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Global Evidence Review on Health and Migration (GEHM)

Foreword

Vaccination is arguably the most powerful public health intervention in 
history. It is also a powerful marker of inequity: those who miss out on 
vaccines – such as refugees and migrants – also miss out on many other 
essential health services.

WHO’s Immunization Agenda 2030 sets out a clear vision to make 
vaccines available to all, no matter their legal status or where they live, with 
a particular focus on marginalized groups and those who are otherwise 
left behind. That makes equitable vaccination of refugees and migrants a 
priority for WHO.

In this third Global Evidence Review on Health and Migration, we survey 
immunization services for refugees and migrants. The findings are troubling, 
but not surprising: many refugees and migrants cannot access health 
services, including vaccination, and face discrimination and social exclusion. 

Many countries still do not specify a clear policy on refugees’ and migrants’ 
entitlement to vaccination, and even when they do, there are often gaps in 
implementation. As a result, far too many refugee and migrant populations 
globally are under-immunized, especially those who lack legal status. These 
inequities have been exacerbated by the COVID-19 pandemic. 

This evidence review identifies context-specific drivers of under-immunization 
and vaccine hesitancy in refugee and migrant populations, and documents 
good practices and policy considerations to help to fully integrate refugees 
and migrants into national immunization plans, regardless of their legal 
status, age or gender.

In 2019, the World Health Assembly committed to a global action plan 
promoting the health of refugees and migrants. This follows the Global 
Compact on Refugees (2018) and the Global Compact for Safe, Orderly and 
Regular Migration (2018). Yet these global frameworks by themselves are 
not enough. Too often, many countries do not comply with them, nor follow 
evidence-based advice. 
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Ensuring the integration of refugees and migrants in immunization policies

Dr Tedros Adhanom 
Ghebreyesus
Director-General 
World Health Organization

Supporting all countries to make progress towards universal health coverage has 
been my top priority as Director-General. Everyone, no matter where they live or 
their legal status, should enjoy the right to health, and access to quality health 
services, including immunization. 

To meet the health needs of refugee and migrant populations, cooperation and 
collaboration between countries and sectors is essential. An inclusive approach 
that respects human rights for all must guide public health policy and practice. 
The Global Evidence Review on Health and Migration is an important contribution 
towards  accountability to our commitments as a global community.   

Health for all means all – including refugees and migrants.
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Preface 

Vaccination is a vitally important aspect of global health and an absolute 
requirement to achieve universal health coverage. In August 2020 the Seventy-third 
World Health Assembly endorsed Immunization Agenda 2030: a Global Strategy 
to Leave No One Behind in resolution WHA73. The Agenda defines global goals 
for immunization coverage, but these cannot be achieved unless refugees and 
migrants are included in global and national vaccination programmes – the current 
numbers of refugees and migrants worldwide make this an absolute requirement. 
Yet the evidence suggests inadequate vaccination uptake among this usually 
disadvantaged population, with lower immunization rates and higher burdens of 
vaccine-preventable diseases compared with host populations, particularly for 
irregular migrants. The drivers of underimmunization in refugees and migrants are 
complex and context dependent but may include lack of awareness and physical 
access to immunization services, as well as vaccine hesitancy.

This third Global Evidence Review on Health and Migration (GEHM) aims to provide 
an overview of vaccination policies and practices for refugees and migrants, and to 
compile global and national evidence on the inclusion of refugees and migrants in 
national immunization policies, implementation of these policies, and the barriers 
faced by refugees and migrants in accessing vaccines. It also identifies facilitators 
and policy considerations based on good practices for strengthening the delivery of 
immunization services, with the overall aim of improving global vaccine coverage.

The GEHM found that inclusion of refugees and migrants in national immunization 
policies and immunization programmes is highly variable. Discrepancies may be 
associated with legal status, age and the context in which refugees and migrants 
live. Furthermore, even where more-inclusive policies exist, there are often gaps in 
implementation

The COVID-19 pandemic has disrupted routine immunization services, accentuated 
pre-existent vulnerabilities and increased inequities for refugees and migrant 
populations. It has highlighted policy-level barriers and shortfalls in immunization 
delivery but has also created new opportunities and innovations to ensure that more-
inclusive policy-making and vaccine services continue beyond the pandemic.

The primary policy consideration is to ensure universal and equitable access to 
vaccines for refugees and migrants regardless of migrant status, age or gender, 
equal to that of nationals. This will require countries to adapt their immunization 
policies to specifically cover all refugees and migrants in routine and catch-up 
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immunization, mass vaccination campaigns and pandemic response plans such as 
for COVID-19. This includes irregular migrants and those housed in closed settings 
(including camps, detention centres, reception centres, resettlement centres or 
labour compounds).

To achieve these vaccination goals, renewed focus is now needed on health system 
strengthening globally for vaccination across the whole life course in mobile 
populations, alongside strengthening of national vaccine capacity in general where 
this is required. Achieving this will require comprehensive national health policies 
and supporting legislative and financial frameworks that promote the right to 
health. Such health systems are an integrating force in society and, accordingly, 
must be sensitive to the needs of migrants, their languages and their unique 
health problems. To achieve these goals, well-trained, culturally sensitive and 
competent health workforces are needed.

It is hoped that this GEHM will both help refugees and migrants everywhere to 
access vital immunizations more easily, and also contribute to the wider global 
vaccination goals within WHO’s Immunization Agenda 2030.

 

Dr Santino Severoni
Director 
Health and Migration 
Programme

Dr Katherine O’Brien
Director
Department of 
Immunization, Vaccines 
and Biologicals
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Executive summary

WHO prioritizes the protection and promotion of refugees’ and migrants’ health 
within the context of ensuring access to health-care services for all, including 
immunization programmes. Globally, refugees and migrants should have non-
discriminatory and equitable access to immunization programmes, free from 
financial, linguistic, cultural, administrative or bureaucratic barriers. For this, 
specific initiatives may be needed to reach out to these groups, including for 
COVID-19 vaccination. Access to health care – which includes immunization 
services – is a permanent legal obligation under international law for States that 
have signed the relevant international treaties. The full inclusion of refugees and 
migrants in immunization plans and implementation of these plans are critical 
if countries are to meet the ambitious targets to increase coverage of routine 
vaccines set out in WHO’s Immunization Agenda 2030: a Global Strategy to Leave 
No One Behind (IA2030), and are aligned with the overall objective of universal 
health coverage. Evidence is inconclusive on whether these populations experience 
overall lower immunization rates and higher vaccine-preventable disease (VPD) 
burdens compared with host populations. Undoubtedly, some refugee and migrant 
populations are underimmunized, and the drivers of underimmunization and 
vaccine hesitancy in refugee and migrant populations are likely to be complex and 
highly context dependent. Furthermore, the COVID-19 pandemic has disrupted 
routine immunization services and supplemental immunization activities for the 
general population, and it is expected to have worsened pre-existing vulnerabilities 
and increased inequities for refugees and migrant populations.

This Global Evidence Review on Health and Migration (GEHM) focuses on policy 
and practice regarding the inclusion of refugees and migrants in immunization 
systems globally, including during the COVID-19 pandemic. It synthesizes the best 
available evidence and practices to inform policy and programme development 
and presents policy considerations to help to address inequities in immunization 
for refugees and migrants.

Searches of academic and grey literature published between 1 January 2010 
and 31 October 2021, with no restrictions on language or geographical scope, 
identified 210 relevant articles for inclusion in a scoping review. The umbrella 
term “refugees and migrants” was used to cover the diverse groups of people on 
the move. The review synthesized evidence on the integration of refugees and 
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migrants into national immunization policies and implementation of these policies; 
the barriers faced in accessing vaccines; facilitators and good practices for 
strengthening the delivery of immunization services and improving global vaccine 
coverage; and the specific impact of the COVID-19 pandemic on immunization 
services for mobile populations globally.

This GEHM identified specific and unique barriers for refugees and migrants, 
including those related to awareness of and physical access to immunization 
services, that strongly influence vaccine uptake and motivation to vaccinate, 
especially for irregular migrants. National immunization policies on the inclusion of 
refugees and migrants in immunization programmes were highly variable across 
countries, with discrepancies in access based on legal status, age and setting. 
Many countries lack explicit policies or have unclear policies on migrants’ and, in 
some cases, refugees’ rights to vaccination. Those with more-inclusive policies 
often had gaps in implementation. Specific case studies are also included on 
the implementation of immunization and other approaches to increase vaccine 
uptake and confidence in refugee and migrant populations by providing culturally 
competent care that is sensitive to the needs of these populations. As well as 
initiatives to dramatically decrease the number of zero-dose children globally, 
renewed focus is now needed on catch-up vaccination delivery across the life 
course in these mobile populations, to ensure that child, adolescent and adult 
refugees and migrants are included in catch-up planning and delivery for missed 
vaccines and missed doses where needed and to offer them any additional 
vaccines needed to align them with the host country vaccine schedule.

Despite highlighting policy-level barriers and shortfalls in immunization delivery 
mechanisms for these refugees and migrants, the COVID-19 pandemic has also 
created opportunities for more-inclusive vaccine service delivery and policy-
making, including by the removal of policies that exclude irregular migrants from 
registering for and accessing free health care and vaccines. This momentum 
should be seized upon, with countries supported to ensure that these more-
inclusive policies and practices are continued beyond the pandemic.
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Policy considerations

The following policy considerations are based on the review results:

	l ensure universal and equitable access to vaccines for all refugees and migrants 
regardless of migrant status, age and gender by:

-	 adapting immunization policies to specifically include refugees and 
migrants (including irregular migrants and those housed in closed settings) 
in routine and catch-up immunization, mass vaccination campaigns and 
pandemic response plans;

-	 permanently adopting the inclusive policies developed during COVID-19 
pandemic, including those targeting irregular migrants for COVID-19 health 
care and vaccine access;

-	 addressing barriers to immunization services through communication and 
engagement strategies to increase vaccine uptake, build trust and tackle 
vaccine hesitancy (including in primary caregivers of child migrants) and 
through community participation in developing innovative, tailored delivery 
mechanisms;

-	 developing communication strategies that reduce vaccine information 
inequities, (including translating information materials into relevant 
languages and providing qualified interpreters and health navigators) and 
specifically counter misinformation and disinformation; assessing the 
influence of social media as a major source of vaccine misinformation 
(especially in marginalized populations); and exploring opportunities to 
share accurate and reliable information through social media;

-	 ensuring that routine immunizations are free of charge at the point of 
delivery; and

-	 improving integration between immunization and other health programmes 
to strengthen primary health care and attain equity goals;

	l strengthen health systems to provide catch-up vaccination in mobile 
populations across the life course and ensure adequate resources for these 
activities by:

-	 ensuring that national policies and immunization programmes includes 
plans and processes to deliver catch-up vaccinations to refugees and 
migrants of all ages, including targeted catch-up for children, adolescents 
and adults in line with the host country vaccine schedule throughout the 
migration journey;
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-	 strengthening national vaccine capacity in general where needed;

-	 promoting equitable vaccine uptake through improving accessibility and the 
outreach capacity of immunization services and primary care providers;

-	 providing cross-border service delivery and vaccination records (type and 
dose number) that can travel with individuals throughout their migration 
journey; and

-	 strengthening patient–provider interactions by training health workers on 
competencies to provide people-centred and cultural sensitive services 
to refugee and migrants and educating primary health-care providers and 
vaccinators about barriers to immunization services and the sociocultural 
perspectives of refugees and migrants; and

	l strengthen data collection to monitor immunization coverage and service 
delivery gaps in refugee and migrant populations by:

-	 providing financial support for national data collection and analysis 
(disaggregated by migrant status and gender) to identify the barriers and 
facilitators to immunization services;

-	 establishing or upgrading immunization information systems to capture 
vaccination coverage data for refugees and migrants, and derive lessons 
from experiences, document processes and outcomes, and share 
information;

-	 performing robust, large-scale studies to identify the drivers of 
underimmunization and vaccine hesitancy.
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1. Introduction

1.1 Background

Immunization is one of the world’s most cost-effective global health 
interventions, saving millions of lives globally and making more than 20 
life-threatening diseases now preventable (1). Vaccines will undoubtedly 
play a critical role in achieving the Triple Billion Targets of WHO’s Thirteenth 
General Programme of Work 2019–2023 (2), universal health coverage 
and the United Nations’ Sustainable Development Goal 3 (3) by reducing 
poverty and VPD morbidity and mortality (4,5). Although significant progress 
has been made in reducing VPD incidence globally, significant challenges 
remain, with global coverage for key routine immunizations still falling 
below optimal levels (Fig. 1). Consequently, VPDs are still responsible for a 
high number of deaths globally, with a disproportionate impact on regions 
such as sub-Saharan Africa (8). In 2020, 23 million children missed out on 
essential vaccines, of whom more than 60% live in just 10 countries (Angola, 
Brazil, Democratic Republic of the Congo, Ethiopia, India, Indonesia, Nigeria, 
Pakistan, Philippines and Mexico) (9); of these, 17 million are categorized 
as zero-dose children (that is, have not received any vaccines at all). The 
COVID-19 pandemic has resulted in major disruptions to immunization 
services globally by severely limiting access to life-saving vaccines, 
including mass immunization campaigns and vaccine supply chains (10); 
this is thought to have resulted in an additional 3.7 million children missing 
vital vaccines since 2019 (6). Table 1 shows the number VPD-related deaths 
in children aged under 5 years in 2017 by WHO region.
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Table 1. VPD-related deaths in children aged under 5 years by WHO region, 2017

Cause of 
death

Number of deaths by WHO region

(WHO) 
Global

Africa Americas Eastern 
Mediterranean

Europe South-
East Asia

Western 
Pacific

Acute lower 
respiratory 
infectionsa

808 694 426 186 21 396 124 496 9 168 186 966 40 482

Diarrhoeal 
diseasesa

440 521 235 606 7 644 66 728 3 034 112 523 14 986

Measles 91 650 43 382 0 20 525 37 26 659 1 046

Meningitis/
encephalitis

129 780 71 751 2 573 22 114 1 262 28 048 4 032

Tetanus 31 259 14 544 156 10 438 64 5 667 389
aPartly preventable by vaccination.

Fig. 1. WHO/United Nations Children’s Fund estimates of global immunization coverage, 2020

BCG
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HEPBB

HIB3

IPV1

MCV1

MCV2
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RCV1

Coverage (%)

V
ac

c
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BCG: Bacillus Calmette-Guérin (tuberculosis); DTP1: first dose of the diphtheria–tetanus–pertussis 
combined vaccine; DTP3: third dose of the diphtheria–tetanus–pertussis combined vaccine; HEPB3: 
third dose of the hepatitis B vaccine; HEPBB: birth dose of hepatitis B vaccine; HIB3: third dose of the 
Haemophilus influenzae type b vaccine; IPV1: first dose of the inactivated poliomyelitis vaccine; MCV1: 
first dose of the measles-containing vaccine; MCV3: third dose of the measles-containing vaccine; 
PCV: third dose of the pneumococcal vaccine; POL3: third dose of the poliomyelitis-containing vaccine; 
RCV1: first dose of the rubella-containing vaccine. 

Source: data from the United Nations Children’s Fund, 2021 (6) and WHO, 2022 (7).

Source: data from the WHO, 2022 (11).
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Fig. 2. IA2030: goals, objective and indicators

In August 2020 the Seventy-third World Health Assembly endorsed IA2030 
(9) in decision WHA73(9) (12). IA2030 defines what needs to happen next to 
drive improvements in global immunization coverage and presents a vision of 
“a world where everyone, everywhere, at every age fully benefits from vaccines 
for good health and well-being”. It defines strategic priorities to ensure that 
immunization is accessible by all people, contributes to universal health coverage 
and sustainable development, and sets new and ambitious targets. These include 
increasing global vaccine coverage to 90% for human papillomavirus (HPV), the 
diphtheria–tetanus–pertussis combined vaccine (DTP), third dose (DTP3), the 
measles-containing vaccine (MCV) second dose (MCV2) and the third dose of the 
pneumococcal vaccine by 2030, and delivering a 50% reduction in the number 
of zero-dose children, with the aim of averting 50 million deaths. To achieve this, 
an increased emphasis is needed on equity and vulnerable populations, along 
with a stronger focus on immunization across the life course to promote well-
being for all at all ages (Fig. 2, Table 2).

Commitment 
& Demand

Coverage 
& Equity

Life 
course & 
Integration

Outbreaks & 
Emergencies

Supply & 
Sustainability

Research & 
Innovation

   
   

 Im
m

un
iz

at
io

n P
ro

grammes for Primary Health Care - Universal Health C
overage21               

Strategic 
Priorities 

Objectives

IA2030  INDICATORS

3 Impact Goals Impact Goals Indicators

Strategic Priority 
Objectives Indicators:

Reduce mortality 
and morbidity 
from vaccine-
preventable 
diseases for 
everyone 
throughout the 
life course.

Leave no one 
behind, by 
increasing 
equitable access 
and use of new 
and existing 
vaccines.

Ensure good health and 
well-being for everyone 
by strengthening 
immunization within 
primary health care and 
contributing to universal 
health coverage and 
sustainable development.

	l 7 indicators across global, 
regional and country levels.

	l 15 global indicators.

	l Indicator options for 
regions and countries to 
tailor M&E frameworks 
based on context.

