
 

 

 

 

 

 

 

University of Southern Denmark

Palliative Care Utilization Among Non-Western Migrants in Europe

A Systematic Review
Shabnam, Jahan; Timm, Helle Ussing; Nielsen, Dorthe Susanne; Raunkiaer, Mette

Published in:
Journal of Immigrant and Minority Health

DOI:
10.1007/s10903-021-01302-8

Publication date:
2022

Document version:
Accepted manuscript

Citation for pulished version (APA):
Shabnam, J., Timm, H. U., Nielsen, D. S., & Raunkiaer, M. (2022). Palliative Care Utilization Among Non-
Western Migrants in Europe: A Systematic Review. Journal of Immigrant and Minority Health, 24(1), 237-255.
https://doi.org/10.1007/s10903-021-01302-8

Go to publication entry in University of Southern Denmark's Research Portal

Terms of use
This work is brought to you by the University of Southern Denmark.
Unless otherwise specified it has been shared according to the terms for self-archiving.
If no other license is stated, these terms apply:

            • You may download this work for personal use only.
            • You may not further distribute the material or use it for any profit-making activity or commercial gain
            • You may freely distribute the URL identifying this open access version
If you believe that this document breaches copyright please contact us providing details and we will investigate your claim.
Please direct all enquiries to puresupport@bib.sdu.dk

Download date: 11. Jan. 2025

https://doi.org/10.1007/s10903-021-01302-8
https://doi.org/10.1007/s10903-021-01302-8
https://portal.findresearcher.sdu.dk/en/publications/e3f18b3b-b97d-48c3-94a8-0e5add6ecf33


1 
 

Palliative care utilization among non-western migrants in Europe: A 

systematic review 

 

Introduction  

International migration is increasing globally, with an estimated 272 million people (3.5% 

of the total world population) living outside their country of origin [1]. Since the Second 

World War, the continent of Europe has become more ethnically and culturally diverse 

[2]. In 2019, 21.8 million people (4.9 % of the total population) living in Europe were 

born elsewhere [3]. As a result, the European healthcare system is serving an increasingly 

diverse population of patients [4]. All migrants in Europe have the right to equal access 

to health services from prevention to treatment, rehabilitation and palliative care (PC) 

without discrimination. This common goal of the continent towards provision of PC 

among migrants motivated our search to be conducted within  Europe [5, 6].  Since 

palliative care is multidimensional, multiple settings including home, hospitals, long-

term care facilities, cancer centers, and hospices are involved in the provision of care [7].    

In Europe, migrants are defined diversely within several categories, including labour 

migrants, refugees and asylum seekers, family members of existing migrants, victims of 

trafficking, and returnees [4, 8]. In this review the term ‘migrants’ will be used as an 

overarching term inclusive of refugees, asylum seekers and other migrants [4] (table 1). 

Due to different welfare systems within Europe, the right to access health care varies 

according to the migration status of the migrant. Within Europe, for example, 

undocumented migrants have the right to access free of charge, more than emergency care 

in five countries, only emergency care in twelve countries and only first aid in ten 
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countries [9]. It is anticipated that legal aspects of migration status can influence access 

to and provision of palliative care among various migrant groups within Europe [10]. 

Although in this review non-western migrants will be named as a common group, they 

represent a variety of languages, religions and cultures originating from different 

continents of the world [11]. Migrants will not be categorized according 1st generation or 

2nd generation migrants in this review.  

The process of migration often leads to health problems among migrants [12]. Moreover, 

it has been documented that life threatening and chronic disease burden is highest among 

ethnic groups, especially among non-western migrants [13-15]. Furthermore, non-

western migrants have a tendency for lower utilization of hospice and PC at the end-of-

life (EOL) [16-20]. The lower utilization of PC among non-western migrants living in 

Europe could be explained by significant differences in spirituality, culture and religious 

beliefs emanating from the country of origin [21, 22]. 

Empirical research on non-western migrants’ PC has been conducted within national 

contexts [19, 23]; however, we did not find a systematic review on current practice, 

facilitators and barriers of utilizing PC services among the non-western migrant 

population living in Europe. Therefore, this systematic review was conducted to 

systematically summarize and present the available published European literature on 

utilizing PC services among non-western migrant population living in Europe. 
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Aim 

The aim of this systematic review was to identify and describe the European evidence on 

opportunities and barriers to access and utilization of PC among non- western migrants. 

Methods  

The review was conducted in accordance with the Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses (PRISMA) guidelines for systematic reviews. 

The review is registered in PROSPERO, reference number CRD42020193651, an 

international prospective register of systematic reviews.  

Inclusion and exclusion criteria 

Study selection criteria are presented in table 2.  

Three articles did not clearly state the ethnic background of the migrants [24-26]. Hence, 

emails were sent to the corresponding authors to obtain this. One author did not reply and 

two others confirmed that they had not asked the relevant professionals about the 

demographics of the migrants; still they stated that it would likely be the same group of 

migrants as in this systematic review [24, 25]. All three articles were included.    

