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INTRODUCTION
It is important to bear in mind that diversity management and intercultural competence and communication in the social and healthcare sector do not exist in a vacuum.
It is not an isolated phenomenon – or problem area for that matter. The possibilities
for developing diversity management and intercultural competencies in relation to
ethnic-cultural differences throughout European societies are largely linked to the way
in which ethnic-cultural diversity is generally handled, included and integrated in society, civil communities and working life. Therefore, good practices for diversity management and intercultural competence and communication in the social and
healthcare sector will also be conditional upon national, European and international
political-strategic intentions and legal frameworks as well as institutional, organizational, ideological, attitudinal and normative approaches to the question and practice
of equal access to community welfare goods and mental and physical well-being for all
citizens regardless of ethnicity, gender, age, sexual orientation etc.
Thus, the recognition of equal access to healthcare treatment will generally reflect the
societal approach to equality, equal treatment and equity as basic rights for all citizens
regardless of origins and abilities.

WHAT DOES EQUAL ACCESS MEAN?
Many years of experience from both American, Canadian and European research and
practice have confirmed that diversity management as conceptual and implemented
practice cannot exist without a legal basis and a common consensus about equality,
equal treatment and anti-discrimination. This applies to all forms of discrimination, ie
gender, age, ethnicity, race, disability and sexual orientation etc.
For example, a hospital may introduce a diversity policy which implies that both patients, relatives and staff members on all levels must be treated by the principles of
equal access and equality in treatment as well as employment. However, if the surrounding society has not defined and internalized a clear and distinct concept of equality, equal treatment and equity, it will be difficult for a single hospital - or any wellmeaning welfare institution - to enforce a real principle of diversity in recruitment, retention, advancement, personal recognition and equal access despite ethnical-cultural
differences. Societal and cultural traditions, norms and practices for equality will, together with society's sanctioning options against prejudices and discrimination, provide
a fundamental platform for a fundamental understanding of what diversity implies in
all its consequences, be it in terms of institutional, organizational, competence and attitudinal frameworks for the mutual recognition, communication and job performance.
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However, as demonstrated by most examples in the Healthy Diversity Collection of
Good Practices, it is possible to establish equal access to healthcare services, despite
the fact that in many cases there may not be law-based rules of equal access for these
services. But, at the same time, it has also been reflected that good practices in
healthcare practice often are the results of a special, even unique attention and professional will to do the right thing. Health professionals cannot in all cases refer to a particular rule that completely ensures the individual patients the access to a treatment
adequate to their special needs and requirements in accordance with their cultural or
religious background. Even though it may be stated in regulations, it may not function
optimally if these regulations somehow collide with general social and cultural norms
and values, as also underlined in the healthy Diversity Collection of critical incidents
from the healthcare sector. In real life, informal communication, interpretation and active listening may be more important than formal regulations in terms of practicing
equal access.
But, having said that, it is important to be aware that legal frameworks at the societal
level are also effective for the institutional level and the individual institution. In some
situations, it is possible to refer to the general law-based framework for antidiscrimination. The health service is not exempted from these rules and this is a good
reason for paying attention to general legislative compromises about affirmative action, inclusion and special offers for vulnerable citizens etc. As illustrated below in the
figure, this may include legislation dealing with affirmative action and antidiscrimination as well as other legislative areas which in different ways concern ethnic
minority patients and relatives in the social system, the labourmarket system etc.
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The following sections present examples of legal frameworks that may be directly or
indirectly relevant and influential for encounters between health professionals and patients/relatives with a migrant and ethnic-cultural minority background.
Firstly, you´ll find a general introduction to the European and international legal
framework in terms of equality, equal treatment and anti-discrimination.
Secondly, you´ll find more detailed information about legal frameworks in the Healthy
Diversity partner countries.

5

Healthy Diversity, Project No. 2015-1-UK01-KA202-013794

LEGAL FRAMEWORK FOR EQUAL TREATMENT
AND ANTI-DISCRIMINATION IN THE INTERNATIONAL AND EUROPEAN CONTEXT
European equal treatment and anti-discrimination efforts are formally based on both
an international and European foundation, which is anchored in the UN, the Council of
Europe and the European Court of Human Rights as well as the EU institutions. Although European countries - EU member states as well as non-member countries - do
not necessarily all join the same range of international conventions, the following conventions and directives generally constitute the framework for European equal treatment and anti-discrimination work.

UN FRAMEWORK
THE UNIVERSAL DECLARATION OF HUMAN RIGHTS

“Everyone is entitled to all the rights and freedoms set forth in this Declaration, without distinction of any kind, such as race, colour, sex, language, religion, political or other opinion, national or social origin,
property, birth or other status. Furthermore, no distinction shall be
made on the basis of the political, jurisdictional or international status
of the country or territory to which a person belongs, whether it be independent, trust, non-self-governing or under any other limitation of
sovereignty…” (UDHR, article 2)

• The United Nations Universal Declaration of Human Rights
dates back to 1948 and the first postwar period. The human rights convention spans both political, economic, social and cultural rights. However, the Convention
is not legally binding on UN member states, which actually is the case for a large number of
subsequent UN Conventions. There are nine core International Human Rights treaties. The
most recent Human Rights Treaty is the Convention on the Rights of Persons with Disabilities:
•
•
•
•
•
•
•

International Convention on the Elimination of All Forms of Racial Discrimination
International Covenant on Civil and Political Rights
International Covenant on Economic, Social and Cultural Rights
Convention on the Elimination of All Forms of Discrimination against Women
Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or
Punishment
Convention on the Rights of the Child
International Convention on the Protection of the Rights of All Migrant Workers and
Members of Their Families
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•
•

International Convention for the Protection of All Persons from Enforced Disappearance
Convention on the Rights of Persons with Disabilities

The accession of the member states to these UN conventions implies that the countries
undertake to ensure that national laws and practices comply with the convention requirements. At the same time, this means that citizens in case of violations can make
the conventions applicable to national administrative authorities and courts. In addition, there is a possibility of a so-called individual appeal, where individuals can complain directly to the UN. This is done through the range of UN committees, including
the Racial Discrimination Committee (CERD), the Human Rights Committee, the Disability Committee, the Women's Committee and the Committee on Economic, Social and
Cultural Rights etc.
The reports of the UN committees have generally been accompanied by so-called
shadow reports, where for instance NGOs in some countries had the opportunity to
submit their assessment of the national efforts to respect human and freedoms.
HUMAN RIGHTS COUNCIL
In addition to the committees, the UN has set up a Human Rights Council (UNHRC),
mandated to assess the compliance of the acceded conventions in each of the 192
member states through the Universal Periodical Reviews (UPR).

THE COUNCIL OF EUROPE FRAMEWORK
The Council of Europe (CoE) was founded in 1949 and has 47 member states, covering
approx 820 million people. The Council of Europe framework for Human Rights in the
Member States is implemented through:
•
•
•

European Convention on Human Rights
European Court of Human Rights
European Commission against Racism and Intolerance

THE EUROPEAN CONVENTION ON HUMAN RIGTHS AND THE EUROPEAN COURT OF
HUMAN RIGHTS
In 1950, the Council of Europe adopted the European Convention of Human Rights
(EMRK) and founded the European Court of Human Rights (EMD) in 1959. The Convention was later extended by a number of additional protocols. The Convention includes
among others the following rights and freedoms:
•
•
•
•
•

Obligation to respect Human Rights
Right to life
Prohibition of torture
Prohibition of slavery and forced labour
Right to liberty and security
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•
•
•
•
•
•
•
•

Right to a fair trial
No punishment without law
Right to respect for private and family life
Freedom of thought, conscience and religion
Freedom of expression
Right to an effective remedy
Prohibition of discrimination
Prohibition of abuse of rights etc.
All 47 members of the Council of Europe have ratified the European Convention on
Human Rights. With the ratification, Member States have committed themselves to respect and safeguard the Convention's fundamental rights and freedoms within national
jurisdiction. In practice, this implies that the provisions of the Convention can be relied
on against national courts and administrative authorities, thus the Convention is equally valid as national law.
The work of the Court of Human Rights has been characterized by a large and increasing number of annual complaints that at some point led to the introduction of a filtration system to limit the number of cases and reduce the processing time. Probably,
many inquiries reflect a widespread experience of discrimination amongst citizens in
the member states. However, the activity should also be seen in light of the fact that
with a population of more than 800 million people, the European Court of Human
Rights represents the largest jurisdiction in the world.
THE EUROPEAN COMMISSION AGAINST RACISM AND INTOLERANCE
The European Commission against racism and intolerance (ECRI) was founded by the
Council of Europe in 1994. The Commission is an independent body responsible for
monitoring and giving recommendations to the Member States in terms of legislation
and other actions to combat discrimination and racism, antisemitism, religious intolerance, and xenophobia. Thus, the Commission carries out country-bases analyzes and
conducts reports on the state-of-the-art, regarding compliance with fundamental human and freedoms.

