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ABSTRACT 
 
 

This dissertation examines the paradoxes involved in offering medical aid to 

undocumented migrants in Berlin, Germany. Coinciding with the end of guestworker 

programs in the 1970s, undocumented migrants have increasingly filled gaps in the 

German labor market. Political pressures following reunification, along with border 

militarization in the wake of European Union expansion, have resulted in restrictions on 

legal entry. However, neoliberal reforms in the labor market and a rapidly aging 

population have resulted in high demand for undocumented workers in particular sectors 

of the economy. At the same time, soaring unemployment and nationalist sentiments have 

made immigration unpopular, with political parties negatively predisposed to assuring the 

rights of migrant workers. One such right is access to health care services in a nation with 

a traditionally universal system of coverage. Undocumented migrants are 

officially denied “medical citizenship” and must rely upon humanitarian aid provided by 

nongovernmental organizations (NGOs).  

 This study examines the experiences of multiple stakeholders, particularly 

physicians and NGOs that provide medical aid. It draws upon the anthropology of health 

policy, a critical approach within medical anthropology. Fieldwork in Berlin during 

2004-2006 included participant observation at an outpatient clinic, which yielded case 

studies of 204 undocumented patients, along with sixty-one interviews. Results indicate 

that in Germany, certain minimal rights are technically available to migrants; however, 

they are not assured access to these rights. This underscores the importance of utilizing 
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legal status as a unifying measure of analysis. I argue that the state absolves itself of 

responsibility by handing off the provision of services to the NGO sector. While laws 

criminalize the provision of medical aid, they are only selectively enforced, and 

organizations are recognized for their volunteer work through awards and 

commendations. These paradoxes allow the state to square the contradiction of 

condemning yet relying upon undocumented migration. This dissertation presents an 

ethnographic portrait of the single largest source of medical aid for undocumented 

migrants in Germany, providing an analysis of patient characteristics and illnesses. 

Prenatal care highlights the interplay between race, reproduction, and citizenship, and 

offers a particularly poignant window into the challenges of nation-building in 

contemporary Germany. 
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CHAPTER 1 – INTRODUCTION 

 

“My duty as a doctor is to treat people, not be a legal expert! Illnesses don’t care 

whether someone has papers or not, and neither can I.” 

– Rainer B., Berlin physician 

  

This dissertation study examines medical aid for undocumented migrants in Berlin, 

Germany. Undocumented migration is increasingly a low-cost, flexible, and legally 

vulnerable source of reserve labor for many wealthy nations. However, while these 

workers satisfy the demands of privatized capital, nation-states are simultaneously 

interested in denying such workers access to resources, let alone the possibility to 

integrate in host societies. One effect in nations which condemn yet rely upon 

undocumented migration is that they face exclusion from health care systems. Since 

health is generally considered a fundamental human right, the availability of resources to 

treat illness can illuminate the manifestations and impacts of these unequal systems. 

Thus, health (and the treatment of illness) becomes a lens for understanding the state’s 

response to migrant workers.  

 Here, I provide a case study to examine how these contradictions between 

requiring undocumented labor migrants on the one hand and not providing them with 

access to health care resources on the other are balanced by the state. I argue that in 

contemporary Germany, the state absolves itself of responsibility by handing off the 

provision of services to nongovernmental organizations (NGOs). The situation is often 
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contradictory. While laws exist to criminalize the provision of medical aid and compel 

private citizens to denounce migrants who live in Germany “illegally,” these laws are 

only selectively enforced. Instead, organizations – many of which actually receive state 

support, directly or indirectly – are recognized for their volunteer work through awards 

and commendations. These paradoxes are not coincidental; they open up spaces in which 

the state can maneuver, creating the illusion that steps have been taken to discourage 

further undocumented migration and punish offenders. This eliminates the need for the 

state to address the uncomfortable issue of the right to medical care and adequate 

resource provision. 

 This study examines the experiences of individual physicians and 

nongovernmental organizations that provide care to undocumented migrants. They are 

motivated by many different reasons, and retain many different sets of resources, but 

there exists an underlying agreement that the state has failed to fulfill its human rights 

obligations. Berlin was chosen as a field site because it has one of the largest 

concentrations of undocumented migrants, as well as a large number of activist and faith-

based organizations that have problematized this issue over the past decade. Because it 

interrogates the effects of laws criminalizing the provision of medical aid to 

undocumented migrants, this study draws upon the anthropology of health policy, a 

critical approach developed within medical anthropology (Castro and Singer 2004; 

Horton and Lamphere 2006; Rylko-Bauer and Farmer 2002). This approach helps to 

illuminate how inappropriate health care policy exacerbates inequalities that pose 

significant threats to the health of disadvantaged populations such as the poor, 
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immigrants, ethnic minorities, and women. In this approach, ethnography helps to 

document and illuminate the specific effects of health policy.  

Why Germany?   

The fact that undocumented migrants face exclusion from health care systems is, in itself, 

not unique. Nonetheless, there are several complex and contradictory issues that make 

Germany intriguing as a case study.  As a nation, it remains concerned about its image in 

the world. Average citizens and politicians alike are acutely aware that Germany’s 

treatment of foreign minorities is constantly scrutinized. This is a result of not only the 

horrendous legacy of the Holocaust, but also of attacks on foreigners in the early 1990s, 

which were featured prominently in the global media. This awareness underlies all 

discussions on immigration in addition to the balancing act between restrictive policies 

and notions of state benevolence. 

 While much of the literature has focused on processes in the United States, 

migration has become an increasingly significant issue throughout Europe. Germany 

currently ranks as the third most frequent migrant destination in the world (United 

Nations Population Fund 2006). Of course, there has been migration in Central Europe 

for centuries, which has had particularly visible effects on German society since the 

guestworker programs of the 1960s. The irony, however, is that until very recently, the 

German government’s official position was that it is “not a country of immigration.” 

Immigration – especially labor migration – has always been unpopular in Germany, and 

this sentiment has been exacerbated in recent years by record unemployment.  During the 

time of this study, the nation experienced the highest unemployment rate since World 
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War II. Berlin has been hit especially hard, with an unemployment rate of about 20%. 

Simultaneously, the process of European Union integration rests upon the free movement 

of labor within the EU with strong controls at the outer boundaries. As increasingly 

restrictive legislation has forced borders closed, the black market and informal economies 

have grown. Labor conditions are changing to favor temporary, insecure forms of 

employment with no legal protection. At the same time, there is no desire to integrate 

these types of workers. This has led some scholars to note that,  

like the Gastarbeiter migration of the 1950s and 1960s, contemporary irregular 

migration offers a discreet way for economic and political actors to square the 

need for a ready, cheap and flexible supply of labour with Germany’s desire not 

to allow immigration for permanent settlement (Gibney 2000:19). 

 This is evidenced by my second point: migrants are rarely allowed access to 

citizenship. Germany has retained a primarily descent-based system called the ius 

sanguinis or “right of blood” model, in which children’s citizenship is determined by 

their parents’. By contrast, the United States, France, and most other nations practice a 

territorial, or “right of soil” model, meaning that anyone born within the borders of the 

state is eligible for citizenship. Even though Germany modified its laws in 2000, it 

remains very difficult to become a naturalized citizen. This is perhaps even more 

perplexing in light of the fact that Germany is facing a significant demographic crisis. It 

has the lowest birth rate in all of Europe and, in fact, among all wealthy nations in the 

world. The joke among demographers is that unless the native fertility rate rises, the 

German population will become “extinct” by the year 2020. Beyond this, there are also 
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real implications for a rapidly aging population with no one to care for them, as well as 

for ensuring the sustainability of the social welfare system. 

 Another issue that begs analysis is how restricting access for undocumented 

migrants can be reconciled with the commitment to universal health care. While migrants 

with legal residency status enjoy the same health insurance coverage as German 

nationals, undocumented migrants are left without any apparent rights. Their presence 

has resulted in a tension between traditional notions of universal health care for those 

paying into the social welfare system and humanitarian concerns of providing at least 

basic medical services for all persons, “legal” or not.  

 Unique to Germany is the fact that medical professionals can face criminal 

charges for treating undocumented persons. Germany’s Residence Act contains two 

specific sections that outline this. Section 87 of the act is known as the “Denunciation 

Law” and mandates that persons residing in Germany illegally be reported to the 

authorities if they seek services at public facilities. This initiates the deportation process. 

Section 96 of the same act is often referred to as the “Trafficking Law.” It states that 

assisting undocumented persons – including for medical purposes – is a crime punishable 

with a fine or imprisonment up to five years. Doctors can be held liable if they assist 

undocumented patients (as can, theoretically, landlords, clergy, and even taxi drivers). 

Thus, I argue that just as migrants experience “deportability,” physicians may experience 

“prosecutability.”   
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 In fact, undocumented persons are legally covered under a law that provides 

emergency medical aid to refugees, but because they must be reported if they access 

these rights, they are de facto not available to them. To summarize,   

By ‘illegalising’ undocumented migrants, criminalizing assistance to them and 

requiring their ‘denunciation’ by all governmental and public institutions, the 

German government has created a web of laws that effectively exclude 

undocumented migrants from claiming their human rights, including their right to 

health (Scott 2004:25).  

Medical Humanitarianism, Activism, and the NGO Sector 

It is precisely this “web of laws” and the contradictions they produce which are the 

foundation for this study. Many physicians’ organizations in Germany have spoken out 

against these laws, noting that they conflict with their Hippocratic Oath to serve those in 

need. This is reflected in Rainer B.’s quote at the start of this chapter, in which he states 

that it is not his duty as a physician to also “be a legal expert.” In this study, I sought to 

examine the vantage point of physicians and nongovernmental organizations (NGOs) 

who provide care to undocumented migrants on a regular basis. These are, in effect, 

private citizens who feel obliged to step in where the state has failed to fulfill its 

obligations. In some sense, their activities – technically illegal – can be viewed as a form 

of civil initiative, rather than civil disobedience (Coutin 1993).  These forms of protest 

and the organizations they inspire are of interest to social scientists, and anthropologists 

in particular, because they invoke and reinterpret existing practices, concepts and 

meanings in light of a specific social cause in a particular historical moment. Thus, the 
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analytical focus in this study is on the activity of medical aid provision through the voices 

of physicians and organizations. 

 While anthropologists are increasingly casting a gaze on the topic of  medical 

humanitarianism (Fox 1995; Minn 2004; Minn 2006; Redfield 2005; Redfield 2006; 

Terry 2002), the majority have focused on conventional aid issues abroad, with very little 

emphasis on migration to nations of North America and Western Europe. Those that 

touch upon these issues in Europe (France, in particular) have focused on migrants who 

are seeking refugee status (Fassin 2005; Ticktin 2002; Ticktin 2006). By contrast, this 

study puts emphasis on individuals who have come as labor migrants, often with no 

intention of legalization since this would exclude them from work opportunities (I 

address the issue of refugees in more detail below). This study is among the first to 

explore undocumented migration to Germany through the lens of anthropology, and 

particularly medical anthropology. 

 In addition to the literature critically examining health policy and inequality, this 

study relies on scholarly debates regarding NGOs and governance. It examines how the 

contradictions between demanding undocumented labor and not providing migrants 

access to health care resources are squared by the state. My main argument is that in 

contemporary Germany, this is achieved by relying on the NGO sector, which has 

attained a unique position over the past several decades. As NGOs and activists take on 

the responsibility for medical aid, the issue essentially becomes privatized, producing a 

precarious situation in which the state is no longer liable for certain populations. In order 

to understand the effects of long-term reliance on the private sector of volunteers for the 
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provision of essential services, I draw upon the critical NGO literature that examines how 

such organizations can become co-opted by hegemonic neoliberalism, despite their 

façade of opposition. In the contemporary German situation described here, this approach 

helps to explain why the state does not prosecute physicians who treat undocumented 

migrants, even rewarding them for their volunteer efforts. This (in)action aids in creating 

consent for the governing policies – after all, there are laws in place to discourage further 

undocumented migration and punish offenders – while at the same time avoiding a 

human rights fiasco. Physicians, as “moral spectators” of society, cannot be prosecuted 

without creating an embarrassing situation for the state. This study combines these neo-

Gramscian approaches from the critical NGO literature with emerging anthropological 

perspectives on social movements, medical humanitarianism, and health policy. I 

conclude that the long-term political intentions of such organizations are not predestined 

to fail entirely, however, because activists have strongly shaped the field of discourse by 

engaging politicians in debate on Germany’s particular responsibilities in the area of 

human rights. Indeed, at this point in time, Germany is concerned about being seen as an 

ethical and just state, despite undercurrents of racism and xenophobia that run through 

some sectors of society. 

Misha and Yuriy  

My second day volunteering in Berlin’s Migrant Clinic,1 the primary site of data 

collection for this study, I witnessed the following interaction.   

                                                 
1 This is a pseudonym. 
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 Misha, twenty-five years old, arrived in Berlin over six years ago from the 

Ukraine. He first came to the Migrant Clinic in 2004, I am told, following an 

incident at the construction site where he worked. At the time, he had a wound 

that required over 20 stitches to his abdomen, and though it was very serious, his 

recovery was complete. The Clinic staff remembered him fondly, perhaps because 

of the cheerful personality they saw so much of during the lengthy healing 

process. 

 One afternoon Misha arrived with his 19-year old colleague Yuriy, who 

appeared to have broken his wrist. Misha translated, as Yuriy spoke very little 

German. He slipped going down some stairs, Misha said, breaking his fall with 

his right hand. The doctor unwound the bandage Yuriy had wrapped around his 

wrist and hand. It was very blue and swollen, and Yuriy winced as the doctor 

probed the area, gently twisting and pulling. It needed to be X-rayed, but 

certainly appeared to be fractured.  

 The doctor asked Misha, “Is he here legally, illegally, a tourist, what?” 

Misha turned and asked Yuriy, then translated back, “He says he is here not 

legally, but not illegally.”  

“Is he working here in Germany?”  

“No,” Misha said.   

“Not even under the table?”   

“No.”  

“Should I believe that?”  
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“What do you mean? I, I don’t understand the question.” Misha tried to look 

genuinely confused, but a small smile showed that he had failed.  The doctor 

chuckled, and then went back to her desk to arrange an X-ray.  

I went home that evening and thought about this exchange. How is it that someone with a 

broken wrist cannot just go to the nearest emergency room? How did these men end up in 

Berlin? Why did the doctor ask about his legal status, yet seemed to know exactly what 

was going on? It all seemed so clandestine, so secretive and yet so routine. In 

contemporary Germany, a broken wrist can be far more than a physical injury.   

 As the vignette above demonstrates, illness produces a rupture which illuminates 

legal status and the availability of resources based on residency and notions of 

citizenship. Yuriy’s assertion that he is neither legal nor illegal is more than a 

concealment tactic. In fact, as I will illustrate in the coming chapters, “illegality” is a 

nuanced and often transitory category, subject to shifting policies of exclusion and 

grounded in wider economic circumstances. Germany has a growing dual economy. 

Despite increased sanctions and fines since 1994, Germany’s shadow economy continues 

to grow, primarily due to the demand for more “flexible” labor in certain sectors, 

especially construction, home health care, and domestic work. High payroll taxes make 

“illegal” work more attractive, along with strict job market regulations designed to 

protect workers (such as limitation on hours worked or protection against unlawful 

dismissal) that no longer mesh with Germany’s neoliberal economic agenda. Over the 

course of the past several decades, wages have risen so that they are comparatively high 

for the level of skills required for many jobs. These features of the social economic model 
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is costly for businesses, so that labor migrants fill an important void as they are willing to 

accept lower pay for particular services required by German society. In Berlin, it has been 

estimated that every other construction worker is working “illegally.”  While some of 

these people working under the table are Germans and legal residents, many are 

undocumented migrants. Over the past century, and certainly in the past decade, much of 

Germany’s reserve labor force has come from the countries to its East, such as the 

Ukraine.  

 Migrants like Misha and Yuriy must avoid public emergency rooms because they 

will be questioned about insurance coverage, which will inevitably expose them as 

“illegals.” Having health insurance is taken for granted in a nation with a universal 

system, so that people like Yuriy and Misha cannot simply walk into the nearest 

emergency room without attracting a great deal of attention. While the hospital is entitled 

to reimbursement by the state, submitting the request means that the patient’s status is 

illuminated. Because the law requires that they be subsequently reported to the 

authorities, a broken wrist spells the possibility of deportation.  

What’s in a Name? “Illegal” and “Undocumented” Migrants  

One topic that must be addressed at this point is the terminology used in this study. The 

individuals I encountered comprise a jumble of hazy legal categories: labor migrants on 

(sometimes expired) tourist or seasonal work visas, young adults on student visas but not 

attending university, runaways and street kids, family members who came to visit but 

never left, trafficked individuals, EU citizens, people who are technically refugees but 
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who do not want to apply for asylum, and rejected asylum seekers who decide to stay in 

the country. What to call this mélange of people and statuses?  

 In the literature, there is a great deal of variation and debate about the vocabulary 

used: illegal, undocumented, irregular, extralegal, unauthorized, or clandestine migrants, 

as well as terms such as les sans papiers (in Spanish: sin papeles and in German: ohne 

Papiere). At the heart of this debate is the term “illegal,” and a number of arguments 

have been advanced to advocate its use (whether in quotation marks or not) or disuse. For 

many researchers and activists, use of the term implies collusion with hegemonic forces 

and a particular legal framework. However, other scholars have advocated retaining the 

term “illegal” precisely to indicate this sociojuridical status.2 They argue that by 

employing the term, they are able to 1) deconstruct it, thus making the term and its 

referents the actual object of study; 2) emphasize that legal context which provides form 

and content to the everyday lives of migrants, and 3) investigate how this construction 

implicitly places migrants outside the scope and protection of the rule of law. 

Furthermore, Willen notes that “refusing to talk about illegality…impedes ethnographic 

attempts to understand migrants’ own perspectives on the origins and implications of 

their ascribed status, particularly since many migrants regularly use the term to think 

about and describe themselves an the circumstances of their lives (2006b:81).” One of the 

preferred terms among activists in Germany – which unfortunately translates poorly into 

English – is “Illegaliserten.” This is a passive construction which means “persons who 

have become illegalized” or perhaps “persons who have been made illegal.” This 

                                                 
2 See, for example, Alt 2003; Anderson 2003; Erzbischöflichen Ordinariat Berlin 1999; Schönwälder, et al. 
2004; Suarez-Navaz 2004; Taran 2000; Willen 2006a  
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construct is meant to capture the fact that migrants are driven into their illegal status 

because of barriers to legal entry, as well as highlight that they are actively pursued by 

the German authorities. Use of the term is meant to “accentuate the administrative 

process of the deprivation of rights (Verbruggen 2001).”  

 I do not disagree with the project of critically examining the term “illegal” for all 

the reasons noted above. However, there are four reasons specific to the German context 

that makes its use less than desirable. First, “illegality” in Germany refers to three very 

different situations: illegal entry to the country, illegal residency, and illegal employment. 

This distinction, which I discuss in Chapter 4, is important because “illegality” is highly 

context-specific. Most “illegal” migrants enter the country legally but reside and/or work 

illegally. In many cases, people with legal residency permits do not have work permits, 

and thus slip into one form of “illegality” by working under the table. Second, people can 

move along the spectrum from illegality to legality, depending on shifting national and 

supranational policies. One example of this are European Union citizens from Poland 

who technically have been accorded freedom of movement within the EU since 2004, but 

who are currently not allowed to work due to special provisions championed by the 

German government to protect domestic labor interests. Third, for reasons I discuss 

below, there is a unique emphasis on the category of “refugees” in much of the German 

literature on “illegality.” This is quite unlike the international literature on migration, 

which places political refugees squarely in a different category. In Germany, ongoing 

debates about political versus economic refugees muddies the definition of which 

individuals fall in the category of “illegal,” something I discovered early in my literature 
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searches and preliminary fieldwork.  Finally, to understand migrants’ own perspectives, I 

conducted an additional review of this study’s transcripts and field notes to investigate 

issues of “emic” terminology. What language was utilized by those interviewed? While 

participants often invoked the term “illegal” in descriptions of themselves, their 

colleagues, or their activities, at least as frequently they also used some version of the 

expression “without papers.” They might describe themselves as having “no papers,” or 

referred to having their “papers checked” or “getting papers” or “working without 

papers.” Indeed, providing documentation is commonplace in Germany, and citizens and 

foreigners alike are used to producing various “papers” on demand.  

 Because of the emphasis on formal documentation, and other reasons I have 

detailed here, I will utilize the term “undocumented” throughout this paper. In Germany, 

notions of “illegality” are highly susceptible to changing definitions and a lack of 

specificity, so that use of the term can become unwieldy. I would argue that a more 

accurate description in this setting encompass a spectrum of legal statuses, characterized 

by an untidy and bewildering complexity. The issue that unites these individuals is their 

lack of papers, for one situation or another. I will also readily admit that I am also most 

comfortable with this terminology, based on my own previous research experiences in the 

United States. Furthermore, following De Genova (2002), throughout this paper I utilize 

quotations around the term “illegality” and “legal”/“illegal” when referring to migrants 
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themselves (but not in discussion of employment practices, policy, or specific juridical 

meanings), in order to highlight the fact that they are hegemonic constructions.3  

Refugee: A Category Imbued with Profound Meaning  

The term “refugees” is another meaning-laden category that has unique implications in 

Germany and for the topic of this study. In general, there is a clear difference between 

research on labor migration and that which focuses on refugees. However, in Germany, 

this line is blurred, with researcher and activists often using the terms “migrant” and 

“refugee” interchangeably. When I first began work in this study, this was a constant 

source of confusion for me, especially after having worked with Mexican labor migrants 

in the U.S., who are virtually never referred to as “refugees.” What can explain this usage 

in Germany? First, there are unique historical reasons. Following World War II, the right 

to asylum held a special place in German political life. The constitution was the only in 

the world to enshrine this as a fundamental right, a reaction in light of the atrocities 

which occurred during the Nazi regime. This liberal asylum policy attracted refugees 

from across the world, particularly (up through the early 1990s) those from socialist 

nations. In 1993 the right to asylum was severely limited and provoked substantial 

debates about Germany’s commitment to justice and equality, something I describe in the 

following chapters at length. 

 Second, using “refugee” to describe a variety of types of migrants is a political 

statement.  Its utilization requires defining the boundary between voluntary and forced 

                                                 
3 I also employ the term “migration” instead of “immigration” (and “migrant” vs. “immigrant”) to 
emphasize the nonlinear nature of their movement. 
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migration because of war, natural disaster, or religious persecution, for example. The 

argument among activists is that people can be driven out of their home countries by 

economic desperation – that is, displaced by other factors besides war and natural 

disasters – making them equally unable to return home. In particular, activists have used 

the term “refugee” to emphasize how German and EU economic policies have created 

systems of subordination and dependency, displacing people in various regions of the 

world.4 Similarly, Coutin (1993) describes how members of the Sanctuary movement 

redefined the legal category of “refugee” by applying it to undocumented migrants in 

order to call attention to the impact of U.S. military involvement in Central America. By 

contrast, Horton (2004) opts to utilize the term “immigrant” to discuss both 

undocumented migrants and refugees as a way of pointing to the state’s arbitrary 

designation of some groups as refugees (such as Cubans) and not others (such as 

Mexicans). 

 I agree with these arguments because they are able to stress the role of structural 

economic violence. However, there are sufficient reasons to exclude “refugees” from this 

particular study, the most important being that refugees and asylum seekers in Germany 

have access to health care. This includes those individuals awaiting a decision on their 

case, although this access is very limited, and they do occasionally seek out the services 

of NGOs (something I discuss in the following chapters). To be explicit, this dissertation 

does not focus on recognized refugees who have obtained asylum permits nor does it 

(except in rare circumstances) include refugees who are still in the process of petitioning 

                                                 
4 Fassin considers use of this term to be a reflection of “their residential situation and their universal 
condition rather than a legal status (2005:363).” 



 

 

29 

for asylum. I acknowledge that this is problematic, since yielding to this distinction 

between undocumented migrants and refugees means that I am unable to critically engage 

the exclusivity of the state’s authority over categories of migrants. However, I also wish 

to challenge the assumption, inherent to much of the literature, that all undocumented 

migrants wish to legalize themselves, especially through the mechanism of asylum. That 

process would involve subjugation to the German regime of legality, surveillance, and 

sustained deportability, without the options for work and freedom of movement that 

staying “invisible” permits. Furthermore, in my experience, labor migrants themselves do 

not utilize the term “refugee” as interchangeable with their situation, although many are 

keenly aware of the benefits associated with refugee status.  

 Having said this, I do problematize this discourse on refugees at several points 

throughout the following chapters. The emphasis on forced migration and “refugees” by 

scholars, activists, or participants I interviewed often indexed sympathy for one type of 

migrant over others. Specifically, the “true” refugee was often distinguished from the 

“economic” refugee, and more value placed upon the former. By refusing to utilize this 

terminology interchangeably – that is, by distinguishing between legal definitions of 

refugees and undocumented migrants – I hope to illuminate these notions of 

“deservingness,” something that is remains unproblematized in studies that conflate 

terminology.  

Outline of Chapters  

A review of available publications on undocumented migration in Germany confirms that 

the present study provides a unique and significant contribution. While the literature in 
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the U.S. tends to be dominated by approaches from demography, policy studies, 

criminology and occasionally anthropology, European studies on undocumented 

migration have developed in departments of sociology, political science, and 

demography.  Studies on undocumented migration in Germany remain sparse, and it is 

considered an underdeveloped area of social science research (Schönwälder, et al. 2004; 

Worbs, et al. 2005). Reports and projects did not begin to engage this issue until the mid-

1990s, coinciding with actual increases in “illegal” migration. Even today the majority of 

publications are small, qualitative studies with mostly anecdotal data produced by non-

academic experts (e.g., NGO workers).5 A number of general overviews and 

collaborative volumes have emerged in recent years,6 but very little data is available 

specifically on the issues of health and health care access for undocumented migrants7 – 

                                                 
5 Notable exceptions include the work of Jörg Alt (1999; 2003) – particularly his study on undocumented 
migrants in the city of Leipzig – which remains the most ethnographically and theoretically comprehensive. 
Alt’s focus is primarily on the “migration project” and individual migrants’ agency. Other reliable studies 
are those by Anderson (2003), who produced a comprehensive study on the city of Munich, and Alscher et 
al (2001) provide insight on the situation in Berlin in the late 1990s. Notable publications also include 
Lutz’s (2001) work on domestic labor, Stöbbe’s comparisons to the situation in the United States (2000), 
and legal analyses by Ralf Fodor (2001). 
6 Particularly noteworthy as a general overview is a report to the Nuremberg Council on Migration and 
Integration (Sachverständigenrat Zuwanderung und Integration) by Norbert Cyrus, which reviews current 
literature on “illegal” immigration, with an emphasis on political options (Cyrus 2004a). Schönwälder, 
Vogel et al. (2004) have produced a report which compiles all existing empirically-based publications from 
over thirty studies in order to provide an overview of the field in the last decade. Edited volumes are 
available by Bade (2001), Worbs, Wolf, et al (2005) and Jünschke and Paul (2005). Most recently, a 
number of eminent scholars and leading experts collaborated on a volume entitled Illegalität: Grenzen und 
Möglichkeiten der Migrationspolitik (Illegality: The Limits and Possibilities of Migration Policy) (Alt and 
Bommes 2006).  
7 Gross (2002; 2005) provides excellent analysis of the current situation, and Franz (2003) provides an 
overview of patient demographics and major illnesses. Brzank et al (2002) provide some insight on mental 
health care issues. Nitschke (2005) offers a commentary from the position of public health offices, 
outlining their role in providing some forms of aid. A great deal of this literature has focused on policy 
analysis (e.g., Müller 2004; Scott 2004), contrasting Germany’s role as a signatory to international 
conventions on the right to health for undocumented migrants and pointing to how the state has instead 
taken an obstructive role instead of ensuring international human rights standards. Both Braun et al (2003) 
and Verbruggen (2001) provide comparisons to other European countries. 
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the primary focus of this project.  No studies from an anthropological – let alone medical 

anthropological – perspective have been published, and even within the literature on 

health care access, perspectives are mostly descriptive or limited to policy analysis (with 

little, if any, interview or on-the ground data to supplement it). Furthermore, all studies 

focus on the experiences of migrants, whereas I am interested in the physicians and 

organizations that step in to provide aid. This study contributes by adding an 

ethnographic perspective from multiple stakeholders along with an in-depth look at one 

clinic. 

 The outline of this dissertation is as follows:  

 Chapter 2 describes the research setting and outlines study methods. Unlike many 

other centralized European countries, Germany is a federal state in which sovereignty is 

divided between a central authority and constituent states. As a result, individual states 

can address the issue of undocumented migration at the local level in different ways, 

helping to obscure debates at the national level. In this study, I focus on the city-state of 

Berlin for several reasons. First, it has one of the largest concentrations of undocumented 

migrants in Germany, along with large numbers of advocacy organizations. Berlin also 

has long history of debating and implementing measures of migrant integration, starting 

in the time of guestworker migrations (1960s -1970s). Labor migration remains an 

important factor in today’s economy, drawing various groups of people, including those 

like Misha and Yuriy who come to work in the city’s booming construction industry.  

While in the past most migrants came from nations to the East – Poland, Russia, and the 

Ukraine – an increasingly diverse set of groups are drawn to labor opportunities in the 
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city’s construction, domestic, and service industries. As I will show in the following 

chapters, these include migrants from Vietnam, various parts of Latin America, and West 

Africa. In comparison to many other cities, Berlin has taken a relatively liberal position 

on undocumented migration, with politicians publicly declaring, for example, that 

physicians will not be prosecuted for providing medical aid. The discussion on methods 

is prefaced by considerations regarding researching “hidden” populations. These include 

the inability to construct a representative sample and the necessity of avoiding ethical 

dilemmas regarding clandestine practices and participant identity. I then discuss the 

specific methods employed in this project. Fieldwork in Berlin lasted approximately ten 

months in 2004-2006, during which time I spent six months volunteering in an outpatient 

charity clinic. This fieldwork yielded in-depth observations of interaction between 204 

undocumented patients and clinic staff. In addition, I conducted a total of sixty-one 

interviews. This included twenty-two interviews with mostly volunteer staff from twenty-

four organizations which provide various forms of support (e.g. legal aid) to migrants; ten 

interviews with physicians who had experience treating undocumented migrants, and 

twenty interviews with undocumented migrants who had sought out aid during times of 

illness. I also conducted nine interviews with local experts on illegal migration in 

Germany – fellow scholars, policy specialists, and public health administrators. Another 

indispensable source of data was a conference organized by a national physicians’ 

organization in December, 2005. Finally, I systematically collected German-language 

media coverage on undocumented migration between 2004 and 2006. Data presented in 
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this dissertation is based on a triangulation of the multiple data sets gained from these 

sources.  

 Chapter 3 provides a theoretical framework and literature review for this study. I 

begin by considering various contemporary anthropological approaches to the issue of 

undocumented migration. These include the study of “illegality” as a sociojuridical 

condition by legal anthropologists, post-structural concerns with biopolitics and 

deportability, theoretical investigations on state removal, and finally, critical approaches 

which examine the role of legal status in contributing to health disparities. I locate my 

research primarily in the field of the anthropology of health policy, a critical approach 

developed within medical anthropology. Subsequent sections address theoretical 

approaches associated with various conceptualizations of rights. A distinction is made 

between citizenship rights and human rights, as I trace the origins of each tradition. This 

is followed by a discussion of the differences between human rights and humanitarianism 

in a discussion on how researchers have theorized aid work, especially of the medical 

variety.  This leads me to cast a critical eye at the role of NGOs that provide health 

services through the neo-Gramscian literature, which analyzes civil society and 

hegemony.  Finally, because many of the organizations in this study embrace 

counterhegemonic responses – such as the collection of advocacy NGOs in Europe 

known as the sans-papiers movement – I consider the insights provided by the literature 

on cultures of protest and social movements.  

 Chapter 4 traces the production of migrant illegality through specific periods in 

the history of the modern German state. It begins by discussing the circumstances which 
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led this particular nation-building process to rely on strict demarcations between citizens 

and foreigners. Immediately following World War II, Aussiedler or ethnic German 

refugees from Eastern Europe filled labor market gaps in postwar West Germany. 

However, their numbers were soon insufficient for the redevelopment process, and by 

1961 the construction of the Berlin Wall ended their migration into West Germany. 

During the economic upturn referred to as the Wirtschaftswunder, or “economic miracle”, 

immigrant labor was recruited through a series of bilateral agreements with southern 

European nations (Turkey, Italy, Yugoslavia, Portugal, and Greece), which provided 

“guestworkers” to work in various urban industrial centers. By 1973, economic 

conditions no longer favored large-scale guestworker migration, and the era of 

undocumented migration was ushered in to fill the continued need for cheap and flexible 

labor. Simultaneously, in West Germany, a unique commitment to political asylum (the 

most liberal in the world) reflected both the obligation to address past atrocities as well as 

a novel ideological tool to combat socialism. The reunification of the two Germanys in 

1989 initiated a new phase in the national identity project. A concern with Überfremdung 

(“over-foreignization”) led to xenophobic outbursts, eventually culminating in a more 

restrictive migration policy. Particularly noteworthy was the almost complete elimination 

of the right to asylum in 1993, prompting vast amounts of unauthorized (“illegal”) 

migration. Furthermore, the expansion of the European Union brought with it common 

migration policies and a militarization of the EU’s outer border. The second half of the 

chapter is devoted to an overview of Germany’s undocumented migrants. First, I 

distinguish between illegal entry, illegal residence, and illegal employment, noting the 
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difficulties in enumerating this population. Daily life for all residents in Germany is 

highly regulated, with an elaborate system of registrations, routines, and controls. There 

is also a heavy emphasis on “making legible” (Scott 1998) the population through 

statistics and various means of reporting, so that it is inconceivable to most citizens and 

many politicians that persons are living among them “illegally.”  While most migrants are 

men, increasing feminization of labor migration is evident based on the types of work 

available (in domestic settings, cleaning, home health care, for instance). Undocumented 

migrant flows originate from three sources: 1) labor migrants from Eastern Europe who 

have entered visa-free (Poland, Czech Republic), 2) citizens from nations that have a 

historical relationship of labor migration to Germany (Turkey, nations of the former 

Yugoslavia, the Ukraine, Russia, Romania, and Vietnam), and 3) individuals from 

politically or economically instable nations (Afghanistan, China, regions of Africa and 

Latin America). While some migrants experience less discrimination than others – 

especially those who can easily pass as “European” – others are highly conspicuous in 

German society. In the course of this and the next chapter, I also compile a review of the 

existing literature on undocumented migration in Germany for an English-language 

audience, annotated by observations from this study.   

 Chapter 5 provides a glimpse into the everyday lives of undocumented migrants 

in Berlin. I begin with a vignette of one woman, Anna, who has negotiated life in Berlin 

for over thirteen years. I then provide a “best guess” about the demographics of this 

population, based on existing spotty literature and supplemented by my own data. A 

significant portion of this chapter is dedicated to discussing major areas of employment 
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for migrants, including the construction sector, home health care, cleaning homes, and the 

hotel and restaurant industry.  Undocumented migrant labor generally fills the “three-D” 

jobs – dirty, dangerous, and difficult – and they are typically employed in sectors where 

competition is intense and paying less for labor will have the greatest impact on profit. 

Finally, in the remaining chapter I highlight areas of daily life in which legal status leads 

to vulnerability and certain common constraints. These include the need to stay 

inconspicuous, limitations and opportunities in the workplace and housing market, and a 

de facto exclusion from schooling. I discuss the role of remittances versus spending on 

consumer items (noting that, all too often, researchers focus solely on the ascetic 

migrant), how “legal” foreigners view their undocumented counterparts, and the 

importance of examining both cooperative and exploitative relationships within ethnic 

networks. I also touch upon how migrants cope emotionally with the distance from loved 

ones and how some participants in this study viewed their future plans. Overall, the 

emphasis in this chapter is on a common vulnerability and importance of social networks 

in negotiating daily life. 

 Chapter 6 approaches the heart of this study. While migrants are often able to 

negotiate everyday life in “illegality” through a variety of strategies and social networks, 

illness produces a distinct rupture in their lives. They are unable to access medical care 

through regular channels. This chapter starts by explaining the structure of the German 

health care system and how access is defined. Because it embraces a philosophy of 

universal coverage, there are very few uninsured individuals – the largest and most 

conspicuous group being undocumented labor migrants. Next, I discuss a unique set of 
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laws which criminalizes both undocumented migrants and health professionals who offer 

them assistance. This makes medical assistance in times of need even less feasible. I then 

turn to the first-line strategies employed in times of illness, including self-medication and 

avoiding care, noting that migrants must draw upon a patchwork of networks and 

services. In Berlin and elsewhere, migrants may turn to trusted private physicians to 

handle some of their health needs. In the remainder of this chapter, I draw upon first-hand 

experiences of individual physicians to discuss their concerns and motivations before 

moving on to organized efforts at providing aid. 

 Chapter 7 discusses organizations specifically set up to provide medical aid for 

undocumented migrants. I provide a typology of organizations active in this arena, 

dividing them into: 1) secular activist organizations and 2) church-based charity 

organizations. Their differing philosophical foundations overlap with the human rights 

and humanitarian approaches to medical aid, as discussed in Chapter 3. I provide 

examples of each type, discussing the “MediNetz” movement as an example of secular 

activist organizations, and present the work of several church-based initiatives. The 

chapter then turns to the paradoxes of providing aid. One major issue is that because the 

“problem” is being handled in the nonprofit third sector (i.e., through NGOs), the state is 

not encouraged to change anything. Participants – that is, NGO staff and doctors – 

described to me their frustration with being “Lückenbüsser,” literally “gap-fillers,” in the 

social welfare system as well as “fig leaves” obscuring certain realities in debates on 

immigration. This is underscored by the fact that many (but not all) such NGOs receive 

funding by the state, either for the explicit purpose of providing care for the underserved 



 

 

38 

or indirectly through the churches, which receive tax monies in Germany. In some cases 

their activities have even been rewarded with various prizes, praising their humanitarian 

efforts. This is even more paradoxical given that these activities can be construed as 

illegal. I also touch upon what a participant referred to as the “hierarchy of aid work,” 

meaning that volunteers gain prestige by working with certain kinds of health problems 

(such as trauma associated with “true” political refugees) rather than others (such as those 

typical for undocumented labor migrants). I then note that there has been a shift in the 

demands NGOs have made towards the state over the past decade. While laws 

criminalizing the provision of medical aid were an important point of contention in the 

past, these have been replaced by demands to be compensated. I conclude this chapter 

with a discussion on the paradoxes of providing aid, from the vantage point of the NGOs: 

by providing services, they are effectively removing responsibility from the state.  In 

their own language, they described this as becoming “useful idiots” for the state. 

 Chapter 8 presents an ethnographic portrait of Berlin’s Migrant Clinic, the 

primary site of data collection for this study. It constitutes the single largest source of 

medical aid for undocumented migrants in Germany, with some 2,400 patient visits in 

2005 alone. I describe the Clinic and how it functions, providing a descriptive analysis of 

patient characteristics and types of illnesses. This includes a fairly representative picture 

of migrant workers’ health concerns, which have not been adequately described in 

available literature. Snapshots of the activity in the Clinic are offered to illustrate specific 

health issues, including (among other topics) chronic illnesses requiring regular access to 

medication; the resolution of dental issues (a frequent concern for migrants); the peculiar 
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nature of absolutely urgent and utterly unpredictable illnesses requiring surgery; and the 

lack of mental health care options in the face of many forms of “stress.” I conclude that 

there were few communicable or otherwise “exotic” illnesses. Instead, what is 

noteworthy is the lack of treatment options for rather common everyday issues, such as 

Yuriy’s broken wrist. Throughout the chapter I address cost considerations, delays in 

care-seeking, and public health implications.   

 Chapter 9 is entitled “Pregnancy, Race, and Citizenship” and examines the 

interplay between race, reproduction, and citizenship. Utilizing the analytic lens of 

stratified reproduction, I address the following questions: Who is entitled to belong to the 

national body and how is this defined by access to health care?  What is the effect on 

undocumented women’s reproductive health when they are wary of seeking care for fear 

of being deported?  What elasticity exists in the system enabling women and health care 

providers to negotiate some measure of health care at the margins of state legal 

mandates? I describe options for prenatal care and delivery for undocumented migrants in 

Berlin, emphasizing the importance of the temporary legalization provided by maternity 

protection laws. I then devote considerable attention to matters of paternity, including 

how these relate to citizenship and how legal loopholes designed to respect the mother’s 

autonomy have also fostered an emergent market for false paternity claims. Germany is 

currently at the height of a demographic crisis, with the lowest birth rate in Europe and 

the lowest total since 1946, yet ambivalence towards certain kinds of mothers remains 

evident. I juxtapose this demographic reality with everyday practices of discrimination 

for pregnant migrant women of color. Finally, I address the difficulties of obtaining birth 
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certificates and the creation of a new generation of “invisible citizens.” Restricted access 

to medical services illuminates the contradictions between the general marginalization – 

even criminalization – of “illegal” migrants and ideas of moral obligation to pregnant 

women and their children. I argue that the pregnant undocumented woman is both a 

symbolic and real challenge to notions of citizenship in contemporary Germany. 

 Finally, in the conclusion I return to the issue of the “contradictory impulses of 

sympathy and exclusion” (Hoffman 2006) of undocumented migrants and discuss how 

this is played out in Germany. While many nations face these same issues, the German 

case is unique because it is situated in historically particular ways. The era of National 

Socialism and the Holocaust are chapters which continue to create discomfort for many 

citizens, and debates on nationalism have rekindled since reunification, provoking 

additional outbursts of xenophobia. It is often the “elephant in the room” shaping 

discussions of immigration policy, as Germany is acutely aware of its image in the world.  

One the one hand, there is a deep-seated indebtedness to preventing discrimination and a 

commitment to ethical responsibility. On the other, there remains a desire for cultural 

homogeneity and the persistent lack of equal social and political rights for non-citizens. I 

conclude that several responses arise in light of these paradoxes. These include a 

particular discourse around “refugees,” a political structure that allows the impact of 

policies to be diffused over states and municipalities, occasional public resistance to the 

implantation of restrictive immigration policies, and, finally, the implicit handing over of 

responsibility for medical aid to civil society (the NGO sector). Laws that criminalize 

medical aid to this “illegal” population exist but are only selectively enforced, producing 
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and fostering an ambiguous environment. These paradoxes are not coincidental, but open 

up spaces in which the state can maneuver and create the illusion that steps have been 

taken to discourage further undocumented migration and punish offenders, creating 

consent, while at the same time eliminating the need for the state to address the 

uncomfortable issue of the right to medical care and adequate resource provision. In this 

chapter, I also note which “solutions” are being proposed to assure access to medical 

care, noting that economic interests and political pressures prevent such proposals from 

being fully implemented. Areas for comparison and future study are also discussed. 

Regarding NGOs and hegemony, I conclude with a consideration of the following 

questions pertaining to organized efforts at providing medical aid: What is the point in 

actively opposing the state, if cooptation is always the end result? What is the point of 

civil initiative, if it is used to further the interests of private capital? I suggest that through 

their practices and discourse, and by critically examining their role in reproducing the 

various structures they are attempting to replace, activists can help to structure the debate 

on the right to medical aid. These sustained efforts allow them to, on some level, 

challenge their own complicity.  

The Shifting Field  

When I was in the planning stages of this dissertation project, I benefited greatly from 

Gavin Smith’s (1999) insights on being an anthropologist engaged with issues “at home.” 

Like Smith, I was returning to my native country years later as an anthropologist, 

studying my own culture though a peculiar insider-outsider perspective. Perhaps 

unthinkable decades ago, anthropologists are increasingly focusing their attention on the 
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social processes in their backyards, rather than in some exotic locale. Indeed, the study of 

migration necessitates fieldwork in those sites. 

As old forms of difference and distance melt and shrink, other forms of difference 

arise, and anthropology’s subjects themselves become highly mobile…One effect 

is that as anthropologists reconfigure this was of formulating the world for study, 

one that has been so fundamental to the discipline’s identity, so anthropology 

loses and older kind of monopoly from which it traditionally drew a great deal of 

its authority […] Questions of the changing role of place in people’s sense of 

collective membership or of different forms of citizenship in social identity, 

become central to the issues anthropologists must now address (Smith 1999:3).  

In the following chapters, I hope to address some of these different forms of citizenship 

and entitlement, illustrating how anthropologists can engage issues of inequality “at 

home” as well as abroad.  
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CHAPTER 2 – RESEARCH SETTING AND STUDY METHODS 

 

Anthropologists working in Berlin have focused on two issues that reflect the historical 

trajectory of this city. First, many have examined urban transformation since German 

reunification in 1990, especially the spatial and linguistic features that have accompanied 

postsocialist identity reconstitution (e.g., Berdahl 1999; Binder 2001; Borneman 1998; 

De Soto 1996; Vogel 2006). Integration of foreigners is a second major area of research 

concentration, often focused on the city’s large Turkish community and with particularly 

attention to the second- and third-generation descendants of guestworkers (Caglar 1995; 

Pecoud 2002; Soysal 2001; Soysal 2004; White 1996). One subject that has received 

comparatively little attention from an academic perspective is the large presence of 

undocumented migrants in the city and how their lives are shaped in particular ways in 

this highly regulated nation. Berlin – Germany’s capital and largest city – has one of the 

largest densities of undocumented migrants, with estimates suggesting a population of at 

least 100,000 (Brzank, et al. 2002). In this chapter, I will introduce the research setting, 

locate myself as a researcher, and discuss the study methods.  

Studying Berlin 

At once a multicultural “global city” and quintessentially German, Berlin has a strange 

magnetism on many people. There is a quote that inhabitants like to cite; I have seen it on 

postcards, placards, and email signatures:  

Berliners are unfriendly and inconsiderate, rude and bossy; Berlin is repulsive, 

loud, dirty, and gray, everywhere you go there are construction sites and blocked 
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roads – but I feel sorry for everyone who doesn’t have the privilege of living 

here!8 

 This sort of gritty reputation is embraced by many Berliners, perhaps as a way to 

balance the charm that attracts so many tourists: turn of the century architecture and 

museums, modern art, trendy nightclubs. It is a way of saying: life can be harsh here, and 

we love it.  No one would deny that it is a city of contradictions. As Mayor Klaus 

Wowereit characterized it, “Berlin is poor, but sexy."9 

 Politically, Berlin is unique in that it is both a city and an independent state, 

forming one of Germany’s sixteen states. Following reunification in 1990, the national 

capitol was moved from Bonn to Berlin. Berlin was poised to take up its role, once again, 

as the node between Eastern and Western Europe; unfortunately, this has not been 

realized to this day. The economies of both halves of the city were heavily subsidized by 

the state during Cold War times, and slid into bankruptcy following reunification. The 

city lost its industrial prowess as hundreds of thousands of jobs were lost when East 

German factories and West German enterprises collapsed following the sudden 

withdrawal of subsidies in the early 1990s. Today, the city is still divided into what 

Berliners call City East and City West. After reunification, major transformations 

changed the face of this metropolis: Leninallee became Landsberger Allee, and Marx-

Engels-Platz became known as the Schlossplatz (for an anthropological take on the 

politics of culture and street renaming in Berlin, see De Soto 1996). Beginning in the late 

                                                 
8 “Die Berliner sind unfreundlich und rücksichtlos, ruppig und rechthaberisch, Berlin ist abstoßend, laut, 
dreckig und grau, Baustellen und verstopfte Straßen wo man geht und steht - aber mir tun alle Menschen 
leid, die hier nicht leben können!” This quote by Anneliese Bödecker, a prominent Berlin philanthropist. 
9 "Berlin ist arm, aber sexy." Focus Online, Accessed November 2, 2006. 
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1990s, City East was targeted by real estate investors and the areas near Potsdamer Platz 

and Friedrichstrasse – formerly the no-man’s land along the Wall, fortified with barbed 

wire and tanks – became the center of retail and business, dominated by skyscrapers and 

malls. The heart of the “new” Berlin has certainly shifted, with the central district of 

Mitte becoming, quite literally, Berlin’s “middle” center. Even the central train station 

was moved in the summer of 2006 to accommodate this spatial shift. At the time of this 

study, the once-drab City East had eclipsed City West in cultural hipness and economic 

strength.   

