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Mar López-Rodríguez a, Cayetano Fernández-Sola a,b 

a Department of Nursing, Physiotherapy and Medicine, University of Almeria, Spain 
b Faculty of Health Sciences, Universidad Autónoma de Chile, Temuco, Chile 
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A B S T R A C T   

Introduction: Access to emergency care for undocumented migrants (UMs) is a public health problem. Spain 
receives thousands of UMs who arrive by sea. A multidisciplinary team of the Spanish Red Cross, made up of 
physicians, nurses, police, and cultural mediators, developed emergency care for UMs. 
Aim: The aim of our study is to describe and understand the experiences of physicians in emergency care for UMs 
who arrive in Spain by small boats 
Methods: Qualitative study, based on Gadamer’s phenomenology. Convenience and purposive sampling was 
carried out and included sixteen in-depth interviews with physicians, between June 2019 and March 2020 in 
Spain. 
Results: Three main themes emerged: 1) Rediscovering humanistic medicine; 2) Leaving the personal and pro
fessional comfort zone; 3) Improving medical emergency care. 
Conclusions: Triage, pharmacological prescription, and the closure of the emergency care process are the key 
contributions of medical care. Cultural, language and security barriers make emergency care difficult.   

1. Introduction 

The European Union (EU) receives a third of global migrants, many 
of them undocumented migrants (UMs) [1,2]. UMs lack documentation, 
refugee status or permission to enter a country [3]. UMs risk their lives 
crossing the Mediterranean Sea in small boats towards Europe [4]. Spain 
is a destination country for UMs, and in the year 2020, 37,527 UMs 
arrived by small boat in Spain (>96% of the total) from countries such as 
Algeria (39,5%), Morocco (20,3%), Mali (12,6%), Guinea (7,6%), Ivory 
Coast (6,6%), Senegal (4,8%), and others (8,6%) [5]. In Spain, after 
rescue from the sea, emergency care is provided by a Spanish Red Cross 
Emergency Response Team [6]. Emergency care for UMs includes basic 
needs, first aid, diagnosis and treatment of mild diseases, sexual violence 
and people trafficking [7]. Emergency care for UMs is performed by 
volunteer physicians, an experience about which it is necessary to have 

more information. 

2. Background 

The movement of UMs towards the European Union (EU) is a polit
ical, social and public health challenge [8]. Although the United Nations 
2030 Agenda for Sustainable Development aims to respect the human 
rights of migrants and refugees, barriers in access to countries and health 
systems continue [9]. In 2019, 123,700 refugees and immigrants arrived 
in Europe, 32,500 of them made it to Spain (26,200 by sea) [10]. UMs 
risk their lives crossing the Mediterranean Sea in inflatable, semi-rigid 
boats, 5–10 m long, carrying 40–50 people. In this dangerous journey, 
almost 5,000 migrants died in 2016, >2,000 in 2018 and 1,319 in 2019 
[10–12]. Although the majority of UMs that arrive in the EU are men, 
nearly 20% are women, and 25% children [10,13]. Since 2003, the 

* Corresponding author at: Department of Nursing, Physiotherapy and Medicine, University of Almeria, Carretera Sacramento S/N◦, La Cañada de San Urbano, 
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Spanish Red Cross and the state security forces have provided emer
gency care to UMs that arrive in small boats. Emergency Response 
Teams are made up of physicians, nurses, police, civil protection and 
cultural mediators. UMs suffer from chronic health problems, from the 
migratory journey, waiting in North Africa, and the sea crossing. Also, 
they suffer dehydration, malnutrition, urinary retention, infectious 
diseases, burns, myalgias and injuries [2], along with problems of sexual 
violence and people trafficking [7,13,14]. After being rescued at sea, the 
emergency team provides thermal blankets, hydration and food [14]. 
Emergency care also includes screening, first aid, diagnosis/treatment of 
mild health problems and hospital transfer as needed for diagnostic tests 
or if there is suspicion of a serious illness [7]. Subsequently, UMs spend 
up to 72 h in police facilities (custody phase), then are transferred to 
temporary immigration centres to manage the return processes to hu
manitarian rescue shelters or their country of origin. In Spain, volunteer 
physicians (in pediatrics, internal medicine and general practice) attend 
to UMs who arrive by sea by providing triage, general care, and first aid. 
Serious cases are sent to the emergency department at the hospital, and 
are cared for by specialists (public health, critical care …) [15]. 
Although there are epidemiological [2,16], demographic [17], and 
cultural studies [18], little is known about nurses and physicians’ ex
periences in the emergency care given to UMs [7,19–21]. 