Search strategy 

An electronic search was conducted on the 22nd of June 2020. Prior to the search, a 

librarian was consulted to review the search strategy. The primary databases used were: 

Medline, Embase, PsycInfo and CINAHL. Furthermore, manual searches of the reference 

lists of identified articles were performed, and through citation tracking in Google 

Scholar.  
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All documents were considered for relevance based on titles and abstracts. When the 

information was not sufficient to decide on inclusion or exclusion, the full text was 

evaluated. EndNote was used to keep track of the selected literature and to remove 

duplicates. Table 3 shows the search words with number of results obtained.   

Quality appraisal 

Each of the included studies was evaluated for methodological quality by first author 

based on a tool developed by Hawker [27], which assesses the quality of heterogeneous 

study designs. Confusions and uncertainties were continuously discussed with last author. 

The tool is scored on ten areas ranging from 1 (very poor) to 4 (very good). Components 

of the scale were: 1. title and abstract, 2. introduction and aims, 3. method and data, 4. 

sampling, 5. data analysis, 6. ethics, 7. bias, 8. results, 9. transferability and 

generalizability; and 10. implications and usefulness. Scores range from 10 to 40 with 

higher scores indicating higher quality [27] (table 4 ). 

Data extraction and analysis  

Data was extracted by first author and reviewed by last author if necessary. Data was 

extracted from each paper including information on year of publication, study aim, 

sample characteristics, method and/or design, and main findings. Included articles were 

read and assessed by first author and subsequently checked by last author. Any 

disagreements on eligibility and quality of each article were discussed and agreed upon 

between first author and last author.  

A thematic analysis technique proposed by Braun and Clarke was used to extract main 

themes [28]. Detailed examples demonstrating the process of data extraction and data 
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analysis are shown in tables 4 and 5. Despite including any study design in this review, 

only data on qualitatively derived themes was extracted from the included studies, as the 

aim of this review was to describe information on migrants’ facilitators and barriers to 

access and utilize PC rather than the proportions of participants utilizing these care 

facilities.  

Results 

As can be seen in Fig. 1, the search yielded 8431 articles of which 35 were relevant to 

this review.   None of the studies were excluded on the basis of methodological quality. 

All studies provided adequate information related to the study question. There was 

considerable heterogeneity among included studies in the review. 

Thirty-five original articles from 21 studies were included. The following references 

originate from the same studies [24, 25], [29-31], [32, 33], [34-37] and [38-40]. The 

articles varied in respect to the number of participants, research design, locations, settings, 

and ethnicity of migrants. Studies have been carried out in various settings across nine 

European countries. Nineteen articles were conducted in the United Kingdom (UK) 

(n=19) and the remainder in Germany (n=3), the Netherlands (n=4), Belgium (n=3), 

Sweden (n=2), Norway (n=2), Austria (n=1), and Denmark (n=1). The majority of the 

articles followed a qualitative design (n=29) with a small number of quantitative studies 

(n=6). The number of participants in the qualitative studies ranged from two [41] to 106 

[42] and in the quantitative studies from 34 hospice and PC institutions [43] to 2,820,283 

individuals [44]. The included articles involved migrants originating from the continent 

of Asia and Africa. Participants in the studies were citizens [45], health professionals 

(HPs) [24, 25, 46], volunteers [47] non-western migrant patients with PC needs and/or 
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their family caregivers [33, 48]. The thematic analysis revealed four main themes 

concerning barriers to migrant utilization of PC:  

1. Communication and language 

2. Knowledge and awareness 

3. Patient preferences, cultural and religious issues  

4. Lack of resources at different levels of palliative care service provision.  

 

Articles included in this review use various terms to describe the subjects of research for 

example, Black, Asian and other minority ethnic groups, immigrants, migrants, South 

Asians, ethnic minorities and/or non-western migrants. All subjects are described as non-

western migrants in this review.   

1. Communication and language 

Poor communication among migrants and HPs is identified as a problem in seventeen of 

the articles included in the review [10, 24-26, 29, 32, 33, 35-40, 42, 45, 49, 50]. This was 

associated with proficiency in the local language [26, 36, 37, 40, 42, 45, 49], involvement 

of family members (as interpreter/interrupter) [33, 38, 39] , or HPs’ poor cultural 

understanding [24-26, 33, 34].  

Poor communication leads to poor satisfaction among both the users and service providers 

[24, 25, 33, 38-40, 45]. Patients feel isolated and have poor mental health due to limited 

opportunities for interaction and conversation during their stay in hospital [10, 40]. To 

facilitate communication, healthcare facilities provide support through interpreters, 

internet services and/or by family members are working as interpreters [26, 34, 36, 37, 
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42, 45]. Users and service providers experience challenges in both scenarios [26, 34, 36, 

37, 42, 45]. According to HPs, interpreters are not translating properly[42]. Moreover, 

patients and their family members are not comfortable with using an interpreter in fear of 

conveying bad news to the patient [33, 42]. Using a family member as an interpreter 

creates several other issues for HPs who can be afraid that family members are holding 

back information and interpreting only partially or improperly [26, 34, 36, 37, 42]. 

Interpreters and HPs therefore both acknowledge a dearth of understanding and training 

for working in collaboration [33, 42].  

Apart from verbal language, barriers sometimes extend to body language and non-verbal 

communication [10, 25, 42]. HPs find it difficult to deal with both verbal and non-verbal 

communication with patients from migrant backgrounds, resulting in short conversations 

rather than deep discussion [25, 36]. According to HPs, patients are over expressing pain 

and families are dramatic when expressing their emotion towards their dying relative [10, 

24, 25, 38]. The absence of proper communication encountered by HPs can lead to 

uncertainty and dissatisfaction while caring for migrants [42, 46]. Poor communication is 

reported to cause negative feelings and distancing of HPs from patients, which may result 

in failure to provide best care [24, 25, 38].  