 There has been a continued decline in Berlin’s population, mostly due to 

suburbanization beginning in the early 1990s. In addition, a negative population growth 

(i.e., more deaths than births) has meant that the population is unable to renew itself. This 

trend did not apply, however, to the city’s foreign population, which experienced a 14% 

growth rate during the same time frame. This has been attributed to two circumstances. 

First, the 1990s saw a rise in immigration and asylum seekers from Eastern Europe, 

especially from the former USSR and the former Yugoslavia. Second, birth rates were 

higher in the existing foreign population, who tended to be both younger in age and have 

more children than the native German population (Ohlinger and Raiser 2005).  

Migration and Berlin’s Foreigner Residents  

Approximately 13.2% of Berlin’s residents are foreigners; this perhaps rather modest 

percentage belies the strong presence of foreigners in the city, made more visible when 

one examines particular historical processes and geographic features. Migration has 

always played a vital role in shaping the face of this city, especially since World War II. 
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During the postwar years, which were dominated by the Cold War, the Western part of 

the city became a primary destination for those emigrating from the communist German 

Democratic Republic. The construction of the Berlin Wall provoked a significant out-

migration to West Germany. As West Berlin businesses and industries relocated, many of 

their employees followed, despite official attempts to encourage West Germans to move 

into isolated West Berlin. This trend was reversed only by the introduction of 

guestworkers in the 1960s. As in the rest of the country, low-skilled immigrant labor was 

brought in via a system of temporary work permits to fill labor gaps during the postwar 

period. The number of permits was controlled by the government, with input from 

industry, so that the flow of migrant workers could be adjusted in response to changing 

economic conditions.  I discuss these migration flows and the policies they invoked in 

detail in Chapter 4. 

 Turkish citizens represent the single largest migrant group in Berlin, with an 

estimated 120,000 persons. Berlin’s Turkish population is largely comprised of former 

guestworkers and their families, including second- and third-generation descendants, 

along with some more recent (legal and “illegal”) migrants. This community has 

established a strong political and cultural presence in the city, and has been the major 

focus of social science research on integration since the 1980s. Even thought they have 

such a large presence, very few were visible in the undocumented population during this 

study, since most are legal residents. The second largest group (again, of “legal” 

migrants) is comprised of EU citizens, including some 32,000 Polish citizens, followed 

by groups originating from the Balkan nations, i.e., Slovenia, Macedonia, Croatia, Serbia 
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and Montenegro, and Bosnia and Herzegovina. In addition, there is a sizeable Russian, 

Ukrainian, and Belorussian population, and some 25,000 Russians of German descent are 

concentrated in the Soviet-era apartment projects of the Marzahn-Hellersdorf district. 

Today, the presence of foreigners depends heavily on the district in question. Foreigners 

account for anywhere from 3% to almost 30% of various districts. In 2004, one primary 

school in the Kreuzberg district made headlines (though hardly provoked surprise) by 

having an entirely non-German student population. 

 Figure 1: Berlin districts, showing City West and City East 
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 The East/West axis created by the former Wall, which divided Soviet from Allied 

(i.e., U.S., French, and British) controlled territory, remains an important landmark. In 

the Eastern (formerly German Democratic Republic) parts of the city, most migrant 

presence is the result of contract worker recruitment from socialist “brother nations,” 

such as Vietnam, Mongolia, and Cuba. Ethnic enclaves, still noticeable to this day, 

developed in many East Berlin neighborhoods. Following reunification in 1990, many 

Vietnamese, for instance, opted to remain in Germany after being denied asylum. I 

discuss the plight of these Vietnamese in detail in Chapter 4. They were often joined by 

family members and others utilizing existing networks, so that the number of migrants 

from Vietnam has remained constant in many of these neighborhoods. A second 

geographic clustering consists of a more concentrated migrant population in the city 

center, where the foreigner population is often well over 20%. In West Berlin, large 

numbers of guestworkers from Turkey, Greece, and Italy settled in these neighborhoods 

(e.g., Kreuzberg, Neukölln, and Wedding) during the 1960s and early 1970s, drawn by 

low rents and the availability of empty housing left behind after construction of the Wall. 

These sharp divisions have softened since the end of the 1990s, particularly evident when 

one examines the distribution of the Russian-speaking and Polish populations around the 

city, which no longer demonstrate a strong East/West pattern (Ohlinger and Raiser 2005).  

 Berlin has had a well-established population of undocumented labor migrants 

since the 1980s. This resulted primarily from the discontinuation of the guestworker 

programs (and decline in temporary work permits) but simultaneously a continued 

demand for cheap and low-skilled migrant labor. Following the 1993 asylum law 
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restriction, even more migrants were turned into “illegal” residents. However, 

undocumented migrants are not included in the above description, since they are – by 

definition – not captured in official statistics. Nonetheless, it is possible to make some 

general statements about their distribution around the city. First and foremost, it is 

important to note that this is not a homogenous group, but an (often temporary) juridical 

status held by a wide variety of people from many different countries of origin. In other 

words, they may be included in statistics at one point or another as they move along the 

spectrum of possible legal, illegal, and pseudolegal (i.e., through the use of counterfeit 

documents) living and working conditions. Having said this, the highest maxim for 

undocumented persons is to remain as unnoticed as possible; thus, we can assume that 

most opt to live in existing ethnic enclaves and areas with higher foreigner populations. 

This contributes to the visibility of the population as a whole. Virtually all of the 

undocumented migrants interviewed for this study, along with many Clinic patients I met, 

lived in the Western districts, especially the heavily “foreign” districts of Kreuzberg and 

Neukölln. There is a palpable boundary which keeps people from different countries of 

origin in certain districts. Echoing sentiments I heard throughout the West African 

community, one woman from Ghana told me she “won’t set foot in the East [part of the 

city].” This does not, however, hold true across all groups. As I already noted, many 

Russian and Ukrainian families live in the Eastern districts of Lichtenberg and 

Marzahn/Hellersdorf, and there are many Vietnamese neighborhoods in the Weissensee 

area.  
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My Position as Researcher and a Summary of Methods  

When I arrived in Berlin in the summer of 2004 to begin preliminary fieldwork for this 

dissertation, it was not my first time in that city. I had been there once as a child – during 

the “Cold War” years – and then later as a high school student, directly after reunification 

when the stark contrast between the Eastern and Western halves of the city was most 

evident. I spent the first twenty-two years of my life living in West Germany, and am a 

native speaker of the language. When the issues of increased immigration, racist attacks 

on foreigners, and contentious asylum reform came to a climax in the early 1990s, I was a 

high school and then university student deeply interested in those social debates. Those 

experiences, discourses, and images stayed with me through the course of this study.   

 By the time I returned to Germany to begin fieldwork, I had been living in the 

United States for almost a decade, having moved there as a student. All of my time in the 

U.S. was spent along the U.S./Mexico border, first in Texas and then Arizona. 

Throughout my studies in anthropology and public health, I interacted with physicians, 

undocumented migrants, and later, humanitarian organizations on a variety of migrant 

health projects. I began to see both similarities and immense contrasts to the situation I 

had witnessed in Germany during those formative years of my life. I had also continued 

to follow migrant health issues in Europe and recognized the uniqueness the German 

situation. These realizations, and subsequent visits to Germany, prompted me to propose 

research on undocumented migration in Berlin for the dissertation project.  

 For this study, I conducted ethnographic fieldwork in Berlin for a total of ten 

months between 2004 and 2006. I employed a number of different data collection 
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methods to capture the experiences and perspectives of various stakeholders, all of which 

will be described in the sections that follow. The primary source of data is six months of 

participant observation in an outpatient migrant clinic, during which time I collected case 

studies of 204 individual patients. In addition, I conducted sixty-one semi-structured 

interviews with undocumented migrants, physicians, NGO staff, and experts on “illegal” 

migration in Germany over the ten months of research. I also attended and documented a 

physicians’ conference specifically focused on this topic (December 2005) and collected 

media coverage and legislative debates over the course of three years. All data collection 

methods and protocols used in the study were approved by the University of Arizona 

Institutional Review Board.  Table 1 provides a summary of data sources. 

Table 1: Summary of data collection methods 

Source  Data collected 

Individual case studies of patients in 
Migrant Clinic (participant observation) 

 
204 case studies 

  
Semi-structured interviews 61 interviews (total) 

• NGO staff 22 

• Physicians 10 

• Undocumented migrants  20 

• Local experts 9 
  

Participation in and documentation of 
physicians’ conference 

Fieldnotes and 
transcripts 

  
Systematic collection of media coverage 
and legislative debates 

Archived news and 
legislative reports 
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Methodological Considerations: Clandestine Practices and “Hidden” Populations  

In the following chapters, I will argue that migrant “illegality” is a juridical status and 

political identity, produced in contemporary Germany via labor market demands and 

resulting in shifting practices of inclusion and exclusion. These theoretical premises 

directly impacted this study’s methodology, specifically in relation to two issues. First, 

methods must take into account that participants’ legal status may be quite irrelevant to 

their regular activities. In their day-to-day existence, migrants often interact socially with 

a wide range of individuals, both “legal” and “illegal,” and may have very comfortable 

zones of activity where this issue is simply not on their minds. Thus, when researchers 

utilize a construct such as undocumented or “illegal,” it creates an artificial group of 

people with one similar characteristic who, in the end, may share very little else with one 

another. Further, as I have shown in the previous chapter, they may find themselves in 

this status only temporarily, so that it may change for individuals over the life of a study. 

Caution must be exercised, since, as De Genova (2002) notes, researchers can easily 

“perpetuate a rather egregious kind of epistemic violence (2002:422)” by conceptualizing 

migrants in isolation because of their “illegal” status.   

 Second, I have given special consideration to the fact that I witnessed sensitive 

activities associated with undocumented migration during the course of this study. It can 

be particularly tempting to use ethnographic documentation to reveal clandestine 

practices in a sort of “anthropological pornography (De Genova 2002:422),” which leads 

to ethical dilemmas and puts both participants and the researcher at risk. In other words, 

the researcher and their audience can become enraptured by the fact that they have gained 



 

 

53 

access to the intimate experiences of the groups of people they study. This study 

documented many activities and strategies which are at the margins of and often outside 

of the law, not only among migrants but also among the people and organizations who 

provide aid to them. Therefore, rather than simply exposing strategies crucial to their 

survival, I strive to provide an account which reflects how these activities tie back into 

the ambivalences in migration policy.   

 Undocumented migrants are a “hidden” and ever-shifting population for whom a 

representative study is virtually impossible to construct. Although this is not usually a 

goal of anthropological research, it is important to reflect on how typical participant 

responses may be. A representative sampling method cannot be implemented because the 

very basic demographics of this population are not fully understood. Determining 

sampling adequacy, in the case of undocumented migrants in Germany, is made 

exponentially more difficult by this populations’ heterogeneity. Much like the homeless 

(Auerswald and Eyre 2002), these migrants are not captured in official statistics, and may 

be reluctant to participate in a research study because of the stigmatized or illegal nature 

of their activities, similar to drug users (Bourgois 1999; Singer 1999; Thompson and 

Collins 2002), sex workers (Benoit, et al. 2005; Shaver 2005), or victims of sexual 

violence (Howell 2004; Martsolf, et al. 2006). In medical anthropology, Merrill Singer’s 

“Studying Hidden Populations” (1999) remains one of the most comprehensive 

discussions on methods for these types of groups, even though it is strongly influenced by 

his work with illicit drug users. Indeed, most methodologically-oriented literature on 

hidden populations emerges from studies on addiction and violence, with very little 
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geared towards undocumented migrants. One exception is a study by Walter, Bourgois, 

and colleagues regarding work injuries among undocumented day laborers in San 

Francisco (2002). The authors emphasize the general difficulty accessing this population 

because of their mistrust of official institutions, which makes them less likely to respond 

candidly to a formal survey. For better results, they recommend ethnographic methods 

built around participant observation, which offers more depth than the surface 

examination that statistics can provide.  

 Ethnography is a multifaceted, holistic, and systematic method that includes 

interviewing, participant observation, and other complementary activities such as archival 

research. One of the primary benefits of using the ethnographic field method in the study 

of hidden populations is that it has 

the potential of limiting the artificiality of group definitions by grounding 

research parameters within the context of actually observed behaviors; insider 

understandings…; [and] self-reported identities of the target group (Singer 

1999:172). 

In addition, ethnography allows the researcher to gain access to locations and activities 

that might otherwise be closed during surveys, along with a long-term commitment to a 

field site which allows the researcher to capture change over time. While it does not 

allow incidence and prevalence calculation of specific health issues, it does allow in-

depth investigation of the various levels influencing health and inequality. 
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Participant Observation in Migrant Clinic  

For this study, I volunteered in a small outpatient charity clinic for a total of six 

nonconsecutive months over three different field visits: May-August, 2005; December, 

2005; and June-July 2006.10 This clinic, for which I utilize the pseudonym “Migrant 

Clinic”11 throughout the paper, is open three days a week and provides care for those 

without health insurance. Because Germany has universal health coverage, most of those 

subsumed under the label of “uninsured” are by definition non-residents, such as tourists 

or undocumented labor migrants. The Clinic has approximately 2,500 patient visits a 

year. Most patients are young (roughly 80% are under 45 years old) and approximately 

60% are women. Most are well-integrated and highly-skilled migrant workers. The 

largest percentage comes from Southern and Eastern Europe, followed by Southeast Asia 

(especially Vietnam), West Africa, and the former Soviet Republics. The most common 

reasons for attending the clinic, in order of frequency, are prenatal care, internal medicine 

complaints, and dental problems. A detailed description of the Clinic and its patients can 

be found in Chapter 8.  

 My involvement with the Clinic began when, at the end of an interview with the 

director, I mentioned my interest in volunteering my time to learn about their activities in 

a hands-on way. I tried to convince her that I could translate if they needed me, as I am a 

native speaker of English and German in addition to having learned Spanish, and had 

                                                 
10 I found the removal from the field for a period of time to be very useful, as it allowed me to revisit my 
research questions and organize my data. 
11 This name was chosen by the Clinic’s director during a discussion of the dissertation study.  However, 
confidentiality of the field site was not considered a major issue—the organization is very public with their 
work, has put out several publications, and is featured regularly in the media. Furthermore, since they are 
the largest clinic of this kind, they are perhaps easily identifiable. Nonetheless, the director liked the idea of 
a pseudonym when I suggested it.  
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some familiarity with working in a clinic. Normally, she replied, they do not take 

volunteers so readily and furthermore, she continued, they like to put them on a 

probationary period so that they can shadow another assistant and prove that they are able 

to handle the work. But as it turned out, they were currently short-staffed and the one 

remaining assistant had just left for three weeks of vacation. Could I start tomorrow? She 

handed me a lab coat, told me “not to dress too nice” (I was wearing a suit for the 

interview that day), and asked me to report at 8 a.m. the next morning.  

 My role was to assist the physician, three days a week for seven hours a day. This 

included greeting the patients and gathering basic data (name, age, etc.); joining the 

doctor during the consultation and exam; changing dressings; mixing vaccine 

preparations; measuring and weighing patients; and performing basic examinations and 

diagnostic tests (blood pressure, blood sugar, urinalysis, and hemoglobin levels).12 

Furthermore, I usually translated at some point each day when a patient’s knowledge of 

German was inadequate and/or they preferred to discuss their problem using English 

(more commonly) or Spanish. While all staff and physicians spoke English, it was often 

with a limited vocabulary and they often found patients’ dialects and cadences confusing, 

so that as a native speaker I had much less difficulty. During the course of the study 

(though not during that first month), a total of five other volunteers, all female, worked as 

assistants besides myself.13 

                                                 
12 I was familiar with some of these tasks from my training and internships in public health. The doctors 
trained me in others (e.g., using the automated machine to measure hemoglobin levels), since they insisted 
that I needed to learn it if I was going to be of any use to them!  
13 Each of the other volunteers came in one day a week. Two were naturopaths seeking additional practical 
training in patient care and experience with specific illnesses. Two others were paid part-time staff 
provided by the parent organization, working a total of fifteen hours per week. They typically worked on 
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 This fieldwork yielded in-depth observations of interaction between 204 patients 

and Clinic staff over a nonconsecutive six-month period. Sixty-eight percent of the 

patients I observed returned for multiple visits. In other words, each “case” – the term I 

use throughout this paper – represents not a single visit, but a single patient who may or 

may not have come multiple times. Although the Clinic keeps patient records (often 

anonymized or with pseudonyms), these were not utilized as a form of data. I learned 

early in my fieldwork that keeping records was a contentious issue – some activists 

looked down upon this practice because it could provide the police with information in 

the case of a raid. Furthermore, I also overheard a telephone conversation in which the 

Clinic’s director denied another researcher access to their patient files because she 

considered them “her own private notes” and not amenable for study by others. Thus, 

while I regularly handled and even occasionally wrote in patient records, I excluded them 

as a source of data out of respect for both the physicians and patients (whose explicit 

written permission I would have had to obtain, which would have been unlikely given 

their undocumented status and use of pseudonyms). 

 From the beginning, audio recording was excluded in the project design, due to 

the sensitive nature of the activities being observed (more on this below). In addition, 

overt note-taking during a clinical consultation would have been inappropriate and a 

violation of patient privacy, since I was acting as not only as a researcher but also an 

                                                                                                                                                 
administrative tasks, answering mail, organizing bills, and sending out donation receipts (for tax purposes) 
to the various laboratories, hospitals, and doctors collaborating with the Clinic. Finally, one volunteer was a 
university student wanting to do “something meaningful” in her free time. She was available for Russian 
translations, while other volunteers spoke Arabic and Polish. When more than one assistant was available, 
we divided up tasks: one person would receive the patients, and the second would join the doctor in the 
examination room. 
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assistant to the physician. Therefore, extensive notes were typed up after my shift was 

over, facilitated by short notations I had made during the course of the day, e.g., to keep 

track of the order of cases.14 These notes systematically recorded patients’ age, gender, 

country of origin, if they were new or returning patients, if they were accompanied and/or 

used a translator, the nature of their medical complaint, basic conversation between 

patient and physician, any tests ordered or referrals given, and how the complaint was 

resolved.  

 The 204 cases were not collected through a systematic sampling method, 

although, as I show in Chapter 8, they do match the baseline numbers provided to me by 

the Clinic and therefore can be viewed as representative of the migrants who come to that 

particular location.15 My sample consists of the patients observed and with whom I 

interacted on the days I worked at the Clinic, independent of criteria such as day of the 

week, age, gender, language spoken, or type of illness.  Since I worked all three days the 

Clinic was open, this approaches the most “random” and complete sample possible. In 

fact, I was the only assistant for approximately two and a half months during the summer 

of 2005, so that I captured literally every patient who walked through the door during that 

time frame.    

                                                 
14 The majority of direct quotes in the following chapters are derived from interviews and not observations 
in the Clinic, except for a few examples where I was able to slip away to another room and jot down 
verbatim fragments of conversations.   
15 These baseline statistics from the Migrant Clinic record data from over 7,300 patient visits over the past 
five years. In this way, they can be considered a “patron” population (Singer 1999), easily reached through 
a specific location – here, the Clinic – yet very heterogeneous. The cases observed and migrants with whom 
I spoke at this location could not necessarily be considered representative of Berlin’s undocumented 
population. First of all, they were a pre-selected group suffering from illness (although, as I discuss in 
Chapter 8, they presented with “typical” illnesses for their age and occupations). Second, their appearance 
at the clinic signaled that they had been at the receiving end of information on where services could be 
obtained, as well as embodying a certain amount of comfort in the public sphere.  
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Interviews 

I conducted a total of sixty-one semi-structured interviews with four groups: twenty-two 

NGO staff, ten physicians, twenty undocumented migrants, and nine local experts. The 

primary recruitment method was snowball sampling, in which I relied upon personal 

contacts. The vast majority of individuals I contacted were willing to talk about their 

experiences. This was especially the case for the physicians and NGO staff, likely 

because of their strong commitment to the issue of ensuring medical aid for migrants in 

the first place. They were, in essence, a self-selected group who had spent a lot of time 

and energy advancing this issue, and were interested in relaying their opinion about 

current policies. Most migrants I was able to contact were also more than happy to be 

interviewed, likely because the effect of snowball sampling (“so-and-so said you would 

be a good person to talk to”) which can provide the start for a trusting interaction.  

Nonetheless, there were a couple of “passive refusals” to be interviewed, that is, migrants 

who never returned my calls or were unable to find a good time to meet up. 

 The fact that I lived in the United States (but my first language was clearly 

German) was always a good conversation starter, regardless of the person I was 

interviewing. Many physicians and NGO staff were curious about why I wanted to study 

the migrants in Berlin or investigate gaps in the German health care system, given what 

they considered to be the miserable state of affairs in the United States. Weren’t these 

issues more serious over there, they wondered? How do the vast amounts of uninsured 

Americans cope? Migrants often queried me about life in the United States, and some 

found common ground with me since they, too, had moved to another corner of the globe. 
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How do I stay in touch with my family, they wondered? Why did I leave? Is it true, they 

asked, that life is easier in the U.S.? Whether good or bad, everyone had an opinion about 

the United States refracted through their experience of living in Germany. This often 

provided the basis for engaging exchanges of topics and a more egalitarian mode of 

conversation, since I was constantly being queried as well. 

 Interview length was dependent upon category of participant, with migrant 

interviews lasting between one and twelve hours, and all other interviews approximately 

one hour. The study design rejected the possibility of recording interviews, due to the 

sensitive nature of the activities: “illegal” immigration, clinics and doctors operating in a 

gray legal area, and for reasons of patient privacy. This decision was informed by other 

scholars who had worked with this population who relayed to me their inability to record 

interviews because participants feared any form of documentation. It is also consistent 

with other studies and reports which indicate that recording was problematic (Alt 2003; 

Schönwälder, et al. 2004), along with other predictable challenges including difficulties 

contacting participants and eliciting candid answers. These difficulties are considered to 

be exaggerated in Germany because of heightened surveillance in comparison to other 

nations, with the resulting fear of action by the authorities. Some researchers have even 

suggested that the presence of recording equipment during an interview would yield less 

accurate data for this population, since individuals would be more likely to censor 

themselves (Anderson 2003). In retrospect, I believe most of my participants would have 

agreed to be recorded during interviews; however, I am not convinced I would have 

obtained the same depth of information. 
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 The inability to audio record interviews required that two important processes be 

put into place. First, data collection was facilitated through the use of a printed survey 

instrument that was highly structured, yet allowed space to take extensive notes in a 

systematic, topical fashion. Second, all handwritten notes were typed up as soon as 

possible after the interview. In fact, all interview notes were typed up within twelve hours 

of the actual interview. These “transcripts” (notes) were entered into an ATLAS Ti 

qualitative data analysis software database. In some cases, it was possible for participants 

to review the interviews I had typed up, allowing me to receive corrections and additions. 

In four cases, this transcript review was done via email. Because much of the data 

presented here is all drawn from notes, I use few direct quotes throughout the dissertation 

– namely, only those which I was able to verify through transcript review with 

participants. Furthermore, descriptions of specific organizations in the following chapters 

were reviewed by participants to ensure accuracy. Finally, I attempted to verify various 

statements made during interviews via literature reviews, internet searches, and by asking 

local experts. In the following section, I describe the participants in each of the four 

groups.  

Interviews with NGO Staff 

I conducted twenty-two interviews with mostly volunteer staff from organizations which 

provide various forms of support (e.g. legal, social) to undocumented migrants. The 

majority was female (18/22, or approximately 82%). Training and background varied 

widely, with the single largest group represented by social workers. Medical backgrounds 

were also relatively common (nursing, public health, medical technician, naturopathy), as 
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were “socially active” careers such as clergy, law, and journalism. Participants in this 

study represented a total of twenty-four different organizations in Berlin. Organizational 

structure and history varied widely – some were affiliated with national-level charity 

organizations and had decades of service provision, while others were less formal, 

autonomous interest groups. While two NGOs specifically offered medical care to 

undocumented persons, the majority of organizations performed a “referring” role in the 

course of other services provided (e.g., legal aid).   

Organizations were identified primarily through referrals from existing contacts, 

as well as through publications and internet searches. Typically, I began with a phone call 

and email to the director, and then met with them in person, explained the study, and 

asked to interview staff members. The primary inclusion criterion for participants was 

that they possess experience with health issues or medical treatment for undocumented 

migrants. Most organizations quickly pointed me to the one or two persons on staff who 

had knowledge of this issue. The semi-structured interview guides for the NGO staff 

interviews focused on organizational goals; individual staff responsibilities; collaboration 

with other organizations; specific cases in which medical issues were resolved (or not); 

and knowledge and opinion of the legal situation. These interviews were in German, 

except for one conducted half in Spanish because of the participant’s preference. 

Interviews with Physicians 

I interviewed ten physicians who had experience treating undocumented migrants. They 

came from a range of backgrounds, employment positions, and specialties (from general 

practitioners to obstetricians and urologists). Participants held a number of formal 
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affiliations: with hospitals, NGOs (focusing directly on medical treatment or more 

general in nature16), first-aid clinics, and public health clinics. Two participants worked 

in organizations – one in an international physicians’ organization concerned with human 

rights, and a second in a local physicians’ professional association.  It was possible for 

participants to have more than one affiliation, e.g., work with an NGO and also hold a 

staff position at a local hospital.  Seven participants were female, and three were male.  

German was the only language utilized during the physician interviews, most of 

which (8/10) were not audio recorded but collected through the note-taking process 

described above. In three cases, transcript verification (in which the participant looked 

over my notes and made corrections or additions) was possible. The semi-structured 

interview guides for the physician interviews focused on professional background and 

current employment; experiences with undocumented patients; and attitudes and opinions 

of the legal situation. As noted earlier, I found the physicians I interviewed (along with 

those who attended the physicians’ conference) to be very forthcoming about their 

experiences and opinions, since they were the ones who often felt the practical 

implications of policies. They generally viewed the state’s policies regarding medical 

care for undocumented migrants as unjust, but were also willing to muse about issues of 

cost and fairness to those paying into the social welfare system.  

                                                 
16 For example, one physician’s role in the NGO was to hold health workshops for migrants on specific 
topics, such as women’s health.  
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Interviews with Undocumented Migrants 

I conducted twenty interviews with undocumented migrants living in Germany.17 

Because the interview guide for migrants focused on life history, more detailed 

information was elicited than for other groups, such as family information.18 In addition, 

these interviews were less formal and often took place over days, weeks, and even 

months. In many cases, friendly relationships were maintained for the duration of the 

study. When in the U.S., I had regular email contact with three women and one man, and 

held telephone conversations with two other participants. After an absence from the field 

and return to Berlin, I would usually make an effort to re-contact participants, for 

example by inviting them to lunch or coffee. This allowed me to gain longitudinal 

perspectives and more candid information about their lives than would have been 

available in a single interview. I developed particularly close friendships that resulted in 

insightful exchanges with three women and one man over the course of the two years. 

These were all very outgoing and accessible, yet reflective, individuals whom I consider 

“key informants” for this project. All were well-connected within their own particular 

ethnic communities and had lived in Germany as “illegals” for many years.  

                                                 
17 In addition, three Germans were formally interviewed in the course of my work at the Migrant Clinic. 
While they are not migrants, I spoke with them because they were also patients without insurance, which is 
technically the population served by the Clinic. Two were single men over 50 years of age who owned 
independent businesses, and a third was a 44-year old female student who no longer fell under the 
university’s requirement to maintain health insurance.  
18 During piloting of in 2004, it became clear that other participant categories (physicians, NGO staff, and 
experts) were less comfortable sharing their personal, biographical information (including their age) with 
me, so that these questions were excluded from the interview guides. They preferred to stay “on topic” and 
in their professional capacity, although they readily provided biographical information pertaining to their 
training and job background. 
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 The primary language for interviews was German, although in three interviews 

participants preferred to speak English and three others Spanish. Participants chose the 

interview location, for example a nearby café or in their homes. The semi-structured 

interview guides focused on life history; migration history; current employment; family 

situation; financial resources; and in-depth discussions on specific health issues or 

medical treatment and how each was resolved. In all, I interviewed slightly more women 

(n=11) than men (n=9). Participants’ countries of origin varied widely, with Eastern 

Europe representing the leading region. Almost half came from either Ecuador or Poland. 

This reflects two realities of my fieldwork: first, I speak Spanish and had some existing 

contacts within the Latin American – and specifically Ecuadorian – community in Berlin; 

and second, it echoes Berlin’s unique history of migration, with a geographic proximity 

to Poland. The mean age for participants was 32 years, though the range was between 19 

and 54 years. Four participants were married (two to each other); nine were single, and 

seven said they were currently in a serious relationship but not married. The literature 

suggests that at least 60% of migrants in Germany are single (Sextro, et al. 2002). 19 The 

range of time they had lived in Germany fell between less than a year to 38 years. The 

mean, however, was approximately 7 years.  

 Participants’ occupations varied widely, though most reflected the urban nature of 

the sample since most of the people I interviewed worked in the service industry (n=8) or 

in construction (n=3). Service industry jobs included a range of occupations, such as 

                                                 
19 Willen (2006b) notes that participants sometimes considered themselves “single” in their host country if 
their spouse remained in the home country; similarly, Parreñas (2003) notes that in the Philippines, 
migration is sometimes referred to as the “Philippine divorce”.  
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domestics (cleaning houses or businesses), home health care, and food service.  Two 

participants worked as musicians. Three people indicated that they held miscellaneous 

jobs which they only vaguely specified (“independent journalist,” “helping out a friend 

sometimes,” “work with my uncle on his projects”). Two of the three individuals (all 

women) who said they did not work were pregnant at the time of the interview; a third 

was married, stay-at-home mother of a four-year old boy, and also physically disabled. 

 None of the participants were recruited in the context of a Clinic visit, to avoid the 

impression that speaking to me as part of this study was linked in any way to their 

medical treatment. Most (n=14) migrants were recruited through personal contacts and 

via snowball sampling (that is, at the recommendation of other interview participants). 

The remaining six participants were individuals I met while volunteering at the Migrant 

Clinic. Again, they were not asked to participate because of their visit on a particular day 

or during the course of treatment. Rather, these were individuals who returned on 

multiple occasions or with whom I had casual conversations outside the examination 

room, and whom I later invited to participate in the study as an interview partner. It 

should be noted that many of those participants whom I had not met at the Migrant Clinic 

had been treated there at some point in time.   

Interviews with Local Experts 

Finally, I interviewed nine experts on various aspects of illegal migration in Germany. 

This group consisted of fellow scholars, policy specialists, and public health 

administrators. Five had a formal affiliation with a university at the time of the interview, 

either as faculty or research staff. Most considered themselves activists on the topic of 
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migrant rights, and five worked directly with organizations as volunteers. Five experts 

were male, and four were female. 

Interviews with local experts were less structured than the others and focused on 

their individual area of expertise, such as public health or law. These interviews – all in 

German – and subsequent follow-up correspondence were also used to verify specific 

issues mentioned by other participants. For example, one expert helped to clarify 

questions I had about organized prostitution rings that were mentioned by a participant 

from the NGO staff group.  

Physicians’ Conference 

In December, 2005, the activist physicians’ organization International Physicians for the 

Prevention of Nuclear War (IPPNW)20 held a conference aimed at doctors on the issue of 

medical care for undocumented migrants. Entitled “Respect Instead of Condemnation: 

Human Rights for Undocumented Migrants” (“achten statt verachten: Menschenrechte 

für Migranten ohne Papiere”), the conference drew some 200 practitioners from all 

across Germany and was supported by numerous NGOs, including many who 

participated in other data collection phases. In addition to serving as an accredited 

continuing education course, the conference provided participants the opportunity to 

exchange experiences (particularly by comparing Berlin with other parts of the country) 

and discuss possible solutions. The agenda included talks on illegal migration to 

                                                 
20 This organization was founded in 1980, during the height of the “Cold War,” as a collaborative effort 
between U.S. American and Soviet physicians focused on social and environmental justice. The German 
chapter was founded in 1982. The organization was a recipient of the Nobel Peace Prize in 1985, and today 
has some 150,000 members worldwide. 
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Germany; human rights issues faced by physicians treating refugees; on-the-ground 

challenges faced by NGOs and churches; the implications of EU asylum policy; and an 

inspirational speech by ousted Roman Catholic bishop Jacques Gaillot on his experiences 

with sans papiers in France. In addition, there was a workshop on practical issues faced 

by physicians in treating undocumented migrants, and a panel discussion on 

criminalization including several prominent local politicians. I documented this entire 

event (with the organizers’ permission) using photography and audio recordings, which 

were subsequently transcribed. 

Media Coverage and Public Discourse 

A final source of data consists of systematically collected and archived German-language 

media coverage on undocumented migration between 2004 and 2006. Articles were 

retrieved in electronic format and grouped according to major themes. In this way, I 

monitored media coverage and public discourse on this issue, which was particularly 

pervasive during four major time frames:  

• January 2004: The European Union expansion to include many primary sending 

countries for undocumented migrants (e.g. Poland) evoked fears of increased 

migration and “social dumping”;21  public debates on foreign workers during a 

period of high unemployment;  

• January 2005: Enactment of the Hartz VI welfare reform in Germany resulted in 

large numbers of residents losing benefits and no longer able to afford health 

                                                 
21 This term refers to the driving down of wages and benefits due to competition by workers from countries 
with lower costs of labor. 
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insurance coverage; scandals about the uninsured within the allegedly “universal” 

health care system;  

• October 2005: National elections with health care reform and the unprecedented 

numbers of uninsured a major campaign issue;  

• Spring – Summer 2006:  Debates on health care reform, including hearings on 

undocumented migrants and access to health care. Also, FIFA World Cup soccer 

championship evoked discussions on the nature of Germany’s multicultural 

society, along with issues of human trafficking and prostitution. 

As a form of data, these media reports were used to contextualize and gauge public 

opinion on undocumented migration in Germany. In some cases, where content was 

reliable (though rarely unbiased), I have cited these articles here. 

Data Analysis  

To protect participant identity, all transcripts and field notes utilized a unique identifiers, 

such as “MD06” (with “MD” indicating a physician, not the participant’s initials), and 

the files were devoid of any other personal information. In the following chapters, I refer 

to individual participants using basic demographic information such as age and 

nationality, in addition to a pseudonym – e.g., Anna, 33 years old, from Romania. Of 

note, some researchers who have published on undocumented migration in Germany (Alt 

2003; Anderson 2003) have opted to remove certain basic identifiers in their narratives, 

such as country of origin and occasionally gender, in order to guarantee confidentiality. 

This study does not follow their lead because I feel the context (historical and gendered) 

is vital to understanding people’s experiences. I do, however, fully agree that some 
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specific strategies should be obscured in the interest of protecting participants (as noted at 

the beginning of this chapter).  

The use of SPSS facilitated the generation of simple descriptive statistic analyses 

for quantitative data derived from the interviews and observations. For more in-depth 

thematic analyses, I utilized ATLAS Ti software for qualitative data. This created a 

database holding all files related to the project (interview transcripts and field notes), 

which could be coded and then sorted for easy retrieval of a particular topic. As the 

study’s focus evolved, I created codes in three distinct phases. First; a set of initial codes 

was established which corresponded to the questions on the semi-structured interview 

guides. For example, these codes included “employ” (participant’s type of employment), 

“timemigration” (the length of time they have lived in Germany), or “explaws” 

(experience with specific laws impacting their work). Second, emergent codes were 

created as needed during the process of coding; in other words, to capture issues which 

were not anticipated or whose significance became clear only during the course of the 

study. These included specific issues such as “hospitalpay” (payment issues around 

inpatient treatment), “paternity” (topics about paternity), or “whotranslate” (in order to 

capture which individuals were translating during the clinical encounter). Finally, after 

recognizing that many patients returned during the course of the study or were 

subsequently invited to be interviewed, a set of codes was established to identify 

individual patients. These codes used the identifiers, e.g., “PT106” for “patient 106,” and 

allowed easier tracking of that particular individual, since they sometimes accompanied 
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or were related to other patients. Re-coding several early transcripts by hand one year 

after the initial coding process had begun helped to increase reliability.  

 Finally, in addition to critically evaluating data collection procedures, I cross-

checked details gained from interviews by conferring with other interview partners or 

local experts, and by independent archival and web-based research. Triangulation of data 

was crucial for “checking” details and increasing overall validity. Even key informant 

data can be misleading, depending on how much knowledge the individual actually 

possesses, along with any motivations they may have for embellishing or underestimating 

specific issues. In this study, I found that several topics required verification, particularly 

what individuals were telling me about specific laws or visa conditions relating to 

specific groups of migrants, as well as different policies on the federal and state levels.  

 In the following chapters I present data collected for this study. All direct quotes 

located in quotation marks and descriptions from my fieldnotes italicized. I begin by 

setting the stage using a literature review of major themes addressed by the study, 

followed by historical context of migration to Germany.  
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CHAPTER 3 – LITERATURE REVIEW AND THEORETICAL BACKGROUND 

 

This chapter provides a review of topics of importance to this study along with a 

discussion on major theoretical approaches which have shaped it. Its structure goes from 

general to more specific as it moves toward problematizing the issue of medical aid for 

undocumented migrants in Germany. The chapter is divided into four sections:  

I. Anthropological studies of migrant “illegality”;  

II. Citizenship versus human rights frameworks;  

III. “Human rights” and “humanitarian” frameworks in the context of medical 

aid; and 

IV. Social movements and NGOs. 

Each of these literatures contributes insights for this study and allows various 

approaches to be combined in order to provide new insights. Bruce Knauft (2006) talks 

about this as “anthropology in the middle,” a growing trend of the past decade and a half 

in which anthropologists weave together perspectives from a toolbox of theories. During 

the last two decades, mid-range institutional and organizational concerns – NGOs, public 

health practice, and government institutions, to name a few – have come to the forefront 

of anthropological study, without grand theories available to conceptualize them. 

“Increasingly,” Knauft notes, “anthropological work pursues mid-level connections by 

linking individual facets of large-scale theories, topics, and methods to particular but not 

entirely local objects of study (Knauft 2006:408).” These new forms of research are most 
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certainly theoretically informed, but not by one singular general or even specific theory 

about discrete topics.  

In addition to the four thematic literatures I will discuss in detail below, this study 

benefits from fundamental insights from social science theorists. It is located within a 

general critical, political economic framework which conceptualizes undocumented labor 

flows as an expression of global systems of dependency and exploitation. I will primarily 

draw upon the anthropology of health policy, a critical approach developed within 

medical anthropology. This approach is helpful for analyzing the present case study 

because it investigates how health policies (such as restrictions on providing medical aid 

to undocumented migrants) can exacerbate inequalities. At the same time, this study 

integrates theoretical contributions from influential thinkers like Antonio Gramsci, 

Michel Foucault, and James Scott that highlight the processes of state power. In 

particular, I draw upon neo-Gramscian insights in the literature on hegemony and civil 

society (discussed further in the NGO section in the latter half of this chapter). I also 

maintain an appreciation of theories to power based on the work of Foucault, for 

example, his concept of capillary power which is also engaged by Coutin in her 

discussion of immigration law (Coutin 1993; Coutin 2003a), along with issues of 

ambiguity, indeterminancy, and open-endedness of the law as discussed by Heyman and 

Smart (1999), all of which appear as themes throughout this dissertation. As I show 

below, throughout the literature on undocumented migration, biopolitics remains a central 

way of conceptualizing the relationship between the state and the migrant body. Nichter 

(in press) emphasizes that attention to biopolitics must remain a central concern for the 
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next generation of global health researchers. Finally, I have found useful James Scott’s 

insights (Scott 1998) on how the state is compelled to “make legible” the populations 

within its borders. While these influences are found throughout the dissertation, here I 

would like to focus on the four themes outlined at the start of this chapter, beginning with 

a consideration of contemporary anthropological approaches to the study of migrant 

illegality. 

I. Anthropological Approaches to “Illegality”  

The scholarship on undocumented migration is embedded within a larger literature on 

globalization and transnational labor migration. The basis for such migration is located in 

worldwide systems of inequality, and the movement of people reflects their marginalized 

position in the global economy and the imbalances between regions. Many approaches to 

international migration emphasize how these systems have been produced historically, 

showing how migration streams develop from existing economic ties and colonial 

linkages (Castels and Miller 1998).  

 Undocumented labor migration provides a legally vulnerable, expendable, and 

cheap source of reserve labor for wealthy nations; a reality that “is so well established 

and well documented as to be irrefutable” (De Genova 2002:440). However, while the 

demands of privatized capital require low wage migrant workers, states are 

simultaneously interested in denying such workers possibilities to integrate in host 

societies. Sassen (1996) describes these processes as the “opposite turns of nationalism”: 

namely, the “denationalization of economies” and the “renationalization of politics.” This 

helps to sustain a low-wage, disposable workforce while appeasing the displaced middle 
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classes in postindustrial societies. These restrictions on the national body are especially 

relevant to discussions regarding how rights accorded to citizens and non-citizens have 

shifted over time, which will be elaborated in what follows. These contradictions result in 

conflicted incorporation into the host society, since low-wage migrant workers are valued 

but generally not welcome in the nation-state.  

 In the following section, I present the literature on undocumented migration 

utilizing contemporary anthropological approaches. I focus on those studies which have 

critically engaged the issue of “illegality” (especially from the standpoint of health or 

illness) and which have contributed to larger theoretical discussions within the discipline.  

“Illegality” as Juridical Status and Social Relation to the State 

Nicholas De Genova’s seminal article in the 2002 Annual Review of Anthropology calls 

for theoretically sound studies on the production of migrant “illegality.” In this and other 

legal anthropological works, scholars have recommended a shift in ethnographic attention 

away from the reification of the illegal migrant as a group of persons and toward a focus 

on the category of the “illegal” migrant as a juridical status and, along with it, social 

relation to the state. These studies illuminate the implications of being classified as 

“illegal,” and emphasize that ethnography is a particularly good way to elucidate effects 

on subject agency. 22 Furthermore, although anthropologists need not become legal 

                                                 
22 While these scholars focus on the sociolegal implications of “illegality” via specific state practices, other 
studies have sought to complement this with an analysis of intimate domains of lived experience. For 
example, Willen (2006a) proposes an approach she calls the critical phenomenology of ‘illegality’ in order 
to examine the ways in which this sociolegal status frames everyday experiences. Her research applies this 
approach to the study of West African and Filipina undocumented migrants in Tel Aviv, Israel. She 
describes how illegality shapes migrants’ individual and group lifeworlds, as well as affecting daily 
rhythms, sense of place, and overall mode of being-in-the-world.  
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historians, “with respect to the ‘illegality’ of undocumented migrants, a viable critical 

scholarship is frankly unthinkable without an informed interrogation of immigration law 

(De Genova 2002:431).” This study takes up this suggestion for critical scholarship, with 

its focus on the effects of law and policy. Central to this type of investigation is an 

exploration of the historical emergence of “legality” and “illegality,” which I discuss for 

the German case in Chapter 4. 

 This perspective on migrant illegality as juridical status is based on Foucault’s 

ideas of productivity of the law, especially from the discussion on the “production of 

delinquency” in Discipline and Punish (1975). Susan Coutin (1993; 2003a) employs this 

analysis of power to show how immigration law produces subjects via categories of 

differentiation and a myriad of practices. For example, she indicates how surveillance 

practices have extended from immigration authorities to local-level bureaucrats, 

charitable institutions which are now charged with proofing an individual’s documents, 

and even to private citizens who are encouraged to report undocumented persons. As will 

become evident in the following chapters, this certainly is reflected in the German case. 

Some of the practices linked to the everyday production of “illegality” include the 

heightened policing of bodies, movements and spaces – especially of nonwhite 

foreigners.  

 Heyman & Smart (1999) incorporate this Foucauldian approach with Gramsci’s 

concept of hegemony (in which state control is conceptualized as a complex mixture of 

coercion and consent) to provide a legal anthropological perspective on illegality in the 
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United States. They examine the combined effect of everyday practices and the law itself, 

and foreground issues of ambiguity, indeterminancy, and open-endedness of legal 

practices. They conceptualize the role of anthropology in the study of “illegality” in the 

following way: 

State law inevitably creates its counterparts, zones of ambiguity and outright 

illegality…Anthropology has changed from its predominant localism toward a 

concern with larger context and histories…The joining of states and illegal 

practices is one instance of maturation, the deepening from labeling to analysis. 

Looking deeply, we view the state as complex, not unitary, and the state-society 

relationship as processual, not static (Heyman and Smart 1999:1). 

These characterizations are particularly relevant to this dissertation study, because 

as I will show, laws regarding the criminalization of medical aid are only selectively 

enforced and are often interpreted in a number of different ways.  

“Deportee” as Contrast Category to Transnational Mobility  

Recently, anthropologists have called for ethnographic and theoretical investigations of 

removal (specifically, deportation) to broaden our understanding of this purportedly 

routine state practice (Peutz 2006). By invoking “deportee” as a central analytical 

category (and in contrast to the transnational subject), this approach emphasizes the 

immobility of certain groups in times of globalization. This immobility is decidedly in 

contrast to the transnational mobility of elite groups which are able to claim e.g., multiple 

citizenships (Ong 1999). Thus, it stands as a critique to notions of transnational subjects 

and postnational citizenship (discussed in more detail below). 



 

 

78 

 Deportability arises as another – and most central – aspect of power related to 

migrant “illegality.”  It is not the activity of deportation itself which is consequential, but 

rather the potential deportability of individuals. In other words, some migrants are 

deported, while most remain untouched with the threat that they could be deported, 

aiding to render undocumented migrant labor a more flexible commodity. Anthropologist 

Nijhawan (2005) investigates the issue of “deportability” among a specific group of 

migrants in Germany, namely, Punjabis in the Rhein-Main metropolitan area. Drawing 

upon the work of Das and Poole (2004), who provide an analysis of the state and its 

disciplinary procedures upon the body, he examines the impact of inspection practices 

such as mobile police checkpoints and techniques of medical surveillance. Nijhawan 

suggests that  

…[E]thnonational border controls are mapped onto the individual migrant’s body. 

The body becomes a surface upon which realms of belonging and exclusion are 

inscribed through everyday practices of testimony and inspection (2005:282). 

Deportation practices are especially evident and imbued with popular consent in the “age 

of terror,” in which noncitizens are increasingly viewed as potential terrorist threats. This 

is also fostered by the creation of an industrial complex of detention and expulsion in 

which national governments collude with private corporations.  

 I discuss deportation, and specifically how suspensions of deportation highlight 

the ambiguities in the German state’s moral identity, in more detail in a forthcoming 

publication (Castañeda forthcoming). However, there are references to practices unique 

to the German case throughout this dissertation, especially the Duldung, a temporary 
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suspension of deportation which can be awarded in the case of severe illness. In Chapter 

4 I tell the story of Grigor, a man held in this status for many years following his 

diagnosis of cancer, elaborating on the experience of being deportable at the whim of the 

state.  