M&E: monitoring and evaluation.
Source: reproduced from WHO, 2021 (13).

IA2030  OBJECTIVE
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Table 2. Impact goals and strategic priority indicators as defined in IA2030

Goals/priorities Indicator

Impact goals

Prevent disease 1.1. Number of future deaths averted through immunization

 1.2. Number and % of countries achieving endorsed regional or
global VPD control, elimination and eradication targets

1.3. Number of large or disruptive VPD outbreaks

Promote equity 2.1. Number of zero-dose children

 2.2. Introduction of new or under-utilized vaccines in low- and
middle-income countries

Build strong 
immunization 
programmes

 3.1. Vaccination coverage across the life course (DTP3, MCV2,
PCV3, HPVc)

3.2. UHC Index of Service Coverage

Strategic priorities

Immunization 
Programmes for 
PHC/UHC

 1.1. Proportion of countries with evidence of adopted mechanism
 for monitoring, evaluation and action at the national and
subnational levels

 1.2. Density of physicians, nurses and midwives per 10 000
population

 1.3. Proportion of countries with on-time reporting from 90%
 of districts for suspected cases of all priority VPDs included in
national surveillance

1.4. Proportion of time with full availability of DTPcv and MCV at 
service delivery level (mean across countries)

 1.5. Proportion of countries with at least one documented
 individual serious AEFI case safely reported per million total
population

Commitment and 
demand

 2.1. Proportion of countries with legislation in place that is
 supportive of immunization as a public good

 2.2. Proportion of countries that have implemented behavioural
 or social strategies (i.e. demand generation strategies) to address
undervaccination
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Goal Indicator

Coverage and equity  3.1. DTP3, MCV1 and MCV2 coverage in the 20% of districts with
lowest coverage (mean across countries)

Life course and 
integration

4.1. Breadth of protection (mean coverage for all WHO-
recommended vaccine antigens, by country)

Outbreaks and 
emergencies

 5.1. Proportion of polio, measles, meningococcus, yellow fever
 cholera and Ebola outbreaks with timely detection and response

Supply and 
sustainability

 6.1. Level of health of the vaccine market, disaggregated by
vaccine antigens and country topology

 6.2. Proportion of countries whose domestic government and
donor expenditure on PHC increased or remained stable

 6.3. Proportion of countries whose share of national
 immunization schedule vaccine expenditure funded by domestic
government resources increased

Research and 
innovation

 7.1. Proportion of countries with a immunization research agenda

7.2. Progress towards global research and development targets

Table 2. contd

The global extent of underimmunization of refugee and migrant populations specifically 
is poorly defined. The process of migration and displacement has been identified as 
adversely affecting vaccination uptake (14,15). Data suggest that adult, adolescents 
and child refugees and migrants as a group are underimmunized for routine vaccines 
in several contexts (8,16,17) and may have a higher burden of VPDs compared with 
host populations (18–20). For example, a study into the vaccination status of migrants 
arriving in Denmark found that 33% of children and adolescents were not vaccinated in 
accordance with Danish guidelines (17). The highest levels of underimmunization were 
in those aged 12–17 years, with catch-up vaccines required mainly for DTP, inactivated 
poliomyelitis (polio) vaccine and Haemophilus influenzae type b vaccine. In China, 
a large proportion of rural-to-urban migrant children had delayed age-appropriate 
vaccination (21). Refugees and migrants have been involved in VPD outbreaks because 
of being underimmunized, with settings such as refugee camps, mass displacement 
settings and immigration detention centres found to be extremely conducive to VPD 
outbreaks owing to overcrowded living conditions and lack of access to mainstream 
immunization systems (22). A 2014 investigation by the Lebanese Ministry of Public 
Health into a hepatitis A outbreak in Lebanon reported a sharp rise in the number of 
reported hepatitis A virus infections following the Syrian crisis and influx of refugees, 

AEFI: adverse event following  immunization; DTPcv: DTP-containing vaccine; HPVc: HPV complete 
series; MCV1: first dose of measles-containing vaccine; PCV3: third dose of pneumococcal conjugate 
vaccine; PHC: primary health care; UHC: universal health coverage.

Source: WHO, 2021 (13).
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mostly among Syrian refugees and in settlement areas (in the Beqaa and North 
governorates) (23). VPDs commonly encountered in humanitarian emergencies include 
measles, polio and, depending on geographical location, cholera, diphtheria, hepatitis 
A, meningococcal meningitis and yellow fever (19). In Bangladesh, a major diphtheria 
outbreak occurred in November 2017 among Rohingya refugees residing in Cox’s Bazar, 
resulting in around 8000 cases and marking the first major resurgence of diphtheria 
in the country in the post-universal vaccination era (since the 1980s) (24). Refugees 
and migrants experience multiple barriers (both specific and general) to immunization 
systems during transit and on arrival in the host country, which may influence their 
motivation to vaccinate and vaccine uptake. Local health-care and immunization 
programmes could do more to address the drivers of underimmunization and vaccine 
hesitancy in refugees and migrants, including language and health literacy barriers; lack 
of knowledge about the benefits of immunization; misconceptions about vaccination 
effects; discrimination or racism; real, restricted or perceived lack of entitlement to free 
vaccinations; low trust in health systems; cultural barriers; and being unable to afford the 
direct or indirect costs (Deal et al. Defining drivers of under-immunization and vaccine 
hesitancy in refugee and migrant populations to support strategies to strengthen 
uptake of COVID-19 vaccines: a global evidence review. St George’s, University of 
London and WHO, unpublished data, 2022) (8,25,26). Data on vaccination uptake and 
drivers of underimmunization are often lacking in these populations. There may also 
be important differences between refugees and migrants residing in high-, low- and 
middle-income settings or specific humanitarian contexts, or between refugees and 
migrants living in the community compared with those living in closed settings such  
as transit camps, reception centres and detention centres.

The COVID-19 pandemic has starkly highlighted weaknesses in immunization 
programmes globally and specifically underlined the extent to which refugees and 
migrants may be excluded from and/or face unique barriers to accessing vaccination 
and health systems in countries in which they reside (26–28). The limited available 
datasets suggest that vaccine uptake, and intent to vaccinate for COVID-19, are low 
in some migrant nationality groups (27,29–34). This suggests that greater focus must 
be placed on exploring and assessing the determinants of access to immunization 
services among refugees and migrants and on identifying solutions, lessons learned 
and good practices to increasing vaccine uptake in these populations. At policy level, 
the evidence shows that refugees and migrants were initially excluded from national 
plans for COVID-19 vaccine roll-out in some countries (35,36), although the situation 
later improved considerably. The United Nations High Commissioner for Refugees 
(UNHCR) reported that, in 2021, 162 countries included refugees in their national 
COVID-19 vaccine plan (37). By the end of 2021, 4.79 million vaccine doses were 
distributed to refugees and other forcibly displaced people in 66 countries, with 72 
other countries confirming that they had started. However, little is known about the 
situation of other groups such as irregular migrants.

IA2030 highlights the need to ensure access to immunization services for “marginalized 
populations such as displaced people and migrants and those affected by conflict, 
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political instability and natural disasters”, alongside understanding and addressing 
the causes of low vaccine uptake in order to increase the demand for immunization 
services, and new approaches to reach older age groups. This aligns with (i) the Global 
Compact on Refugees, which outlines the commitments of States and relevant 
stakeholders to enhance the quality of national health systems to facilitate access by 
refugees and host communities, including support for immunization services (38), and 
the Global Compact for Safe, Orderly and Regular Migration (adopted by the United 
Nations General Assembly in December 2018) (39), in which States have committed 
to “provide access to basic services for migrants”, including health care (objective 15), 
aligned with Sustainable Development Goal 3.8 on health to provide “access to quality 
essential health-care services and access to safe, effective, quality and affordable 
essential medicines and vaccines for all” (3). A total of 49 African countries have signed 
the Addis Declaration on Immunization to ensure that everyone in Africa – regardless 
of who they are and where they live – receives the benefits of full immunization 
(40). In its Immunization Roadmap 2018–2030, the United Nations Children’s Fund 
(UNICEF) called for immunization strategies to be tailored to reach unvaccinated 
children (especially those in rural, remote communities, those affected by conflict and 
insecurity, and those residing in urban slums) and outlined a series of changes needed 
to achieve its objectives (41). WHO’s core work and directions under the Thirteenth 
General Programme of Work 2019–2023 (2) and targets for universal health coverage 
will specifically address the need to leave no one behind by taking a human rights-
based, gender-responsive approach to addressing needs and reaching out to the 
most vulnerable, including refugees and migrants and, in particular, those in irregular 
situations, who are a priority group for WHO.

Therefore, this GEHM is intended to collate the available global evidence on existing 
policies on inclusion of refugees and migrants in vaccine national plans (and their 
implementation) in order to support policy-makers and planners to improve vaccine 
coverage for routine and COVID-19 vaccination in these groups. It also assessed 
the global evidence on specific barriers and facilitators for refugees and migrants to 
immunization services, and explored the extent to which the COVID-19 pandemic has 
compromised immunization service delivery for refugees and migrants.

Refugees and migrants include diverse groups such as asylum seekers, internally displaced 
people (IDPs) internal rural-to-urban migrants, stateless people and irregular migrants, 
as well as labour migrants and international students. Lack of international consensus on 
the definition for migration or for particular types of migrant has led to major shortfalls in 
data collection and in understanding and addressing the needs and experiences of these 
diverse populations. Box 1 summarizes some commonly used definitions. This report 
uses the umbrella term “refugees and migrants” for all migrant groups, unless otherwise 
specified (for example, when a dataset refers to a specific type of migrant or refugee). 
The report defined vaccine hesitancy according to the WHO Strategic Advisory Group 
of Experts on Immunization (SAGE) Working Group on Vaccine Hesitancy as “the delay in 
acceptance or refusal of vaccination despite availability of vaccination services” (47). Box 2 
summarizes the global data on refugees and migrants.
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Box 1. Definitions

Asylum seeker. An individual who is seeking international protection. In 
countries with individualized procedures, an asylum seeker is someone whose 
claim has not yet been finally decided on by the country in which he or she 
has submitted it. Not every asylum seeker will ultimately be recognized as a 
refugee, but every recognized refugee is initially an asylum seeker (42).

Internally displaced person. Someone who is forced to leave their home but 
who remains within their country’s borders (43).

Migrant. There is no universally accepted definition of migrant. For the 
purpose of collecting data on migration, the United Nations Department of 
Economic and Social Affairs defines an international migrant as “any person 
who changes his or her country of usual residence” (44). It includes any people 
who are moving or have moved across an international border, regardless of 
legal status, duration of the stay abroad and causes for migration.

Migrant in an irregular situation. A person who moves or has moved across 
an international border and is not authorized to enter or to stay in a State 
pursuant to the law of that State and to international agreements to which 
that State is a party (42).

Refugee. Under international law and UNHCR’s mandate, refugees are people 
outside their countries of origin who are in need of international protection 
because of feared persecution, or a serious threat to their life, physical 
integrity or freedom in their country of origin as a result of persecution, armed 
conflict, violence or serious public disorder (45,46).

In the report, the term “refugees and migrants” is used to refer to all 
migrants defined above (asylum seekers, IDPs, stateless, irregular migrants, 
international migrants), unless otherwise specified. Where a dataset 
has report on a specific type of migrant or a refugee, we have used their 
terminology when describing the dataset. We have used the SAGE Working 
Group on Vaccine Hesitancy definition of vaccine hesitancy as “the delay 
in acceptance or refusal of vaccination despite availability of vaccination 
services” (47).
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Box 2. Global data on refugees and migrants 

In 2019 international migrants numbered 272 million globally (3.5% of the world’s 
population), of which 52% were male and 74% were of working age (20–64 years).

In 2020 the global refugee population was 26.4 million, the highest on record. 
Of these, 20.7 million were under the mandate of UNHCR and 5.7 million were 
under the mandate of the United Nations Relief and Works Agency for Palestine 
Refugees in the Near East; 41% overall were under 18 years of age. In 2020, for 
the fifth consecutive year, Türkiye hosted the greatest number of refugees 
worldwide (3.7 million), mainly Syrians (>3.6 million).

In 2021 the number of people who were internally displaced owing to violence 
and conflict reached 41.3 million, the highest number recorded by the Internal 
Displacement Monitoring Centre since it began in 1998; most were in the 
Syrian Arab Republic (6.1 million), followed by Colombia (5.8 million) and the 
Democratic Republic of the Congo (3.1 million). In 2020 the global number of 
stateless people was 4.2 million, with most living in Bangladesh (around 906 
000), followed by Côte d’Ivoire (692 000) and Myanmar (620 000).

Migration patterns vary from region to region. Whereas most international 
migrants born in Africa, Asia and Europe reside in countries within their region 
of birth, most of those from Latin America and the Caribbean and from North 
America reside in countries outside their region of birth. For international 
migrants from Oceania in 2019, similar numbers were living within (intraregional 
migrants) and outside the region. More than half of all international migrants 
(141 million) live in Europe and North America. In 2019 the top 20 destinations 
for international migrants were the United States of America, Germany, Saudi 
Arabia, Russian Federation, United Kingdom, United Arab Emirates, France, 
Canada, Australia, Italy, Spain, Türkiye, India, Ukraine, South Africa, Kazakhstan, 
Thailand, Malaysia, Jordan and Pakistan.

Displacement remains a major feature in some regions. In 2019 the Syrian Arab 
Republic was the country of origin and Türkiye the host country for the largest 
number of refugees globally, at 6.7 million and 3.7 million, respectively. Canada 
became the largest refugee resettlement country in 2018, with more refugees 
resettled there than in the United States. In 2018 the Philippines hosted the largest 
number of newly displaced people because of disaster (3.8 million). By mid-2019, 
around 4 million Venezuelans had left their country. In 2018 the Bolivarian Republic 
of Venezuela was the largest source country for asylum seekers (>340 000).

For more information, see the IOM Global Migration Data Analysis Centre (48).
Source: data from International Organization for Migration, 2019 (49) and 
UNHCR, 2020 (50).
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1.2 Policy questions

This GEHM aims to answer the question: “What is the available evidence on 
refugees’ and migrants’ access to immunization services in policy and practice, 
and what are the barriers and facilitators to increasing uptake of vaccines and 
improving coverage?”

To address this question, the following types of evidence were collected and 
synthesized from the academic and grey literature:

	l existing policies on the integration of refugees and migrants into national 
vaccination plans (including for severe acute respiratory syndrome coronavirus 2 
(SARS-CoV-2) infections and resulting COVID-19) and the implementation of 
these plans;

	l barriers for refugees and migrants in accessing immunization services;

	l good practices or case studies on the provision of immunization services for 
refugees and migrants; and

	l evidence on disruption of immunization services for refugees and migrants due 
to COVID-19.

This publication is mainly targeted to policy-makers, planners, international 
and national agencies, nongovernmental organizations (NGOs) and other 
implementers tasked with designing and delivering routine immunization 
services and/or involved in the immediate COVID-19 vaccine response. In 
addition to supporting future evidence-informed policy-making and the 
development of targeted interventions to ensure that refugee and migrant 
populations can be better protected from VPDs, its findings are of immediate 
relevance to the global COVID-19 vaccine response.

1.3 Methodology

A scoping review was carried out in October 2021 of peer-reviewed literature 
published between 1 January 2000 and 31 October 2021 and of grey literature 
published between 1 January 2010 and 31 October 2021, with no restrictions 

1 Note that all data are therefore from publications published prior to the Ukraine emergency.
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on language or geographical scope.1  This allowed evidence to be collected 
on routine immunization and COVID-19 vaccination for refugee and migrant 
populations in all WHO regions. Particular attention was given to obtaining 
representative geographical coverage for all regions, as well as for countries 
with large refugee and migrant populations. The annex contains full details of 
the search strategy and inclusion and exclusion criteria.

The scoping review yielded 5446 articles after removal of duplicates, of which 
5236 were excluded based on title/abstract screening. After full-text screening, 
210 articles were included in the scoping review: 126 academic publications 
(books, book chapters, journal articles); 65 reports, working papers, databases, 
statements and guidelines of governmental and NGOs; and 19 press releases, 
news articles and websites. Of these, 185 are directly cited in this GEHM 
(4,6,8,10,14,17–19,21,22,25–27,29,31,32,35–37,45,51–215).

Case studies highlighting good practices of implementing immunization 
initiatives in refugee and migrant populations in camp, humanitarian and 
community settings from the identified articles are included in section 2.3.
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2.1 Existing policies integrating refugees and migrants into 
national vaccination plans, and implementation

2.1.1 Policies pertaining to routine immunization

2.1.1.1 Policies and programmes targeting refugees and asylum seekers

WHO–UNHCR–UNICEF guidance states that on arrival to a host country, 
refugees and asylum seekers should have non-discriminatory and equitable 
access to health-care services, including vaccines, irrespective of their legal 
status (51). Data on the inclusion of refugees in routine immunization policies 
and guidelines in 20 low- and middle-income countries (LMICs)2 and 20 high-
income countries (HICs)3 with a high proportion of refugees revealed a wide 
range of approaches (52). Of the LMICs, 13 specified routine immunization 
policies and guidelines applicable nationwide for refugees, with six providing 
immunization only to refugees only living in camps (Fig. 3). Of the HICs, 14 
included refugees in their national routine immunization programmes, with 
six national immunization plans having specific guidelines for refugees (Fig. 4). 
HICs differed according to where they offered immunization (pre-arrival, on 
arrival or within the community, that is through the same services used as 
the general population), whether children and older refugees were included, 
whether refugees were charged fees, and the availability of national guidelines 
to guide practice. In addition to heterogeneity among policies related to 
immunizing refugee populations, refugees’ immunization needs were notably 
excluded in the immunization policies and guidelines of HICs (51). Moreover, as 
most refugees live in LMICs, which already face a myriad of health-care system 
challenges, global cooperation and support from HICs is imperative to improve 
global routine vaccination coverage (51).