THE EU FRAMEWORK
Within the framework of EU, human rights and freedoms are primarily based on the
treaties. In addition, the European Convention on Human Rights and the practice of the
Court of Human Rights also plays a role in the EU Court of Justice (ECJ) in terms of human legal cases. The EU judicial and legal framework on human rights, equal treatment
and anti-discrimination is, in particual, based on the following elements:
•
•
•

The Treaties, most recently the Lisbon Treaty
EU Charter of Fundamental Rights and the European Court of Justice
EU Agency for Fundamental Rights (FRA)

Healthy Diversity, Project No. 2015-1-UK01-KA202-013794
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EU Equal Treatment Directives

•

THE LISBON TREATY
The Lisbon Treaty was signed by the heads of state and government of the 27 EU
Member States in December 2007. With the Lisbon Treaty and the implementation of
the Treaty on the Functioning of the European Union, the EU Charter of Fundamental
Rights was made legally binding and given the same legal value as the Treaties. Hereby
there has been a strengthening of the Member States 'common legal basis for respect
for human rights.
THE CHARTER OF FUNDAMENTAL RIGHTS OF THE EUROPEAN UNION
The EU Charter on Fundamental Rights was introduced in 2000 with the aim of bringing
together human rights that were previously concluded in national legislation and in the
UN and Council of Europe Conventions, in one EU Charter. The Charter establishes a
wide range of basic human rights and and freedoms rights in the main areas: dignity,
equality, solidarity, citizenship, justice in the judiciary. The EU-Commission presents
through annual reports the status of Member States´ implementation and compliance
with the Charter. The fourth annual report was published in spring 2014, concluding
among other things that the European Court of Justice as the supreme judicial authority in the EU increasingly incorporates the Charter in its decisions, including binding
principle decisions for all member states.
FRA – THE EUROPEAN UNION AGENCY FOR FUNDAMENTAL RIGHTS
FRA, the EU Agency for Fundamental Rights, was established in 2007 by a regulation of
the Council of Ministers as an EU Agency with the specific task of providing independent, evidence-based advice on fundamental rights. The main tasks are:
•
•
•
•
•

Collection, analysis and dissemination of comparable data on the status of fundamental rights in the EU
Development of methodologies and standards for improving the data soruces
Implementation of research and studies on fundamental rights
Presentation of conclusions and declarations of fundamental rights issues either
on its own initiative or at the request of the European Parliament, the Council of
Ministers or the Commission
Promotion of the general attention and dialogue on fundamental rights in the
member states

Thus, the Agency can be describe as a knowledge and dissemination body which has
no legal powers.

THE EU EQUALITY DIRECTIVES
The EU's equal treatment directives form a central framework for member states in
terms of equal treatment and anti-discrimination efforts. Thus, the directives instruct
the member states and the European governments to set up one or more bodies to im-
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plement and administer the requirements and guidelines for equal treatment set out in
the directives. Equal treatment directives consist of:
•
•
•

Directive 2000/43/EC implementing the principle of equal treatment between
persons irrespective of racial or ethnic origin
Directive 2000/78/EC establishing a general framework for equal treatment in
employment and occupation
Directive 2006/54/EC on the implementation of the principle of equal opportunities and equal treatment of men and women in matters of employment and
occupation

THE COMMON DEFINITIONS OF THE DIRECTIVES
The directives are based on uniform and generally applicable definitions of direct and
indirect discrimination as well as harassment and instructions. The first directive prohibits discrimination on grounds of race and ethnic origin in relation to employment,
education, social security, health services, housing and access to goods and services.
The other directive concerns discrimination in employment and occupation and vocational training on grounds of religion or belief, age, disability or sexual orientation. The
third has a particular focus on gender equality. All three directives establish the principles of:
•

Complaints through legal or administrative authorities and procedures

•

Appropriate sanctions against the discriminatory party

•

Shared burden of proof in which the complainant must provide evidence of alleged discrimination, while the complained party must provide evidence that
there has been no violation of the law.

EU DIRECTIVES AS A FRAMEWORK FOR EUROPEAN EQUAL TREATMENT BODIES

The directives require adaptations and amendments to the national laws of the Member States. This applies not least to the strengthening or the re-establishment of specialized equality bodies. The national incorporation process is described and evaluated
in a Green Paper from the European Commission. One of the conclusions states that
not all member states have complied with the common deadlines for implementing the
directives' requirements and guidelines.
The EU's equal treatment legislation requires equal treatment bodies with an overall
competence to take care of:
•

Independent assistance to victims of discrimination in connection with complaints

•

Independent investigations of discrimination
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•

Independence to publish reports and recommendations to promote equal treatment and anti-discrimination

However, the directives do not lay down specific guidelines for the institutional, organizational and functional framework of these bodies. This is reflected in the diversity
that allegedly affects the member states' equal treatment bodies. Common to the European equal treatment agencies, however, is that they as a whole are established as
public and law-based institutions with the clear objective of promoting equal treatment and combating discrimination related to one or more grounds for discrimination.
EQUINET – THE EUROPEAN NETWORK OF EQUALITY BODIES
Despite the diversity, there is a certain collection and exchange of experience across
national practices. This happens, for example, through Equinet, the European Network
of Equality bodies. Equinet currently spans a membership of 42 equal treatment bodies, divided into 32 European countries. Thus, the members extend beyond the EU
member states and cover more than one body of equal treatment in some countries.
Based on the institutional framework, powers and functions, the European equality
treatment bodies can basically be divided into two main categories:
•
•

The tribunal type
The promotion type

This categorization was originally developed by the EU Commission in 2010 and is currently used by Equinet as a conceptual framework and systematics for the recording of
differences and similarities in the constitutional basis of an equal treatment body, anchoring, legal powers, functions and types of activity.
The national equal treatment bodies within the tribunal type are generally characterized by the ability to conduct consultations, investigations and binding decisions in
specific cases of discrimination in accordance with further powers and guidelines.
National equal treatment bodies within the promotional and advisory institution type
are generally characterized by legal advice and support for victims of discrimination. In
addition, awareness activities, knowledge gathering and knowledge dissemination,
support for good practice, etc.

Healthy Diversity, Project No. 2015-1-UK01-KA202-013794
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DENMARK: LEGAL FRAMEWORK CONDITIONS
FOR EQUAL TREATMENT, DIVERSITY AND INTERCULTURAL COMMUNICATION IN THE
HEALTHCARE SECTOR
NATIONAL LEGAL FRAMEWORK IN TERMS OF IMMIGRATION, REFUGEE RECEPTION AND INTEGRATION (FOR INSTANCE LEGAL FRAMEWORK FOR LANGUAGE EDUCATION):
THE ACT OF INTEGRATION IN DENMARK
As one of the first western countries, Denmark adopted a genuine integration law in 1999, which
places the main responsibility for integration in the municipalities. Before the law came into force,
the Danish Refugee Council had the overall responsibility for an 18-month integration process. The
integration Act from 1999 ensured refugees and immigrants a 3 years integration period in which
municipalities are responsible for housing, language learning and employment services in order to
promote the integration process. In accordance with the Integration Act, refugees and immigrants
must learn Danish, familiarize themselves with Danish history, culture and society, prepare themselves for the labour market and self support, which forms the basis for the welfare state. Since
1999, the Integration Act was revised several times. However, the basic rules are still the same.
When a municipality takes over the responsibility for an immigrant, within one month, the municipality must offer an Introductory Programme of no more than 3 years duration. Due to the Introductory Programme, newcomers are entitled to receive language learning in a Danish Language
Centre as well as various activities according to the Labour Market legislation.
THE ACT OF DANISH COURSES FOR ADULT ALIENS
Newcomers covered by the Integrations Programme either as refugees or immigrants who are offered residence through family reunification, are entitled to free Danish language courses for up to
5 years according to legislation. Other foreign adult and self-supported learners such as employees
or students have access to 3½ years of free language learning within a period of 5 years and for a
deposit.
ALIENS (CONSOLIDATION) ACT
Aliens holding a residence permit for another Schengen country may enter and stay in Denmark
for up to 3 months per 6-month period reckoned from the date of their first entry into Denmark or
another Schengen country than the country which has issued the residence permit. Any such 3month period will be reduced by any period within the 6-month period during which the alien has
stayed in Denmark or in another Schengen country than the country which has issued the residence permit. If the alien has a residence permit for another Nordic country, the period of time during
which the alien has resided in the other Nordic countries will not be deducted.
THE REFUGEE APPEALS BOARD
The Refugee Board is an independent collegial court-like administrative body. The Refugee Board
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deals with complaints regarding asylum-related decisions taken by the Immigration Service. This
service is the first instance responsible for assessing a claim for asylum and the Refugee Appeals
Board is the second instance. If the Immigration Service rejects an application for asylum, the rejection occurs according to one of two different procedures. Most cases are decided according to
the so-called normal procedure. This means that, if the asylum applicant is rejected, the case is automatically referred to the Refugee Appeals Board.
THE IMMIGRATION APPEALS BOARD
The Immigration Appeals Board is an independent collegial quasi-judicial administrative body.The
Immigration Appeals Board considers appeals of decisions relating to immigration, including decisions on family reunification, decisions on permanent residence permits and decisions on administrative expulsion or refusal of entry made by the Danish Immigration Service in the first instance.
THE NATIONAL ACT OF MULTIPLE NATIONALITIES
In 2014, the Danish Parliament passed a bill amending the Nationality Act to allow for full access to
multiple nationalities. The law implies that Danish nationals who wish to acquire a foreign nationality may do so without losing their Danish citizenship. In this regard they do not need to take any
action in relation to the Danish authorities. Access to multiple nationalities is, however, not decided by Danish law alone. For a person to acquire multiple nationality this must be allowed in the
nationality laws of each of the states in which the person wishes to hold nationality.
THE INTEGRATION BAROMETER.DK
The Danish Ministry of Immigration and Integration provides the national Integration Barometer,
showing the development of integration on both a national and a local/municipal level from 9 different objectives focused on:
Employment and labour market integration
Education
Danish language
Citizenship
Equal treatment
Self-determination
Self-support
Vulnerable communities (ghettoes)
Criminality
The local/municipal barometers are especially focused on employment, education, Danish language, self-support, vulnerable communities and criminality.
CITIZENS´ SURVEY
Since 2012, the Ministry of Immigration and Integration each year conducts a nationwide Citizenship Survey among immigrants and descendants of non-Western origin, as well as people of Danish origin aged 18 and more. The participants must have lived in Denmark for at least three years