Various possibilities to improve communication among HPs and migrant families are 

found in the literature, for example, to involve both the patient and family members in 

the medical discussion [32, 39]. Moreover, HPs should be trained to work in cooperation 

with professional interpreters [33, 42]. Involving professional interpreters rather than 

family members or an ordinary interpreter could be a possibility to facilitate 

communication [10]. Other suggestions are to employ migrant HPs in the care team [26],  
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ensure that HPs are sensitive, less judgmental, open to discussion [10, 33, 41] and 

encouraged to take part in culturally sensitive communication training [39]. Sometimes, 

just showing interest in/or respect for the culture or religion of the patient, has been seen 

as helpful to ensure good communication [49].  

 

2. Knowledge and awareness 

Sixteen articles included in this review [10, 24, 25, 34, 36-39, 43, 45, 47-52] discuss 

inadequate knowledge and poor awareness among non-western migrants and their 

families about the existing healthcare system in the host country and how to navigate it. 

Poor awareness among migrants is often linked to poor expertise in the local language. 

Thus, it becomes troublesome for them to gather information about the healthcare system 

[10, 37].  

According to HPs, lack of awareness among this group is a result of poor education [26, 

34, 39, 49]. Moreover, in gathering information, migrant families have exhaustive 

medical queries for their HPs [38, 39, 41]. Thus, HPs need to be prepared with 

information for migrants [25]. Better understanding of the provided PC services in the 

host country is also influenced by the acculturation of migrant families [37, 45]. It has 

been documented that younger generation migrants have better knowledge and awareness 

about existing PC compared to the older generation [37].  

The articles mention the need for improved knowledge among migrants, through training 

and education within the migrant communities to facilitate access to PC [10, 45, 49]. One 

way could be to use volunteers from the same community [47]. Other suggested methods 
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include using information leaflets in the different languages [49], using local television 

channels or use of audio/video materials, website based information, using social media 

such as Facebook and/or involvement of religious and recreational authorities [10, 49]. 

Indeed, information on PC is seen as a way to empower the migrants [49].   

 

3. Patient preferences, cultural and religious issues 

The concept of ‘‘filial piety” is often discussed in articles [10, 29, 45, 50]. Most of the 

elderly migrants expect their families, especially children, will take care of them [10, 45]. 

The entire family agrees upon the concept of ‘family caregiving’, i.e. duty towards family, 

both to avoid extra expenses and due to their poor knowledge about available professional 

help [50]. Caring for the sick family member at home is also highly respected by 

community members and they may be criticized if this does not happen [49, 50]. The 

decision to be cared for at home is often inspired by the need for religious practice, which 

is more feasible at home [31]. The decision of being at home is also motivated by the 

strong desire to be surrounded by family and friends until the very last moment of life 

[48]. However, retrospective studies on place of death reveal that non-western migrants 

are more likely to die in hospital than at home or in a hospice [53-56]. One survey came 

up with possible explanations for differences in care and decision-making, at patient level 

(for example, preferences related to culture and religion, language proficiency, health 

literacy) and at provider level (for example, responsiveness, cultural competence) [55]. 

The reason for hospital deaths may be associated with a perception that deaths are better 

managed in hospitals compared to at home [31]. Moreover, medical care is a way of 

sustaining the hope that a patient will be cured [57].  
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After diagnosis, disclosure of the incurable disease, prognosis and treatment of the patient 

are discussed in some articles [24, 26, 42, 49]. Inspired by the cultural values of the 

country of origin, migrant patients often lean on the family members especially on the 

children for proactive healthcare decision-making [30]. The family members try to keep 

hope alive for the patient and often the patient is not informed about the diagnosis or poor 

prognosis [10, 33, 39, 40, 42, 46, 57]. The culture of disclosing the diagnosis to patients 

is practiced differently in Europe, although the patient has the right to be informed about 

the  medical condition [24]. However, it should not be taken for granted that all migrants 

want to be in the dark about the diagnosis or prognosis [24]. Migrants are a heterogeneous 

group in terms of educational level, economic level and social class [10, 26, 44]. Thus, 

there are suggestions that HPs initiate an open discussion with the patient about their 

preferences on the level of information they receive. These preferences must then be 

respected and documented, to avoid conflicts in professional practice [10].  

The culture of being surrounded by many visitors is preferred by patients, although not 

supported by the HPs or the rules of the hospital [24-26, 38, 39, 49]. For visitors, the act 

of visiting a sick person may be a part of a religious practice [38]. While for professionals, 

too many visitors are noisy, disturbing for other patients, and time consuming [24]. One 

suggestion is to extend hospital visiting times and official routines [26].   

A Dutch study concludes that patients with a non-western migration background prefer 

more, longer or maximum, curative treatment [55]. This is supported by other qualitative 

studies conducted in Belgium, the UK and the Netherlands [30, 32, 38, 39]. However, a 

contrary result is found in another qualitative study, where the nurses reported that the 

families of the non-western migrants asked them to stop intervening and let nature take 
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its course [46]. Some articles suggest that HPs should consider the cultural differences of 

migrant families in relation to their own preferences [10, 26, 32, 33, 45], thus creating a 

point of negotiation for both parties and acceptance of the differences [26, 33].   

