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ABSTRACT

Objectives In Germany, healthcare for people lacking
legal residency status and European Union citizens without
health insurance is often provided by non-governmental
organisations. Scientific studies assessing the situation

of the patients with chronic diseases in this context

are scarce. We aimed to characterise medical care for
chronically ill migrants without health insurance and
outline its possibilities and limitations from the treating
physicians’ perspective.

Design Qualitative semi-structured interviews; qualitative
content analysis.

Setting Organisations and facilities providing healthcare
for uninsured migrants: free clinics, medical practices and
public health services.

Participants 14 physicians working regularly in
healthcare for uninsured migrants.

Results Delayed contact to the healthcare system

was frequently addressed in the interviews. Care was
described as constrained by a scarcity of resources that
often impedes adequate treatment for many conditions,
most pronounced in the case of oncological diseases or
chronic viral infections (HIV, hepatitis). For other chronic
conditions such as cardiovascular diseases or diabetes,
some diagnostics and basic medications were described
as partially available, while management of complications
or rehabilitative measures are frequently unfeasible. For
the patients with mental health problems, attainability

of psychotherapeutic treatment is reported as severely
limited. Care is predominantly described as fragmented
with limitations to information flow and continuity.

Which level of care a patient receives appears to depend
markedly on the respective non-governmental organisation
and the individual commitment, subjective decisions and
personal connections of the treating physician.
Conclusions Restrictions in medical care for uninsured
migrants have even more impact on chronically ill patients.
Volunteer-based care often constitutes an inadequate
compensation for regular access to the healthcare system,
as it is strongly influenced by the limitation of its resources
and its arbitrariness.

INTRODUCTION

In the United Nations Covenant on Economic,
Social and Cultural Rights, 166 countries
have committed to ensure ‘the creation of
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Strengths and limitations of this study

» The comprehensive sample includes physicians
from major non-governmental organisations provid-
ing volunteer care, state public health services and a
number of purposively selected individual practices.

» (Qualitative methods allow for profound, detailed in-
sights into the care situation for a marginalised and
vulnerable patient population.

» Semi-structured interviews are well-suited to bal-
ance interviewees’ freedom to voice their views
and achieve a degree of comparability between
statements.

» Transferability of study results to other settings may
be limited, particularly due to divergent legal and fi-
nancial circumstances.

» As we did exclusively conduct provider interviews,
the patient perspective is only reflected by second-
hand accounts and remains to be explored in further
studies.

conditions which would assure to all medical
service and medical attention in the event
of sickness’,1 among them all nations of the
European Union (EU). However, many coun-
tries — including Germany — fall short of the
declared ambition of access to healthcare
for all. This is especially true in the case of
undocumented migrants.” The Platform
for International Cooperation on Undoc-
umented Migrants defines undocumented
migrants as ‘persons without residence
permit authorising them to regularly stay in
the country of destination’.” This includes
people who overstayed their visa, rejected
asylum seekers and people who entered the
country illegally.*

In Germany, the number of migrants
without legal residence permit was estimated
in 2014 to be between 180 000 and 520 000
people,” with an upward tendency.® Having
no legal status often leads to precarious
working and living conditions, agg;ravated by
fear of detection and deportation.’ Officially,
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healthcare for undocumented migrants is ascertained
by German asylum-seekers law, granting access to treat-
ment for acute or painful diseases.® As state institutions
are legally required to report people without legal resi-
dency status to immigration authorities, undocumented
migrants risk deportation if they contact social welfare
authorities to make use of their formal right to health-
care.” This is also the case with hospital emergency
department visits, as police may be contacted if migrants
cannot provide any identification."’

Non-governmental organisations (NGOs) and public
health services also report an increase of patients origi-
nating from the comparatively ‘new’ EU member states
Romania and Bulgaria, lacking access to health insurance
despite having right of residence." " EU citizens can enter
German health insurance only if they are employed or
entitled to welfare benefits, which does not apply in some
cases. These migrants often face economic precarity and
exclusion, despite their situation not being complicated
by a constant threat of being deported. It is important to
know in this context that the legal situation of EU citizens
in regard to healthcare entitlement has been made more
difficult by a number of recent legislative changes, like
for example a 2017 law excluding EU migrants without
employment and less than five years of domestic residence
from social welfare benefits, and thus from entitlement to
enter German statutory health insurance."*

In consequence, despite different legal contexts, both
undocumented migrants and EU citizens without health
insurance depend on parallel care structures in case of
illness, being denied access to regular healthcare. In
Berlin, state public health services only offer prenatal
care and treatment for tuberculosis and a number of
sexually transmitted infections (STI). All other medical
care for uninsured migrants is basically left to a number
of NGOs providing free clinics or arranging anonymous
consultations at volunteering general practitioner (GP)
and specialist practices. They are primarily funded by
donations.

