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The World Health Organization defines health, in the Preamble to its Constitution, as “a state 

of complete physical, mental and social well-being and not merely the absence of disease or 

infirmity” (World Health Organization 2020). Read holistically, this formulation invites us to 

think beyond physiology: health is not simply the lack of measurable pathology but a condition 

enabling human life to develop to its fullest, presuposing safety, adequate nourishment, dignity, 

relations of care, and a horizon of possibility. This expansive scope has, however, attracted 

sustained criticism. If everything counts as health, then everything risks falling under the remit 

of medicine, encouraging the overmedicalization of everyday life. Moreover, the ideal of 

“complete” well-being sits uneasily with ageing populations and the prevalence of chronic, 

fluctuating conditions for which completeness is neither realistic nor necessary for a good life 

(Leonardi 2025). Much as it posits an unnatainable ideal, we should hesitate to discard the 

definition, since the very next principle in the WHO Constitution reframes health as a universal 

right, stating that “(t)he enjoyment of the highest attainable standard of health is one of the 

fundamental rights of every human being without distinction of race, religion, political belief, 

economic or social condition.” Considering this seriously has concrete implications: it 

foregrounds equality, shifts certain interventions from charity to obligation, and requires states 

and systems to remove structural barriers like legal status, language access, housing, or safe 

work on the basis of garanteing health. In migratory contexts, this rights-based reading reframes 

health not merely as a clinical outcome, but as a political tool that allows the international 

community to foregorund and redress the social determinants that harm displaced populations.  

Health, illness and well-being are concepts inextricably linked with migration, because 

the same agents that propel mobility (war, famine, labour explotation, lack of security, climate 

change) also shape pathogenic conditions. In Pathologies of Power (2003), Paul Farmer 

demonstrated through several case studies how preventable illnesses and early death are firmly 

linked to inequalities of power, showing how epidemics and human rights violations share the 

same social determinants. Structural violence, the institutional arrangements that make some 
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lives precarious while insulating others, is framed as a pathogenic force, framing global equity 

as a central challenge for medicine and public health (Farmer 2003, 20). Similarly, the process 

of displacement and reception, often precarious, exposes migrants to stigma and violence, 

insalubrious conditions, lack of elegibility for services and a diminished capacity to build 

supportive relationships. In this sense, immigration status operates as an axis of inequality akin 

to gender or race, and can be considered a social determinant of health in its own right since it 

restructures access to care, and creates status-related impact on housing, safety, labor 

protections, and avoidance of services driven by fear of detention or deportation (Castañeda et 

al. 2015). Recognizing immigration as both a consequence of structural determinants and a 

determinant in itself allows us to understand health disparities not as isolated outcomes, but as 

products of broader systems of exclusion. This perspective demands that health interventions 

move beyond individual behavior or cultural explanations and address the political and 

economic conditions that make certain populations systematically more vulnerable to illness 

and premature death. 

An approach that considers health as a human right necessarily intersects with 

contemporary discourses on humanitarianism, easily the most recognisable face of health-care 

in migratory contexts, usually delivered through transnational institutions like MSF and the Red 

Cross. Although both frameworks are concerned with alleviating human suffering, particularly 

in contexts of crisis and displacement, they operate through different logics. Humanitariansm 

is generally understood as morally grounded, immediate, life-saving assistance based on need, 

without necessarily addressing the structural causes that provoke it. By contrast, the human 

rights approach frames health as a legal entitlement that must be guaranteed through non-

discrimination, accountability, and access to the social and economic conditions that support 

well-being (Barnett 2018, 318). This convergence is especially important in migratory contexts, 

where displaced populations can often rely on emergency care but remain excluded from 

national services.  

The intersection of health and migration is further complicated by what has been termed 

biological citizenship, where the body functions as a primary site of political negotiation (Rose 

and Novas 2005). In many asylum systems, health, particularly in the form of trauma, injury, 

or debility, becomes a form of moral currency through which migrants must prove their 

eligibility for protection. Under this “humanitarian reason” , the clinical encounter is 

repurposed: the physician is no longer merely a healer but a forensic gatekeeper, tasked with 
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translating raw human suffering into medicalized evidence that can pass through institutional 

thresholds (Fassin 2011, 83-85). This creates a paradox where the “highest attainable standard 

of health” is sidelined by a bureaucratic demand for visible, legible illness. Consequently, 

NGOs and advocates are often forced into practicing paperwork medicine, coaching displaced 

individuals to perform their suffering according to specific biomedical templates to ensure their 

stories are recognized by the state. This reliance on medical testimony introduces a fraught 

epistemic politics regarding whose narrative is deemed credible (Fricker 2007, 17). When the 

right to remain is contingent upon the visibility of injury, those who fall outside expected tropes 

of the “deserving victim” face systematic mistrust. In this context, the clinical setting is 

transformed into a bordering site; care is not a universal right, but a conditional award granted 

only to those who can successfully navigate the medical gaze. This regime of visibility not only 

dictates who receives care but also reinforces a hierarchy of lives, where the "worthy" refugee 

must perpetually inhabit the role of the traumatized victim  to maintain their legal standing. 

The final layer of this medicalized bordering is constructed through the language and 

metaphors used to describe mobility within contemporary media and political ecosystems. By 

framing migration through a vocabulary of “waves,” “floods,” or even a “viral spread,” public 

discourse effectively pathologizes the migrant body, transforming a human phenomenon into a 

perceived public health emergency. This grammar of crisis does significant ideological work, 

naturalizing a state of emergency that may license exceptional (often punitive) measures. When 

migration is described in terms of an “outbreak” or an “infestation,” the political response shifts 

from administrative processing to “containment” and “sanitization,” mirroring the logic of 

quarantine. Within this framework, the migrant is reduced to two reductive figures: the "grateful 

patient" whose life is a gift of humanitarian intervention, or the "bio-threat" who allegedly 

imports disease and exhausts finite healthcare resources, thus performing a strategic erasure of 

the migrant as an active participant in health. Through this rhetoric, the media creates a visual 

landscape of contagion that justifies the closing of borders as a form of “immunization” for the 

national body politic. This rhetoric suggests that healthcare is a finite, territorialized good under 

siege, rather than a universal right, successfully shifting the focus from the state's obligation to 

the migrant's perceived biological cost. 

Taken together, these frameworks reveal that health in migratory contexts cannot be 

adequately understood as a neutral, technical domain. Rather, it emerges as a deeply political 

terrain in which rights, power, and belonging are negotiated through bodies, diagnoses, and 
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narrative. While the WHO’s definition of health may appear aspirational or even excessive, its 

rights-based core remains crucial: it insists that health is not a discretionary benefit granted 

through charity, but a standard that must be fought for. When read alongside analyses of 

structural violence, immigration status as a social determinant, and the conditional logic of 

humanitarian care, this definition exposes how profoundly health inequalities are produced by 

legal regimes, border practices, and epistemic hierarchies rather than by individual pathology 

alone. However, the medicalization of migration ultimately risks narrowing health to what is 

legible and institutionally useful and, in doing so, it transforms care into a tool of governance 

that will continue to reproduce inequalities. Reframing health as a human right in migratory 

contexts therefore requires more than expanding access to clinical services; it demands a shift 

away from biomedical gatekeeping in order to reclaim health as a universal, relational good 

inseparable from social justice. 
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