 

4. Lack of resources at different levels of palliative care service 

provision  

Scarce resources in the care facilities at different levels is mentioned: at policy level, 

structural level and provider level [10, 33, 35, 38, 42, 52, 58]. Authors recognize a need 

for proper initiatives at the policy level. The existing healthcare system of host countries 

fails to address the need of the migrants [10, 26, 45, 52]. Moreover, as the migrant 

population is almost non-existant at the political level, the practice of shared medical 

decision-making remains unknown for this population [10]. Articles based on religious 

belief expressed the need for policy makers to address the role of faith-based values when 

providing EOL care for migrants [52, 59].  

At a structural level, healthcare facilities do not have enough resources to support the 

diverse and complex needs of the migrants [25, 45]. The structures of the healthcare 

facilities should be more flexible to provide for the diverse needs of the migrants [10, 45], 

for example, availability of professional interpreters, spiritual care workers or a 

psychologist with different cultural origins [26].   

At the healthcare provider level, there is a shortage of time, training, planning and 

resources to meet the unmet needs of the migrant families [10, 34, 35, 38, 42, 46]. Within 

the healthcare facilities, providers are under time pressure. There is no time left for them 
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to be emotional only rational [34, 38]. Moreover, they are expected to provide care for 

migrants without any proper prior training [10, 24-26, 35]. Thus, cultural understanding 

of migrant families’ remains limited for HPs [24, 25]. This results in many migrants being 

considered as a burden to them [10, 25] and a tendency to generalize about ‘migrants’ 

[25]. Discrepancies between available resources and unmet needs [33, 38-40], for 

example, differences in expectations about what constitutes good care [29, 32, 38], results 

in conflicts between HPs and migrant families [33, 38-40]. Due to such conflicts, both 

parties develop negative feelings towards each other [38]. This conflicting position results 

in mistrust towards HPs in general [38-40]. To solve these conflicts, authors suggest that 

the HPs should follow the strategy of acknowledging differences and accepting them [26, 

33].  

In addition, HPs agree that professional interpreters could facilitate good communication, 

although there is scarcity of time, planning and resources to provide interpreters for 

migrant families [33, 35, 39, 42]. To provide appropriate care for the migrants, it is 

suggested cultural sensitivity training for HPs should begin in medical schools [10, 26, 

35, 39, 46] .  

Discussion   

To our knowledge, this is the first systematic review of palliative care utilization among 

non-western migrants living in Europe. The themes that emerged from this review reflect 

several interrelated factors that restrict access to palliative care services for non-western 

migrants. An attempt was made to describe themes separately, though they sometimes 

remain difficult to separate from each other. For example, lack of language proficiency 

leads to poor knowledge and awareness. In addition, poor language skills also contribute 



13 
 

to limited communication and a sign of the preference of the individual (not to learn the 

local language). Thus, it is difficult to draw a line between each theme. It is also worth 

mentioning, one result of this review that highlighted the issue of poor language 

proficiency, knowledge, awareness among migrants or lack of cultural training among 

HPs are not the fault of any individual. It is not the responsibility of those individuals 

(migrants or HPs) to solve these problems. Rather, it is anticipated that the problems are 

embedded in the policy and/or in the system, where diverse needs of migrant families are 

overlooked in the PC trajectory.   

The findings of this review are both consistent with and complementary to themes found 

elsewhere on migrants’ PC in Europe and internationally [19, 23, 60, 61]. Articles 

included in the current review discuss more explicitly the challenges at an individual 

level) rather than how economic and/or structural factors influence the utilization of PC 

among migrants. Structural factors might include strict immigration policies in Europe 

and institutionalized discrimination towards specific religious, ethnic or cultural groups 

in the receiving European country [62]. At the policy level, inclusion of cultural/religious 

diversity practice at the time of illness and at the EOL in the curriculum of HPs could 

make a difference in professionals’ way of perceiving patients and their families from a 

migrant background. Ideally, professionals should be trained in and confident about 

providing care for ethnically diverse migrants. Interestingly, ethnic diversity is only 

visible when the group is not completely integrated into society [63]. Integration into the 

host society also influences the modes of communication with migrants in health 

facilities. In spite of language differences, showing interest or respect towards each other, 

might be helpful to build trust and provide comfort towards the migrant families. In 
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addition, professionals and migrants should both endeavor to find a mutual point of 

negotiation to avoid conflict between the two.  

According to this review, preferences for PC are shaped by cultural and/or religious 

values, family involvement, trust/mistrust in institutional care, and the practice of care in 

the country of origin [10, 26, 29, 45, 49, 50, 55]. Similar factors are identified in a recent 

review conducted in the USA in which ethnic minorities mentioned the importance of 

spirituality, belief systems, acculturation, healthcare system distrust, and social networks 

in EOL care preferences and planning [64]. In addition, care preference is also influenced 

by economic conditions. Migrants are challenged in the ethnically, linguistically, and 

culturally segregated labour market [65]. Often, despite higher education, migrants have 

to choose low skill jobs because of proficiency in the local European language. Low socio 

economic status determines migrants’ living conditions, eating habits, and health service 

affordability [65].  