Healthy Diversity, Project No. 2015-1-UK01-KA202-013794
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to join the survey. Through the Citizenship Survey, data is being updated on four objectives from
the Integration Barometer: citizenship, equal treatment, self-determination and Danish language.
NATIONAL LEGAL FRAMEWORK IN TERMS OF DIVERSITY MANAGEMENT, EQUAL TREATMENT
AND ANTIDISCRIMINATION
(FOR INSTANCE LEGAL FRAMEWORK FOR EQUAL ACCESS TO WELFARE SERVICES):
LEGAL FRAMEWORK FOR EQUAL TREATMENT AND ANTI-DISCRIMINATION
Table 1 below sets out the Danish legal basis for equal treatment and anti-discrimination in relation to the protection. The overview includes the legislation directly related to discriminatory conditions and prohibitions. It does not include legislation that can indirectly be related to discrimination such as discrimination linked to decisions referring to the the Act on Active Employment. In
the table, the laws are categorized according to civil and criminal law. In addition, the laws are divided according to the jurisdiction of the courts and the equal treatment board.These laws represent the Danish right to justice, which at the present time ensures equal treatment and counteract
discrimination in relation to the protection of ethnicity and gender.
Table 1: Overview of legal framework for equal treatment and anti-discrimination
CIVIL LEGISLATION

The Act on non-discrimination on labour market etc.
The Act of Ethnic Equal Treatment
The Act of Aliens
The Act of Gender Equality
The Act of Equal Treatment of Men and Women as regards access to Employment
The Act of Equal Pay to Men and Women

CIRIMINAL LEGISLATION
The Act on non-discrimination on grounds of race etc.
The Criminal Code , the racism paragraph, § 266 b
The Criminal Code, on hatecrimes, § 81, no 6

The Act on non-discrimination on labour market etc.
The Act on non-discrimination on labour market etc. is one of the Danish equal treatment laws
that can be related to the EU directives. The Act originally aimed at protecting citizens against discrimination on the labor market because of race, colour, religion, political opinion, sexual orientation or national, social or ethnic origin. The Act applies to labor relations such as recruitment,
transfer and dismissal, promotion and other pay and working conditions.
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The Act of Ethnic Equal Treatment

he Act on Ethnic Equal Treatment aims at promoting equal treatment of all citizens irrespective of
racial or ethnic origin, thereby prohibiting discrimination on grounds of racial or ethnic origin in
social protection such as social security and healthcare, social benefits, education and access to
and delivery of goods and services including housing that are accessible to the public. Additionally,
prohibition of discrimination in relation to memberships and participation in organizations, etc.
The Act has an interface to the Act on non-discrimination on labour market and thus does not cover those matters.
The Act on non-discrimination on grounds of race etc.
The Racial Discrimination Act is punishable by criminal law and therefore contains provisions on
crimes. It is stated in the word of the law that it is a criminal offense to refuse to serve persons because of their race, colour, national or ethnic origin, belief or sexual orientation in the field of professional or non-profit activities.
The Criminal Code , the racism paragraph, § 266 b
Section 266b of the Criminal Code is aimed at the particular crimes of hatred consisting of hate
speech. The Racism Section is part of the chapter on peace and honour violations, and involves deliberate statements by which a group or person is threatened, perplexed or degraded as a result of
belonging to a particular race, colour, national or ethnic origin, belief or sexual orientation.
The Criminal Code, on hatecrimes, § 81, no 6
The Criminal Code §81, No. 6 deals with crimes taking place on behalf of the victim's race, colour,
national or ethnic origin, belief or sexual orientation. It is therefore considered to be an aggravating circumstance that crimes of hatred motives relate to one of these grounds of protection.
NATIONAL LEGAL FRAMEWORK IN TERMS OF PUBLIC HEALTHCARE SERVICES
(FOR INSTANCE LEGAL FRAMEWORK FOR ACCESS TO FREE MEDICAL CARE):
THE ACT OF HEALTH AND THE DANISH HEALTHCARE SYSTEM
The Act of Health regulates the responsibility for medical treatment, prevention and health promotion in the Danish health service. While the regions are responsible for treatment at hospitals, the
municipalities are responsible for large parts of the other healthcare activities, such as rehabilitation.

The Danish healthcare system is based on the principles of free and equal access to healthcare for
all citizens. The healthcare services are financed by general taxes. The Ministry of Health The Ministry of Health is responsible for establishing the overall framework for the provision of health and
elderly care. This includes legislation on the organisation and provision of health and elderly care
services, patients’ rights, healthcare professionals, hospitals and pharmacies, medicinal products,
vaccinations, maternity care and child healthcare. The legislation covers the tasks of the regions,
municipalities and other authorities within the area of health.
The 5 regions are responsible for hospital care, including emergency care, psychiatry, and for
health services provided by GPs and specialists in private practice. The regions organise health
services for their citizens according to regional needs, and the individual region may adjust servi-
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ces within the financial and national regulatory framework, enabling them to ensure the appropriate capacity. Moreover, the regions may refer patients to treatment abroad.
The 98 municipalities are responsible for a number of health and social services. Local health and
elderly care services include disease prevention and health promotion, rehabilitation outside hospital, home nursing, school health services, child dental treatment, child nursing, physiotherapy,
alcohol and drug abuse treatment, home care services, nursing homes, and other services for elderly people. In addition, municipalities co-finance regional rehabilitation services and training facilities
All residents in Denmark have access to the public healthcare system, and most services are provided free of charge. National legislation ensures that diagnosis and treatment are provided within
certain time limits and establishes a free choice of hospital for patients. A comprehensive set of
legal rights governs complaint procedures and compensation for injuries caused by services provided in the healthcare system. The right to treatment, diagnosis and free choice of hospital Citizens
in need of hospital care may, within certain limits, freely choose any public and some private hospitals. If the region cannot ensure that treatment will be initiated within 30 days, patients have
the right to a socalled ‘extended free choice of hospital’. This means that patients may choose to
go to a private hospital in Denmark or to a public or private hospital abroad. Patient Empowerment is about strengthening patients’ own resources and abilities with the aim of improving their
capacity to develop, control and apply their own resources. The mapping of patient experiences
also provides inputs to the work on quality improvement in the healthcare system. Every year,
250,000 patients are invited to participate in the National Survey of Patient Experience. The survey
is conducted on behalf of the five regions and gives hospitals the opportunity to receive systematic
feedback from their patients.
(Source: The Danish Ministry of Health: “Healthcare in Denmark – an overview”, 2017).
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Source: mhtconsult
OTHER RELEVANT LEGISLATION
THE ACTIVE SOCIAL POLICY ACT
The purpose of the act is to prevent people who are situated on the edge of the labour market and
have difficulties holding on to a job from needing public financial support. At the same time, the
act secures a financial safety net for people with no other means of supporting themselves. The
purpose of providing financial support is to make the recipient capable of supporting him- or herself. Among other things, the act concerns social security, activation and rehabilitation.

