son cuestiones que se plantean en todos los retos 
de salud pública. El creciente interés suscitado por la influencia 
de las migraciones y la movilidad demográfica en la salud está 
estimulando iniciativas de política exterior para abordar el impacto 
de las migraciones en los determinantes internacionales de la 
salud. Como consecuencia de ello, la respuesta a los retos de 
salud mediante la cooperación internacional se ha convertido hoy 
en un componente importante de la política exterior en muchos 
países, así como para la Organización Mundial de la Salud (OMS). 
Sin embargo, aunque algunas iniciativas de proyectos nacionales y 
regionales están orientadas a la salud y las migraciones, se carece 
aún de una perspectiva integrada y de carácter mundial. Así pues, 
habrá que prestar más atención multilateral en el plano normativo 
a las migraciones y la movilidad demográfica como determinantes 
cada vez más importantes de la salud.

ملخص
الصحة والسياسة الخارجية: تأثير الهجرة وتحرك السكان

على  بالتأثير  والصحة  العولمة  بين  تصل  التي  بالروابط  الدولي  الاهتمام  بدأ 
المناقشات الدائرة حول السياسة الخارجية، فقد أصبح من المعروف أن الكثير 
من العمليات المتعلقة بالعولمة تؤثر على الصحة، وأن الهجرة جزء لا يتجزأ 
الهجرة  بين  تصل  التي  للروابط  جيد  توثيق  هناك  وأن  العمليات،  تلك  من 
والصحة. ورغم أن هناك علاقات متبادلة عديدة وتاريخية بين تحرك السكان 
بالهجرة  الاهتمام  ازداد  فقد  العالمي،  الصعيد  على  العمومية  الصحة  وبين 
والصحة منذ التسعينات، وذلك مع ظهور إشكالية الأمراض المعدية المستجدة 
والمنبعثة. وقد توجه اهتمام واضح بعد ذلك نحو احتواء التهديدات العالمية 
مكافحة  في  كبير  دولي  استثمار  توجه  كما  الدولي،  الاهتمام  ذات  بالأمراض 
الأمراض المعدية الهامة مثل الملاريا والسل والإيدز والعدوى بفيروسه. وللهجرة 
والتحرك السكاني دور هام في التحديات التي تواجهها الصحة العمومية. فقد 

أدى الاهتمام المتزايد بالتأثيرات المتعلقة بالصحة للهجرة والتحركات السكانية 
التصدي  تستهدف  لطلبات  الخارجية  بالسياسة  الخاصة  المبادرات  إثارة  إلى 
دات الدولية للصحة في سياق الهجرة. ونتيجة لهذا كله فقد أصبحت  للمحدَّ
الهامة   المكونات  من  الدولي  التعاون  خلال  من  الصحية  التحديات  مجابهة 
ومع  أيضاً.  العالمية  الصحة  ولمنظمة  البلدان،  من  للكثير  الخارجية  للسياسة 
الصحة  نحو  توجهت  قد  والوطنية  الإقليمية  والمشاريع  المبادرات  بعض  أن 
أما في  ه.  التوجُّ وعالمي  متكامل  أسلوب  ماسة لإعداد  الحاجة  فإن  والهجرة، 
أهميتها  تزداد  التي  المحددات  السكاني من  والتحرك  الهجرة  فإن  المستقبل، 
المتعدد  الصعيد  بالسياسات على  المزيد من الاهتمام  الصحة، وستتطلب  في 

الأطراف.



205Bulletin of the World Health Organization | March 2007, 85 (3)

Special theme — Health and foreign policy
Migration and population mobility Douglas W MacPherson et al.

References
	 1. 	Lederberg J, Shope RE, Oaks SC Jr, editors. Institute of Medicine, committee 

on emerging microbial threats to health. Emerging infections: microbial 
threats to health in the United States. Washington DC: National Academy 
Press; 1992.  

	 2. 	Carballo M, Divino JJ, Zeric D. Migration and health in the European Union. 
Trop Med Int Health 1998;3:936-44. Available from: http://www.blackwell-
synergy.com/links/doi/10.1046/j.1365-3156.1998.00337.x/abs/

	 3. 	Kirton J, Mannell J. The G8 and global health governance. Proceedings 
of Global Health Governance: Past Practice, Future Innovation; 10-12 
November 2005; Ottawa and Waterloo, Canada. Available from: http://www.
g7.utoronto.ca/scholar/kirton2005/kirton_waterloo2005.pdf#search=%22%
20site%3Awww.g7.utoronto.ca%20G8%20health%20policy%22

	 4. 	Fight against infectious disease. Overview of the G8 Summit;16 July 2006; 
St. Petersburg. Available from: http://en.g8russia.ru/docs/10.html

	 5.	 Revision of the International Health Regulations (Resolution WHA58.3). 
Geneva: World Health Organization; 2005. Available from: http://www.who.
int/csr/ihr/IHRWHA58_3-en.pdf

	 6. 	Quarantine stations at ports of entry protecting the public’s health. In: Sivitz 
LB, Stratton K, Benjamin GC, editors. Committee on measures to enhance 
the effectiveness of the CDC quarantine station expansion plan for US ports 
of entry. Washington, DC: Institute of Medicine; 2005.