This situation is considered especially deleterious for
chronically ill people: with financial and language issues
constituting further access barriers,"” these particularly
vulnerable patients may wait until there is no other
option before consulting any healthcare services at all.” '®
The term ‘chronic illness’ is used very differently in the
literature.'” The presence of the illness over a longer
period of time and the need for ongoing medical care
are commonly used defining features.'® ' Besides ‘classic’
chronic illnesses like diabetes mellitus or hypertension, a
number of communicable diseases (eg, HIV, hepatitis or
tuberculosis) and long-term or recurrent mental condi-
tions also fit these criteria. As care provision by NGOs
and volunteers is often fragmented and informal, corre-
sponding research is scarce. This study aims to shed a
light on the possibilities and limitations of medical care
for chronically ill, uninsured migrants in the metropol-
itan setting of Berlin, Germany. Concerning the concept
of ‘chronic illness’, we decided for a broad approach

considering all diseases requiring regular care for an
extended period of time.

METHODS

Study design, sampling and setting

Study design and results are reported in compli-
ance with the Standards for Reporting Qualitative
Research criteria.”’ Due to the exploratory nature of the
research question, a qualitative study design was chosen.
As a first step, it seemed prudent to evaluate care provi-
sion in interviews with providers in the volunteer care
system, as access to the patients is difficult and impeded
by language barriers. Our research team consisted of a
doctoral student (CL) and two GPs experienced in qual-
itative research (FH, CH). Qualitative semi-structured
interviews were conducted with physicians providing care
for uninsured migrants in the NGO system and govern-
ment public health services after compiling a comprehen-
sive list of such providers. One of the researchers (CL) was
able to provide valuable information about key organisa-
tions and structures of this parallel care sector, as she had
been volunteering for an NGO arranging medical consul-
tations for uninsured migrants and was also working in
social counselling for homeless EU citizens. Thus, we were
also able to get into contact with individual physicians’
practices involved in volunteer healthcare. Sampling of
interviewees was purposive, aimed at a heterogeneous
group of participants: we aimed to include GPs as well
as specialists, interviewees of female and male gender
and different age groups. However, this strategy could
be mainly applied to the physicians from individual prac-
tices, as these were contacted directly. NGOs and public
health services were contacted via e-mail and asked to
forward an information letter to their physicians, so we
had to rely on the organisations to approach their team
with the request to volunteer for the study. On the organ-
isation level, we strived to cover the whole spectrum of
NGOs engaged in local migrant healthcare. In addition to
organisations focusing explicitly at these patients, we also
included some purposefully selected clinics providing
care to the homeless, as we knew from our research of
the field and conversations with personal contacts that
a relevant number of uninsured migrants would consult
these for treatment, even if they were not homeless. The
response rate (proportion of inquiries resulting in inter-
views) was 57% (4/7) for organisations and 47% (8/17)
for individual practices. Reasons given for non-response
were ‘we do not treat a relevant number’ (two organisa-
tions, one practice) and ‘we do not have the capacities for
an interview’ (one organisation, two practices). Six prac-
tices did not provide an explanation.

The setting of metropolitan Berlin is deemed exem-
plary for other urban European contexts. With more
than 3.5 million inhabitants, Berlin is the most populated
city in Germany as well as its capital. Berlin’s per capita
gross domestic product ranges sub-average in national
comparison.”!
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Table 1

Examples of questions in the interview guideline (selected)

What does your work with uninsured migrants normally look like?

Please tell me about the last chronically ill patient who consulted you

Focuses » Country of origin and residency status

Disease(s)

>
>
» Necessary treatment
>

» Long-term perspective

Waiting time until seeking advice

Current treatment possibilities

Could you tell me about a chronically ill patient who remained a special memory for you?

Focuses

v

Disease(s)

Necessary treatment

Country of origin and residency status

>
» Waiting time until seeking advice
>
>

Current treatment possibilities

» Long-term perspective

Which chronic diseases do you frequently see in your work?