THE ACT ON SOCIAL SERVICES
According to the act, the municipalities may initiate or provide support for general offers with activating, rehabilitating and preventive purposes. The objective is to maintain and expand the citizen's ability to cope with herself/himself. Offers should contribute to the prevention of citizens'
health, ensure citizens' general well-being and counter social isolation, for example through participation in club work, tuition, study circles, etc.
The municipality may offer assistance in training and strengthening social, physical and mental
skills for citizens with support needs due to significant impaired physical or mental functioning or
due to special social problems, such as support for day-to-day management and managing everyday challenges in self-housing, housing etc. According to the legal framework, offers should
contribute to the citizen's ability to maintain a self-identity and achieve a daily structure with active life-expanding, social networks and rehabilitation.
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THE ACTIVE LABOUR MARKET POLICY AND THE ACT ON ACTIVE EMPLOYMENT
The primary purpose of active employment measures is to contribute to a well-functioning labour
market by assisting unemployed people to find work, to provide services to employers seeking labour or wishing to retain employees, and to support people with special needs, or a reduced ability to work, to find work. The Danish labour market policy has a huge impact on the general distribution and implementation of welfare services and influences both integration, equality means
and health issues, a.o. through some of the reforms and laws:
•
•
•
•
•
•
•
•

The Reform of the Disability Pension and Flexi-job Scheme
The Cash Benefit Reform
The Reform of the Sickness Benefit Scheme
The Employment Reform
Jobreform phase 1 - The agreement on social assistance (cash benefit)
Integration allowance
The State Reimbursement Reform
The Unemployment Benefit Reform

Some of the legal frames of special relevance for the healthy diversity perspective are described
below:
THE MUNICIPAL LEVEL – SPECIAL EMPLOYMENT EFFORTS
• The revalidation and pre-revalidation system aimed at citizens with limited work ability. Includes various activities such ability testing, in-the-job-training and formal education. Revalidation is built on economic support as specific revalidation benefits or general social benefits.
•

Interdisciplinary rehabilitation teams deal in all municipalities with individual cases focused
on citizens´ need and access to activities such as job clarification courses, specific resources
courses, flexible jobs and early retirement. The aim is to ensure that all relevant professional
skills are involved in the holistic assessment of needs and requirements for the individual citizen, who, in according to long-term sick leave, in no longer capable of maintaining the ordinary
labour market sickness benefit. Clarification courses and resources courses may be long-term
activities on special benefits.

•

Flex-jobs are specially organized jobs for citizens with permanent and significantly reduced
work ability, preventing them from ordinary job conditions in terms of working hours, job functions etc. Employers receive special subsidies calculated from the individual working agreement.

•

Resources courses are sometimes offered to citizens characterized by complex problems beyond availability, in risk of permanent unemployment and entitled to interdisciplinary and coherent resources courses to stabilize their mental, physical and social conditions.

THE MUNICIPAL LEVEL – PREVENTIVE AND SOCIAL EFFORTS FOR PATIENTS WITH TRAUMAS AND
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MENTAL VULNARABILITY
•
•
•
•
•
•

Psychologist support for early prevention
Family counselling and Pedagogical-Psychological counselling as early prevention efforts
Addiction treatment offers
Housing and housing support
Networking activities and drop-in centres
Emergency offers

The early retirement- and flexjob reform of 2013 plays an important role in terms of illness and
equal treatment. One of the focal points of the reform has been the past decade’s significant decrease in the average age for early retirees. One of the objectives of the reform is to break the increasing number of early retirees among young citizens and long-term receivers of social benefits
in the age groups under 40 years. Recently, a government commission (the Carsten Koch Committee) has recommended the strengthening of interdisciplinary collaborations between agents within the fields of employment, social services, and disability organizations etc. The idea is to develop
and implement a holistic approach in practice for citizens with special needs for clarification of
formal competences as well as targeted training programmes for concrete jobs combined with
psychosocial support.
In summary, the reform work in Denmark alongside with European objectives have increased the
need to develop and test new concepts and methods, which can promote job-oriented qualification and jobcreation especially for mentally vulnerable citizens – at the same time ensuring a
stronger base of competences among professionals within the employment efforts, in order to
create a greater professional insight, understanding and competence to meet and deal with the
target group’s special needs in relation to employment and training. Most recently some
municipalities har opfordret ministeren til at overveje revisioner af lovgivningen på baggrund af
konkrete sager, hvor borgere
During the 00s in Denmark, mental illness increasingly became a political issue and the permanent
funding possibilities increase significantly from 2008 to 2012 (though these have changed size
again since 2012). Also, the government appoints a committee on psychiatry. One of the committee’s tasks is to develop proposals on how the overall efforts for citizens with mental
illness/vulnerability are organized in the best possible way. The committee sets up a working
group in May 2012 with the mission to investigate the capacity and activity in all areas of the psychiatric efforts, including the work oriented efforts, plus the overall coherence of the different
programs and efforts related to psychiatry and mentally vulnerable citizens.
Since 2000, the municipalities in Denmark have been engaged in a series of changes in the efforts
towards people with mental illness/vulnerabilities. The focus is to develop a practice that supports
the individual's recovery process and avoids maintaining people in reliance on professional support systems.Thus, in psychiatry in Denmark we do work with user-participation and recovery
methods at several levels now. The levels contain both local and interdisciplinary initiatives, as
well as operating activities and development- and pilot projects. Some initiatives are in progress,
while others still await the initial start.
For example, as part of the user-participation strategy in the Capital Region of Denmark within
Psychiatry a school for recovery was established in 2015 – initially as one of the before mentioned
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pilot projects. The recovery school started to offer courses in Autumn 2015, and this initiative is
still in a ongoing process. Furthermore a strategy for user participation and cooperation was released in March 2014, titled: Towards user participation in psychiatry. The strategy shall ensure that
psychiatry on all institutional and organisational levels supports the citizen’s/user’s recovery process as best possibly. All in all, recovery as a methodology and approach to mental
illness/vulnerability - in both social, district-based and work oriented efforts within psychiatry - has
established a foothold in Denmark.
APPROX NUMBER AND PERCENTAGE OF RESIDENTS OF ETHNIC MINORITY ORIGIN:
In Denmark, inhabitants come from more than 200 countries. For many years, the largest group
were people of Turkish background. This pattern has changed during the last years. About two
thirds of all immigrants have retained their foreign citizenship. For the descendants, however, it is
the opposite. Here you have approx. two thirds of Danish citizenship.

20

Sources: Statistics Denmark

SOME KEY FIGURES ABOUT ETHNIC MINORITIES IN DENMARK
•

By 2017, immigrants and their descendants accounted for 13.3 pct of the population. Ethnic
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minorities from non-western countries make up almost 60 percent of all ethnic minorities. By
2017, most citizens immigrated from the United States, Romania, Germany and the United
Kingdom. Syrian citizens accounted for the highest rate in 2016, however, the number decreased in 2017.
•

With a share of 18.9 pct of the population, a relatively largest number of immigrants and descendants live in the Capital Region of Denmark. In comparation, immigrants and descendants
only account for 8.3 pct in the North Jutland region.

•

In the Municipality of Ishøj in the Capital Region, immigrants and descendants account for 38.4
pct of the population, thus being the municipality with the largest share.

•

There was a large increase in non-western immigrants employment from 1995 to 2008, after
which it has fallen again. With employment rates among 16-64-year-old non-western men and
women respectively. 53 pct. and 45 per cent. By 2015, levels are still below the levels of people
of Danish origin. During recent years the employment rate is going up again.

•

There are significant differences in the employment rate for immigrants. The employment is rather low among non-Westerne immigrants from Iraq, Lebanon, Somalia, and Syria, whereas the
employment rate among immigrants from Western countries such as the Netherlands, Germany and Lithuania is quite high.

•

Among 30-year-old non-Western descendants, 49 pct of men and 70 pct of women completed
a vocational qualification education. The corresponding proportions for 30-year-olds with Danish origin are respectively 73 pct and 81 pct.

•

In 2017, the proportion of 22-year youngsters in education is 52 pct among the male nonwestern descendants and 65 pct among the female non-Western descendants. These figures
are on approx the same level as among young people with Danish origins in the same age
group.

THE LARGEST ETHNIC MINORITY GROUPS – IMMIGRANTS AND DESCENDANTS:
Immigrants originating in Poland make up 39.070 people in 2017, thus making Poland the country
of origin with the largest immigrant population in Denmark. Syria has 33.616 immigrants and form
the second largest immigrant group in Denmark, while immigrants originating in Turkey are third
largest with 32.606 immigrants.
The picture changes significantly, when we look at the descendants. Close to one fifth of the descendants have Turkish origin and are clearly the largest group. Descendants with Lebanon and
Pakistan as their native country follow in the next two places with 8 percent respectively 6 percent.
Western countries
Poland

Immigrants
39.070
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Descendants
5.856
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Germany
Rumania
Norway
UK
Non-Western countries
Syria
Turkey
Iraq
Bosnia-Hercegovina
Iran
Lebanon
Pakistan
Somalia
Ex-Jugoslavia (rest)
Vietnam
Morocco

29.578
24.312
15.776
14.094
Immigrants
33.616
32.606
21.383
17.104
15.970

Sources: Statistics Denmark, (2017): “Migrants in Denmark 2017”,

Descendants
30.101
10.519
5.853
13.736
10.775
9.130
5.937
5.868
5.490

The number and national composition of immigrants and descendants is closely linked to the various epochs of immigration, where the primary drivers behind the immigration plays an important
role. As an example, immigrants from Turkey and Pakistan were in particular labour immigrants,
and consequently, their immigration is spread evenly over a long period of time.
Similarly, immigration from Poland and Romania has only grown significantly after the accession of
these countries to the EU and especially refers to labour immigration.
Immigrants from ex-Yugoslavia and Syria have primarily been refugees, thereby reflecting the acts
of war and persecution that have led to immigration. Thus, 66 percent of the Syrians came to DK in
2015-2016, and 70 percent of the refugees from Bosnia-Hercegovina arrived in 1995.