Biopolitics, Biosociality, and “Bare Life”  

One concept at the heart of many theoretical studies of undocumented migration, 

especially those examining illness or medical practices, is biopolitics. The term was 

coined by Foucault to describe governance practices of modern states that rely upon 

biopower, or the regulation of subjects through techniques such as statistical norms and 

the “gaze” of medical science. Didier Fassin, in his work on refugees in France (2005), 

considers the study of biopolitics to be essential in the study of undesirable but suffering 

populations, including refugees and undocumented migrants. It highlights the tensions 

between “the politics of pity and policies of control,” central to so many discussions on 

migrant health and humanitarianism. A related concept is biosociality, which Miriam 

Ticktin borrows from Rabinow to discuss how “biology is remodeled not only on culture 

but also on structural need—in which biological compromises are made as a primary 

form of political action (Ticktin 2006:41).”23 Her study investigates these processes of 

                                                 
23 This approach can be critiqued for its emphasis on agency and suggestion that migrants are “exploiting” 
the system. In response, Ticktin says: “I write, finally, with the recognition that in exposing the violence at 
the heart of this humanitarian practice, I may be helping to further undermine a key opening to legality that 
sans papiers have benefited from. Yet I do so because the underlying regime of which it is a part is, 
ultimately, inherently destructive, not only reproducing a racially stratified society built on the colonial 
legacy but also maintaining certain people as less than human. Moreover, the violence inherent in this 
particular French ethical configuration has larger global echoes. Ultimately, my underlying question 
concerns the notion of humanity promoted by a politics based on humanitarianism—what is the image of 
the human that this politics projects? (2006:35)” 
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biosociality among HIV-positive undocumented migrants in France who petition for 

humanitarian permits based on their disease status. She notes that a new space has 

emerged in Western European states in which refugees must draw upon their biology – 

and specifically, severe illnesses – as a primary form of recognition, mobility, and 

political voice. Nichter (in press) suggests that the next generation of health social 

science research must be attentive to biopolitics. In the realm of global health studies, this 

construct helps to illuminate the politics of an unnatural distribution of diseases and 

health care resources, and calls for critical thinking about the exercise of governance and 

medical citizenship (which I discuss below).  

 One of the more fashionable recent approaches comes from Italian philosopher 

Giorgio Agamben. In Homo Sacer: Sovereign Power and Bare Life (1998), he draws 

upon the work of Hannah Arendt and Foucault to trace a genealogy of biopolitics, 

arguing that its origins lie in a sovereign’s power to suspend law and declare the state of 

exception. He uses the example of the homo sacer, a sacrificial figure in ancient Rome 

whose citizenship rights are revoked and who can be killed without fear of retribution. 

Agamben comments on the power of law to distinguish between bare life (zoë) and full 

life (bios), which indicates social presence in the world and defines citizens with political 

rights. He argues that this ability of law to separate full citizens from mere bodies has 

continued from antiquity to the modern day, culminating in the horrors of the Auschwitz 

concentration camp. His philosophical approach is a useful way of thinking about how 

“illegal” migrants and refugees are disvalued, since “by breaking the continuity between 

mankind and citizenship, between birthplace and nationality…[refugees] question the 
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original fiction of modern sovereignty (1997:142 –check original).” Agamben’s work has 

been critiqued for his tidy view of history and lack of room for agency (LaCapra 2004). 

Furthermore, his work has been considered too abstract, requiring application to other 

specific cases besides the extreme example of Auschwitz.  Agamben’s homo sacer 

analogy has been picked up by some migration researchers to illustrate how 

undocumented migrants are denied human rights taken for granted by citizens (e.g., 

Rajaram and Grundy-Warr 2004). While it provides a descriptive framework – migrants 

as distinct from and indeed opposite of the citizen, outside the law, and thus vulnerable to 

abusive treatment – it provides little basis for further analysis and does not allow us to 

view crucial links to the labor economy.  

 This said, I present these ideas here because this study recognizes these insights 

and addresses the politics of compassion and notions of moral economy. Particularly 

relevant to the present study on medical aid is Fassin’s question:  

Why, in societies hostile to immigrants and lacking in concern for undesirable 

others, there remains a sense of common humanity collectively expressed through 

attention paid to human needs and suffering? (2005:366). 

This “common sense of humanity,” according to Fassin, is revealed as the 

persistence of bare life in contemporary societies, which becomes most evident as 

refugees enter into them. As a case in point, he explores the Sangette refugee camp, a 

humanitarian center in France run by the Red Cross which he likens to an internment 

camp. He describes it as paradigmatic of tensions between the discourses and practices of 

compassion and repression and the basis for understanding the moral economy of 



 

 

82 

contemporary Europe. Redfield (2005), also in the tradition of Foucault and Agamben, 

invokes the idea of moral economy in his work on medical humanitarianism (more on 

this below). He uses the terms bios and zoë to “identify an inherent tension within the 

value of “life” that humanitarians seek to defend, between the maintenance of physical 

existence, on the one hand, and the defense of human dignity, on the other hand 

(2005:330).”  

In addition to obscuring links to the demands for particular forms of labor in 

contemporary Europe, the framework utilized by Agamben, Fassin, and Redfield 

presented here does not apply particularly well to the population this present study 

addresses. Their interpretations rely very much upon refugees and the idea of the camp 

(refugee or concentration camp), which are delineated spaces of exception, routinized, 

measured, and with an exact spatial order, and not hidden like the practices I discuss here. 

When it comes to undocumented labor migration, the state actually has a vested interest 

in not counting, organizing, and making legible such populations. Furthermore, much of 

the literature that is most topically and geographically proximal to the present study 

focuses on migrants seeking refugee status, and not undocumented labor migration, per 

se, making their analytical focus quite distinct (e.g., Fassin 2005; Fassin and D'halluin 

2005; Ticktin 2002; Ticktin 2006). The politics of compassion and notions of moral 

economy, while central to the study of refugees, informs the analysis of this study 

because during times of illness, it can highlight the tensions between the practices of 

repression and compassion towards undocumented migrants. 
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Critical Medical Anthropology: “Illegal” Status as an Axis of Health Inequality 

As noted earlier, this study was conceptualized within the framework of critical medical 

anthropology and the lens of health inequalities. While the study of undocumented 

migration has gained importance in the social sciences over the last two decades, it has 

only in recent years become a concern of medical anthropology. Particulary noteworthy 

are the works of Fassin (2004; 2005), Sargent (Sargent 2006a; 2006b), and Ticktin (2002; 

2006) with research in France; Chavez (2004), Holmes (2006), and Horton (2004) in the 

United States; Nijhawan (2005) in Germany; Willen (2005a; 2006a; 2006b) in Israel; 

Tormey (2007) in Ireland; and Goldade (2007) in Costa Rica. 

 This study draws from the larger field of the anthropology of policy (Shore and 

Wright 1997; Wright 2006), and more specifically, the anthropology of health policy 

(Castro and Singer 2004; Horton and Lamphere 2006; Rylko-Bauer and Farmer 2002). 

The strength of critical medical anthropology is that it unites macrolevel structural issues 

with fine-grained ethnography. Critical medical anthropology emphasizes the political 

economy of health, the interaction between medical systems and political structures, and 

effects of social exclusion. One major focus is unequal access to health services. In their 

book Unhealthy Health Policy: A Critical Anthropological Examination, Castro and 

Singer call for an “anthropology of policy” to illustrate how inappropriate health care 

policy can exacerbate inequalities that pose significant threats to the health of the poor, 

ethnic minorities, and women (Castro and Singer 2004). Ethnography, in this setting, is 

able to document and illuminate the specific effects of health policy. This dissertation 
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also explores the effects of health policy – specifically, laws which exclude 

undocumented migrants from the health care system – and their effects. 

 While other specific axes of inequality, such as gender and ethnicity, are well-

studied, the absence of undocumented migrants in the health disparities literature is 

noteworthy. This has led to calls for further research which considers legal status (or 

“undocumentedness”) as a unique variable influencing health outcomes (Castañeda 2006; 

Holmes 2006; Kanaiaupuni 2000; McGuire and Georges 2003; Willen 2005b). There are 

a number of reasons why the issue remains understudied in the field of health disparities 

(Willen 2005b). First, the majority of this research examines differences within domestic 

populations (e.g. disparities between ethnic groups). This means that transnational issues 

– such as those related to migration – are rarely considered. However, this is also an 

artifact of conceptualizations of health as bounded by national borders. Second, the health 

disparities approach relies heavily on measurements, yet there is no reliable 

epidemiological data for this population. Small, local surveys often fill this data gap, but 

they tend to record access to health care rather than health outcomes (Kanaiaupuni 2000). 

This makes the problems that undocumented migrants face difficult to gauge, and even 

more difficult to construct appropriate interventions. Finally, undocumented migrants are 

not included in health disparities research because they are generally not considered 

disadvantaged members of society, because they are located outside the formal system of 

rights accorded by citizenship and other notions of belonging. Notably, most existing 

health research on migrants focuses on the costs of treating them, the risks associated 

with border-crossing, or subsumes them with the large numbers of uninsured. Rarely is 
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the impact of undocumented status on health itself a matter of study,24 with the exception 

of discussions on communicable diseases such as HIV, tuberculosis, and even SARS, in 

which (especially “illegal”) migrants are viewed as uncontrolled vectors of infection for 

the larger population. 

 Stigma and racism have always been an important element of discourse around 

communicable disease, with immigrants historically playing the role of scapegoat in the 

popular imagination. In this “politics of otherness,” migrants are viewed as importers of 

disease and – along with minority populations – as a source of infection for the larger 

population.25 In terms of social representation, particular ideas are ascribed to groups 

regarding susceptibility to disease in order to cope with the loss of control presented by 

infectious disease. Vulnerability in times of epidemics leads to the production of targets, 

often reinforced by the media in shaping public reaction, creating scapegoats, and 

reinforcing racism. Joffe & Haarhoff (2002) discuss how media representations of Ebola 

affected lay understandings of the disease in Great Britain. They conclude that 

newspapers made the risk of Ebola “real” to readers by referring to its potential to 

                                                 
24 Increasingly, researchers are considering legal status as an independent variable, although it is rarely 
systematic. For instance, Perez and Fortuna (2005) examined mental health among Latinos, arguing that the 
“combined effects of minority status, specific ethnic group experiences (political, economic, trauma and 
immigration history), poverty, and illegal status pose a set of unique psychiatric risks for undocumented 
Latinos in the United States. Restrictive legislation and policy measures have limited access to health care, 
and other basic human services to undocumented immigrants and their children through-out the nation.” 
However, only 15% of their sample was undocumented. Another study (Kanaiaupuni 2000), examined the 
intergenerational health consequences of undocumented status for child well-being among Mexican 
migrants in the US. It concluded that children with undocumented immigrant parents suffer higher risks of 
poverty and poor health than children in legal households. Children in mixed-status households were 
equally disadvantaged, despite having a legal adult in the household. Importantly, the link here was with 
poverty, and the impact of fear and continued marginalization was seen as key. 
25 One of the classic theories on this comes from the work of Mary Douglas (1966, 1992) who argues that 
societies prefer to erect barriers around the purity of their group in order to keep polluting forces and 
people outside. 
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globalize; at the same time, fears are allayed by the assurance that the disease only 

happens to “others” (i.e., by presenting a view of “perverse practices of the ‘Other’ in 

‘dark’ Africa”). Thus, the affiliation with “Western” practices and medical systems 

renders the reader impervious to dangers of the disease.  Similarly, AIDS was initially 

linked to aberrant behaviors practiced by foreigners or specific subcultures, as was SARS 

(Eichelberger forthcoming), thus allowing the larger population to feel both threatened by 

yet safe from exposure to the disease. However, as Farmer (2003:66) points out, this is 

not simply a psychological reaction, but one rooted in historical factors in a “complex 

web linking xenophobia and racism,” along with a particular understanding of the 

“other.” He provides the example of the U.S. American reaction to Haitian immigrants 

during the first years of the AIDS epidemic, which included measures such as deportation 

and incarceration.  

 Particularly in the past several years, there has been a conflation of migrant 

populations as importers of disease as well as importers of terrorism. Two examples from 

Europe and the U.S. can help illustrate this. Jackson (2003) discusses the “climate of 

tabloid-fueled hysteria over asylum seekers” in Great Britain, in which statistics were 

exploited to demonstrate that immigrants were tripling domestic infection rates of 

tuberculosis (along with HIV and hepatitis). One publication compared this directly to 

acts of terror, stating that "the diseases that mass immigration is bringing to Britain will 

probably claim more British lives in the long run than any terrorist acts," while another 

claimed that immigrants were "polluted with terrorism and disease." However, this is not 

unique to Europe.  In a commentary in U.S. News & World Report, the case was made for 
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increased border surveillance between the United States and Mexico: “Gaps in border 

controls and inadequate inspections leave this country vulnerable to devastating viruses, 

bacteria, pests, and, in the potentially worst case, terrorism… Two years after 9/11, our 

borders are still wide open (Dobbs 2003).” This article specifically used the case of 

tuberculosis rates among foreign-born populations (eight times that for “native” groups) 

to make an argument for stricter immigration policy. 

 Beyond such xenophobic concerns of migrants as importers of disease among 

segments of the general public, undocumented migrants face specific structural 

constraints. “Illegal” status produces unique effects on health that are greater than simple 

issues of access. They are generally excluded from health care coverage by the state or 

private insurance schemes, so that any services they seek out are either substandard or 

expensive. There is often a fear of institutions that restricts the likelihood that they will 

seek out care, except in the most desperate circumstances. In addition, there is a 

synergistic effect resulting from racism, sexism, and particular occupational hazards that 

further marginalize many migrants and affect health outcomes. These forms of 

marginalization all affect undocumented migrants in Germany, along with previously 

discussed factors such as laws that require physicians to report undocumented persons as 

well as criminalize migrants.  

Ethnoracial Stratification and Health  

The dynamics of ethnoracial stratification also negatively impact the health of migrants. 

Discrimination and racism can affect health in numerous ways: differential treatment can 

lead to differences in the quality and quantity of health care; life chances and living 
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conditions are affected by a broad ranges of socioeconomic indicators such as housing 

and employment; and finally, the experiences of racial bias can adversely affect health 

(Jackson, et al. 1996). This health effect has also been described using the biological 

concept of “allostatic load” (McEwen 1998), which refers to the long-term effect of 

repeated physiological response to stress. This causes wear and term on various organs 

and systems (cardiovascular, metabolic, and immune systems) with long-term 

implications for health.  

 Conceptualizations of race and nationality in Germany are discussed in more 

detail in the following chapter, in which I provide an historical overview of migration. In 

that discussion, I note that there is a distinct hierarchy of foreigners, with ethnic Germans 

at the top, followed by “whiter” and more “European” foreigners, Southern Europeans, 

and so forth.  Furthermore, migrants who can evidence bodily suffering or political 

persecution are placed above those who migrate for purely “economic” reasons, that is, 

labor migrants. Race does matter in contemporary Germany, and shapes the way patients 

are treated in the health care setting, even in the humanitarian realm (as I discuss in 

Chapter 8).  Ethnonational stratification is present in many aspects of daily life, including 

health care, and discrimination plays a role in health outcomes. 

 Even within groups, there is stratification by nationality and other notions of 

“deservingness.” Deservingness is based on hierarchies of race, class, and cultural 

difference, so that some immigrants are “whitened.” For example, Ong (1995; 1996) 

discusses how Chinese immigrants to the United States are imbued with “whiteness” 

based on popular conceptions about their entrepreneurial spirit, whereas Cambodians are 
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viewed as “black Asians,” dependant on the welfare system and  with a high fertility rate. 

In another example, Horton discusses how two groups under the “Latino” label, Cuban 

and Mexican immigrants, are differentially constructed in an U.S. clinic, “preparing the 

former to be active citizens and discouraging the latter from pressing demands on 

American civil institutions (2004:472).” Cuban refugees were viewed by clinicians as 

resilient, hard working, and highly educated, a group that had “earned its right to 

government assistance,” in part due to the perilous journey the U.S. They were also seen 

as proactive and “pushy” in managing their health status. Undocumented Mexicans, on 

the other hand, were considered poor and financially irresponsible, and thus dependant on 

the welfare system. However, they were also seen as “grateful” for the care they received 

at the clinic, though often unable to receive necessary care due to increasing financial 

restrictions on providing care for the undocumented population. These categories of 

deservingness emerged from understandings of neoliberal notions of individual 

responsibility and self-discipline, emerging from particular political economic contexts. 

 One of the more recent studies which emphasizes the hierarchies of ethnicity and 

citizenship, providing a nuanced analysis of class positionality and health, is Seth 

Holmes’ investigation of indigenous Triqui Mexican farmworkers in the United States 

and the clinicians who treat them (2006). He combines this class-based approach focused 

on structural and symbolic violence with notions of the clinical gaze (derived from 

Foucault) in what he describes as “critically interpretive medical anthropology.” He 

concludes that structural racism and anti-immigrant prejudice negatively influences the 
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health of migrant workers, a condition that is exacerbated by unrecognized subtle 

discrimination by physicians (Holmes 2006:1778).”  

 Another recent volume that tackles the effect of citizenship status and race on 

health care resources is an edited volume on the highly-publicized bungled transplant 

surgery of an undocumented Mexican adolescent, Jesica Santillan. The volume draws 

together experts from a variety of fields to explore “profound questions of citizenship and 

justice that lie at the heart of contemporary medicine (Wailoo, et al. 2006:5).” It takes the 

extreme case of the right to transplant organs to explore discourse and practice 

surrounding immigrant health in the United States, and discusses how the citizenship 

construct figures in as a “morally relevant policy criterion” for access to scarce resources. 

These insights on the issue of medical citizenship (discussed also below) are particularly 

valuable for this dissertation study since it highlights notions of “deservingness” and the 

interplay between race, nationality, and health care resources.  

  

II. Citizenship versus Human Rights  

A second set of literature that contributes to the understanding of medical aid for 

undocumented migrants is that of citizenship and human rights. Increased international 

migration has renewed debates about the rights available to non-citizens living within 

nation-states. Because nations draw the line between belonging and non-belonging in 

different ways, it is important to examine specific immigration regimes when talking 

about undocumented migrants. For example, migration to the United States is viewed in 

particular ways, since there is a greater percentage of ethnic minorities, a supposed 
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commitment to a multicultural society, and occasionally amnesties with paths to 

citizenship. By contrast, this is not taken for granted in nations with ethnonational ideas 

of citizenship, such as Germany, Israel, and Japan. Because of such dissimilarities, 

studies from a wide variety of countries are needed. In exploring this dynamic in 

Germany, this dissertation strives to contribute to an understanding of how citizenship 

categories impact access to health services. 

The Right to Health as Social Marker of Citizenship 

Citizenship refers to membership in a nation-state as politically sovereign entity. Notions 

of citizenship necessarily shift over time and are regularly reinvented. Some scholars 

argue that this has even led to entirely new forms of citizenship, while others consider 

changes nothing more than adjustments to the fluctuating pressures of globalization. 

Regulating and defining citizenship was certainly an important part of the early phase of 

state formation. T.H. Marshall (1950) developed an influential model regarding 

citizenship and the consolidation of democracy, based on an analysis of the British 

working class. His work is relevant here because he investigates how the modern 

commitment to equality of rights can be reconciled with the acceptance of continued 

class inequality. It thus reflects contemporary contradictions within democratic states, 

such as the case described in this study. The model consists of three tenuous stages of 

citizenship rights: first, legal or civil rights (e.g., right to fair trial); second, political rights 

(to organize, vote, unionize, publish); and finally social rights – right to welfare, 

education, and health. Thus, health care is considered one of the final markers of full 

citizenship. 
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 This model rests on historically particular circumstances of the British state and, 

while not considered generalizable, provides a useful starting point to highlight the 

hierarchies constructed by citizenship. However, others have developed this model 

further (e.g., Turner 1993), valuing the idea of “cumulative membership,” from non- to 

full citizen. Some scholars have suggested adding a “fourth phase” to Marshall’s model, 

to reflect the detachment of rights from citizenship and based instead on human rights. 

Indeed, Marshall failed to anticipate groups of people without rights, such as 

undocumented migrants (Romero-Otuño 2004). There are two approaches to integrating 

rights for marginalized groups. The first sees the gradual expansion of rights from 

privileged to working classes, and then to other groups. By contrast, the second approach 

argues that membership will always be constructed as elitist, retaining its exclusionary 

character based on Enlightenment concepts. They propose instead a multicultural model, 

and with it a new model of citizenship, which would better reflect the interests of all 

groups, free from territorial delimitation (Shafir and Brysk 2006).  

 Indeed, some scholars have suggested that the processes of globalization have 

weakened the link between citizenship and the nation-state, and this has opened up new 

spaces of political interaction by “global,” “transnational/international,” “flexible,”26 or 

“postnational” citizens. Yasemin Soysal (1994) has suggested that postnational 

membership in a changing Europe will increase the array of rights over time for 

noncitizens, and that this will eventually extend to groups such as undocumented migrant 

                                                 
26 This "refers to the cultural logics of capitalist accumulation, travel, and displacement that induce subjects 
to respond fluidly and opportunistically to changing political-economic conditions." (Ong 1999:6). In 
Ong’s study, she examines elite post-national citizenship opportunities of Chinese managerial class. 
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workers. Thus, rights become entitlements based on personhood, rather than national 

identity (reflecting back to discussions on “bare life” discussed in previous sections). One 

of the primary case studies Soysal draws upon is Turkish guestworkers in Berlin who 

participate in the city’s public institutional life without claiming citizenship, touting the 

flexibilities experienced by the children of Turkish guestworkers. However, other 

researchers have countered that this is optimistic, arguing that third-generation Turkish-

Germans are quite involved in politics of citizenship and particularly interested in 

reconfiguring national narratives so that they may be included as full citizens. Therefore, 

the postnational debate “fails to acknowledge that the particular forms of citizenship 

rights, such as political representation or cultural recognition…are intertwined with the 

cultural hegemony of national narratives (Baban 2006:185).” Klopp (2002) examines 

immigrant incorporation in one Germany city, Frankfurt am Main. Focusing on 

municipal institutions and political engagement, he finds that migrants turn to local-level 

institutions. He also rejects Soysal’s proposal of a “postnational” citizenship, claiming 

that it “does not represent the everyday experience of the overwhelming majority of 

disenfranchised immigrants living in Western Europe, nor does it appear likely that it will 

become the case in the near future (Klopp 2002:162).” 27  

 Thus, a number of studies have challenged these ideas of transnational and 

postnational citizenship, noting that they are “abstractly legalistic and disconnected from 

the concrete structure of problems people face as a consequence of the globalization of 

                                                 
27 Müller (2004) also interrogates the issue of amnesty in Germany in relationship to Soysal’s idea of 
postnational citizenship. If migrants were granted amnesty – a way out of being undocumented – then this 
would support the idea of a universal “status” and question the exclusivity of citizenship and the legitimate 
determination of nation-states over its citizens. 
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market forces (Basok, et al. 2006:271).” Others emphasize that these models simply 

never gained the explanatory power they promised. Following over a decade of 

anthropological research on transnationalism and globalization, the enthusiasm for these 

models has waned as scholars have been confronted with the tenacity of the state and its 

exclusionary practices. As Peutz argues,  

[T]he hackneyed concept of the "transnational" never gained the explanatory 

power it needed to determine who was or was not a transnational subject or 

"agent" (Ong 1999, 93) and what exactly such disparate groups—refugees, 

transmigrants, expatriates, investors, aliens, hybrids, travelers, nomads, and 

anthropologists—might have in common (a transnational subjectivity?)… 

Neoliberal globalization generates a disturbing sort of immobility (and opacity) 

for some individuals in conjunction with the more transparent "flexibilities" 

forced upon others (2006:218). 

 I agree with Peutz, Klopp, Basok et al, and others who have argued that 

anthropology’s embrace of the postnational citizen was premature and far too optimistic. 

Instead, the national state and individual municipalities continue to determine the rights, 

privileges, and services for migrants and citizens. Discussions on urban citizenship have 

emphasized the role of local policy in Germany. In fact, cities are charged with 

controlling formal citizenship rights in the sense that it is local authorities who can grant 

or deny residency permits, work permits, and communal voting opportunities (Mushaben 

2006). Naturalization rates are much higher in some cities (e.g., Berlin or Hamburg) than 

others (Munich), and district officials may use more or less liberal criteria in evaluating 
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applications. As evidenced in this dissertation’s ethnographic examples, enforcement of 

federal laws regarding the provision of assistance to undocumented migrants is left up to 

individual states and municipalities, resulting in vastly different unofficial polices 

towards this population.  

In their analysis of health care services for migrant workers in Israel, Filc and 

Davidovic (2005) also conclude that the postnational model is overly confident; they 

propose instead a series of contingencies that determine when such rights are made 

available to marginal groups such as undocumented migrants. These include 1) the ethno-

national conception of citizenship, which guides the differential rights accorded to 

citizens and migrants; 2) the logic of the labor market, which seeks to maintain a balance 

between a too large and too small, but preferably healthy, migrant workforce; 3) the logic 

of public health, in which residence and not legal status guides the provision of health 

services; 4) the logic of cost-containment, which underlines that preventive and primary 

care are less expensive than emergency care in the long run; and 5) the logic of rights, 

which rests on the principle of a universal human right to health. They call for further 

research to illustrate the “ways in which the transnational expansion of rights interacts 

with national variables in order to shape the concrete ways in which rights and 

entitlement are implemented (Filc and Davidovich 2005:3).” The present study is an 

attempt to highlight these national variables in Germany by exploring specific laws which 

criminalize the provision of medical care to undocumented migrants; a particularly 

prominent “third sector” of organizations in Germany such as NGOs and church-based 
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charities; and a federal structure that allows local policy and short-term solutions at the 

municipal level (see also Castañeda 2007).  

 The need for migrant labor often coexists with a political desire to create 

boundaries between foreigners and full citizens, especially in relation to resources such as 

medical care. Undocumented migrants are generally excluded from all forms of social 

and political rights, reflecting some of these major themes in the ongoing discussions of 

the nation-state. Migrants face exclusion from health care systems in countries which 

simultaneously condemn yet rely upon undocumented migration in what has been called 

a “dishonest relationship” (Holmes 2006). Undocumented migrants, outside of the 

protection of the law, move into a state of invisibility which has been conceptualized as 

“civil death” (Gibney 2000) or “spaces of nonexistence” (Coutin 2003a). Although they 

are not covered by the social contract, most host country nations typically agree that 

undocumented migrants should be allotted some form of care. Many researchers argue 

that migrants contribute greatly to a nation’s economy – by paying sales tax as consumers 

as well as the value added through their role as low-cost producers.  Fear of the “pull 

factor” – that is, that providing any form of benefits will encourage further migration – 

means the nations are unwilling to extend full health care rights; however, that 

assumption disregards “empirical evidence showing that illegal migrants do not make a 

rational choice of their destination country after comparing the benefits of different 

welfare systems (Romero-Otuño 2004:250).” The question becomes: which rights and 

how?  
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The Human Rights Construct as Challenge to Notions of Citizenship 

In contrast to rights defined by citizenship, discussions have increasingly shifted to the 

issue of entitlements based on universal human rights. The concept of human rights has 

its origins in the French Revolution and the Enlightenment, and reflects a movement 

away from religion and toward a secular vision of society. However, it was not until the 

middle of the twentieth century that it became a coherent body of thought with the United 

Nations Declaration of Human Rights in the wake of World War II. At this point, the 

category of “dignity” moved from the abstract philosophical plane to become the a priori 

principle of human existence. The Universal Declaration of Human Rights spawned a 

number of other accords which dictate rights and entitlements, such as the International 

Covenant on Economic Social and Cultural Rights, the International Covenant on Civil 

and Political Rights, the Convention on the Status of Refugees, and the Convention on 

the Rights of the Child (CRC), to name a few. One specifically designed to protect 

migrant workers (regardless of legal status) is the Convention on the Rights of All 

Migrant Workers and Members of their Families. However, even though such treaties 

exist, they have proven difficult to ratify and generally impossible to enforce, even in 

nations who are signatories. Taran notes that  

violations of migrants’ human rights are so widespread and commonplace that 

they are a defining feature of international migration today….unauthorized 

migrants are often treated as a reserve of flexible labour, outside the protection of 

labour safety, health, minimum wage and other standards, and easily deportable 

(2000:7). 
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Human rights are generally understood as universal but more limited than citizenship 

rights. The availability of medical care is an excellent place to see the contradictions 

between citizenship as a vehicle for rights and the notion of universal human rights 

predicated on something more fundamental.  

 Importantly, both constructs – “citizenship” and “human rights” – are 

philosophical traditions rooted in Enlightenment-era notions of equality and, while very 

different, have shaped one another. They embody conflicting ideas: one emphasizes 

rights anchored in membership, while the other conceptualizes rights as based on the 

universal condition of being human.  Where citizenship is linked to the nation-state, 

human rights are universal (as institutionalized via the 1948 United Nations Universal 

Declaration of Human Rights) and not associated with bounded communities. Therefore, 

migrants fall under the international human rights regime. Still, these two notions 

certainly interact with one another. Human rights have been strongly shaped by 

citizenship rights, especially since the 1990s (Basok, et al. 2006). In fact, many human 

rights activists emphasize the same claims which define traditional citizenship rights, 

such as the right to health (Shafir and Brysk 2006). However, human rights are 

distinguished from citizenship rights because they lack notions of solidarity among those 

individuals to whom the rights apply, and perhaps more importantly, lack the institutions 

to support or enforce those rights. Notions of human rights have also influenced national 

citizenship rights and demands for change, for example through the ratification of human 

rights conventions. However, as noted above, enforcement remains problematic, and 

states are therefore not really constrained by such conventions.   
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 Anthropologists have critiqued the human rights concept, focusing on cultural 

relativism versus universal ideas of human rights, along with reminding us of collective 

rather than individualistic notions of entitlement.28 As an abstract philosophy that looks 

above matters of gender, class, etc, the human rights perspective has been critiqued 

because it treats people as isolated individuals and thus detracts attention from an 

understanding of how structural factors impact unequal access to resources (Basok, et al. 

2006:269). Because of this, some scholars consider human rights discourse as inseparable 

from the neoliberal agenda (Basok and Ilcan 2006; Evans and Ayers 2006).29 The 

language of human rights, they argue, is simultaneously used by both the Left and the 

Right to legitimate their positions. While the idea that human rights are universal, 

indivisible, and inalienable has been increasingly questioned, they are the foundation for 

many efforts to ensure rights to undocumented migrants. 

Biological Citizenship, Medical Citizenship  

In recent years, variations on the theme of biocitizenship have emerged as theoretical 

models in anthropology. These draw upon models provided by Foucault and Rabinow’s 

ideas of biopower and biosociality and apply them to specific case studies using the lens 

of hierarchical citizenship categories. For instance, Petryna (2002) develops the notion of 

biological citizenship to illustrate how assaults on health become the medium with which 

people stake claims for various resources (material but also political).  As a modern 

incarnation of biopower, this approach emphasizes how entitlement to health care 

                                                 
28 See Vincanne Adams (1998) 
29 In addition, calls for a right to health often promote ideas about “modern” or high quality health care, 
implicitly favoring biomedicine and extending its hegemony (Minn 2004). 
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becomes bureaucratized, technicized, and negotiated as part of national entitlement and 

personal identity. Rose and Novas (2003) also utilize the term independently to illustrate 

how authorities conceptualize and regulate individuals as potential citizens. They argue 

that while citizenship was previously viewed as an inherently national process, this has 

changed with increasing globalization. They emphasize that specific biological 

assumptions have (explicitly or implicitly) underlain many citizenship projects, 

distinguishing between true and “impossible” citizens. However, these biological 

presuppositions no longer take an overtly racialized or nationalist form, but can be 

viewed in a number of medical practices including selective abortion and pre-

implantation genetic diagnosis.  

 Other models which combine access to medical treatment and ideas of citizenship 

do not rest on the same overt notions of biology as those described above, but emphasize 

instead the role of the global marketplace in shaping citizens. For example, Stefan Ecks 

develops the term pharmaceutical citizenship to describe the relationship between access 

to medicines, marginalization, and the model of the neoliberal citizen (Ecks 2005). He 

argues that among biomedical practitioners, marginalization is often viewed as the lack of 

access to pharmaceutical substances. A form of citizenship is promoted by providing 

consumer access to necessary medications. Specifically, he examines access to 

antidepressant medication in urban India, illustrating that effective pharmacological 

treatment promotes the re-integration of the patient into middle-class consumer society.30  

                                                 
30 The term “pharmaceutical citizenship” might also be accurately applied in the future to access HIV/AIDS 
medications as well as debates over generic drug provision. 
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 Of particular importance to the present study is the concept of medical citizenship. 

Wailoo et al (2006) and Scheper-Hughes (2006) invoke the term to describe the 

distribution of health care resources according to notions of nationality and other forms 

of deservingness; in some ways it highlights many of the same features as biosociality, 

but with an emphasis on resource distribution. The concept of medical citizenship aids in 

analyzing how  

bodily infirmity is becoming, more and more, a powerful vehicle for shaping 

relationships to the state and for establishing claims for equity, rights, and 

resources (Wailoo, et al. 2006:13). 

 Importantly, the term points to different dilemmas according to nation and 

context. Thus, the particular citizenship issues explored in their discussion on a botched 

organ transplant in an undocumented teen from Mexico in the “notoriously dysfunctional 

(U.S.) health care system (Wailoo, et al. 2006:4)” have very different meanings than 

those in the present study. In this paper, I utilize my own interpretation of medical 

citizenship to describe the confluence of issues related to health care for undocumented 

migrants. I argue that this concept can be applied at multiple levels – not only at the site 

of the patient but also of the clinician – making it particularly salient for this particular 

case study. Medical citizenship represents a particular relationship to the state and 

establishes the basis for making claims to scare resources. At its most basic, it refers to 

the ways in which notions of citizenship restrict or allow access to medical care. Thus, it 

aids in my analysis of legal status, as an extension of citizenship, as a unique variable in 

the study of health inequalities. Beyond tangible matters of access, it also refers to 
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notions of belonging, membership in a community or nation, and deservingness. Thus, 

“medical citizenship” can refer to incipient forms of membership based on one’s status as 

a patient, much like Ticktin’s use of biosociality in her study on use of the humanitarian 

illness clause among HIV+ undocumented migrants in France who are thus able to gain 

residency status (Ticktin 2006). While I would not suggest that this form of belonging is 

on par with ideas of national citizenship, it does address how the duality of 

citizen/noncitizen can be subsumed by issues of medical need. Finally, medical 

citizenship has been utilized within the physician community to describe ethical 

awareness and responsibility to provide care to those in need. In other words, a physician 

can be said to practice “good medical citizenship” by adhering to the ethical guidelines of 

his or her profession. This especially relates to the provision of care to those in need 

beyond the barriers of larger political or economic factors. This makes the term 

particularly valuable for this study.  

 

III. Providing Medical Aid: “Health as a Human Right” and “Medical 

Humanitarianism” Approaches  

Having explored current debates around citizenship, I now turn to two opposing 

conceptualizations of medical aid: health as a human right and medical humanitarianism. 

In the following sections, I describe each approach, tracing its origins and commenting 

on specific proponents. I then summarize their similarities and differences, noting that the 

interplay between both notions is complex. The framework helps to critically examine the 

motivations and activities of activist physicians and NGOs that I describe in Chapter 7.  
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Health as a Human Right 

As I have noted above, the focus of the human rights model is on a universal set of rights 

available to all human beings, regardless of other factors such as citizenship. However, 

exactly what constitutes a consensual set of human rights remains difficult to establish. 

Some models are more limited (e.g. just the right to life) while others include 

environmental protection, right to a democratically elected government, various levels of 

health care, or the rights of indigenous peoples. There is a strong preference for adhering 

to ‘realizable’ political and civil rights, rather than more costly social rights, such as 

medical care. Nonetheless, most governing bodies consider health a fundamental right, 

although exactly what this includes is often unclear.  Access to basic health services was 

a central tenet of the World Health Organization’s Declaration of Alma Ata (1978), and 

General Comment 14 of the International Covenant on Economic Social and Cultural 

Rights considers the highest attainable standard of health to be a right, something which 

is often interpreted as a right to health care.31 However, ensuring this right is 

fundamentally an issue of resource allocation, and individual states can decide on the 

practical nature of this access. 

The rights required to ensure health invariably put the onus on governments to 

provide the social goods, infrastructure and services. As a result, access to many 

of these social goods is treated by many governments as a privilege and not a 

right, a privilege provided by citizenship from which various categories of 

                                                 
31 Allotey (2003) argues that “health” should extend beyond access to services to include contextual 
conditions such as adequate housing and nutrition, occupational safety, and a safe environment.  
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migrant groups are excluded. The morality of that argument is a separate issue 

(Allotey 2003:8). 

While the human rights approach rejects notions of morality in favor of entitlement, the 

humanitarian model foregrounds the notion of responding to injustices based on a moral 

imperative. 

Medical Humanitarianism 

Medical humanitarianism differs conceptually from the “health as a human right” idea in 

a number of key ways. At its core, it is based on the idea of charity and compassion – 

typically of the religious variety, and mostly from the Christian tradition. It is generally 

motivated by the first-hand witnessing of suffering and the imperative to respond, making 

the notion of “shared suffering” an important tenet. Ticktin distinguishes between these 

approaches in the following manner:  

Although both human rights and humanitarianism are complexly constituted 

transnational institutions, practices, and discursive regimes, in a broad sense, 

human-rights institutions are largely grounded in law, constructed to further legal 

claims, responsibility, and accountability, whereas humanitarianism is more about 

the ethical and moral imperative to bring relief to those suffering and to save 

lives; here, the appeal to law remains opportunistic. Although both are clearly 

universalist discourses, they are based on different forms of action and, hence, 

often institute and protect different ideas of humanity…Rights entail a concept of 

justice, which includes standards of obligation and implies equality between 
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individuals. Humanitarianism is about the exception rather than the rule, about 

generosity rather than entitlement (2006:35-36, 45). 

These distinctions are important here because policies towards migrants in Germany are 

increasingly moving from a human rights-based approach to a humanitarian model, much 

like the situation in France that Ticktin describes. Minn (2004) also examines these two 

discourses in his study on Haitian patients who cross the border to gain access to care at a 

hospital in the Dominican Republic, noting that human rights rhetoric can be deployed 

preemptively, in order to protect rights, whereas humanitarianism is always invoked in 

response to suffering – it cannot exist but as a reaction. An understanding of medical 

humanitarianism is important in the context of the present study since the primary site of 

data collection was a Church-based charity clinic that espoused many of these values.  In 

Chapter 7 I contrast the two approaches (human rights versus humanitarianism) using 

examples of sites of medical aid in Berlin.  

 Even though the motivation appears to be at the individual level, there is also an 

international/transnational humanitarian community, with a common history, practices, 

language, and networks. Humanitarianism is fundamentally rooted in larger processes of 

colonialism and development. Fitzgerald (2001) traces the rise of “missionary medicine” 

in colonial India, in which medical aid was used as an entry for religious conversion. The 

first international organizations providing humanitarian aid were established in the war 

zones of the nineteenth century (think Florence Nightingale). Following WWII, a 

veritable relief industry emerged (see Terry 2002 for a discussion on this). The 
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International Committee of the Red Cross (ICRC) has always maintained a doctrine of 

discretion and neutrality in exchange for cooperation in disaster and war zones, opting to  

defend the interests of the afflicted through limited silent diplomacy and moral 

persuasion, rather than public denunciation. This doctrine culminated in the 

decision of the ICRC not to speak out against the Holocaust during World War II, 

a decision that created considerable later controversy and has haunted the 

organization’s moral authority ever since (Redfield 2006:5). 

 Indeed, response to this same alleged neutrality during the atrocities in Biafra led 

to a pivotal event in medical humanitarianism, namely, the founding of Médecins sans 

frontières (MSF, or Doctors without Borders) in the 1970s. It remains one of the best-

studied humanitarian organizations; several authors provide a good overview of the 

organization’s history (Fox 1995; Redfield 2005; Redfield 2006; Terry 2002). It has 

explicitly chosen not to be politically “neutral,” having developed a core principle of 

outspokenness based particularly on the concept of “witnessing” (translated into English 

as “advocacy” because it has less religious overtones). Operations are designed to be 

short in duration, in order to prevent long-term dependency, and the organization has an 

orientation to acting in the present. For example, they do not focus on court cases for 

righting injustices of the past, and do not devise “capacity-building” for the future. 

Importantly for this study, MSF also provides medical aid domestically (in Belgium and 

France), including aid for undocumented migrants in those countries. This “new 

humanitarianism” – though resolutely secular and different from the religious concepts of 

charity – also advocates action on the basis of emotion more than reason (Ticktin 2006).  
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 One of the primary critiques of humanitarian engagement is precisely its short-

term focus on the alleviation of immediate suffering which provides “only temporary 

measures for any form of relative ‘success’ amid a greater cascade of failure (Redfield 

2005:338).” Humanitarian aid, as a response to crisis, does not typically envision 

preventative measures nor capacity building. In addition, critics have called humanitarian 

aid ahistorical and apolitical, reliant upon “dehistoricized archetypical refugees and other 

similarly styled victims (Malkki 1996).” Ticktin provides an extreme example of often 

unintended consequences of humanitarian practices which claim to further social justice. 

She discovered that, in France, undocumented migrants were seeking out information on 

ways to become infected with HIV, in order to gain legal status in France through a 

humanitarian clause (2002; 2006). Her study highlights specific ethical configurations in 

which “people end up trading in biological integrity for political recognition (Ticktin 

2006:33).” However, this recognition is only available to those who perform in plausible 

ways; Algerian men in France, she notes, are often viewed with suspicion (as violent and 

oppressive towards women), so that their behavior is heavily scrutinized when they ask 

for help. She concludes that “in this emergent regime of humanitarianism, one must 

inquire into the consequences of its (often) arbitrary nature, asking what conditions evoke 

compassion and why and what hierarchies are reproduced by it (Ticktin 2006:44).”  

 Given anthropology’s focus on issues of power and social relations, along with 

the many manifestations of institutionalized altruism around the world, it seems 

uncharacteristic that more scholars in this discipline have not engaged humanitarianism 

as an area of research. This study engages in what Minn (2006) calls an anthropology of 
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humanitarianism in order to study the social relations accompanying the provision of 

medical aid. Ideally, this approach would be based in medical and political anthropology 

and engaged by scholars based in the United States and Western Europe, where traditions 

of studying these institutions are already in place.  

Activist Doctors and ‘Visible Practitioners’ 

The role of physicians in medical humanitarianism is another important area of 

discussion which pertains to this present study. Redfield suggests that physicians are a 

particular variety of “moral spectator” whose actions carries special weight in 

contemporary societies. 

Facing a world composed of patients, those with medical skills bear a particular 

ethical responsibility for offering treatment…Someone must speak and act when 

silence asserts passive negation and inaction threatens life. Once a state of crisis 

has been established, then action (especially technical, expert action) acquires 

self-authorizing status by virtue of circumstance. In ethical terms, if one has a 

capacity to act, then not acting takes on new significance (2005:337). 

Because humanitarianism relies on altruism, action on the part of this moral spectator 

becomes imperative. However, it is also important to note that physicians have the ability 

to refuse compassion. In his study on Dominican practitioners treating Haitian migrants 

who have crossed the border for medical aid, Minn notes that “refusal to treat in this 

context does not constitute a violation of another’s right, but the personal choice of a free 

agent (2004:10).” By contrast, under the human rights approach, this would be 

considered an infringement on the patient’s right to health. Holmes (2006) describes a 
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chasm between doctors and undocumented migrants. In his study of Triqui farmworkers 

in the U.S., he found that physicians “were unable to engage the human and social 

context leading to their suffering (1790).” This is rather unlike the physicians in the 

present study that tended to align themselves with various activist organizations, in effect 

a very self-selected sample of physicians. 

 Because of physicians’ role in determining eligibility for asylum, Ticktin (2006) 

and Nijhawan (2005) analyze their role as “gatekeepers” in the politics of 

humanitarianism, essentially working in the service of the state. However, since this 

study does not focus on refugees seeking asylum, this role as gatekeeper for state policies 

is not engaged in much detail. Instead, I focus on how doctors are gatekeepers for 

medical aid, more broadly, that is how physicians have the ability to grant or refuse 

access to resources. This is more akin to Horton’s (2004; 2006) discussion on the role 

U.S. clinicians serving the poor increasingly play in the context of tightening finances 

and the implementation of Medicaid managed care, performing the gatekeeping functions 

of the social safety net (for example by “firing” no-shows or delineating categories of 

“deserving” patients). In times of scare resources, it is doctors who must decide how to 

ration the charity care their clinics provide to the poor and undocumented. 

 Physicians have also been conceptualized in the literature as “visible 

practitioners” (Herzlich 1995). This term describes activist doctors who combine prestige 

and the capacity for public intervention. Herzlich describes the idealism in which medical 

humanitarianism was born among physicians. The goal  
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to 'practise [medicine] differently’ replaced, after the failure of the May 1968 

movement, the desire to fight against capitalist society. This new direction led to 

various commitments. Some leaders of medical students during May 1968 later 

played a major role in the movement for 'revaluating general medicine'. Today, a 

few of them can be found in the front ranks of associations involved in the fight 

against AIDS. These doctors have, each in his own way, contributed to the 

emergence of a type of professional whose practice of medicine is closely linked 

to public campaigns and actions. But medical humanitarianism even more closely 

associates the practice of medicine with a universal cause whose symbolic impact 

reaches far beyond the field of medicine (1995:1618). 

Indeed, in the present study I encountered some discussion on doctors’ roles in service of 

the state. For example, at the physicians’ conference I attended, the president of the 

national physician’s organization noted in his keynote speech that colleagues were being 

used as external experts for determining whether or not an ill deportee could be 

transported (the Reiseunfähigkeit procedure). He critiqued the fact that authorities were 

interested only in whether or not the patient could be safely deported, with no concern for 

the conditions facing them when they arrived in their home country. Colleagues reported 

being pressured by state authorities in making a decision in favor of deportation, and he 

encouraged his colleagues to report this type of harassment to the national physician’s 

organization, who would support them fully. In this case, physicians were actively being 

encouraged to defy authorities in order to maintain professional dignity. 
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IV. Social Movements and the Critical Literature on NGOS  

Cultures of Protest and the Social Movement Literature 

Another relevant set of literature engaged by socials scientists is that on protest 

movements and the organizations they inspire. Social movements are of interest to 

anthropologists because they invoke and reinterpret existing practices, concepts and 

meanings in light of a specific social cause. 