Focuses

» Non-communicable/communicable/mental

» Severity and stage of disease at presentation
» Differences in regard to insured patients

Do you experience any conflicts while working with uninsured migrants?

Focuses
» Conflicts with patients

» Conflicts with authorities

» Conflicts between necessities and possibilities of care

Data collection

Based on literature researc
interview guideline was developed (CL, FH, CH),
pre-tested and finalised after revision. Issues addressed
included status quo of medical care, reasons for consul-
tation, treatment options and barriers, influence of legal
status and solution strategies (table 1).

Interviews were centred at the interviewees’ personal
experience and opinion; any judgement of their testi-
monials was avoided meticulously. All interviews were
conducted by CL between February and September 2015
at the interviewees’ workplace, only the respective physi-
cian and the interviewer were present.

Demographic data and characteristics of NGO/prac-
tice were documented via separate questionnaire. Partici-
pants’ informed consent to audio-recording, storage and
pseudonymised analysis of the interviews was obtained.
After the interviews, notes on specific incidents, interview
atmosphere and difficult parts were taken; these were
used for contextualisation. Interviews were concluded
once no further new themes emerged.

713 15 16 .
h, a semi-structured

Data analysis
Interviews were audio-recorded and transcribed verbatim
using the software f4 transcript.”* During transcription,
interviewees were assigned codes for pseudonymisation,
personal or institutional identifiers were removed.
Quualitative content analysis based on the principles
of Mayring and Steigleder™ ** was performed. Content
analysis is especially suitable for describing and under-
standing social reality and was therefore favoured over

other possible approaches — like for example grounded
theory — focusing more on open exploration and theory
generation.” The category system was developed in a
combined inductive-deductive procedure. A first set of
deductive categories was based on themes derived from
scientific literature on the topic7 1510 and the theo-
retical framework that already influenced the interview
guide. Transcripts were then structured into segments
according to content in a first coding cycle, and a second
set of categories was derived from the material in an
inductive process.”* Part of the material was coded sepa-
rately by members of the research team (CL, FH, CH)
and subsequently discussed. Category sets were then
combined; the resulting system was reviewed for overlap
or ambiguity and revised. Subsequently, categories were
further compartmentalised into sub-categories according
to different manifestations of themes raised. Categories
were aimed to be mutually exclusive, unidimensional and
exhaustive.” A final coding guideline with anchor exam-
ples and demarcation rules was developed (see excerpt
in table 2). This was repeatedly reflected within the team,
controversial text passages were discussed. The whole of
the material was finally re-coded according to the coding
guideline.

Notes on context taken during the interviews proved
helpful in some instances for coding in cases of uncer-
tainty concerning the understanding of individual state-
ments, but in fact, this was not very frequently the case.
For quality assurance and in order to limit the conceiv-
able impact of presuppositions and implicit expectations
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Table 2 Example of the coding guideline

Category

Actual situation of care

1. Subcategory
Definition

Continuity of care

All statements regarding possibility/lack of possibility of continuous medical care,

with reasons (if stated)

2. Subcategory
Additional rule

Continuous care not possible

Continuous care possible

Also code here: statements concerning

lost contact with the patients

Anchor example

‘Usually, | see them maybe once again,
but not regularly.” (#3_26)

‘Our experience is really, that a lot of
people appreciate our offer, because they
know, we are here every Wednesday, and
the door is open and they can come back
again and again.’ (#1_50)

that might influence intelrpretation,27 the coding process
was regularly discussed in in-house qualitative methods
workshops that included researchers with different scien-
tific backgrounds. The majority of participants in these
regular sessions were not directly involved in the study,
thus complementing analysis with a supposedly more
impartial view on the material and the topic of volunteer
healthcare.

Main categories were ‘actual situation of care’, ‘influ-
encing factors’, ‘access to regular care’ and ‘solution
strategies’. For this paper, we focused mainly on the
‘actual situation’ and the ‘influencing factors’. Subcate-
gories were essential to organise the content and discern
patterns and focus areas. However, coverage of the entirety
of subcategories in the outline of results would have
negatively impacted readability. The subsequent results
presentation is consequently structured according to
categories of higher hierarchical levels, while subcatego-
ries implicitly guide focus and direction of the summary.
Quotations were translated into English from the original
German by CL and FH.

Patient and public involvement

Patients were not involved in the design and conduct of
the study. Participants were asked whether they would like
to receive a report on the study’s findings. Study results
will be disseminated to interviewees who desired such.