3. Aim 

The aim of our study is thus to explore, describe and understand the 
experiences of physicians in emergency care for UMs who arrive in Spain 
in small boats. 

4. Method 

4.1. Study design 

A qualitative study that uses Gadamer’s hermeneutic phenomenol
ogy [22] was developed. Gadamer suggests that human beings’ experi
ence of the world is connected with language, in a temporal and 
historical context. Preconceptions and provisional knowledge are al
ways reviewed in the light of experience and reflection. 

4.2. Sample and recruitment 

Through convenience and purposive sampling, sixteen physicians of 
the Emergency Response Team of the Spanish Red Cross were selected 
(Table 1). The criteria for inclusion were: being a physician, having at 
least 1 year of experience in providing emergency care to UMs through 
the Spanish Red Cross, speaking Spanish, and having given informed 

consent. The exclusion criteria were: refusing to participate in the study. 
Four physicians refused to participate in the study due to work 
requirements. 

4.3. Data collection 

Sixteen in-depth interviews (IDIs) were conducted in Spanish, lasting 
on average 49 min. They were made in a Red Cross classroom. Partici
pants were contacted by phone, their participation was requested, and 
an appointment was made. Each participant gave only one individual 
interview. A guide to relevant questions was designed (Table 2). The 
IDIs were carried out by trained researchers. Before the IDIs, in
terviewers informed the participants of the aims of the study, socio
demographic data was collected, and they signed the consent form. After 
the IDIs, participants were given a chance to read the transcriptions. 
Data collection ceased when data saturation was reached. 

4.4. Data analysis 

The interviews were audio recorded, transcribed literally, and 
analyzed by three researchers following the method described by 
Flemming et al. [23]. Firstly, understanding of the topic was gained 

Table 1 
Demographic characteristics of interviewees (n = 16).  

Participant Age Sex Marital status Children Organ Speciality N◦. years volunteer 

MIDI1 60 Man Married Yes Red Cross Geriatrics 32 
MIDI2 28 Man Single No AHS Family medicine 7 
MIDI3 61 Woman Divorced Yes Red Cross Family medicine 2 
MIDI4 67 Man Married Yes AHS Pediatrics 3 
MIDI5 59 Man Married No Red Cross Anesthetics 2 
MIDI6 34 Woman Single Yes Red Cross Family medicine 16 
MIDI7 28 Woman Single No AHS Forensic medicine 9 
MIDI8 53 Man Married Yes Red Cross Tropical medicine 7 
MIDI9 63 Man Married Yes Red Cross Oral medicine 4 
MIDI10 69 Man Single Yes AHS Family medicine 4 
MIDI11 30 Man Single No Red Cross Family medicine 2 
MIDI12 58 Woman Single No Red Cross Geriatrics 35 
MIDI13 43 Woman Married No Red Cross Family medicine 7 
MIDI14 45 Woman Married Yes Red Cross Family medicine 15 
MIDI15 54 Woman Married Yes AHS Pediatrics 10 
MIDI16 39 Man Single No Red Cross Family medicine 8 

MIDI: Medical in-depth interview. AHS: Andalusian Health Service. 

Table 2 
Interview protocol.  