Non-western migrants are not a homogenous group; they have differences in care 

preferences and decision-making [10, 24, 26, 46]. It is noticeable that decision-making in 

PC is influenced by several factors, thus one should not stereotype by ethnic background 

[66]. Moreover, not all European countries have the same guidelines on provision of 

healthcare. For example, the norm of disclosing of life threatening illness or prognosis 

with patients varies within Europe [67]. Thus, the preference of the patient could be taken 

into account while disclosing diagnosis towards a non-western migrant patient.  

The poor knowledge and awareness about PC has among migrants is probably caused by 

the lack of availability of PC services across the world. PC is a new and emerging field, 

particularly in Asian and African countries (origin of migrants in this review) [68]. Thus, 
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migrants originating from countries with little or no access to PC might find it difficult to 

accept such forms of care at the EOL. Particularly, they may not fully appreciate or accept 

the information that PC is not a curative treatment procedure, it neither hastens nor delays 

death but improves the quality of life of the dying individual and his/her family [69]. 

Articles mention the poor health literacy of the migrants, resulting in poor knowledge and 

awareness [25, 34, 39, 43, 48, 49, 51]. There are four steps in processing health 

information: access, understand, appraise and apply [70]. An individual must have 

sufficient relevant knowledge, motivation and competencies to successfully follow the 

steps [70]. Although educated migrants have the ability or health literacy to navigate the 

healthcare system in their country of birth, it may become complicated in the healthcare 

system of the host European country.  

Mostly articles included in this review discuss barriers to accessing PC and possible 

measures for a way forward. To plan more responsive PC services for non-western 

migrants, one of the challenges is the diversity that exists across and within the different 

groups (for example, in terms of language, culture, religious beliefs or country of origin), 

thus, it is difficult to generalize [62]. In addition, different factors like migration 

background/status, length of the stay in the host country, language skill, and social class 

influence needs and PC service utilization among non-western migrants. Therefore, 

before planning any PC service for the non-western population, it is important to 

understand the migrant as a unique person with individual needs [71]. In order to better 

meet the diverse needs of the migrants, healthcare services and HPs, both should treat the 

individual patient and the family uniquely [72], by considering their linguistic, cultural 

and religious preferences and needs. Moreover, context should be considered carefully 

before planning and while implementing interventions for non-western migrants [73]. 
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Such interventions need to take account of individual migrants’ history, demographics, 

social class, education, language proficiencies, individual needs and the current context 

of implementation.  

 

Strengths and limitations 

 

This review included both qualitative and quantitative articles, providing insights from 

epidemiological, demographic, institutional, community and individual reasoning in 

relation to lower PC service usage by non-western migrants in Europe.  

However, different studies have defined migrants differently or not at all; this 

heterogeneity was not considered during data analysis or when deriving themes. If the 

heterogeneity was considered this might have influenced the derived themes and, thus the 

overall results of the review. Furthermore, recent refugees and asylum seekers were 

considered part of the population of this review along with other migrants. Thus, the 

unique needs [74] of this group of migrants were not analyzed separately which could 

have influenced the results. Search terms were in English and included articles only in 

English, Swedish and Danish. Hence, there is the possibility that other relevant published 

literature in this topic area were not included in the study due to language restrictions. 

 

Conclusion  

 

This review showed that some of the reasons why non-western migrants find it difficult 

to navigate European PC systems, are related to structural barriers, lack of resources, as 
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well as issues of knowledge and awareness. Factors that are considered useful to help this 

group of patients are: flexibility of the healthcare system to address the diverse needs of 

the migrants, cultural training among HPs and empowering migrants by provision of 

relevant knowledge. As ethnic diversity is continually growing within Europe, it will 

become increasingly important to understand and modify our approach to the provision 

of PC both within healthcare systems and within the communities. Hence, 

recommendations are mostly at an individual level, as they are important to consider for 

policy makers and healthcare providers when designing future PC interventions for 

migrants.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 

 

 

 

 

 

 

 

 

 

 