RESULTS

Participants and interviews

A total of 14 physicians were interviewed, five GPs and
nine with other specialties. Five of them worked for a free
clinic, eight in a medical practice, and one for the public
health service. Six of the physicians in medical practices
cooperated with an NGO that coordinates medical consul-
tations for uninsured migrants in volunteer practices, one
with public health services. Table 3 shows the character-
istics of the sample in detail. Average interview length
was ~4b min (minimum: 25 min, maximum: 60 min).

Actual situation of care
A majority of the interviewees emphasised that many
chronically ill, uninsured migrants seen in their facility
had not sought or received any medical care for a long
time. Complications and sequelae of chronic diseases
were commonly seen. The scope of healthcare that could
be provided varied widely between different free clinics
and medical practices, depending on various determi-
nants. Besides organisational and financial issues, type of
disease emerged as an important distinguishing factor.
Interviewees reported that basic diagnostic investiga-
tions for cardiovascular diseases like an ECG or labora-
tory testing could be performed in a substantial number
of facilities. Some specialist practices could even offer
long-term ECG or blood-pressure monitoring. While
most physicians stated that long-term treatment with
cardiovascular medications was possible, some described
important limitations, like necessity to change medi-
cations depending on availability or not being able to
provide platelet aggregation inhibitors regularly for finan-
cial reasons. Surgical interventions were mostly limited to
emergencies:

However, there are diseases, where you know, it will inevi-
tably happen, if nothing is done somehow preventively, for
example bypass surgery [...] and the patient slowly gets an-
gina pectoris, and in this case it’s not an emergency [...].
And in the end, there is no treatment, because nobody can
pay forit. (#2_61) GP, free clinic

For diabetic patients, most doctors stated that they were
able to offer blood glucose and haemoglobin Alc meas-
urements and treatment with oral antidiabetics. Only one
physician described the provision of long-term insulin
therapy as possible within the structures of his NGO. Care
for the patients with advanced diabetes complications was
also difficult for lack of access to therapeutical appliances
and measures of rehabilitation.

Testing for STI (including HIV, hepatitis B and C) and
tuberculosis is provided by public health services, and
doctors reported to frequently refer such patients there.
However, STI treatment in these governmentfinanced
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Table 3 Characteristics of participating physicians

Type of facility Medical practices

Free clinics*

Public health service

Medical specialties Infectiologist

2 GPst
GP/Psychotherapistt
Cardiologistt
Pulmonologistt

Neurologistf
Gender

F 4
M
Age range
20-30
30-40
40-50
50-60
60-70
70-80
Years of work with uninsured
migrants
Mean 8.6

Median 5
Range 2-23

w

ONNDNO =

GP/Radiologist Gynaecologist
2 Internists Pulmonologistt
Surgeon

GP

1 2

4 0

0 0

1 1

0 1

2 0

0 0

1 0

3.4 1.5

1 1.5

1-11 1-2

*Name of NGO/affiliation of clinics not listed for reasons of data protection and anonymity.

TCooperation with coordinating NGO.
FMedical practice, cooperation with public health services.
GP, general practitioner; NGO, non-governmental organisation.

clinics is limited to short-term therapy (eg, antibiotic).
Long-term treatment for HIV or hepatitis B and C was
predominantly described as not feasible:

With those drugs for HIV or hepatitis, they are so horren-
dously expensive. Sure, from time to time, I have some drugs
in my locker, which a patient was prescribed, but then didn’t
take, and when you have such drugs, you can of course
use them, but this is only for a month or two, and that is
quite unsatisfactory. (#11_49) Infectiologist, medical
practice

The situation for tuberculosis care was pictured as
different: treatment and care for concomitant illnesses
are covered by public health services until the disease is
under control.

Not all doctors had firsthand experience with unin-
sured patients with oncological diseases, but those who
did described them as frequently presenting in advanced
stages:

Like for example, this Vietnamese woman, who came here,
and spat blood, and I did an ultrasound and the liver me-
tastases already jumped out at me, and at first we didn’t
know what to do. (#2_51) GP, free clinic

As all treatment options for oncological diseases are
expensive, most doctors described cancer treatment in
uninsured patients as virtually impossible. An option of
last resort mentioned by some interviewees was to support

the patients in applying for a temporary residence permit
for humanitarian reasons.