Stage Subject Content/Possible Questions 

Introduction Motives, 
reasons 

Learn about their experiences in 
emergency care for 
undocumented migrants arriving 
in small boats.  

Ethical issues Inform about volunteering, 
recording, consent, possibility to 
withdraw, confidentiality. 

Beginning Introductory 
question 

Tell me about your experience of 
treating UMs. 

Development Conversation 
guide 

How has it affected your 
personal and professional life? 

Explain the gaps in the care 
for UMs in the different 
phases of emergency care   

How can we improve care 
for UMs?   

Closing Final question Is there anything else you would 
like to tell me?  

Appreciation Thank them for their 
participation, remind them that 
their interview will be of great 
use, and place ourselves at their 
disposition.  
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through dialogue with participants. During interviews new questions 
arose such as “What can the physician do to improve emergency care for 
UMs?” Secondly, each sentence of the transcripts was analyzed line by 
line, and the researchers identified units of meaning, subtopics and 
themes. Third, a copy of the transcripts was given to each participant to 
identify the answers and confirm the results. The data analysis was 
carried out with the help of the Atlas-Ti.8.0 program. 

4.5. Rigour 

The quality criteria of Lincoln and Guba [24] were adopted to assess 
the quality of the study. Credibility: the data collection process was 
detailed, the analytical process was supported by triangulation of re
searchers. Transferability: a detailed description of the study environ
ment, participants and method was carried out. Dependability: 
interpretations were examined by two expert researchers from outside 
the study. Confirmability: results were returned to the participants to 
verify the interpretations. 

5. Results 

All the participants self-identified as volunteer physicians The mean 
age of the participants was 49.4 years old, (SD = 13.7). The average 
period of experience in emergency care was 10.2 years. Three themes 
and six subthemes emerge from inductive data analysis (Table 3). 

5.1. Rediscovering humanistic medicine 

The figure of the physician, traditionally linked to the patient, is 
currently connected to an ideal of the positivist scientist. However, when 
the physicians go beyond technological knowledge and skills, they 
expand their understanding of the patient’s world, and their own. 
Emergency care for UMs is an opportunity for clinical practice, under
standing the feelings, life trajectory, and suffering of the other. 

5.1.1. Physicians can close the emergency care process 
Physicians’ participation in emergency care to UMs is important 

because it allows “in situ” diagnosis and treatment of mild emergencies, 
sending only serious cases to the hospital. This saves time, personnel, 
ambulance, transfers and inconvenience to UMs. As one participant says, 
this allows for better management, more quickly referring UMs to hos
pital care or police custody phase. 

If the patient has an ailment, and I say that it is nothing more than 
that, they don’t go to the hospital and legally it stops there. (MIDI1) 

Pharmacological prescription is the right of the physician by law, and 
in emergency care it is important to administer antibiotics, antipyretics 
or anti-inflammatories. Most problems are mild pathologies that can be 
resolved in the emergency care, UMs can start the treatment before the 
police custody phase. As one physician says, this means saving time for 
better treatment and helps the well-being of UMs. 

UMs arrive with headaches, muscle pains, … if the physician then 
prescribes an anti-inflammatory, they improve quickly. (MIDI6) 

5.1.2. A chance for personal growth 
Physicians have an ethical commitment to the person, health and 

life. As one participant says, a personal perspective of the migration 
problem involves them in emergency care, they contribute their 
knowledge and time in order to improve the health of UMs. 

This work gratifies us internally, serving society is a way to have 
peace in our soul. (MIDI14). 

Physicians feel comforted when they see “someone else” feeling 
good. Emergency care makes the physician aware of the reality of UMs, 
their fears and health conditions. Their aim is diagnosis and treatment, 
but also humanitarian support. 

This helps us to become aware of the health needs of Ums, behind 
each health problem, there is a life story, …. (MIDI8) 

The participants say that they train and specialize in medicine, but 
lack knowledge and awareness of the migration problem. The long 
length of their studies and family obligations may explain the lack of 
time available for volunteering. Furthermore, information is lacking and 
retired physicians have little chance to help. 