2  Cameroon, Chad, the Democratic Republic of the Congo, Djibouti, Iran (Islamic Republic of), Iraq, Jordan, Kenya, 
Lebanon, Liberia, Mauritania, Montenegro, Nauru, Pakistan, Rwanda, Sudan, Syrian Arab Republic, Türkiye, Uganda and 
Yemen.
3  Australia, Austria, Belgium, Canada, Cyprus, Denmark, Finland, France, Germany, Israel, Italy, Liechtenstein, 
Luxembourg, Malta, Netherlands, Norway, Panama, Sweden, Switzerland, United Kingdom.
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Fig. 3. Features of routine immunization policies and guidelines pertaining to refugees in 
20 LMICs with the highest number of refugees per 1000 residents

Fig. 4. Features of routine immunization policies and guidelines pertaining to refugees in 
20 HICs with the highest number of refugees per 1000 residents
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Notes: refugees were defined according to the UNHCR (48) and the International Organization for 
Migration (49). 

Source: based on data from Elharake, 2021 (52).

Notes: refugees were defined according to the UNHCR (48) and the International Organization for 
Migration (49). 

Source: based on data from Elharake, 2021 (52).
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Several receiving countries (including the Australia, Canada, Japan, Malaysia, 
New Zealand, United Kingdom and the United States) have official resettlement 
schemes for refugees and migrants that include immunization as part of the 
formal pre-departure health assessments. The International Organization for 
Migration (IOM) carries out these assessments, which are standardized and 
designed to facilitate early integration, promote individual health and public 
health, and ensure that countries can link individuals with appropriate health 
and social services on arrival to the host country according to need (53–55). 
For example, the United Kingdom pre-entry health assessment protocol 
recommends that all refugees should be immunized according to the United 
Kingdom immunization schedule (where feasible): at minimum, one dose of 
MCV plus one dose of oral polio vaccine should be administered to all refugees 
aged over 9 months and hepatitis B vaccine to specific risk groups (54). The 
IOM Australia programme offers vaccines for 18 VPDs: diphtheria, Haemophilus 
influenzae type b infection, hepatitis A, hepatitis B, influenza, Japanese 
encephalitis, measles, meningitis, mumps, pertussis, polio, rotavirus infection, 
rubella, Streptococcus pneumoniae, tetanus, tuberculosis, varicella and yellow 
fever (55). According to IOM, approximately 408 500 doses of vaccine were 
given to more than 100 000 migrants in 12 receiving countries in 2017 (55), 
although actual the coverage rates achieved by these programmes vary due 
to differing technical agreements and the availability of specific vaccines in 
low-resource settings. The United States programme, which has a contractual 
obligation to vaccinate, typically achieves coverage rates of over 90% among 
incoming refugees for key vaccines including DTP, measles and polio. Rates in 
the United Kingdom programme are much lower for some routine vaccines, 
although incoming refugees (and, indeed, all migrants) are, in principle, entitled 
to receive free-of-charge catch-up vaccination as part of the National Health 
Service after arrival (56,57).

2.1.1.2 Policies targeting migrants

Across the Middle East and North Africa, policies on migrant access to health 
care vary and are often contingent on specific conditions (58,59). Although 
Pakistan has no specific migrant- or refugee-sensitive health policies, Afghan 
refugees are reportedly entitled to access host communities’ health services 
without discrimination, and routine and polio vaccination campaigns are carried 
out by provincial health authorities in refugee settings. In many north African 
nations (including Egypt, Iraq, Jordan, Lebanon and Tunisia), health care including 
vaccination can be accessed regardless of migrant status under national legislation, 
but these policies are not always implemented. In practice, engagement of refugees 
and migrants with health-care services is low owing to fear, language and financial 
barriers, and discrimination, particularly among irregular migrants.
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In Egypt, interviewed NGO workers have reported migrants being refused 
services in public hospitals, whereas in Morocco migrants face financial barriers 
and discussions are ongoing to include refugees, migrants and asylum seekers in 
state health insurance schemes. Irregular migrants, or those without a residence 
permit or health insurance, have restricted access in some countries, including 
Qatar and Tunisia (58). These factors mean that migrants often cannot access 
adequate health care or vaccinations, with NGOs being left to bridge this gap. 
In Thailand, universal health coverage is achieved through a voluntary migrant 
health insurance scheme funded by an annual premium paid by workers, which 
provides access to public health-care facilities regardless of migrant status (60). 
However, in other Member States of the WHO South-East Asia Region limited 
political will to extend health-care subsidies and services to foreigners, including 
refugees and migrants, may be exacerbated by exclusionary policies that limit 
access for migrants to essential medicines (61,62).

WHO’s new European Immunization Agenda 2030 specifically calls for States 
to identify and offer vaccination to all people who have missed vaccinations 
and ensure all groups have equitable access to immunization services (63). 
Recent European Centre for Disease Prevention and Control (ECDC) guidelines 
call on European Union (EU)/European Economic Area (EEA) countries to offer 
vaccination against measles, mumps and rubella (MMR) to all migrant children 
and adolescents, as well as to adults without immunization records; adult 
migrants should also be given a primary series of diphtheria, tetanus and polio 
vaccines (64). A recent systematic review suggested that specific policies and 
subsequent guidelines should also be developed to cover hepatitis A, measles 
and varicella vaccines for migrants, particularly those in camp and detention 
settings in HICs (22). A 2017 report summarized immunization policies in 
the WHO European Region, including case studies from Greece, Italy, the 
Russian Federation, Türkiye and central Asia (4). It found that although 42 WHO 
European Member States have a comprehensive national immunization plan, 
only 11 (Germany, Greece, Italy, Latvia, Netherlands, Portugal, Romania, Slovakia, 
Tajikistan, United Kingdom (England) and Uzbekistan) include recommendations 
for the immunization of migrants.

A survey of 29 EU/EEA countries reported that 28 had national policies to target 
migrants, with policies generally in line with international recommendations; 
however, policies specifically targeting adults were less common and were 
often contingent on certain conditions (65). Offering catch-up vaccination to 
bring refugees and migrants with uncertain immunization status (including 
older adolescents and adults) into line with national guidelines is considered 
good practice but is implemented by few countries (4,66). A comparative 
policy analysis across 32 European countries found that only 18 (56.3%) 
recommended that individuals with missing vaccination records should be 
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4 Albania, Algeria, Armenia, Bosnia and Herzegovina, Egypt, Georgia, Israel, Jordan, Kosovo (in accordance with Security 
Council resolution 1244 (1999)), North Macedonia, Republic of Moldova, Serbia, Tunisia, Ukraine, and occupied Palestinian 
territory, including east Jerusalem.

considered unvaccinated and vaccines re-administered (67). In six countries 
(18.8%), policies on migrant vaccination focused on vaccinating only 
during outbreaks; and in 10 countries (31.3%), policies focused on priority 
vaccinations (the polio vaccine was most commonly administered), with 
notable heterogeneity in the vaccines recommended to adults, adolescents 
and children. Fig. 5 summarizes the findings of a 2017 expert survey on the 
vaccinations offered to child and adult migrants in 32 European countries (68).

A 2015–2016 survey of 15 non-EU countries and areas in the Mediterranean and Black 
Sea regions4 found limited information on vaccination policies targeting migrants across 
the Mediterranean migration system (69). Most of the countries and areas had policies 
in place for immunizing newly arrived migrants; however, they varied depending on 
health system organization, geographical area, neighbouring countries, migration flows, 
and patterns of migration. The study found that four countries (Albania, Armenia, Israel 
and the Republic of Moldova) offered all of the vaccinations included in their national 
immunization plans to newly arrived migrant children. Georgia offered polio vaccines 
to people arriving from Afghanistan, Nigeria, Pakistan and the Syrian Arab Republic; 
North Macedonia offered polio and MMR vaccines; and Serbia offered polio, MMR and 
DTP vaccines. All countries and areas had a national immunization plan and most had a 
consolidated childhood immunization programme, although the schedule and number 
of doses varied. Some countries also offered vaccinations to adolescent and adult 
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migrants, with priority given to polio, measles and rubella as per WHO–UNHCR–UNICEF 
guidelines (51). Only half of the countries and areas surveyed included adults as a target 
group for immunization.

The Russian Federation has established bilateral agreements to provide health 
services for migrants in response to increasing labour migration and constraints 
on universal health care access. For example, labour migrants from Tajikistan to the 
Russian Federation are required to present a health certificate containing proof of 
immunization. However, lack of a system for certifying these documents means that 
the agreements may be poorly implemented in practice (4,70). A report highlighted 
that in Kazakhstan foreigners and stateless people are included in the system of 
compulsory medical insurance, which includes preventive vaccination, and pay the 
same fees as Kazakh citizens (WHO Regional Office for Europe, Health of migrants 
in the Russian Federation. World report: regional review, unpublished, 2021). In 
Kyrgyzstan, foreigners are also subject to compulsory medical insurance. Economic 
migrants from Armenia, Belarus, Kazakhstan and Kyrgyzstan and who are staying the 
Russian Federation on legal grounds are entitled to social security (including medical 
insurance) through the Treaty on the Eurasian Economic Union (WHO Regional Office 
for Europe, Health of migrants in the Russian Federation. World report: regional review, 
unpublished, 2021) (216).

A 2021 report on access to vaccination in the Americas highlighted the lack of 
vaccination schemes for international migrants in the Commonwealth Caribbean 
(Cabieses et al. Health of international migrants, refugees, and mobile populations in 
the Americas: a scoping literature review, Universidad del Desarrollo, Santiago, Chile, 
unpublished data 5 August 2021).

2.1.2 Policies pertaining to COVID-19 immunization

Box 3 summarizes the policy responses to ensure equitable access to COVID-19 
vaccines globally and prioritization of refugees and migrants. In response to the 
COVID-19 pandemic, at least 153 States globally have adopted COVID-19 vaccination 
strategies that include refugees (79). However, a WHO systematic international policy 
analysis in February–March 2021 of 104 national deployment and vaccination plans 
(NDVPs) submitted to the COVAX Facility (71) found that most did not explicitly 
include migrants (72%); just over half explicitly included refugees and asylum seekers 
(53% of 64 countries that have more than 500 refugees); and only 17% explicitly 
included irregular migrants (36). More recent UNHCR data show that the situation has 
considerably improved, with 162 countries now including refugees in their national 
COVID-19 vaccine plan (37); however, little is known about inclusion of irregular 
migrants. A 2021 report noted that few African vaccine programmes explicitly state 
whether refugees, asylum seekers and other migrant groups (including cross-border 
and internal migrants) will receive COVID-19 vaccines (80). It also noted that IDPs in 
Nigeria may be at risk of being excluded from vaccine plans.
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Box 3. Policy responses to ensure equitable access to 
COVID-19 vaccines

The COVAX Facility was launched in September 2020 with the goal to ensure 
fair and equitable access to COVID-19 vaccines for every country (71), and 
the initial aim to make vaccines available as quickly as possible to at least 
20% of the populations of all 190 participating countries or territories to 
enable them to target their most high-risk and vulnerable groups (71). 
The WHO SAGE values framework for the allocation and prioritization 
of COVID-19 vaccination (72) is aligned with the principles of equitable 
access and fair allocation of COVID-19 vaccines developed for the COVAX 
Facility and offers guidance globally on the allocation and prioritization of 
populations to receive COVID-19 vaccines. UNHCR has advocated for the 
inclusion of refugees, IDPs and stateless populations in national vaccination 
programmes (79) and use of the COVAX humanitarian buffer (73) to ensure 
that people in areas that are inaccessible to governments, such as conflict 
settings, are not left behind.

SAGE has identified low-income migrant workers, irregular migrants and 
other refugee and migrant populations who are unable to physically distance, 
including those living in camps and camp-like settings, as priority groups for 
the allocation of COVID-19 vaccination globally (74). IOM has called on States 
to ensure that all migrants, including undocumented migrants, are included 
in national vaccine deployment plans. The Council of Europe’s Committee on 
Bioethics published a statement calling for equitable access to vaccination 
during the current COVID-19 pandemic and all future pandemics, based 
on Article 3 of its Convention on Human Rights and Biomedicine (75). 
The Council of Europe has also called for access to vaccination services 
to be tailored to the needs of people in vulnerable situations who have 
difficulties in accessing health services. It suggested active engagement 
with 11 target groups, including low-income migrant workers and people 
without residence or with insecure legal status, to ensure the inclusive 
development and implementation of vaccination programmes (76). ECDC 
has classified migrants as potential target groups for vaccination campaigns 
in overcrowded settings (such as reception centres, crowded housing and 
homeless shelters) and calls for consideration of these populations when 
deciding upon priorities for vaccination (27,77,78).
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In general, evidence is limited evidence on the inclusion of refugees and migrants 
in pandemic preparedness plans. A 2018 study on the inclusion of migrants in 
pandemic influenza preparedness plans (including immunization) in 21 LMICs 
in the Asia–Pacific region found that only three countries (Maldives, Papua New 
Guinea and Thailand) identified at least one migrant group within their respective 
plans, although most countries (n = 18) specified health control measures along 
their borders, such as point-of-entry screening strategies for inbound travellers.

Several countries have adopted innovative and more-inclusive measures to enable 
access to COVID-19 vaccination for refugee and migrant populations, including 
their specific inclusion in national plans and through regularization programmes 
for irregular migrants (summarized in Box 4).

Box 4. More-inclusive policies on immunization access, as 
developed during the COVID-19 pandemic

In the early phases of the pandemic, various policy changes were documented to 
improve access to free health care for irregular migrants with COVID-19 in many 
countries (including Albania, Canada, Chile, Colombia, Nepal, Peru, Republic of 
Korea, Saudi Arabia, Türkiye, the United Arab Emirates (82) and various European 
countries), as summarized in a previous GEHM report (83). Policy shifts focused on 
ensuring that irregular migrants have free-of-charge access to emergency health 
services related to COVID-19. Many of these more-inclusive policies are assumed 
to still be in place in all these countries to facilitate the inclusion of refugees and 
migrants into subsequent vaccination initiatives for COVID-19.

Other countries have made specific changes in policy that are intended to include 
irregular migrants and other migrant groups in their COVID-19 vaccine response.

	l In Turkmenistan, the national COVID-19 vaccination plan includes refugees 
and stateless people, and undocumented stateless people have been 
included in invitations for vaccination since March 2021 (84).

	l Lebanon also includes stateless people in its national COVID-19 vaccination 
plan and, after advocacy efforts, has added a statelessness option to enable 
stateless people to register on its online registration platform (84).

	l In Kuwait, all members of the population have access to medical services 
linked to COVID-19 in principle, including individuals who are not 
regularized and/or do not hold an identification card (84).

	l In Senegal, refugees have been included in the national COVID-19 
vaccination campaign from the outset, and in the Central African Republic, 
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UNHCR has advocated for the inclusion of refugees in national plans for 
the COVID-19 vaccine roll-out (80).

	l In Peru, authorities have opened the vaccination registry for migrants, 
regardless of their status (85).

	l In Colombia, the Government has facilitated a policy shift to ensure the 
regularization of undocumented migrants from Venezuela and is providing 
the COVID-19 vaccine to them (85).

	l In Trinidad and Tobago, the Government has stated that migrants have 
access to vaccines that are available to all residents in the country (85).

	l Jordan was one of the first countries to provide free-of-charge and 
equitable access to COVID-19 vaccines for Iraqi and Syrian refugees, as 
well as to migrants (since January 2020) (86).

	l Uganda specifically includes its 1.4 million refugees in the national 
COVID-19 vaccination programme (87).

	l In the United States, migrant farmworkers have been prioritized for 
COVID-19 vaccination in California (88). The United States Centers for 
Disease Control and Prevention has created a guide to vaccinating workers 
to help state jurisdictions first to identify and quantify subpopulations of 
workers and then to create a specific vaccination plan that addresses the 
unique challenges and best practices of providing vaccines to migrant/
migratory and seasonal food and agriculture workers (89).

	l In France, foreigners or homeless people can be vaccinated for COVID-19 
even if they do not have a social security or identification number, with 
vaccine available free of charge.

	l The United Kingdom has a specific initiative encouraging irregular 
migrants and other unregistered groups to register with primary care 
services and the national vaccination programme; this includes publishing 
guidance that specifically states that no immigration checks and no fees 
will apply to non-entitled migrants.

	l In Portugal, the Government granted temporary residence to migrants and 
asylum seekers who had pending applications for residence permits in March 
2020, then again in November 2020, with the declared purpose to guarantee 
equal access for these groups to health services and vaccinations.

	l Dutch and Spanish Governments have guaranteed irregular migrants equal 
access to the vaccination as for the other population groups (27,83,90).

	l Rwanda has from the outset included refugee camps in its COVID-19 
vaccine roll-out plans and has explicitly and proactively included refugees 
and other migrants in these plans (80).