18 
 

References 

1. McAuliffe M, Khadria B, Céline Bauloz MN. World migration report 2020. 
International Organisation for Migration. 2020. 
2. Migration in Europe - Statistics and Facts: Statista Research Department;  [updated 
05.03.2020. Available from: https://www.statista.com/topics/4046/migration-in-europe/. 
3. Migration and migrant population statistics: Eurostat;  [updated 15.07. 2020. 
Available from: https://ec.europa.eu/eurostat/statistics-
explained/index.php/Migration_and_migrant_population_statistics. 
4. How health systems can address health inequities linked to migration and ethnicity. 
2010. 
5. Palliative care: World Health Organization [Available from: 
https://www.euro.who.int/en/health-topics/noncommunicable-diseases/cancer/policy/palliative-
care. 
6.  Expert Panel on effective ways of investing in Health (EXPH), Report on Access to 
Health Services in the European Union.  3 May 2016. 
7. Davies E, Higginson IJ. Better palliative care for older people. Copenhagen: World 
Health Organization (WHO) Regional Office for Europe; 2004. 
8. Mladovsky P. Migration and health in the EU. Research Note produced for the 
European Commission as part of the Health and Living Conditions Network of the European 
Observatory on the Social Situation and Demography. 2007. 
9. Cuadra CB. Right of access to health care for undocumented migrants in EU: a 
comparative study of national policies. The European Journal of Public Health. 2012;22(2):267-71. 
10. Jansky M, Owusu-Boakye S, Nauck F. "An odyssey without receiving proper care" – 
experts' views on palliative care provision for patients with migration background in Germany. 
BMC Palliative Care. 2019;18(1):N.PAG-N.PAG. 
11. What are the 7 Continents of the World? : World Population Review;  [Available 
from: https://worldpopulationreview.com/continents/7-continents-of-the-world. 
12. Pavli A, Maltezou H. Health problems of newly arrived migrants and refugees in 
Europe. Journal of travel medicine. 2017;24(4). 
13. Ikram UZ, Kunst AE, Lamkaddem M, Stronks K. The disease burden across different 
ethnic groups in Amsterdam, the Netherlands, 2011–2030. The European Journal of Public Health. 
2014;24(4):600-5. 
14. Calanzani N, Koffman J, Higginson I. Palliative and end of life care for Black, Asian and 
Minority Ethnic Groups in the UK: Demographic profile and the current state of palliative and end 
of life care provision. London, UK: Public Health England, King’s College London and Marie Curie 
Cancer Care. 2013. 
15. Nair M, Prabhakaran D. Why do South Asians have high risk for CAD? Global Heart. 
2012;7(4):307-14. 
16. Worth A, Irshad T, Bhopal R, Brown D, Lawton J, Grant E, et al. Vulnerability and 
access to care for South Asian Sikh and Muslim patients with life limiting illness in Scotland: 
prospective longitudinal qualitative study. Bmj. 2009;338:b183. 
17. Evans N, Meñaca A, Andrew EV, Koffman J, Harding R, Higginson IJ, et al. Appraisal of 
literature reviews on end-of-life care for minority ethnic groups in the UK and a critical comparison 

https://www.statista.com/topics/4046/migration-in-europe/
https://ec.europa.eu/eurostat/statistics-explained/index.php/Migration_and_migrant_population_statistics
https://ec.europa.eu/eurostat/statistics-explained/index.php/Migration_and_migrant_population_statistics
https://www.euro.who.int/en/health-topics/noncommunicable-diseases/cancer/policy/palliative-care
https://www.euro.who.int/en/health-topics/noncommunicable-diseases/cancer/policy/palliative-care
https://worldpopulationreview.com/continents/7-continents-of-the-world


19 
 

with policy recommendations from the UK end-of-life care strategy. BMC Health Services 
Research. 2011;11(1):141-. 
18. Calanzani N, Moens K, Cohen J, Higginson IJ, Harding R, Deliens L, et al. Choosing care 
homes as the least preferred place to die: a cross-national survey of public preferences in seven 
European countries. BMC Palliative Care. 2014;13:48. 
19. Evans N, Menaca A, Andrew EV, Koffman J, Harding R, Higginson IJ, et al. Systematic 
review of the primary research on minority ethnic groups and end-of-life care from the United 
Kingdom. Journal of Pain and Symptom Management. 2012;43(2):261-86. 
20. Smith AK, Earle CC, McCarthy EP. Racial and ethnic differences in end‐of‐life care in 
fee‐for‐service Medicare beneficiaries with advanced cancer. Journal of the American Geriatrics 
Society. 2009;57(1):153-8. 
21. Speck P. Culture and spirituality: essential components of palliative care. 
Postgraduate Medical Journal. 2016;92(1088):341-5. 
22. De Souza J, Gillett K, Froggatt K, Walshe C. Perspectives of elders and their adult 
children of Black and minority ethnic heritage on end-of-life conversations: A meta-ethnography. 
Palliative Medicine. 2020;34(2):195-208. 
23. De Graaff FM, Mistiaen P, Deville WL, Francke AL. Perspectives on care and 
communication involving incurably ill Turkish and Moroccan patients, relatives and professionals: 
A systematic literature review. BMC Palliative Care. 2012;11 (no pagination). 
24. Torres S, Ågård P, Milberg A. The ‘other’in end-of-life care: providers’ understandings 
of patients with migrant backgrounds. Journal of Intercultural Studies. 2016;37(2):103-17. 
25. Milberg A, Torres S, Agard P. Health Care Professionals' Understandings of Cross-
Cultural Interaction in End-of-Life Care: A Focus Group Study. PLoS ONE [Electronic Resource]. 
2016;11(11):e0165452. 
26. Schrank B, Rumpold T, Amering M, Masel EK, Watzke H, Schur S. Pushing boundaries-
culture-sensitive care in oncology and palliative care: A qualitative study. Psycho-Oncology. 
2017;26(6):763-9. 
27. Hawker S, Payne S, Kerr C, Hardey M, Powell J. Appraising the evidence: reviewing 
disparate data systematically. Qualitative health research. 2002;12(9):1284-99. 
28. Braun V, Clarke V. Using thematic analysis in psychology. Qualitative research in 
psychology. 2006;3(2):77-101. 
29. Venkatasalu MR. Let him not be alone: perspectives of older British South Asian 
minority ethnic patients on dying in acute hospitals. International Journal of Palliative Nursing. 
2017;23(9):432-9. 
30. Venkatasalu MR, Arthur A, Seymour J. Talking about end-of-life care: the 
perspectives of older South Asians living in East London. Journal of Research in Nursing. 
2013;18(5):394-406. 
31. Venkatasalu MR, Seymour JE, Arthur A. Dying at home: a qualitative study of the 
perspectives of older South Asians living in the United Kingdom. Palliative Medicine. 
2014;28(3):264-72. 
32. de Graaff FM, Francke AL, van den Muijsenbergh ME, van der Geest S. Understanding 
and improving communication and decision-making in palliative care for Turkish and Moroccan 
immigrants: a multiperspective study. Ethnicity & Health. 2012;17(4):363-84. 