	 7. 	New quarantine act to further protect the health of Canadians. Ottawa: 
Public Health Agency of Canada; 2006. Available from: http://www.phac-
aspc.gc.ca/media/nr-rp/2006/2006_10_e.html

	 8. 	The economic impact of SARS (executive summary). Ottawa: Conference 
Board of Canada; 2003. Available from: http://www.conferenceboard.
ca/cgi-bin/MsmGo.exe?grab_id=0&EXTRA_ARG=&CFGNAME=MssFind.
cfg&host_id=42&page_id=2302&query=sars&hiword=sars%20

	 9. 	One year later: restoring economic security for workers and the nation. 
Hearings of the committee on health, education, labor, and pensions. 
Washington, DC: United States Senate Committee on Health; 2002. Available 
from: http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=107_
senate_hearings&docid=f:81798.pdf

	10. 	Consequences of the war and occupation of Iraq. New York: Global Policy 
Forum; 2006. Available from: http://www.globalpolicy.org/security/issues/
iraq/attack/conseqindex.htm#economic

	11. 	MacPherson DW, Gushulak BD. Human mobility and population health. New 
approaches in a globalizing world. Perspect Biol Med 2001;44:390-401.

	12. 	Gushulak BD, MacPherson DW. Migration medicine and health: principles 
and practice. Hamilton, BC: Decker; 2006.

	13. 	Bugl P. History of epidemics and plagues. Hartford: Hartford Education; 2001. 
Available from: http://uhavax.hartford.edu/bugl/histepi.htm

	14. 	Harrison M. Disease, diplomacy and international commerce: the origin of 
international sanitary regulation in the nineteenth century. J Global History 
2006;1:197-217. 

	15. 	St. John RK, King A, de Jong D, Bodie-Collins M, Squires SG, Tam TWS. 
Border screening for SARS. Emerg Infect Dis 2005;11:6-10. Available from: 
http://www.cdc.gov/ncidod/EID/vol11no01/04-0835.htm

	16. 	International Health Regulations. Geneva: World Health Organization; 2005. 
Available from: http://www.who.int/csr/ihr/en/

	17. 	Talib VH, Khurana SK, Verma SK. Plague in India (1994) – was it really 
plague? Indian J Pathol Microbiol 1995;38:131-2.

	18. 	Muyembe-Tamfum JJ, Kipasa M, Kiyungu C, Colebunders R. Ebola outbreak 
in Kitwit, Democratic Republic of Congo: discovery and control methods. J 
Infect Dis 1999;179:259-62.

	19. 	Koo D, Traverso H, Libel M, Drasbek C, Tauxe R, Brandling-Bennett D. Epidemic 
cholera in Latin America, 1991-1993: implications of case definitions used 
for public health surveillance. Bull Pan Am Health Organ 1996;30:134-43.

	20. 	UN millennium development goals. New York: United Nations; 2006. 
Available from: http://www.un.org/millenniumgoals/

	21. 	WHO guidelines for the global surveillance of severe acute respiratory 
syndrome (SARS). Updated recommendations, October 2004 (WHO/CDS/
CSR/ARO/2004). Geneva: World Health Organization; 2004. Available from: 
http://www.who.int/csr/resources/publications/WHO_CDS_CSR_ARO_
2004_1.pdf

	22. 	Avian influenza — updates (updated compendium). Geneva: World Health 
Organization. Available from: http://www.who.int/csr/disease/avian_
influenza/updates/en/.

	23. 	Knobler S, Mahmoud A, Lemon S, editors. The impact of globalization on 
infectious disease emergence and control: exploring the consequences 
and opportunities, workshop summary — forum on microbial threats. 
Washington, DC: Institute of Medicine; 2006.  

	24. 	Controlling the global obesity epidemic. Geneva: World Health Organization; 
2006. Available from: http://www.who.int/nutrition/topics/obesity/en/

	25. 	Preventing chronic diseases: a vital investment. WHO Global Report. Geneva: 
World Health Organization; 2005. Available from: http://www.who.int/chp/
chronic_disease_report/full_report.pdf

	26. 	International tourism up by 5.5% to 808 million arrivals in 2005 (conference 
press release). Madrid: World Tourism Organization; 2006. Available from: 
http://www.world-tourism.org/newsroom/Releases/2006/january/06_01_
24.htm

	27. 	A fair globalization: creating opportunities for all. World commission on the  
social dimension of globalization. Geneva: International Labour 
Organization; 2006. Available from: http://www.ilo.org/public/english/
wcsdg/docs/report.pdf