Box 4. contd
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How policies are being implemented in practice is less clear, particularly for 
irregular or stateless migrants (84). In central and western Africa, policies and 
practice on access to COVID-19 vaccines remains inconsistent. Eligibility for 
COVID-19 vaccination for refugees and migrants varies by country and specific 
factors such as age and displacement/migration and employment status. In 
South Africa, migrants (particularly irregular migrants) face barriers to accessing 
health care and, so far, evidence is scarce of programmes to ensure the inclusion 
of migrant populations in priority groups for COVID-19 vaccination (80). The plans 
of Indian Ocean islands (which have an abundance of migrant workers) to include 
migrants in their vaccine roll-out are also unclear. A 2021 paper exploring refugees, 
migrants and the COVID-19 vaccine roll-out in Africa identified large variations in 
policies and practices across the continent, with few countries making explicit their 
plans for including migrants in the roll-out (80). In February 2021 the indications 
were that more than half of the countries in the Middle East and north Africa 
would be including refugees and other people of concern in national COVID-19 
vaccination programmes (91). By April 2021 most countries in eastern Africa and 
the Horn of Africa had submitted their NDVP to the COVAX Facility and started 
phase 1 of the roll-out; however, governments and the Africa Centres for Disease 
Control and Prevention are still working to overcome the shortage of vaccines and 
improve the effectiveness of cold-chain processes (92).

According to UNHCR, 4.79 million vaccine doses had been distributed to refugees 
and other forcibly displaced people in 66 countries by the end of 2021, and 72 other 
countries had started the process (37). In HICs with good coverage and availability 
of vaccines, emerging data show particularly low COVID-19 vaccine uptake rates in 
migrants, including people from north Africa, Iraq and Somalia (27,32). For example, 
a 2021 Norwegian review of vaccination coverage based on country of birth found 
that the vaccination rate for those aged over 75 years was highest for people born in 
Norway (over 90%) and lowest for those born in Iraq (51%) and Somalia (34%) (93). 
Similar trends were observed in those aged 65–74 years.

2.2 Barriers for refugee and migrants in accessing 
immunization services

This section summarizes the range of barriers for refugee and migrant populations 
in accessing immunizations in the host country. A 2021 systematic review of 26 
EU/EEA countries, Switzerland and the United Kingdom identified 23 determinants 
of undervaccination in migrants, including geographical origin (statistically 
significant for 25 countries; 96%), in particular African/eastern European origin; 
recent migration; refugee or asylum-seeker status; higher income; parental 
education level; lack of health-care contact in the past year; and lower language 
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skills (25). Other key barriers include administrative and policy barriers, such as 
policies restricting entitlement to access mainstream services; vaccine availability 
and logistic barriers, particularly in LMICs and humanitarian contexts; individual 
and social processes, including low levels of trust in institutions and cultural, social 
and religious norms and beliefs; practical factors relating to access, language, 
information and communication; and financial barriers.

2.2.1 Administrative and policy barriers

Policies restricting entitlement to access mainstream health systems, or other 
administrative or legal barriers, often present a physical barrier to immunization 
services for refugee and migrant populations globally, and have been well 
documented for COVID-19 vaccines (summarized in section 2.1). Refugees and 
migrants living in closed settings (including camps, reception and detention 
centres, and formal and informal settlements) often do not have access to 
mainstream health systems (94). Instead, health-care provision by private 
services, United Nations agencies (for example, IOM or UNHCR) or NGOs presents 
a potential physical barrier to full national immunization programmes. Where 
vaccinations for refugees and migrants are provided by NGOs (such as when 
national policies are exclusive or absent), the delivery of vaccination campaigns 
may be hampered by administrative issues arising between governments or other 
actors and the implementing partners. For example, following mass displacement 
in Mingkaman (South Sudan), Médecins Sans Frontières was unable to implement 
their full package of priority vaccines because it could not obtain authorization 
from the Ministry of Health (95). This highlights the need for cooperation 
between all partners, including governments and stakeholders, to successfully 
implement vaccination campaigns. In the WHO African Region, issues exist around 
access to vaccines, including among the Somali population in Kenya (including 
measles, rubella, polio and diphtheria vaccines) (96), and contextually appropriate 
programme responses are needed (80). In China, refugees from the Democratic 
People’s Republic of Korea have limited health-care access owing to their legal 
status, and children born to these refugees have significantly lower immunization 
rates compared with Chinese or other migrant children (97).

Even in countries where refugees and migrants can legally access free vaccines, 
other immigration, health-care or employment policies may restrict access 
in practice. Evidence from a wide range of settings suggests that migrants – 
particularly irregular migrants – are likely to have fears about immigration checks 
or data sharing with authorities when presenting for vaccination (29,98–100). 
For example, the Red Cross Red Crescent Global Migration Lab has emphasized 
that lack of documentation and fear of arrest, detention or deportation are 
preventing access to COVID-19 vaccination in practice for migrants globally (101). 
In Lebanon, reluctance to register through the Government-managed platform 
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may be preventing access to COVID-19 vaccination despite eligibility, regardless 
of nationality (102). In Colombia, it is uncertain whether irregular migrants from 
Venezuela will be able to access COVID-19 vaccines in practice because of the 
complex registration requirements (103). On the other hand, two studies from 
Qatar found that migrants were less reluctant to accept a vaccine compared 
with Qatari nationals. A possible explanation is that because residency status is 
linked to their employment contracts, migrants might be more likely to accept 
Government/employer policy (104,105).

2.2.2 Availability of vaccines and logistics

The availability of vaccines and logistics of bringing them to refugee, migrant and 
mobile populations – and indeed, to the general population – can be a major barrier 
to access in some settings, particularly in LMICs and humanitarian contexts. A 2019 
study into the impact of conflict on immunization coverage across 16 countries 
(mainly African) found that tense security conditions, along with damaged health 
infrastructure and depleted human resources, contribute to infrequent outreach 
services and delays in new vaccine introductions and immunization campaigns 
(106). In turn, these factors contribute to subnational pockets of low coverage 
and disease outbreaks in areas affected by conflict. In the Syrian Arab Republic, 
protracted disruption of health services since 2014 (107,108) means that cohorts of 
children under 5 years of age may now be underimmunized or unvaccinated (109). In 
sub-Saharan Africa, physical barriers creating longer travel times to health services 
are significant challenges to providing immunization services, and interventions 
are needed to improve vaccine security (including the re-design of immunization 
supply chains) (8). Major barriers to delivering vaccination campaigns in conflict are 
limited access to target populations because of active combat, as well as logistic 
constraints affecting vaccine storage and lack of trained health workers (110). For 
example, cold chain capacity, complexity in vaccine transportation and inaccurate 
population registration were identified as specific logistic barriers to delivering an 
oral cholera vaccine campaign in South Sudan (111). Although logistic barriers may 
be more salient in low-income and humanitarian settings, they may also apply in 
high- or middle-income settings: a 2017 review cited a lack of financial and human 
resources, in particular cultural mediators and/or interpreters, as a barrier to the 
effective implementation of national immunization policies in the WHO European 
Region (4). A systematic review of VPD outbreaks among refugees and IDPs in 
humanitarian emergencies highlighted that growing insecurity (such as increasing 
number of targeted attacks on health workers) and the destruction of cold chain and 
infrastructure for transportation of supplies are creating new challenges in providing 
immunization in conflict settings (19). In the context of the COVID-19 vaccine roll-
out, IOM found that lack of host government-run vaccination campaigns, population 
mobility and a greater focus on other issues are logistic barriers for migrants in 
conflict or crises settings (35). In some Member States of the WHO South-East Asia 
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Region (such as Indonesia, Myanmar and Thailand), insufficient financing of health 
care for refugees and migrants was identified as the most significant barrier, leading 
to inadequate health services and inadequate health promotion (or lack of training 
among community health workers to ensure adequate health promotion) for these 
groups (61).

Polio is an important health issue for migrants in the WHO African Region 
(particularly those in hard-to-access border areas and seasonal migration routes) 
and, therefore, greater access to immunization services is needed. This could 
be achieved by combining polio vaccination with other health interventions (for 
example, cross-border vaccination, including permanent vaccination at transit 
points and market days), alongside increased surveillance of migrant and nomadic 
populations (80,112,113). Lack of access to vaccination is a key issue for forcibly 
displaced populations and refugees in the Horn of Africa (114).

High population movement, both across and within borders, is a logistic barrier 
to vaccination that is extremely pertinent among many refugee and migrant 
groups. An analysis of the United Kingdom’s pre-arrival vaccination programme 
for formally resettled refugees identified over-vaccination with polio vaccines, 
particularly among children; contributory factors were population movement and 
a lack of coordination of vaccination records between vaccination sites (57). During 
campaigns for routine childhood vaccines in Greek refugee camps, population 
mobility was overcome by door-to-door visits by NGO staff to actively record 
vaccination status within 2 weeks of each vaccination intervention (115). In a 
mass oral cholera vaccine campaign in refugee and IDP camps in South Sudan, 
increased population movement from the camp to other locations within the 
country was a barrier to the uptake and coordination of the campaign (114). 
Vaccination cards were eventually identified as the best method to identify those 
who had received vaccine dose(s) and, thus, avoid over-vaccination (111). Many 
countries rely on vaccination cards to identify the vaccination needs of refugees 
and migrants, but often these are unavailable or lost during migration and 
displacement, and caregivers may not recall which vaccines have been given. In 
addition, many unaccompanied migrant children will not know whether they have 
been vaccinated or be able to produce documentation. A survey of 30 EU/EEA 
countries found that 28 checked the immunization status of child and adolescent 
migrants either verbally or by checking records or immunization cards (65). 
However, reliance on checking vaccination cards where these are not available may 
lead to over-immunization (giving additional vaccine doses when the full course 
has already been administered but not recorded) or underimmunization (refusing 
to provide vaccination because of unknown immunization status).

In some countries, specific vaccinations may not be included in national 
immunization schedules or campaigns, have limited availability, or may simply 
be unavailable. For example, in the context of COVID-19, a 2021 analysis found 
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that G20 countries5 have received 15 times more doses per capita than low-
income countries, with African countries in particular largely left without access 
to COVID-19 vaccines (116). In contexts where availability of vaccines is severely 
limited, refugee and migrant populations are likely to be considered a low priority.

2.2.3 Individual-level barriers, including trust and cultural, religious and social 
norms and beliefs

Trust in immunization and health services and service providers, as well as in 
the wider governance and health-care system of the host country, can be major 
factors in the perception and subsequent uptake of vaccination by migrant 
populations (26,100,117,118). In the United Kingdom, widespread distrust by 
refugees and migrants of the health-care system and barriers to registering for 
primary care are potential deterrents for irregular migrants, despite Government 
guidance stating that vaccines are available free of charge, and without 
immigration checks (29,119).

In some cases, migrants’ expectations may be based on knowledge gained and 
experiences in their home country (120). For example, lack of trust in vaccines in 
the country of origin, the influence of factors from the country of origin or diaspora 
media (that is, media from the country of origin of the migrant population) can 
influence vaccine confidence in some refugee and migrant groups (121–124). In 
a United Kingdom study of measles vaccination in Romanian women, decreased 
vaccination was linked to a distrust in health-care services that were partly rooted 
in their negative experiences of health care in both Romania and the United 
Kingdom (125).

Distrust of vaccination or the wider health system can also take root after 
arrival in the host country, potentially due to social exclusion (26) or precarity in 
resettlement (126), both of which are reported to reduce vaccine confidence (124). 
For example, a United States study showed that among Karen refugees (from 
Myanmar) the perception of vaccine safety decreased with increasing time spent 
in United States (127). Another study from Norway found lower measles coverage 
in children born to mothers who had lived in Norway for more than six years 
compared with those born to mothers who had lived in Norway for less than two 
years, with an overall decline in coverage between 2000 and 2016 (128). Structural 
racism in the host country and historical events can act as general barriers to 
vaccination in migrant communities (80,124,126,129,217). For example, migrants 
reported fears that certain ethnic groups or communities would be used as guinea 
pigs in the COVID-19 vaccine roll-out (29,117,125,129).

4  Members of the G20: Argentina, Australia, Brazil, Canada, China, France, Germany, India, Indonesia, Italy, Japan, South Korea, 
Mexico, the Russian Federation, Saudi Arabia, South Africa, Türkiye, United Kingdom, United States and the European Union.



26

Ensuring the integration of refugees and migrants in immunization policies

In some settings, there is significant public trepidation and reluctance to use 
health services delivered by foreign agencies, as found in a systematic review 
on delivering infectious disease interventions to women and children in conflict 
settings (110). A 2021 report stated that fears that hidden agendas of developed 
countries are behind vaccination campaigns are circulating in African countries, 
including among migrant groups (80), with similar concerns reported from other 
regions (130,131).

Confidence in vaccines (such as concerns about safety and side-effects) is 
often cited as a key factor influencing vaccination intent among refugees and 
migrants (29,31,100,124,131,132), as well as in the general population. A study 
of 1037 Syrian refugees in Lebanon found that COVID-19 vaccine refusal was 
significantly associated with negative perceptions about vaccine safety (31). In 
Qatar, where 90% of the population are migrants, a survey found that 40.1% 
of people would not get the vaccine or were unsure, with most citing concerns 
about the vaccine’s safety and longer-term side-effects (104). A study of routine 
vaccination of Rohingya refugees in Bangladesh reported that key personal barriers 
were fear of side-effects, preference for traditional treatment and concerns about 
the ulterior motives of white humanitarian workers (131). Complacency about 
the personal need for vaccination has also been reported in refugee and migrant 
communities, including for HPV and COVID-19 vaccines (31,132). A study exploring 
underimmunization in internal urban-to-rural migrant children in China identified 
the strongest predictor of a of child’s immunization status was the primary 
caregiver’s awareness of the importance of vaccination: this was a key factor linked 
to incomplete, invalid or delayed vaccination in children (133).

It is also important to recognize that concerns about safety and general hesitancy 
may be influenced by specifical cultural factors, including knowledge and attitudes 
towards disease prevention and vaccination and beliefs about the introduction 
of foreign substances into the body. These concerns highlight the need for 
better cultural competency within health-care services and systems and for 
recognizing cultural differences in the development of interventions for migrant 
populations. In a Canadian qualitative interview study, health-care workers felt 
that communication barriers and an inability to address cultural or religious 
concerns restricted their ability to inform refugee and migrant patients about 
HPV vaccines (134). Low knowledge in health-care professionals of migrant health 
needs and health-care eligibility may prevent migrants from being offered or given 
vaccinations, regardless of their entitlement in policy, and language barriers or lack 
of empathy or cultural competency in health-care workers may lead to distrust, 
confusion or low motivation to present for vaccination in migrants (134,135).

Religious or cultural norms or expectations in migrant groups, particularly when these 
differ from the norms in the host country, may affect the perceived acceptability of 
vaccines and, subsequently, vaccination uptake (131,132,136). A study in Italy found 
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that migrant workers are more likely than non-immigration workers to cite religious 
belief as a reason to not vaccinate (136). Similarly, an Australian study found that in 
Lebanese migrants’ religious values around health played a major part in vaccination 
decision-making (137). For example, Muslim communities may have concerns that 
vaccinations may contain pork (138); therefore, this is a crucial factor to be addressed 
in health communications, particularly in contexts where vaccinations are seen as 
being provided by external or non-Muslim actors.

2.2.4 Logistic barriers and accessibility of vaccinations

Lack of proactivity by health-care systems in providing convenient access points 
or bringing vaccination services to refugees and migrants may restrict vaccination 
uptake by refugees and migrants. For these populations, attending distant 
vaccination services may be costly in terms of time and loss of income (118,139). A 
study of migrant parents in the Netherlands identified distance and transportation 
as important factors influencing decisions to vaccinate their children (140). The 
cost of vaccination and other factors may influence where migrants choose to get 
vaccinated. For example, a United Kingdom study reported that Polish migrants 
often choose to return home for cheaper vaccines (for example for chickenpox) 
or for routine vaccines after the birth of a child (65), which has numerous practical 
implications for service providers tasked with ensuring their local population is 
immunized. In China, migrants are not entitled to be reimbursed for basic services 
such as childhood vaccinations (141).