None of the interviewees was a psychiatrist, only one
GP had a psychotherapy specialisation. Some physicians
described that they would usually try to refer the patients
with severe mental health problems to psychiatrists person-
ally known to them. In case of a specialist prescription, a
few of the NGOs had the policy to hand out respective
psychopharmacological medications. Psychotherapeutic
care was more difficult to realise, with language barriers
posing additional challenges. The interviewed psycho-
therapist described the difficulties in treating illegalised
patients with post-traumatic stress disorder (PTSD):

The treatment of people with PTSD in such a bad legal sit-
uation is always a bit like squaring the circle, because the
actual aim is to understand that the horrors are over, but life
goes on [...]. However, in fact, this is not true at all, when
you always think, have to think, that you will be deported.
(#13_26) GP, Psychotherapist, medical practice

Fragmentation and lack of continuity of care

Coordinated care involving more than one medical
specialty was frequently outlined as difficult. As
the patients did often not bring along any informa-
tion about preceding treatments and language barriers
impeded detailed history taking, making contact with
colleagues involved in previous care was described as
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tough. For the same reasons, physicians often were not
informed about the results of later consultations else-
where. Arranging hospitalisations, especially in non-emer-
gency situations, often required a functioning network
of personal contacts and was described as frequently
time-consuming and frustrating.

Then I sent him, with desperately sad letters to the dear col-
leagues in the hospitals, begging on my knees, to admit this
man and perform some investigations, him being a man of
34 years with blood pressure levels of 200 [...]. Horrible.
(#5_125) Surgeon, free clinic

Most of the specialists and some of the GPs in indi-
vidual medical practices reported seeing a majority of
their uninsured patients only once.

Many actually don’t return, I know, they are chronically
ul, regularly in need of something, but I don’t know exactly
where they go afterwards. (#9_19) GP, medical practice

Physicians from the free clinics reported seeing a
number of their chronically ill patients regularly in their
institution, especially for repeat prescriptions. However,
as the physicians usually worked on a voluntary hourly
basis in their spare time, the patients commonly would
not meet the same doctor again.

Influence of physicians’ views and commitment

Some interviewees stressed that especially chronically ill,
uninsured patients remain in constant dependency to
the respective NGO and their physicians, as they are not
legally entitled to a certain level of care. It was mentioned
in this context that the care they receive frequently
depended on subjective decisions, influenced by the
personal ethical stance of the individual doctor.

They notice, when they come repeatedly with chronic diseases,
that every single physician here has his own ethical views
about how to proceed. And from one they get more, from an-
other one they get less. (#4_91) Internist, free clinic

Furthermore, the interviews showed noticeable differ-
ences in physicians’ respective dedication to search for
solutions in situations without clear, easy options. This is
illustrated by three cases of the patients with breast cancer
related by different interviewees; two of them concluded
that — while frustrating — there was nothing they could do,
as this quote shows exemplarily:

There was a woman, she was from Bulgaria, she had a big
breast tumour. And she had been to different hospitals and
did not get surgery, because costs were not covered. I had to
send her away, too. She was practically discharged without
treatment. (#14_42) GP, free clinic

For a similar constellation, another physician however
described a much more elaborate approach:

We have a Bulgarian patient at the moment, in her late for-
ties, who has a breast carcinoma. [...] We sent her directly to
a hospital, to a breast centre. There she was seen, even had

a biopsy. [...] we would have liked to enable an operation
here, but this failed due to the costs. So now we organise for
her to go back to Bulgaria with support, we pay the outstand-
ing premiums for the health insurance there [...] and we try
to contact a hospital in Bulgaria [...] (#8_15) Internist,
free clinic

These portrayals show that care in individual cases
may not only depend on the commitment of the treating
physician, but also on her or his personal network of
contacts to colleagues, hospitals, social workers, etc. In
volunteer structures with limited resources, physicians
are constantly forced to make decisions that may chal-
lenge their professional ethics.

Managing scarcity is hard to bear [...] this weighs quite
heavily, and causes frustration. (#14_92) GP, free clinic

I think it would be utterly important to initiate a public
debate — or make it clear somehow — what many physicians
and health workers do on a voluntarily basis, to make a
situation bearable, that is actually not bearable. (#1_105)
GP, medical practice

DISCUSSION

Summary of findings

The interviews paint a differentiated picture of medical
care for chronically ill, uninsured migrants in the NGO
system. Physicians described care as limited by a scarcity
of resources that often impedes adequate management
of many conditions. Care was predominantly experienced
as fragmented and difficult to coordinate with limitations
to information flow and care continuity. Which level of
care a patient receives seems to depend markedly on the
respective NGO, the individual commitment, subjective
decisions and personal connections of the treating physi-
cian. Physicians face a multitude of ethical dilemmas.