Spanish College of Physicians should promote a pool of volunteer 
physicians for emergency care for UMs, and establish agreements with 
institutions such as Spanish Red Cross (MIDI5) 

Although healthcare providers participating in emergency care may 
be frowned upon as it may seem to be encouraging UMs, this does not 
have a negative effect on the physicians. However, when they are par
ents of small children, they feel more affected by the harshness and 
frustration of caring for the most vulnerable people, especially women 
and children. One doctor explains it in this way: 

My baby is one year old, and when I have taken care of a small boat 
where there’s a baby, you feel very bad, … What will become of them? 
(MIDI 6). 

5.1.3. Leave the microscope to approach life. 
Physicians believe that there is a lot of ignorance about UMs and 

their health situation, when they arrive in small boats. Participating in 
emergency care allows them to work with other teams, means and pa
thologies, and expands their overview of the UMs care process. 

Being a volunteer makes me feel important, because they really need 
you. There is a lack of physicians who dedicate part of their time to these 
aims (MIDI13) 

Participating in emergency care for UMs allows physicians to know 
the triage process, emergency reports and documentation, social and 
gender problems. As one physician says, is to return to the essence of 
medicine. 

My job does not have patients, it is just looking into a microscope, … 
and sometimes it’s forgotten that there’s a person behind the sample. 
(MIDI7) 

Most UMs do not arrive sick, and any experienced physician can 
solve the problems that are found. Family physicians, emergency or 

Table 3 
Themes, Subthemes and Units of meaning.  

Theme Subtheme Units of meaning 

1. Rediscovering 
humanistic medicine. 

1.1 Physicians can 
close emergency care 
process. 

Clinical eye, drugs, close care 
process, save materials and 
time. 

1.2 A chance for 
personal growth. 

Ethical commitment, 
satisfaction, social service, 
gratitude, leaving the 
microscope. 

1.3 Leave the 
microscope to 
approach life. 

Medical techniques, applying 
knowledge, awareness, 
emergency training. 

2. Leaving the personal 
and professional 
comfort zone. 

2.1 It is not the 
pathology you 
expected. 

Chronic, infectious, forgotten 
pathology of the sea crossing, 
few vital emergencies or mental 
pathologies. 

2.2 Prioritizing 
attention to risk 
groups. 

Women, children, rape, genital 
mutilation, intimacy, time, age, 
transfers, custody. 

3. Improving medical 
emergency care. 

3.1 Adjusting 
functions and 
detecting symptoms. 

Triage, acute/severe, chronic/ 
acute, hospital transfers, little 
time, cultural mediator, 
simulate symptoms, 
medication, beliefs. 

3.2 Promoting 
continuity of the 
healthcare process. 

Health history, custody phase, 
police do not provide 
healthcare, therapeutic 
compliance, coordination 
between countries. 

3.3 Improving 
training and 
potential of the team. 

Lack of training, health at 
origin, tropical disease, 
vulnerability workshops, 
emergency care is not my 
specialty, police pressure.  
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internal medicine physicians are ideal for this care. Many physicians are 
not prepared to diagnose children, gyneco-obstetric pathology, or fe
male mutilation. 

Idon’t deal with emergencies in my usual job. If UMs need a veni
puncture or wound suture, …I’d rather an experienced nurse do it. 
(MIDI4) 

5.2. Leaving the personal and professional comfort zone 

Taking part in emergency care separates the physician from their 
professional routine, focused on pathologies in their specialty. 

5.2.1. It is not the pathology you expected 
It is common to find banal pathologies resulting from the voyage: 

ingestion of sea water, insolation, dehydration or malnutrition. UMs are 
very vulnerable to a variety of diseases, as well as physical and psy
chological abuse throughout their migratory journey. Despite this fact, 
they still take on the sea voyage, as they are strong and are used to 
suffering. Physicians are surprised by their capacity of endurance: 

The last small boat we attended had been at sea for 4 days. They 
didn’t arrive very wet, nor were there signs of dehydration, they nor did 
they have diarrheal syndromes, only some sunburn … I can’t explain it! 
(MIDI16). 