A survey-based study found that only a quarter of Syrian refugee children in Jordan 
and less than 15% of refugees in Lebanon were fully immunized through routine 
vaccination services, with 35% of respondents in Jordan and 40% in Lebanon 
reporting difficulties in accessing vaccination for their children (142). A study from 
China found that migrant children whose mothers had a job were almost three times 
more likely to be unvaccinated than those with a non-working mother (21). For the 
children of working migrant mothers, insufficient utilization of other preventive and 
primary care such as screening, acute illness visits and well-child care visits suggested 
that the needs of this population should be considered in initiatives to increase vaccine 
coverage, for example by extending the office hours of health facilities (21). Similarly, 
a study of children born to migrant mothers in Ethiopia found that distance to a 
health centre was linked to underimmunization (14). A mass polio vaccine campaign 
in Kenyan refugee camps reported that 56 of 107 unvaccinated people (52%) lacked 
vaccination because they did not know where to get vaccinated or were unaware of 
the campaign (143). Motivational barriers, such as fear of side-effects or pain from 
injection, were relatively unimportant (affecting only 11 people; 10%). More recently, the 
IOM and others have identified technical issues in some migrant populations that may 
create barriers, such as a lack of Internet and/or the technology needed to register for 
COVID-19 vaccination or to access health services more broadly (144).
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Trust in the available access points may also be an important barrier to vaccine 
uptake, particularly for irregular migrants, who may fear immigration checks 
(29,145). To overcome this barrier, access points in safe and trusted locations, such 
as local community centres, places of worship, pharmacies or NGO-run clinics, 
should be provided to maximize uptake in migrant populations.

2.2.5 Information and communication barriers

Key factors in the motivation to vaccinate are an individual’s awareness of and 
access to information, which are often dependent on health, language and 
digital literacy. Refugee and migrant populations were found to be excluded 
from accessing information because of poor digital literacy or lack of technology 
(29,129), language barriers (29,65,121,124,129,134,146–148), low reading/written 
literacy (125,149,150), poor doctor–patient communication (132,134,151,152), lack 
of interpreting services (125,149), or information not being provided in an accessible 
and acceptable format (121,129,131,134,151,153). For example, some Moroccan, 
Turkish and Somali populations said that they placed more value on oral 
information and that the written format of the information they received was 
not appropriate (154,155). A United Kingdom study reported that health visitors 
felt that translated leaflets were not sufficient because many migrants struggle with 
literacy (150). A United States study found that Korean migrants often did not receive 
or understand health information disseminated through traditional media such as 
television advertisements or radio (156). Such findings highlight the importance 
of tailored information campaigns based on local evidence and informed by or 
co-designed with local actors (29,80,121,131,132,147,151,157). In Australia, refugees 
and migrants from Ethiopia, Kenya, Somalia and South Sudan reported that their 
reduced access to immunization was specifically due to language barriers (158). 
They suggested that the barriers could be addressed through the implementation of 
reminder systems and by better dissemination of immunization information through 
community organizations. Language barriers and lack of access to interpreters 
among refugee and migrant groups were also identified (118,134,147,148,159). To 
overcome these barriers, vaccination campaigns are recommended to provide 
information in multiple languages, and in written and other formats.

A 2021 report of the root causes of low vaccination coverage and 
underimmunization in sub-Saharan Africa found that key issues were a lack of 
knowledge about the benefits of immunization and a prevalence of misconceptions 
about vaccination effects among caregivers and community leaders, particularly in 
underprivileged groups such as migrant and refugee communities (8).

A systematic review of perceptions about HPV vaccination among migrants found 
that their attitudes often improved once information was given (160). Low awareness 
about a vaccine or VPD was also a key barrier to vaccination (151). In contrast, in the 
absence of translated or accessible information, some evidence showed that migrants 
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may turn to alternative and unregulated information sources, such as the Internet, 
social media, friends and family (29,123,117,161,162). In the context of the COVID-19 
pandemic, humanitarian organizations have highlighted concerns about high levels of 
misinformation about COVID-19 vaccines among migrants, including via social media 
communication channels (Box 5). The Red Cross reported that this likely to be linked to 
language barriers and limited access to reliable public health information (101).

Box 5. Social media and immunization

Misinformation and disinformation on vaccines can spread rapidly through 
social media and may strongly influence vaccine confidence at the individual 
and community levels. This is particularly the case in communities where 
distrust already exists and/or access to robust public health information may 
be more limited, such as refugee and migrant communities (29,124,129,144). 
Data suggest that refugees and migrants make high use of social media as a 
source of public health information. For example, a survey of 334 Venezuelan 
refugees and migrants living in Poland found that Facebook and WhatsApp 
are the two primary information channels used to access information about 
COVID-19 (161). In a study of Ukrainian migrants in Poland, all participants 
reported difficulty finding information about the COVID-19 vaccination from 
trusted sources, relying instead on unregulated sources such as Google 
searches and social media (Facebook specifically) (163).

A 2022 systematic review including evidence from six countries (China, 
Jordan, Qatar, Türkiye the United Kingdom and the United States) found 
consistent use of a range of social media platforms (including Facebook, 
Instagram, WeChat, WhatsApp, Twitter and YouTube) for COVID-19 
information by some migrant and ethnic minority populations (164). 
Use of these platforms may stem from difficulty in accessing COVID-19 
information in their native languages or from trusted sources. Positive and 
negative associations with social media use were reported: some evidence 
suggested that social media use and circulating misinformation may be 
associated with lower participation in preventive health measures, including 
vaccine intent and uptake. These findings are likely to be relevant to multiple 
population groups. In Qatar, a 2021 study on migrants and nationals found 
that social media and misinformation are associated with negative attitudes 
towards COVID-19 and vaccination (104). To address these challenges, 
greater emphasis is needed on exploring opportunities to share and transmit 
accurate information to highly mobile populations via social media-based 
communication channels.
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2.2.6 Financial barriers

Economic barriers and vaccine affordability (in terms of direct and indirect 
costs) are barriers to vaccination in certain settings. In many countries and 
settings, including HICs, migrants are required to pay the direct costs of 
vaccination, sometimes dependent on their migrant status (68). Within the 
ongoing COVID-19 vaccine roll-out, the IOM identified a lack of clarity on 
whether a fee is charged to people who are not enrolled in national health 
insurance schemes, which may result from having undocumented or non-
citizen status (35). Indirect costs, such as travel costs and loss of wages from 
taking time off work, may also be a key barrier for some groups, particularly 
those with precarious migrant status or working in low-skilled jobs.

A study across Greece and the Netherlands found that asylum seekers became 
less likely to accept vaccination as costs increased (165). In a Canadian study 
of HPV vaccination, health-care providers recommended publicly funding 
vaccination as a key facilitator to maximize uptake among migrants (134). 
Similarly, a qualitative study in the United States found that most of the 
migrants interviewed responded positively when asked about HPV vaccine 
intent provided the vaccine was affordable. Lack of clarity about the charges 
for vaccination and/or health care may also discourage migrants from seeking 
vaccination (125). A migrant health insurance scheme in Thailand allows access 
to public health services regardless of migrant status; however, migrants 
must pay for the insurance themselves and, as of 2016, only 33.7% of migrant 
workers had opted in (60).

2.2.7 Summary of barriers in accessing immunization services

Table 3 summarizes the barriers to vaccination in refugee and migrant 
populations identified in this scoping review. There is also a potential role of 
gender in vaccine hesitancy, confidence, acceptability and access, which will 
affect vaccination uptake although the effect varies with the vaccine and the 
situation (Box 6).
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Table 3. Barriers to vaccines in refugees and migrants

Type of barrier Description

Legal, 
administrative, 
and technical 
barriers

	l Lack of legal and/or free entitlement to health care or 
vaccination

	l Resource and capacity constraints, e.g. lack of vaccine 
availability, limited human resources (trained health-care 
workers), and cold chain limitations or other logistic constraints

	l Lack of proactivity or authorization from government, health-
care systems or other actors to provide vaccination campaigns 
to refugee and migrant groups, or prioritization of nationals in 
contexts of low vaccine availability

	l High population movement and lack of cross-border policies for 
sharing of vaccination data and records

	l Blanket approaches, e.g. vaccination reminders sent via letter/
text message are unsuitable for mobile populations

Barriers relating to 
accessibility on an 
individual level

	l Language, literacy and communication barriers

	l Distrust of health system/authorities, sense of alienation and 
disempowerment

	l Specific provider-level barriers, e.g. health professionals lack 
specific knowledge of refugee and migrant entitlements, catch-
up vaccination guidelines and culturally competent care, and 
missed opportunities to vaccinate

	l Lack of information or practical support from health-care 
workers when desired

	l Lack of individual vaccination documentation/cards in contexts 
with a “no card, no vaccine” policy

	l Inconvenient, inaccessible or untrusted access points

	l Fear of data sharing with immigration authorities or 
documentation checks at vaccination sites

Barriers relating 
to financial and 
non-financial 
affordability and 
convenience

	l Fee charged for vaccination

	l Indirect costs, e.g. cost of travelling to vaccination appointment, 
time lost from work

	l Competing priorities
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Type of barrier Description

Barriers relating 
to knowledge, 
information and 
awareness

	l Lack of information available in relevant formats, languages or 
broadcasted through appropriate channels

	l Low knowledge about the disease or the benefits of 
vaccination

	l Lack of awareness of the vaccination availability/eligibility or 
the location of access points

	l Personal health stewardship, e.g. knowing own medical/
vaccination history

	l Circulating misinformation (e.g. about the vaccine or its 
availability), particularly where this is not addressed by official 
information in appropriate languages/formats

Barriers relating 
to personal, social, 
cultural and 
religious beliefs 
and norms and 
acceptability of 
vaccines

	l Worries about vaccine safety and side-effects, especially for 
new vaccines

	l Cultural, religious, and social barriers, e.g. stigma around 
specific vaccines, vaccination being unpopular or uncommon 
in country of origin, religious or cultural values surrounding 
health care

	l Distrust of health system/authorities, sense of alienation and 
disempowerment, and structural racism

	l Misinformation, disinformation or lack of information in 
appropriate formats or languages

	l Low perception of disease risk or importance of vaccination

	l Vaccination not recommended by physicians

	l Current or historical issues around health care or vaccination 
can reduce trust in health-care recommendations (217,218).

Table 3. contd
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Box 6. Integrating gender perspectives in vaccination strategies

WHO has highlighted the importance of addressing gender-related vaccine 
hesitancy, confidence, acceptability and access, and that failure to do so 
may be detrimental to the success of vaccination campaigns (166). A 2011 
systematic review of factors associated with uptake of influenza vaccination 
of the general population and health professionals concluded that men were 
more likely to get vaccinations than women and that, in some countries, 
women were more likely to express fears about the efficacy and safety (167). 
WHO suggest that in settings where there is a gender gap in education 
(for example some refugee and migrant communities), women may have 
limited access to accurate vaccine information, resulting in lower vaccine 
confidence (166). This may also deter them from getting their children 
vaccinated. Women are likely to have specific concerns or requirements 
around routine or mass vaccination depending on their religious or cultural 
values or on education and health literacy levels (see Case study 1).

In the context of the COVID-19 vaccine roll-out, fears about adverse 
effects on female fertility have reduced vaccine confidence among women 
in some communities (168,169). However, other studies have found 
that men were more likely not to vaccinate or to have low confidence 
in vaccines. For example, working-aged men were at greatest risk for 
remaining unvaccinated in oral cholera vaccine campaigns in refugee 
camps in Iraq (170) and Thailand (171). This was probably because 
vaccination hours coinciding with the working day for men, whereas 
women mostly remained at home in the camp. A 2021 global survey of 19 
countries on the potential acceptance of COVID-19 vaccination found that 
men were less likely than women to accept vaccines in general (172). In 
contrast, a 2022 systematic review of determinants of undervaccination 
in migrants in Europe did not find a strong overall association with gender 
(seven out of 10 studies found no association) (25). A 2018 study found 
that asylum-seeking girls were more likely to be undervaccinated than 
asylum-seeking boys (17). However, a 2021 study found a faster decline in 
MMR vaccination coverage rates over time for Somali boys than girls, and 
suggested that this may reflect intentional gender-based MMR refusal 
owing to a fear of autism by parents (which is more prevalent in boys in 
the Somali community) (128). Overall, gender appears to have a variable 
impact as a barrier to vaccination in refugee and migrant communities. 
Therefore, a better understanding of how gender affects vaccine 
confidence, intent and uptake among refugee and migrant groups, and its 
impact on child immunization coverage is urgently needed.



34

Ensuring the integration of refugees and migrants in immunization policies

2.3 Good practices in implementing immunization initiatives 
for refugees and migrants

It is increasingly acknowledged that a one-size-fits-all approach to immunization 
will not sufficiently increase coverage to meet global targets and that standard 
approaches must be adapted to the diverse contexts and needs that exist 
worldwide. The review identified a wide range of facilitators of vaccine uptake in 
refugee and migrant populations (Fig. 6).

Administrative and policy
•	Legal access to primary care and vaccination irrespective of immigration status
•	Close collaboration between government and implementing partners to ensure no 

administrative barriers prevent reach
•	Firewalls to protect against data sharing with immigration authorities
•	Accessible routes to residency status or citizenship, where this is required for 

access to primary health care
•	Mandates, e.g. mandatory workplace vaccination

•	Vaccination-on-arrival strategy

Fig. 6. Facilitators of immunization in refugees and migrants identified in the evidencea

Availability of vaccines and logistics
•	COVAX-like initiatives to ensure equitable distribution of vaccines globally 
•	Creation of specific catch-up vaccination initiatives, e.g. on-arrival health screening 

and vaccination for asylum seekers, mass vaccination campaigns
•	In-depth coordination of logistics (e.g. cold chain requirements, health-care worker 

training) prior to vaccination campaign
•	Vaccination cards to aid logistics of giving multiple doses in setting with high 

population movement

Trust and social processes
•	Cultural competent and migrant-sensitive care, e.g, inclusive services and policies, 

training for health-care workers on migrant health and vaccination needs
•	Positive social norms and normalization of vaccinations, e.g. encouraging those 

recently vaccinated to share on social media
•	Culturally tailored and community-based interventions, e.g. face-to-face 

communication, community advocates
•	Increased funding for and collaboration with NGOs or other groups already providing 

health and social care to migrants locally

Technical issues and accessibility of acess points
•	Convenient access points, e.g. walk-in or mobile clinics, workplace-based 

vaccination, flexible appointments and opening hours, based on research/
engagement to identify community-specific access barriers

•	Flexibility in registration for health care and/or vaccination, e.g. provision for those 
without access to the Internet

•	Provider recommendation 
•	 Information campaigns and engagement to ensure target community is aware of 

access points available to them 
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Economic and cost
•	Cost offsetting, e.g. free vaccination, insurance cover 
•	Provision of multiple access points that minimize travel expenses
•	Monetary benefits/persuaders
•	Clear, tailored information campaigns to ensure communities are aware of how 

much vaccination costs or that it is free

Strategies employing sociobehavioural and participatory approaches are effective 
in increasing vaccination demand, addressing gaps in coverage and strengthening 
immunization programmes. WHO has emphasized a need for more participatory 
research into the determinants of health in refugee and migrant populations in 
general (109). In Europe, the ECDC has highlighted that vaccination initiatives 
should understand and to take account of the needs and perspectives of refugees 
and migrants (64).

In principle, multiple opportunities for vaccination may exist throughout the 
displacement and migration trajectory in variable settings. In acute humanitarian 
emergencies requiring rapid, evidence-informed decision-making, WHO offers a 
framework for vaccinating refugees and migrants that involves epidemiological 
risk assessments and consideration of vaccine characteristics and contextual 
factors in a three-step process of decision-making (173). The ECDC has 
suggested specific catch-up vaccinations for newly arrived migrants in Europe 
and consideration of specific implementation issues (64). These include advising 
against serology testing and are in favour of recognizing the unique needs of 
newly arrived migrants when offering vaccination (such as delays to presentation), 
taking steps to reduce drop-out from care, and recognizing concomitant issues 
that may compromise the ability or urgency of newly arrived migrants to seek 
preventive health care or may increase their risk of contracting infectious diseases 
(for example, housing, employment, mental health issues). For asylum seekers at 
an Italian reception centre, the participation rate was higher when vaccination was 
offered upon arrival rather than by appointment at the reference health centre 
(174). A campaign along the Thai–Myanmar border was successful in enrolling 
migrant schoolchildren to a school-based immunization programme, achieving 
immunization rates of 92.3% for Bacillus Calmette-Guérin (tuberculosis vaccine), 
85.3% for the third dose of the oral polio vaccine, 63.8% for DTP3, 72.2% for the 

Information, misinformation and hesitancy
•	Tailored health promotion and education programmes in relevant languages, to 

increase awareness of vaccination benefits
•	Ensure information campaigns are tailored to different cultural and religious values - 

“one size doesn’t fit all”
•	Extensive research into information channels used by specific communities, which 

should be harnessed to increase information reach

•	Directly counter misinformation known to be circulating

Fig. 6. contd
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third dose of the hepatitis B vaccine and 90.9% for the measles vaccine (175). Special 
adaptation of services for migrants, such as bundling primary care services, may 
also help to prevent further barriers to vaccination, diagnosis and care (64). Where 
possible, national immunization programmes should take a life-course approach, in 
which immunization is seen as a strategy to prevent disease and maximize health, 
regardless of age, instead of restricting it to childhood; this approach would have 
benefits at the individual, population and socioeconomic levels (176). Canadian 
guidance recommends repeating vaccinations in new migrants whose vaccination 
status is doubtful, for example if their immunization records are missing or difficult 
to interpret (177).