[T]o form the construct known as a social movement, actors create discourses and 

actions that coalesce around particular political causes and at particular historical 

moments. Because of their visibility and their explicit link to political issues, 

protest movements provide a uniquely unmuddied window on the ways that 

individuals produce culture and on the political nature of such processes (Coutin 

1993:3) 

 The new social movement literature, which focuses primarily on protest 

movements in Western societies since the 1960s, looks at “cultures of contention” within 

historical and cultural context and as a response to specific social developments. Coutin 

argues, however, that these phenomena should not be treated in isolation, but as a 

crystallization of processes that are ongoing within a society (1993). This study examines 

a movement that arose in reaction to increasingly restrictive migration policies in 

Western Europe in the mid-1990s, culminating in a network of advocacy NGOs known as 

the sans-papiers movement. These organizations provide various forms of legal and 

practical assistance to undocumented migrants and asylum-seekers. Jordan and Düvell 

(2002) provide a brief history of these organizations and discuss their varied activities in 
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a number of European nations. The rise of the sans-papiers organizations is tied to 

particular changes in immigration policy during in the past decade, most notably the 

strengthening of the EU outer boundary (creating the “Fortress Europe”). Not 

surprisingly, many of the issues addressed by this movement have been directed not at 

the national levels, but at the European Union as a suprastate entity. Specifically, they 

have called for an “open Europe” with removal of barriers to free movement, the 

regularization of undocumented foreigners, and have called for an end to the expulsion, 

detention, and human rights abuses against foreigners. While the sans-papiers have 

sought to challenge national as well as EU policy and represent the interests of a 

particular marginalized group across borders, the primacy of national interests often 

stands in the way. For example, in her case study of the sans-papiers, Guiraudon (2001) 

notes that in Germany legal discrimination is a focal issue that unities various support 

organizations, since access to citizenship, dual nationality, or minority religion is highly 

restricted. However, in other European countries (e.g., Great Britain and Scandinavia) the 

agenda is often dictated by de facto discrimination in the housing or employment sectors.  

Thus, different claims and different “cultures of contention” have arisen in various 

member states. 

Filling the Gaps: A Critical Look at NGOs  

While the literature on protest and social movements captures the historical and cultural 

context in which such responses arise, we have to look to a different literature to 

understand their long-term trajectory and institutionalization. Indeed, many forms of 

advocacy manifest themselves in nongovernmental organizations (NGOs), with the goal 



 

 

113 

of providing sustained efforts on a particular social issue. Over the last quarter century, 

NGOs have grown in both size and influence worldwide, drawing the attention of 

scholars as well as governments. NGOs have long been considered flexible, innovative, 

and responsive to grassroots needs (Fisher 1997). Furthermore, because of their perceived 

independence, they are well-positioned to hold the state accountable to human rights 

standards and to empower disadvantaged populations, such as undocumented migrants. 

Both the human rights and medical humanitarian approaches described above generally 

organize activities through NGOs, which have become very significant providers of 

health care for migrants throughout Europe, providing services and advocating for their 

rights. In fact, the European Union has made various declarations which can be read as 

“an official acknowledgement of this important (and indeed, convenient) role of NGOs”32 

in providing care for migrants (Romero-Otuño 2004:252). 

NGOs are considered part of civil society (in the conventional sense or as part of 

a global civil society), and, as such, have been analyzed via two contradictory models of 

governance put forth by neo-Gramscian thought. One approach argues that these 

organizations can provide the infrastructure for counter-hegemonic resistance, effectively 

challenging existing power structures. Indeed, in some cases NGOs stand in direct 

opposition to the state. For example, much of the literature from the developing world 

emphasizes NGOs’ role in challenging the state as a legitimate representative of the 

interests of the people (Kamat 2003; Pfeiffer 2003; White 1999). Similarly, NGOs 

working with sans-papiers advocacy networks in Europe have sought to challenge 

                                                 
32 Article 1(2) of the EU Council Decision on the strengthening of the penal framework to prevent the 
facilitation of unauthorized entry, transit and residence (2002) (see Romero-Otuño 2004). 
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national as well as European Union policy, such as the militarization of the outer borders 

which have led to an increase in dangerous crossings by undocumented migrants. While 

many NGOs may not consider themselves to be politically motivated,33 those presented 

in this study (see Chapter 7) are responding to public policy with acts of civil 

disobedience. In some cases, as we shall see with the MediNetz organizations, for 

example, their position is overtly antagonistic towards the state and its policies and has 

the goal of challenging hegemonic power structures. Redfield (2006) notes that NGOs 

like these “now play a central role in defining secular moral truth,” and must be 

considered significant actors in discussions on local and global human rights.  

 The second model suggests that organizations within civil society become co-

opted by hegemonic capitalist and political interests, actually promoting neoliberal values 

while providing a façade of opposition. This is the “convenient role” that NGOs play in 

providing medical services, as described by Romero-Otuño noted above. This approach is 

based on Gramsci’s concept of hegemony as means of maintaining state order and 

producing consent for the status quo. Thus, while some view NGOs as representatives of 

the disenfranchised, an equally persuasive argument is that they essentially protect 

national institutions by mediating between external pressures and domestic institutions.  

 Often, NGO activities exist in a deliberately complementary relationship with the 

state. For example, Germany has a very large non-profit sector which provides most of 

the nation’s social services and receives funding from various levels of government. 

                                                 
33 Ferguson (1994) employs the term ‘anti-politics’ to refer to the obfuscation of NGOs’ political 
positioning. Fox (1995) notes that MSF espouses a “non-ideological ideology” but that this is itself based in 
(French) ethnocentric notions of the “Rights of Man.” 
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Several factors have historically shaped this relationship, beginning with tensions 

between secular and religious institutions in the nineteenth century and culminating in the 

postwar period as a means to decentralize state power. What has emerged is a publicly-

funded, highly professionalized, and state-proximal nonprofit sector. According to 

Anheier (1997), the “subsidiarity principle,” in particular, has produced this relationship. 

It effectively restricts the state’s responsibility to only those functions that cannot be 

sufficiently covered by the private sector. This has privileged private NGO/nonprofits 

over public systems in the arena of social welfare.  Subsidiarity is the result of a historic 

compromise, with origins in the tensions between secular and religious institutions in the 

nineteenth century, during which the Church was faced with the loss of authority over 

social policy issues. It was during this time that Church-based charity organizations were 

given equal footing as partners in the social bureaucracy (Zimmer 1997).  However, the 

principle was truly solidified in the postwar period in response to the authoritarian 

regime. It is a product of the decentralized federal (West) German state, where after 1945 

a system of parapublic agencies were set up to assist in policy implementation.  Six 

Church-based nonprofit conglomerates were established, all of whom remain active in 

social services and health care: e.g., the German Red Cross, Caritas, Diakonie, Deutsche 

Paritätische Wohlfahrtsverband, and the Arbeiterwohlfahrt. In addition, a funding 

mandate was created which guarantees public moneys for organizations operating in the 

areas of health care and social services. For administrative purposes, national umbrella 

organizations were founded for these conglomerates, leading to an unusually centralized 

set of institutions in an otherwise very decentralized setting. Furthermore, many of the 
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conglomerates have ties to particular political parties, and it is not uncommon for 

administrators within these organizations to use their position as a springboard into a 

political career in the parties with whom the organizations are affiliated (Zimmer 1997). 

As a result, newly formed NGOs are at a distinct disadvantage, since they have not yet 

proven that they are worthy of funding, nor that they have demonstrated cooperative 

partnering at various political levels. As terrain for the mediation of institutional interests, 

the sector has been viewed as a stabilizer for democracy in Germany (Anheier, et al. 

1997). These large conglomerates of the social services and health care sector are in a 

complementary relationship with the state, and thus lead to the reproduction of existing 

political structures, organizations, and processes.  

 A review of this debate on NGOs, civil society, and governance is important here 

because I will argue, especially in Chapter 7, that any claims for reform become 

illegitimate or unjustifiable when the private sector provides a welfare system without 

necessitating direct involvement of the state. In other words, because services such as 

medical aid are available for those who fall outside the social welfare net (due to policies 

set forth by the state), the state is absolved of responsibility. As I will show, this type of 

cooptation is a central theme in those twenty-four organizations included in this study, 

something that is evident in other settings with humanitarian organizations such as MSF 

(Redfield 2006). Nonetheless, in addition to filling service gaps, their efforts have also 

resulted in challenges to policy. 
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Summary 

This dissertation study draws upon the four literatures presented in the current chapter, 

incorporating some approaches but not others, and uniquely combining them in ways that 

lead to new insights. Throughout the following chapters, I will draw on the influences of 

contemporary anthropological studies of migrant “illegality” presented here; the 

citizenship and human rights frameworks underlying notions of entitlement; a distinction 

between “human rights” and “humanitarian” frameworks in the context of medical aid; 

and finally the critical literature on social movements and NGOs. As I noted in the 

introduction, this analysis has benefited from fundamental insights on the processes of 

state power as provided by Gramsci, Foucault, and Scott. However, the underlying 

paradigm is that of critical political economy, necessitating an understanding of the 

systems of inequality that underlie contemporary migration flows. The following chapter 

provides a historical overview of labor flows and immigration policies in Germany.  
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CHAPTER 4 – THE HISTORICAL PRODUCTION OF ILLEGALITY IN 

GERMANY: AN OVERVIEW OF MIGRATION POLICY 

 

This chapter provides an overview of migration to Germany, emphasizing that migration 

policies are dynamic yet often ambivalent instruments reflecting specific social concerns. 

Here, I discuss particular moments in contemporary German history, illustrating how 

different groups of people have migrated for various reasons and have received different 

levels of welcome. This complexity is an important part of this study’s analysis. Castles 

and Miller (1998) describe two main phases in international migration, relevant to the 

German situation. Broadly construed, the first phase (1945 until 1973-74) was 

characterized by the recruitment of large numbers of guestworkers to work in the 

expanding industrial centers. The phase ended with the oil crisis of 1973, at which time 

recruitment ceased and the implementation of more restrictive policies began. The very 

concept of “illegal migration” did not emerge in Germany until the 1970s, coinciding 

with the end of the guestworker programs (Düvell 2005). By the end of the 1980s, 

migration again increased following displacement in poorer regions of the world due to 

privatization, structural adjustment programs, and other processes of neoliberal 

globalization. While tighter immigration controls were an important feature of this phase, 

demand for undocumented migrant labor increased because of the growing need for 

cheap and politically weak workers, due to these neoliberal reforms. Migration flows to 

Western Europe stabilized in the mid-1990s, and today, the tolerance of undocumented 

migrant labor represents a de facto labor policy. Ironically, the process of European 
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integration is closely intertwined with the concept of “illegal migration,” since the idea of 

free movement within the European Union – an agenda since 1986-7 – rests upon strong 

controls at the outer boundaries. Some have described this as the “Fortress Europe.” 

However, these controls have not proven effective, as regulation continues to be 

“superseded by supply conditions in sending countries (Collinson 1994)” along with 

labor demands in European receiving countries.  

 Governments must find ways to square the need for low-cost migrant labor with 

the desire to prevent permanent settlement. Current migration policy in Germany is a 

combination of laws restricting legal immigration and a distinct approach towards 

foreigners already living in the country. Particularly telling is the fact that residence 

without a valid permit is a felony, rather than a simple breach of administrative 

procedures. In the second half of this chapter, I sketch the contours of “illegal” migration 

in Germany today. I discuss the difficulties defining and enumerating these groups, and 

speculate on the emphasis on refugees in migration discourse. In Germany, existing 

tensions between inclusive and exclusive ideas about race and the nation were 

exacerbated by the unforeseen consequences of reunification, especially increased 

immigration. 

A Brief History of Migrations to Germany 

Migration movements in Central Europe have been documented in history, mythology, 

and the archeological record for well over 4,000 years. Because it provokes clear notions 

of inclusion and exclusion, migration is integral to understanding the processes of nation-

building. Indeed, defining these boundaries was especially important in the formation of 
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the modern German state, which emerged in the late nineteenth century following 

difficult unification efforts in the face of centuries-old regionalism and tribalism.   

In the case of Germany – located in the heart of Europe and lacking natural 

geographic boundaries as well as political centralization for centuries – invaders, 

refugees, migrants, and traders have contributed to the emergence of a unique 

economic, social, political and cultural ensemble that has been defined 

incompletely and in simplified terms as the German nation (Kurthen 1995:915).  

 Immediately following unification, systems for controlling immigration were put 

into place, encouraging sector-specific or regional migration for work. The resulting 

pattern of migration, which extends to the present day, is based on geopolitical and 

economic processes that demand specific forms of labor to fuel growth. By 1910, some 

one million foreigners, mostly from nations to Germany’s East, were controlled through 

work and residence permits (Sassen 1999). 

1945-1960: Shifting Borders and Postwar Migration 

Large migrations occurred in the aftermath of World War II, as the borders between 

Germany, Poland, and the former Czechoslovakia shifted. A right of return law allowed 

Aussiedler or “resettlers” of German descent to immigrate and receive automatic 

citizenship. These Aussiedler were viewed as part of an incomplete notion, or 

“community of fate” (Schicksalsgemeinschaft), which had been disrupted by the rise of 

National Socialism followed by World War II. Article 116 of the Basic Law provides 

access to citizenship for anyone "who has been admitted to the territory of the German 

Reich within the boundaries of December 31, 1937 as a refugee or expellee of German 
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ethnic origin or as the spouse or descendant of such person." Between 1945 an 1955, 

some 12 million people arrived under this law and sought refuge from various regions of 

Eastern Europe. In addition, an estimated 3.4 million people fled Eastern Germany after 

the founding of the German Democratic Republic, including those who left East Berlin. 

A particularly liberal policy of emigration towards those in the Soviet sphere of influence 

was established and would remain in effect for decades. By 1950, 16% of the total 

population of the Federal Republic of Germany was made up of refugees and expellees 

(Geddes 2003). In the decade following the end of the war, these Aussiedler filled labor 

market gaps in postwar West Germany, providing a skilled pool of inexpensive labor. 

However, their numbers were soon insufficient for the redevelopment process. In 1955, 

the first formal guestworker agreements were signed with Italy, heralding a new age of 

labor recruitment programs. 

1961-1973: Wirtschaftswunder and Guestworker Recruitment in West Germany  

By 1961, the construction of the Berlin Wall ended migration of Aussiedler from the 

East, prompting new labor shortages. West Germany experienced a remarkable economic 

upturn, referred to as the Wirtschaftswunder or “economic miracle,” fueled by economic 

aid proved under the Marshall Plan and a currency reform. During this period of rapid 

growth, immigrant labor was recruited through a series of bilateral agreements with 

southern European nations (Turkey, Italy, Yugoslavia, Portugal, and Greece), which 

provided “guestworkers” to work in various urban industrial centers. The number of 

migrants coming to Germany under this program exceeded 2.6 million by 1973 (Castels 

and Miller 1998).  
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 Migrants’ residence permits were linked to their work permits, which were in turn 

subject to the state’s economic interests. By 1973, the oil crisis meant that economic 

conditions no longer favored immigration. The guestworker programs had called for a 

rotating labor force: workers were supposed to return home after a certain number of 

years, and a new group would come to Germany. When the programs formally ended in 

1973, large numbers of workers stayed and set up families in their new home country. 

For a country with an ethnonational understanding of citizienship, this influx of 

foreigners created social tensions. Migrants were characterized as dangerous and a threat 

to German society, and calls for integration utilized metaphors of “explosives” and 

“social dynamite” (Brady 2004). The unintended social consequences of labor migration 

is exemplified in author Max Frisch’s statement, "We called for a work force, and got 

human beings" (“Wir riefen Arbeitskräfte, und es kamen Menschen”). 

 Throughout this period, West German authorities tolerated “illegal” migration. 

During the 1950s and 60s, it was considered the “third way” to immigrate – the first 

being via guestworker programs and the second via individual work visas. In this 

framework, many people entered the country under tourist visas, found work, and were 

eventually given official residency and work permits – a form of de facto legalization 

(Schönwälder, et al. 2004, citing Sonnenberger 2003). 

1960’s-1980’s: The Cold War, “Noble” Border Crossings, and the Ideology of Political 

Asylum  

The specter of the Cold War dominated much of German politics between 1961, when 

the Berlin Wall was constructed, until reunification in 1990. Border crossing often took 
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on the contours of an ideological struggle between East and West, as the deaths of those 

trying to cross the Wall and other border fences mounted. As a result of these events, the 

issue of border crossing – including organized assistance for border crossers – has taken 

on a paradoxical role in Germany. Initially, the border crosser was a tolerated figure, and 

helping someone cross was considered a “noble” act, celebrated in Western media. A 

1990 legal case even clarified that charging money to help someone cross (in this case, a 

GDR citizen was aided by a West German – unsuccessfully – for 10,000 DM) was 

entirely legal and rested upon “laudable, even noble motives.”  As long as the refugees 

were coming from behind the “Iron Curtain,” and crossing what was perceived as an 

illegitimate border, they were welcome as political refugees. The acceptance of this 

practice has undergone a complete about-face since 1989. Today, of course, border 

crossing is exclusively viewed as a criminal act. 

 Thus, up through the 1980s, political asylum was considered an ideological tool to 

combat socialism, since refugees from socialist countries were its primary recipients. The 

right to asylum held a special place in German political life and in the consciousness of 

postwar society. Article 16 of the German Grundgesetz (Constitution) provides the right 

to asylum; it is the only nation to enshrine this right in its constitution, with some of the 

most generous provisions in the Western world. However, “the practicability of these 

provisions, enacted in war-devastated Germany in 1949 as mainly a moral gesture to 

victims of Nazism…was largely untested until the late 1970s and early 1980s (Kurthen 
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1995:924).” Through the 1980s, refugees were, as Fassin notes,34 “the most legitimate 

figures within the implicit – and sometimes explicit – hierarchy of foreigners, and they 

thereby benefited from relatively privileged conditions (2005: 374).” During this period, 

many migrants who would have previously arrived as guestworkers (e.g., from Turkey) 

began to be deflected to the “asylum door,” petitioning for entry as refugees (Stalker 

2002).  

1980’s: Contract Workers in the German Democratic Republic 

In the German Democratic Republic, beginning around 1980 demands for labor prompted 

a similar recruitment of guestworkers (officially called “contract workers”) from socialist 

brother nations, such as Poland, Hungary, Vietnam, Mongolia, Mozambique, Angola, and 

Cuba. By 1989, there were approximately 190,000 foreign workers in the GDR (slightly 

over 1% of the population), generally men between the ages of 18 and 35.  

 Vietnam had a particularly close relationship with the GDR, which had long 

sought to harness the Vietnamese economy, especially for its coffee and rubber 

industries. In the 1970s, the GDR financed the rebuilding of the Vietnamese industrial 

sector following its war with the United States, and provided professional training for 

some 20,000 Vietnamese in East Germany (Will 2002). Beginning in the 1980s, Vietnam 

was requested to send contract workers to the GDR to pay off some of this debt, and 

some 60,000 workers (mostly men) arrived during the following decade to provide 

needed labor for the East German industrial sector. However, these workers were not 

                                                 
34 Fassin is referring to the situation in France; however, it is equally applicable and perhaps even more 
pronounced in Germany. 
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provided with any special integration measures (such as language training), since under 

GDR ideology racism did not officially exist. Geddes notes that “this was convenient 

because it allowed contract workers to be housed in military-style barracks” in less 

desirable portions of towns and cities (2003:84). Immediately following reunification in 

1990, some 4,000 Vietnamese left for the Western portions of Germany. Many of those 

who remained behind lost their jobs as the first ones fired from newly privatized 

businesses facing financial strain. As a result, about half took the government’s offer of a 

cash stipend and free one-way trip back to Vietnam. Those who opted to remain in 

Germany sought asylum status, but were denied in 90% of the cases and left with a 

Duldung status (temporary suspension of deportation) (Will 2002). This situation was 

complicated by the fact that the government of Vietnam often refused to provide the 

necessary documents and even denied repatriation to many returnees. Indeed, with 

increased freedom of movement many more came seeking reunification with family 

members and economic opportunities, so that by the mid-1990s some 97,000 Vietnamese 

lived in Germany, at least 40,000 of them “illegally.” Despite numerous accords 

regarding repatriation with the Vietnamese government and even the German threat of 

aid sanctions in 2000, the number of migrants from Vietnam has remained constant. 

1988-1993: The Critical Juncture: Redefining Germany after Reunification  

1989 saw the fall of the Berlin Wall followed by reunification of the two Germanys. 

Increased freedom of movement for citizens of former socialist countries, combined with 

civil conflict in many regions of the world (particularly the former Yugoslavia), led to a 

surge in immigration during this period. In the years between 1988 and 1993, some 1.4 
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million people from Eastern Europe, Asia, and Africa applied for political asylum, along 

with at least 850,000 other refugees. Half of all asylum applications in Europe during this 

period were registered in Germany; this peaked in 1992, at 80% of all applications. 

Increasingly, immigration utilized the asylum mechanism, since other channels (such as 

labor migration) were too restrictive or had been closed entirely. Asylum has been called 

a “substitution for immigration [policy] that became a stumbling block (Kurthen 1995)” 

because the institution was insufficient in predicting and sustaining the increased 

numbers of applicants. The symbolic focus on asylum policy obstructed debates on 

matters of labor migration, social rights, and citizenship law reform. 

 In addition, 1.5 million ethnic Germans, primarily from Eastern Europe, arrived 

under the right of return law (Karapin 2003). These ethnic Germans or Spätaussiedler 

(“late” resettlers, to distinguish them from those who immigrated immediately following 

World War II) are allowed to apply for automatic citizenship.35 This migration has been 

called the “largest single state organized migration flow in the world (Thränhardt 

1999:36).” With the return of such large numbers of ethnic Germans to the “community 

of fate” following reunification, a lack of sympathy started to become evident for the 

Spätaussiedler and the special provisions for them became increasingly controversial. 

Especially among the political Left, asylum seekers were viewed as possessing greater 

moral claims and rights to resources than Spätaussiedler.  

                                                 
35 Over the past decade, however, this policy has become more restrictive, and applicants must now pass a 
language examination and demonstrate that they face discrimination in their homeland based on their 
German heritage. In the 1990s, these individuals came primarily from Eastern Europe and the former 
Soviet Union; currently, a trend is emerging in which German descendants are arriving from South 
American countries. In all cases, knowledge of the German language has become a strong marker of ethnic 
identity. 
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 A concern with Überfremdung (“over-foreignization”) became a dominant 

discourse in public debates, and a wave of xenophobic sentiment gripped the nation 

beginning in 1991. Brutal attacks and arson strikes led to the deaths of refugees and their 

families in the cities of Hoyerswerda (1991), Rostock (1992), Mölln (1992) and Solingen 

(1993). Most anti-foreigner violence occurred in the states of the former East Germany, 

where radical right-wing parties have done especially well since the early 1990s. 

Historically, the German Democratic Republic and its Communist party had positioned 

itself as a victim of the Nazi regime, quite in contrast to West German preoccupation with 

atonement for the sins of the past. Communist philosophy also discouraged 

multiculturalism and difference based on nationality or race, emphasizing instead the 

commonalities among the global working class. Probably the most prominent explanation 

for higher levels of (sustained) xenophobia in the former Eastern states has been a lack of 

everyday interaction with foreigners or “others,” since migration to the GDR was 

minimal compared to West Germany. Over the past decade, numerous studies have 

examined the hypothesis that a lack of contact with foreigners increases ethnocentric 

attitudes (Alba, et al. 2003).  

 Unification altered the national discourse on foreigners, as former East Germans 

communities were less hesitant to express their distaste for people who did not “belong.” 

However, while revealing significant racist attitudes in some sectors of German society, 

these attacks also provoked profound responses on the Left, including massive 

demonstrations and the establishment of anti-racist networks which I discuss in Chapter 

7. These anti-racist activities provided an important new direction for groups on the Left, 
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many of whom were facing a crisis as they watched many of their former goals and 

efforts dissolve in the early 1990s. As part of this new orientation, they provided support 

to refugees, thus exercising an engaged, practical form of solidarity along with political 

opposition. In addition, the rise in anti-immigrant violence in the 1990s actually helped to 

temporarily propel the perception of immigrants from criminals to victims, paving the 

way for immigrant associations and activism. Thus, existing tensions between inclusive 

and exclusive ideas about race and the nation were exacerbated by the unforeseen 

consequences of reunification, especially increased immigration.  

 Despite these mass expressions of protest and solidarity with refugees, the state’s 

response was to severely limit the constitutional right to asylum in 1993. This marked a 

turning point in migration policy and effectively institutionalized the position of an 

extremist minority.36 This reform, which is still considered the “critical juncture” of 

German immigration law (Nijhawan 2005), dictated that refugees entering via a third, 

“safe” country must apply for asylum there (and not in Germany). Since Germany is 

completely surrounded by “safe third states,” the only possible mode of entry is via 

airline (entry by boat is negligible). Thus, the law also revamped and streamlined airport 

intake procedures for refugees, creating what amounted to an assembly line method of 

asylum rejections. In 1998 and 2005, the law was given further teeth: it allowed for 

arbitrary-decision making by local authorities, including the determination of the amount 

of benefits individual asylum seekers receive. In addition, appealing a rejected case was 

                                                 
36 Political scholars still debate over the root causes for this juncture in German politics, pointing to the 
waves of anti-immigrant violence (Karapin 2000) and underlying racist ideology provoked by increased 
socioeconomic inequality, the influence of radical-right parties (Schain, et al. 2002), the cunning 
maneuvering of politicians from established national parties (Koopmans 1996; Thränhardt 1995), or the 
role of local politicians and citizens’ initiatives (Karapin 2003). 
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made more difficult. The gradual reduction of benefits for refugees is of importance for 

this dissertation, since up until this time benefits for asylum-seekers were at the same 

level as other welfare recipients. The 1993 law provided a special set of benefits, which 

were set much lower than standard welfare, essentially establishing two different minimal 

standards of living – one for residents, and one for refugees. This included a separate 

standard of minimally available health care. These benefit reductions were intended to 

further discourage asylum seekers and were further reduced over the next two decades. 

 The cost of reunification came to be a heavy burden to the German economy. 

Macroeconomic stagnation set in as firms restructured, consumption fell, and interest 

rates climbed. An artificially inflated one-to-one exchange rate adopted for Eastern and 

Western Marks (currency) was a particularly highly criticized measure. Above all, the 

rapid sale of Eastern state firms by the Treuhand privatization agency allowed Western 

firms to buy and then close their competitors in the East, while remaining companies 

were often unable to quickly adjust to strong trade unions and high wages. The greatest 

challenge, however, came from the modernization and integration of the relatively weak 

Eastern German economy – a costly long-term process which continues to the present 

day, with annual transfers from West to East amounting to roughly $80 billion USD (by 

2005, over a $1.5 trillion USD had been spent to boost the former East German 

economy). The European Commission designated Eastern Germany, excluding Berlin, as 

an "Objective 1" development area, thus qualifying it for investment subsidies of up to 

30% until 2013. But as industries failed and unemployment rose to over 25%, thousands 

of workers migrated to the West.  
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1993-2004: “The Boat is Full”: Restrictive Policies and Militarized Borders 

In reaction to large numbers of refugees (especially from the Balkans) and economic 

troubles in the early and mid 1990s, the metaphor “Das Boot ist voll” (the boat is full) 

grew into a catchphrase in the media and political debates. The period following the 

asylum law reform saw debates over the identity of the German nation, typified by two 

extreme positions: one, that Germany is “not a country of immigration” (the 

government’s official position until 2000) and one that emphasized the increasingly 

multicultural nature of German society. Political debates on migration policy occurred 

between 2001 and 2004 and culminated in a second major immigration law reform by 

2005. Plans to liberalize immigration law at the turn of the century were quickly thwarted 

with the terrorist attacks of September 11, 2001, leading to an increase in security 

measures and a focus on “properly integrating” legal foreigners already residing in 

Germany.  

 All the while, demand for the type of labor offered by migrants continued to grow 

in specific sectors of the Gemany economy, such as construction, agriculture, and the 

domestic and service industries. This was prompted by certain features of the German 

labor market – high wages and payroll taxes, strong unions and a highly bureaucratized 

central labor office – which no longer fit the new neoliberal agenda, along with the 

economic crisis that accompanied reunification. With the calculated removal of legal 

entry options, including and perhaps especially asylum opportunities (which were in turn 

affected by the stop in labor recruitment), undocumented or “illegal” migration increased 

in the mid-1990s. This period was characterized by increased surveillance and border 
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militarization as a means to crack down on “illegal” immigration. In less than a decade, 

the German Border Patrol (Bundesgrenzschutz) dedicated three times more personnel to 

its Eastern borders, and currently has one of the largest border patrol staffs in Europe. 

Stobbe notes that “this is especially remarkable in Germany since the Border Patrol lost 

many of its functions after the fall of the Berlin Wall (Stobbe 2000).” With immigration 

no longer exclusively a national issue, Germany also reached agreements with 

neighboring countries on border security. With the EU expansion in 2004, Germany is no 

longer a border state, but obtained the “buffer zone” of Poland and other nations to its 

East. The German Border Patrol provides money and training for its Polish colleagues, 

and is allowed to operate inside Poland’s borders. Both countries have a mutual 

extradition treaty, and citizens are allowed to travel rather fluidly between both countries 

(Stobbe 2000).  

 New technology allowed various governmental agencies to better share 

information about foreigners living in Germany. It should be noted here that showing 

personal identification is a normative procedure for many processes, and is generally 

acceptable to the population. Thus, people lacking proper identification very quickly 

become objects of suspicion. Furthermore, stricter sanctions for employers retaining 

undocumented migrants were put into place. Both of these factors have led to a 

flourishing industry in fraudulent documents. Additionally, since 1998 the Border Patrol 

has been given the authority to stop and check the papers of anyone within the country’s 

interior. This has led, perhaps not surprisingly, to a number of discrimination charges. 

Nijhawan (2005) notes an increase in the significance of ethnic profiling, e.g., in terms of 
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identification checks in German cities, as the focus of restrictive immigration policy has 

shifted to interior spaces. Nonetheless, the number of border crossers has increased since 

1996,37 a response to Germany’s continued demand for flexible, low-wage migrant 

workers in particular sectors. 

 Migration scholars agree that such repressive systems of control do not stem 

undocumented migration flows. Rather, they lead to increases in criminal activity, more 

risky attempts at crossing, and humanitarian predicaments, as well as forcing the 

“problem” to be addressed at the local level (Alt 2005; Cyrus 2004a; Nevins 2002; Scott 

2004). Illegal migration is at one level an expression of a higher demand for (legal) entry 

than exists in supply, and is thus a direct result of restrictive immigration policy. With 

increased militarization of the borders, migrants have been choosing more costly and 

dangerous ways of entering the country (cf. Nevins 2002). The number of migrants 

utilizing professional smuggling organizations has continued to rise.  In addition, as the 

borders became less porous, migrants decreased seasonal visits and stayed for longer 

periods of time. One issue that has received comparatively little public attention is the 

fatalities associated with border crossing. This is likely due to the fact that the majority of 

deaths occur at the outer EU border (e.g., between Poland and the Ukraine, or in the 

Mediterranean) and not directly in the heart of Europe (Müller 2004). Nonetheless, 

reports indicate that the period between 1993 and 2006 saw 170 deaths of individuals on 

their way to Germany or at the border; 127 of these were deaths at the Eastern German 

border. In addition, almost three times that amount suffered serious injury. During this 

                                                 
37 Based on apprehension numbers.  
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period, deaths occurring during the process of deportation also started to become a matter 

of media attention. Since the new asylum law was put into place, deaths have also 

significantly increased in detention centers. Fifty people have died in the centers, and at 

least 669 have tried to commit suicide or otherwise hurt themselves. During the process 

of deportation, five have died, and 327 have been injured (Antirassistische Initiative e.V. 

2006; see also Guerrero 2000) . 

 Interestingly, “[t]he historical legacy of the Holocaust has given rise to a political 

culture shaped by a particularly profound ambivalence about the state’s use of coercion 

(Ellermann 2006:299).” While restrictive immigration policies are generally valued, there 

is occasional public resistance to their implementation. Pending deportations, especially 

of “deserving” individuals or children, are often met with grass-roots resistance and 

media attention.38 This has resulted in unique and sometimes contradictory practices 

related to deportation, so that the state is able to effectively exercise its authority. 

Ellermann discusses three of these practices: 1) pre-empting negative attention by 

“rendering invisible the exercise of coercion” including the hiring of private charter 

flights and the contracting out of escorting tasks to foreign security personnel; 2) 

containing conflict by insulating immigration officials from the influence of local elected 

politicians; and 3) initiating steps to resolve conflicts such as offering financial incentives 

for voluntary returnees (Ellermann 2006). 

                                                 
38 I was interested to learn that deportations of migrants in Israel have been met with similar resistance, 
based on the effects of the same, shared historical memory: “…opposition to the mass deportation 
campaign is grounded in conception of personal and collective ethics, in a commitment to human rights 
law, and, for some, in historical memory of the collective trauma Jews experienced during the Holocaust 
(Willen 2006a:272).”  
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Figure 2: Poster with anti-foreigner/anti-Islamic message during 2005 election 

season: “Have a Nice Trip Home” 

 

 

2004 – 2007: European Union Expansion  

German migration policy must be understood with the European Union agenda in mind, 

and it should be noted that Germany is host to 36% of the EU’s total foreigner resident 

population (Scott 2004 citing Martin 2003). Romero-Ortuño (2004) suggests that, 

“roughly speaking,” approximately 1% of the EU population is undocumented. Other 

estimates include 2 to 3 million undocumented migrants in Europe, accounting for 10-

15% of the total foreigner population (Stalker 2002), or between 120,000 to 500,000 
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people entering the EU by irregular means annually (Scott 2004). A number of amnesty 

programs have punctuated this short history, the most recent being the 2005 legalization 

program in Spain as well as, as many pundits argue, the 2004 European Union 

enlargement which extended at least the EU “citizenship” to many undocumented Eastern 

Europeans living and working in the West. 

 The EU has concerned itself with issues of border control, refugees, and migration 

since the 1980s. The 1985 Schengen Agreement set forth a common policy on the 

temporary entrance of persons, removing border controls between signatory countries and 

allowing travel between these nations under a single “Schengen visa.” This also 

necessitated increased border patrol and law enforcement cooperation. Since then, a 

number of conventions and agreements have sought to harmonize immigration policies. 

Beginning in 1999 with the Amsterdam Treaty, common measures against “illegal 

immigration” have been adopted, leading to an increasingly restrictive policy 

environment  (Romero-Otuño 2004). 

 EU policy related to undocumented migration has focused on carrier sanctions, 

harmonizing asylum policy and visa procedures, as well as law enforcement collaboration 

between member nations. However, since each member state advocates legislation that 

most closely reflects their own national policy, what usually emerge are minimal 

standards. At the same time, increasingly restrictive national policies mean that migrants 

continue to seek more dangerous means of entering Europe. For instance, some 300,000 

to 500,000 migrants attempt to cross into Europe via the Straits of Gibraltar every year, 

seeking work in Europe’s agricultural, construction, and service industries, which rely on 
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flexible and low-cost labor.  Thus, some analysts have noted that “…instead of providing 

a solution to the ‘asylum problem,’ the new restrictive harmonized regulations have 

merely channeled the problem elsewhere (Scott 2004:11).”  

2005: The Sweeping Hartz IV Welfare Reform 

In January 2005 – amidst data collection for this dissertation study – Germany 

implemented its most radical welfare reform to date. Hartz VI,39 as it is called, remains a 

deeply unpopular restructuring of the unemployment benefit and social security systems, 

targeting the 1.8 million long-term unemployed (representing about 38% of the total 

number of unemployed). Benefits are now means-tested, and unwillingness to accept job 

offers is penalized by cuts in benefits.  However, at this stage, Hartz VI does not appear 

to be a great success; while it has saved the government money, it has failed in its goal to 

create new, sustainable jobs. It has also had the effect of making employees more fearful 

of their vulnerability, strengthening the position of firms in negotiating wages and 

weakening the power of trade unions (Economist 2005). 

 At the same time as recent welfare reforms have failed to live up to their 

expectations, Germany’s shadow economy has remained highly profitable. It continues to 

grow, despite increased sanctions, fines, and personnel dedicated to combating it since 

1994. There are several reasons for this “dual labor economy.” First, high payroll taxes in 

Germany make illicit work – by Germans and migrants alike – more attractive. Of course, 

                                                 
39 This reform is named after Peter Hartz, head of human resources at Volkswagen, who headed the 
government commission on welfare reform. Hartz resigned from Volkswagen in July of 2005 amidst 
multiple allegations of wrongdoing (including bribes to union officials and using company funds to pay for 
prostitutes), was formally charged with 44 counts of breach of trust. He was convicted and given a two-year 
suspended sentence in January 2007.  
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as the state finances the same amount of expenditures on less tax income, it must raise 

taxes, leading to even more incentive to work under the table. Second, over the course of 

the past several decades, pay scales have risen, making wages comparatively high for the 

level of skills required for many jobs. In addition, job market regulations designed to 

protect workers, such as limits on the number of hours worked or protection from 

wrongful dismissal, are now being viewed as constrictive to both employers and workers 

and no longer mesh with Germany’s neoliberal economic plans. By contrast, the shadow 

market is more flexible. Fourth, employers must follow particular guidelines in hiring, for 

example proving that they have undertaken at least three attempts to hire a German or EU 

citizen before the position can be offered to a non-EU citizen. This red tape makes hiring 

workers under the table attractive. Finally, a general dissatisfaction with state institutions, 

an increasing problem since reunification, plays a role in willingness to pay taxes (Enste 

and Schneider 2006). These features of the social economic model – high salary levels, 

high payroll taxes, excessive red tape – is costly for (especially small-scale) businesses. 

Thus, labor migrants fill an important void as they are willing to accept lower pay for 

particular services required by German society, including home health care, construction, 

agriculture, and cleaning. 

Current Migration Policy 

An overhauled immigration law, the Zuwanderungsgesetz, was put into place on January 

1, 2005. Unlike the United States, which uses a visa system to control entry to the 

country, Germany uses a system of residency and work permits. This system is complex 

and hierarchical, and up until the 2005 law there were five categories of residence 
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permits and a separate process for applying for one of the many categories of work 

permits. In reality, there were at least eleven different types of visas,40 all of which 

entitled the holder to very specific rights and privileges. The revised categories under the 

new law are designed to be simpler, with only two categories permitting either temporary 

or permanent residency. However, these are further delineated by at least 45 different 

“purposes” for residence. In addition, there are yet other titles which can bestowed on an 

individual which provide a semi-legal status including the Duldung (temporary 

suspension of deportation) and the Grenzübertrittsbescheinigung (border crossing 

certificate). The new law was intended to make legal immigration easier, simplify some 

asylum procedures, and include new grounds for asylum (most significantly, gender-

specific persecution). At the same time, it penalizes so-called “economic migrants” who 

have “illegitimately” filed asylum claim and remained in Germany.41 Perhaps not 

surprisingly, debates over all forms of migration continue to be strongly linked to the 

topic of asylum, with the state choosing to restrict all immigration via this mechanism.  

 Legal migration for the purposes of work remains severely restricted, with a few 

exceptions such as highly qualified information technology specialists (through the so-

called “IT-Greencard” program). However, these types of programs are negligible in 

                                                 
40 i.e., befristete Aufenthaltserlaubnis (limited residence permit), unbefristete Aufenthaltserlaubnis 
(unlimited/permanent residence permit), Aufenthaltserlaubnis EU befristet (limited residence permit for EU 
citizens), Aufenthaltserlaubnis EU unbefristet (unlimited/permanent residence permit for EU citizens), 
Aufenthaltsberechtigung (right to residency or residence eligibility), Aufenthaltsbewilligung (residency 
approval), Aufenthaltsbefugnis (residence authorization), von Aufenthaltsgenehmigung befreit (exemption 
from residency permit),  Aufenthaltsgestattung (residency allowance), Klassifizierung als heimatlose 
Ausländer (classification as a stateless foreigner), and  Duldung (“toleration,” or temporary suspension of 
deportation). 
41 Taran (2000) provides a discussion of migrants not perceived to have fit the definition for asylum as set 
by the UN 1951 Convention and 1967 Protocol on the Status of Refugees. These people are often labeled as 
“gate-crashers,” “abusive claimants,” opportunity-seekers, or economic migrants. 
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terms of numbers of visas offered: in 2004, only 900 such specially qualified migrants 

were allowed entry (Knott 2005). Similar to the guestworker migrations of the 1950s and 

1960s, undocumented migration now offers a discreet way for economic and political 

actors to square the need for a cheap and flexible supply of labor with Germany’s desire 

to restrict permanent settlement. The fact that undocumented migrant workers are 

tolerated constitutes a de facto labor policy on behalf of some states, who can simply 

deport them in times of economic downturn (Gibney 2000; Taran and Geonimi 2003). 

 German attitudes toward migration remain highly ambivalent. Despite the fact 

that impending deportations, especially of “deserving” individuals and families, are 

occasionally met with organized protest and media attention, restrictive immigration 

policies are generally well-received. Anti-immigrant legislation retains public support, 

and denunciation practices play an important role in enforcing law. Authorities rely upon 

and promote civilian collaboration to enforce immigration regulations. In fact, Stobbe 

(2000) notes that denunciation practices play an important “cultural” role in Germany’s 

migration regime. “Most striking for spectators from the U.S. and many civil rights 

groups…are the common practices of ‘snitching.’ These practices are sustained and 

created by the German authorities to enforce immigration regulations, and are popular 

among many Germans (Stobbe 2000).”  For example, the Border Patrol elicits citizen 

reports using posters with a hotline number. Some 70% of all border apprehensions, and 

the vast majority of worksite raids, are the result of following up on such “suspicious 

persons” reports. Of course, reliance on civilian collaboration is an important feature in 
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other host societies as well (Coutin 2003a; Suarez-Navaz 2004; Ticktin 2002; Willen 

2006b).  

 In addition to such voluntary “snitching,” other forms of denunciation are written 

into law. Later I will discuss how this plays out in relation to medical care; suffice it to 

mention at this point that Section 87 of the Residence Act mandates that persons residing 

in Germany illegally be reported to the appropriate authorities if they seek services at 

public facilities. Some civilians (non-public officials) have been charged with these 

crimes, including clergy and landlords. Fines have been levied against German taxi 

drivers operating near the Polish border who have transported illegal immigrants, even 

unknowingly. In response, taxi drivers have, in some areas, reportedly stopped accepting 

“foreign-looking” passengers (Beisbart 2003; Scott 2004). Despite protests by civil and 

human rights groups against these denunciation laws, they remain in effect. Needless to 

say, these incidents have led to allegations of discrimination, especially potent since this 

tactic employs the gaze of public servants as well as the private sector. This reflects 

Foucault’s ideas of productive and capillary power, in that immigration law has become 

increasingly displaced from government authorities to private citizens through 

surveillance in everyday life (see also Coutin 1993).  

Germany’s Legal Migrants: Between Integration and Exclusion 

Legal migrants in Germany today face specific forms of exclusion based on race and 

nationality, which are important to understand before moving on to undocumented 

migration. After all, the social and political exclusion of undocumented persons rests on 
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previous experiences with other groups.42 Today, Germany ranks as the number three 

migrant destination in the world (United Nations Population Fund 2006). Approximately 

9% of its population of about 82.5 million is foreign. The majority of these foreigners – 

about a quarter, or some 1.8 million persons – are European Union citizens, who 

technically cannot be “illegal” residents, although in some cases they may be working 

without proper permits. Turkish citizens represent the largest single group of foreigners, 

comprising some 30% of the non-German population (Stobbe 2000).  

Dynamics of Ethnoracial Stratification 

Importantly, not all migrants are foreigners (e.g., ethnic Germans) and not all foreigners 

are migrants (e.g., second and third generation children of former guestworkers).43 

Because of this unique stratification, researchers must often resort to descriptors such as 

“anyone living in Germany who comes from an immigrant background (Narimano, et al. 

2001).” Even today, it would be unheard of to talk about a migrant’s “Germanness” in the 

way various measures of acculturation attempt to capture putative “Americanness,” for 

example (see Coutin 2003b). Quite the contrary: a unique vocabulary has emerged in 

Germany which emphasizes the distinction between naturalized citizens, other (legally 

residing) foreigners, and genuine incorporation to the national body. Thus, permanent 

residents and even foreign-born, naturalized German citizens are referred to as 

“ausländische Mitbürger” (foreign co-citizens), “Menschen mit Migrationshintergrund” 

                                                 
42 There are similar parallels of exclusion in other societies – e.g., African immigrant citizens in France and 
Palestinian citizens in Israel (Willen 2006). 
43 Nonetheless, many reports conflate the categories “foreigner” and “migrant,” especially in discussions on 
illegality, since only foreign migrants (and not recognized ethnic Germans) can be “illegal” (e.g., Worbs et 
al 2005). 
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(persons of migrant background), or “Deutsche ausländischer Herkunft” (Germans of 

foreign descent).44  This illustrates that the persistence of the ethnoracial model of 

belonging – in other words, only a person of German descent is considered truly 

“German.” As noted earlier, ethnic German “resettlers” are defined as any persons whose 

descendants lived within the boundaries if the German Reich prior to 1937. These 

individuals and families are given preferential treatment – automatic citizenship – based 

on the idea of a “community of fate” (Schicksalsgemeinschaft), which needed to be made 

whole. They inhabit the highest rank in the hierarchy of foreigners, since they are 

essentially “German,” even though many of them did not speak the language or have 

other ties to the nation. Their preferential treatment has been the matter of continued 

debate since the early 1990s, and today they must meet additional criteria to qualify, 

including evidence of language ability.   

 Figure 3 presents a diagram that shows the interrelationship between different 

kinds of citizens in contemporary Germany. 

                                                 
44 For a fascinating description of terminology and third-generation Turks with German citizenship, see 
Baban 2006. 
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Figure 3: Classifying foreigners and citizens in Germany45 

 

 

1. German citizen with German parents* 
2. Migrant with foreign citizenship, with legal status, officially registered  
3. Foreign citizen born in Germany (no immigration), officially registered 
4. Foreign citizen living in Germany (short-term), officially registered 
5. Foreign citizen living in Germany (long-term), officially registered 
6. Naturalized migrant who has taken on German citizenship* 
7. Ethnic German immigrant (Spätaussiedler or “late repatriate”)* 
8. Migrant, dual citizen* 
9. Foreigner, dual citizenship, born in Germany (no immigration) * 
10. Refugee/asylum seeker 
11. Migrant with foreign citizenship, without legal status, not officially registered 

 
* these individuals are classified as “German nationals” according to law and in official 
statistics 
 

  

  

                                                 
45 Adapted from Razum 2003. 
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 These distinctions, which may appear minor at first glance, are quite important 

because (different groups of) non-Germans are treated with an array of special laws, 

ordinances, and directives. European Union citizens have more rights than other 

foreigners, such as preferential treatment for jobs and some forms of property ownership. 

EU nationals are also able to vote in some local elections, including the cities of Munich 

and Paderborn (Mushaben 2006). Surprisingly, these voting rights – still only available to 

EU nationals – are not available in cities with the largest foreigner populations, which 

often equal a large percentage of the population (e.g. Frankfurt am Main: 30%, Stuttgart: 

24%). Political rights such as these are conceptualized as German “citizen rights,” in 

contrast to other “individual” or liberal rights, such as the right to a fair trial or freedom 

of speech.  Starting in the 1980s, immigrant activists – particularly the descendants of 

guestworker families, such as second-generation Turks in Berlin – began to reap 

successes as political actors in local politics. These activists became political agents and 

helped “loosen the formerly tight connection between membership in the German nation 

and the legitimacy of public actors (Brady 2004:223).” In doing so, new categories of 

political and cultural belonging were forged based on local community involvement (see 

also Baban 2006). Nonetheless, the multicultural nature of German society remains hotly 

contested to this day.  