Other times they may find illnesses that are not very prevalent in 
Europe, such as scabies or tuberculosis, together with HIV, or hepatitis B 
or C. To these are added chronic diseases or sequels of previous surgical 
interventions. The low number of tropical diseases in the initial triage is 
surprising. It is common to detect myalgias, conjunctivitis, odonto- 
stomatological problems and poorly treated or decompensated diabetes. 

He brought his Apidra pen, only fast insulin and glycemia > 500 mg / 
dl, … you understand that they lack diabetes education. (MIDI5) 

Serious pathologies are rare, and when there are fractures or hy
pertensive crises, physicians refer UMs to the hospital for specialized 
treatment. Some participants highlight the absence of mental pathol
ogies or psychological problems. 

Psychologically most UMs have normal behaviour. Their goal was to 
get Europe and it is a moment of “Aarrhh! We’ve arrived!” (MIDI10). 

5.2.2. Prioritizing attention to risk groups 
Physicians carry out gynecological inspection on the women, and if 

they are pregnant, the fetal heartbeat is listened to in order to detect any 
abnormalities. Undocumented female migrants may have suffered gen
ital mutilation, sexual exploitation or unwanted pregnancies. Undocu
mented child migrants also may have been victims of sexual violence 
and people trafficking. Women and children receive emergency care in 
specific areas, physical examination and clinical interviews can help 
detect humanitarian problems. 

For me, it is a challenge to detect why they have come, if they have 
been raped or if they have been victims of human trafficking…they are 
very afraid, and it is not easy. (MIDI6) 

Children usually arrive well, they undergo a physical examination, 
and if they are newborn babies, their umbilical cord is checked. Little 
children are often scared, vomiting from seasickness, with cough and 
possible respiratory infections. During the examination, the mother 
answers questions, including her previous health history; but sometimes 
the children arrive with women who are not their mothers. 

Iattended a women and her niece, the mother had asked for her to be 
taken away because the father’s family wanted to perform genital 
mutilation. (MIDI15) 

Physicians show their concern by caring for children, a population 
unknown to them if they are not pediatricians. They also point to the 
lack of health care for children during the “custody phase”: they are not 
criminals but are held together with their mothers in cells. 

They end up by spending 72 h there, they are children who do not 
have freedom, do not have a crib or bathtub, …. who have nothing! 
(MIDI4) 

5.3. Improving medical emergency care 

Participants point to organizational elements, teamwork and lack of 
specific training as key points for improvement in medical care for UMs. 

5.3.1. Adjusting functions and detecting symptoms 
Most physicians believe they should keep to triage, treat urgent 

problems and refer any more severe problems to hospitals. Triage in
cludes visual inspection, interrogation about previous or travel pathol
ogies, physical examination, and vital signs. Their name, age, origin, 
previous problems and allergies to medications are asked. If they cough, 
they are auscultated; if their stomach hurts, their abdomen is palpated. 

Our goal is to be efficient, to specify what needs urgent attention 
from the chronic problem or what to expect. (MIDI1) 

Emergency care lasts two to three hours, but the physicians see 
themselves as not being able to do their job fully. The COVID 19 
pandemic has revived this issue, as physicians have been forced to 
perform tests on UMs. Furthermore, although cultural mediators speak 
Arabic, French, and English, UMs speak dialects. If the cultural media
tors do not know their dialect, it is difficult to translate symptoms or 
concepts of Western medicine, and much information is lost. As one 
participant notes, this happens upon examining for chronic diseases, 
parasites, or when explaining how/when to take medicine. 