Tailored and targeted interventions have also been shown to improve vaccination 
uptake in refugee and migrant populations. These include door-to-door vaccination 
initiatives, mobile vaccination teams, media and health promotion campaigns, social 
mobilization activities, patient reminder letters, culturally and linguistically tailored 
community outreach and engagement, and strengthened partnership working 
and coordination (4,18,147,178). In Kenya, a mobility-competent polio vaccination 
programme has been developed (112). Some strategies aimed at promoting 
vaccination among Asian migrants have successfully used community or lay health 
workers (179). Similar innovative approaches to rolling out COVID-19 vaccination 
for refugees and migrants have been noted, including the use of mobile medical 
teams to reach and vaccinate irregular migrants (119). The Collective Service for 
Risk Communication and Community Engagement has produced interim guidance 
on delivering COVID-19 vaccines to refugees, migrants and IDPs, which suggests 
that multiple communication strategies will be needed to address the different 
motivations and social and cultural practices influencing vaccine acceptance, 
alongside strong community engagement (180).

At macro level, cooperation within and across borders is needed to facilitate the 
generation and sharing of health information (such as vaccination records and 
coverage data) and align national immunization guidelines and programmes 
to control VPDs in mobile populations (4,65,147,180). For example, in Australia a 
whole-of-life national immunization register has been developed with the capacity 
to identify at-risk groups such as refugees and migrants, following stakeholder 
recommendations (181). In another approach, a study on Syrian refugees in Jordan 
described the development of the CImA children immunization app as a low-
cost digital solution to provide evidence-based vaccine information to parents 
and record vaccination history, with promising results achieved following initial 
implementation in the Zaatari refugee camp (182).

Case studies 1–5 (blue boxes) describe good practices of implementing 
immunization initiatives in refugee and migrant populations in camp settings) 
and Case studies 6–12 (yellow boxes) highlight good practices of implementing 
immunization initiatives in refugee and migrant populations in community settings.
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Case study 1. Engaging with faith leaders to address vaccination 
barriers in Rohingya refugees in Bangladesh

A qualitative study of Rohingya refugees in the Cox’s Bazar camp in 
Bangladesh found that lack of sensitivity to cultural gender norms in 
the vaccination procedures (specifically, a lack of female health-care 
workers to vaccinate women and girls – it is religiously unacceptable 
for male vaccinators to vaccinate Rohingya women) and fears that 
vaccination by white humanitarian workers would cause the refugees 
to become Christian were major barriers in a measles and diphtheria 
vaccination campaign (131). Interviews and focus group discussions 
revealed that local leaders (in particular, religious leaders) were trusted 
sources of information. Subsequently, engagement with religious 
leaders and faith-based messaging were successfully used to improve 
vaccine coverage in the camp.

Case study 2. Facilitators of vaccine access and uptake during a cholera 
outbreak response in Iraq

As part of the response to the 2015 cholera outbreak in Iraq, the Iraqi Ministry 
of Health achieved an overall coverage of 87% (95% confidence interval, 
85–89) for two-dose oral cholera vaccine for people living in IDP and refugee 
camps via a combined door-to-door and fixed-post strategy (170). Vaccine 
coverage of the adult male population was maximized by extending evening 
work hours for vaccinators and including additional vaccination sites at camp 
entrances and nearby markets. Other facilitators were the use of electronic 
tablets for data collection combined with global positioning system tracking 
to remotely review data quality, record household visits, and spatially track 
and give instant feedback to vaccination teams.

Case study 3. Using multimedia campaigns to reach caregivers of 
Somali refugee children for mass polio vaccination in Kenya

In response to the 2013 polio outbreak in Kenya, the Kenyan Ministry 
of Health initiated a mass polio vaccine campaign targeting children in 
Somali refugee camps and surrounding communities near the Somali–
Kenyan border. A household survey revealed that for the 1009 caregivers 
who were aware of the campaign and recalled the recent polio outbreak, 
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the most common sources of information were announcements public 
address system or megaphone announcements (76%), a visit by a 
social mobilizer (47%) or health-care worker (43%), and radio (36%) 
(143). Facilitators included strong commitment from the Ministry of 
Health and coordination among implementing partners to develop 
comprehensive operational plans and allocate resources quickly; the 
flexibility to move temporary fixed vaccination sites in response to 
caregiver demands to make vaccines available closer to their homes; 
comprehensive pre-campaign planning of cold chain requirements; 
and appropriate staff training.

Case study 4. Improving coordination and engagement in complex 
settings in Greece

In 2017 the Greek Ministry of Health’s PHILOS – Emergency Health 
Response to Refugee Crisis programme took over coordination of 
vaccination for refugee children in Greece, which had previously been 
performed mostly by NGOs (115). The programme’s new coordinated 
approach included setting standard operating procedures for identifying 
vaccination needs at camps, door-to-door visits to families, information 
campaigns supported by cultural mediators, and promoting the use of 
designated vaccination records for children. Written information was 
provided in a range of languages. The programme achieved cooperation 
between a range of actors and showed that a coordinated approach to 
vaccination can be implemented in a complex setting.

Case study 5. Countering COVID-19 misinformation through a radio 
campaign in Kenya

In Kenya, COVID-19 vaccine hesitancy within both the Government and 
national population has compromised vaccine uptake by refugees and 
migrants (80). This issue is compounded by COVID-19 misinformation 
spread through social media and by word of mouth in refugee camps, 
including rumours that international aid agencies are creating the virus to 
make money. A radio host from the Dadaab refugee camp, known locally 
as the Corona Guy, has successfully used his radio station to directly 
combat misinformation circulating in the camp by creating a dialogue 
with other camp residents.

Case study 3. contd
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Case study 6. Delivering mass catch-up vaccination campaigns to 
Syrian refugee children in Türkiye

The Government of Türkiye and partner organizations have conducted a 
mass vaccination campaign to provide missing doses of MMR and polio 
vaccines to 400 000 refugee and migrant children (180). The vaccines 
were delivered door to door to households and in health centres in 
areas with large refugee populations by trained Syrian refugee doctors 
and nurses in order to bridge language gaps and help to build trust. 
Information was also disseminated via live radio broadcasts and to 
mosques and local health centres.

Case study 7. Involving migrant communities in the design of an 
immunization programme in Thailand

A qualitative study exploring barriers to immunization among children 
of migrant workers from Myanmar living in Tak Province (Thailand) 
found that an important facilitator was to involve migrant parents in 
developing the local immunization programme (183). Input from the 
parents highlighted barriers of distance, necessity of work and fear of 
arrest. After adjustment to address these barriers, the programme was 
implemented in schools run specifically for migrant children by NGOs. 
The research team addressed parental fears of fever by providing 
them with paracetamol and dosage instructions, and trained parents 
and teachers on the benefits and side-effects of immunization. By 
establishing strong relationships with teachers, the team was also able 
to follow up children who dropped out of school before completing 
their immunization schedule.

Case study 8. Improving access to COVID-19 information via social 
media channels and trusted messengers for migrants in north Africa

The Mixed Migration Centre in north Africa explored refugees’ and 
migrants’ access to information on COVID-19 in Libya and Tunisia, 
highlighting the prevalent use of online platforms and social media as a 
key source of information for these populations (184). The Mixed Migration 
Centre recommends systematic sharing of information on COVID-19 
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via online communities and raising awareness about COVID-19 through 
campaigns that translate information materials into local languages. 
These efforts should take account of the different information channels 
used by refugees and migrants and the high levels of trust placed in 
community leaders and mobilizers.

Case study 9. Establishing a prioritization policy for COVID-19 vaccine 
roll-out in Rwanda

Rwanda established a tiered prioritization list for COVID-19 vaccination 
roll-out, with refugees included in the highest-risk group, along with 
front-line health-care workers, the elderly, teachers, prisoners and those 
with underlying chronic health conditions (80). Effective roll-out of the 
vaccine was credited to early planning and national coordination by the 
Government of Rwanda, which brought together State and non-State 
actors before a COVID-19 vaccine became available, and an inclusive 
national health system that ensured that refugees in camps were 
included from the outset.

Case study 10. Reaching socially disadvantaged groups through 
mobile outreach teams in Belgium

In 2014 mobile vaccination teams were launched in Flanders (Belgium) 
to provide free vaccination services and promote vaccine literacy among 
socially disadvantaged people, including Roma, victims of trafficking 
and homeless people, with a focus on children (185). Children were 
identified by the School Health Service or the Flanders Agency for Child 
and Family, and those who could not access medical care were provided 
free-of-charge services. Vaccination data were recorded in a centralized 
system and made available to all other vaccination services. Since 2016, 
all asylum seekers in Belgium have been offered catch-up vaccinations 
at the time of their asylum application (109).

Case study 8. contd
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Case study 11. Using community-based participatory research to co-
design a novel vaccine educational programme for Somali migrants in 
the United States

Community-based participatory research methods were used to 
co-design a virtual reality education programme to improve vaccine 
acceptance in a Somali refugee population in the United States (186). 
Focus group discussions, interviews and surveys with Somali community 
members and expert advisors were used to generate the educational 
content. Co-design approaches with community input were used to 
develop the virtual reality storyline and ensure that the programme was 
culturally and linguistically sensitive, with sufficient flexibility for use with 
groups of differing levels of health literacy and technology literacy.

Case study 12. Applying the WHO Tailoring Immunization 
Programmes approach to tailor immunization services to an Orthodox 
Jewish community in the United Kingdom

In response to suboptimal immunization coverage and persistent 
outbreaks of VPDs in the Charedi Orthodox Jewish community in 
north London (United Kingdom), Public Health England implemented 
WHO’s Tailoring Immunizations Programme methodology (219) 
to make recommendations for tailored immunization services for 
the Charedi community. The approach included a literature review, 
stakeholder and partner meetings, epidemiological analyses, a 
service evaluation and a community questionnaire (187). The research 
highlighted the importance of birth order and family size in a mother’s 
decision to get children vaccinated. Mothers’ concerns about 
difficulties in accessing immunization services, lack of child-friendly 
facilities, lack of time, and vaccine safety led to underimmunization, 
along with their preference for natural infection (the belief that natural 
illnesses are better for children). Recommendations were developed 
focused on the needs of the mothers/parents, and included opening 
weekend clinics, using vaccinators from the community, a strong 
communication campaign and providing cultural awareness training 
for health-care staff.
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WHO acknowledges that addressing underimmunization requires understanding 
its determinants and developing tailored, evidence-based strategies to improve 
uptake, as well as monitoring their impact and sustainability. To support programmes 
and partners to strengthen immunization programmes and address the challenge 
of undervaccination, WHO established in 2018 an expert working group, called 
Measuring Behavioural and Social Drivers of Vaccination, to develop standardized tools 
and implementational guidance on the systematic assessment of behavioural and 
social factors affecting vaccination uptake. The working group has already established 
a conceptual model of the behavioural and social drivers of vaccine uptake, based 
on an appraisal of the existing theoretical models in the literature, which has four 
domains: (i) thinking and feeling, (ii) social processes, (iii) motivation (or hesitancy) and 
(iv) practical factors (Fig. 7) (190). The WHO expert working group is working to develop 
globally standardized tools for health policy-makers and planners to measure and 
monitor the drivers of underimmunization in real time, and in 2021 published a toolkit 
for COVID-19 (188). Complementing this work, the WHO Tailoring Immunization 
Programmes framework provides a practical approach to identifying barriers and 
motivators to vaccination in specific populations and developing targeted, tailored 
interventions to increase vaccination coverage (219). These frameworks and tools 
offer evidence-informed implementational guidance for defining and addressing 
barriers to vaccination in specific populations. From an implementational perspective, 
sufficient emphasis must be given to designing and implementing effective 
strategies and interventions to increase uptake, and to monitoring their impact, in 
order to achieve long-term improvements to vaccination programmes (191). Box 7 
summarizes the key good practices for implementing immunization programmes for 
refugees and migrants identified in the review.

Fig.7. The behavioural and social drivers of COVID-19 vaccination

	l Perceived disease 
risk, vaccine 
confidence 
(includes 
perceived 
benefits, safety 
and trust)

	l Social norms (includes 
support of family and 
religious leaders) 

	l Provider 
recommendation

	l Gender equity

Motivation
Intention 
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Vaccination
Uptake of 
recommended 
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Source: reproduced from WHO, 2021 (188), and based on the increasing vaccination model of Dube 
et al., 2018 (189).
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Box 7. Good practices in implementing immunization in refugees 
and migrants

	l Deliver immunization services for refugees and migrants as part of 
mainstream health services.

	l Develop a risk communication and community engagement strategy, 
ensure clear and accessible communication from official sources, and 
distribute information through a range of preferred communication 
channels in the language of target groups, tailored formats and trusted 
messengers, as identified by communities. Specifically monitor and 
address misinformation and disinformation that is circulating locally.

	l Promote culturally competent practice through providing education and 
training for health-care professionals and administrative staff, providing 
interpreters and translated resources in primary care, implementing 
migrant-sensitive guidelines and services, and restructuring systems and 
services to make them more inclusive, accessible and affordable.

	l Engage and carry out research with community leaders and stakeholders 
prior to undertaking vaccination campaigns in order to identify contextual 
factors and barriers specific to the setting and then develop a targeted 
approach using convenient locations.

	l Establish ongoing community engagement platforms, rather than one-time 
social mobilization activities, in refugee camps and other humanitarian 
settings to increase trust in vaccination services at local level.

	l Ensure that refugees and migrants living in closed settings (e.g. camps, 
detention centres, prisons and reception centres) have full access to a full 
range of routine and catch-up immunization services, including COVID-19 
vaccines, as other migrant and host populations.

	l Make routine immunizations free at the point of delivery. Consider the 
use of targeted, cash-based interventions where opportunity costs are a 
major financial barrier.

	l Build confidence in vaccination and vaccine development through use of 
transparent processes and including refugees and migrants in vaccine 
trials, recognition their research contributions and equipping them with 
knowledge of their entitlements.
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	l Use local health-care workers to deliver vaccination campaigns, where 
possible, to improve communication, build trust and to reduce fears.

	l Take a life course approach in which immunization is seen as a strategy 
to prevent diseases and maximize health over the lifetime, regardless 
of age. Bring new and settled refugees and migrants up to date 
with recommended vaccines and missed doses through catch-up 
vaccination initiatives.

	l Use mass vaccination campaigns, mobile vaccination clinics and 
innovative and migrant-friendly approaches to address existing 
immunization gaps and reach communities that cannot or do not 
engage with mainstream services (e.g. through door-to-door visits 
and mobile outreach services). Establish monitoring systems, 
promote partnership and collaborative working, and leverage 
existing networks (e.g. grass-roots organizations, places of worship 
and schools).

	l Adequately recognize and reimburse stakeholders and community 
members for their time and expertise when working in partnership.

	l Specifically engage with primary caregivers, as the key decision-makers 
in childhood immunization, to seek their views and improve their 
knowledge on VPDs and the importance of immunization.

	l Incentivise better data recording on migration and ethnicity for vaccine 
uptake and coverage in health information systems (including on arrival) 
to avoid redundant investigations and establish vaccination records for 
new refugees and migrants. Provide priority vaccinations to new arrivals 
at border crossing points, especially during mass influxes.

	l Facilitate prompt engagement with health services, including 
immunization services, for refugees and migrants on arrival in an 
equitable and non-discriminatory manner, regardless of their visa status.

	l Develop procedures to keep track of migrants’ immunization data within 
and between countries and promote cooperation among public health 
authorities of different countries to facilitate cross-border immunization 
initiatives and sharing of data.

Box 7. contd
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2.4 Disruption of immunization services for refugees and 
migrants due to COVID-19

2.4.1 Global disruption of immunization programmes 2020–2021

In 2020 the COVID-19 pandemic resulted in marked disruption to childhood 
immunization programmes globally: the vaccination gap increased by more than     
8 million compared with global estimates for the year and coverage for all key vaccines 
was lower than in previous years (Fig. 8) (192). The pandemic also disrupted the ability of 
countries to collect routine health and vaccination data, and some of the reduction in 
global coverage may be due to stalled surveillance and data collection.

Fig. 8. Global immunization coverage for key vaccines, 2016–2020

BCG: Bacillus Calmette-Guérin (tuberculosis); HEPB3: third dose of the hepatitis B vaccine; HIB3: third 
dose of the Haemophilus influenzae type B vaccine; POL3: third dose of the polio-containing vaccine.

Source: data from UNICEF, 2021 (6).
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Disruption to immunization services, even for short periods, increases both 
the number of susceptible individuals and risk of VPD outbreaks (10). In a 
global survey conducted by WHO, UNICEF and GAVI, three quarters of the 82 
responding countries reported experiencing COVID-19-related disruptions to their 
immunization programmes since May 2020, with at least 30 measles vaccination 
campaigns at risk of being cancelled (193). Data for 2021 suggest that 60 life-
saving mass immunization campaigns are currently postponed in 50 countries, 
putting around 228 million people – mostly children – at risk of diseases such as 
measles, polio and yellow fever (194). Médecins Sans Frontières has highlighted 
the detrimental impact of the pandemic on the delivery of measles vaccines and 
the ability of health systems to tackle ongoing measles outbreaks in the Central 
African Republic, Chad and the Democratic Republic of Congo (195). However, 
the pandemic has not disrupted all vaccination systems: for example, provisional 
United Kingdom data show an increase in influenza vaccine uptake in health-care 
workers (from 74.3% uptake in 2019–2020 to 76.8% in 2020–2021) (196).