 In addition to differential political and social rights, foreigners inhabit a hierarchy 

in Germany society based on race and nationality, often tied to particular notions of 

“Germanness,” and “Europeanness.” Silverstein (2005) describes racialization of the 

(im)migrant category in Europe as occupying the “new savage slot,” following older 
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traditions of racism and exoticization, and proving structurally persistent. Even the 

seemingly uncontested category of “white” is fluid and unstable, with various categories 

of peoples falling into and out of this category at various times in history (e.g., Eastern 

and Southern Europeans). Ethnic Germans, typically from Eastern Europe, occupy the 

highest “slot,” followed by other Europeans (those from Northern nations ahead of 

southern, Mediterranean countries), followed by Latin Americans, Arabs, and so forth. 

European (e.g., Polish), or “potentially European” citizens (e.g., Romanian) are seen as 

more like Germans, and foreigners from nations with political persecution (e.g., Cuba) 

are preferenced above those migrating “solely” out of poverty, as I have explored 

elsewhere in this dissertation. Finally, the frames of xenophobia have shifted over time, 

so that racism based on purely biological categories has become replaced by a wider 

presupposition of cultural difference, especially in the case of Muslim men. According to 

a recent survey by the University of Bielefeld, xenophobic sentiments towards foreigners 

living in Germany – particularly Muslims – has increased in past years. Sixty percent of 

respondents in 2004 felt that Germany had become “too foreign” (Goeller 2005).  

Defining Undocumented Migration 

Who is “illegal” in Germany? There are, in fact, three different categories when it comes 

to “illegality:” illegal entry, illegal residence, and illegal employment. Because these 

concepts are often used interchangeably and inconsistently, I will first discuss each in 

detail. 
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Illegal Entry 

Most people enter the country legally, either because they are citizens of states that do not 

require visas by using a tourist or student visa. The visa-free entrance is intended only for 

short-term visits, allowing the passport holder to stay for up to three months. This so-

called “tourist loophole” remains the primary method of entry for undocumented 

migrants, accounting for the vast majority of individuals who later become “illegal.” This 

is similar to practices in other countries, but quite different to the United States, where 

“only” 40-45% or 3.2 million undocumented migrants enter through legal channels and 

then become visa-overstayers (Cyrus 2004a; Stobbe 2000). In addition, there are very few 

checks at the borders to neighboring countries (in contrast to the militarized outer borders 

of the EU), and oftentimes passports are not examined or stamped, so that it is impossible 

to determine when an individual entered the country. Furthermore, tourist or visitor visas 

can be easily purchased in some countries. Because they enter the country legally, visa-

overstayers affect the interpretation of migration statistics. For this reason, this (very 

large) group is often considered “semi-legal,” “formerly legal,” or to use a term popular 

in Germany, “illegalisiert” (to “be made illegal”).  

 Much of the political attention surrounding “illegal immigration” has centered on 

the professed need to combat trafficking. While there is no doubt that such organized 

criminal activity exists, it is important to distinguish different forms of aid in crossing 

borders. In fact, most aid that is provided is in the form of informal, “ad hoc 

relationships” and involves voluntary movement across the border (and is thus 

technically smuggling, and not trafficking). For example, experienced circular migrants 
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may simply be giving a ride to friends or family members; often there is no charge for 

this “service” other than pitching in for gas. Criminal networks tend to be the exception, 

rather than the rule. Even Border Patrol statistics indicate that more than two thirds of all 

migrants apprehended were traveling without any form of aid. Nonetheless, smuggling is 

not uncommon. For the countries of Central, Eastern, and Southern Europe, prices for a 

trip to Germany via organized smugglers range from $50 to 1,500 USD, dependent upon 

what the “package” entails. The most expensive travels are from Vietnam, at about 

$6,000 USD (Alt 2003). The route from Asia usually goes over Moscow and Prague. 

From Africa, the journey tends to be across the Mediterranean, between Morocco and 

Spain or Italy. A local who helps them cross on foot costs about 25-100 Euros ($32-130 

USD). This may sound inexpensive, but there is also a hierarchy of skin color and 

nationality: the German Border Control, in a 2002 study of the German-Czech border, 

cited a wide range of prices depending on nationality, with Vietnamese paying ten times 

the amount of Eastern Europeans (cited in Alt 2003).  

Illegal Residency 

After having entered the country legally, many migrants slip into illegal residency after a 

certain period of time (usually three months). Thus, “illegality” most commonly arises as 

a result of continued stay following entrance with a tourist or student visa, rejected 

asylum application, or lack of residency permits for family members joining migrants 

living in Germany. A distinction can be made between persons “known” and (at some 

point) registered with authorities, such as former asylum seekers, and those who are 

“unknown.” Similarly, asylum seekers whose claims were denied generally show up in 



 

 

148 

statistics for illegal entry, but not for illegal residence because they are often in the 

process of awaiting a decision or have a Duldung (temporary suspension of deportation). 

There is some debate over whether or not individuals with a Duldung status count as part 

of the undocumented population. In contrast to other forms of “illegality,” they are 

registered with the government and their numbers are known. Thus, a distinction can also 

be made between “unlawful” (e.g., when a residency permit has expired) and truly 

“illegal” residency. 

 After the 1993 law reform, marriage became the only true form of legalization. In 

order to marry an undocumented person, there are two options: the person must leave and 

then re-enter the country on a marriage visa, or apply for asylum and marry while the 

individual is in the “semi-legal” stage awaiting the asylum decision. In either case, the 

process is usually complicated by a number of bureaucratic hurdles, such as obtaining 

specific documents from the country of origin (e.g., the birth certificate or a “Certificate 

of No Impediment,” certifying that one is not already married).  This is particularly 

difficult, if not impossible, for persons who have lost their documents, either because 

they were stolen, kept by smugglers, or if the country of origin is in turmoil without 

reliable institutions. Of course, if both partners are illegal (and especially if they come 

from different countries of origin) there is no way to marry legally in Germany. Finally, 

there are options like the Scheinehe or “bogus” marriage arranged through advertisements 

or agencies for money,46 which must be distinguished from the Kontraktehe or a 

“contracted” marriage with a willing participant. The former is a form of commercial 

                                                 
46 Alt (2003) cites prices ranging from 5,000 to 30,000 Euros (about $6,000 --$36,000 USD), with 
“immediate” options in Berlin starting at 45,000 Euro (about $54,000 USD). 
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exchange and rests on exploitation, while the latter is seen more as “doing a favor” for 

someone or as a means of social protest. Contracted marriages may also be called a 

Schutzehe (marriage for protection) or Zweckehe (marriage of convenience/marriage for 

pragmatic reasons), and reflect the willingness of individual citizens to commit to 

undocumented persons in order to “help” them. The motivation for this practice stems 

with a political discontent of the state’s policies, and is highly organized in some 

instances (with websites, networks, etc). This constitutes yet another way in which the 

responsibilities for integrating migrants becomes privatized, here at the level of the body 

and much like the false paternity claims I discuss in Chapter 9.  

Illegal Employment 

Additionally, the category of “undocumented” can refer to the lack of a work permit. 

Thus, people often enter legally, may even have a legal residency permit, but move 

towards “illegality” by taking up employment without a work permit.47 Because of the 

differential and often confusing application of residence and employment visas, many 

migrants believe that having the residency permit is all that is required to work in 

Germany.  Polish nationals often take up a specific form of this practice often called 

circular (or “pendular”) migration. Since the 1991 accord which allowed Polish nationals 

to enter Germany without a visa, illegal entry is no longer an issue. However, their illegal 

employment makes this effectively the single largest group of undocumented migrants 

(Cyrus 2004a). Of course, since German citizens can also work “illegally” or under the 

                                                 
47 Persons who enter visa-free but engage in economic activity face charges under Paragraph 92 of the 
Foreigner’s Law. 
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table, researchers often speak of “double illegality” for foreigners without residency who 

work without a permit (Anderson 2003; Worbs, et al. 2005).48 Importantly, all three of 

these categories are not mutually exclusive, and individuals can change any one but still 

be “undocumented.”  

 Another issue is pseudolegality – the presentation of false documents upon 

entering the country or engaging in employment. Some analysts have suggested that the 

use of false documentation does not appear to play a major role, despite the publicity 

surrounding it (Cyrus 2004a; Bade 2001, cited in Müller 2004)49. However, as noted 

earlier, these practices have been increasing with the rise in internal controls. Authorities 

have discovered specific use patterns, e.g., stolen visa forms in the case of Iraqi and 

Azerbaijani migrants or the use of a relative’s passport and residency permit in the case 

of some Bosnian and Croat refugees. There have been many reports of people taking on 

the identity of European nationals, e.g., using fake British or Italian passports. These are 

often much easier and less expensive to obtain than false German documents. Major 

cities in German have markets (comparable to “supermarkets”) for these kinds of items 

(Alt 2003). These include health insurance cards, for which people pay several thousand 

Euros50 (Anderson 2003).  In addition, travel agencies in the country of origin may 

arrange a visa under false pretenses (e.g., offers of employment). Finally, it is important 

to keep in mind that some people may not even know they are illegal or lack the proper 

                                                 
48 This term has become less relevant with the new Foreigner’s Law, which has implemented a “one stop 
government” model in which work permits are more closely tied to residency permits than before, i.e, are 
not necessarily applied for through two separate processes anymore. 
49 However, it could also be argued that many cases of false documents are never discovered, assuming 
many are done very well or use actual documents of other persons. 
50 It is doubtful that this will continue much longer with the planned introduction of biometrics on patient 
insurance cards. 
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authorizations, since the system is quite complicated. In the end, the state benefits from 

this complicated system since it prevents migrants from claiming any possible rights 

accorded to them, while still retaining the veneer of control and accountability.  

 Figure 4 summarizes paths into “illegality,” and highlights three issues: a) the 

complexity of categories and fine distinctions between them; b) the importance of 

distinguishing between illegal entry, illegal residence, and illegal employment; and c) the 

fact that illegal entry is the least common issue. 
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Figure 4: Paths into and out of “illegality” in Germany 

 
  

Paths Leading into “Illegality”  
• Legal entry with the right to settle, but failure to apply for residency permit; 
• Legal residency with temporary permit, but failure to extend permit; 
• Legal entry without the right to settle, but continued stay in the country; 
• Legal entry without the right to settle, initiation of employment without work 

permit; 
• Legal entry with the right to settle, initiation of employment without work 

permit; 
• Legal OR illegal entry with temporary residency permit (as refugee, student, 

etc.), initiation of employment without work permit; 
• Legal entry with right to settle, continued stay in country despite expiration of 

temporary residence permit, expiration of residency purpose (e.g., as a 
student), or despite being asked to leave; 

• Legal entry with right to temporary settlement and work permit for specific 
occupation, employment in a different activity area; 

• Pseudolegal entry based on fake or falsified documents; 
• Pseudolegal entry and pseudolegal settlement based on fake or falsified 

documents identifying one as an Aussiedler (return migrant of German 
heritage) or Jewish Kontingentflüchtling (“quota refugee” from the former 
Soviet Union); 

• Illegal entry; 
• Birth as a person without status as the offspring of illegal parents (i.e., from 

any one of the above categories). 
• Stateless persons with difficulties obtaining official documents (Guerrero 

2000) 
 
Paths Leading out of “Illegality” in Germany 

• Granting or extension of residency permit following failure to extend, if the 
person is eligible; 

• Marriage with a German citizen or foreign citizen holding valid residency 
permit; 

• Granting of residency permit for mother following birth of child with  German 
nationality (or if father is a long-time legal resident foreigner); 

• Granting of asylum; 
• Unsupervised departure across the border; 
• Supervised departure across the border (deportation); 
• Death. 
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Making Legible those with “the Nerve to Evade Statistical Enumeration” 

While there are numerous difficulties in attempting to enumerate such a “hidden” 

population, this is further complicated by an unwavering faith in official statistics. Daily 

life in Germany is tightly controlled in comparison to surrounding nations (or the United 

States), and registration at various offices is fairly common, including recording one’s 

residency at the local courthouse. Other facets of life are highly regulated as well: 

opening hours for stores; registration and fees for television, radio, and cell phone 

service; regulation of the media; and tightly controlled labor protections (e.g., limits on 

number of hours worked), to name a few. Given all of these regulations in daily life, it 

may seem inconceivable to many citizens that there are persons living among them who 

are unknown to authorities and otherwise “invisible.” Germany has only very recently 

reconsidered its official position that it is a country of “zero immigration,” but it lags 

behind its European neighbors in recognizing the presence of undocumented migrants 

within its borders, in part because of this otherwise tightly controlled social environment. 

[In] such a proper, thorough country as Germany, where authorities regulate even 

the height of a yard fence down to the centimeter, where nothing exists if it hasn’t 

been officially documented – how does a country like this deal with a problem 

that has the nerve to evade even statistical enumeration? (Gaserow in Pater 2005, 

my translation). 

 Official demographic figures are often assumed to be flawless, since every 

resident must register with the local courthouse and, for example, provide proof of this 

Registration when renting an apartment. Because of the widespread belief among citizens 
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and politicians alike that everyone is registered somewhere, in some way, policymakers 

are also able to easily ignore the needs and rights of a million or so individuals not 

captured by usual statistics. James Scott, in Seeing Like a State, (Scott 1998) argues that 

the project of the modern state from the outset has been to make society more "legible." 

How could governments effectively govern their citizens, he says, if they had no clear 

idea of where those citizens lived, or no standard method of counting how much they 

produced? Thus, statistics and various means of reporting are essential features of state 

power and control.  

 The basic problem with enumerating this population is that there is an uncertainty 

regarding to whom the term “illegal” refers: those with illegal entry, illegal residence, 

illegal employment, or some combination of the previous. Official sources are unwilling 

to create estimates51 because the data is so unreliable, and approximations made by 

scholars are often unsatisfying. While Alscher, Münz et al (2001) provide a breakdown of 

various sources used to create these estimates – including border patrol apprehensions, 

criminal statistics, worksite apprehensions, falsified documents confiscated – the figures 

they cite are outdated at this point. Cyrus (2004a) also notes that it is important to keep in 

mind that these statistics do not provide a random sample, since many arrests are based 

on police profiling of persons who “look different.” Oftentimes calculations may not be 

accurate, but only provide a best guess scenario. For example, some researchers have 

taken the number of arrests at the EU outer boundary and multiplied by three (a 

multiplicator apparently determined by immigration experts). In other cases, researchers 

                                                 
51 In theory, Germany has a national census; however, the 1987 census was so heavily contested by civil 
rights advocates that future counts have been put on hold (Stobbe 2000). 
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have extrapolated a percent of the total population calculated for certain metropolitan 

areas to the entirety of Germany. This is of course problematic if the initial estimates are 

incorrect, or if the baseline cities are not representative of Germany as a whole. Even 

though some estimates are relatively reliable, attempts to extrapolate an estimated 

number of unreported or undetected cases (whose existence must be assumed with any 

clandestine activity) from them are impossible. Surely, there are motivations for 

presenting an abnormally high or low figure. For example, NGOs and border-control 

proponents alike use higher figures to underscore their respective agendas and to garner 

resources. It should also be noted that some undocumented migrants are captured in 

statistics, especially if they use fake documents or do register at the courthouse (this is 

possible, after all).  Unlike the U.S., where estimates of “illegal” migration are based on 

particular patterns from Mexico, the spectrum of countries of origin is much wider in 

Europe.  A lack of legalization programs means that no estimates can be gained using 

those statistics, either. There have never been any official amnesties for undocumented 

persons in Germany,52 unlike some of their European neighbors such as Spain, Belgium, 

and Italy. In nations where legalization campaigns have been implemented, large data 

sets including socioeconomic characteristics of undocumented populations may be 

available. However, the representative nature of these statistics can be questioned as well, 

                                                 
52 There have, on occasion, been special programs which grandfathered in some asylum seekers 
(Altfallregulungen). If they had lived in Germany for a certain length of time (5-8 years), were employed 
and had a private place of residence, they were given a two-year residency permit. A Ministry of the 
Interior (Bundesministerium des Innern) report from 2001 counts a total of ten such grandfathering in or 
amnesty cases between the years of 1991-2000.  Furthermore, the eastward expansion of the European 
Union in 2004 has been widely understood to be an “unofficial” legalization campaign (Cyrus 2004a; 
Gaserow 2005). It allowed legalization without addressing the problem of integration of migrant workers 
into the shadow economy.   
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since oftentimes certain conditions must be met (e.g., employment over a period of years) 

in order to be eligible for legalization. Regardless, this sort of baseline data set is not 

available in Germany, which has never had any such legalization campaign. 

 Having said this, estimates that circulate suggest between 500,000 to one and a 

half million individuals who fall into the category of undocumented or “illegal” migrants. 

Cyrus (2004a) considers one million to be a realistic minimal estimate, and most 

researchers agree that the numbers have grown steadily and remained at a high plateau 

since the late 1990s, based on some “traces” that undocumented migration leaves in 

official statistics (such as arrests). Estimates for individual cities include 100,000 in 

Berlin (Gross 2005); 100,000 in Hamburg (Weikert 2005); 30,000-50,000 in Munich (Alt 

2003; Anderson 2003);  in Cologne, estimate range from 10,000 to 25,000 (Gannott 

2005); Kiel has an estimated 1,400-2,000; and in the former capitol of Bonn, there are an 

estimated 4,000 undocumented migrants (Brenn 2004).53 For comparison, the total 

population of Germany is 82,437,995 (as of November, 2006). 

 Undocumented migrants are much more likely to live in urban areas, especially if 

there is an existing community of legal migrants from the same countries or regions. 

Urban areas are primary destinations because most migrants work in the construction or 

services sectors. Munich and Frankfurt am Main, for example, have high concentrations 

of foreigners (up to 23% and 30% of the total population, respectively), as do Berlin and 

                                                 
53 Cyrus (2004a) provides some considerations on the geographic distribution of undocumented migrants in 
Germany, based primarily on criminal statistics from 2003. In this, the states of Brandenburg, Sachsen, and 
Mecklenburg-Vorpommern had the highest concentration of “illegal” foreigners, followed by Hessen, 
Schleswig-Holstein, and Bavaria. There is less concentration in the new (formerly East German) states 
because of the currently unfavorable economic situation. There are, however, concentrations of Vietnamese 
in the cities of Rostock and Leipzig, a remnant of their historic relationship as guestworkers in the GDR.  
Russian military bases in Leipzig also play a role in drawing migrants from Eastern Europe and Russia. 
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Hamburg, making these cities primary destinations for undocumented persons. Cities in 

the former West Germany tend to be most attractive, both because of their stronger 

economies and because they have a diversity of nationalities, often shaped by specific 

regional histories. For example, the presence of U.S. military bases in the Rhein-Main 

area predated the arrival of domestic workers from the Philippines who have since found 

jobs in the surrounding economy (Cyrus 2004a, citing Shinozaki 2003). There is a 

generally wide distribution of Polish nationals around the country and concentrations of 

Latin Americans in all major cities.  

Countries of Origin 

What about countries of origin for undocumented migrants? First, it should be noted that 

there is a strong relationship to the countries of origin for refugees/asylum seekers, 

important because of the impact of the policies discussed earlier in this chapter. 

Researchers also assume a relationship to legal migration patterns. In other words, 

migrants utilize networks of friends, family, and compatriots as support when entering 

the country. Another important factor is the differential system of legal entry and visa 

requirements for different countries. For example, EU citizens are able to travel freely 

and simply have to register their residency in Germany – therefore, they would 

technically not be considered “illegal,” and would unlikely be included as offenders at the 

border or during regular patrols. However, they may work in Germany without permits. 

Conversely, citizens of countries with strict visa requirements, such as China or the 

Russian Federation, would be likely to have a stronger presence in border patrol 

apprehension figures (Worbs, et al. 2005). Migration from former colonies is negligible; 
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Germany lost its colonies after the World War I, so that postwar immigration was defined 

more by economic necessity than by direct colonial ties (unlike France and Great 

Britain). 

 According to Cyrus (2004a), the single largest group of undocumented migrants 

in Germany are labor migrants from Eastern Europe who have entered visa-free. Most 

arrive from Poland, followed by the Czech Republic and Lithuania. Many of these are 

circular migrants, who, despite their legal entry, do not possess work permits. They are 

rather inconspicuous and can easily pass as tourists or Germans. There are several 

patterns within this group, from the resettlement of entire families with children to 

circular migrants who travel back and forth to their home country. Most studies have 

focused on Polish nationals, likely the result of their large numbers as well as extensive 

networks of Polish nationals throughout the country. In addition, there are some 700,000 

Aussiedler from Poland (who show up as German nationals in statistics) with continued 

ties to their homeland.  

 A second major group is citizens from nations which have a historical 

relationship of migration to Germany. The most frequently represented countries, in 

descending order based on the number of apprehensions are Turkey, the nations of former 

Yugoslavia, the Ukraine, the Russian Federation, Romania, and Vietnam. For the most 

part, these individuals require a visa, and oftentimes they are joining family members 

already living in Germany. For some, such as Kurds or citizens of the former Yugoslavia, 

applying for asylum after entry offers the possibility of becoming a “legal” resident. 

There is less literature available on this group of migrants – for example, even though 
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Turkish nationals represent the single largest group of legal foreigners in Germany (1.9 

million persons), there are no studies about illegal migration from Turkey.54 The same 

applies to the second-largest group – citizens of the former Yugoslavia. In many cases, 

these individuals enter illegally, often with the help of professional smugglers, in order to 

join relatives already living in Germany, and then apply for asylum.55 In addition, with 

the restructuring in the early 1990s and the gradual opening of Vietnam, “travel agents” 

started to appear in Vietnamese villages offering trips to Germany and work opportunities 

(Alt 2003).  

 Finally, a third major category consists of individuals from politically or 

economically instable nations. These include Iraq, India, Afghanistan, and China, along 

with various regions of Africa and Latin America. These persons also require a visa, and 

in many cases will apply for asylum upon arrival. If denied, they may opt to continue 

their stay in the country illegally. Some migrant groups (e.g., Latin Americans) appear to 

skip the asylum process (based on the low number of applications from these countries) 

and chose the direct path into “illegality.”  In order to stem the rise in immigration from 

Ecuador, for example, Germany recently removed that nation from the list of states 

whose citizens may enter without a visa. There are quite a number of studies of illegal 

Latin Americans in Germany, making them the second-largest studied group in the 

literature. Notable literature on other groups in this category include Gehring’s work on 

                                                 
54 Alt (2003:105) describes a curious group he encountered during his study on illegal migrants in Munich, 
which he calls long-term circular migrants (Langzeitpendler). These were individuals from Turkey and the 
former Yugoslavia who had arrived before the guestworker program ended in 1973. Since then, they have 
traveled between their home country and Germany on a regular basis, often to work with the same 
employer. 
55 If they were to ask for asylum upon entry, they would be immediately denied and told to seek refugee 
status in the “third, safe” country from which they are entering. 
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Afghan asylum seekers (Gehring 2003) and Nijhawan’s study on undocumented Sikhs in 

Frankfurt am Main (Nijhawan 2005). For some, Germany is simply a stop on the way to 

other countries such as the United Kingdom or even the United States (Alt 2003).56 Since 

financing the journey all the way to the U.K. is pricey (the island has tight immigration 

controls), some migrants end up getting “stuck” in Germany. 

Refugees, Asylum-Seekers, and Permits for Humanitarian Purposes  

Although this dissertation does not explicitly focus on refugees, there are a number of 

reasons to discuss them at this juncture. In the introduction, I noted how scholars and 

activists frequently use the categories of “refugee” and undocumented migrant 

interchangeably. As these are issues to which I refer throughout this paper, a basic 

understanding of the asylum process is in order.  

 Many undocumented persons are former asylum seekers or technically eligible for 

asylum. One report has suggested that 40% of all undocumented persons are former 

asylum-seekers (Sextro, et al. 2002). Alt’s work in Leipzig (Alt 1999) also suggests that a 

number of his interview partners could in fact be considered refugees using the terms of 

the Geneva Convention. In his 2003 study, he notes that the largest percentage of his 

participants/interviewees (total n = 44) were war refugees from the former Yugoslavia. 

Many had come to Germany in the early- to mid-90s as refugees but were returned home 

after the war; without any prospects and their former livelihood destroyed, some opted to 

return to Germany where they now had some basic social network.  

Let me give an example from my own research:  

                                                 
56 Fassin (2005) cites smuggling costs of $500-$1,000 just to cross the Channel. 
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Adnan, or “Ado,” as he likes to be called, left Bosnia with his mother and two 

siblings in 1993. At that time, he was 17, and his family was awakened by soldiers 

one night looking for him – to force him into the war as a soldier. His mother lied 

and was able to convince them that Ado was not at home. The very next day, the 

family packed up a few clothes and left for Germany. The father, a Sarajevo 

businessman, stayed behind. The family was granted asylum in Germany, and the 

father joined them a year and a half later – whole except for a foot he had lost to 

a landmine. Their business had been destroyed, their house given to a Serbian 

family.  

 Ado and his family were able to stay in Germany until 1997, when their 

asylum permit was no longer extended. They were sent back to Bosnia. The first 

two years were marked by hopelessness, since they had lost everything. Having 

spent much of his young adult life there, Ado began to travel back and forth to 

Germany. At age 29, he decided to move back to Germany, “illegally,” and stay 

with a girlfriend. He easily found work doing construction, and had no plans on 

ever returning to Bosnia.  

Ado is one of many former refugees who have stayed on in Germany after their permits 

were revoked. In his case, he actually left the country with his family, but found no 

reason to stay in Bosnia, and opted to return to the country he knew well as an adult.   

 The first line of recourse for many citizens of politically instable states is to apply 

for asylum when they arrive. Following an illegal entry, they are thus able to become 

temporarily “legal,” at least until their case has been decided. However, there has been 
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reports (Alt 2003:195) of police providing wrong or incomplete information to migrants 

seeking to exercise this option. Furthermore, some refugees avoid the process altogether 

based upon the (negative) experience of others and lack of trust in institutions. Because 

of the extremely low rate of approval for asylum seekers (about 4%), many eligible 

individuals do not even bother applying for asylum. Finally, the restrictions associated 

with the asylum process (residence in a group home, lack of freedom of movement, 

ineligibility for work permit) make this additionally unappealing.  

The Duldung Practice and Deportability 

One important feature of “illegality” as a juridical construct is its ability to render certain 

populations deportable, despite existing social networks, personal achievements, and 

emotional ties to the host society. In Germany, deportability is both defined through and 

tied to its opposing condition, the Duldung. The Duldung is a temporary suspension of 

deportation, which can be issued based on Article 60a of the Residence Act. It is a liminal 

status that can be assigned to undocumented migrants but is not identical to a residency 

permit. The term “Duldung” literally means “toleration,” i.e., their presence is 

“tolerated,” a rather undignified condition. It marks individuals as neither fully legal nor 

fully illegal, and does not alter the fact that the person is obligated to leave the country. 

This status is most typically issued to asylum seekers whose claims have been denied but 

who cannot be returned to their respective countries of origin, for example because of 

political strife. Thus, the Duldung is the badge of deportability. Since the 1993 change in 

the asylum law, increasing numbers of individuals have held the status Duldung, and 

some have found themselves in this in-between situation for over a decade. The Duldung 
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has generally been issued to groups of individuals with specific characteristics, such as 

migrants who are considered well-integrated or traumatized refugees. Most long-term 

holders of the Duldung come from Afghanistan and the nations of the former Yugoslavia.  

 Individuals with a Duldung are registered with the government, distinguishing 

them from other deportable populations, such as undocumented labor migrants. This 

makes them, to borrow Sassen’s language (1998), “recognized” yet (not fully) 

“authorized.” In fact, they inhabit a state of hypervisibility, since they must continually 

notify officials of their location and activities. In contrast to all other EU countries, 

asylum seekers with a Duldung in Germany must remain in the district to which they are 

assigned under a dispersal system (this is called the Residenzpflicht). This dispersal 

system assigns refugees equally to all municipalities in an effort to distribute cost. Critics 

charge that this is an unjust practice, since it means that refugees cannot participate in 

social or cultural events, visit friends, or seek more competent legal counsel elsewhere 

than may be available where they happen to live. This requirement to remain in a 

specified area is regularly breached, creating opportunities for authorities to threaten 

individuals. The Duldung status also restricts the holder’s rights in other ways; for 

example, only emergency medical care is covered and employment is prohibited.57 

Individuals are expected to sustain themselves through meager allowances provided by 

the state (allowances which are set at a lower rate than regular welfare benefits), and 

“illegal” employment is pursued as a criminal activity.  

                                                 
57 After one year with a Duldung, individuals may apply for a work permit. However, they may only apply 
for jobs if it does not “negatively effect” the job market, and cannot be hired if a German or legally residing 
foreigner has applied for the position. While a new law (2006) allows long-term holders of the Duldung to 
apply for a residency permit, they must first provide proof of employment – a “catch-22” dilemma that is 
often difficult to resolve.  
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 In the past, the holder was required to reappear at the Foreigner’s Office 

(Ausländerbehörde) at regular intervals, at which time this status was reevaluated and 

possibly extended for another period of time (e.g., 3 months). Notably, members of the 

same family are often approved for different lengths of time. This practice of successive 

suspensions of deportation was supposed to be eliminated with the new immigration law 

implemented in January 2005. In principle, people who have held the Duldung status for 

six months, and certainly by 18 months, are eligible to receive a residency permit. 

Instead, in the two years after the law went into effect, thousands of individuals continued 

to hold temporary suspensions of deportation which had been extended more than 18 

months – clear evidence that the government has not seriously followed through with the 

implementation of the promised regularization. In November 2006, the state Interior 

Ministers decided on a new policy for the 190,000 long-term holders of the Duldung who 

have lived in Germany at least eight years (six if they have school-age children). 

According to this policy, only those individuals who have established employment are 

eligible to receive a permanent residency permit. Critics have charged that these 

conditions are unfair, since employment was made almost impossible for holders of the 

Duldung.  

Suspensions of Deportation and Humanitarian Residency Permits Due to Illness 

Deportation may be suspended in the case of illness, through the application for either a 

Duldung or temporary residency permit for humanitarian reasons. Ironically, as asylum 

opportunities for victims of political violence were being restricted all across Europe 

during the 1990s, new criteria based on humanitarian principles have opened doors for 
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migrants with severe illnesses. In this way, “the suffering body” became the primary 

resource and bargaining chip for undocumented migrants seeking legalization (see e.g., 

Fassin 2005, Ticktin 2002, 2006). Humanitarian residency permits have been issued to 

the very (physically or mentally) ill, victims of torture, unaccompanied minors, women 

facing gender-specific persecution, elderly without ties to their homeland, those who care 

for a relative with special needs and stateless persons.  Applying for asylum for 

humanitarian purposes is a lengthy and complicated procedure, requiring medical 

opinions, specialized lawyers, and research on services available in the home country. 

These cases typically go to a Hardship Committee for review. These committees were 

established in response to demands made by charitable organizations, churches, and 

refugee associations to recommend deserving individuals and families for residency 

permits on humanitarian bases. Cases are reviewed by Hardship Committees in the state 

of residency, which then make recommendations to the Ministry of the Interior, who can 

choose to provide the individual or family with a residency permit. However, there is no 

obligation for individual states within Germany to convene such committees, so that 

some (e.g., Bavaria) do not have one. Public opinion generally favors appeals on behalf 

of these hardship cases, perhaps because they are rare.  

 As noted above, a temporary suspension of deportation can also be granted during 

illness. Arguing for a Duldung due to illness involves one of two approaches. First, it can 

be assigned to a very sick person who is unable to travel, which only applies as long as 

the illness persists (Article 60a Section 2 of the AufenthG). Importantly, the “risk” is 

associated with the travel itself, e.g. on an aircraft, and not the conditions faced once the 
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patient lands. A second possibility is the delay of deportation for reasons of “mortal 

danger” (Article 60 Section 7 of the AufenthG). This is employed when the patient is 

technically able to travel, but the illness would not be treatable in their home country 

(including if it is too expensive). One man was caught in such an indeterminate state for 

years because of his illness.  

Grigor had lived and worked in Germany for almost 30 years as an 

undocumented migrant before he became seriously ill. In 2001, he sought out the 

aid of a migrant organization, which sent him to a specialist based on his 

symptoms. There, he was diagnosed with cancer. The organization helped finance 

his treatment – surgery and chemotherapy – even though the oncologist had 

pronounced it to be terminal, with a life expectancy of less than a year. Because 

of this grim prognosis, the organization encouraged Grigor to notify the 

Foreigner’s Office of his presence and apply for a Duldung, or suspension of 

deportation. They hoped this would allow him to relax and help his chances of 

receiving some palliative care as the end drew near. But Grigor lived. Every few 

months for five years, he went in for a battery of tests to confirm the cancer was 

still in remission. And every few months, he went to the Foreigner’s Office to 

renew his Duldung. He described the latter process to me as “living like a rat, or 

a pig, in a cage. Like a pig that goes before the butcher, standing there with a 

knife to decide your fate.” As he spoke, he made a motion as if whetting a knife. 

Eventually his luck ran out. No, the cancer did not return, but because of his 

(good) health, the Duldung was no longer approved and he was notified of his 
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deportation date. Although cancer treatments are possible in his home country of 

Macedonia, the medications he was taking, along with the method of delivery (via 

implant) were virtually unheard of. Plus, Grigor had very few ties to his home 

country after 30 years, and no exact plans for housing or income. His doctors 

urged him to take his case to Berlin’s Hardship Committee to ask for a residency 

permit on humanitarian grounds. Grigor refused to take his case to them, arguing 

that he was sick of living “like a pig” and wanted to return home to die. 

“What will you do when you are returned to Macedonia?” I asked him, 

wondering about his plans for medical care.  

“What will I do?” he smiled, “I will dance!”  

“Dance?” I repeated, puzzled by his response.  

“Yes, I will dance, dance with all the ladies, I will dance and wait for the end. 

What else can I do?” 

 As noted before, simce the implementation of the new immigration law in 2005, 

the practice of issuing the Duldung sequentially was supposed to be phased out and 

replaced with a (temporary) residence permit for humanitarian reasons (Article 23a of the 

AufenthG). It should be noted that Grigor’s Duldung was still being renewed well over a 

year and a half after the new law was in place. Officials should have provided him with 

the residency permit, since the successive issuance of his Duldung lasted well over 18 

months. Like so many others, for years he had been held in a legal limbo that had 

excluded both a permanent residency permit and deportation. He finally chose expulsion 
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– and ultimately, perhaps, a death sentence – over the never-ending indeterminate state of 

suspension and indignity. 

 Ironically, as asylum opportunities for victims of political violence were being 

restricted all across Europe during the 1990s, new criteria based on humanitarian 

principles opened doors for migrants with severe illnesses. In this way, “the suffering 

body” became the primary resource and bargaining chip for undocumented migrants 

(Fassin 2005; Ticktin 2002).  In Germany, as in France, “the legitimacy of the suffering 

body has become greater than that of the threatened body (Fassin 2005: 371),” an issue 

discussed in the previous chapter. Ticktin adds that “with humanitarianism as the driving 

logic, only the suffering or sick body is seen as a legitimate manifestation of a common 

humanity, worthy of recognition in the form of rights; this view is based on a belief in the 

legitimacy, fixity, and universality of biology (2006:39).”  

 Medical professionals are intimately involved with many aspects of asylum law, 

necessitating an understanding of their perspectives as well. Medical expertise is required 

to certify that a person is unable to travel based on serious health risks, something which 

Fassin would consider their “participat[ion] in a redefinition of the moral economy of our 

times (2005:382).” Many doctors have expressed concern about this particular procedure. 

Nijhawan (2005) reports that many doctors feel that performing the examinations violates 

their professional ethics. He examines the role of medical expertise in evaluating 

traumatization and notes that “medical reports that are sympathetic to the migrant but not 

based in clinical symptoms are suspected of being based on mere favouritism (Nijhawan 

2005:277).” At the 2005 physicians’ conference I attended as part of this study, the 



 

 

169 

president of the German Medical Association, Jürg-Dietrich Hoppe spoke to his 

colleagues about this practice. In his speech, he argued that physicians should not allow 

themselves to “be abused for political purposes,” that is, be pressured to produce 

favorable reports that will lead to deportation (Abschiebegutachten). In addition, he spoke 

out against physicians who regularly performed this service for the state, calling them 

“despicable” for profiting off of these situations.    

 Activists have long lamented the arbitrary determination of what qualifies for 

emergency assistance, since definitions of “acute illnesses” and “pain” can be rather 

subjective (Anderson 2003). Most recently, activists have tried to shed light on the 

arbitrary interpretation of the distribution of residency permits under the new Foreigner’s 

Law. Specifically, several cases are currently under legal review in which HIV-positive 

migrants undergoing treatment were given a more restricted version of the new residency 

permits (for humanitarian purposes) than the law actually allows. Indeed, much of the 

decision-making in this process – regarding the distribution of work permits, for instance 

– is not transparent and appears to be arbitrary decision-making on behalf of local 

bureaucrats.  

Why Haven’t Undocumented Persons Organized in Germany? 

One last issue I wish to visit before continuing to the specifics of this study is the 

following: Why haven’t undocumented migrants organized collectively in Germany?  

 Undocumented migrants are generally not viewed as likely to organize, since they 

have limited – if any – democratic rights, tend to have few resources, and have 

difficulties forging a collective identity. After all, the “goal” of such organizing would be 
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to no longer be undocumented (Laubenthal 2005). Nonetheless, there are many instances 

of exactly such organizing throughout Europe. Jordan and Düvell (2002) provide a brief 

history of these sans-papiers organizations. While a number of groups supporting 

immigrant and refugee issues had been established in the late 1980s, it was the tightening 

of immigration and asylum policy in the mid-90s which fueled increased activity. In 

1996, the Sans Papiers movement appeared in France, and soon thereafter the Italian 

alliance Il 3 Febbraio was founded to organize undocumented migrants and assist them in 

lobbying for legal status. In Spain, Sin Papeles became active beginning in 2000, and 

organized groups in Switzerland occupied churches in the summer of 2001 to bring 

attention to their plight. Many of the issues raised by this movement have been directed 

not at the national level, but at the European Union. Specifically, they have called for an 

“open Europe” with removal of barriers to free movement, the regularization of 

undocumented foreigners, and have called for an end to the expulsion, detention, and 

human rights abuses of foreigners. A number of joint protests and initiatives have been 

conducted across national borders, and the organizations are historically linked, and tend 

to be networked with one another across the continent. Guiraudon (2001) considers the 

transnational nature of this social movement, noting that there are “sporadic international 

political exchanges and instances of cross-border diffusion through press coverage (164)” 

along with web sites which allow for the building of an “imagined community.”  In 1998 

a leading figure of the French sans-papiers movement, Madjiguène Cissé, was awarded 

the Carl von Ossietzky medal58 acknowledging civic courage. In a congratulatory speech, 

                                                 
58 Von Ossietzky was a German journalist and pacifist, and winner of the 1935 Nobel Prize for Peace. This 
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leading journalist Herbert Prantl stated that “The sans-papiers movement could play a 

role in the social and political history of the European Union that the Polish trade union 

Solidarnosc had in Eastern European history (quoted in Guiraudon 2001:163).”  

Nonetheless, specific national issues are often at the heart of such organizing: labor issues 

(such as wage disputes or unsafe working conditions), housing discrimination, or access 

to medical care defines the focus of the sans-papiers groups in each particular country.   

 In 1997 the German network Kein Mensch ist Illegal (No-one is Illegal) was set 

up as an association of activist groups, church organizations, and other support 

organizations. Their goal is to provide legal, medical, and housing support through a 

series of regional support groups. However, these efforts almost always consist of 

German nationals lobbying on behalf of migrants. Undocumented migrants may be 

present in public discussions, but generally do not speak for themselves. One participant 

from West Africa interviewed for this study, who works with several activist NGOs in 

Berlin, noted that  

“The German women always mean well, they do a good job. But they don’t know 

what it’s like to be in this skin. They don’t know about this color.” 

 So why have undocumented migrants not organized collectively? Some have 

suggested that French society, for example, has historically been more accepting of social 

movements than Germany (Hartman in Erzbischöflichen Ordinariat Berlin 1999). Others 

note a lack of existing populations from former colonies, and with them, different 

immigration traditions. Another factor may be laws which forbid the formation of 

                                                                                                                                                 
medal is presented annually by the International League of Human Rights. 
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organizations in which the majority of members are non-Germans.59 In my interviews, 

organization staff often lamented the fact that they were often viewed as a “service” and 

that few foreigners were willing to actively participate in organization decision-making 

and leadership roles. Despite attempts to include migrants, there remained little interest. 

Language difficulties, the voluntary nature of the work, the majority presence of 

Germans, and unfamiliar structures (committees, etc.) were cited as primary barriers to 

migrant participation. 

 In general, there is simply little sympathy for these migrants. In response to the 

2005 amnesty in Spain, which legalized some 700,000 undocumented migrants,60 

politicians were queried about what this meant for Germany. A prominent SPD domestic 

policy representative, Dieter Wiefelspütz, noted that, “in Germany, illegals are still a 

huge taboo subject  (Tegtmeier 2005).” No party – not even the left-leaning Greens, he 

suggested – would support amnesty, because the country has “other priorities” given its 

floundering economy and implementation problems with the new immigration law.  

“Over here, the dominant opinion is, if you’re illegal, then you’re responsible for 

the consequences….On the one hand, there’s the old fear: they will take away our 

jobs. And on the other hand, we have a strong belief in law and order – and since 

being undocumented means you are breaking the law, there isn’t much sympathy 

for them among the German population (quoted in Tegtmeier 2005, my 

translation).”   

                                                 
59 Paragraph 92 abs 1 Nr 7 AuslG 
60 The amnesty action in Spain added some 130 million Euros annually in taxes to the nation’s coffers. 
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Summary 

The contradictory and conflicted set of immigration laws in contemporary Germany is 

rooted in particular nation-building experiences, so that many of the issues which arose 

following reunification in 1990 reflect debates on “Germanness” being held in the 

eighteenth century.  As Kurthen notes,  

The German experience with nation-state building led them to believe that it was 

necessary to draw exclusive boundaries to preserve unity against external threats 

and internal centripetal regional, religious, and social forces. The century-old 

history of migration in central Europe and the experience with cultural, ethnic, 

and religious diversity was forgotten or ignored for the higher good of 

homogenization for the purposes of national advancement (1995:935). 

The first half of the 1990s saw the reorganization of many socialist states along with a 

subsequent flood of asylum seekers, especially from the former Yugoslavia. This created 

conditions of unregulated movement across borders that threatened notions of state 

sovereignty and national unity. This was coupled with increased demand for flexible 

workers by the interests of private capital. After a brief period at the end of the 1990s in 

which Germany almost seemed to embrace its migrant populations and recognize that it 

may indeed be a country of “immigration,” the old rhetoric is back: immigration is seen 

as hurting the German economy and society. This is an especially popular belief given 

high unemployment rates. Xenophobia and discrimination persist, and right-wing parties 

have made political gains throughout the country, especially in the former East.  
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 Today, laws regulating foreigners are more repressive and are applied more 

rigorously than in other European countries (Guerrero 2000).  In the following chapter, I 

will explore how migrants negotiate daily life in such a highly regulated nation. 



 

 

175 

CHAPTER 5 – LIVING IN THE SHADOWS: UNDOCUMENTED MIGRANT 

WORKERS IN BERLIN 

 

Although the primary focus of this study is physician and NGO responses to restrictive 

policy and the “cultures of protest” they produce, it is important to understand this within 

the context of migrant’s experiences. This chapter provides a glimpse into the everyday 

lives of undocumented migrants in Berlin. It begins with a vignette of one woman, Anna, 

who has negotiated daily life as an undocumented migrant worker in Berlin for over 

thirteen years. I then provide a demographic profile of the undocumented population and 

consider major areas of employment, such as construction sector, home health care, 

cleaning homes, and the hotel and restaurant industry.  Migrant labor generally fills the 

“three-D” jobs: dirty, dangerous, and difficult (Taran 2000). In general, they are 

employed in sectors where competition is intense and wages can be relatively high – that 

is, where paying less for labor will have the greatest impact on profit – as well as 

industries with seasonal or contractual fluctuations. Finally, in the remaining chapter I 

discuss specific themes such as the need to remain inconspicuous, remittances versus 

consumption, housing, raising children and schooling issues, and migrants’ hopes and 

plans for the future.  

 While undocumented migrants come from heterogeneous backgrounds, they share 

one feature in common: a distinct vulnerability. The specific constraints on everyday life 

and lack of access to basic rights provide the basis for analysis of this population by 

focusing on their juridical status and, by extension, social relation to the state. I illustrate 
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how those living in the shadows negotiate daily life in a highly regulated nation with 

significant pockets of racism and xenophobia. As Silverstein notes, “race remains salient 

in the everyday lives of immigrants in Europe, an inescapable social fact whose vitality 

and volatility only appear to be increasing (2005:364-365).” One of migrants’ main 

resources to draw upon is social networks, which may be exploitative as well as 

beneficial. This chapter highlights how individuals are left without access to basic rights 

and are exploited on a regular basis to avoid the threat of arrest and deportation. Latent 

insecurity and a collective sense of uncertainty stresses both individuals and 

communities, contributing to this population’s susceptibility to illness. The next chapter 

will examine the rupture that illness causes in the everyday lives of migrants described 

here. 

Anna: “I have lived in Berlin for 13 years ‘illegally’” 

This is how one woman, Anna, arrived and found a foothold in Berlin after arriving from 

Romania as a 19-year-old. She recounts:  

“I met my boyfriend, Selim, through a personals ad in a Romanian newspaper. 

He’s Turkish – well, a German citizen, but Turkish – and owns a restaurant here 

in Berlin. He came to Romania, we fell in love, and then later he paid for my 

plane ticket. He arranged an apartment for me, and at first everything was fine. 

But guess what? He was married. I thought they were already divorced, but he 

was a married man. So after a while, his wife found out and started terrorizing 

me. She called the police, who came looking for me because by this time my 

tourist visa had expired and I was “illegal.” She even broke into my apartment. 
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And then he cheated on me with a Russian girl who cleaned at his restaurant. I 

caught them, and actually, his wife caught them too. I talked to the Russian girl, 

and she didn’t care really. To her it was all fair game. She was hoping that maybe 

they would stay together, you know, get married, and she could live here legally. I 

guess I always thought we would get married too, but then I saw that that was 

never going to happen. He was just playing all of us. 

 “In the meantime, I had learned German and also Turkish because of 

Selim. I learned by using books and watching TV. At one point I even took three 

semesters of German at the community college (Volkshochschule). I moved out, 

and Selim offered to put my new apartment in his name, even though we were no 

longer together. I just decided I wanted to be independent. The whole time we 

were together, I was like a housewife. I wanted to be able to do everything on my 

own, pay my own rent, and be independent. So I started looking for a job. I put 

ads in the paper, but it was difficult, because only men would call, and they would 

ask if I would do anything ‘extra.’ That’s how it is, only men call. That was in the 

beginning. But now I have more work than I could ever need, taking care of 

elderly people. I really love my work. 

 “So, I have lived in Berlin for 13 years ‘illegally.’ A few years ago, one of 

my sisters and then my brother came to visit me. Two of my sisters work in Italy, 

also ‘illegally,’ and one works in Japan. It is too risky for me to travel back to 

Romania, now that my passport is expired and I can’t get an exit visa. There are 

just too many paper controls in Germany, especially if you travel. I can’t go 
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anywhere, would you believe I haven’t left Berlin for thirteen years! Both of my 

parents have died, but I wasn’t able to go to their funerals, which was awful for 

me. Maybe when Romania becomes an EU [European Union] country in 2007, 

traveling will be easier for me, but really things won’t change much. There will 

still be restrictions on working, and you can’t build up anything here, you know, 

have a real life. So people like me will have to continue working for the low 

wages and under the table.” 