From what you want to ask, to what the interpreter understands, to 
how the question is transferred to the language of the UM, … a great deal 
of clinical information is lost. (MIDI16) 

Another problem the physician faces is distinguishing when UMs 
feign having symptoms. Some UMs think that if they show symptoms 
they will be better taken care of. Physicians know that some UMs bring 
trained responses that make it even more difficult to distinguish the real 
problems. As one physician states, if there are any doubts, diagnostic 
tests are ordered, and if the problem persists, the patient is sent to the 
hospital. 

The UM pointed to his chest, said he had chest pain, ¡heart, heart! I 
explored it, auscultated, the nurse checked his vitals and we did an electro
cardiogram…it turned out to be fine. (MIDI1) 

In traumatic pathologies, it is difficult to verify whether they are 
acute or chronic. Cultural issues like undressing for exploration or 
questions about sexuality need trust and intimacy, but there is no time. 
The physical examination must be careful and observe cultural aspects, 
for example, touching the head can be interpreted as an assault on one’s 
privacy. Radiological evaluation of bone age (Greulich and Pyle atlas) is 
common in emergency care to UMs. An X-ray is taken of the non- 
dominant hand and wrist, and is compared to standards to estimate 
the patient’s chronological age. UMs may hide their age, which can also 
generate doubts on a clinical or legal level. 

Some say they are minors, so they go to the hospital to carry out a 
wrist X-ray. Sometimes the tests show the age of an adult, … but the UM 
says ¡no¡. (MIDI2). 

5.3.2. Promoting continuity of the healthcare process 
Physicians cannot guarantee follow-up/therapeutic compliance. 

Spanish Red Cross provides emergency care upon arrival in the port and 
transfers specific cases to hospital. After this care, UMs go through the 
police custody phase and are detained in cells for three days, but there 
are no physicians or nurses there. 

We treated a diabetic UM, he was given insulin doses and I recom
mended that he should take another dose the next day, we left a gluc
ometer with the police … but we don’t know what happened. (MIDI1) 

Physicians say that dialogue between the Red Cross and police in
stitutions is necessary. Although the physician prescribes medicines to 
be taken, this is a health and not a police responsibility. As one physician 
explains, emergency nurses could perform these functions to ensure 
continuity of care. 

I wrote out a prescription, and a volunteer went to the chemist’s to 
pick up the insulin. They took it to the police, and they said “Very well, 
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but I’m not going to do this.” (MIDI2) 
Another important issue is clinical documentation. Physicians miss 

having a unified medical history that includes diagnosis, treatment and 
care in their original country, emergency care, and hospital care. When 
the Red Cross team transfers UMs to the hospital or to the police, they 
hand over a copy of the assessment sheet, then the hospital report is 
attached. As one participant says, UMs do not keep it. 

We know that the documentation is given to them, but I don’t know 
what they do with it, … it is a cultural problem. If they then go to the 
physician in another country, they cannot know what treatment has 
been carried out. (MIDI 4) 

5.3.3. Improving training and potential of the team 
Physicians recognize important advances in organizing emergency 

care for UMs. However, there should be a possibility of separating febrile 
patients, putting masks on everyone after landing and improving pri
vacy. In addition, participants point to a lack of specific training. 

I have taken courses in first aid, treating wounds and tropical med
icine. But we lack training on burns, wounds, dermatology … human 
trafficking. (MIDI14) 

Knowledge of the health system in countries of origin, common 
diseases, vaccination dates, and health care in transit is lacking. Im
provements could include carrying out visual inspection of UMs when 
disembarking (how they walk, breathe, whether they cough), making a 
rapid diagnostic test for HIV or hepatitis, and cardiac auscultation. 

We have resources, but we need to use them … and time. There 
should be a physician and a nurse in all the teams, to measure blood 
pressure, pulse oximetry, electrocardiography; we could detect hyper
tensive crises, arrhythmias, … (MIDI10) 

Physicians also agree on the difficulty of carrying out their work in a 
police environment. The police wait for them to finish doing their work, 
and the physicians feel pressure to finish quickly. As one participant 
says, there is a lack of unified action protocols with the police. 

