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Abstract

Introduction. The human being is characterized by having specific development spheres such as
social, physical, family, spiritual and emotional. People known as migrants because they are outside
their cultural, family and community sphere, and under atypical conditions they adopt new practices and
styles of life , which causes risks to their own health and to the community by which they have been
welcomed. Methodology. A descriptive study was carried out with the following variables from the 2018
Colombian census: five-year ages, sex, year of arrival in the country, any health problem in the last 30
days, main treatment of the health problem, attention to the health problem, quality of health service
provision, any difficulty in their daily life, health insurance, barriers to access to health services, barriers
to early childhood care services. Results. Health care for the migrant population in Colombia is not on
the fringes of e the one that had its own population and there is no major difference in terms of quality and
coverage, gender and access barriers, which are equal to the general population without differences
with respect to the child population. Although health insurance is lower than the general population, only
half of the migrants give formal treatment to their health problems. Conclusion. Specific policies should
be established to promote health care for migrants, as this is a challenge for public health due to access
policies and the care provided. which are equal to the general population without differences with
respect to the child population. Although health insurance is lower than the general population, only half
of the migrants give formal treatment to their health problems.

Keyword: migration, health condition, policies, quality, perception, access.
Resumen

Introduccion. El ser humano se caracteriza por tener esferas de desarrollo especifico tales como
social, fisica, familia, espiritual y emocional, Las personas conocidas como migrantes al estar fuera de
su esfera cultural, familiar y comunitaria, y bajo condiciones atipicas adoptan nuevas practicas y estilos
de vida, lo que ocasiona riesgos para la salud propia y de la comunidad por la cual han sido acogidos.
Metodologia. Se realizdé un estudio de tipo descriptivo con las siguientes variables del censo de
Colombia de 2018: edades quinquenales, sexo, afio de llegada al pais, algun problema de salud en los
ultimos 30 dias, tratamiento principal del problema de salud, atencién del problema en salud, calidad de
la prestacion del servicio de salud, alguna dificultad en su vida diaria, aseguramiento en salud, barreras
de acceso a los servicios de salud, barreras a servicios para cuidado de la primera infancia.
Resultados. La atencion en salud de la poblacion migrante en Colombia no esta al margen de la que
tenia la poblacién propia y no hay mayor diferencia en cuanto a calidad y cobertura, género y las
barreras de acceso las cuales son iguales a la poblacion en general sin diferencias con respecto a la
poblacién infantil. Aunque el aseguramiento en salud es menor que la poblacién general solo la mitad
de los migrantes dan un tratamiento formal a sus problemas de salud. Conclusion. Se deben
establecer politicas especificas para promover el cuidado en salud de las personas migrantes al ser
esto un desafio parala salud publica por las politicas de acceso y la atencion brindada.

Palabras clave: migracién, condicién de salud, politicas, calidad, percepcion, acceso.
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Currently, the concept of migration has been defined and
developed according to authors as specific structural
events that have been increasing in developing countries,
where people's health has been a focus of attention for
public entities in places of destination and origin,
prioritizing health care for this population, highlighting the
causal relationship between migration and health as
challenges at the organizational and operational level of
the provision of health services (1, 2).

The human being is characterized by having specific
development spheres such as social, physical, family,
spiritual and emotional. People known as migrants when
outside of their cultural, family and community spheres
adopt new living conditions, which causes risks to their
own health and to the community by which they have been
welcomed. This new lifestyle is related to an alteration in

development at an economic level due to the inability to
access formal jobs due to social and contractual
conditions caused a precariousness in the condition and
quality of life of primary care services, altering the health
of migrants (3-5).

The disease patterns of migrants are influenced by the
external conditions of the places of origin and destination,
being categorized by the lifestyle of the countries,
migration itself determines the health conditions of the
people, intervening main factors as sequential causes of
migration. specifies such as the migration zone (rural-
urban) (6, 7), environmental characteristics and family
situation (8). This implies risks for health care such as
exposure to diseases, social and economic adjustment
influenced by educational level and the perception of the
state of health (4, 9), this situation is aggravated by factors
such as the high cost of living in developing countries(10-
12).
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Access to health services,it is a factor of vulnerability for
this population leading to changes in public health; Health
vulnerability is understood as the lack of protection of
specific population groups that present particular health
problems, as well as the disadvantages they face in
solving them, compared to other population groups (13,
14). Health care for these population groups is not at the
margin of that of the own population and there is no major
difference in terms of quality and coverage(4, 15, 16).
Inside this group is important highlighting the women and
children, who underuse the services available mainly due
to ignorance or fear of being deported if they are in an
irregular situation. One of the challenges is treating
diseases that were under control again (17) generating a
public health problem for this population (18).

This situation in general produces an important change in
other demographic variables such as fertility and mortality.
This translates into a wide range of health needs ranging
from reproductive health care, maternal and child health,
contagious diseases, emergency interventions, chronic
diseases, mental and behavioral disorders (19). In some
states only prioritize care in emergencies where the life of
the personis altered, leading to public health risk (20). This
is how the importance of the evaluation and analysis of this
process is made visible where it is proposed specific
analysis models for the migration and health binomial with
3 components: the individual (community and family
microenvironment, socioeconomic macroenvironment),
the determining factors of health conditions (lifestyle,
family structure and dynamics, community organization,
production-employment ) and the production areas of
health services (self-care, conventional and non-
conventional services) (21).

