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Migrant health histories 

• Narratives from recently arrived migrants to the 
UK to explore how members of superdiverse 
communities experience their ‘health histories’ 

• Knowledge about health gained ‘at home’ during 
earlier times in their life and since their arrival in 
the UK 

• Experiences of navigating different sectors and 
how they make sense of and respond to daily 
complexities.  



Patterns of resources (1) 

• Formal – professional health sector 

– Status and entitlement 

– Language skills 

– Gaps in health literacy and knowledge of health 
system 

– Social exclusion 

– Direct and indirect discrimination 



Patterns of resources (2) 

• Cultural health capital  

– the repertoire of cultural skills, verbal and 
nonverbal competencies, attitudes and 
behaviours, and interactional styles, cultivated by 
patients and clinicians alike, that, when deployed, 
may result in more optimal health care 
relationships (Shim 2010) 



Patterns of resources (3) 

• Informal – popular and folk health sectors 
– Personal and interpersonal factors 

– Self care and care by family members 

– Beliefs about health is maintained and illness is 
prevented 

– Health behaviours 

• How are decisions made about seeking help 
from informal/ formal sectors? 

• Where are the transitions? 



How to access these narratives? 

• Community Researchers as ‘cultural brokers’ 

– Developed and trained by the Institute of 
Research into Superdiversity (IRiS) at Birmingham 

– Links with relevant communities 

– Language skills (technical and conceptual): 
language the participant feels ‘at home’ in (e.g. 
Chinese, Polish, Farsi, Arabic, French) 

– Research skills: qualitative interviewing, 
translating, transcribing 

 

 



What we wanted to do 

• 6 CRs to interview 4 people from their 
community each) 

• Informal approach, using community 
connections 

• Collecting of ‘oral histories’ 

• Spoken arrangements/ agreements/ consent 

• Minimal contact 

• Use of shared, familiar, public spaces 

 



What we must do 

• Formal approach 

• Written information and consent 

• Complex procedures for withdrawal from 
study, necessitating exchanging contact details 

• Overall, reshaping the project until it 
resembles a typical qualitative health project 



Example 1 
“When [immigrants from Africa] go to see the 
GP, we are given very simple medication that our 
body does resist too much because of what we 
have been given back home. We do need 
stronger medications than what GPs here in the 
UK might be thinking can help us. … When a 
white person is ill and the GP gives them 
Paracetamol, it can make them feel better; but 
for a Black person, it doesn’t help that much.” 

(Male, 31, originally from Cameroon) 



Example 2 

“In [Poland] there are not so many people who 
are so overweight. Here you can see them every 
day so you become more aware of what might 
happen to you that you may look the same if you 
don’t pay attention to your lifestyle. … [I] speak 
about this quite often with my friends in Poland, 
about how to exercise, and about food, how it 
affects our bodies…” 

(Female, 25, originally from Poland) 



Where we are now 

• 6 Community Researchers engaged in first 
tranche of interviews 

• Transcripts now start coming back 

• Linked study on primary care providers’ 
experiences of healthcare for migrants 

• Analysis will be done concurrently to develop 
emerging themes, refine interview questions 