UK: LEGAL FRAMEWORK CONDITIONS FOR
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CULTURAL COMMUNICATION IN THE
HEALTHCARE SECTOR
NATIONAL LEGAL FRAMEWORK IN TERMS OF DIVERSITY MANAGEMENT, EQUAL TREATMENT
AND ANTIDISCRIMINATION
(FOR INSTANCE LEGAL FRAMEWORK FOR EQUAL ACCESS TO WELFARE SERVICES):
The Equality Delivery System (EDS2) for the NHS (National Health Service), is a tool designed to
help NHS organisations, in partnership with local stakeholders, to review and improve their performance for people with characteristics protected by the Equality Act 2010, and to support
them in meeting the Public Sector Equality Duty (PSED).
The Equality Act 2010 applies to everyone who provides a service to the public, whether or not
a charge is made for that service. It covers statutory, private, voluntary and community sector
organisations.
Everyone has the right to be treated with dignity and respect. The Act prohibits
discrimination on named grounds. These are “protected characteristics”. Protected
characteristics are age, disability, gender re-assignment, pregnancy and maternity, race, religion or belief,
sex and sexual orientation.
The Act requires public bodies and those carrying out public functions to have due regard to the
need to eliminate unlawful discrimination, advance equality of opportunity and foster good relations between people from different equality groups. This is called a public sector equality duty.
The equality duty is a duty on all public bodies and others carrying out public functions. It requires public bodies to take account of equality discrimination and good relations
between
protected groups in the way that they make policy, deliver services, buy goods and services and
employ people. Its purpose is to embed equality considerations into the day to day work of public authorities in order to counter discrimination and inequality at every level and to remove
institutional discrimination. It consists of general duties and specific duties.
The Act combines 9 separate pieces of ‘equality and discrimination' legislation into one simpler
and more effective law. The Act protects people or prevents discrimination on the grounds of:
•
•
•
•
•
•
•
•

Age
Disability
Gender reassignment
Marriage and civil partnership
Pregnancy and maternity
Race
Religion or belief
Sex and sexual orientation

The PSED requires public bodies to have due regard to the need to eliminate discrimination, advance equality of opportunity and foster good relations between different people when carrying
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out their activities. The Duty came into force across Great Britain on 5 April 2011. Public bodies
have to consider all individuals when carrying out their day-to-day work – in shaping policy, in
delivering services and in relation to their own employees.
General Duties
Public Bodies in all their operations must have due regard to the need to;
•
•
•

Eliminate unlawful discrimination, harassment and victimisation
Advance equality of opportunity between people from different (equality) groups
Foster good relations between people from different (equality) groups.

Having due regard means that a public body must consciously consider the aims of the general
duty in all its decision making, including:
•
•
•
•

The way it operates as an employer
The way that it develops, evaluates and reviews its policies
How it designs, delivers and evaluates its services
How it commissions and procures services from others.

In advancing equality of opportunity public bodies will need to consider:
•
•
•

Removing or minimising disadvantages experienced by people because of their protected
characteristics
Meeting the needs of people because of their protected characteristic
Encouraging people with protected characteristics to participate in public life

Specific Duties
The specific duties set out in more detail what a public authority needs to do in order to comply
with the general duty. Public authorities must prepare and publish their equality objective(s) at
least every four years starting no later than 6th April 2012 and publish
information to demonstrate its compliance with the general duty at least once a year.
In implementing the equality duty public bodies must ensure that people at every level in the
organisation understand the equality duty and how it works. They must actively
consider
equality in all aspects of their work.
NATIONAL LEGAL FRAMEWORK IN TERMS OF PUBLIC HEALTHCARE SERVICES
(FOR INSTANCE LEGAL FRAMEWORK FOR ACCESS TO FREE MEDICAL CARE):
The Health and Social Care Act 2012
• The health inequality duty is a general duty and commissioners are responsible for identifying health inequalities locally taking a ‘whole population’ approach.
•

The Health and Social Care Act 2012 conveys a legal duty on CCGs to reduce inequalities
in ability to access health services and outcomes achieved.
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•

“Publishing guidance or policies, or making decisions without demonstrating how you
have paid due regard to the Duty leaves the organisation open to legal challenge.”

Placing inequalities at the heart of the NHS. The Act enshrines in legislation for the first time,
explicit duties on the Secretary of State, NHS Commissioning Board and clinical commissioning
groups (CCGs) to have regard to the need to reduce inequalities in the benefits which can be obtained from health services. The duty on the Secretary of State extends to functions in relation
to both the NHS and public health. The duties on the Board and CCGs incorporate both access
to, and benefits from, healthcare services.
Clinically-led commissioning. The Act puts clinicians in charge of shaping services. A number of
CCGs key responsibilities are directly designed to help reduce health inequalities:
i.
Promoting integration
The Board and CCGs, will be responsible for promoting better integration of health
services with health, social care and other healthrelated services, where this would
improve service quality or reduce inequalities.
ii.
Quality reward
The NHS Commissioning Board will be able to reward CCGs for providing high quality
services, for improving outcomes and reducing inequalities. iii. No decision about me,
without me. The Board and CCGs will be required to involve the public in the planning of commissioning arrangements and proposals to change those arrangements
and decisions affecting them. 8. New innovative services. The Act enables providers –
including the independent and 3rd sector – to develop innovative services to tackle
complex problems such as health inequalities
Clinical Commissioning Groups: 14T Duties as to reducing inequalities.
• Each Clinical Commissioning Group must, in the exercise of its functions, have regard to the
need to –
• (a) reduce inequalities between patients with respect to their ability to access health services and,
• (b) reduce inequalities between patients with respect to the outcomes achieved for them by
the provision of health services.
• Section 23 (13Q) of NHS ACT 2006, as amended by HSCA 2012:
• (2) The Board must make arrangements to secure that individuals to whom the services are
being or may be provided are involved (whether by being consulted or provided with information in other ways)
The Care Quality Commission
In addition to the legislation in the UK we have the Care Quality Commission (CQC). The CQC
are an independent regulator of health and adult social care in England.
The CQC has set out new objectives for the next two years that focus on their regulatory role in
improving equality. Through their inspections, they will check that providers make personcentred care work for everyone, from all equality groups that use adult social care or mental
health inpatient services.
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They will also have a focus on reducing barriers and improving access to primary care for migrants, asylum seekers, Gypsies and Travellers, to help address their poor health outcomes. The
CQC will also look at how people in specific equality groups are supported on referral, transfer
between services - including adult social care services and health services - on discharge from
hospital and in primary care.
The objectives set out will also focus on leadership in health and social care services as there is a
strong link between equality for staff and quality care.
APPROX NUMBER AND PERCENTAGE OF RESIDENTS OF ETHNIC MINORITY ORIGIN:
England and Wales
The majority of the usual resident population, 48.2 million people (86.0 per cent of the population), reported their ethnic group as White in the 2011 Census. Within this ethnic group, White
British was the largest, with 45.1 million people (80.5 per cent), followed by Any Other
White1 with 2.5 million people (4.4 per cent).
Indian was the next largest ethnic group with 1.4 million people (2.5 per cent) followed by Pakistani (2.0 per cent).
Source : Office for National Statistics
Scotland
The overall population in Scotland is estimated at 5,295,000, with 96% (or 5,084,000 in numbers) reporting their ethnicity as White.
The size of the minority ethnic population in 2011 was just over 200,000 or 4% of the total
population of Scotland (based on the 2011 ethnicity classification).
The Asian population was the largest ethnic group (3% of the total population or 141, 000 people) Just over 1% (1.2% or 61,000) of the population recorded their ethnic group as White:
Polish.
THE LARGEST ETHNIC MINORITY GROUPS:
Please see Diagrams 1 and 2 below:

Diagram 1 - Ethnicity and National Identity in England and Wakes
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Source: Office for National Statistics

Diagram 2 - Diagram 1 - Ethnicity and National Identity in Scotland
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2011