Anna’s story highlights the fluid and often transitory nature of category of 

“illegality,” which is subject to shifting practices of inclusion. As noted in an earlier 

chapter, it is important to distinguish between illegal entry (which is negligible, as most 

migrants enter on a tourist visa or from visa-free nations), illegal residency, and illegal 

employment. To draw upon the example provided here, Anna entered Germany legally 

visa, but had no residency or work permit. Starting in 2007, when Romania joins the 

European Union, she may be considered a legal resident, though it is very unlikely that 

she will receive a work permit. This reflects the situation of migrant workers from Poland 

(a nation which joined the EU in 2004) who currently live in cities like Berlin “legally” 

but who are forced to work “illegally” because of restrictions imposed on the free 

movement of labor.  

Her story also illustrates vulnerability in particularly gendered ways. Selim, her 

boyfriend at the time, provided the means for entering the country, bought her plane 

ticket, and arranged an apartment for her. Anna had to rely on Selim after coming to 

Berlin, even after she found out he was married, and, later, cheating on her with yet 
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another woman. This story also provides a glimpse into the fact that other women, like 

the Russian woman, actively draw upon gendered strategies to try and improve their 

situation, while some men take advantage of this vulnerability.  Even after Anna left him, 

she was obligated to Selim in order to get her own apartment, and remained his mistress 

for a number of years. As she set out to find a job on her own, she realized that many of 

the replies she received implied sex work. Finally, she notes that her sisters, too, have 

migrated to other nations. The sister in Japan, “the pretty one,” she told me later, works in 

a club modeling lingerie for men, while the other two sisters clean homes. Anna found 

her niche caring for elderly clients, and told me that she now loves living in Berlin and 

does not plan on returning home. 

Who are the Undocumented in Berlin? 

Can one produce an accurate profile of Berlin’s undocumented population? 

Unfortunately, the answer is “no.” This “hidden” population is not adequately captured in 

any statistics. However, in the following sections I combine suggestions from the existing 

literature with data from this study to discuss basic demographics. In particular, I utilize 

patient profiles collected at an outpatient charity clinic (n=204). Patients’ age, gender, 

and country of origin, along with details about illness history were recorded. Oftentimes 

the conversations in the clinic moved into descriptions of migration history, employment, 

and familial circumstances. These profiles are representative of that particular Clinic’s 

clientele, which has equaled over 7,300 visits by undocumented migrants over the past 

five years (thus representing my “baseline” for comparison). It should be stressed, 
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however, that this is a clinic-based sample and thus draws on a very specific snapshot of 

this population. An ethnography of the Clinic can be found in Chapter 8. 

 Age. Most of the Clinic’s patients were between the ages of 18 and 50. In my 

sample, which was similar in distribution to the baseline data, the mean was 30.2 years. 

Cyrus (2004a) suggests that the majority of undocumented migrants in Germany are 

between 20-40 years of age; this is confirmed by other sources (Sextro, et al. 2002). 

While most undocumented migrants are single adults, an “alarming” increase in the 

number of children living in illegality has been noted (Cyrus 2004a; Sextro, et al. 2002). 

Estimates include “one child for each adult” or “one child for every 10 to 15 

adults”(Cyrus 2004a) and “several hundred” for the city of Munich, for example 

(Anderson 2003). In addition to young children, there seems to be a growing number of 

undocumented teens finding their way to Germany, either on their own or with friends, 

especially from Eastern Europe (Alt 2003). During this study, I encountered many teens 

between the ages of 14 and 18 from Romania, Estonia, and Lithuania, all of whom were 

runaways lured by the youthful cultural center of Berlin. There is also a sizeable 

population of elderly undocumented persons in Germany. Many older migrants come to 

live with family members already in Germany; a narrow interpretation of “immediate 

family” in Germany’s family reunification laws (i.e., only the spouse and children under 

16) has likely contributed to this rise in elderly undocumented persons (Alt 2003; 

Anderson 2003).  

 Gender.  Reports generally cite more men than women migrants in Germany or 

even suggest a ratio of two-thirds men (Sextro, et al. 2002). Based on data drawn from 
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police statistics, Schönwälder, Vogel et al. (2004) suggest that at least a quarter of all 

undocumented migrants in Germany are women. In any case, there is evidence of a 

growing number of migrant women in Germany (Lutz 2001), something quite noticeable 

in other nations as well. According to estimates, women currently account for about half 

of all migrants worldwide (Scott 2004; United Nations Population Fund 2006). Gender is 

an important factor in labor migration, especially given the rise in specific forms of 

employment for women such as domestic work and home health care. It is thus not 

uncommon for women to earn more than men, based on the types of jobs they do, and 

oftentimes makes more economic sense for women to migrate. In addition, female 

migrants have been shown to send a much higher proportion of their lower earnings back 

home than their male counterparts (United Nations Population Fund 2006). However, 

women also face particular dangers, especially the risk of dependence and subsequent 

exploitation. Oftentimes boyfriends or employers will take away a woman’s passport 

(especially common during smuggling). It is almost useless for an undocumented woman 

to notify authorities in the case of rape or domestic violence, since she might face 

deportation simply by revealing her presence. In Berlin, there are several specific factors 

which lead to a greater vulnerability of women: proximity to the international border and 

its utility as a temporary layover for people traveling further into Europe, the general 

“harshness” of Berlin’s city life (Alt 2003), and the “sexualization of domestic work” that 

is particularly striking in Berlin (Anderson 2000).   

 In the clinic-based population that was the focus of this study, 58% were women 

and 42% of patients were men. There are likely two major reasons for the higher 
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percentage of females in this particular setting. Region plays an important role: Berlin, by 

virtue of its geography and economy, has more female domestic and sex workers than 

other areas of the country. Second, the Clinic has started to “specialize” in prenatal care, 

and thus draws a higher percentage of women. 

 Countries of Origin. In the study sample, the 204 patients came from sixty-one 

different countries of origin. This underscores the heterogeneity of this population and 

the variety of individual circumstances. However, the countries of origin for these 

migrants overlap in many ways with those discussed in Chapter 4 and are rooted in 

particular political economic circumstances. Specifically, the largest number came from 

Poland and Vietnam, reflecting Berlin’s particular migration history and geographic 

proximity to Eastern Europe. As noted earlier, the single largest group of undocumented 

migrants in Germany is labor migrants from Eastern Europe who have entered visa-free 

(Cyrus 2004a), and many are circular migrants, who travel back and forth to their country 

of origin but who, despite their legal entry, do not possess work permits. Although the 

2004 EU expansion has technically “legalized” them as far as residency is concerned, 

there are still restrictions on working. For the most part, they are rather inconspicuous 

and can easily pass as tourists or Germans. Apprehension statistics suggest that the 

second major group is citizens from nations which have a historical relationship of 

migration to Germany, such as Turkey and the nations of former Yugoslavia (Serbia-

Montenegro, Bosnia, Kosovo, Macedonia, and Croatia), Ukraine, the Russian Federation, 

Romania, and Vietnam. Finally, a third major category consists of individuals from 

politically or economically instable nations who in many cases are eligible for asylum. As 
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noted previously, there is a correlation to countries of origin for refugees, notable because 

the 1993 change in asylum law has severely limited asylum opportunities (Sextro, et al. 

2002). This situation is reflected in the Berlin statistics as well.   

Staying Inconspicuous: Enforced Clandestinity 

The lives of undocumented persons are characterized by the need to blend in and avoid 

drawing the attention of authorities. For example, many shy away from large gatherings, 

rarely invite friends over, and may be socially isolated. Strategies to reduce visibility are 

important, such as making up stories of why they are in Germany and how they got there, 

avoiding places frequented by the police (main train stations, certain parks), or being loud 

or drunken in public. Another frequently mentioned survival skill – especially in Berlin – 

is to avoid traveling on public transportation without a valid ticket, since authorities have 

the right to detain individuals without proper identification. In Germany, showing 

identification is typical part of any interaction with official agencies, and police are 

allowed to stop people on the street and verify their documents. Therefore, it is important 

to stay as inconspicuous as possible, especially for non-European migrants. Nijhawan 

(2005:273) notes, for example, that Sikh men will shave off their hair and beards before 

arriving to Germany, and avoid other “bodily signs of difference” such as wearing 

turbans. Let me provide another example from my fieldwork in Berlin.  

Sarah has many friends in Berlin’s loosely-connected West African community. 

She told me about a friend of hers, a Nigerian man who is here legally. He was 

involved in a verbal confrontation with his German neighbor one evening, and the 

man threatened him. “My friend went into his apartment and called the police. 
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When the police arrived, they didn’t even care about the argument, they just 

wanted to harass the African man and check his papers over and over. And he 

was the one who had called the police!” 

 Stories such as these circulate widely as “specific details of individual arrests thus 

contribute to collective understandings of what it means to be illegal and, by the same 

token, of how to negotiate the condition of illegality on an everyday basis […] One 

person’s traumatic arrest can shape community discourse and belief, lived experience and 

everyday practice (Willen 2006b:284).” Spontaneous and singular events such as these, 

in which people are controlled or treated poorly, have widespread consequences within 

the undocumented community. Small amounts of physical use of force thus have an 

exponentially greater impact on perceptions of symbolic and psychological violence. 

Experiences of humiliation becomes a sort of collective memory among some groups of 

migrants. There is often an equation between skin color, non-belonging, and heightened 

surveillance, something I discuss in more detail in Chapter 9. Thus, Eastern Europeans 

who can blend in have lower chances of interacting with the police. Undocumented white 

North Americans – whom I encountered often during my stay in Berlin – are virtually 

never stopped and asked to show identification and, as Anderson (2003) notes, don’t end 

up in detention centers if they are.61 In contemporary Germany, race matters, and 

migrants must put in a significant amount of work to avoid looking or acting “different.” 

There remains a strong contradiction between their actual physical presence and the 

                                                 
61 The official police stance is that they do not racially profile people for random document controls.  In 
fact, there are many reasons not to do so: bad publicity and the possibility of stopping wealthy tourists are 
central concerns. It is very difficult to “prove” racial profiling, and this research certainly does not have that 
goal.  
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denial that they exist, which creates spaces of forced invisibility that "materializes around 

them wherever they go (Coutin 2003a:30).” 

Employment Opportunities: Working Schwarz  

Migrant labor is common in sectors where competition is intense and wages can be 

relatively high. This means that paying less for labor will have the greatest impact on 

profit. Most undocumented migrants work in jobs for which they are not trained; in fact, 

more often than not, they have had vocational or university training in another field and 

are thus overqualified, but in a different profession. In addition, undocumented migrants 

often come from the middle (and on occasion upper) socioeconomic classes of their home 

countries.  

 During the time of this study, Germany experienced the highest rate of 

unemployment since World War II. Berlin has been hit especially hard because of a 

decade-long downturn in the economy, with an unemployment rate of well over 20%. All 

of this produced significant anxiety about the job market.  In Germany, working “under 

the table” (schwarz or “black,” as it is called) has always been widespread, even among 

citizens, since wages are taxed at a very high rate. In fact, the majority of work done 

under the table – everything from construction activities to work in restaurants and 

private homes – is completed by Germans, with undocumented migrants contributing 

only about 13% overall62 (Cyrus 2004a). The percentage of undocumented workers is 

higher in specific industries, such as construction, agriculture, domestic work, and in the 

                                                 
62 However, undocumented migrants are more visible in statistics on arrests, since they cannot provide 
identification; Germans and other legal foreigners are simply cited and must appear in court at a later time.   
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hotel and restaurant industry. Some 98% of all services performed in private household 

settings (cleaning, babysitting, handyman activities, etc.) is estimated to occur under 

shadow economy circumstances, confirming again the widespread social acceptability of 

working under the table (Cyrus 2004a). In addition, foreign labor is discriminated against 

by law; employers must prove that they have undertaken at least three attempts to hire a 

German or EU citizen before the position can be offered to a non-EU citizen.63  This red 

tape is yet another reason many employers will gladly hire workers under the table.  

 Paradoxically, informal work arrangements have been fostered by restrictive 

policies that attempt to protect the domestic labor market.  Ticktin notes, “as increasingly 

restrictive legislation has forced borders closed, transforming the so-called open 

European space into Fortress Europe, the black market and informal economies have 

grown, and labor conditions are otherwise changing to favor temporary, insecure forms of 

labor with no legal protection (2006:37).” Undocumented workers tend to keep to 

themselves and are uninterested in joining unions, despite suggestions that migration has 

underlined the conditions for the solidarity of the world’s workers. From the perspective 

of organized labor, these migrant workers undermine the social and wage standards they 

have worked hard to implement, in addition to being an instrument for employers to turn 

workers against each other. This fear echoes union concerns during the guestworker 

recruitment programs of the 1960s. There have been increased attempts to regulate work 

done under the table in past years. In 2005, an employer was even billed for the amount 

to deport a Kosovo-Albanian man he had hired illegally for his restaurant business (1,500 

                                                 
63 Furthermore, the Labor Office (Bundesagentur für Arbeit) has a federally-centralized monopoly on 
distributing jobs as well as worksite controls. 
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Euros for the detention and an additional 800 Euros for the return flight, a total of 

approximately $2,760 USD). 

 

Figure 5: Caricature: “No valid papers!”
64

 

 

 

 While there are some circumstances where undocumented labor migrants earn the 

same as German workers, the vast majority are paid less. Social networks, such as 

referrals from friends and family, are important in locating work and make it less likely 

that the worker goes unpaid or is exploited (e.g., sexually). Often professional brokers 

within ethnic communities assist in locating work (Alt 1999; Alt 2003). There is also 

evidence that some migrants use internet sources to secure employment; this is available 

                                                 
64 By artist Gerhard Mester, in Pater (2005). 
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to them even while in their country of origin, and is particularly noteworthy for many 

Central and Eastern European countries, where German language is still spoken. Finally, 

there are also pick-up sites for day laborers throughout Berlin – oftentimes with certain 

streets or zones divided by nationality, with “mixed” areas in some of the more central 

locations. The primary areas of occupation for undocumented workers are construction 

and private households. In the following sections, I discuss some of these specific jobs. 

Construction Work 

Berlin experienced a building boom after reunification, and to this day is likened to one 

giant construction site. The unofficial (black or shadow economy) share of the German 

construction sector is estimated at about 35% (Honsberg 2003) with a higher percentage 

in the city of Berlin, where about half of all construction workers are working illegally 

(Wenkel 2004). Some people working in this sector are legal residents (often officially 

unemployed), while others are legally contracted workers working in illegal conditions 

(e.g., below minimum wage). However, the majority are undocumented migrants. There 

are several reasons undocumented labor is attractive to this industry: jobs are labor 

intensive with high labor costs; limited possibilities for mechanizing or otherwise 

creating more efficient processes; seasonal demands; and competition with foreign 

companies (especially for smaller businesses). Firms can legally hire foreign workers 

(e.g., from Eastern Europe – Poland, Czech Republic, Russia and the Ukraine) through a 

system of work contracts. However, employers will often request that workers remain on 

the job after the contract has expired, at which point they become “illegal.” There is some 

evidence that workers are sometimes purposely deceived in believing that they are 
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employed legally, although the contract was never officially filed (Anderson 2003). It is a 

precarious line of work because of frequent immigration raids. Indoor jobs such as tiling 

and painting are especially valuable, since they minimize visibility. Heavy workloads 

with 10-15 hour days are common. Those working under a contract may receive the 

standard wage (Tariflohn), which is calculated for 169 hours a month, when they may in 

fact actually work 240-250 hours per month.  

 There is a distinct hierarchy of wages based on race and nationality in the 

construction arena. Typical wages in the unofficial sector are anywhere from 3-10 Euros 

an hour ($3.60-$12 USD/hour), and industry sources report as low as only one Euro an 

hour ($1.20 USD/hour) for Ukrainian and Belorussian construction workers in Berlin (Alt 

2003; Cyrus 2004a; Honsberg 2003).  By contrast, workers in the legal sector earn 

between 9 and 17 Euros per hour ($11.80-22.40 USD). The minimum wage for this line 

of work during the time of this study was 10.20 Euros per hour (or $13.50 USD) in the 

Western part of Germany (including Berlin), and 8.80 Euros ($11.60 USD) in the former 

East German states (Bundesministerium für Wirtschaft und Arbeit 2005). This hierarchy 

of labor has a ripple effect. Large numbers of workers leaving their home countries has 

spawned a demand for replacement workers from even poorer nations. Much of the 

construction work in places like Poland and the Czech Republic is now being performed 

by migrant Russian, Ukrainian, Albanian, and Moldavian workers, who then earn only 

10-50% of standard wages in those regions (Honsberg 2003). In this way, the dependency 

on workers from poorer regions is reproduced over and over, exacerbating conditions in 

sending countries.  
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 In the past several years, the German construction industry has hit hard times, and 

media interest and pressure from the unions have led to increased measures to protect 

domestic workers and combat illegal employment. Specifically, general contractors are 

now held responsible for the practices of their subcontractors. In the past, it was possible 

for the industry to escape punishment because illegal labor – either by foreigners or 

Germans – was subcontracted out.  

New World Domestic Order: Nannies, Home Health, and Elder Care 

“Flexibility” of workers is also important in the sphere of domestic labor. There is 

increasing demand for people to work long hours cheaply, and without any protection 

against unlawful dismissal. In a recent national survey, 7.6% of German households 

(about 2.9 million) replied that they regularly employ domestic workers, and a further 

3.7% said they do so “on occasion” (cited in Schönwälder, et al. 2004). This has led some 

researchers to talk about the phenomena of the “neue Dienstmädchen” or “new servant 

girls” (Lutz 2001).  Hondagneu-Sotelo (2001) in her study of Latina domestic workers in 

Los Angeles, describes this reliance on migrant domestic workers along with the 

racialization of paid domestic work as the “new world domestic order”. As with many 

other professions, domestic workers often enter the country legally. For example, au-pairs 

may decide to stay in Germany after their one-year permit, thus sliding into the category 

of visa overstayers. Cases have also been noted where the host family neglected to file all 

the necessary paperwork, so that women discover they are illegal through no fault of their 

own. Oftentimes, migrants are offered room and board, especially for round-the-clock 

care. Alt (2003) reports that many earn between 300-1,300 Euros a month ($360- $1,562 
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USD/month), which, when divided  by a 24 hour day equals a wage of 42 cents – 1 Euro 

80 cents per hour ($0.64 – $2.16 USD/hour). In Berlin, the standard “legal” wage for this 

type of work ranges from 8-13 Euros per hour ($10.50- 17.20 USD/hour).  

 

Figure 6: Caricature: “But when Grandpa dies, it’s back to India with you!”
65

 

 

 

 

 Germany is experiencing the highest demographic aging in the world after Japan 

(Birg and Flothmann 2002). Following an increase in life expectancy in the 1960s, a drop 

in total fertility rates compounded the situation so that the population has increasingly 

been below the replacement level. As a result, the number of elderly people has risen 

                                                 
65 By artist Gerhard Mester, in Pater (2005). 
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over the past 30 years. During the next 50 years (until approximately 2050), this process 

will intensify, with a tripling of the elderly population and a doubling in dependency 

ratio.66  

 Migrant labor is especially attractive for home health and elder care. An aging 

population with insufficient numbers of young workers to care for it is an important part 

of the current demographic reality in Germany.67 Furthermore, social security benefits are 

generally too low to cover full-time nursing at legal market prices. To ensure round-the-

clock care, “illegal” workers are hired full time or are used to supplement staff provided 

by home health care companies. Women with health care training (as a nurse or even 

doctor in their home country) and other qualifications (e.g., language ability) are 

particularly highly sought after. Anna, the woman introduced earlier in this chapter, was 

able to step into this type of employment niche, though it was not without difficulties: 

“I found an ad in the paper looking for a home health care worker, and went for 

the interview. The woman who hired me didn’t ask about my status at the time. So 

I started taking care of this man who is very ill and can’t do anything for himself. 

He’s young, but has been sick for 20 years with muscular dystrophy. He has the 

highest degree of disability, and needs someone to watch him 24 hours a day. So I 

work from 5 pm in the evening until 8:30am the next day, 16 hours in all. The 

other shift is taken care of by a home health service. The woman who hired me 

started me at 7 Euros an hour (about $8.40 USD/hour) and after the first month 

                                                 
66 That is, the portion of a population which is composed of dependents (i.e., people who are too young or 
too old to work). 
67 A sort of “green card” for domestic workers from Eastern Europe countries (mostly Poland) was created 
to help handicapped individuals requiring household assistance. See Miera (2006). 
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told me she didn’t have much money, and put me at 6.50 an hour (about $7.80 

USD/hour). Then she found out I was illegal, and starting the next month she only 

paid me 4.80 an hour (about $5.75 USD/hour). At one point, she tried to drop me 

down to about 1 Euro (about $1.20 USD), but I stood up for myself. Now I’m 

basically back at 4.80 an hour.  It’s better for her that I’m illegal, you know, 

because she doesn’t have to pay any taxes or anything, and of course she can 

pretty much pay me what she wants. So I protested, but she said, ‘you’re illegal, 

so you can leave if you don’t like it’.”   

 When I met up with Anna seven months later, she was still staying with the 

same man one night a week, but had added more clients using newspaper 

advertisements. She was also seeking out formal training. “I have three different 

clients. The other two are elderly women, and they like the fact that I speak 

German well. You know, I really enjoy this kind of work, because I can help 

people. I’m not disgusted by some of the things other people would be, like bodily 

functions. So I’m thinking I would really like to go back to school and get a 

degree for this. I’ve even looked into programs for this type of nursing here in 

Berlin. Hopefully, once Romania becomes part of the European Union in 2007, 

they will accept my degrees from Romania.68 In the meantime, I have been taking 

these free classes on elder care provided by the Red Cross. They teach basics 

about nutrition, sanitation, safe lifting techniques, that sort of thing. The class is 

actually directed at family members. I also read those little pamphlets at the 

                                                 
68 EU member states must recognize one another’s diplomas; this will allow Anna access to Germany’s 
vocational schools. 
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pharmacy, you know those monthly newsletters where the focus on a different 

illness each time, and look up things that I’m interested in on the internet.” 

Anna’s story provides a poignant window into the discrimination and powerlessness that 

labor migrants face. When her employer discovered she was “illegal,” she promptly tried 

to lower the agreed-upon wage. Anna was able to negotiate her way back up, although 

she still earned significantly below what a “legal” German home health care worker 

would earn. With her good German language skills, friendly demeanor, and “European” 

background, Anna was able to be especially proactive and find additional work 

opportunities.  

Cleaning Homes and Businesses 

The cleaning business is another industry which employs many undocumented women, 

and as in private household work, wages are often better than what men are able to earn.  

Unlike live-in domestic work, women are often more independent, though they must 

often work multiple jobs (up to eight different clients, six days a week). This is also a 

very competitive business. Reports cite earnings between 5 and 12 Euros per hour 

(between $6 and $14.40 USD/hour), depending on factors such as language proficiency, 

length of relationship with the employer, and wages in the region. As in all other 

industries, there is a hierarchy of workers and wages based on nationality. 

Rosa is a 19-year old woman for Ecuador. “I work – putzen [cleaning], you 

know, cleaning houses, and sometimes also babysitting. They pay you by the hour, 

very little, like some pay 5 (about $6 USD/hour) or some pay 8 Euros (about 

$9.60 USD/hour), but you can’t do anything about it. They know you’re illegal, so 
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they say, ‘Well, 5 Euros, take it or leave it.’ What are you going to do? You take it 

or you don’t work. So you have to get many jobs. I work at 5 or 6 jobs like this, I 

have to travel around on the S-Bahn (light rail system) all week.” 

 Even though women can develop a certain degree of autonomy in this line of 

work, since they can build up a clientele and choose which jobs they want to take, many 

also report being embarrassed that they have ended up as cleaning ladies. This is 

especially the case for women with higher education, who may not tell their friends and 

families back home what line of work they are in.  

Restaurant and Hotel Industry 

The restaurant and hotel industry frequently employs people under the table, both 

Germans and foreigners, so that employers are often quite comfortable hiring 

undocumented persons. As in construction, small- and mid-level businesses are most 

attracted to illegal labor. In fact, according to interview partners in this industry, large 

hotels in Berlin (as elsewhere) generally do not hire undocumented workers because they 

can shift their existing human resources according to seasonal business needs (for 

example, from other departments within the same firm). Furthermore, large hotels and 

restaurants are more visible targets for worksite controls.  Smaller businesses, on the 

other hand – including bed-and-breakfasts, restaurants, and catering businesses – can 

oftentimes survive only by employing workers who are easily hired and fired.  

Fabio, a 34 year-old man from Buenos Aires, was working to save up enough 

money to build a home and start a business back in Argentina. A friend was able 

to get him a job at a local restaurant as a cook. “Cooking, yes, I knew how to 
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cook! I worked at a restaurant when I was in high school. It’s not easy work,” he 

told me, “but you stick it out, work six days a week for ten hours or whatever, and 

you can make a lot of money that way.”   

 The restaurant and hotel industry tends to have better earnings than construction, 

but a hierarchy of labor is, again, evident based on nationality. Fabio, who easily passed 

as “European” because of his Italian ancestry and ability to speak several languages, was 

able to earn about 10 Euros an hour (about $12 USD) as a cook. However, while he was 

initially hired to fill in during an extremely busy period (summer), he found his hours and 

workdays being cut significantly after only a few weeks when business slowed again.  

Sex Work 

The percentage of foreign workers in the German sex industry is high, at about 50% 

(Schönwälder, et al. 2004). Prostitution is legal,69 and according to some estimates, one 

million persons exchange sex for money each night (Anderson 2003). Berlin has some 

1,000 brothels, in addition to red-light areas with streetwalkers (Alt 2003). However, 

prostitution is not the only form of sex work, and many undocumented women (and men) 

are employed in the erotic film industry, as exotic dancers, through escort services, and 

via internet web sites. The role of sex work performed by males is generally overlooked. 

Often, sex work is only a temporary survival strategy for migrants when other types of 

work are unavailable. Additionally, it is important to consider that what is recognized as 

                                                 
69 In Chapter Eight I will touch upon issues of sexually transmitted diseases; suffice it to state at this point 
that local health departments often provide various forms of outreach to sex workers, offering free and 
anonymous testing and treatment. Unlike many other forms of medical treatment, this is relatively well-
covered for undocumented persons because the state is pressured to protect its own citizens.  
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“sex work” or prostitution varies widely. For instance, at least two of the migrant women 

interviewed in this study discussed with me sexual relationships with men who “helped 

them out” but were not considered boyfriends. 

 Current debates in Germany often center on (forced) prostitution and trafficking, 

although activists and scholars alike have emphasized that this connection to the sex 

industry has been generally exaggerated. Most cases of “trafficking,” activists argue, are 

really situations in which migrants were smuggled voluntarily – although they often fall 

victim to deceptive information about life and work opportunities in Germany. Many 

arrive already in significant debt – reports suggest, for example, that women from Eastern 

Europe must work off debts in the range of 3,500-4,000 Euros (about $4,200-4,800 

USD), while women from Southeast Asia often owe smugglers up to 15,000 Euros (about 

$18,000 USD) (Alt 2003). Women who are more conspicuous because of their skin color 

or lack of German language ability are more likely to find themselves in an exploitative 

situation. Women willing to testify against their traffickers do receive a short-term 

amnesty, but must leave the country or are put into detention after the court case. A 

witness protection program shields them as long as they are in Germany, but not after 

they return to their home country.   

Agriculture and Industry 

Like construction, the agricultural and industrial sectors meet the criteria of labor-

intensive and seasonal work that makes illegal labor attractive for employers. In fact, the 

agricultural sector regularly uses legal channels to hire foreign workers (e.g., for the 

annual asparagus harvest), in addition to undocumented workers. However, unlike 
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construction, agricultural work is less likely to displace the domestic labor force 

(Schönwälder, et al. 2004). In this study, I did not encounter persons currently working in 

agriculture, due to the urban setting of the project. However, in more rural parts of the 

country, seasonal undocumented labor is fairly common. 

 The manufacturing industry does not count as a primary work sector for 

undocumented workers for two main reasons: 1) as the first line of strategy to reduce 

labor costs, industries are more likely to mechanize or relocate to countries with lower 

wages, and 2) unions maintain a strong influence in Germany (Schönwälder, et al. 2004). 

In any case, there is almost no research on this issue, just anecdotal comments about 

workers in the meat processing and similar industries.  

Wage Withholding and Legal Options 

In the previous sections, I noted that workers like Anna and Rosa were unable to protest 

against their low wages because they are undoumented. As Rosa noted, “they know 

you’re illegal, so they say, ‘Well, 5 Euros, take it or leave it.’ What are you going to do? 

You take it or you don’t work.”  In addition to paying well below the standard wage, 

employers frequently do not pay at all. Some even call the police to provoke a workplace 

raid, allowing them to evade paying workers. According to German law, people working 

under the table (illegally) can still sue for unpaid wages, regardless of residency or work 

permit status (Cyrus 2003). However, the implementation of this right remains 

problematic. If a worker sues for unpaid wages, their legal status is also investigated, 

leading eventually to deportation. Few are aware that it is possible to claim wages 

through an anonymous process, by going through an industrial tribunal which is not 
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legally obligated to investigate a worker’s status. However, this decision lies at the 

discretion of the industrial tribunal judge, who may nonetheless decide to report the 

worker (not an unlikely scenario, given that organized labor has pressured the 

government to crack down on undocumented workers). Furthermore, there are no laws 

protecting migrants who act as witnesses in trials against abusive employers. After 

reporting the case, they can be deported and the trial cannot proceed using their 

statements.70  Thus, most cases of wage withholding are never reported out of fear of 

being reported to the Foreigners Office and deported. There are isolated reports of 

workers finding other ways to collect their wages, including hiring criminal gangs to 

threaten or blackmail their bosses (Alt 2003; Erzbischöflichen Ordinariat Berlin 1999).  

Language Skills 

The language skills required to work in Germany depend on the type of job. Most 

migrants learn German or improve their language skills once they are already in the 

country. Private employment (such as Anna’s work in elder care) typically requires more 

advanced language skills, which become reinforced the longer a particular job is held. 

Those who have achieved a certain level of language competency are also able to put ads 

in newspapers or on the internet, can negotiate wages, and be more selective about their 

employment opportunities. In order to make contacts and create strong networks for the 

purposes of future mobility, language is often essential. 

                                                 
70 Project ZAPO (Zentrale integrierte Anlaufstelle für Pendlerinnen und Pendler aus Osteuropa) in Berlin 
was central in calling for the rights of undocumented workers and has provided support in cases of wage 
withholding. They have also petitioned for a stay in deportations so that workers can participate in their 
own trials. 



 

 

200 

 Language can also become a tie that binds people in a foreign land. In my 

fieldwork I witnessed a strong rapport between citizens of various Latin American 

countries, bound by a common Spanish language, and similar examples among West 

Africans. For example, I attended an “African football party” with some participants 

during the 2006 World Cup. Although the Ghanaian national team was playing (against 

the U.S., I might add, something that undoubtedly contributed to my being invited), 

English-speaking individuals from other African nations came to the festivities as well. A 

common language provided  the basis for community. Alt (2003) also notes with surprise 

that former enemies (e.g., Serbs and Croats) often work side by side and gained a sense 

of camaraderie in Germany. Because migrants find themselves in a similar situation, and 

must rely upon one another, previous conflicts and national divisions are often softened. 

However, as I explore later, cooperation can easily turn into exploitation in these types of 

networks.  

Remittances versus Consumption 

Remittances play an important role for many migrants, and can take the form of regular 

payment transfers or the accumulation of a lump sum of money to be invested in the 

home country. Only four of the migrants I interviewed sent money home on a regular 

basis,71 using friends’ bank accounts, Western Union, or even private, ethnic community-

specific money transfers services.72 Others who were planning on returning home were 

                                                 
71 While I did not elicit amounts for remittances, other studies have noted that migrants send about 100 to 
500 Euros (between $120-$600 USD) home each month (Alt 2003). 
72 These are brokers who charge migrants for a service in which they place phone calls to the home country 
and ensure that cash is delivered to relatives.  
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saving up a “nest egg” over the course of several years. For these individuals, earning 

money for projects in their homeland is the primary reason for migrating. For example, 

Fabio, the 34 year-old from Buenos Aires, was saving up to build a home for him and his 

wife, extending his family homestead. He had been in Germany for only a few months 

when I met him, and felt he had not yet saved enough to return home. At the time he was 

complaining that he was only scheduled a few hours a day as a cook, and even though the 

pay was good, he wanted to make more money without working three different jobs. He 

was thus planning to join friends in Spain to work in the fields in Catalonia, picking fruit, 

and more quickly meet his financial goal. The cost of living in Berlin is lower than in 

many other German cities (due in part to low rents) but is much higher than in other parts 

of Europe. This was one of the calculations that Fabio was making when he figured 

working in Spain would pay off more rapidly, since the cost of living is much lower. In 

addition to regular expenditures, a serious illness can sharply impact an individual or 

family’s savings, especially if it has been retained as a “nest egg” as opposed to regular 

remittances. Savings in cash are more readily spent than those remitted to family 

members when someone becomes sick, and may end up going instead towards the 

purchase of medications, sugery, or dental work. 
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Figure 7: Staying in touch: An internet café, call center, pre-paid cell phone, and 

MoneyGram location 

 

 

 

 Migration – and perhaps especially undocumented migration – produces 

significant economic impacts in both the home and host countries. Remittances are 

increasingly drawing the attention of development organizations, which view them as key 

to alleviating poverty within home communities. Remittances and consumption are also 
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interesting to government organizations and financial institutions, who have long 

lamented the use of informal channels for transferring money.  Basok and Ilcan note that 

organizations such as the World Bank increasingly view bank reforms as crucial to 

encouraging transactions through the formal banking system, along with “educating” 

migrants in order to assist them in overcoming what are considered “cultural barriers” to 

increased consumer behavior. In this way, undocumented migrants – generally viewed 

with distain – are being shaped into desirable clients of world financial systems  (Basok 

and Ilcan 2006). 

 While migrants with strong ties home are often saving for particular projects, 

many others plan on staying in Germany. The fact that undocumented migrants are also 

consumers in the host country is often overlooked in the literature, which focuses instead 

on the ascetic migrant who saves up remittances. I encountered some evidence of heavy 

consumption, even though people could not necessarily afford it. Migrants frequently 

spent money on designer clothing, iPods, and other products. They felt that it helped 

them “fit in” to German society, but just as often they explained that they wanted to have 

something to show for their hard work (to “treat themselves,” in essence). One woman, 

who worked cleaning houses, vehemently refused to let me pay for her lunch after an 

interview. After this slightly uncomfortable exchange, she then proceeded to give me a 

lengthy description of the designer Fendi purse she was going to buy her sister back 

home in Poland. I doubted she could have reasonably afforded it, but it was clearly a 

marker of prestige and capital back home, as well as a signal for me. While some migrant 

workers are satisfied with the level of money they earn (especially if they are not 
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remitting part of it), it is important to emphasize that the great majority do not earn 

enough to live at the same consumption level as their German counterparts because of 

vast discrepancies in wages.  

Housing 

It is actually harder to find housing than work for undocumented migrants in Germany 

because landlords are required by law to ensure that the renter is registered at the local 

courthouse. Furthermore, there may be difficulties providing proof of income or the 

required deposit. These factors compound the general discrimination that foreigners may 

face in the housing market. Anderson (2003) notes a “calculated hierarchy of housing” in 

his study on Munich, where foreigners are always at a disadvantage in the housing 

market. However, the housing situation in Berlin is not marked by the same scarcity as in 

other cities. In fact, in Berlin rents have been decreasing for years, due to increases in the 

supply of multifamily apartments since reunification in 1990. Rents here fall well below 

levels in West German metropolitan areas (Deutsche Bank 2005). 

 Virtually all undocumented persons find housing through personal networks 

rather than through newspaper listings, for instance. Oftentimes people will live with 

friends or relatives, or try to find an apartment where the landlord is not interested in their 

status.  Subletting through a legal person is a common strategy, along with finding 

housing in areas with dense immigrant populations.  Large apartment complexes are also 

ideal for “blending in.” The renter’s chances rise dramatically when they have a regular 

income, false papers, good social contacts outside of their ethnic group, and proper 

appearance, including the ability to speak German well.  Very few undocumented 
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migrants are homeless, though some use of homeless shelters has been noted in Munich 

(recall that the housing market is much different there) (Anderson 2003) and in passing 

for Berlin (Alscher, et al. 2001), along with empty houses and squats, especially in the 

former Eastern parts of the city. A business niche has emerged for supplying housing to 

those unable to rent for themselves. Oftentimes brokers are from the same ethnic 

community, but the conditions are generally exploitative – housing may be substandard 

or very expensive.73 However, people are often willing to pay extra for this service, even 

for unsafe housing, to avoid the risk of dealing with a German landlord.  

 During this study, it was evident that a wide spectrum of housing possibilities 

were available. These included living alone (especially since housing in relatively 

inexpensive in Berlin), with a partner (German, legal foreigner, or also undocumented), 

or in co-op housing arrangements. Importantly, each of these living arrangements was 

characterized by some level of dependency on others, and represented yet another level of 

vulnerability. For example, Anna, as noted earlier in this chapter, was only able to get her 

own apartment after breaking up with her boyfriend Selim because he was willing to rent 

one under his name. Even though she paid the rent with her own money, she had to stay 

in his good graces and remained his mistress for a while after separating.  Sarah, a 

Ghanaian woman whose situation I discuss at length in Chapter 9, similarly reported 

staying with friends in exchange for sex. Many of the men I interviewed lived in co-op 

housing arrangements with fellow workers in more temporary living conditions (i.e., 

                                                 
73 This is comparable to the situation in other European cities, such as Paris, where West Africans live in 
dangerous squats which have recently come to the attention of the public because of a rash of arson 
activity. 
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without much furniture or belongings). Many of these apartments were officially rented 

out by their employers or employer’s friends. 

Children and Schooling 

As noted earlier, the number of undocumented children is hard to estimate. Children’s 

vulnerability can be highlighted by exploring two issues of concern: 1) the acquisition of 

birth certificates for undocumented children born in Germany, and 2) difficulties 

attending school. Both of these are de facto concerns related to parents’ fear of authorities 

working in combination with ambiguous laws, and both have been independently 

addressed by the United Nations as a violation of rights.  

 Obtaining a birth certificate entails contact with state officials, an anxious 

moment for many undocumented parents. However, this document is of utmost 

importance – without it, the child has no nationality and remains “illegal.” In 2003, the 

United Nations High Commissioner for Refugees (UNHCR) urged a resolution to this 

concern specifically in Germany, saying that that the registration of a child must occur 

regardless of legal status. In some municipalities the process is more difficult than in 

others. For example, in Berlin, local agencies implemented a policy in which only a valid 

passport would be accepted as the mothers’ identification. Women whose passports were 

expired, lost, or confiscated during the process of smuggling were issued generic birth 

certificates for their children that did not record them as the legal parent. This can have 

considerable implications if mother and child become separated, for example during 

detainment, and there have been cases where separation has occurred (Braun, et al. 2003). 

Chapter 9 discusses these issues in further detail. Furthermore, since registrar offices are 
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public institutions, they are required to report persons with an undocumented status to the 

Foreigner’s Office, which initiates deportation. For these reasons, parents are often 

reluctant to complete this process. 

 Some children also have difficulties registering for school. The same laws which 

impact medical care also imply that school administrators are required to report 

undocumented families to the authorities. However, some legal analysts have concluded 

that these laws do not, in fact, apply to schools because their primary role is education, 

and any information they discover about legal status is coincidental in the course of 

educational activities (Fodor and Peter 2005). In fact, according to the experiences of 

charity organizations, many children do not attend school because parents fear that school 

officials will notify the police. This has drawn international attention, and in February 

2006, a United Nations special emissary on the right to education visited Berlin to assess 

the current situation and urge for an immediate resolution.  In the past, police have 

conducted checks in Berlin schools, although now a sort of “ceasefire” exists (Alscher, et 

al. 2001), and local politicians have since clarified that schools are not required to notify 

the police if they receive knowledge about a child’s undocumented status (Schönwälder, 

et al. 2004). However, other cities have recently enacted precise regulations requiring 

school officials to report undocumented children to the Foreigner’s Office, and several 

legal battles are currently underway.74 Experts fear that this will drive parents to “lock 

                                                 
74 The city of Freiburg has also expressly clarified that notification is not required, but at the same time 
Cologne has required schools to see that a Meldebescheiningung (proof of registration) is provided upon 
enrollmentand notify the authorities if it is not.  There is a great amount of variation between municipalities 
– for example, the state of Hessen now required school officials to report undocumented children to the 
Foreigner’s Office – and legal fight around this issue continues. 
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up” their children or take them to work with them, depriving them of socialization and 

putting their health at risk.  

 For those who do attend school, religious (e.g., Catholic or Montessori) schools 

are often more willing to take them in. Dorota, a Polish migrant who had lived in Berlin 

for almost a decade, had enrolled her two children, ages 6 and 8, in a local Catholic 

school. She felt she could trust the sisters, who were not specifically told about the 

family’s status but certainly could have guessed. However, the situation is far from ideal 

for all parties involved. Schools that accept undocumented children are unable to include 

them in their official registration numbers, resulting in less funding and an inability to 

acquire adequate accident insurance. Where long waiting lists for kindergarten and 

church-based primary schools exist, other parents might be inclined to denounce families 

whose children are able to jump the queue and register informally (Alt 2003). 

 In contrast to the general public’s lack of sympathy for adults, the situation for 

undocumented children is marked by more understanding and social concern. In fact, this 

may be why fewer controls are carried out in schools – it is a sign of pragmatism on 

behalf of the state to not know exactly what is going on in the schools because it might 

elicit (too much) public sympathy. This reflects the experiences of the 1990s, where 

debates over refugee children’s right to attend schools exploded into a media frenzy and 

public embarrassment for many officials. Fearing a repeat, the situation today is generally 

not discussed openly. 
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Ethnic Networks: Cooperation meets Exploitation  

Ethnic social networks are essential to the survival strategies of undocumented migrants. 

Smaller, everyday problems are easily handled within one’s circle of family and friends, 

which is essential for leading an inconspicuous and fairly “normal” life. Most migrants 

have a small network of acquaintances upon which they can rely, especially important 

when they first arrive in the country and are at their most vulnerable. However, the role 

of exploitation within ethnic networks should not be overlooked. These include various 

overpriced services (apartment or job brokering, remittance transactions), demanding of 

protection money, or calling the authorities to rid oneself of competitors in the job 

market. Social networks which provide an advantage on one hand can also be an opening 

for exploitation on the other. Mahler cautions anthropologists to be wary of romanticizing 

these types of networks, noting that in her study, the “greatest source of economic 

mobility” for migrants was through the “exploitation of each other’s needs (Mahler 

1995:224).” She recommends maintaining a critical perspective on notions of ethnic 

solidarity, which falsely romanticize the migrant experience.  
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Figure 8: Advertising in the German edition of the Vietnamese magazine Dân Chúa 
Âu Châu: Travel agencies, financial consulting, and ethnic restaurants (May 2006) 

 

 

 

 There is also some level of interaction between “legal” and “illegal” foreigners 

when it comes to employment networks, housing, and so forth. What about the 

relationship to Germany’s “legal” foreign population? How do they perceive each other? 
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In a publication about undocumented persons in Berlin published by the Archbishop’s 

office (1999), an interview with Turkish community leaders highlights the perception of 

legal migrants. One participant, a businessman who had lived in Berlin since the mid 

1960s, stated, 

I think that the German acceptance of foreigners has strongly declined because of 

all the ‘illegals’…There is no distinction made anymore. All of us foreigners get 

thrown into the same pot. That is really, really too bad. Now, we used to be 

second-class citizens, but now there are third-class citizens. It’s strange, we look 

down on these people too, they do the dirty work, but on the other hand, Germans 

see us as all the same mixture. That’s really aggravating…I can understand the 

reasons why ‘illegals’ come here, but in our circles, in our everyday lives and 

work, they have a bad image (p.39, my translation). 

 This image of the “third class citizen” is very powerful: while it does promote 

“legal” foreigners into a higher position (second place, but no longer last), it also 

contributes to the general distain for migrants in many sectors of German society. Indeed, 

except for a few NGO staff members, none of the “legal” foreigners I spoke with felt 

sympathy towards undocumented migrants. In interviews, rather than focus on the 

undocumented migrants, they often steered the conversation back to general discussions 

on (legal) migrant integration and inclusion, which they viewed as more “legitimate” 

issues. One person even politely suggested I was studying the wrong thing – after all, the 

REAL issue was discrimination towards foreigners who had every right to be in 

Germany, and not those “who are here against the law.”  
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Coping Emotionally: What Does the Future Hold?  

There is no single “typical” migration pattern or trajectory to the lives of undocumented 

migrants in Berlin. Many come to Germany to work, send remittances, and eventually 

return home. Others have settled in Germany after having lived there for many years as a 

student or refugee, and have married or started families. Many young adults who initially 

had short-term migration plans get “stuck” in Germany. Rosa, the woman from Ecuador 

who had arrived two years before I interviewed her, discussed her future in the following 

way: 

“It is difficult being here illegally, you are always afraid. But I want to stay here. 

In Ecuador, there’s really no one I want to see, no one important to me. My 

family is here now.75 And as far as the future, well there really is only one choice 

for me to become legal, and that is to marry a German (laughs). That’s nice, but 

I’m not ready for that yet. I’m only 19! No way!” 

 Most migrants maintain a relationship with loved ones at home via telephone, 

email, and photographs. For those who come from visa-free countries, the ability to travel 

home on a regular basis provides additional emotional stability. However, not 

infrequently, frustration sets in after years of working in jobs for which they are 

overqualified, and general dissatisfaction in having earned money but lacking time for a 

social life or to seek a marriage partner (Alt 2003; Anderson 2003; Mahler 1995).  

 

                                                 
75 Rosa’s parents and many of her extended family members had come to Germany over the course of the 
past decade. 
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Figure 9: Refugee in front of Berlin’s bombed out Gedächtniskirche, a memorial to 

the horrors of war and state violence
76

  

 

Summary 

Overall, the politico-legal situation for undocumented migrants in Germany is one in 

which certain minimal rights are technically available, but as I have emphasized in this 

chapter, the implementation of these rights is highlight ambiguous. Children have a right 

to a birth certificate and schooling, workers can sue for unpaid wages, families have the 

right to safe housing, and as I will discuss in the following chapter, all have a right to 

medical care. This refutes the common assumption that undocumented migrants are 

entirely without rights. However, migrants are not assured access to these rights. This, 

along with the very specific constraints on everyday life, provides the basis for analysis 

of this otherwise heterogeneous population. It underscores the importance of using legal 

                                                 
76 Photo by N. Ruecker. 
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status as a unifying variable (rather than, for example, conventional markers such as 

nationality or ethnicity) because of its ability to produce such heightened vulnerability. 

Thus, this study agrees with anthropologists De Genova (2002) and Coutin (2003a), who 

have called for a shift in ethnographic attention away from the reification of the illegal 

migrant as a group of persons and toward a focus their juridical status and, by extension, 

their relation to the state. 

 Local governments are challenged to find their own solutions to these issues in 

the face of vague national policies. In Germany’s federalist political structure, there can 

be great variation between different state and city-state governments77 in regards to 

accessing these rights. Some cities, including Berlin, Munich, Freiburg, and Bonn, have 

been especially proactive in assuring rights to the “invisible” people living within their 

jurisdictions. Berlin has had some of the more progressive responses, such as the Senate 

proclaiming the laws criminalizing medical aid to be inapplicable within its district, and 

the refusal to inspect schools for undocumented children.  

