ESRC RESEARCH SEMINAR SERIES

Understanding & tackling ethnic inequalities in health
Seminar four: Migration, trans-national links and life-course influences on health

WORKSHOP 1 - Paper Summary: ‘The Life Course approach and forced migration: how both change and continuity can aid policy and help provide improvement strategies for migrants’ persisting poor health patterns.’
There are very few contemporary debates discussing the needs of long-term forced migrants in relation to past traumatic (i.e. forced exile) events, and, their long-term impact on said migrants’ health outcomes. It is a failing of a modern society which has abrogated its responsibilities in assuming that long-term settled migrants will have had no readjustment problems with host countries and their populations.
Although it may be generally considered really only apposite to discuss contemporary migratory trends (both forced and unforced), conversely, this paper attempts to unravel the contingent nature of the formation of ethnic identities of first, second, and third generation Poles (females and males) in the UK. It serves to highlight, primarily, how crucial life events (e.g. diasporic nature of forced migration, the invisibility of ‘White’ migrants and the persisting cultural misunderstanding of their health needs esp. in the case of the first generation, etc.), underpinned by structural disadvantage – social and economic inequalities (i.e. racism), are fundamental causes of persisting inequalities of health, in a white, assumed assimilated ethnic group.
Additionally, it also aims to highlight a common thread within all of my ongoing research, namely, the intersection and resulting intricate relationship between (forced) migration, health, gender, culture, mental health, and historicity. [Significantly, usually lower life expectations are reported, even when socio/economic lifestyles are taken into account.] This is looked at via how the 1st generational post-WWII migratory experience has, and continues to, impact upon the health and lifestyles, as well as frame the worldview(s) of their own, as well as the 2nd and 3rd generations. In the case of the latter, for example, as seen in the resulting ‘representations of self’ in their on-going negotiations - between themselves, and the majority white population, whilst maintaining their ethnicities in their daily lives - often seen as having to constantly negotiate, simultaneously, a position in both their ‘ethnic’ and ‘host population’ communities.
Workshop Themes under discussion include:

· How models of health / illness in discussing ‘ethnicity’ continue to perpetuate notions of homogeneity in discourses regarding ethnic (group) health patterns.

·  Why ‘ethnicity’ continues to be appropriated as the de facto term for ‘non-white ethnic minorities’.
· Examining the level of ethnicity (cultural) maintenance in, and the impact of such maintenance, on these individual’s personal health and well-being. This theme explores in detail the notion that ‘both change and continuity can aid policy and help provide improvement strategies for migrants’ persisting poor health patterns’.
· How the influence of the environment on ethnic inequalities in health, impacts on the said population, especially over the life-course.
· The strategies adopted by respondents which utilise both ‘old world’ and contemporary elements, in their efforts to deal with on-going health problems.

· How, by ulitising the life course approach as central to understanding why traumas associated with forced migration never really go away, is really more meaningful in developing coping strategies with health care problems.
GENERAL BACKGROUND TO THE RESEARCH UNDER DISCUSSION
The above findings are based on a qualitative follow-up study to my PhD (highly empirical in nature, which utilised: the ‘health’ section from the GHS, The Health and Lifestyles Survey, and the Census as a basis for respondents’ questionnaires). In depth interviews were conducted on 1st, 2nd, and (for the first time 3rd) generation British Poles, looking for any evidence of maintained ethnic self-identity; a common sub-cultural identity, in a (Western) world that is now seen as a ‘globalized order’ set against the shifting sands of one’s cultural worldview (Hunt, 2005:11). I also looked at whether the changing nature of social institutions (the family, church, education), were seen to have any noticeable impact on the individuals throughout their various life stages (1st and 2nd generation). I also examined access to, and, the provision of healthcare, and revisited previous healthcare provision, deemed unsatisfactory by same respondents, and compared that with current access (or in-access). I looked at social inequalities in health, in a given ethnic minority group; and, examining any differences between the three groups of respondents in relation to their respective degrees of co-operation, and accommodation problems, with majority (peer) groups. Preliminary findings will be presented during the workshop. Briefly, there is (continuing) evidence that disadvantage is not restricted to non-white ethnic groups, and, its impact on health is clear. The nature of the disadvantage is contingent upon environmental and respective generational influences. That such problems may also persist inter-generationally, has clear implications regarding better management of the general needs of immigrants as a result of the EU member state expansion last year.