Strengths and weaknesses
This qualitative study illuminates the current care situa-
tion in a parallel care sector characterised by precarity
and informal structures. It specifically explores the possi-
bilities and limitations of medical care for chronically ill,
uninsured migrants in the setting of an EU metropolis.
Some important limitations apply: First, qualitative
research can never claim representativeness in a statis-
tical sense, as samples are small and non-probabilistic.
However, as its purpose is to explore and explain rather
than to quantify, it is the adequate method to approach a
setting often ignored by health services research, as it exists
‘in the shadows’ of regular healthcare. As not all organisa-
tions approached agreed to participate in our study, there
remains a certain caveat in regard to representativeness
of the field. Additionally, as individual physicians were
sampled purposively, the distribution of medical special-
ties in our sample does very likely not represent the actual
proportions of the disciplines of volunteer providers;
sampling was rather aimed at displaying the variety of
specialties involved and capturing a large spectrum of
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perspectives. There might also be physicians or networks
active in volunteer healthcare that are not known to us,
as this is not an official or regulated care sector. However,
we are confident to have achieved a meaningful sample
including both physicians from major NGOs active in
uninsured migrant healthcare in Berlin, and also a rele-
vant spectrum of potential interview partners on the side
of individual volunteer providers. Nevertheless, it would
be important to complement the physicians’ view by the
patients’ perspective in a future study.

Transferability to other healthcare systems might be
another issue of concern.”® However, as Germany is by no
means the only high-income country that denies undocu-
mented migrants access to — even minimum — healthcare,*
physicians in other settings will face similar challenges.*

Results in context

The majority of international literature discussed in the
following sections focuses on undocumented migrants, as
the situation of a growing number of people with legal
residency status depending on volunteer-based health-
care is a relatively new phenomenon, resulting from EU
enlargement regulations. It was notable that our inter-
viewees did usually not distinguish between uninsured
and undocumented migrants. Physicians often stated
that they did frequently not ask their patients for detailed
information about their status or background at all, as it
would not have influenced their treatment in the volun-
teer setting. However, in some individual cases related
in the interviews and presented in the results section
of this paper, legal situation was of implicit importance
for the care options and outcome, as the example of
the Bulgarian cancer patient who could finally achieve
insurance status in her country of origin shows. On the
other hand, fear of deportation as a complicating factor
is special to the situation of migrants without official resi-
dency status. As might be expected, interviews insinuated
that EU citizenship offers more legal leeway for arranging
adequate care in some circumstances, but distinctions
in residency status were not explicitly voiced as a central
influencing factor for care provision.

General limitations in care described by our inter-
viewees are in line with preceding studies on medical care
for undocumented migrants that have outlined an overall
reduced care quality in a variety of settings. Late presen-
tation,7 16 insufficient and inadequate care,30 lack of conti-
nuity,”! ** limited availability of medication,'® complexity
of health problems'” and communication barriers" * are
frequently discussed as important influencing factors and
likewise reflected in the statements of our interviewees.

Concerning chronic cardiovascular care, a recent study
from the Netherlands™ comparing GPs’ practice records
of undocumented and documented migrants found
that undocumented migrants would consult the GP less
frequently, while no difference in medication prescrip-
tion could be seen. Whereas a direct comparison between
this quantitative data and our results is not viable, it is
nevertheless interesting that our interviews suggest a

more problematic supply for the German setting. The
Netherlands, however, grant undocumented migrants a
statutory right to basic healthcare, financed by a fund.”
We could not identify any other studies that have specif-
ically evaluated the question of cardiovascular care in
comparable patient populations.