% of Total Population

% of Minority Ethnic

Base

Population
(rounded estimate)
African

0.6

14

30,000

Asian/Asian Scottish/Asian British

2.7

67

141,000

Caribbean or Black

0.1

3

7,000

Mixed/Multiple ethnic groups

0.4

9

20,000

Other ethnic group

0.3

7

14,000

96.0

n/a

5,084,000

4.0

100

211,000

100

n/a

5,295,000

White
All Minority Ethnic Population
All Population

Source: Scottish Government Website
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FRANCE: LEGAL FRAMEWORK CONDITIONS
FOR EQUAL TREATMENT, DIVERSITY AND INTERCULTURAL COMMUNICATION IN THE
HEALTHCARE SECTOR
1) History of immigration in France from 1850 until today
The first immigration wave in the history of France started in 1830 during the industrial revolution. The country lives an intense economic development that requires a great need of labour force. In response, populations from rural areas are particularly called up. From 1821 to
1871, about 3.5 millions of people leave the countryside. Then, a majority of Belgians, Italians, Germans, Spanish and Swiss workers came and worked in difficult conditions. Between
1910 and 1911, roughly 30 000 Maghrebis, of which 5000 Algerians were called up from
French colonies to work in the metropolis.
The second immigration wave took place after WWI. More than 1.4 million French died, 1
million became disabled and the country needed to be rebuilt. As the measures taken in the
past, immigration appeared to be a solution to the decreasing birth rate and labour force.
Approximately 175 000 Algerian workers were called up between 1922 et 1924. France,
moreover, had become a land of asylum for refugees who were also necessary for the country,
the economy depending on the labour force provided by the immigration wave. Many Spanish
Republicans, Armenians and European Jewish moved in the country. Therefore, France had
become the first country of immigration in the world.
The third most important immigration wave occurred after WWII. Once again, France needed
to be rebuilt, birth rate and labour force were declining. Consequently, the recruitment of
foreign labour force had been increased. The number of Maghrebi workers raised considerably. The freedom of movement for Algerians is voted in 1962. In 1974, 711 000 Algerians, 260
000 Moroccans and 140 000 Tunisians are listed. In the same year, it is estimated that roughly
50% of immigrant workers are not qualified.
Furthermore, populations from French colonies had also been recruited during war times to
fight next to French soldiers. In 1870, many Algerians were called up to fight against the Prussians. During WWI, about 600 000 colonies inhabitants were called up, of which hundreds of
thousands of Senegalese infantrymen. Foreign soldiers enrolled in the French army are estimated up to 172 000 Algerians, 60 000 Tunisians, 37 000 Moroccans, 134 000 West
Africans, 43 000 Indochinese, 34 000 Madagascans. But the number of immigrants grow
during WWII: 150 000 Algerians, 47 Tunisians, 85 000 Moroccans and 113 000 West Africans
and West Indians fought in the name of France.
At the beginning of 1970, an economic crisis broke out. In 1974, the French government decided to close borders and control the migratory flow. That measure bears heavy consequences on destinations and type of migrants. Priorities are given to specific sectors of employment. From 1985, most of African nationals have to provide a French visa to come to
France. As a reason of these measures immigrants tend to settle in the country of immigration
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for a long time. In the same way, the family reunification policy of the 1970s contribute to
turn temporary migrations of single men into long-term stays. A short-term immigration
tends to become a long-term settlement. One direct consequence of these policy changes is
the feminisation of migration. Nowadays, 50% of international migrants are women.

2) The children of immigrants
The importance of the second and third generations of immigrants is almost a French distinctive feature compared to the rest of Europe. This characteristic is due to historical labour migrations and close ties with the ancient colonies.
Nine immigrant children out of ten feel they are French. Virtually all have the French nationality
(97%). They are more qualified and do a better living than their parents. However, these children of the second and third generations are not always considered as fully-fledged French citizens. They are less successful than French whom parents were born in the country.
Their educational background is difficult in France. They are 14% - compared to 4% for the
rest of the population - to estimate that they have been treated less well in school, especially
in guidance. Another observation is that 30% of the children of immigrants leave the school
system without diplomas or at best with the patent of the colleges
Children of migrants are more educated than their parents. Indeed, many students follow a
doctoral program. But there is still a paradox, many remain without a diploma: 38% of immigrants aged 30 to 49 years.
The figures increase to 29% for the children of African immigrants against 11% for the French
called "native". The descendants of immigrants from Africa are penalized in the labor market.
Those with the lowest qualifications are in precarious jobs. It is the workers who are seen on
the hardest work sites, women are "nannies" in the chic districts of the capital, they also clean
or keep the elderly.
Immigrants are twice as many to declare themselves to be victims of discrimination, in particular as a result of their origin and color. It should be remembered that this is the main cause
of discrimination in hiring, and the lack of social promotion. Today, 38% of the descendants of
immigrants are graduates of higher education, compared with 33% for their parents. Despite
this, these graduates are not better off. The latter have difficulty accessing the most skilled
jobs.
Current situation
In January 2014, immigration in France represented 7.7 million people, 11.6% of its population. France is the European country with the highest proportion of immigrants (1st and 2nd
generation) among those aged 25 to 54 (26.6%).
In 2015, 7.3 million people born in France have at least one immigrant parent.
-45% are children of immigrants of European origin (mainly from Italy, Portugal and Spain)
- 42% are children of African origin (15% from Algeria, 11% from Morocco, 5% from Tunisia
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and 11% from other African countries)
- 9% are children of immigrants of Asian origin.
Citizenship
In 2014, the annual flow of acquisitions of French nationality increased: 105,613 migrants obtained the French nationality. The acquisition of French nationality does not necessarily mean
renunciation of one's nationality. In 2008, it is estimated that one immigrant out of two between the ages of 18 and 50 turned French has retained his original nationality and therefore
has dual nationality.

In the European Union, in 2014 the countries of which citizens have obtained French nationality are
Portugal (3.3 thousand people), Romania (1.2 thousand) and Italy (0.6 thousand)
The other origins are: Morocco (16.7 thousand), Algeria (12.4 thousand) and Tunisia (5 thousand)

Nationality
In 2012, 43.2% of immigrants in France come from Africa, 36.8% from Europe, 14.4% from
Asia and 4.4% from Oceania. The country with the largest share of immigrants is Algeria
(13.1% or 748,000), followed by Morocco (12.1% or 693,000) and Portugal (10.5% or
599,000).
Work
The distribution by immigrant activity status is related to the age of the migratory waves:
Spaniards and Italians, aged, are frequently retired. Portuguese immigrants are younger,
therefore still actives. Their employment rate is very high, but just a few of them highly educated. Third-country nationals are less likely to be employed than other residents in France.
The employment rate is low among immigrants from the Maghreb and Turkey. On the other
hand, the share of unemployed persons coming from these countries is high. The same applies
to inactive but not retired people (housewives for example). The recent diversification of the
origins of immigrants has resulted in low shares of retirees for more recent origins (European
countries outside the EU, third countries outside the Maghreb and Turkey), but also by a high
proportion of students.
Asylum
The number of applications for asylum has increased substantially in 2016: 97300 as against
79914 in 2015. Of these 97300 applications, 70949 were not processed or received a negative
answer, i.e 27% of asylum applications 31% in 2015
Minorities
Immigrants are marked by a strong propensity for plurilingualism in childhood, more than the
majority (non-immigrant) population, on which a 2008 survey shows that one in ten residents
declare themselves to be multilingual, whereas 4 residents out of 10 among immigrants and 5
out of 10 in the second generation. This is particularly the case for immigrants from Africa,
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which can be explained, among other things, by the strong propensity to cohabit different
languages in African countries. In the first generation of migration, the country of origin has a
strong influence on whether or not they spoke French during their childhood: more than half
of the nationals of Algeria (53%) and Africa (66%) reported having spoken French in their
childhood, while those of Turkish and South-East Asia were the least likely to have spoken
French as a child (6% and 17% respectively). of them spoke French). In the second generation,
these differences fade, whatever the parents' country of origin, there are always more than
80% of the descendants of its nationals who spoke French during their childhood, except for
the descendants of nationals Turks, among whom only 59% of the members declared that
they spoke French during their childhood.
Women and immigration
In the conception of immigration that we have today in France, and even more generally in
Europe, the collective imagination tends to preview a man of European, African or Asian origin.
This vision persists since the great waves of extra-European migration, initiated by the industrial revolution. In France, the slowdown in population growth since the 18th century, combined with the need for labour, encouraged the immigration of workers from neighbouring
countries. Mainly Italian and Spanish, this migration rapidly evolved during and after the major
European conflicts of the 20th century, thus favouring the labour force from the French colonies in Africa and Asia.
The migration phenomenon was enlarged due to globalization, which largely contributed in
the rise of the migration flow with main purpose the job seeking. The new economic conditions
of globalization have created new migration flows because they produce great economic and
social inequalities. Women migrate by themselves’ towards the host country as active
economic subjects or as leaders of households’. This is in contradiction with the older dominant model of the male migrant, leader of the family responsible for everything necessary for
living. This independent and important presence of women in international migration with
sole purpose the job seeking, has become a dominant part of migration flows. In modern migration, there is no easy and legal entry in the work market of the host country, leading migrant women being occupied in illegal professions. Irregular migrant women in domestic and
care work seem to be tolerated by the authorities implementing these policies, while others,
especially those in the sex industry, are confronted with rigid controls and expulsion us there
is lack of information and accessibility to services and training programs to enhance their
education or have the opportunity to be taught an art, or even get counselling from a work advisor. As a result, they lack the professional, social and work abilities and knowledge. All these
lead to the need for creation of a complete guidance system with the involvement of all
members of interest. Τhere is clear evidence that the gender gap in social entrepreneurship is
smaller than the one in traditional, commercial entrepreneurship, because women are generally more altruistic and socially minded than men, and are more likely to fund or manage an
enterprise that has a social mission.
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Table 1 : The migrant population :
Migrants
% of migrants in the population

