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Migration is a crucial issue for public health, with currently nearly a quarter of a billion 

international migrants and more than three times this number of migrants moving within 

their home country.1,2 Migration is not a new phenomenon, but international and internal 

migration seems to be increasing, triggered by displacement of large numbers of people in 

low-income and middle-income countries due to conflict, natural disasters, people’s search 

for safety, and voluntary reasons such as economic opportunities.3 Although many internal 

migrants move for economic reasons, forced migration remains an important driver of 

population mobility with an estimated 40 million people internally displaced due to conflict 

and violence in 2015.4 Migration is shaping world events, with current political and public 

debates centring around the refugee crises in Europe and heavily heating up the presidential 

election campaign in the USA.5 A well considered and humane policy course offers 

extraordinary opportunities to make major gains in health and wellbeing for these 

populations. 

The mental and physical health effects of migration on individuals are many and varied. 

Health might be improved, for example, by moving to a region with a lower disease burden 

or where safety or financial opportunities are better than their country of origin. Or the 

effects might be substantially worsened by living and working in poor or substandard 

conditions or, at its extreme, by being trafficked for forced labour. Women and child migrants 

are at particular risk of sexual abuse and coercion, including sexual slavery in conflict, early 

forced marriage, and commercial sex trafficking. Migration can pose heightened risks for 

vulnerable groups, such as unaccompanied children and people with disabilities. Migrants, 

especially irregular migrants (people who do not have the required documentation under 

immigration regulations of the destination country), might experience many barriers to 



accessing health care—such as linguistic, cultural, fear of authorities, or from a poor 

understanding of the system or entitlements. It is also not unusual for people to be denied 

access to health care in high-income and middle-income countries on the basis of their 

immigration status and legal obstacles, such as the Immigration Act 2014 in the UK which 

introduced health surcharges for migrants.6 The UN’s Sustainable Development Goals7 have 

universal health coverage as a central element to tackle global health challenges. We might 

thus question why it is considered legitimate to block access to universal health care for 

migrants when this would be unthinkable for almost any other group of people? 

Migration also affects the host population, the population of origin, and future generations. 

Although evidence regularly indicates that the economic effects of migration on countries are 

positive, supporting safe and healthy migration also needs financial investments. The health-

care system might need additional resources or adaptations to manage large population 

changes. Turkey is home, so far, to 2·7 million Syrian refugees, representing 3·6% of its 

population.8 For the population where migrants come from, people’s mobility might have 

both positive and negative effects. Loss of healthy and well educated groups, including health-

care workers, can compromise the economy and resources for health, but this movement of 

people might be counterbalanced by remittances that return to the country. Lastly, migration 

can have intergenerational effects. Migrants tend to adopt the health profile of their host 

population, but differences in health can persist for generations through biological, social, 

cultural, and economic determinants. 

To explore the effects of migration on the health of individuals and populations, The Lancet 

and University College London’s Institute for Global Health are launching a joint UCL–Lancet 

Commission on Migration and Health. The Commission will provide evidence on current 

issues in migration and health, while concurrently attempting to improve data sources in ways 



that do not stigmatise individuals and to bring particular attention to the wider migrant health 

challenges, beyond the communities currently advocating for this issue. It will help crystallise 

understanding of the effects of migration on health in the many groups it affects, by taking a 

multidisciplinary approach including a historical, sociological, political, epidemiological, and 

anthropological perspective. The Commission will attract relevant stakeholders and bring 

together a range of actors, including those from global health and humanitarian medicine 

communities, to articulate evidence-based approaches to inform public discourse and policy, 

and identify areas for further research. Particular attention will be given to tackling the key 

issues that affect the health of migrants both in and between countries, and the necessary 

policy responses, to ensure the highest attainable standards of health and to synthesise 

lessons learnt from previous research and the work of the Commission.  

The Commission’s work will anticipate new policies arising from the changing political 

context and make evidence-based recommendations to improve such policies. It is our hope 

that the work of this Commission will provide the foundation for policy makers, advocates, 

international agencies, health-care systems, and communities to maximise the benefits and 

reduce the costs of migration on health locally and globally. A meeting of the commissioners, 

with support from the Wellcome Trust, will be convened in November, 2016, with a call for 

evidence from the wider migration and health community to be announced in due course. 
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