 The vulnerabilities of everyday life which I have illustrated here become 

magnified in times of illness, making it the best place to investigate local responses to 

undocumented migrants. These efforts stem from what Filc and Davidovic (2005) 

describe as the local/national axis, which “stems from the public health logic, where the 

goal is to provide a minimum level of services to all the city residents (6).”  These 

responses to illness are the main focus of this project and will be addressed in detail in 

the following chapters.   

                                                 
77 That is, the Landtage of the thirteen Länder, the Bürgerschaften (City-Parliaments) of Hamburg and 
Bremen, and the Berlin Abgeordnetenhaus (House of Representatives). 



 

 

215 

 Here, I discussed how migrants negotiate everyday life. In the next chapter, I 

highlight the difficulties they face when requiring medical attention. Illness produces a 

fault line that disrupts everyday activity and often requires interaction with the health 

care system, thus rendering migrants visible. The possibility of becoming ill looms like a 

“constant, large shadow (Alt 2003)” over the lives of undocumented migrants and 

requires the mobilization of additional resources and networks.  
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CHAPTER 6 – PHYSICIANS, POLICIES, AND THE GERMAN HEALTH CARE 

SYSTEM 

 

 “I always wanted to go off and work as a doctor in a third-world country. This is 

pretty close.” 

 – Nora, physician in Berlin who regularly treats undocumented  

 patients 

 The comparison between the failures of Western European social systems and the 

situation in “third world countries” has not been lost on analysts. Both have provoked 

humanitarian responses by medical professionals. Ticktin notes,  

Just as [medical humanitarianism] protects a particular vision of life in war-torn 

zones, working to ease the immediacy of suffering, so, too, it now intervenes to 

ease suffering when the larger societal and political structures of the North fail to 

do their job—when they let increasingly large portions of their population fall 

through the cracks. Here, medical humanitarianism governs the less desirable 

portions of the population when the state abandons them. In this sense, ethical 

systems in the form of medical humanitarianism are part of the transnational 

circulation of capital and labor, linking the political economy of immigration to 

the political economy of health and illness. (Ticktin 2006:37) 

 Those “less desirable portions of the population” included undocumented 

migrants, but also increasing numbers of Germans who are becoming uninsured because 

of neoliberal welfare reforms. This chapter is divided into two sections. In the first, I 
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provide the reader with a general overview of the German health care system. This 

includes a discussion of the legal and structural constraints which impact access to care 

that are unique to Germany. I highlight the laws which criminalize the provision of 

medical care, cost issues, and the prominence of the “third” (non-profit or NGO) sector. 

In the second part of this chapter, I provide an overview of specific sites of medical aid 

for undocumented migrants, including private physician practices, urgent care centers, 

and health departments. One of the goals of this dissertation is to view treatment of 

undocumented migrants from the perspectives of medical practitioners. I refrain from 

describing the activities of NGOs here, since they are the focus of the following chapter.  

Structure of the German Health Care System 

The first laws regulating delivery of health care were enacted in 1883 by Ottto von 

Bismarck, and were designed to ensure the financial security of working class families 

(Platz, et al. 2003). Germany’s health care system is considered to be one of the best in 

the world, and is essentially a comprehensive social health insurance system. Benefits are 

determined by the individual’s medical need, and cost – the price of the contribution – 

depends on income level. In this way, Germans have enjoyed comprehensive health care 

with virtually unrestricted access to office visits. As in other social health insurance 

systems (such as the Netherlands and Belgium), compensation is on a fee-for-service 

basis, and proof of insurance must be presented (Romero-Otuño 2004). This is notably 

different from other tax-based comprehensive systems, such as Britain’s National Health 

Service.  
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 There are two types of insurance, and all employed persons are required by law to 

be insured through one or the other. The statutory health insurance fund (geseztliche 

Krankenversicherung) rests on mandatory employer contributions and is administered 

through some 252 public health insurance companies, which cover about 88% percent of 

the population, or about 73 million people. A private insurance option (private 

Krankenversicherung) covers the remaining ten percent or so, and is subscribed to most 

often by the self-employed or the wealthy. Contributions to the statutory insurance are 

based upon the “principle of solidarity,” and are shared between the individual and the 

employer, calculated as a percentage of gross salaries (currently 14.6%) (Economist 

2006b). Any deficits in covering insurance premiums are supplemented by the federal 

government. The funds themselves are administered by corporate, essentially non-profit 

bodies which operate under public oversight (Platz, et al. 2003). Anyone who earns over 

47,250 Euros a year (about $57,000 USD), or is self-employed, has the right to chose 

either option – the statutory health insurance or a private insurance. Subject to certain 

conditions, the statutory system also covers pensioners, the unemployed, trainees and 

students. According to an estimate from 1999 data, only some 150,000 persons – or 

0.183% of the total population – were left uninsured (Platz, et al. 2003). For the most 

part, these are low-income self-employed individuals, recently divorced persons who may 

be sorting out coverage, and university students. Thus, while it is technically a 

comprehensive and mandatory health care system, there are some small gaps in coverage 

based on the way the system is financed through employer contributions or by enrolling 

in a private insurance plan.   
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 Ambulatory health care in Germany is provided by physicians practicing on a 

freelance basis under contract to the statutory health insurance. There are three types of 

hospitals: 1) public hospitals which are run by the local municipalities and states; 2) non-

profit hospitals run by the churches or other NGOs such as the German Red Cross; and 3) 

private hospitals run as commercial enterprises. Because I discuss specific public health 

issues later in this paper – such as the role of health departments in providing care to 

undocumented populations and communicable disease reporting and treatment – a brief 

overview of the public health system is in order.  The German public health system is not 

a centralized national body, as it is in the United States, for example. Instead, it is 

comprised of a series of more or less independent local public health departments 

(Gesundheitsämter). There are also public health services provided through dedicated 

offices (öffentlicher Gesundheitsdienst) which offer vaccinations for children without 

verifying residency status, and also handle the treatment of STDs (free of charge) along 

with anonymous HIV testing.   

 Germany has the third most costly health care system in the world. Experts have 

warned for years that substantial reform is necessary to counter massive budget shortfalls 

in Germany’s health care system. Sustainability problems are linked to the system’s 

financing structure that has become problematic due to low birth rates, high 

unemployment, and rising medical costs. Despite attempts to reduce health care costs in 

Germany, the country has seen increases at an average annual rate of 7% since 1972 

(Böcking, et al. 2005). In 2003, a new payment system was introduced using flat rates per 

case (called Fallpauschalen) based on DRGs, or Diagnosis Related Groups. The DRG 
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uses a system of benchmarking patients based on their illness and allocates a certain 

amount of reimbursement per patient. Policymakers argue that this will improve the 

profitability of the health care system and increase billing transparency; doctors argue 

that it will discourage treatment of complex cases. This new system is of importance to 

this focus of this study because, as one participant noted: 

“Before the Fallpauschalen (flat rates per patient case) it was so much easier to 

treat patients without papers. They used to be simply taken along, carried along 

[financially], so to speak, with the other patients. But now there’s more 

paperwork and cross-checking.”  

The Rise of the Uninsured and Impact of Recent Welfare Reforms 

Because of neoliberal reforms, including privatization, German society is becoming 

increasingly economically polarized. Experts, and the general public, have begun to fear 

that the gap between rich and poor will mean a move towards “American conditions.”78 

By 2005, a new trend began to emerge that was broadcast widely in the media and caused 

outrage during the election year: the startling increase of uninsured Germans. At the time 

of this study, the press was circulating figures between 190,000 (Bemmer 2005) and 

300,000 (Becker 2005, Franke 2005, Hoffritz 2005) people believed to be uninsured. 

                                                 
78 A common saying in Germany is to declare “das sind ja amerikanische Verhältnisse!” (“that’s like the 
conditions in America!”).   These “American conditions” to which many Europeans – especially Germans – 
refer are the antithesis of all things the social welfare state builds upon. They are appalling conditions, 
rooted in neoliberal policies and resulting in declining standards of living, high debt ratios, the rise of part-
time jobs without benefits, and a meager welfare safety net. In short, the reference is a political warning 
against using the U.S. as an economic model, since “amerikanische Verhältnisse” means smoke-and-
mirrors growth at the expense of social justice. One of the most scandalous of these conditions is the fact 
that some 45 million persons in the United States have no health insurance. This is the type of figure many 
Germans can recite off the top of their heads (though is not likely to be at the forefront of many Americans’ 
consciousness).  
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Because the next census is not until 2007, it is impossible to be more accurate. The last 

reliable figures on the uninsured are from 2003, at which time the national statistics 

office reported an 80% increase since 1995. It should be noted that these figures reflect 

only legal residents (i.e., German nationals and foreigners with a valid residency permit); 

undocumented populations are not included. 

 Increasingly, as financial difficulties arise, people have begun lapsing on health 

insurance payments even though maintaining health insurance is mandatory. Once they 

have not paid their premiums – for two months, in the case of the statuatory insurance 

fund, and only one month for private insurance – they are out of the system. The 

healthcare reform of 2000 (Gesundheitsreformgesetz) requires that people demonstrate a 

“previously insured status” in order to gain access to insurance. Furthermore, people who 

have once been privately insured are often no longer allowed to re-enter the statuatory 

insurance fund unless they meet certain requirements. Some have called this situation the 

“no-man’s-land between the public and private system (Prange 2005).”  

 Several groups are at risk of becoming, or already being, uninsured. One group 

which has received a great deal of attention during the 2005 election year is the long-term 

unemployed, who were targeted by a recent welfare reform. This reform, called Hartz IV, 

was launched in the face of increasing unemployment in one of Europe’s largest but 

slowest economies. It had the decidedly neoliberal aim of strengthening individual 

responsibility by lowering benefits for unemployed individuals “capable” of working. As 

the most extensive welfare reform in German history, it reflects changing social values 

around labor and the role of the traditional safety net. A second group of potentially 
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uninsured is comprised of university and technical school students older than 30 years of 

age, who are no longer insured through the mandatory state health insurance and must 

organize and pay for their own. Finally, one major group of uninsured is the self-

employed and small business owners. The number of self-employed has risen over the 

past years, as many Germans took advantage of a government program to cut welfare and 

encourage small businesses (Schoenfeld 2005). This program helped support small 

business owners for the first three years. Those who are self-employed must finance their 

own health insurance (recall that the system in Germany is based on employer 

contributions). However, while the general population pays 14% of their wages for the 

statuatory health insurance, the premiums for the self-employed can reach 40-50% of 

their income after operating costs and mandatory social security contributions. Platz, Bey 

et al (2003), in their overview of the German emergency medical care system, recognize 

that the current downsizing of coverage will likely lead to increases in emergency room 

visits. Because of the near-universal coverage (at least until the events of 2005 I just 

described) and virtually unrestricted access to office-based medicine, emergency 

departments have typically played a “rather minor role,” and are ill-equipped to handle 

the increased number of patients, should scheduled access to care become increasingly 

difficult. 

 The rise of the uninsured is of importance to this paper because, during the time 

of the study, increasing numbers of Germans who lacked health insurance were attending 

the Migrant Clinic. As noted in Chapter 2, I did conduct interviews with three German 

patients at the Clinic: two were single men over fifty years of age who owned 
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independent businesses, and a third was a fourty-four-year old female student who no 

longer fell under the university’s requirement to maintain health insurance. Let me 

provide the story of one of the men, Klaus: 

Klaus, 64, is an electrician with weathered skin and thick glasses. He started his 

own business in West Berlin in 1983, and eventually hired six workers. Business 

was doing well, there were plenty of contracts and plenty of money coming in, 

until one of his clients declared bankruptcy and couldn’t pay. Overnight, Klaus’ 

business was saddled with over 9,000 Euros (more than $11,000) debt. He cashed 

in his stock and bonds. He let go of his employees. He sold off equipment. He let 

his insurance premiums go unpaid. The very last insurance that he let go of, in 

July 2002, was his health insurance. He simply couldn’t afford the 273.51 Euros 

(approximately $340) monthly premiums. “I could live off that amount for two 

months,” he says.  

 Today, he still is unable to afford insurance. Some of his former employees 

are from Poland, and he still considers them friends. They bring back cheap 

medications on trips home, various antibiotics, and his usually treats any minor 

illnesses with these.  The first serious health scare happened when he broke a rib 

on the job. He went home, opened his medicine cabinet, and wrapped a bandage 

around his ribcage. He says, “A doctor wouldn’t have done anything else, 

either.” In another case, he pried out a rotten tooth with a knife since he couldn’t 

afford to pay a dentist. 
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 Months later, he noticed a painful spot near his waist, which got worse 

and worse. He rubbed anti-inflammatory cream on it, but it didn’t help. He knew 

it was time to seek out medical attention.  Klaus had seen a program on television 

about a clinic that serves homeless people. Desperate for information, he called 

around a finally received a tip from the local physicians’ association 

(Ärztekammer). They suggested he go to the Migrant Clinic, which treats the 

uninsured. The doctor there sent him to the hospital for surgery to remove the 

abscess, and arranged follow-up treatment with a surgeon in their network. 79 

Klaus and other Germans like him – including those who fell through the cracks as the 

Hartz IV welfare reform was implemented – had become uninsured in a system that 

prides itself on being universal. This is yet another expression of increased privatization 

under neoliberalism and a turn away from the traditional social welfare system in recent 

years.  

Access to Medical Care for Undocumented Persons 

But let us turn to the actual focus of this study: undocumented persons. Like other nations 

that only reluctantly acknowledge their position as primary destination countries for 

undocumented migrants, Germany has not created any system of rights for them, instead 

leaving them in a liminal condition. This has resulted in a tension between national 

conceptions of rights of citizenship and humanitarian concerns of providing at least basic 

                                                 
79 During the time of my work in the Migrant Clinic, journalists visited at least five times to discuss the 
matter of German uninsured patients. One of the doctors recommended Klaus for interviews with both a 
national newspaper and the Wall Street Journal, with his full consent. She felt he was “especially talkative 
and really a hard worker, not a deadbeat, which is what we want the public to see.” In this account, I have 
added some information from the version he gave the journalists (see Bemmer 2005 & Schoenfeld 2005). 
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medical services for all residents, “legal” or not. As in other nations with social health 

insurance systems, undocumented migrants in Germany are excluded from usual services 

because they are unable to subscribe to them.  

 However, Germany is also unique in that it is much more restrictive than other 

European health care systems. Román Romero-Ortuño (2004) examines health care for 

undocumented persons in the European Union and questions whether or not adequate 

solutions exist. He compares six countries with two types of health care systems: the 

social health insurance systems of Germany, Belgium and the Netherlands, and the tax-

financed national health services of the United Kingdom, Spain, and Italy. Only Spain 

has created the legal conditions for comprehensive health care coverage of undocumented 

persons. This is followed by the “generosity” system put into place in Italy, another tax-

financed system, where migrants can remain anonymous while accessing medical care. 

These “humanitarian” models contrast sharply with the “utilitarian” approaches of 

Germany and, to a lesser extant, the U.K., where only emergency treatment is provided, 

justified by a desire to protect the health of the host population. In practice, however, 

access to care is limited by many other factors besides these legal preconditions: 

particularly in social health insurance systems, providers may be reluctant to treat 

patients who may be unable to pay. In these cases, “humanitarian behaviour is thus 

perceived as synonymous to loss of income (Romero-Otuño 2004:267).”  

 Because emergency medical care is extended to everyone in Germany regardless 

of legal status, it is often assumed that adequate services exist for persons without 

insurance. Migrants with legal residency status, regardless of citizenship and whether or 
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not they are employed, typically enjoy the same health insurance coverage as Germans 

nationals. However, it has been argued that a “second class” medicine exists in regard to 

undocumented migrants (Cyrus 2004b). As noted above, health insurance coverage is 

guaranteed (required!) for all employed persons, as well as those receiving state aid such 

as unemployment or welfare. This is not dependent upon the legal character of the 

employment and is thus, in theory, available to undocumented migrants. However, in the 

case of work done “under the table,” it is virtually impossible to show proof of 

employment. While this is less problematic for Germans working illegally, since they are 

often receiving unemployment benefits through the state (which includes health care 

coverage), it does limit undocumented workers. Furthermore, mandatory worksite 

insurance is required to cover workers in the case of an on-the-job injury – again, 

regardless of the legality of the employment contract (theoretically, at least). The 

employer is obligated to covers these costs, and if the employee has not been included in 

the policy, the employer can pay the premiums retroactively (Gross 2005, citing Classen 

2000). However, employers have no incentive to include undocumented workers in these 

policies, and migrant workers are unaware of this coverage or fear holding employers 

responsible. This makes it similar to the situation with unpaid wages: workers can 

rightfully sue for their wages, but fear prevents them from accessing this right. In the 

introductory chapter, I illustrated the case of Misha and his friend Yuriy, who was injured 

on the job. While this could have been covered by mandatory worksite insurance, the 

workers were unaware of this obligation on the part of the employer. 
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 Refugees are covered under the law regarding benefits for asylum seekers 

(Asylbewerberleistungsgesetz), which sets benefit levels significantly lower than regular 

welfare but does guarantee coverage in times of illness. In fact, individuals without a 

secure residency status and therefore “deportable” or “obligated to leave the country” 

(ausreisepflichtig) fall under this law, including undocumented persons.  Because of this, 

is it generally assumed that the existence of the Asylbewereberleistungsgesetz resolves 

the issue of providing necessary medical care to undocumented persons (Gross 2005). 

However, the cruel irony is that anyone seeking to claim these benefits must make 

themselves visible, and thus face deportation. In addition, there are reports of clerks 

refusing to hand over the necessary forms (Verbruggen 2001, citing Classen 2000). This 

is one of the main points of contention, and is often brought up by activists on both sides 

of the debate: undocumented persons are legally covered under the law that provides 

emergency medical aid to refugees, but because they must be reported if they access 

these rights, they are de facto not available to them.  

The Criminalization of Medical Aid 

In Germany, a unique set of laws criminalizes both undocumented migrants and health 

professionals who offer them assistance. The Residence Act (Aufenthaltsgesetz) contains 

two specific sections that, in essence, criminalize the provision of medical care to 

undocumented migrants. The current act is a revision of a previous law which was 

overhauled in January 2005. Despite heavy opposition by the medical and human rights 

communities, both laws criminalizing the provision of medical aid remain in effect.  
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 In the following paragraphs I describe these two laws in some detail. However, it 

is important be mindful of the fact in a federalist nation like Germany, these laws are 

executed by state governments, who often have considerable leeway in their 

implementation. This explains the different interpretations in various local settings, and 

underscores the confusing state of affairs. Thus, it is often difficult to speak of a unified 

policy. State and even municipal governments have the ability to experiment when 

implementing laws.  

“Denunciation Law” 

Section 8780 of the act (often called the “Denunciation Law”) mandates that persons 

residing in Germany illegally be reported to the appropriate authorities if they seek 

services at public facilities.81  This initiates the deportation process. Neither the attending 

physician nor the patient must be notified of the report and pending deportation (Nitsche 

2002). If a private physician or hospital administrator seeks reimbursement for the costs 

of treating an undocumented person, they can send the bill to the Social Welfare Office, 

who in turn is required to report the migrant to the Foreigners’ Office. However, the 

doctors and hospital administrators themselves are not required to report them (Anderson 

2003; Fodor 2001; Gross 2005). This has been justified for several specific reasons. First, 

Section 88 of the same law says that this requirement to report undocumented persons is 

superseded by other requirements, including doctor-patient privilege. Second, the law 

                                                 
80 Formerly § 76 of the Ausländergesetz 
81 This section of the act also affects school officials. The state faces a difficult contradiction between 
compulsory education policies, on the one hand, and pursuing undocumented persons – in this case, parents 
– on the other. 
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only pertains to individuals operating in public facilities. In Germany, doctors are never 

public officials, but others, e.g., administrators at public hospitals, are. However, private 

hospital administrators (including charity hospitals) are exempt from this reporting 

requirement. Similarly, district-level medical facilities do not neccessarily fall under the 

law’s reach, since it is a federal-level mandate. Finally, although hospitals may be 

considered “public” places, administrators need only report information they have 

become privy to in the course of regular business. Thus, if they do not regularly solicit 

legal status (on intake forms, for example), they are also not required to collect and pass 

on that information. This complexity and ambiguity contained in the law and its 

implementation can be used to protect doctors. For instance, Nitsche (2002) offers advice 

to physicians on this issue in a newsletter to doctors in Berlin.  She suggests to them that 

they should always claim that they are operating under Article 11 of the asylum law 

discussed above, in which every individual who “deportable” (including undocumented 

migrants) has the right to emergency health care. Furthermore, she notes, the definition of 

“emergency care” is vague and unlikely to be challenged by authorities with little or no 

medical expertise, so that physicians should feel confident in their decisions and not fear 

legal repercussions. 

  There remains some debate around the requirements associated with public 

health departments. Some analysts have suggested that health departments are the only 

public office not required to pass on information (Alscher, et al. 2001), while others 

(Braun, et al. 2003) contend that they are in fact required to report migrants. Others have 

noted that it varies by state (Gross 2005), which corresponds well with information 
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gained during this study and the generally decentralized nature of German policy 

implementation. Furthermore, based on interviews I conducted in Berlin, public health 

officials use this ambiguity to their favor, and report individuals only after all testing or 

treatment is complete, if at all. Participants called this a “common sense decision” 

(“vernunftgesteuerte Beschluss”) to prevent initiating the deportation process and ensure 

the individual’s and community’s health remained their priority.  

 However, while doctors and hospital administrators are not required to report 

undocumented people, there is sufficient evidence that some do anyway because they are 

unclear about the applicability of these laws.82 In one example, a Nigerian woman went 

to the emergency room of a Berlin hospital complaining of dizziness and a headache. 

Hospital staff called the police, who came and took her to the station. As she protested 

and demanded medical attention, they twisted her left arm behind her back to subdue her. 

In the process, they broke her humerus. She was returned to the same hospital for 

treatment of the fracture, but fled immediately (Dudek 2005b). Therefore, it is perhaps 

not surprising that activists and scholars have identified this reporting mandate to be the 

central barrier to adequate treatment for undocumented migrants in Germany. Stories of 

compatriots who were arrested and deported following treatment from a hospital circulate 

widely. As a result, patients often opt to flee before treatment is completed (Cyrus and 

Vogel 2002; Stobbe 2000), and mistrust in public health institutions becomes reinforced. 

                                                 
82 See for example Alscher, et al. 2001; Anderson 2003; Beisbart 2003; Flüchtlingsrat Berlin et al. 1998; 
Bühring 2001; Gross 2005; Müller 2004; Verbruggen 2001. 
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“Trafficking Law”  

While the “Denunciation Law” does not apply directly to doctors and hospital 

administrators, a second law may. Section 9683 of the same act (often referred to as the 

“Trafficking Law”) states that “assisting” undocumented persons – including for medical 

purposes, depending on interpretation – is a crime punishable with a fine or imprisonment 

up to five years. Doctors can be held liable if they treat undocumented patients (Fodor 

2001, cited in Müller 2004). This charge can only be pursued on a case-by-case basis, 

that is, the state must prove that the assistance was provided with prior knowledge of 

legal status or that it has been repeated. It is also highly dependent on the severity of the 

patient’s illness To fulfill the criteria required for prosecution, the physician must be the 

1) primary offender, 2) operating for profit, and 3) in a fashion that directly enables 

illegal residence to continue OR 4) treating multiple cases (two or more undocumented 

persons) (Nitsche 2002).  

 Many physicians’ organizations, along with individual activist doctors, have 

spoken out against these laws, noting that they conflict with superceding ethical dictates. 

Specifically, a conflict is noted with the Hippocratic Oath to serve those in need, 

regardless of status. Second, the Geneva Convention Medical Code of Ethics 

(Declaration 1948) is another frequently referenced code of ethics in the context of 

undocumented persons. It states that, “…the health and life of my patient will be my first 

consideration… I will not permit considerations of religion, nationality, race, party 

politics or social standing to intervene between my duty and my patient…”  Finally, the 

                                                 
83 Formerly § 92 of the Ausländergesetz. 
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50th World Medical Assembly Ottawa, Canada, October 1998 is often invoked, which 

included a statement on treating patients regardless of legal status. Germany’s national 

association of physicans has been actively expressing protest against the limited 

provisions in the asylum law (Asylbewerberleistungsgestez) since 1995. One recent 

statement expressing concern over how undocumented migrants are being excluded from 

medical aid was issued at the 108th annual National Physicians’ Conference in May 

2005. Some physicians have joined forces with human rights groups to serve these 

populations or to lobby for legislative change. One example is the 2005-6 signature-

gathering campaign sponsored by International Physicians for the Prevention of Nuclear 

War (IPPNW), urging for the provision of legal medical care options for undocumented 

migrants in Germany.  

 To my knowledge, no health care workers have been convicted of providing 

medical aid to undocumented persons under either of the laws discussed above.84 

However, in several interviews, physicians I spoke with confirmed that they themselves 

or colleagues had been “under investigation” and even charged under these laws. 

However, the case(s) never went to full trial because of third party intervention.85 In 

general, these were cases where migrants had come under arrest and been detained, while 

acknowledging medical issues or care they had received from specific physicians. In 

addition to these charges, physicians noted intimidating phone conversations with state 

attorneys and immigration officials. These included demands to hand over patients’ 

                                                 
84 Not only physicians risk prosecution. In the past, charges have been filed against clergy, taxi drivers, and 
landlords who rented out to undocumented persons. For example, in July 2006, pastor Monika 
Weingärtner-Hermanni was charged with human trafficking because she and her church had harbored a 
Kurdish family facing deportation. She was charged with a fine of 3,000 Euros (about $4,000 USD). 
85 In order to maintain their anonymity, these participants have asked me to not describe specific cases. 
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medical files with statements such as “you know, we could charge you with aiding an 

illegal person…” In some cases, they were convinced that officials had posed as hospital 

staff or medical colleagues when asking for patient information. 

 Fear, uncertainty, and ambiguity work to reinforce the current situation. This is 

evident in the ways in which the two laws have been variably interpreted. Physicians and 

staff I spoke with – often from the same organization – had very different understandings 

of the legal situation. For example, some contended that because they are part of a charity 

organization, the laws did not apply to them. Others preferred to nonetheless operate 

under the veil of complete anonymity, without using names or keeping records. Hospitals 

are most impacted by this law, and must shoulder the costs of treating the uninsured by 

shuffling funds if they do not want to apply for reimbursement by the state.  As noted 

above, their request for reimbursement will initiate notification to the Foreigner’s Office, 

and the patient will be sought for deportation. For this reason, along with the amount of 

red tape involved, many hospitals prefer to skip this process. However, even when 

administrators do not report the patient, “you can never be too sure that one of the nurses 

didn’t take it upon themselves to do so,” as one physician related to me.86  Overall, 

among those to whom I spoke, there was no clear consensus about when they are making 

themselves culpable or when they should pass on information to the appropriate state 

offices. In sum, doctors and health organizations are often unsure whether or not they are 

required by the Foreigners Law to report individual patients. Doctors are afraid of 

                                                 
86 There are other examples where staff was adverse to providing care to undocumented persons. For 
example, Anderson (2003:82) reports about a medical assistant from Eastern Europe who was unwilling to 
deal with migrants, especially individuals from her own country. This reflects the hierarchy between legal 
and “illegal” foreigners, and the lack of sympathy for undocumented migrants discussed in an earlier 
chapter.  
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breaking the law, and patients are afraid of being deported if they show up somewhere 

because of an illness. 

How Undocumented Migrants are Excluded from the German Health Care System 

At this point let me review the legal (and financial) situation regarding medical care for 

undocumented migrants. In the literature, and in praxis, there is consensus on several 

issues. First, public institutions are required to report persons according to the 

“Denunciation Law.” Second, costs are supposed to be covered under the law that 

governs resources for asylum seekers, but applying for reimbursement means that the 

patient is automatically reported to the authorities. And third, because of this, 

undocumented persons delay or avoid medical care altogether.  However, there are just as 

many issues up for debate. For example, it is unclear if and when providing medical care 

for undocumented persons is a crime. It has also been debated, by politicians and scholars 

alike, whether or not, in the larger picture, the state’s interest in ebbing immigration 

impinges on basic human rights (Cyrus 2004a).  

Medical Aid for Undocumented Migrants: Comparisons to other Nations 

Many neighboring European countries have found government-initiated solutions to the 

issue of covering the cost of basic medical treatment for undocumented persons. In all 

European countries, some sort of emergency services are guaranteed, and physicians are 

given some flexibility in determining what constitutes an emergency situation. More 

comprehensive care for migrants is available in France and Italy, as well as de facto in 

Great Britain (although not formally guaranteed by law). One of the most common 
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solutions is simply to permit medical treatment in public clinics without requiring legal 

status to be divulged. This is possible in tax-financed systems such as Spain, Italy, or 

Great Britain’s National Health Service, where residence determines entitlement to 

services.87 By contrast, the German health care system is complicated by its structure, 

which relies on the contributions of employers (as opposed to financing through the tax 

base), making it particularly impenetrable to these types of models because proof of 

insurance must be presented. Furthermore, the argument can be made that these kinds of 

patients would refute the logic of the system (in which everyone pays) by taking away 

citizens’ motivation and willingness to contribute. As in other social health insurance 

systems (e.g., the Netherlands, Belgium), compensation in Germany is on a fee-for-

service basis, unlike National Health Service structures in which health care providers are 

generally salaried, public sector employees. Even in countries where health care is 

available to undocumented migrants, there are serious gaps in the sectors of mental 

health, HIV and AIDS treatment, physical therapy and rehabilitation, and medication 

availability. In addition, neither migrants nor health care personnel are always aware of 

available services.  

 France. In France, the more visible organizational efforts of sans papiers has 

aided in establishing a solution to health needs. An office affiliated with the Health 

Ministry is charged with financing medical aid for sans papiers, and deliberately does not 

pass on data to the Ministry of the Interior. To access services, patients need to show 

                                                 
87 In such publicly financed systems undocumented migrants do not represent a burden to the system; in 
fact, for this reason, these are only very basic services. In order to get adequate care many people purchase 
separate private insurances (Cyrus 2004)  
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passport, proof of income, and proof of residence in France. If these are missing, a 

notarized statement detailing these facts can be provided instead. In addition, many 

NGOs – including MSF – have set up clinics and mobile services for undocumented 

migrants.  

 Italy. Since 1998/99, undocumented migrants in Italy can voluntarily sign up to 

participate in the local health care system, which is based on residency. Anonymous 

registration cards provide the foundation for this solution, and costs are split between the 

Health Department and Department of the Interior.88 However, only basic care is 

covered, such as emergencies, communicable diseases, or situations where the illness is 

likely to progress significantly. This system has also proven useful for providing care to 

the homeless, Roma, and other groups for whom formal residency may present an issue. 

Passing on information to the authorities is explicitly forbidden, as it is in France. 

Analysts have suggested that the current system works because it is not too large in 

scope, and not necessarily well-known to migrants.  Nonetheless, as in other tax-financed 

systems, the principle of using residency as a means of inclusion is incompatible with the 

situation in Germany.  

 The Netherlands. The solution that has emerged in the Netherlands, and favored 

by many activists in Germany, is that of a special fund set aside for undocumented 

migrants. Since 1998 (following a change in the law), undocumented migrants are only 

allowed to access emergency care. There are actually two rules for compensation: one for 

doctors and one for hospitals (Cyrus 2004a). The fund was set up for the former, and 

                                                 
88  This cost approximately 30 million Euro in 1999 (Braun, et al. 2003). 
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covers outpatient treatment. The operating budget in 2000 was some 5 million Euros; at 

one point, this amount was reduced because it was not being utilized. Analysts blamed 

the complicated bureaucracy involved with recovering payment, along with a lack of 

knowledge among both patients and physicians. There is, however, no budget for 

inpatient hospital care. Hospitals can try to bill patients, but in the end are able to write 

off the costs or recoup the amount from an indigent care fund if no other solution is 

found. 

 Belgium. In Belgium, undocumented migrants theoretically have unlimited access 

to the comprehensive health care system if they pay out-of-pocket. In emergency 

scenarios, as in other settings, costs may be covered by Social Security office after a 

written statement of need is submitted and approved. There is no requirement to report 

migrants to the Foreigners’ Office. Generally, for the treatment of children all costs are 

reimbursed. In addition, some NGOs have set up offices to provide care to migrants. 

 United Kingdom. In the U.K., migrants can access comprehensive care, even 

though this is not guaranteed by law. Everyone has ability to register locally with 

National Health Service and receive treatment. Inpatient care is possible using one’s NHS 

registration number. In many cases – such as emergency treatment – the NHS registration 

is never reviewed. However, some cost-intensive issues, such as mental health care and 

HIV/AIDS treatment, remain inaccessible for undocumented migrants.   

 Spain. The situation in Spain is characterized by constantly changing access for 

undocumented migrants, with costs partially covered by state and local governments. 

Emergency care, birth, and pediatric care are generally covered. Since 1999, all aspects 
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of pregnancy care (prenatal, delivery, puerperal care) are covered under the national 

health services, and women are not required to provide identification (Bosch 1999). 

NGOs and charity organizations such as Caritas play a major role in providing aid in 

Spain. 

 Finally, another salient comparison comes from Israel. While it is geographically 

more distant than the other examples, there is relevant data based on recent research 

(Willen 2006a; see Willen 2006b), and furthermore, Germany and Israel share similar 

notions of national belonging and citizenship rights. Levy and Weiss (2002) argue that 

comparisons between the two countries are valuable for understanding the integration of 

migrant groups, since both nations have descent-based systems of citizenship which 

impact willingness to provide services. Furthermore, both have granted automatic access 

to citizenship privileges to specific immigrant groups89 but have shown themselves to be 

fundamentally hostile towards undocumented migrants. Analytically important is the 

distinction between these diasporic groups considered to belong automatically to the 

nation and increasing numbers of labor migrants without such privileges. Filc and 

Davidovich (2005) describe this as the ethno-national conception of citizenship which 

profoundly determines who is entitled to health services in Israel. Overall, there exist 

“oppositional processes of inclusion and exclusion in regards to its relationships with 

migrant workers (“legal” and “illegal”). While official national policies support the 

absolute exclusion of non-citizens from state services, inclusive practices, official and 

                                                 
89 In Israel, this is made possible through the Law of Return, which grants preferential treatment to Jews 
returning to their ancestral homeland. In Germany, “ethnic Germans” or Aussiedler are allowed to apply for 
automatic citizenship, as discussed in Chapter 3. 
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unofficial, can be found as the national and municipal level executed both by the state 

and NGOs (Rosenthal 2005:3).” In Israel, emergency rooms are obligated by law to 

provide care to anyone, regardless of legal status. However, this has become increasingly 

restricted a hospitals face growing financial pressure (Adout 2002).  The Physicians for 

Human Rights-Israel clinic in Tel Aviv was established to demonstrate a need and call 

upon the state to take responsibility, and has served some 11,000 patients since May 

1998.90 Of note, it identifies itself as a human rights organization rather than a 

humanitarian organization (Willen 2006a:34-5), a distinction I discuss in greater detail in 

the following chapter.  

Health Issues Faced by Undocumented Migrants  

At this point is important to reflect upon which, if any, specific health concerns 

undocumented migrants face. Is it even cause for concern if they lack access to health 

care resources? Epidemiological data for this population are virtually nonexistent, but it 

is possible to infer some morbidity patterns by reviewing the literature on legal migrants. 

The result is a complex and contradictory set of data, depending on indices, specific 

location, and population. Some studies contend that migrants have poorer health status 

than the host population,91 citing barriers to care and low utilization rates. Others note a 

                                                 
90 In terms of patient population and resources, the similarities to the Migrant Clinic (which I describe in 
Chapter Eight) are striking. Willen reports that patients also came from a wide range of countries of origin, 
were typically undocumented (about 86% of the time) and there was a large number of return patients – 
about 65%. Fifty-four percent were women, and the age range was very comparable to the Berlin Clinic. 
Resources were also similar: volunteer physicians and staff, donated medications, discounts on laboratory 
testing, and annual “budget” with a local hospital.   
91 For example, the literature from Germany suggests a higher infant mortality rate, higher rates of 
gastrointestinal illness, accidents (at home and in transit), and on-the-job injuries for undocumented 
migrants (Flüchtlingsrat Berlin et al, 1998). Among pregnant migrant women, higher rates of several 



 

 

240 

lower overall mortality rate compared to host country counterparts based on the “healthy 

migrant effect,” i.e., the assumption that only relatively healthy people migrate in the first 

place, and that workers return to their home countries when they become disabled or 

retire. This pattern of general health, however, is often confounded by lower access to 

health care services and social and environmental factors that increase susceptibility to 

illness, both of which increase exponentially if the person is undocumented. There have 

been no systematic studies on the health of undocumented migrants. Indeed, the vast 

majority of studies focus on the illnesses migrants present with when seeking aid at 

organizations or hospitals, and therefore do not reflect the range of actual health issues 

they face (Willen 2006a). Chronic health issues, occupational exposures, and mental 

health problems (to name a few) are rarely captured in such surveys. Although there are 

no epidemiological studies of undocumented migrants in Germany, reports from 

neighboring countries and the experiences of NGOs indicate that the spectrum of 

illnesses is similar to the native population – with few tropical or otherwise exotic 

communicable illnesses (Braun, et al. 2003; Verbruggen 2001). Despite discourses of 

their danger, evidence suggests that migrants are not usually primary vectors for 

transmission of communicable diseases (Taran 2000). Nonetheless, this communicable 

disease aspect is often emphasized when calling for pragmatic solutions (e.g., Alt 2003; 

Cyrus 2004a). In addition, Holmes (2006) emphasizes four major health issues based on 

                                                                                                                                                 
“behavioural, psychosocial, and medical mediating factors” were noted, however, low birth weight was not 
significantly higher among foreign national women and lower rates of smoking were evident (Reime, et al. 
2006). Furthermore, a lower immunization rate has been observed among migrant children, and maternal 
mortality rates – though they have decreased in previous years – still remains significantly higher for 
migrants (Razum, et al. 2004). 
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migrants’ social context and class position: occupational injury and pain, somatization, 

substance abuse, and trauma. Torres and Sanz (2000) investigate utilization patterns 

among undocumented migrants in Spain, noting that – despite some of the progressive 

provisions Spain has implemented – legal status was still significantly associated with 

low utilization of health services, reflecting a strong access barrier for undocumented 

migrants (Torres and Sanz 2000).   

 Indeed, undocumented migrants face very specific structural constraints. Despite 

their heterogeneity, they face a “common health risk to the extent that differences 

between majority culture and the culture of origin, heightened mobility, and an illegal 

status influence risk-taking and help-seeking behaviors as well as affect the general living 

conditions” (Narimano, et al. 2001). This risk is perhaps best conceptualized as a 

spectrum of vulnerability – from labor migrants who tend to be young and in relatively 

good health, to refugees who may have had more severe trauma experiences. Overall, the 

stress of living in fear and insecurity because of one’s liminal “illegal” status is cited 

throughout the literature as a factor contributing to illness, along with broad-spectrum 

discrimination and the synergistic effects of class and racism.  

As a source of prolonged stress, undocumentedness can exacerbate health risks 

because of other variables such as affordability, accessibility, acceptability, 

knowledge, cultural views and practices, and willingness to seek care…the 

concept of allostatic load, the accumulation of biological risk associated with 

persistent hyperarousal, is applicable to the lives of many immigrants, and even 

further compounded by undocumented status (McGuire and Georges 2003). 
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Strategies in Times of Illness 

Given this restrictive scenario, what happens when undocumented migrants get sick? 

According to the interviews conducted for this study, many migrants say they simply 

“don’t get sick” or “can’t afford to get sick”. But when they do, most cobble together a 

sort of “package” of health treatments (Menjívar 2002) or access a “patchwork of 

services” available to them for a variety of reasons (Willen 2005).  The idea of 

“patchworking” emerges as a useful concept in the scholarship on migrant social 

networks, especially important during times of illness, as it illustrates the  

merging of different resources, such as information, services, and 

education….based on the notion of negotiation at the different stages – that may 

occur simultaneously or in sequence – in which people and resources are put 

together to find a treatment for an ailment (Menjívar 2002:455). 

Part of this patchwork is transnational in nature, as consultations and resources acquired 

in the home country often remain an integral piece of this process. Importantly, this is a 

negotiated process that is also punctuated with moments of frustration and tension. 

Researchers have cautioned against romanticizing such informal ethnic networks, as they 

are just as often exploitative as they are supportive (Mahler 1995).  

 Initial strategies tend to involve relatively inexpensive, informal resources. 

Avoiding or delaying care may represent the most frequent tactic for non-acute illness. 

Those who are able to do so may travel to their home country; this is especially the case 

for Polish workers in Berlin, since Poland is only an hour away. This strategy was 

utilized by a few of the individuals I interviewed. One woman, Dorota, had settled in 
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Berlin eight years ago, after having been a “circular migrant” – traveling back and forth 

from Poland every week – for well over a decade. She was now working as a musician, 

had two school-age children, and a partner who was also working in Germany “under the 

table” in the construction industry. She told me she regularly took her two children to the 

dentist or the pediatrician in Poland. A second strategy is self-medication. Many migrants 

try home remedies such as herbs or over-the-counter medications suggested by a 

pharmacist or friends. Dorota described her use of homeopathic remedies – a popular 

form of medicine in Germany – recommended to her by a work colleague, along with 

other over-the-counter remedies from the pharmacy. In addition, the use of prescription 

medications received from a friend or family member are certainly not uncommon 

practices. In this study, several patients at the Migrant Clinic openly discussed 

prophylactic or curative antibiotic use, trying out medicine obtained from friends, family 

members, or acquired in their home countries. 

Seeking Treatment and Covering Costs  

Problems arise with more serious illnesses, such as accidents or those requiring 

hospitalization. There are reports of hospital staff seeking assurance of payment from the 

patient or their companion(s) before treatment is administered, although this is prohibited 

under German law. There have also been cases where Berlin hospitals have required a 

“deposit” of identification papers if someone was suspected to be undocumented, or 

where patients have been sent by ambulance across the border to their country of origin 

(specifically, Poland). Some migrants do in fact opt to return home if it is feasible (e.g., 

Poland, Hungary), and in some cases, they can expect better care there because they may 
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use their extra income for treatment a private-pay patients (Alt 2003:153). Furthermore, 

undocumented patients frequently leave the hospital before they are released to avoid 

costs or being detected. It also certain that doctors in hospitals try to cut costs by 

providing substandard care (e.g., applying a cast to a complex fracture rather than 

operating) (Braun, et al. 2003; Verbruggen 2001).  

 Hospitals are in fact entitled to reimbursement by the state. As part of the 

reimbursement process, however, the patient is reported to the Ausländeramt (Foreigner’s 

Office), based on Section 87 of the Residence Act discussed above. Given this scenario, 

along with the amount of bureaucratic red tape it involves, most hospitals prefer to 

simply forgo compensation or try to negotiate some sort of agreement with the patient 

(e.g., a reduced bill).92 Some (especially charity) hospitals set aside beds or have other 

forms of special agreements for undocumented migrants. Different circumstances call for 

different decision-making models, and requesting compensation may be more justifiable 

in some cases than others. For example, if a Polish woman who intends to return to her 

home country is involved in a traffic accident requiring a lengthy hospital stay, it may 

seem reasonable for the hospital to apply for reimbursement. In this hypothetical case, the 

woman is unlikely to be deported but her inpatient treatment is likely to be costly for the 

hospital.  By contrast, a West African refugee with a cut that needs stitches but who is 

incredibly anxious about the possibility of deportation can be realistically treated in a 

simple urgent care setting, which will not produce excessive costs. These examples help 

                                                 
92 Gross (2005) points out that private payees (which are not the same as privately insured persons) are not 
included in the hospitals’ budget and are not subject to capitation. Therefore, the hospital should be willing 
to negotiate reduced bills with them without fearing loss of profit.  
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illustrate the individual scenarios that clinicians face in making decisions regarding the 

application for reimbursement (Gross 2005).  

 Public statements by some institutions, such as the Charité hospital in Berlin, 

might leave the impression that hospitals end up “sitting on” the (allegedly millions of 

Euros in) costs for treating undocumented persons.93 However, a 1997 survey of twenty-

six Berlin hospitals indicated that, contrary to popular belief, the costs of treating 

undocumented persons is not excessive and can be fiscally tolerated by shifting funds 

(Flüchtlingsrat Berlin et al, 1998). Only two hospitals surveyed reported losses. In fact, 

the report also indicated that, although collection agencies are regularly employed to 

recoup money from patients, some hospitals such as Charité did not bother applying for 

reimbursement from the Social Welfare Office (Sozialamt). In response, they argued that 

amounts of only several thousand Euros was not worth the trouble for them, considering 

the Sozialamt would try every angle to not pay for the patient (Flüchtlingsrat Berlin et al, 

1998).  

 In a non-emergency scenario, medical expenses may be covered in a number of 

different ways. Urgent care clinics are generally free of cost for emergencies, since their 

role is to attend to immediate issues and then transport or refer patients to hospitals for 

                                                 
93 It should be noted that some migrants are covered by bilateral treaty agreements that accept the persons’ 
insurance from their home country. Such treaties exist, for example, with all EU countries, along with 
Switzerland, Turkey, Tunisia, Morocco, Algeria, and the countries of the former Yugoslavia (Gross 2005). 
However, hospital administrators and accountants often are not aware of this option or the procedures they 
need to follow in order to gain reimbursement. Furthermore, while this is perhaps most applicable to short-
term tourists, in my experience migrants very rarely possess this form of insurance to fall back upon, and 
any coverage they might have had becomes void once they have left their country for more than a few 
months. It also does not cover occupational injuries (e.g., back problems) which may occur as a result of 
working in Germany, nor does it cover long-term or chronic conditions. Also, during my 2004 fieldwork I 
was told that a number of fraudulent insurance policies were being sold to migrants by criminal 
organizations, which made hospitals overly skeptical and no longer willing to accept them. 
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full treatment (where they would then be asked for proof of insurance). However, there 

have been isolated reports where patients were asked to pay upfront if they did not have a 

valid insurance card (Berlin, Berlin et al. 1998). In addition to the regular urgent care 

clinics, there are special sites of medical aid for homeless and indigent persons which are 

sometimes visited by undocumented migrants. In Berlin specifically, the 

Bahnhofsmission, an ecumenical aid organization with offices at some 100 of the 

country's main railway stations, serves the homeless by providing social services, shelter, 

and medical aid. Undocumented migrants can use these services too, since care is not 

dependent on having an insurance card or proper documentation. These offices generally 

employ doctors and occasionally dentists. In addition, a charity outreach service of the 

local physician’s organization in Berlin also has centers for medical and dental aid. There 

are also mobile aid stations run by the Caritas organizations (Arztmobil), which maintains 

a regular schedule in which it visits various soup kitchens and homeless shelters. They 

have seven physicians, a nurse, and a social worker working with them (Alscher, Münz et 

al. 2001), and upon request, patients can receive anonymous treatment.  

 In some municipalities and for some problems – e.g., children’s vaccinations, 

STD testing and treatment – public health departments are willing to provide services 

discretely and without reporting individuals. Berlin’s health departments, particularly in 

some districts, are regularly visited by undocumented patients. Finally, organizations in 

larger cities, like the Migrant Clinic (see Chapter 8), may treat patients free of charge and 

rely upon volunteer staff and donated medications. For cost-intensive procedures such as 

births, patients sometimes pay a portion of the reduced rates, generally according to 
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income level. Beyond such organizations, migrants may visit a private physician for 

treatment.  