The organizations in charge affirm that the obligations of
the States is to provide equity and equality in access and
care to health services to all people, including migrants at
all levels of health care(22, 23). For example, Colombia is
experiencing an important migration phenomenon,
formulating access policies and plans and information
strategies. This has led to regulatory developments in
health originating from the migratory phenomenon
because to date it is estimated that in Colombia the
number of international migrants settled is from1,772,919,
of which approximately 56% are irregular (5, 24). The
country does not have a law that is consistent with reality or
with the demands generated by the current migratory
reality, unlike other countries in the Latin American and
Caribbean region that have initiatives at the level of laws or
policies that seek to grant benefits in health to international
migrants (25-27).

Due to the situation exposed to the growing increase in
migration in Colombia and being considered a public
health problem that directly impacts demographic and
health indicators, this article aims to analyze the health
status of the migrant population based on the 2018
Population Census to find possible interrelationships that
support the close relationship of the migration / health
binomial.

Materials and methods

In order to establish the context on the issue of migration
and health, the following antecedent sources were
examined from: (i) refereed and indexed scientific
publications, using the following keywords consulted in
DeCs: Migration, health condition, policies, quality,
perception, access; The following databases were used:
Pubmed, Science Direct, EISevier, Springer Link, Scielo.
The inclusion criteria were: descriptive and analytical
studies in the last 20 years and that were in the English or
Spanish language; (ii) secondary sources of the microdata
bases corresponding to the 2018 National Population
Census carried out in Colombia whose access is free and
available to the general public.

A descriptive research was carried out with the following
census variables: five-year ages, sex, year of arrival in the
country, any health problem in the last 30 days, main
treatment of the health problem, quality of health service
provision, any difficulties in their daily life, health
insurance, and barriers to accessing health services

The variables were processed in Redatam registered in a
database designed in Excel 2016. A univariate analysis of
the variables was carried out and measures of frequency
and proportion only will be used. The following study
hypotheses were established:

Hypothesis 1: The health of migrants and their families is
determined by the access and opportunity to obtain basic
health services.

Hypothesis 2: The Health care for migrants is equal to that
of the native population and there is no major difference in
terms of quality and coverage.

Results

Table 1 shows that the main migrant population in
Colombia in the last 6 years corresponded to Venezuelans
who represent 87.18% of the migrant population

Regarding the health insurance, the 35% of migrants lack
health insurance, this percentage is slightly higher than
that of the general population with 20% of the general
population.

The 6.98% of the migrants presented some health
problem in the last 30 days, of these 56% were female and
with an age range between 15 and 59 years, which
corresponds to the productive age (76.77%).

Regarding treatment, it is found that only half of the
migrant population goes to the social security entity to
which it is affiliated, which contrasts with 74.86% of the
general population, the migrant population resorts to
pharmacies, private doctor or self-medicates in a higher
proportion than the rest of the population

In general, when the migrant population is asked about
whether they received care for their health problem, there
are not very marked differences with respect to the general
population. 94% of migrants received care for their health
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Table 1. Country of origin migrant population in Colombia

Pais 2013 2014 2015 2016 2017 2018 Does not inform Total %
Argentina 934 1644 1493 1431 1378 694 14 7 588 0,81%
Brazil 353 714 889 1018 1089 607 29 4699 0,50%
Chile 414 855 986 1050 1165 827 10 5 307 0,57%
Ecuador 836 1757 2329 3289 2744 1631 129 12715 1,36%
Mexico 522 819 835 947 1048 715 16 4902 0,53%
Panama 380 705 825 978 1162 601 21 4672 0,50%
Spain 3 043 4 282 3209 2 586 2448 1345 22 16 935 1,82%
USA 2528 3 461 3452 4 007 4672 2938 45 21103 | 2,26%
Venezuela 6 856 26 580 63 085 136 184 | 296290 | 281 208 2879 813082 | 87,18%
Does not inform 166 18 39 67 139 136 7498 8 063 0,86%
Other countries 4 091 6 033 5732 6 143 7176 4 095 291 33 561 3,60%
Total 20 123 46 868 82 874 157700 | 319311 | 294 797 10 954 932 627 | 100,00%

Source Own elaboration based on DANE data 2018 National Population and Housing Census

Table 2. Health insurance

Table 3. Some health problem

Health insurance

Any health problem in the last 30 days, without

General population | Migrant population hospitaliz?tion : :
% % General population | Migrant population
r— Yes 4528067 10,33% 65081 6,98%
0, 0,

deprivation| o% 992935 80% 605 346/ 65% No 38 844 429 88,61% 866 863 92,95%
With | 8842389 20% 327 281 35% Does not 462837 1,06% 683 0,07%
deprivation inform