	28. 	Refugees by numbers. Geneva: United Nations High Commission for 
Refugees; 2005. Available from: http://www.unhcr.org/cgi-bin/texis/vtx/basics/
opendoc.htm?tbl=BASICS&id=3b028097c

	29. 	International convention against trans-national crime and its protocols. New 
York: UNAIDS; 2006. Available from: http://www.unodc.org/unodc/crime_
cicp_convention.html#final

	30. 	Worst forms of child labor convention No. 182. Geneva: Office of the United 
Nations High Commissioner for Human Rights; 1999. Available from: 
http://www.ohchr.org/english/law/childlabour.htm

	31. 	Gushulak BD, MacPherson DW. Population mobility and infectious diseases: 
the diminishing impact of classical infectious diseases and new approaches 
for the 21st century. Clin Infect Dis 2000;31:776-80.

	32. 	Reich DS. Modernizing local responses to public health emergencies: 
bioterrorism, epidemics, and the model state emergency health powers act. 
J Contemp Health Law Policy 2003;19:379-414.

	33. 	Kerrod E, Geddes AM, Regan M, Leach S. Surveillance and control measures 
during smallpox outbreaks. Emerg Infect Dis 2005;11:291-97.

	34. 	Fidler DP. Emerging trends in international law concerning global infectious 
disease control. Emerg Infect Dis 2003;9:285-90.

	35. 	Asia and Pacific region faces massive jobs gap. Summary of the International 
Labour Organization 14th Regional Meeting to discuss new strategies for 
creating productive employment, decent work and reducing poverty, 28 
August 2006. Busan, Korea. Available from: http://www.ilo.org/public/english/
bureau/inf/pr/2006/39.htm

	36. 	Ehrenrich B, Hochschild AR. Introduction. In: Ehrenrich B, Hochschild 
AR, editors. Global woman: nannies, maids and sex workers in the new 
economy. New York: Henry Holt; 2003. pp.1-9. 

	37. 	The United Nations convention against transnational organized crime and 
its protocols. New York: United Nations; 2000. Available from: http://www.
unodc.org/unodc/en/crime_cicp_convention.html

	38. 	Gonzalez A. Attorney General’s annual report to Congress on US activities to 
combat trafficking in persons, fiscal year 2005. Washington, DC: Department 
of Justice; 2006. Available from: http://149.101.1.32/ag/annualreports/
tr2005/agreporthumantrafficing2005.pdf

	39. 	Working together for health. World health report 2006. Geneva: World 
Health Organization; 2006. Available from: http://www.who.int/whr/2006/
whr06_en.pdf

	40. 	UK pledges £100m for better health in Malawi. London: UK Department of 
Foreign and International Development; 2004. Available from: http://www.
dfid.gov.uk/News/files/pressreleases/pr-malawi-health-full.asp

	41. 	Ahmad OB. Managing medical migration from poor countries. BMJ 2005; 
331:43-45. 

	42. 	MacPherson DW, Zencovich M, Gushulak BD. Emerging pediatric HIV 
epidemic related to migration. Emerg Infect Dis 2006;12:612-17. Available 
from: http://www.cdc.gov/ncidod/EID/vol12no04/05-1025.htm

	43. 	Tuberculosis among the foreign born in Canada. Canadian Communicable 
Disease Report 2003;29:10-16. Available from: http://www.phac-aspc.
gc.ca/publicat/ccdr-rmtc/03vol29/dr2902eb.html

	44. 	High Level Dialogue on International Migration and Development. United 
Nations General Assembly, Geneva, 14-15 September 2006. Available from: 
http://www.un.org/esa/population/hldmigration/



206 Bulletin of the World Health Organization | March 2007, 85 (3)

Special theme — Health and foreign policy
Migration and population mobility Douglas W MacPherson et al.

	45. 	Crisp J, Koser K. The global commission on international migration report. 
Geneva: The Global Commission on International Migration; 2005. Available 
from: http://www.gcim.org/attachements/gcim-complete-report-2005.pdf

	46. 	Miller JM, Boyd HA, Ostrowski SR, Cookson ST, Parise ME, Gongaga PS, et al.  
Malaria, intestinal parasites, and schistosomiasis among Barawan Somali 
refugees resettling to the United States: a strategy to reduce morbidity and 
decrease the risk of imported infections. Am J Trop Med Hyg 2000; 
62:115-21.

	47. 	Red Cross. The final report of the Conference on the European Commission 
directives on minimum reception standards for asylum seekers. Brussels: Red 
Cross; 2003. Available from: http://www.redcross-eu.net/B/uploaded/268_
final_report_eng.pdf

	48. 	International migration, health and human rights. Health and human rights. 
Publication Series, No. 4. Geneva: World Health Organization; 2003. Available 
from: http://www.who.int/hhr/activities/en/intl_migration_hhr.pdf#search=
%22migration%2