UMs arrive anxious, scared, they need time to calm down… The 
police should leave us with them longer. (MIDI3) 

Physicians also ask for feedback on their performance from the rest 
of the team, which would allow them to improve. Of particular rele
vance are their views on the work with nurses, whom they consider well- 
prepared and experienced in emergency care for UMs. In your opinion, 
an experienced nurse detects the severity and need for a hospital 
transfer, they have a general vision of the emergency and skills that an 
ophthalmologist or dermatologist may lack. 

The nurses are prepared for emergency care to UMs. There are 
medicines that nurses can administer, and they are able to solve emer
gency care. “ (MIDI15) 

6. Discussion 

The aim of our study was to explore, describe, and understand the 
experiences of physicians in emergency care for UMs arriving in small 
open boats. Increased migration to the European Union requires access 
by UMs to health services [3,4], knowing about the experiences of UMs 
and healthcare providers can improve their care [7]. Although a medical 
perspective has been studied in primary care [25], this has not happened 
in emergency care. The role of the physician in the diagnosis, treatment 
and the early pharmacological prescription of UMs should be valued 
[16]. Individual positioning explains medical participation in emer
gency care, but dissenting public opinion [20,26], fear of vulnerability 
or risk of contagion places a mental burden on the physicians. The 
treatment of UMs is similar to that of the rest of the population [20], 
emergency care addresses infectious, dermatological, gynecological and 
traumatic problems [16]. Physicians treat pathologies that are not very 
prevalent in Europe [26,27] and they give priority to treating women 
and children [7,13]. We agree with Olukotun et al. (2020) [28] that 
women mistrust medical care; privacy needs to be provided, with 
reserved areas, and more consultation time. Our results do not detect 

prejudices, but they do detect cultural, communication and time con
straints [21]. According to Kerbage et al., 2020 [29], physicians detect 
simulation of symptoms in UMs though this is uncommon and does not 
alter the therapeutic relationship. Physicians disapprove of austerity in 
the care of UMs [25], people-centered health systems are the key to 
improving care [8]. Our results indicate that health records help medical 
emergency care for UMs [9], but the continuity of care implies coordi
nation with the police [7,13], separating medical treatment from legal 
status [14,20]. Physicians are committed to a comprehensive approach 
in emergency care for UMs [30], but they require training in compas
sionate and cultural care [31]. Emergency medical care for UMs suffers 
from limited resources, depends on volunteer physicians [32], and there 
is a lack of training in people trafficking procedures [33]. Although the 
socio-sanitary problem of care for UMs is known, clinical and social 
considerations are left out of medical studies [34], that medical schools 
should include these issues in curricula [35]. 

6.1. Limitations 

All our participants are Spanish physicians; including physicians of 
other nationalities could have changed the results. 

7. Conclusions 

Medical participation in emergency care for UMs is an opportunity to 
return to practice humanistic medicine away from their professional 
activities. Along with the diagnosis and treatment of diseases, under
standing the life history of UMs and their relationship to the disease is 
the key to comprehensive treatment. Pharmacological prescription and 
referral to the custody phase or hospital centre bring the emergency care 
process to closure. Emergency care for UMs allows the physician to work 
in another environment, team and area, out of their comfort zone and 
facing problems outside their specialty. Although they may be trained in 
infectious or tropical diseases, they seldom treat these pathologies but 
rather health problems linked to social problems in risk groups. The 
physicians interviewed believe that emergency care for UMs is limited to 
triage. Language barriers, simulation of symptoms, and cultural prob
lems are aspects to improve in medical care for UMs. Carrying out their 
health work in a secure environment creates tensions and disagreements 
with security forces. Physicians require joint action protocols, team 
meetings, preservation of clinical documentation and the continuity of 
the healthcare process. 
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