National 2016
11,6%1

Year regional
2013

Regional 2016
1
7,
9
%
2

% of female migrants in the
female population ( 2016)

5,8%3

2013

9,
2
%
4

3 largest migrant groups in % in the population(2012)

EU (34%),
Maghreb (29%),
Asia(14%)5

Age of male migrants (% 15-30, 30-45, 45
-60, more then 60)
(2014)

18 – 34 (60,5%),
35 – 64 (26,9%),
65 + (1,5%)6

Age of female migrants (% 15- 30, 3045, 45 – 60, more then
60) (2014)

18 – 34 (63,8%),
35 – 64 (24,6%),
65 + (1,9%)7

Educational level of male migrants (% of
max. mandatory school, % of middle
school, % of higher school level, % of
university) (2010)

No diploma (35%),
Middle (32%), High
(16%), University
(17%)

Educational level of female migrants (%
of max. mandatory school, % of middle
school, % of higher school level, % of
university)(2010)

No diploma (27%),
Middle (28%), High
(19%), University
(26%)

Employment rate of male
migrants (2016)
Employment rate of female
migrants (2016)
Unemployment rate of male
migrants (2014)

62,4%8
47,8%9
19,8%10

1 In 2014

2 Consulté sur : http://www.linternaute.com/ville/ile-de-france/region-11
3 Insee (2016), Tableaux de l'économie française, p.36-37

(Internet) disponible sur : https://www.insee.fr/fr/statistiques/1906669?sommaire=1906743
4 Ibid.
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5 Insee (2012), « Fiches thématiques: Population immigrée», dans Immigrés et descendants d'immigrés en
France - Insee Références , p.266
6 Ined (2014), « Flux d’immigration par sexe et âge en 2014 », disponible sur :

https://www.ined.fr/fr/tout-savoir-population/chiffres/france/flux-immigration/sexe-age/
7 Ibid.

8 Insee (2016), Tableaux de l'économie française, p.36-37

(Internet) disponible sur : https://www.insee.fr/fr/statistiques/1906669?sommaire=1906743
9 Ibid.

10 Enquête Emploi en Continu (EEC) de l’INSEE, déclinaison française de l’enquête européenne Labor Force
Survey (LFS). Données de 2011, disponibles depuis octobre 2012 Le taux d’activité est la proportion d’actifs

Table 2: Unemployment rate of female migrants, 2014
Unemployment rate of female
migrants(2014)
Net annual income (median)
migrants/not migrants(2013)

Poverty hazard (Quotas)
migrants/not migrants

19,0%
Standards of living of
migrants are 30% inferior those of nonmigrants in
France11
(1500/month for
someone in a migrant household;
2000/month for
non-migrant
household)
37,6% for migrants
against 14% average
in France12

% of migrants in the population: In 2014: 7.6 million = 11.6%
Insee (2016), Tables of the French economy, p.36-37
(Internet) available at: https://www.insee.fr/en/statistics/1906669?sommaire=1906743
% of migrant women in the female population: About 50% of immigrants is 5.8%
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Table 3 : Unemployment rate for migrant men and women

Table 4: Educational level of male and female migrants :

35
(personnes ayant un emploi et chômeurs) dans la population âgée de 15 à 64 ans. Le taux de chômage est la
proportion de chômeurs parmi les actifs. Est immigrée toute personne née étrangère à l’étranger. La population
des immigrés comprend donc des étrangers et des personnes ayant acquis la nationalité française. Est descendant d'immigré toute personne née en France ayant au moins un parent immigré. Le pays d'origine est le pays
de nationalité actuel, ou le pays de naissance en cas d'acquisition de la nationalité française.
11
12

https://www.inegalites.fr/Les-immigres-frappes-par-la-pauvrete-et-les-bas-revenus
https://www.inegalites.fr/Les-immigres-frappes-par-la-pauvrete-et-les-bas-revenus

Employment rate of migrant men: 62,4%

Insee (2016), Tableaux de l'économie française, p.36-37
(Internet) disponible sur : https://www.insee.fr/fr/statistiques/1906669?sommaire=1906743

Employment rate of migrant woman: 47,8%
Insee (2016), Tableaux de l'économie française, p.36-37
(Internet) disponible sur : https://www.insee.fr/fr/statistiques/1906669?sommaire=1906743

3 majority migrant groups in France:
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In 2008: European Union (34%), Maghreb (29%), Asia (14%). Insee (2012), "Fact sheets: Immigrant population", in Immigrants and descendants of immigrants in France - Insee Références, p.266
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ITALY: LEGAL FRAMEWORK CONDITIONS FOR
EQUAL TREATMENT, DIVERSITY AND INTERCULTURAL COMMUNICATION IN THE
HEALTHCARE SECTOR
NATIONAL LEGAL FRAMEWORK IN TERMS OF IMMIGRATION, REFUGEE RECEPTION AND INTEGRATION:
Italy has historically been an origin country of migration fluxes and the immigration phenomenon is a
rather recent one that was underestimated (and often ignored) by legislators until the late 90s. Today’s consistent immigration waves, which are mostly composed of asylum seekers heading to Europe
through the South-Mediterranean route, represent a new challenge to the country, often highlighting
the inadequacy of the reception’s legal framework. Inscribed in the broader context of the European
migration policies, the current national legal framework is mainly constituted by the “Security Package” law of 2008/2009, which came to integrate and modify the previous “Testo Unico” from 1998
and “Bossi-Fini” law from 2002. The T.U. was a first attempt to outline and systematize immigrants’
rights and duties in Italy, the following two are characterised by a rather restrictive approach, in an attempt to tackle illegal immigration and human trafficking (e.g. the introduction of the illegal entrance
and residence crime). Their provisions were mitigated by successive EU legislation and by Corte di Cassazione (Italian supreme court) rulings, especially for what concerns forced expulsions and repatriations.
Immigrants are allowed to stay on the Italian territory under acquisition of a residence permit. The
residence permit has a cost of 76.64€ 1 and is temporary (two or five years), it has to be periodically
renewed, and its duration depends on the situation of the migrant (whether he/she is working,
whether he/she has a permanent contract, whether he/she is a reunited family member, etc…). In addition to that, the permit renewal is also subject to some other conditions, such as potential declaration of inadmissibility from another Schengen area country, lack of housing and/or sufficient subsistance means as well as to the so-called “Accordo di Integrazione” (integration agreement). The integration agreement, introduced by the security package, constitutes a series of “specific inclusion
goals”, quantified in credits which are obtained with the participation to Italian language or civic education classes, to trainings, etc… The lack of credits can lead to the residency permit withdrawal or, in
some extreme cases, to the expulsion of the migrant. The Bossi-Fini law also created the “Sportello
Unico per l’Immigrazione”, a local entity located in prefectures to take care of the above-mentioned
matters. Under certain conditions, migrants are also eventually entitled to receive a long-term residence permit (permanent resident).
Asylum seekers are entitled to stay in dedicated reception facilities until the obtainment of the documents or the notification of a definitive rejection (it is possible to appeal the Court in case of first rejection). Such structures are either directly under control of the Ministry of Interior or are managed by
social cooperatives or private individuals (e.g. a hotel that is converted in a reception facility). In such
structures they are
1

http://www.integrazionemigranti.gov.it/normativa/procedureitalia/Pagine/Soggiorno.aspx
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The Italian citizenship is granted after ten years of residence in the country (five for people who is recognized the status of refugee), or upon having reached 18 years of age in the case of subjects born in
Italy by immigrant parents. In this regard, since 2017 the Italian Parliament has discussed a very controversial bill on the introduction of a mitigated form of ius soli for the attribution of the Italian nationality to childen of foreign-born citizens. On the other hand, in terms of acquisition the nationality
law is quite loose for non-Italian people having Italian origins.
In order to have a quick insight concerning the dimention of integration, it could be useful to refer to
the MIPEX index (Migrant Integration Policy Index), an interesting experiment to monitor some key indicators in various countries. The data optimistically classified Italy as a halfway/slightly favorable
country (same ranking as Denmark), with quite good scores in almost all the indicators 2. Nonetheless,
it is important to contextualize such figures, remarking the overall difficult economic conditions of the
country (e.g. high unemployment and public debt, housing problems and high poverty rate compared
to other EU countries).