2.4.2 Impact on global refugee and migrant populations

Although data are limited, the COVID-19 pandemic will undoubtedly have disrupted 
specific services for refugees and migrants, given the known constraints it has placed 
on health systems and services, particularly in low-resource settings (197). Other 
effects of the pandemic include disruption to vaccine supply chains (197), suspension 
of mass vaccination campaigns and exacerbation of existing health-care barriers 
faced by marginalized populations (198). Sudden drops in immunization coverage 
were also reported in previous conflict or crisis situations, such as pandemics 
(106), and those living in deprived areas are often most affected by consequent 
health service disruptions (199).

As a result of the COVID-19 pandemic, many health-care and vaccination systems 
have moved towards tele- or e-health alternatives, and have reduced opening 
hours or have closed completely. In the United Kingdom, increased digitalization 
and virtual consultations (via telephone, video and online forms) in primary care 
as a result of the pandemic have amplified existing inequalities in access to health 
care for many migrants who lack of digital literacy and access to technology, and 
these are compounded by language barriers (144,200). Reduced consultations 
also limit opportunities for health-care providers to appropriately address vaccine 
questions and concerns and reinforce trust (201). This may disproportionately 
affect migrant groups with pre-existing distrust in vaccinations (Deal et al. 
Defining drivers of under-immunization and vaccine hesitancy in refugee and 
migrant populations to support strategies to strengthen uptake of COVID-19 
vaccines: a global evidence review. St George’s, University of London and WHO 
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unpublished data, 2022) (26,144), those who mainly rely on verbal information 
from health-care workers for vaccination information (29,134,202,203) or those 
requiring extra consultation time because of language barriers (26,134,203).

2.4.3 Strategies to maintain immunization services during disruption

WHO has stated that maintaining routine immunization services for refugees 
and migrants throughout the COVID-19 pandemic is crucial to ensure protection 
from VPDs and so that missed immunization doses (as a result of COVID-19 
containment measures) can be offered as quickly as possible (178). Data generated 
using a benefit–risk assessment model showed that, in the African context, 
for each excess death attributable to coronavirus infection acquired during a 
routine visit to a vaccination clinic, 84 deaths from other VPDs (95% confidence 
interval: 14–267) in children could be prevented by maintaining routine childhood 
immunization (high-impact scenario) (204,205). Therefore, maintaining routine 
immunization services during a pandemic is essential to prevent excess morbidity 
and mortality due to VPDs, particularly in vulnerable groups.

A report by the United Kingdom’s Academy of Medical Sciences recommended 
implementing measures to allow primary care to focus on delivering clinical care, 
including vaccination programmes, by pausing non-emergency, non-clinical 
work, such as inspections or other non-essential administrative work (206). The 
Lebanese Ministry of Public Health has advocated for increasing the resilience of 
the national health system (defined as the capacity to absorb internal or external 
shocks). It argued that during the Syrian refugee crisis, the integration of refugees 
into the Lebanese national health system (facilitated by a non-camp policy for 
housing refugees) and excess hospital, human resource and technological capacity 
prior to the refugee influx into the country helped to minimize the disruption to key 
health service delivery (207).

WHO recommendations are to closely monitor the disruption to services and to 
carry out comparative assessments of the short- and medium-term public health 
risks of immediately implementing or delaying a mass vaccination campaign 
versus the potential increase in COVID-19 transmission triggered by the campaign 
(10). Since the risk–benefit ratio will vary by setting, it is essential that specific 
risk assessments are carried out for those in more vulnerable situations, such as 
refugees and migrants, and particularly those living in refugee camps or detention 
settings. Mobile vaccination clinics, combined health-care services (such as 
antenatal care and vaccination programmes) and mass vaccination campaigns 
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should be considered to address the potential decrease in immunity for refugees 
and migrants specifically (178). The United States Centers for Disease Control 
and Prevention have produced a guide for planning and implementing mobile 
vaccination campaigns (208). Mobile vaccination campaigns to deliver COVID-19 
vaccination to marginalized groups (such as irregular migrants, refugee or migrant 
worker populations) in London (209) and Paris (210) are models of good practice 
that could be adopted globally for catching up routine vaccinations of refugees 
and migrants.

WHO has also highlighted the importance of increasing efforts to track and 
vaccinate at the earliest opportunity individuals who have missed vaccine 
doses due to pandemic-related disruption (10). This is likely to be particularly 
challenging in refugee and migrant groups because they are often missed or 
marginalized by health and vaccination systems. A study in Jordan and Lebanon 
noted that, although household surveys may be the most reliable way of assessing 
immunization status, such surveys are limited by information bias (absent or 
unreadable vaccination cards or recall bias) and lack of sampling frames (142). 
The study recommended that research into the validity of recall-based methods 
should be conducted among mobile populations (142). WHO recommendations 
include removing policies that might limit catch-up efforts, such as restrictions 
on age or target group, and considering the periodic intensification of routine 
immunization services to ensure rapid catch-up for children and adolescents 
who have missed vaccine doses in the previous two years (10). In some refugee 
and migrant populations, this may require major effects to counter an increased 
sense of alienation, distrust or exclusion from health services due to the pandemic 
(29,124), including via increased focus on sustainable outreach and co-design of 
vaccination campaigns with the target community (147).

Although the COVID-19 pandemic has been characterized by major disruption 
to health and vaccination services, significant lessons can be learned from the 
associated changes in health-care delivery. The design and implementation of 
catch-up campaigns and strategies to identify those who have missed COVID-19 
vaccine doses should be used to inform the design of catch-up vaccination 
campaigns for refugees and migrants who may have missed vaccine doses for 
VPDs during childhood. The increased inclusivity shown in many settings during 
the COVID-19 vaccine roll-out (in terms of eligibility to vaccination; section 
2.1.2) must be extended to ensure that all refugee and migrant populations can 
access catch-up campaigns following COVID-19-related disruption to routine 
vaccination services.
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3.1 Strengthening the integration of refugees and migrants 
into immunization policy 

Refugee and migrant populations are considered to be underimmunized groups 
globally, with a range of key risk factors and vulnerabilities for underimmunization. 
Migration and displacement comprise two of several processes that may influence 
low immunization uptake, particularly by children. Therefore, WHO recommends 
that refugees and migrants globally should have non-discriminatory and equitable 
access to immunization programmes, free from financial, linguistic, cultural, 
administrative or bureaucratic barriers, with specific initiatives put in place to reach 
these groups and ensure they are included, including for COVID-19 vaccination. The 
full inclusion of refugees and migrants in vaccination systems is critical if countries 
are to meet the ambitious targets to increase coverage for routine vaccines set out 
by IA2030 and aligned with universal health coverage objectives (9).

Access to health care – which includes immunization services – is a permanent 
legal obligation under international law for States that have signed the relevant 
international treaties, along with clear obligations to increase vaccine coverage 
(Box 8). Most recently, States have committed under the Global Compact for 
Safe, Orderly and Regular Migration (39) and Global Compact on Refugees (38) to 
ensure safe access to basic services for all refugees and migrants, regardless of 
their legal status.

Box 8. International law related to access to immunization 
services for refugees and migrants

The right to health is enshrined in a significant number of legally 
binding treaties, as well the WHO Constitution (Preamble) (220). These 
international treaties include the International Covenant on Economic, 
Social and Cultural Rights (art. 12) (221), the International Convention on 
the Elimination of All Forms of Racial Discrimination (art. 5(e)(iv)) (222), 
the Convention on the Elimination of All Forms of Discrimination against 
Women (arts. 11(1)(f) and 12) (223), the Convention on the Rights of the 
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Child (art. 24) (224), the Convention Relating to the Status of Refugees (art. 
24(1)(b)) (225) and the International Convention on the Protection of the 
Rights of All Migrant Workers and Members of their Families (arts. 25(1)(a) 
and 28) (226).

More recently, States have reinforced their obligations towards migrants 
by having committed under the Global Compact for Safe, Orderly 
and Regular Migration to ensuring safe access to basic services for all 
migrants regardless of their legal status (objective 15) (39). The basic 
services include an affordable and non-discriminatory health-care 
system with reduced communication barriers and culturally sensitive 
ways of delivery.

The Global Compact on Refugees outlines the commitments of States 
and relevant stakeholders to enhance the quality of national health 
systems in order to facilitate access by refugees and host communities, 
including providing support to immunization services (38).

As stated by the Committee on Economic, Social and Cultural Rights in 
General Comment No 14: The Right to the Highest Attainable Standard of 
Health (art. 12), “every human being is entitled to the enjoyment of the highest 
attainable standard of health conducive to living a life in dignity” (227). Like 
any other human right, the right to health presupposes the existence 
of a three-fold duty of the State: obligations to respect, protect and 
fulfil. States are under an obligation to provide for equal realization of 
the right to enjoy the highest attainable level of health to all people in a 
non-discriminatory manner (227). However, the definition of the right 
to health, as explained in this General Comment, is not legally binding 
for Member States. Hence, approaches to the right to health may vary 
in national legislation. The Committee stressed that States are bound 
to refrain from denying or limiting equal access to asylum seekers and 
irregular migrants and abstain from discriminatory policies and it also 
highlighted the existing joint and individual responsibility of the State 
to cooperate in providing relief and assistance to refugees in times of 
emergency (227).

Box 8. contd
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Despite these obligations, this GEHM found that immunization policies are 
highly variable in countries and regions regarding the inclusion of refugees and 
migrants. The findings suggest that most countries do not specify a clear policy 
on refugee and migrant entitlement to vaccination. Discrepancies in access were 
found between different refugee and migrant populations, with gaps between 
the more-inclusive policies and their implementation in practice. Indeed, the 
ability to access routine immunization often depends on policies that include or 
exclude refugees and migrants based on their legal status, age and the context in 
which they live. For example, irregular migrants may be excluded from accessing 
immunization systems as part of their more general lack of entitlement to 
mainstream health services or they may be charged for immunizations, whereas 
other migrant groups are included. Refugees and migrants residing in closed 
camps and detention centres or labour migrant compounds may experience 
physical barriers to immunization services, and general health-care provision in 
these closed settings is often not part of the country’s mainstream health and 
immunization systems. As well as an urgent need to ensure that the 17 million 
zero-dose children are reached with life-saving immunizations and lessen this gap 

According to this international normative framework, all refugees, 
migrants and asylum seekers should benefit from the right to health in 
the host State. The State’s obligations are not dependent on the legal 
status of an individual and should be performed in a non-discriminatory, 
barrier-free manner ensuring the highest attainable level of health. In 
the context of COVID-19, all refugees, migrants and asylum seekers, 
therefore, have the right to access all relevant health-care services, 
such as testing, diagnostics, care and treatment, referral and the 
COVID-19 vaccination once it becomes available (228).

This normative framework has been operationalized through a number 
of practical recommendations adopted by several United Nations 
bodies, including WHO, the Inter-Agency Standing Committee and the 
United Nations Network on Migration (229).

Source: WHO, 2021 (83).

Box 8. contd
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going forward, the evidence highlighted a need for renewed focus on catch-up 
vaccination in displaced and mobile populations across the life course. Particular 
gaps were identified in the provision of catch-up vaccines to older refugees and 
migrants (adolescents and adults); policies and planning are needed to ensure 
they have opportunities to receive vaccinations they may have missed as children, 
with subsequent boosters, and additional vaccines to align them with the host 
country’s immunization schedule.

WHO recommends that all immunization programmes globally should have a 
catch-up vaccination policy and schedule in place to close existing immunization 
gaps, otherwise these will increase as refugee and migrant populations increase 
in age (9,211). WHO has made clear statements that those who arrive “late” should 
not be denied vaccinations and that it is almost always “better to vaccinate 
late than never”. Although upper age limits apply for the administration of a 
few vaccines, for most VPDs, providing vaccines late will still protect against 
morbidity and mortality; therefore, older migrants should not be overlooked. 
Specific guidance is available to assist national immunization programmes to 
establish a catch-up schedule as an essential component of a well-functioning 
immunization programme (211). This would ensure that individuals who miss 
routine vaccines for whatever reason can be identified and vaccinated as soon 
as possible. Comprehensive guidelines pertaining to children, adolescents and 
adults on the development of country-specific schedules are available from 
WHO (212). This GEHM highlighted a lack of clarity in many HICs on what to offer 
older refugees and migrants in terms of catch-up vaccines on arrival. Lack of 
vaccination records and/or other information on what vaccines they have received 
in the past means that catch-up vaccination for this group may not be considered 
by front-line clinicians. Specific guidance is now available on what vaccines to offer 
all newly arrived refugees and migrants (64), with the ECDC calling for States to 
actively identify individuals (including refugees and migrants) who have missed 
vaccinations. This would also benefit older refugees and migrants in displacement 
settings, camps and other closed settings and help to prevent outbreaks of 
communicable disease, in accordance with Sphere standards (213).

In addition to providing year-round continuous catch-up vaccination to refugees 
and migrants via routine immunization services, better consideration must be 
given to planning and implementing additional large-scale specialized efforts to 
identify and seek out groups who have missed vaccination following a significant 
period of interruption or reduction in services. The available guidance on what 
to consider in humanitarian emergencies (173,211) provides a transparent, 
evidence-based and rigorous methodology for deciding on vaccination options, 
including in refugee and IDP camps. This should involve a clear and consistent approach 
to (i) assessing VPD epidemiology and risk in the local population, (ii) selecting vaccines 
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and which characteristics to consider and (iii) understanding the local contextual 
constraints that will influence effective and timely decision-making. National legal 
systems should guide the implementation of vaccination programmes; however, 
they frequently do not accommodate humanitarian emergencies. In instances 
where national legislative frameworks are absent or dysfunctional, international 
human rights law dictates a duty of care to protect those in need of assistance 
(215). In these settings, implementation should ideally be guided by legitimate 
international health guidelines and frameworks (173,211).

More specifically, the IOM, UNHCR, WHO and others have called for refugees and 
migrants (including those in conflict settings) to have the same access to the 
COVID-19 vaccination as any other individuals, and for States to ensure these 
groups are not left behind (36). WHO’s SAGE has released two key documents – 
the WHO SAGE values framework for the allocation and prioritization of COVID-19 
vaccination (72) and the WHO SAGE roadmap for prioritizing population groups 
for vaccines against COVID-19 (74) – to facilitate the development of national 
strategies for the allocation of COVID-19 vaccines and the prioritization of 
populations to receive these. SAGE has identified low-income migrant workers, 
irregular migrants and those unable to physically distance, including people living 
in camps and camp-like settings, as priority groups for the allocation of COVID-19 
vaccination globally (74).

However, when vaccine supplies are limited, countries are likely to prioritize 
their own populations ahead of refugees and migrants. WHO data reveal large 
discrepancies between policy and practice in including migrants in NDVPs and 
COVID-19 vaccination campaigns at the global and regional levels, with particularly 
low inclusion levels for irregular migrants in both policy and practice (36). Despite 
recent improvements, migrant coverage in NDVPs is far from universal, and 
irregular migrants are still often excluded. Despite policy shifts in several countries 
to ensure more-inclusive access for irregular migrants to free health care for 
COVID-19 and to free and anonymous access to COVID-19 vaccines (Box 4), 
the extent to which these changes have improved COVID-19 vaccine equity for 
refugees and migrants is unclear. Although the pandemic led to major global 
disruption of immunization services, the COVID-19 vaccine roll-out has presented 
new opportunities and innovations in service delivery and policy-making to better 
include refugees and migrants, particularly irregular migrants; it is vital that this 
momentum is seized upon to ensure that good practices continue beyond the 
pandemic. This aligns with the aim of WHO and others to “building back better” as 
we move into the next phase of the pandemic response and better consider health 
system strengthening (214).
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3.2 Addressing barriers and facilitators to more effective 
service delivery for refugees and migrants

This GEHM identified the key drivers of underimmunization pertaining to a wide 
range of routine vaccines in refugee and migrant populations and found that they 
are complex and highly context dependent. Some barriers unique to refugees and 
migrants relate to awareness and physical access to immunization systems and 
these strongly influence vaccine uptake and motivation to vaccinate. Acceptability 
of vaccination in refugees and migrants is often deeply rooted in the social and 
historical context and influenced by personal risk perception.

The key barriers to immunization faced by refugees and migrant are physical: lack 
of access to the national immunization system may result from restrictive policies 
around access to health care or from other administrative or legal barriers. The 
situation is worse for irregular migrants, other precarious migrants and migrants 
housed in closed settings (camps, detention centres, labour compounds), who 
are often specifically excluded from mainstream health care and immunization 
services or are charged fees for health care and vaccines. Some migrant groups 
may receive some vaccines after arrival, whereas others do not, depending on 
their legal status, age or places of residence. Greater emphasis is needed on 
ensuring that all countries have more-inclusive policies and that these policies 
are meaningfully put into practice so that refugees and migrants are sought out, 
engaged with and encouraged to vaccinate fully. Box 8 describes State obligations 
on the right to health for refugees and migrants, as aligned with international laws. 
The WHO Regional Office for Europe identified three critical elements to ensure 
high levels of vaccination coverage among refugees and migrants (109):

	l provision of appropriate vaccination services to newly arrived refugees and 
migrants;

	l delivery of immunization services for refugees and migrants as part of 
mainstream health services; and

	l provision of targeted and culturally appropriate immunization services to reach 
refugees and migrants.