Total 43 835 324 932 627 Total 43 835 324 932 627

Source Own elaboration based on DANE data 2018 National Population
and Housing Census

Source Own elaboration based on DANE data 2018 National Population
and Housing Census

Table 4. Main treatment

Main treatment for health problems
General population Migrant population

He went to the health social
security entity of which he is 3 383 667 74,86% 33 055 50,86%
affiliated
You went to a private doctor
(general, specialist, dentist, 316 709 7,01% 7218 11,11%
therapist or other)
He went to an apothecary,
pharmacist, alternative 183 024 4,06% 6 373 9.81%
therapies, healers, etc.
He used home remedies 316 085 6,99% 6412 9,87%
Self-prescribed 193 668 4,28% 7720 11,88%
Did nothing 126 167 2,79% 4217 6,49%
Total 4520 120 100,00% 64 995 100,00%

Source Own elaboration based on DANE data 2018 National Population and Housing Census

problems and 16% of this group perceives a poor-quality
health service provision compared to 21% of the general

population.

Regarding the existence of barriers to health services, this
difference is only slightly higher compared to the general

population (8% and 5% respectively), in early childhood
the behavior is similar to other age groups in the 2 groups
population studied.
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Table 5. Quality provision of health services

Quiality provision of health services

General population | Migrant population
Total % %
Very good 377 451 11% 4496| 15%
Well 2224 811 68% 21352| 69%
Bad 541 240 16% 3847 12%
Very bad 148 846| 5% 1253 4%
Total 3 292 348 30 948

Source Own elaboration based on DANE data 2018 National
Population and Housing Census

Table 6. Access barriers

Barriers to access to health services

General population | Migrant population
% %
Without | 41 560 652| 95% | 860 122| 92%
deprivation
With 2265672| 5% 72505 8%
deprivation
Total 43 835 324 932 627

Source Own elaboration based on DANE data 2018 National
Population and Housing Census

Discussion

Migrant health care represents “a challenge for public
health, not only considering access and information
policies, but above all because of care based on
humanized treatment respecting beliefs, values and
expectations. A dignified care requires a real commitment
from the states and the sensitivity of health care providers,
if it is intended to provide comprehensive services based
on respect for human rights to this population " (28) The
present discussion gives theoretical support to the
hypotheses raised. In relation to Migration and gender56%
of the migrants who presented a health problem were
women, but regarding the differential behavior with men,
no major differences were found in terms of access,
quality, coverage and attention to the health problem.
These results do not coincide with what is reported in the
literature where gender inequity is a common element as
an explanatory concept of differential access to health
services(12, 29, 30) due to the potential risks arising from
your situation (31-35). Migration and perception of the
state of health. In the results, it was found that the migrant
population reported presenting only 6.98% compared to
10.33% of the general population, this may be related to
the fact that the migrant may not declare their health
conditions upon arrival in the country, and when it elapses.
the time of residence may declare worse health states due
to the increase in the number of diagnoses of pre-existing
health conditions (36, 37) The "influence of culture
influences the participation and commitment of the person

in health, helping to reduce the incidence and impact of
avoidable adverse events in health care" (38, 39) In the
present research it was possible to show that the migrant,
although 65% has health insurability, only half treats their
health problem and Migration and quality of health service
provision, the findings of this study show that the migrant
population reports a quality of health service provision of
84%, much higher than that reported in the general
population (79%), which is in line with migration policies
that promote "providing health benefits in a climate friendly
to migrants, respecting and considering their identity,
cultural, social and religious heritage ".

At the level of Migration and barriers to access to health
services is different in each country and although
Colombia has some regulations, migrants in a situation of
irregularity, since they tend to evade formal mechanisms
of attention due to fear of being deported, resorting to self-
medication, consultation in the pharmacy or going to a
private doctor (25, 40), This coincides with the findings
regarding what is the form of treatment of the health
problem. However, according to the results obtained from
the census, the barriers are similar to those shown by the
general population and, finally, in terms of Migration and
barriers to early childhood care services due to the higher
infant mortality rates in our country, the subject was
investigated, the literature reports that the infant
population that “the migrant leaves behind as and the
children who migrate, added to the loss of affective
references -fathers, mothers, grandparents or others-
increases the probability that they will not receive the same
health care, food and adequate protection against all
forms of violence. The absences caused by family
disintegration carry a significant psychosocial effect that
can translate into feelings of abandonment and
vulnerability "(41, 42). International migrant children and
youth face different health challenges compared to the
local population, particularly if they face unsafe
environments or adverse social conditions (11, 43). In the
data analysis, no major differences were found in terms of
barriers with respect to the other age groups. Subsequent
analytical studies are recommended to deepen the
relationships between the study variables and to model the
health condition of migrants.

Conclusions

Health care for the migrant population in Colombia is not at
the margin of that of the population itself and there is no
major difference in terms of quality and coverage, gender
and access barriers, without differences with respect to the
child population. Although health insurance is lower than
the general population, only half of the migrants give
formal treatment to their health problems. Specific policies
should be established to promote health care for migrants
as this is a challenge for public health by access policies
and care provided.
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