38
NATIONAL LEGAL FRAMEWORK IN TERMS OF DIVERSITY MANAGEMENT, EQUAL TREATMENT AND
ANTIDISCRIMINATION:
Article 3 of the Italian Constitution states that all citizens have equal social dignity, without any distinction based on gender, race, language, religion, political opinions, or personal and social conditions 3.
The constitutional Court has stated that this is not to be intended as applicable only to those who are
in possession of the Italian citizenship, and in fact, according to the previously mentioned “Testo unico
sull’immigrazione” (the national Immigration Act), unless specifically otherwise stated by international
treaties or other national laws, legally residing immigrants enjoy the same civic rights as Italian citizens, and they can participate to local public life.
According to the T.U.’s dispositions, the immigrant has a right to receive communication concerning
entrance, residence, and expulsion, in a language he/she understands (or at least in English, French or
Spanish 4, as he/she prefers.
In addition to that, in 2003 5 The Ministry for Equal Opportunities instituted the National Office Against
2

http://www.mipex.eu/italy
https://www.senato.it/1025?sezione=118&articolo_numero_articolo=3
4
http://www.altalex.com/documents/codici-altalex/2014/04/09/testo-unico-sull-immigrazione#titolo1
3
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Racial Discrimination (UNAR), creating a contact centre for victims of discriminatory behaviours who
are offered legal advice and support. UNAR also investigates discriminatory episodes and promotes
positive action against discrimination. Lastly, in the attempt to create a bridge with the Institutions, in
different cities were established specific bodies collectively representing the minorities living on the
territory (e.g. the Committee of Cultures in the city of Palermo).
NATIONAL LEGAL FRAMEWORK IN TERMS OF PUBLIC HEALTHCARE SERVICES:
Article 32 of the Italian Constitution states that the Republic protects health as a fundamental individual right and community interest, and it guarantees free care to the needy 6.
Healthcare service in Italy is in fact based on a public system that was established in 1978 and is composed of hospitals, local healthcare centers, general family doctors (max 1500 patients per doctor),
specialist doctors, social assistance, and collective assistance units (workplace, public and environmental hygiene, food quality control). Healthcare tickets to access the services were introduced in 1989 as
a mean of direct financial contribution of the citizens to public health. They are income-based and citizens can be exempted under specific conditions (chronic illnesses, poverty or severe economic problems, disability, etc…).
Private structures can receive the accreditation in the national healthcare system and services are
provided just paying the ticket but no integration is now in place with private health schemes. Since
2001 the Italian NHS has gone through a greater regionalization, and such health federalism has lead
to strong inequalities between regions (with high economic and social impact).
In terms of target groups, besides Italian and EU citizens, regularly residing non EU immigrants (or
whose procedures for the residence permit are ongoing) have the duty to register to the National
Healthcare Service, and therefore receive equal treatment for what concerns the ticket. In addition to
that as healthcare is recognized as a fundamental right by the Italian Constitution, it is not denied to
irregular residents, who can access the NHS and receive a card for Temporarily Present Foreigners
(Straniero Temporaneamente Presente – STP code). The card has a six-months validity and can be renewed 7.
APPROX NUMBER AND PERCENTAGE OF RESIDENTS OF ETHNIC MINORITY ORIGIN:
At of January 1st 2017, the number of foreigners residing in Italy amounted to 5.498 million (i.e. 8.3%
of the total population)8 , whose 3.714.137 million are non-EU citizens. Italian citizens of ethnic minority origins instead were 1.150 million in 2016. The population pyramid below shows the 2016 figures
disaggregated by sex and nationality (Italian-foreigner). (National Institute of Statistics – ISTAT).

5

http://www.unar.it/unar/portal/?page_id=850
https://www.senato.it/1025?sezione=121&articolo_numero_articolo=32
7
http://www.dossierimmigrazione.it/docnews/file/2012_Handbook_Cap2.pdf
8
https://www.istat.it/it/files/2017/05/RA2017_cap3.pdf
6
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THE LARGEST ETHNIC MINORITY GROUPS:
Ethnic minority groups in Italy are unevenly distributed. The largest concentrations are to be found in
the northern part of the country, and different ethnic groups tend to concentrate in different regions.
At the national level the first ten foreign nationalities represent 62% of the total presence. The Romanian community equals 22% of th total foreign population and the most represented non-EU countries
are Morocco (454.817), Albania (441.838), China (318.975), Ucraine (234.066) and the Philippines
(162.469). However, it is to be kept in mind that these percentages vary from northern to southern
Italy.
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AUSTRIA: LEGAL FRAMEWORK CONDITIONS
FOR EQUAL TREATMENT, DIVERSITY AND INTERCULTURAL COMMUNICATION IN THE
HEALTHCARE SECTOR
NATIONAL LEGAL FRAMEWORK IN TERMS OF IMMIGRATION, REFUGEE RECEPTION AND INTEGRATION (FOR INSTANCE LEGAL FRAMEWORK FOR LANGUAGE EDUCATION):
Austria is a federal state composed of nine provinces on the basis of a parliamentary democracy.
The country joined the European Union in 1995. Currently approximately 8.21 million people live
in Austria.
Austria's population has become diverse in recent years (Ellmeier et al. 2000). According to the
2001 census, of Austria's 8.21 million inhabitants, more than 730,000 (app. 9%) were foreign residents, with more than 2/3 coming from the successor states of the former Yugoslavia and Turkey.
Transit migration:
Due to its geopolitical position in the middle of Europe, Austria was and has always been one of
the main receiving and transit countries for refugees fleeing communist regimes in Eastern and
Central Europe between 1945 and 1989, as well as 2015 fleeing war in Syria.
Labour migration:
Austria’s flexible immigration model the Red-White-Red Card offers qualified third-country workers and their family members a single permit for working and settling permanently in Austria (established in 2011).
Summarizing Austria's recent immigration policy, it can be said that policy has been characterized
by ambivalence, which is manifested in action that both welcome and restrict immigration. This
ambivalence was again fostered by the refugee crisis in 2015.
NATIONAL LEGAL FRAMEWORK IN TERMS OF DIVERSITY MANAGEMENT, EQUAL TREATMENT
AND ANTIDISCRIMINATION
(FOR INSTANCE LEGAL FRAMEWORK FOR EQUAL ACCESS TO WELFARE SERVICES):
In 2016 the Ministry for Internal Affairs published a Migration Strategy Paper, containing recommendations about the migrant population in terms of health care, education, security issues and
many more (available in English as well). Equal rights and equal treatment are promoted throughout the document.
State institutions in Austria - such as public hospitals - are expected to be neutral concerning diversity. From the perspective of religious affiliation, Austria is a prevalently Christian country. The
large majority of the population have a catholic background (Rosenberger 2005). The Austrian legal framework can be characterized as religion-friendly secularism, based on the general acceptance of diverse religious communities and the general idea of cooperation between state institutions and religious congregations.
All citizens should be treated equally irrespective of religion, background, status or belief when it
comes to fundamental rights, like health care, democratic participation and the like.
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NATIONAL LEGAL FRAMEWORK IN TERMS OF PUBLIC HEALTHCARE SERVICES
(FOR INSTANCE LEGAL FRAMEWORK FOR ACCESS TO FREE MEDICAL CARE):
Health insurance in Austria is linked to employment. Employees and their families are obligatorily
insured in the health insurance fund of their federal state or their company. If they wish, they may
additionally choose a private insurance (Wasem, Gress, & Okma, 2004) called “supplementary private health insurance”. In sum more than 99% of the Austrian population are insured in the federal health insurance system. Only about 32% of the population were additionally insured through a
private health insurance fund in 1999 (Badelt & Österle, 2001).
Among the 1%, who do not have insurance, there are specific minority groups, e.g. homeless people, but also asylum seekers and refugees without a cleared status.
Health and social inequalities can unfortunately also be observed in Austria although the Austrian
health care system has a good reputation, with inequalities noted especially for migrants, children,
people at risk of poverty or beneath the poverty line, long-term unemployed people and older
women.
APPROX NUMBER AND PERCENTAGE OF RESIDENTS OF ETHNIC MINORITY ORIGIN:
From the total population of 8.21 million app. 1.27 million are foreign nationals (Statistik Austria
2016).
App. 45.000 refugees applied for asylum in Austria in 2016.
App. 200.000 people of the Austrian population are registered as Muslim.
Austria is a small country with app. 8 million inhabitants and a strong neighbor (Germany) who
speaks the same language.
Main countries of origin of the foreign nationals are:
• Germany
• Serbia/Montenegro
• Turkey
• Bosnia/Herzegovina
• Romania
• Croatia
• Hungary
• Poland
• Afghanistan
THE LARGEST ETHNIC MINORITY GROUPS:
The largest ethnic minority groups in Austria are:
• Germans
• Serbs/Montenegrins
• Turks
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