Vaccine availability and the logistics of bringing vaccines to mobile populations 
can be major barriers to access in some settings, particularly in LMICs and 
humanitarian settings. Their high mobility, both within countries and across 
borders, is a key logistic barrier to delivering all doses of key vaccines to some 
refugee and migrant groups. To date, focus has been lacking on cross-border 
issues related to immunization. Efforts are needed to promote cooperation 
among public health authorities in different countries to facilitate cross-border 
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immunization initiatives, develop procedures to track migrant immunization data 
within and between countries and share data at regional level. For example, the EU is 
currently discussing the feasibility of developing a common vaccination card for its 
citizens that takes into account potentially different national vaccination schedules 
and is interoperable with the immunization information systems of all Member 
States. However, care is needed to ensure that lack of access to such initiatives 
(including COVID-19 vaccination certificates) does not represent a barrier to 
mobility and/or lead to discrimination, particularly among refugees and migrants.

This report highlights the importance of social processes influencing vaccination 
motivation in some refugee and migrant populations, with some of these 
processes unique to particular refugee and migrant populations. Although 
concerns about vaccination or misinformation may travel with refugees and 
migrants from their home countries or circulate in the diaspora media or social 
groups, the review found that long-term migrants are more likely to be hesitant 
towards vaccination. This suggests that hesitancy might develop in the host 
country in response to precarity, structural inequalities or social exclusion. Vaccine 
misinformation and disinformation can spread rapidly via social media or word 
of mouth and may strongly influence vaccine confidence at the individual and 
community levels. This is particularly likely in refugee and migrant communities 
where distrust already exists and/or access to more robust public health 
information is more limited. WHO and others have highlighted the challenge of 
the infodemic (misinformation and disinformation pandemic) in the COVID-19 
context, calling for universal access to credible health information and efforts 
to tackle this, particularly in high-risk groups (230). Specific misinformation 
should be directly addressed in those communities where it is known to be 
circulating, using sympathetic and transparent messaging in a range of formats 
and languages, and by engaging local community stakeholders to co-produce 
and co-deliver messages and facilitate dialogue. In 2021 the International 
Federation of Red Cross and Red Crescent Societies developed a set of resources 
to tackle rumours and misinformation circulating in communities: it comprises 
an information pack on effectively listening and responding to communities 
around COVID-19 and feedback mechanisms, including a survey to gain data on 
individual perceptions of COVID-19 vaccination and barriers to access in specific 
communities (231). There is an urgent need for robust research on the influence 
of circulating misinformation and disinformation on social media platforms and 
the impact of information from other sources (for example the diaspora media) on 
vaccine motivation on refugees and migrants.

Specific case studies on the implementation of immunization and approaches 
to increase vaccine uptake and confidence in refugee and migrant populations 
highlighted the value of promoting strong community engagement and building 
trust, developing tailored and targeted interventions, effective communication, 
convenient access points and removal of fees, and educating health-care 
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providers to provide culturally competent and migrant-sensitive care. The guiding 
principles of IA2030 are that immunization services should be people centred, 
data guided, country owned and partnership based (9). However, solutions and 
strategies are not necessarily generalizable between countries, regions, or refugee 
and migrant groups, and few are robustly tested to explore their effectiveness on 
actually increasing vaccine uptake. It is important to address this gap by tackling 
shortfalls in data and research in low-income and humanitarian settings.

The COVID-19 pandemic has highlighted policy-level barriers and shortfalls in 
immunization delivery mechanisms for refugees and migrants worldwide and 
a critical lack of data on immunization coverage and uptake rates for these 
groups, with very few countries collecting vaccine datasets disaggregated by 
migrant status (232). However, some barriers for refugees and migrants have 
been removed in the COVID-19 vaccine response, including policies that exclude 
irregular migrants from registering and accessing free vaccines, and facilitators 
established, including innovative outreach and engagement models and new 
strategies to increase motivation to vaccinate (214).

3.3 Limitations of this review

This GEHM has a limited scope owing to a lack of data from refugee and 
migrant populations on vaccine coverage, policies, and barriers and facilitators 
to strengthening uptake from LMICs – for routine vaccines as well as for 
COVID-19 vaccines. Therefore, it is not fully representative of the global picture 
of immunization policies, planning and service delivery. In addition, specific 
categories of migrants (asylum seekers and undocumented migrants) were not 
well represented in datasets. Efforts to obtain this information included collating 
and drawing on grey literature (as well as academic literature) through targeted 
searches of key websites and searching for data from specific countries with high 
numbers of refugees and migrants.

3.4 Policy considerations

This GEHM examined a wide range of global evidence on immunization 
policies, planning and service delivery for refugees and migrants from peer-
reviewed articles, policy documents and grey literature. Policy considerations 
based on the findings of the scoping review (including examples of good 
practices) are as follows.
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Ensure universal and equitable access to vaccines for all refugees and migrants by:

	l adapting national, regional and global immunization policies to specifically 
include all refugees and migrants (including irregular migrants and those 
living in closed settings such as camps and detention centres), in routine 
immunization, catch-up immunization, mass vaccination and pandemic 
response plans, including for COVID-19;

	l permanently adopting the inclusive policies developed during COVID-19 
(including those targeting irregular migrants for COVID-19 health care and 
vaccine access) to ensure that these continue beyond the pandemic;

	l ensuring that routine immunizations are free of charge at the point of delivery;

	l addressing the physical, social and personal barriers to immunization services 
and factors influencing motivation to vaccinate (including in primary caregivers 
of migrant children);

	l developing participatory approaches and communication and engagement 
strategies to strengthen vaccine uptake, build trust and tackle vaccine hesitancy, 
and to develop innovative migrant-friendly delivery mechanisms, tailored 
approaches and local solutions;

	l engaging with communities in vaccination planning and implementation and 
through educational outreach on the benefits of vaccination and when/where to 
get vaccinated;

	l developing communication strategies that reduce vaccine information 
inequities (including using translating resources into relevant languages), ensure 
the availability of qualified interpreters and health navigators, and specifically 
counter misinformation and disinformation; and

	l improving integration between immunization and other health programmes in 
order to strengthen primary health care and attain equity goals.

Strengthen health systems and ensure adequate resourcing for catch-up 
vaccination across the life course in mobile populations by:

	l ensuring that all national immunization programmes include a catch-up 
vaccination policy and schedule for mobile populations aligned with the national 
vaccine schedule, and establishing plans and processes for delivering catch-up 
vaccination services;

	l placing more focus on catching up older refugees and migrants (adolescents 
and adults) to catch them up with missed vaccines and missed doses, and to 
offer them any additional vaccines to align them with the host country vaccine 
schedule;
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	l providing opportunities to offer immunization services to refugees and migrants 
along the entire migration journey, including in closed settings (camps and 
detention centres, reception centres, labour compounds), on arrival and after 
settlement;

	l promoting equitable vaccine uptake among refugees and migrants of all age 
groups by enhancing the accessibility and outreach capacity of immunization 
services and primary care providers;

	l developing systems to provide cross-border service delivery, record the vaccinations 
(types and dose number) received by individuals, and ensure that immunization 
records travel with individuals throughout their migration journey; and 

	l strengthening patient–provider interactions through training health workers on 
competencies to provide people-centred and cultural sensitive services to refugee 
and migrants and educating primary health-care providers and vaccinators about 
the general and specific barriers to immunization services and the sociocultural 
perspectives of refugees and migrants.

Strengthen data collection to monitor immunization coverage and service delivery 
gaps for refugee and migrant populations by:

	l renewing efforts and ensuring financial support to collect and analyse national 
data (disaggregated by migrant status and gender) on vaccination barriers 
and vaccine hesitancy and their impact on vaccination uptake and coverage in 
refugee and migrant populations;

	l establishing or upgrading immunization information systems to capture 
vaccination coverage data for refugees and migrants;

	l ensuring that processes are in place for continuous data assessment, drawing 
lessons from experiences, documenting processes and outcomes, and 
improving information sharing;

	l performing robust, large-scale studies to understand the drivers of 
underimmunization and vaccine hesitancy in diverse refugee and migrant 
populations, and identify workable solutions (specifically for use in LMICs and 
humanitarian contexts);

	l generating evidence on the drivers of underimmunization and vaccine hesitancy 
in diverse refugee and migrant populations specifically in LMICs and in 
humanitarian contexts globally; and

	l assessing the influence of social media as a major new source of vaccine 
misinformation for marginalized populations with less access to public 
health messaging, and exploring opportunities to share accurate and reliable 
information with highly mobile populations through social media.
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This GEHM identified numerous barriers to immunization systems and services 
globally for refugees and migrants and proposed three key areas for policy 
consideration. These are to (i) ensure universal and equitable access to vaccines 
for all refugees and migrants; (ii) strengthen health systems and ensure adequate 
resourcing for catch-up vaccination across the life course in mobile populations, 
and (iii) strengthen data collection to monitor immunization coverage and service 
delivery gaps for vaccination of refugees and migrants.

WHO, international organizations, national authorities and key partner agencies 
urgently need to work together to embed these policy considerations into future 
planning, in order to uphold the human right to immunization for all refugees 
and migrants and enable countries to move towards meeting the ambitious 
immunization coverage targets set out in IA2030. Guiding principles from IA2030 
include ensuring that immunization services are people centred, data guided, 
country owned and partnership based. A key challenge will be to ensure that the 
rapid shift in approach adopted in many contexts during the COVID-19 vaccine 
roll-out to ensure the inclusion of hard-to-reach groups, including refugees and 
migrants, is carried forward for all routine immunizations and that important 
lessons are learned and embedded in routine immunization programmes. This 
GEHM highlights the wide variation in approaches of different countries and 
different regions with respect to addressing the health and immunization needs 
of refugees and migrants, and the need for a more integrated approach to specific 
public health approaches for refugees and migrants.
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Databases and websites

A scoping review was carried out in October 2021 of peer-reviewed and grey 
literature, with no restrictions on language or geographical scope.6

Searches were performed of public databases for peer-reviewed documents 
published between 1 January 2000 and 31 October 2021: Cumulative Index 
to Nursing and Allied Health Literature (CINAHL), Health Services Research, 
MEDLINE, PsycInfo, Scopus, Web of Science and the WHO COVID-19 Database. 
The last is a multilingual resource of all the global literature (peer-reviewed 
literature, pre-prints and grey literature) pertaining to COVID-19 (1) that is daily 
updated by searches of multiple sources of published literature (Africa Wide 
Information (Ebsco), ASM Journals, Biomed Central, British Medical Journal, 
CAB Abstracts, CDC reports, Cell Press, Chinese Centre for Disease Control 
and Prevention, CINAHL, Clinical Trials, Embase, Global Health, J-Stage, JAMA 
Network, Mary Ann Liebert, MDPI, Morbidity and Mortality Weekly Report, New 
England Journal of Medicine, Oxford Academic Journals, PLOS, ProQuest Central, 
PsycInfo, PubMed, Sage Publications, Science Direct, Scopus, Springer Link, Taylor 
and Francis Online, The Lancet, Web of Science and Wiley Online Journals) and 
pre-print literature (bioRxiv, chemRxiv, medRxiv and SSRN).

Searches were performed of grey literature published between 1 January 2010 
and 31 October 2021 using Google and Google Scholar. Sources of relevant 
literature included websites of ministries of health and ministries of foreign 
affairs/immigration in key countries and websites of international organizations 
and NGOs (ECDC, International Federation of Red Cross and Red Crescent 
Societies, International Labour Organization, IOM, Médecins du Monde, Médecins 
Sans Frontières, ReliefWeb, The Collective Service for Risk Communication and 
Community Engagement, UNHCR, UNICEF, WHO), research institutes, research 
networks and other literature sources (OpenSIGLE and CABI).

Reference lists were hand-searched to identify additional relevant documents. All 
records were imported into EndNote and duplicates were deleted. Title/abstract 
and full-text screening were independently carried out by three researchers using 
Rayyan QCRI.

6 Note that the searches were conducted are prior to the 2022 Ukraine emergency.
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Search terms

A search strategy was developed for academic and grey literature that combined 
free text terms and subject headings related to (migration) AND (vaccination) 
AND (determinants). Table A1.1 shows examples of the search terms used.

Table A1.1. Search strategy: examples of keywords and MeSH terms

Theme Keywords MeSH termsa

 Refugees and
migrants

 migrant* OR immigrant* OR emigrant* OR
foreign-born OR "foreign born" OR foreign-

 origin OR "foreign origin" OR foreign* OR
 "asylum seek*" OR asylum-seek* OR asylee*
 OR refugee* non-citizen* OR citizenship
OR nationality OR undocumented OR non-
resident* OR expat* OR newcomer* OR new-

 comer* OR irregular OR IDP OR "internally
displaced" OR "internally-displaced"

Exp Transients and Migrants/
 Exp Emigrants and
Immigrants/
Exp Refugees/

Vaccination vaccin* or immunis* or immuniz* Exp Vaccination/
Exp Mass Vaccination/
 Exp Anti-Vaccination
Movement/
Exp Vaccination Refusal/
Exp Vaccination Coverage/
Exp Immunization/
Exp COVID-19/
Exp COVID-19 Vaccines/

Determinants  (uptake or demand or coverage or utiliz* or
utiliz*) OR

 (barrier* or enabl* or facilitat* or motivat*
 or obstacle* or determinant* or factor* or
reason* or challenge*) OR

 (accept* or comply or complian* or adher*
or readiness or intent* or willing*) OR

 (avoid* or refus* or hesita* or renounc* or
reject* or deny or deni* or delay*) OR

 (confiden* or trust* or fear* or wary or
 wariness or doubt* or sceptic* or concern*
or complacen*) OR

 (attitude* or perception* or perspective* or
view* or belief*) OR
(practice* or behavio?r*) OR
(decision or decision-making) OR

 (aware* or knowledge* or inform* or
understand*) OR

 (access* or cost* or afford* or navigat* or
availab* or equit*)

 (polic* or implementat* or guideline* OR
strateg* OR recommend* OR program*)

 Exp Health Knowledge,
Attitudes, Practice/
 Exp Health Services
Accessibility/
Exp Vaccination Refusal/
Exp Immunization Programs
Exp Delivery of Health Care

Year Limit [no.] to yr="2000 – 2021″ 2021–2000

a MeSH terms were unique to each database.
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Study selection

Inclusion and exclusion criteria were developed using a PICOS (population, 
intervention, control, outcome, study design) framework (Table A1.2 and Fig. 
A1.1). Articles published outside the specified date range or containing non-
disaggregated migrant population data were excluded.

Table A1.2. Inclusion and exclusion criteria, as developed using the PICOS framework

PICOS term Inclusion criteria Exclusion criteria

Population 	l Child, adolescent and adult migrants 
(foreign born) globally, including 
refugees, asylum seekers, irregular and 
migrants and IDPs

	l Health-care professionals working with 
these populations

 Migrant status not defined
 by country/region of birth or
not defined
 Data not disaggregated
between migrants and non-
migrants

Intervention 	l Immunization (access and uptake) All other interventions

Control 	l No comparator or control was selected)  No comparator or control
was selected

Outcome 	l Policies and practice on the inclusion 
of refugee and migrant populations in 
immunization services

	l Barriers and facilitators to vaccine 
uptake and access in refugee and 
migrant populations and access to 
immunization services

	l Disruption of immunization services due 
to COVID-19

Defined outcomes not met

Study design 	l Primary and secondary research

	l Qualitative and quantitative data

	l Policy document, report, guideline, 
opinion piece, commentary or review 
article

	l Published in any language

None
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Fig. A1.1. outlines the selection of studies. 

Fig. A1.1. outlines the selection of studies

5446 articles identified in database search, grey 
literature search and bibliographic searches

	l 4374 records identified from databases
	l 1072 records identified from grey literature and 
bibliographic screening

897 duplicates excluded

4549 studies screened in titles and abstracts 

4339 articles excluded
	l 2867 no international migrant or refugee 
or data not disaggregated

	l 1472 not focused on vaccination or 
irrelevant topic

210 articles included in narrative synthesis

	l 126 academic publications (books, book 
chapters, journal articles)

	l 65 reports, working papers, databases, 
statements and guidelines of governmental 
organizations and NGOs

	l 19 press releases, news articles and websites
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Data extraction

Articles not written in languages spoken by the research team (English, French 
or Spanish) were first translated into English using Google Translate.

Data were extracted independently by three researchers using a customized 
form (with samples cross-checked for consistency) and analysed thematically. 
Data categories were: author(s) and year of publication of study; study 
setting and location; type of evidence (report, peer-reviewed study, policy 
brief, etc.); vaccine(s) studied; number of participants (where relevant); 
migrant demographics (country of origin, type of migrant, age group (e.g. 
children, adolescents, adults7) and gender); barriers and facilitators to 
immunization, existing policies on integration of refugees and migrants into 
national vaccination plans and access to services; recommended strategies, 
solutions and good practices/case studies to strengthen uptake of vaccines; 
and evidence of the disruption of immunization services due to COVID-19. 
Discrepancies at any stage were resolved by consensus.

Reference

1. COVID-19: global literature on coronavirus disease [database]. Geneva: World 
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7  Age groups were defined as follows: children, 0–9 years; adolescents 10–19 years; and adults, over 19 years.
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