20 
 

33. Graaff FM, Francke AL, Muijsenbergh METC, Geest S. Talking in triads: 
communication with Turkish and Moroccan immigrants in the palliative phase of cancer. Journal of 
Clinical Nursing (John Wiley & Sons, Inc). 2012;21(21-22):3143-52. 
34. Wilkinson E, Randhawa G, Brown E, Da Silva Gane M, Stoves J, Warwick G, et al. 
Exploring access to end of life care for ethnic minorities with end stage kidney disease through 
recruitment in action research. BMC Palliative Care. 2016;15:1-9. 
35. Wilkinson E, Randhawa G, Brown E, Da Silva Gane M, Stoves J, Warwick G, et al. 
Time, timing, talking and training: findings from an exploratory action research study to improve 
quality of end of life care for minority ethnic kidney patients. Clinical kidney journal. 
2017;10(3):419-24. 
36. Wilkinson E, Randhawa G, Brown EA, Da Silva Gane M, Stoves J, Warwick G, et al. 
Communication as care at end of life: an emerging issue from an exploratory action research study 
of renal end-of-life care for ethnic minorities in the UK. Journal of Renal Care. 2014;40 Suppl 1:23-
9. 
37. Wilkinson E, Waqar M, Gill B, Hoque P, Jetha C, Bola KK, et al. Exploring end-of-life 
care for South Asian kidney patients: interviewer reflections. International Journal of Palliative 
Nursing. 2017;23(3):120-8. 
38. Van Keer R-L, Deschepper R, Francke AL, Huyghens L, Bilsen J. Conflicts between 
healthcare professionals and families of a multi-ethnic patient population during critical care: an 
ethnographic study. Critical Care. 2015;17:1-13. 
39. Van Keer R-L, Deschepper R, Huyghens L, Bilsen J. Challenges in delivering bad news 
in a multi-ethnic intensive care unit: An ethnographic study. Patient Education & Counseling. 
2019;102(12):2199-207. 
40. Van Keer RL, Deschepper R, Huyghens L, Bilsen J. Mental well-being of patients from 
ethnic minority groups during critical care: a qualitative ethnographic study. BMJ Open. 
2017;7(9):e014075. 
41. Gunaratnam Y. Cultural vulnerability: A narrative approach to intercultural care. 
Qualitative Social Work: Research and Practice. 2013;12(2):104-18. 
42. Kai J, Beavan J, Faull C. Challenges of mediated communication, disclosure and 
patient autonomy in cross-cultural cancer care. British Journal of Cancer. 2011;105(7):918-24. 
43. Henke A, Thuss-Patience P, Behzadi A, Henke O. End-of-life care for immigrants in 
Germany. An epidemiological appraisal of Berlin. Plos one. 2017;12(8):e0182033. 
44. Finnvold JE. How social and geographical backgrounds affect hospital admission with 
a serious condition: a comparison of 11 immigrant groups with native-born Norwegians. BMC 
Health Services Research. 2018;18(1):N.PAG-N.PAG. 
45. Fang ML, Malcoe LH, Sixsmith J, Wong LY, Callender M. Exploring traditional end-of-
life beliefs, values, expectations, and practices among Chinese women living in England: Informing 
culturally safe care. Palliative & supportive care. 2015;13(5):1261-74. 
46. Debesay J, Harslof I, Rechel B, Vike H. Facing diversity under institutional constraints: 
challenging situations for community nurses when providing care to ethnic minority patients. 
Journal of Advanced Nursing. 2014;70(9):2107-16. 
47. Islam Z MS, Faull Christina. Raising the profile of palliative care services for BAME 
groups within Leicester city: Challenges with recruiting and training volunteers. Diversity & 
Equality in Health and Care. 2015;12(3):116–23. 