For diabetes, the problematic constellation of being
undocumented and dependent on regular insulin has
been thematised previously for the German care envi-
ronment.'® Correspondingly, research from the USA
indicated that undocumented migrants with diabetes are
less likely to regularly see a doctor compared with docu-
mented migrants.”* Facilitating access has been shown to
improve health outcomes: a study conducted in two immi-
gration ‘sanctuary’ areas (San Francisco Bay; Chicago)
showed no differences in clinical outcome and health-
care experiences of undocumented and documented
migrants with diabetes.”® This corresponds to findings
from a retrospective study in a public hospital in Geneva,
Switzerland, enforcing health-equity policies.™

Research on uninsured migrants with oncological
diseases is scarce. Few case reports from the USA describe
the practical and ethical difficulties in end-of-life care for
undocumented cancer patients: access limited to acute
crises, inaccessibility of hospices and lack of advanced
care planning.” ™ A retrospective analysis of data from
a US safety net hospital showed undocumented Hispanic
women with breast cancer presenting at a younger age
and with more advanced stages of disease. However, in
this study, being undocumented was not associated with
increased mortality, which might be explained by the
fact that these patients had access to all necessary cancer
treatment, which markedly differs from the situation of
our setting.* Applying for a temporary residency status
for humanitarian reasons in case of severe illness to gain
access to medical care was mentioned by some of our
interviewees as an option of last resort. A corresponding
case has been discussed by Castaneda. However, she
describes that the patient was eventually deported after
improvement, even though follow-up treatment was not
secured in his country of origin.*!

While many studies thematise communicable disease
incidence in populations of undocumented migrants,****
there is few research on treatment options. As German
public health services are obligated by law to treat people
with tuberculosis,** most of the interviewed physicians in
our study reported to usually refer respective patients to
these institutions. The special situation of tuberculosis
care being accessible to undocumented migrants applies
as well for many other countries.” However, these regu-
lations are rooted in epidemic control and not based
on humanitarian reasons. Concerning other chronic
infections, none of the interviewed physicians was able
to offer long-term antiretroviral therapy (ART) for HIV
positive patients. Germany is one of 14 EU member states
without access to ART for undocumented migrants,*
even though early treatment is effective for reducing
HIV transmission, morbidity and mortality."” ** Antiviral
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therapy for hepatitis is likewise impeded by the required
high expenditure.

Existing literature suggests that many undocumented
migrants suffer from mental health problems,” ** often
related to fear of deportation and precarious living condi-
tions.” '* % Conversely, specific services providing mental
healthcare for undocumented migrants are relatively
rare.”! The finding of medication-based treatment being
easier to achieve than psychotherapeutic treatment was
likewise described by the Castaieda study.'® A study from
the Netherlands also found that undocumented people
were referred significantly more often to psychiatrists
than psychologists, probably because psychologists would
not receive any reimbursement for conceivable psycho-
therapeutic care.”® For Greece, problems with drug
prescription and referrals to mental health institutions
due to lack of reimbursement were also described.” Both
studies mention low consultation rates, frequent presen-
tation of mental illness with somatic symptoms and lack of
trust as additional barriers.” >

Concerning the dependencies on the respective care
provider, a systematic review of qualitative research on
rationing strategies in healthcare has summarised how
context-, physician- and patient-related factors influence
decision making.”* Ethnographic research has pointed
out how clinical experiences, medical training and
narratives on migrant patients additionally influence the
physicians’ attitudes towards their patients.”” In volun-
tary medical care, limitation of resources is much more
severe: physicians are obliged to decide how to ration
the care they are providing.* Therefore, the influence
of the physicians’ attitude, personal resources and rela-
tion to the patient is more pronounced than in regular
medical care for insured people. While some of the inter-
viewed physicians struggled to fulfil both their patients’
needs and their own professional and ethical aspirations,
constantly trying to overcome the limitations of the
setting, others were more accepting of these limitations.
The dependency of uninsured migrants on their indi-
vidual physicians’ sense of responsibility and the arbitrari-
ness of decisions in settings based on humanitarianism
rather than entitlement has been discussed in the context
of medical anthropology.”®®” Our study thus illustrates the
magnitude of the resulting differences in medical care.

CONCLUSIONS

Our results show that volunteer-based healthcare for
chronically ill patients — even though it might momen-
tarily alleviate the situation — constitutes only an inad-
equate substitute for regular access to the healthcare
system, being strongly influenced by limitation of
resources and a high level of arbitrariness. Shifting the
responsibility to NGOs rather than enabling access to
regular healthcare puts the patients’ health at risk and
creates conflicting situations for the treating physicians.
In Germany, the situation is more likely to further escalate
than to improve, as new legislation — especially regarding

EU citizens — excludes even more people from the regular
care system.'* Ameliorating this situation is a political task
that seems overdue, not only from a human rights point

of view, but also from a scientific perspective, as study
results from other countries® ***® indicate that enabling

regular access to healthcare constitutes an important step
towards ultimately improving health for undocumented
migrants and those without health insurance.
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