21 
 

48. Raunkiar M. Conceptions about the death of elderly with ethnic minority background 
in own homes and in nursing homes. Klinisk Sygepleje. 2012;26(3):61-73. 
49. Markham S, Islam Z, Faull C. I never knew that! Why do people from Black and Asian 
Minority Ethnic groups in Leicester access hospice services less than other groups? A discussion 
with community groups. Diversity & Equality in Health & Care. 2014;11. 
50. Cowan MM. The lived experiences of the Sikh population of south east England when 
caring for a dying relative at home. International Journal of Palliative Nursing. 2014;20(4):179-86. 
51. Paal P, Bükki J. “If I had stayed back home, I would not be alive any more…”–
Exploring end-of-life preferences in patients with migration background. PloS one. 
2017;12(4):e0175314. 
52. Samanta J, Samanta A, Madhloom O. A rights-based proposal for managing faith-
based values and expectations of migrants at end-of-life illustrated by an empirical study involving 
South Asians in the UK. Bioethics. 2018;32(6):368-77. 
53. Coupland VH, Madden P, Jack RH, Moller H, Davies EA. Does place of death from 
cancer vary between ethnic groups in South East England? Palliative Medicine. 2011;25(4):314-22. 
54. Koffman J, Ho YK, Davies J, Gao W, Higginson IJ. Does ethnicity affect where people 
with cancer die? A population-based 10 year study. PLoS ONE [Electronic Resource]. 
2014;9(4):e95052. 
55. Torensma M, Suurmond JL, van der Heide A, Onwuteaka-Philipsen BD. Care and 
Decision-Making at the End of Life for Patients With a Non-Western Migration Background Living 
in The Netherlands: A Nationwide Mortality Follow-Back Study. Journal of Pain and Symptom 
Management. 2020;59(5):990-1000.e5. 
56. Sharpe KH, Cezard G, Bansal N, Bhopal RS, Brewster DH. Policy for home or hospice 
as the preferred place of death from cancer: Scottish Health and Ethnicity Linkage Study 
population cohort shows challenges across all ethnic groups in Scotland. BMJ supportive & 
palliative care. 2015;5(4):443-51. 
57. Kristiansen M, Irshad T, Worth A, Bhopal R, Lawton J, Sheikh A. The practice of hope: 
A longitudinal, multi-perspective qualitative study among South Asian Sikhs and Muslims with life-
limiting illness in Scotland. Ethnicity & Health. 2014;19(1):1-19. 
58. Torensma M, Onwuteaka-Philipsen BD, Strackee KL, Oosterveld-Vlug MG, de Voogd 
X, Willems DL, et al. How to help researchers in palliative care improve responsiveness to migrants 
and other underrepresented populations: developing and testing a self-assessment instrument. 
BMC Palliative Care. 2019;18(1):N.PAG-N.PAG. 
59. Samanta J, Samanta A. Exploring cultural values that underpin the ethical and legal 
framework of end-of-life care: a focus group study of South Asians. Journal of Medical Law and 
Ethics. 2013;1(1):63-74. 
60. Shabnam J, Timm H, Nielsen DS, Raunkiaer M. Palliative care for older South Asian 
migrants: A systematic review. Palliative & supportive care. 2020;18(3):346-58. 
61. Fang ML, Sixsmith J, Sinclair S, Horst G. A knowledge synthesis of culturally- and 
spiritually-sensitive end-of-life care: findings from a scoping review. BMC geriatrics. 2016;16:107. 
62. Rechel B, Mladovsky P, Ingleby D, Mackenbach JP, McKee M. Migration and health in 
an increasingly diverse Europe. The Lancet. 2013;381(9873):1235-45. 
63. Lolle H, Torpe L. Growing ethnic diversity and social trust in European societies. 
Comparative European Politics. 2011;9(2):191-216. 



22 
 

64. Rahemi Z, Williams CL. Does ethnicity matter—Cultural factors underlying older 
adults’ end-of-life care preferences: A systematic review. Geriatric Nursing. 2020;41(2):89-97. 
65. Hiam L, Gionakis N, Holmes S, McKee M. Overcoming the barriers migrants face in 
accessing health care. Public health. 2019;172:89-92. 
66. Cain C, Cain CL, Surbone A, Elk R, Kagawa-Singer M. Culture and Palliative Care: 
Preferences, Communication, Meaning, and Mutual Decision Making. Journal of Pain & Symptom 
Management. 2018;55(5):1408-19. 
67. Harding R, Simms V, Calanzani N, Higginson I, Hall S, Gysels M, et al. If you had less 
than a year to live, would you want to know? A seven‐country European population survey of 
public preferences for disclosure of poor prognosis. Psycho‐Oncology. 2013;22(10):2298-305. 
68. Clark D, Baur N, Clelland D, Garralda E, López-Fidalgo J, Connor S, et al. Mapping 
levels of palliative care development in 198 countries: the situation in 2017. Journal of pain and 
symptom management. 2020;59(4):794-807. e4. 
69. Radbruch L, Payne S. White paper on standards and norms for hospice and palliative 
care in Europe: part 1. European journal of palliative care. 2009;16(6):278-89. 
70. Sørensen K, Van den Broucke S, Fullam J, Doyle G, Pelikan J, Slonska Z, et al. Health 
literacy and public health: a systematic review and integration of definitions and models. BMC 
public health. 2012;12(1):80. 
71. Murtagh FE, Bausewein C, Verne J, Groeneveld EI, Kaloki YE, Higginson IJ. How many 
people need palliative care? A study developing and comparing methods for population-based 
estimates. Palliative medicine. 2014;28(1):49-58. 
72. Organization WH. Planning and implementing palliative care services: a guide for 
programme managers. Geneva: Switzerland; 2016. Report No.: 9241565411. 
73. Booth A, Moore G, Flemming K, Garside R, Rollins N, Tunçalp Ö, et al. Taking account 
of context in systematic reviews and guidelines considering a complexity perspective. BMJ global 
health. 2019;4(Suppl 1). 
74. Matlin SA, Depoux A, Schütte S, Flahault A, Saso L. Migrants’ and refugees’ health: 
towards an agenda of solutions. BioMed Central; 2018. 

 

 

 

 