Private Physicians: Reflections on Treating Undocumented Migrants 

In this section, I discuss the role and motivations of private physicians. As noted above, 

migrants will sometimes visit a private physician, preferably someone from their own 

country or who speaks their own language,94 and pay out-of-pocket. The use of private 

practices run by compatriots is well-known in other migrant health care settings, such as 

the United States (Menjívar 2002; Rumbaut 1988). In general, recently-arrived migrants 

tend to have fewer existing networks to help them locate medical practitioners (Leclere, 

et al. 1994; Menjívar 2002).  Sometimes physicians donate their services and are not 

compensated, or will open their practices on weekends when the rest of the staff is off-

duty. In other cases, patients will “borrow” another person’s insurance card and pose as 

that patient (with or without the physician’s knowledge).  This is a well-known practice 

which insurance companies are currently trying to counter through the implementation of 

cards using patient biometrics. Still, this can be a risky practice. Not only may the doctor 

become suspicious (if they are not already aware and complicit), but the insurance 

company can often quickly recognize a mismatch between the user and the actual card 

owner (as an extreme example, imagine the case of pregnancy or dental records). 

                                                 
94 Alt (2003:160) notes that this is more likely in large, West German cities such as Berlin or Munich, with 
a longer and more established history of immigration. He contrasts this to Leipzig, which has very few 
settled professional immigrants. In Leipzig, he argues, it is a “matter of luck” whether or not a physician 
can be located. 
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Furthermore, referrals to specialists are near impossible and dental care is completely out 

of the question because molds may be taken.  

 In general, private physician practices see few undocumented migrants and are 

able to handle the burden of treating a few patients on the side (e.g., 5-10 per year). I 

talked with several physicians in Berlin – beyond those explicitely involved in 

organizations like those described in the following chapter – who recalled to me treating 

undocumented patients.  

Rainer B., a native Berliner, is a physician in his late 50s. I asked him to tell me 

about the undocumented patients he has treated. Which patient did he remember 

best, I asked? “The one that always sticks out in my mind was the young man with 

testicular cancer,” he begins. “We were able to do an ambulatory operation on 

him, and sent home the same day. Then he stayed with his sister, and slept in her 

kitchen. Can you imagine!” He shook his head. “I remember going over there to 

pull the stitches, right there on the kitchen table. It certainly wasn’t ideal 

circumstances, with the heightened danger of infection after a surgery like that. It 

was a difficult case overall. Since the patient didn’t have a phone number, I 

couldn’t call and check how he was doing. And then we had to arrange for the 

chemotherapy. At the time, the standard was three rounds of treatment, and that 

required a hospital stay. So I spent a lot of time consulting with colleagues, 

calling people and seeing if they could recommend anything. Finally someone 

suggested giving only one round of treatment. That sounds like we were providing 

substandard care, but as it turns out, that’s exactly what they do in England, just 
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the one round of treatment. They seem to have good results too,” he chuckled. 

“Imagine that, being able to save on treatment, if we did it like in England! So 

that’s what we had to do, one round of treatment, and the patient did wonderfully. 

I didn’t know anything about the law at the time I treated him – just that I 

wouldn’t be paid and that it wasn’t exactly legal.”  

 Physicians like Rainer B. initially became involved with treating migrants 

because of a chance referral. At the same time, other physicians felt particularly 

compelled to treat undocumented patients, or even join forces with an NGO. When I 

asked them why, I received a range of responses, but all contained some element of 

disappointment with the German state, which they felt had failed to live up to a 

commitment to human rights. I discuss this in the following chapter. Another common 

motivation was a general desire to help the indigent or children, who were considered 

“most deserving.” As one physician told me,  

“The children, I am in it for the children. I don’t always agree with the parents’ 

behaviors. I don’t think it’s fair what they put their children through. But I want 

to help because the children can’t do anything about the situation they are put 

in.”  

Others mentioned a commitment to their (Christian) faith as a primary motivator. One 

report on undocumented migrants presents an interview with a Berlin dentist who was 

called up by a longtime patient and asked if he would treat an undocumented man with a 

severe toothache. Consider this example: 
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Normally, emergency treatment has the goal of simply eliminating pain. And 

surely Nourou [the patient] expected nothing more. But is it legitimate to restrict 

treatment to the bare minimum, just because a person is in an extreme life 

circumstance that restricts his ability to access regular medical care? Extracting 

the tooth would have been sufficient, cheap, and utilitarian. But then I 

remembered the commandment: treat others, the way you would like to be treated. 

I didn’t extract the tooth, but conducted a more involved root canal procedure 

(Clasen in Erzbischöflichen Ordinariat Erzbischöflichen Ordinariat Berlin 

1999:34, my translation).  

Finally, some mentioned that they enjoyed working with people from other cultures, 

perhaps best exemplified in the quote at the beginning of this chapter regarding a desire 

to “work in a third-world country.”  

Key Issues and Unresolved Contradictions  

At the 2005 physicians’ conference I attended as part of this study, the president of the 

German Medical Association, Jürg-Dietrich Hoppe, reminded his audience of the 

teachings of Rudolf Virchow. “We must remember,” he said, “what Virchow said: 

medicine is always also a human rights issue.” This was followed, a few hours later, by a 

speech by ousted Bishop and major figure of the French sans papiers movement, Jacques 

Gaillot. He called upon the legacy of Louis Pasteur, who “never asked the names of his 

patients, only cared about easing their suffering.” This invocation of physicians’ 

professional ancestors – Virchow and Pasteur, both known for their progressive social 

philosophies – provided a common legacy for the physicians who treated the 
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undocumented. While these discourses provided inspiration and encouraged physicians to 

continue practicing medicine in a socially responsible manner, the long-term effects of 

such charity care was not addressed at this level. Ultimately, these contradictory legal-

ethical dilemmas benefit the state – which is no longer held responsible for assuring 

access to medical care –  and the demands of capital, which requires a vulnerable and 

disempowered labor force. However, this topic often arises in conjunction with the 

organized efforts of NGOs. In the following chapter, I discuss these issues of cooptation, 

along with the increasing demand by NGOs to be paid for their services, in greater detail.  
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CHAPTER 7 – MEDICAL HUMANITARIANISM AND NGOS: PARADOXES OF 

PROVIDING AID 

 

When Rosa, the 19-year old from Ecuador, became ill and required surgery, she 

says the first thing that crossed her mind was, “Where can I go? Not the 

emergency room, like a normal person, that’s for sure. You can end up getting 

deported that way.” Other members of her family had been to an organization 

that assists undocumented migrants, and suggested she go there to find help. They 

were able to arrange the necessary outpatient surgery for her the very next day, 

free of charge.95 

Undocumented migrants face a significant contradiction: while medical care is 

technically available to them, they may face deportation if they seek assistance at public 

facilities. At the same time, physicians who treat them risk criminal charges for aiding 

someone residing in Germany unlawfully. However, local efforts spearheaded by 

nongovernmental organizations (NGOs) ensure that some level of medical aid is 

available, even though these activities appear to run counter to prevailing government 

policies. In this chapter, I discuss NGOs that provide medical aid to undocumented 

migrants in Berlin, noting that there are many qualified and engaged individuals and 

organizations willing to step in and provide care out of humanitarian concern and 

political conviction. For migrants, there is some recourse on the margins of society.  

                                                 
95 Rosa’s surgery is described in more detail in the following chapter. 
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 In the last chapter, I touched upon sources of medical aid that migrants 

occasionally call upon because they serve the general public, such as private physician 

practices, urgent care clinics, and public health departments. Here, I will discuss those 

organizations which exist exclusively for the purpose of providing medical aid to 

refugees and the undocumented. Because their activities could officially be construed as 

illegal, as I have noted earlier, the fact that their presence is tolerated offers an interesting 

paradox for inquiry. I examine four interrelated issues. First, I discuss the motivations of 

various organizations based on notions of human rights and moral/ethical obligation. 

There are two types of NGOs in this particular setting, which I term secular activist 

organizations and church-based charity organizations. These can also be analyzed as 

human rights versus humanitarian approaches to providing aid. Each philosophy has its 

own internal set of paradoxes and is critiqued by the other. Second, I note the 

differentiation within the larger NGO community through what can be termed a 

“hierarchy of aid work.” This refers to the prestige gained by individuals and 

organizations for doing aid work with specific groups, based on notions of which 

migrants (i.e., political refugees versus labor migrants) are considered implicitly more 

“deserving.” Third, over time the primary concern for these organizations has shifted. 

While their demands used to center on decriminalization of their activities, they are 

increasingly calling for monetary compensation for providing services. Finally, and 

related to the previous point, organizations are increasingly questioning their own 

position as “fig leaves,” obscuring certain realities in the debates on immigration and 

leading to the privatization of services and removal of state responsibility for this 
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population. In this manner, the state is excused from having to engage the issue of 

“illegal” immigration or provide adequate resources to this “hidden” population. As a 

result, activists’ demands for change increasingly fall upon deaf ears.  

An Overview: Types of Organizations  

There is no shortage of qualified and engaged individuals who are willing to provide 

medical aid to undocumented migrants, and most are affiliated to some degree with 

NGOs. There are two major categories of organizations: first, secular activist 

organizations and second, church-based charity organizations. These differ according to 

their philosophical foundations, and overlap with what has been described in Chapter 3 as 

the difference between human rights and humanitarian approaches to aid in the larger 

literature.96 Even though I delineate these two approaches, they often overlap. Both 

versions of these activist movements originated in the 1980s but strengthened 

significantly during the 1990s, and are part of a larger European-wide sans-papiers 

(“without papers”) movement.  The rise of this movement is tied to particular changes in 

immigration policy during the past decade, including more restrictive asylum policies and 

increased militarization at the EU outer border (Jordan and Düvell 2005). These 

organizations should also be conceptualized as part of the reaction of the Left to the ring-

wing, xenophobic attacks on foreigners during the early 1990s. Figure 10 provides a map 

                                                 
96 As noted in Chapter 2, anthropology is particularly well-suited in studying the social and power relations 
which accompany the provision of aid. Here, again, I draw upon the work of anthropologists Miriam 
Ticktin (2006), Peter Redfield (2005, 2006), Pierre Minn (2004, 2006) and Lisa Maalki (1996), among 
others.  
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of the sites of organized medical aid for undocumented migrants in Germany; note that 

most are in the former West. 

Figure 10: Map of Germany, showing selected sites of medical aid for 

undocumented migrants 
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Secular Activist Organizations 

Secular activist organizations have generally called for a complete overhaul of migration 

policy. The impulse for their involvement with medical aid stems from a more broadly 

construed understanding that these policies provide inadequate medical care for refugees. 

In Germany, these groups emerged in the 1980s and solidified their presence in the early 

1990s with a leftist, anti-racist orientation. Today, there is an informal network of 

autonomous activist groups that provide medical aid, with some twelve offices in large 

metropolitan areas. These are called “MediNetze” or medical networks. In most cases, 

they are simply liaisons between patients and doctors who are willing to treat an 

individual case free of charge. They generally do not have dedicated facilities or staff to 

treat patients on-site. These activities reflect a “human rights” based understanding of the 

issue because they view their role as one which attempts to ensure equal access to 

medical care. They oppose the creation of a parallel (second or even third-class) medical 

care system that a dedicated clinic would imply, and feel that their role is to refer patients 

within the regular system. Thus, their work is “of a more symbolic character…neither 

capable nor…intended to grant sufficient medical care for undocumented migrants 

(Verbruggen 2001:44).” 

 In the following paragraphs I describe some of the twelve MediNetz Offices in 

large metropolitan areas in Germany that serve undocumented populations. The first 

Office was opened in Hamburg in 1994, and was followed by the opening of a Berlin 

Office two years later (Beisbart 2003). In 1997, additional Offices sprang up in Cologne, 

Bielefeld, and Bochum, with more emerging in various cities throughout the former West 
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over the years (see Figure 10 for a selection of these).  All are independent of one 

another, and some are more active than others. In some places, these Offices have been 

endorsed by local physicians’ organizations (Bühring 2001, cited in Gross 2005). In 

addition, medical students active in the Organization International Physicians for the 

Prevention of Nuclear War (IPPNW) have joined forces with MediNetz offices in several 

cities.97 I begin by describing the Office in Berlin, since it is most relevant to this study 

and exemplary in the number of cases it handles compared to the other MediNetz offices. 

The Berlin Office of Medical Aid for Refugees 

The second largest and, for all practical purposes, only other major source of medical aid 

dedicated to undocumented migrant in Berlin (aside from the Migrant Clinic described in 

the next chapter) is the Office of Medical Aid for Refugees. For this study, I spoke with 

four women who work or have worked with this organization over the past ten years. The 

organization was founded in 1996 (earlier than the Migrant Clinic, and was thus the 

“first” organization offering medical aid in Berlin)98 with the goal of “establishing a 

practical project and political initiative to combat the racist exclusion of refugees in 

social policy and regular health care (Gross 2005, my translation).” Unlike the Migrant 

                                                 
97During the course of this study (2005-6), medical students involved with IPPNW created a poster exhibit 
focusing on the plight of undocumented patients. The exhibit utilized three fictive case studies to explore 1) 
the worksite accident of a man working under the table; 2) the birth of a child whose mother faces 
deportation; and 3) the treatment of an undocumented child suffering from meningitis. The issues of legal 
constraints and the responsibilities of physicians were laid out along with each example. The posters can be 
viewed at www.ippnw-students.org/berlin/ausstellung 
98 Individuals interviewed from this organization were adamant in pointing out that they were the first to 
establish medical aid for undocumented migrants and refugees in Berlin. In a recent publication, they 
described other organizations (including the Migrant Clinic discussed in Chapter 8) as “copycats” who 
jumped on the “model project” they had created (Büro für medizinische Flüchtlingshilfe 2006). This 
frustration stems from the sense that their political claims for equal rights are being drowned out by other 
concerns, such as the decriminalization of medical workers. 
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Clinic, it does not treat anyone on-site.  While this may be partially attributable to the fact 

that it does not have dedicated facilities or staff for this purpose, the primary reason is its 

political philosophy calling for equal access to medical care for undocumented migrants.  

While it opposes the creation of a parallel medical system, it also openly recognizes the 

possibility of becoming a “Lückenbüsser” (literally “gap-fillers”99) for the social welfare 

system. Volunteers working with the Office have assertively worked against this scenario 

by overtly politicizing their activities.  

 The organization celebrated its ten-year anniversary during the course of this 

study. Far from being a joyous event, collaborators told me they feel that they have failed 

because they have been unable to dismantle the organization. As one person told me, “we 

have been unsuccessful in abolishing ourselves” (“Es ist uns nicht gelungen, uns selbst 

abzuschaffen”). This “success-as-failure” language is typical of many activist 

organizations in the literature, as well as those examined in this study. Volunteers 

working with the Office utilized this anniversary to critically reflect upon its history.100 

Their efforts were conceptualized during the general political upheaval of the early-to-

mid 1990s which had many groups on the Left searching for a new orientation. As noted 

in Chapter 4, practical assistance to refugees – such as the provision of housing, work, or 

medical care – became a way to establish solidarity and express political opposition in 

Germany during this period. Bringing discrepancies in health care access to the public 

                                                 
99 Throughout this paper I have preferred to use the term “fig leaf” (in German: Feigenblatt, which carries 
the same metaphorical quality) since I find it more fitting in English than the German phrase 
“Lückenbüsser.” 
100 Information in this section on the organization’s history is derived both from my own interviews with 
staff members and from a brochure on the organization’s history published in 2006 (Büro für medizinische 
Flüchtlingshilfe 2006). 
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debate effectively highlighted the politics of exclusion, and the slogan “equal rights for 

all” embodied the socialist spirit of global justice. As a first step, in reaction to the 

violence against foreigners in the early 1990s, activists in Berlin organized a system of 

“security guards” (Schutzwachen) to accompany refugees and keep an eye on asylum 

homes in the region. Recall that in many other cities in Germany, these had been the 

target of violence and arson, leading to 17 deaths and 452 injuries.  

 During this time, activists began to problematize the relationship between 

refugees and their German supporters. Their efforts, it was becoming clear, could easily 

produce unwanted effects. One the one hand, activists wanted to avoid falling victim to 

the “helper syndrome,” in other words, gaining a selfish satisfaction and “pat on the 

back” for helping the vulnerable and downtrodden. At the same time, suggestions and 

feedback provided by refugees themselves was often criticized by activists as being “too 

unpolitical.” This dilemma was more or less resolved with the advent of the 1993 asylum 

law reform, since activists’ efforts began to focus on pragmatic issues in response to the 

cut in benefits for refugees. At this point, migrants’ prior insistence that access to health 

care was their greatest area of concern began to be taken more seriously.  

 In 1995, the first meetings to discuss a site for medical aid were held between 

various Berlin activist groups (two politically engaged groups, an organization working 

with Berlin’s Latin American community, and some medical students). The project was 

controversial from the start. By going public, some argued, they put themselves, the 

doctors, and migrants at risk, and jeopardized exposing clandestine network structures. 

Furthermore, founders considered that medical aid might be functioning quite well within 
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existing migrant networks, so that any attempts to set up assistance represented a 

problematic replacement of these structures by the (white, German) Left. Once these 

issues had been sufficiently addressed, and the establishment of a site for medical aid 

agreed upon, physicians were contacted and asked to participate. These were primarily 

individuals who had been involved as volunteers in previous health projects. Because of 

activits’ suspicion that their efforts would be of interest to the authorities, the Office had 

an elaborate security system when it first opened. This included an alarm button to notify 

the staff if the police had arrived to raid the place, along with a set of guards at the 

entrance. Over the years, they came to realize that they did not have to fear this type of 

surveillance and repression.  
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Figure 11: Flyer from the Berlin Office of Medical Aid for Refugees, announcing a 

fundraising party
101

 

 

 

 Today, the Berlin Office of Medical Aid for Refugees sees approximately 1,000 

persons a year,102 who are referred to health care providers within its network. It 

fundamentally rejects the idea of public funding in order to maintain its autonomy. The 

consultation is free for the patient, and medications can be subsidized (the Office also has 

access to donated medications). Open two afternoons a week, the facilities consist of a 

single room located in a unique collectivized, multi-purpose property called the 

                                                 
101 The artwork on this flyer is based on a Berlin Wall mural by artist Birgit Kindler. In it, the Trabi – the 
quintessential East German car – is “symbol of post-Wall freedom, mobility, and consciousness” (Berdahl 
2000:135). The two figures (doctor and nurse) have been added later to reflect the medical aid provided by 
the Office. 
102 Gross (2005) cites 8,000 people since 1996. 



 

 

262 

Mehringhof.103 Patients wait outside on a row of chairs in the hallway. Once a patient 

enters, they are greeted by two staff members sitting at a desk, with a binder in front of 

them, in an otherwise sparsely decorated room. The patient and any companions are 

invited to take a seat and discuss their complaint with the volunteers. Volunteers play the 

role of mediators and facilitators by matching patients to physicians. Anonymity is highly 

valued: no identification is required of patients, and no records of visits are kept (except 

for simple counts, devoid of identifiers). In the past, the majority of patients came from 

Latin America; their clientele has shifted over the years, with an increase in individuals 

from Eastern Europe. This has led to more complicated cases, since many are “semi- 

legal” or in some sort of gray legal status. If necessary, volunteers will arrange for a 

translator. The health issues encountered range from “simple colds to pregnancy and birth 

issues, vision problems, serious infections, deafness, malignant tumors, chronic joint 

pain, mental illnesses, and complex fractures (Gross 2005).”  It should be noted that 

referrals for pregnancy terminations are offered, which is not the case at the church-

affiliated Migrant Clinic. 

 When it first started, the Office distributed flyers in different languages to 

promote the services it provides to migrants. However, this quickly became unnecessary 

as word of mouth gained momentum. Today, the organization has some 120 physicians in 

its network (Büro für medizinische Flüchtlingshilfe 2006). However, many physicians 

have begun to set limits (e.g., only two patients per month) because of overload. 

                                                 
103 Information on this facility’s history can be found at http://www.mehringhof.de/mh.htm. During the late 
1970s, this old factory was established as an alternative center and today houses meeting spaces and 
numerous collectivized business and organizations (book store, bicycle store, pub, Turkish labor 
organization, theater, adult literacy program, etc.) and employs some 120 people. 
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Additionally, it has a good working relationship with health departments and a local 

hospital, where agreements have been reached on limits to services offered, e.g., one 

patient a day. In order to stem abuse, referrals are accepted only if patients come to the 

Office first – in other words, they cannot return to a doctor who has treated them on a 

previous occasion without first completing this step. Occasionally, one volunteer reports, 

the organization has received invoices from doctors, “as if we were an alternative health 

insurance.” In these cases, volunteers have to call and remind them that any services 

rendered are voluntary and must be considered donations (which are tax deductible). The 

only time money comes into play is for larger procedures and operations, in which case 

the Office draws upon donations.104 In August 2005, the Office intensified its call for 

donations, indicating that if it did not raise 20,000 Euros (about $25,000 USD) by the end 

of the year to cover open bills, it would have to close. For the meanwhile, it has remained 

open.  

 Volunteers come from a variety of backgrounds, but most have some health care 

experience – i.e., physicians, medical students, public health workers, nurses. They are 

united by an activist approach to the issue. However, volunteer continuity is a challenge, 

with the number of engaged individuals fluctuating between 10 and 30 at any one time. 

Volunteers take turns staffing the consultation hours twice a week. Regular meetings 

                                                 
104 While there are a variety of types of donation drives, I would like to mention two in particular. First, the 
left-leaning daily newspaper Die Tageszeitung (or taz, as it is known) regularly publishes articles on 
undocumented persons and deportation scandals, and often includes information on donating to the Office 
of Medical Aid for Refugees. Founded in the early 1970s in the wake of the 1968 student protest 
movements, Die Tageszeitung is one of the few political dailies in Europe not affiliated with a particular 
party or an interest group and continues to hold considerable influence and a large readership (see Moltedo 
2000). A second source of donations come from “Soli-Partys” (solidarity parties) in which proceeds go to a 
particular cause (for an example of a Soli-Party flyer, see figure on previous page).  
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about specific cases and a bottom-up organizational structure help to assure that the 

organization’s goals are kept in view at all times. Professionalization is strictly avoided in 

order to prevent internal hierarchies, even though a certain level of medical knowledge is 

required. The members of the Office place a high value on publicizing the situation by 

attending events, publishing articles,105 creating informational materials for hospitals and 

doctors, and working with professional physicians’ organizations. 

Other Offices of Medical Aid for Refugees in the MediNetz Network  

Other major cities have similar Offices of Medical Aid for Refugees. It should be 

emphasized again that these are all independent initiatives, only loosely linked via 

personal contacts and a common politically engaged foundation.  

 Bonn’s Office of Medical Aid for Refugees was initiated in 1994. According to 

Brenn (2004), it serves some 40-50 undocumented people of the city’s estimated 4,000 

each month. This Office was responsible for bringing a petition on the rights of 

undocumented children to the Bonn city council (Becker-Wirth and MediNetzBonn 

2005), described in an earlier chapter, which ultimately did not pass. It is open Monday 

afternoons and, like the Berlin Office, refers patients to a network of some 38 doctors. 

One internal medicine doctor estimates that he donates about one hour a month to this 

effort (Brenn 2004).  

The Bochum Office functions similar to the Berlin and Bonn Offices, with two 

discernable differences. First, multiple projects are housed in the same organization. Next 

to the walk-in medical assistance program (which is only once a week, one and a half 

                                                 
105  e.g., Braun et al 2003, Brzank et al 2002, Gross 2002, Gross 2005, Verbruggen 2001  
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hour, and usually staffed by only one person), the Office also provides social and legal 

aid and devotes significant staff time to human rights work. These supplementary 

projects are partially funded by various foundations, the state of Nordrhein-Westfalen, 

and the city of Bochum. The 2004 operating budget of over 75,000 Euros (about $91,000 

USD) was mostly covered by this type of funding. There are several paid staff members 

in addition to volunteers, and personnel costs made up about 66% of its budget. The 

second difference from the other Offices is a focus on psychotherapy and mental health 

for traumatized refugees. They have received funding specifically for this purpose. The 

cost for running the medical aid portion of the Office for 2004 was reported at 6,066 

Euros – (approximately $7,340 USD) about 8% of the total operating cost of the 

organization. This covered laboratory fees, therapy, medicines, and special treatments. As 

in other MediNetz settings, the 60 clinicians who work with them (53 are private 

physicians; the remainder are midwives, physical therapists, and psychotherapists) 

volunteer their services.  While most specialties are covered, they report a lack of 

dermatologists, orthopedic physicians, and urologists, as well as increased demand for 

dentists. For the year 2005, they reported sixty-one patient cases; the gender breakdown 

was relatively even (33 women, 26 men). Patients came from a very wide range of 

countries of origin (21 different countries). Gender and country of origin results are 

consistent with the data I gathered in Berlin for the Migrant Clinic – which serves a much 

larger populations, about 2,500 people per year (see Chapter 8). Unlike the other Offices, 

a relatively high number of cases are referred for psychiatric or psychotherapeutic care – 

about 38% of all patients (Medizinische Flüchtlingshilfe Bochum e.V. 2006). 
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  The Office of Medical Aid for Refugees in the city of Freiburg (population 

220,000) averages one to one and half requests for medical aid each week, which are 

referred to various doctors in their network. Of 167 consultations between June 2001 and 

January 2004, they noted 54% men and 42% women (and 4% children or adolescents). A 

total of 31 countries were represented, with the largest numbers coming from Turkey and 

other nations with a Kurdish population, Peru, Brazil, Algeria, Cameroon, and Poland 

(Cyrus 2004a, citing unpublished talk by Medinetz Freiburg 2004). The Bielefeld Office 

is open two days a week for a total of four hours, and is housed at a location that provides 

various forms of support for refugees and the undocumented. These include cultural 

associations focusing on migrants from the Philipines, Eritrea, Kurdistan, the Ivory 

Coast, Nigeria, Albania, and Kosovo. There are also regular meetings by volunteer 

groups working on women’s rights and rotating church asylum (more on this topic below 

when I discuss faith-based initiatives).   

MediNetz Bremen was founded in April, 2000 and has a network of 40 doctors 

and several midwives (MediNetz Bremen 2001). They are open once a week for three 

hours. They referred 70 people during their first year, over half of whom were women. 

They have especially problematized the plight of pregnant women in their outreach 

efforts (MediNetz Bremen 2005). 

 The idea for the Mainz Office was initiated in 2004 by medical students 

associated with the social justice organization International Physicians for the Prevention 

of Nuclear War (IPPNW). Some fifteen students are currently involved in the project, 

which started a consultation office in May of 2006 (open Mondays for two hours). These 
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students do not provide medical treatment, but refer patients to one of the 30 physicians 

in their system (Südwestrundfunk 2006). In Göttingen, the Office is also run primarily by 

medical students, and IPPNW members (also primarily medical students) in Mannheim 

and Heidelberg are, at the time of this writing, also setting up an Office that would be 

open three hours a week and based on these existing models.  

 Munich’s Café 104106
 is open one day a week for three hours. Anderson (2003) 

has commented on how infrequently the organization is used, noting that this may 

indicate (in contrast to cities like Berlin or Hamburg) that a solution already exists in this 

area – namely, the frequently mentioned insurance fraud (i.e., using someone else’s card). 

Others have speculated that the organization may not be very well-known to migrants or 

that migrants do not trust it, thinking it might be a “trap” (Alt 2003). This is, in fact, 

likely in Munich, which has a very recent history (1990s) of raids at sites of aid for 

migrants and refugees that eventually required the intervention of high-ranking persons. 

There is also a church-based Arztmobil or mobile medical unit, primarily geared to serve 

the homeless, which may serve more patients.  

 

                                                 
106 The name is derived from their former address (i.e., house number). 
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Figure 12: Berlin Office for Medical Aid for Refugees (nicknamed “Medibuero”) 

takes part in a demonstration by boat in October 2006
107

 

 

Faith-Based Charity Organizations 

A second set of organizations interested in ensuring medical aid are faith-based 

initiatives. These groups have championed the rights of refugees since the 1980s, and 

have a very different ideological orientation than the activist groups described above. 

Faith-based organizations are perhaps a natural source of assistance for people in need, 

and often have sufficient infrastructure to resolve problems. Far from a rogue political 

stance, religious leaders all the way to the former Pope have called for solidarity with 

undocumented persons: 

                                                 
107 Photo by  “Schnappinski” at http://de.indymedia.org 
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‘I was a stranger and you welcomed me’ (Matthew 25:35). It is the Church's task 

not only to present constantly the Lord's teaching of faith, but also to indicate its 

appropriate application to the various situations which the changing times 

continue to create. Today the illegal migrant comes before us like that ‘stranger’ 

in whom Jesus asks to be recognized. To welcome him and to show him solidarity 

is a duty of hospitality and fidelity to Christian identity itself (Pope John Paul II 

1995).  

 Another oft-cited bible passage is the story of the Good Samaritan, a parable that 

illustrates compassion and an unwavering willingness to provide aid to others in distress 

(Luke 10:25-37).108 A 2001 statement released by the National Conference of Bishops 

has specifically emphasized that the Church should support undocumented migrants as 

part of its pastoral duties (Sekretariat der Deutschen Bischofskonferenz 2001). Faith-

based organizations in Germany have been reporting on their encounters with 

undocumented migrants since at least 1994 (Beisbart 2003:68). A study of Protestant aid 

organizations revealed that over half of the responding offices (51 of 96) had regular 

requests from undocumented persons and families (Sextro, Asboe et al. 2002). About 7% 

of the total aid rendered was for medical issues or pregnancy. Most organizations (about 

73%) had established contacts to doctors and hospitals. In larger cities, patients were 

sometimes referred to Offices of Medical Aid for Refugees (described in the previous 

                                                 
108 A Tucson-based volunteer group called the Samaritans, based in a local Presbyterian church, patrols the 
Arizona Sonoran desert, looking for stranded migrants to whom they offer food, water and medical help 
(see http://www.samaritanpatrol.org/). This group is a direct descendant of the Sanctuary Movement of the 
1980s, which I discuss further below as having direct ties to Berlin’s church asylum movement.  I also 
volunteered with this local organization throughout 2006 in order to better understand faith-based 
humanitarian medical aid.  
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section) – illustrating cooperation between the two types of groups I delineate here. Costs 

for treatment were primarily covered by doctors donating services without compensation 

(38%), followed by donations (17%), patients paying out of pocket (14 %), costs covered 

by the referring organization (13 %), or tax write-offs as charitable donations (10%). In 

addition, individual parishes were asked to respond to the same questionnaire about 

requests from undocumented migrants. Again, about half of those responding (206/401) 

had had requests from undocumented persons, with 16% specifically requiring medical 

aid. 

Social Justice Movements and Church Asylum  

One of the most well-known examples of faith-based support of undocumented migrants 

and refugees is the church asylum (Kirchenasyl) movement, which is practiced by both 

the Catholic and evangelical (Protestant) branches of organized religion in Germany. 

Church asylum encourages parishes to harbor individuals facing deportation if there is 

reasonable doubt of their safety upon return. Seeking (legal or physical) asylum in the 

church has deep historical roots and rests on theologically sound basis. The first official 

acknowledgement of asylum in the church dates to the first half of the fifth century. In 

Germany, the first church asylum campaigns emerged in 1983 in Berlin109 and 

Gelsenkirchen; by 1990 there were fifty participating parishes in twenty cities nationwide 

(Beisbart 2003). In Germany, the Ecumenical Network for Church Asylum (ökumenische 

                                                 
109 Participants in this study noted early exchanges (including visits) with members of the Sanctuary 
Movement in the United States. This network of churches and other religious groups aided people fleeing 
war-torn Central America in the 1980s. “How is Pastor John Fife these days?” one priest based in 
Kreuzberg asked me, referring to one of the Tucson-based founders of this movement.  
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Bundesarbeitsgemeinschaft Asyl in der Kirche) reports assisting some 2,500 cases since 

1983, 70% of which had assured favorable legal outcomes for refugees (Guerrero 2000). 

The role of traditional church asylum has waned over the years, but new initiatives have 

sprung up, such as a “rotating” church asylum system (Wanderkirchenasyl) established in 

1998.  This allows several parishes to share the burden of harboring groups of refugees. 

In this practice, a parish will take care of individuals or families for a delineated period of 

time (e.g., two weeks), followed by another parish that takes on the responsibility for 

support and keeping them hidden, and so forth.   

 This form of civil disobedience has had consequences for religious leaders. In 

2003, a highly publicized raid at a Dominican convent harboring a Kurdish family drew 

heavy media attention. Years later, in July 2006, pastor Monika Weingärtner-Hermanni 

was charged with human trafficking because she and her church had harbored a Kurdish 

family facing deportation. This was the twelfth time they had harbored families from the 

authorities. She was charged with a fine of 3,000 Euros (about $4,000 USD). These are 

just two of the many examples where religious leaders have been under investigation for 

their activities.  
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Figure 13: Jesuit Refugee Service brochure: “It’s About Justice.”  

 

 

Church-Based Charity Organizations that Provide Medical Aid  

Faith-based organizations have the resources, infrastructure, and theological 

underpinnings to provide medical aid to undocumented migrants. Often, large faith-based 
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organizations such as Caritas or the Red Cross operate migrant-friendly hospitals as part 

of their general service to the uninsured and destitute. However, in many large cities, 

including Berlin, Munich, and Cologne, medical aid clinics have been set up to 

specifically aid undocumented migrants. Unlike the activist organizations, they provide 

on-site treatment and are becoming increasingly professionalized. 

 One example of an organization that welcomes the undocumented is the Catholic 

relief organization Malteser Hilfsdienst run by the Order of Malta.110 It runs the Berlin 

Migrant Clinic described in the next chapter, and has recently additional clinics in 

Cologne (June 2005), Munich (July 2006), Darmstadt (October 2006) and Frankfurt am 

Main.  The new clinics function in much the same way as the Berlin site, though much 

smaller in scale. The Cologne clinic has some 75 doctors in their network and is open 

once a week – for four hours on Tuesdays – and is staffed by one physician and a nurse 

(Prange 2005; Wortel 2005). The Munich Clinic has two volunteer physicians and is also 

open four hours a week. The Darmstadt clinic partners with a local faith-based hospital 

and has a network of some 30 physicians.  

 

                                                 
110 According to its website (http://www.orderofmalta.org/), “the Sovereign Military Hospitaller Order of 
St. John of Jerusalem of Rhodes and Malta, better known as the Sovereign Order of Malta, has a two-fold 
nature. It is one of the most ancient religious Catholic Orders, founded in Jerusalem in around 1050…The 
Order's mission is summed up in its motto "Tuitio Fidei et Obsequium Pauperum" - defense of the faith and 
assistance to the suffering.” The Order of Malta works in the field of medical and social care and 
humanitarian aid in over 120 countries. 
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Figure 14: Physician speaking with patients at the Cologne Migrant Clinic, run by 

the Order of Malta
111

  

 

 

 

“No Person is Illegal” and Other Cooperative Initiatives 

There have been attempts to bridge the two models of aid and advocate jointly for 

undocumented migrants. One of the more well-known initiatives is the “No Person is 

Illegal” (Kein Mensch ist Illegal) campaign. Founded in June 1997 after public outrage at 

the death of a Sudanese refugee during deportation, this was the first attempt at 

                                                 
111 Photo courtesy of Malteser Hilfsdienst e.V. 
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networking between over 200 secular activist groups and faith-based initiatives. It 

supports the self-organization, legalization, and rights of undocumented migrants. One of 

its most successful campaigns was an online demonstration against the airline 

Lufthansa’s role in deporting victims of political violence. Another attempt at uniting 

various groups – this time with the inclusion of migrant-founded groups – was the 

Gesellschaft für Legalisierung (Society for Legalization), initiated in October 2003. This 

organization, like Kein Mensch ist Illegal, remains a relatively-well known umbrella 

organization and network. 

 Another, more recent cooperative initiative was invoked by the Catholic Forum 

“Leben in der Illegalität” (Life in Illegality) who put together a Manifesto in 2005 to 

highlight the problems faced by undocumented persons (“Manifest Illegale 

Zuwanderung”). This document, signed by 370 prominent citizens, called for more 

attention and solutions by politicians. It provoked discussion across the country during 

that year with mixed results. In Berlin, a public forum took place in March 2005 which 

included politicians who proved unwilling to publicly commit to change (Dudek 2005a). 

While church leaders campaigned for progress – specifically, the reversal of laws 

criminalizing medical personnel, teachers, and clergy – politicians remained focused on 

the issue of law and order. One major victory was accomplished in the city of Freiburg, a 

city not considered a major destination for migrants with only an estimated 500-700 

undocumented individuals. In April, 2005, the city council agreed to support the 

Manifesto, and in doing so, became the second city besides Munich to officially engage 

this issue at the municipal level. Shortly thereafter, the city of Bonn (former capitol of 
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Germany with an estimated 4,000 undocumented migrants) was petitioned to follow 

Freiburg’s example. The request was spearheaded by the initiative MediNetz, who saw 

the need for action after the city upheld the denunciation mandate that undocumented 

persons must be reported. Bonn’s action culminated in charges filed against staff from the 

Youth Welfare Office (Jugendamt) because they had failed to report such persons. In 

response, MediNetz gathered 2,208 signatures and presented the proposal to the city 

council. It included a measure that would notify school directors that they were not under 

obligation to report undocumented families to the authorities; that the city ensure medical 

treatment of undocumented children; and that the city support efforts to fund children’s 

treatments (such as immunizations) following Munich’s example (Becker-Wirth and 

MediNetzBonn 2005). However, the measure was not passed. Politicians argued that 

public workers have the obligation to obey the law, and that “one must distinguish 

between rights and humanitarianism.” One council member is said she had “lived through 

an unjust state [under Nazi regime] and is very glad to live in a just state today….It is not 

possible to me to circumvent state law because of the poor children” (Ochmann 2005, my 

translation).  

 Finally, in March of 2006 a national task force was founded to investigate the 

topic of health care for undocumented migrants. The impetus was the official 

acknowledgement of irregular migration in Germany during political coalition debates 

following the 2005 elections. The task force – whose members include many of the 

activist and faith-based groups mentioned here – was organized with the goal of 

providing recommendations on this issue.  
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 Thus, there have been many attempts to bridge the two models and advocate 

jointly for migrants through initiatives such as No One is Illegal and other umbrella 

organizations. However, each side also retains fundamental critiques the other’s 

approach. In Berlin, faith-based organizations fault activists for being “too radical” and 

refusing to dialogue with the government for attainable, practical solutions. Activist 

organizations charge the charity NGOs for establishing a system of parallel, second class 

medicine, keeping patient records that the authorities could easily confiscate, colluding 

with the Church and other power structures, and not politicizing their activities. 

A “Hierarchy of Aid Work” 

Beyond the tensions between the two types of organizations, there is also an internal 

differentiation within the NGO community more generally. One physician talked about 

this as a “hierarchy of aid work.”  

“You could say there is a hierarchy of aid work among us doctors and activists. 

At the very top are those who work with refugees who are victims of torture – they 

get lots of acknowledgment and respect. Then there are people who work with 

rejected asylum seekers. Finally, at the very bottom are those who work with the 

‘illegals.’ Because of all the talk about ‘economic migrants’ they are not put on 

the same level as refugees, and people don’t like to talk about them.” 

 Indeed, at the conference I attended, there was an interesting reaction to a 

presentation by a prominent local scholar who provided an overview on illegal labor 

migration to Germany. One of the organizers, in his transition to the next speaker, 

commented that he “was surprised to learn about all this….we usually only think of 
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rejected asylum seekers [refugees] when we talk about people without papers.” This 

comment led me to wonder if this was indeed what most attendees were considering 

people “without papers.” Indeed, the majority of the conference centered on rejected 

asylum seekers and victims of torture (e.g., the need for language-appropriate services for 

torture victims), rather than labor migrants who are more numerous and often even more 

blatantly without rights. 

 Throughout previous chapters, I have noted that undocumented migrants are not 

on the minds of politicians because they cannot be counted as part of the “making 

legible” (Scott 1998) processes of the state.  In this example, they are not necessarily on 

the minds of aid workers either, because they are perhaps not considere as noble as true 

political refugees. By examining who is at the forefront of activists’ and politicians’ 

consciousness, we can discern a distinction among those who are “more worthy” of aid. 

Throughout this study I noted that although in some cases the term “refugee” was overtly 

used as a more politically correct or hidden way of referring to labor migrants, in many 

other cases there was an unspoken value being placed on the type of migrant.112 This 

value judgment reflects larger discussions on who, exactly, is considered a refugee – is 

someone facing political persecution a “true” refugee, in contrast to those seeking 

economic opportunity and, perhaps more importantly, work?  

 Indeed, many Germans feel an ethical obligation to protect those facing political 

persecution and the need to ensure the inviolability of human dignity based on the legacy 

                                                 
112 Ticktin (2006), in her research on sans-papiers in France, also notes the now-institutionalized conflation 
of refugees and economic migrants by both the public and politicians, as evidenced by restrictions in 
asylum opportunities.   
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of the Holocaust. Consider this comment from a physician in a report on medical aid for 

the undocumented, which hints at this legacy:  

[W]hen refugees are among us – with or without state-sanctioned residency status 

– our society has the responsibility to provide existential help and rights to them. 

Otherwise we would have to face the blame of sacrificing the values that have 

imprinted themselves on our society in a particular way…If we give this up, we 

are threatened by barbarism (Flüchtlingsrat Berlin et al 1998, my translation). 

 To understand this anxiety, one must recall the trajectory of postwar German 

migration history. Both types of NGOs described earlier were initially founded in 

response to increasingly restrictive state policies towards political refugees, culminating 

in the 1993 immigration reform which severely restricted access to asylum. Since the 

mid-1990s, however, there has been a decrease in the number of asylum seekers 

(concomitant with the decline in the number of approvals) and a simultaneous increase in 

“illegal” labor migrants.  

I would argue that many NGOs and activists are still ambivalent about their role 

in providing assistance to undocumented migrants, and have not fully adjusted to this 

new reality and its impact on their mission. Over the past decade, there has been a tug-of-

war on all sides regarding notions of “deservingness,” oppression, and suffering. These 

contradictions and the desire to delineate “deservingness” are not limited to activists. 

Even among the general public, which generally favors restrictive immigration policies, 

there is occasional resistance to their implementation. Impending deportations, especially 

of “deserving” individuals and families, are often met with organized protest and media 
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attention. Deservingness is often linked to factors such as length of residency, lack of a 

criminal record, church membership, tax payments, family ties, language skills, and 

evidence of impending extreme hardship upon return to the home country.113 These are 

based on concepts of the ideal proto-citizen of the host society, which includes certain 

gendered, racialized, class-based, and heteronormative lifestyles and behaviors while 

excluding others (Coutin 2003b). Importantly, there has been a shift in ideas of 

deservingness in recent years, moving away from a response to political oppression and 

increasingly towards policies of compassion in the face of suffering and illness. As I have 

noted in previous chapters, deservingness in contemporary Germany is defined chiefly by 

humanitarian considerations (such as illness or pregnancy), and the state is compelled by 

notions of compassion and justice. This is particularly evident when tracing the trajectory 

of asylum law as the moral compass of the state. Once the most liberal in the world, it 

became overwhelmed and then abruptly and severely restricted. Asylum policy has 

become the machinery for the generation of attenuated gradations of “illegality” under 

conditions of intense visibility.  

From Demanding Decriminalization to Demanding Compensation  

Over the past decade, there has been a shift in the demands NGOs have made towards the 

state regarding their activities. While laws criminalizing the provision of medical aid 

were an important point of contention in the past, NGOs soon realized that they were not 

under surveillance. No one was being prosecuted, and if they had, it would have surely 

illuminated the situation regarding medical aid and sparked protest among the general 

                                                 
113 For discussions on measures of migrant “deservingness” in the U.S., see Coutin 2003b and Sassen 2002. 
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public. Coutin talks about the trial of members of the Sanctuary movement in the United 

States, who were charged with aiding Central American refugees in the 1980s. U.S. 

authorities quickly “found themselves contending with the embarrassing perception that 

they were prosecuting religious folk for aiding the persecuted (Coutin 1993).” 

 While this threat has never been realized, volunteers – especially physicians – 

began to feel exploited by the state. Their demands to not be persecuted turned to 

demands to be compensated. As an example, I present the following open exchange 

between politicians and physicians at the conference I attended in 2005.  

During a panel discussion, SPD114 politician Klaus-Uwe Benneter, a 

representative from Berlin in the German national parliament, explained that his 

party was concerned about the laws criminalizing medical aid. 

Benneter: “My party wants to change those laws and make sure it is no longer 

grounds for prosecution. We have been –”  

Calls from the audience: “There should also be compensation for doctors!” “It’s 

about COMPENSATION!” 

Benneter: “…In one year, I believe those laws will be changed so that they 

exclude humanitarian purposes–” 

The audience interjects again: “This is not the point! No one has actually been 

pursued under these laws!” “It’s about compensation!”   

                                                 
114 Social Democratic Party of Germany  (Sozialdemokratische Partei Deutschlands) 
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Then a representative from the Berlin Office for Medical Aid for Refugees stands 

up, and proclaims, “It’s not about charity (Mildtätigkeit), it’s not about an 

interim solution, these people want to be paid for their work!” 

In addition to demanding compensation, physicians and NGO staff began to increasingly 

problematize the fact that their efforts were being coopted by the state, something I 

discuss in more detail in the following section. 

Cooptation and Institutionalization of “Useful Idiots” and “Do-Gooders”  

In addition to shouldering the costs, because the “problem” of providing medical aid is 

being handled in the private realm – that is, through the NGOs – the state is not 

encouraged to change anything. Organizations recognize this dilemma, which leads to 

even further frustration. In their interviews, staff noted that they have become (or are 

becoming) “Lückenbüsser,” which translates literally as “gap-fillers,” in the social 

welfare system. In another example, one physician stated that “we (volunteers) are 

nothing but useful idiots for the state!”115 Even organizations whose work is perhaps not 

as overtly political have spoken out. For example, at the physicians’ conference, a 

prominent clergyman addressed the panel of politicians. In a discussion on basic medical 

care for migrants, he stated:  

“The church doesn’t like this. Why must we and other organizations always step 

up because no one else will? We do it as a matter of course, because of our faith. 

But we don’t want to be the blundering do-gooders!” 

                                                 
115 This quote is from Anderson (2003). 
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 In addition, the work of the Berlin Office of Medical Aid for Refugees has been 

used overtly to discourage state responsibility. In an official statement, politician Barbara 

John (of the center-right CDU party) argued that because such aid was being provided, 

there was “no need for the government administration to intervene, thus effectively 

relinquishing her office from any further responsibility in the matter (Verbruggen 2001).” 

Consider the following quote from the Office, in response to a question on the 

organization’s history: 

“As it turns out, the State offices were quite satisfied when we set up our 

organization. The repression and surveillance we had feared at the beginning 

never happened, and over time, more and more State offices started to rely on the 

availability of medical aid through [our organization]. Here we were, critiquing 

their policies, demanding change, and they were actually referring people to us 

for treatment! We even started receiving Christmas cards from them, thanking us 

for our efforts!” 

 Formal appreciation of NGO efforts by the state is becoming commonplace. In 

2004, the Migrant Clinic described in Chapter 8 was awarded the “Ambassador of 

Tolerance” prize by the Minister of the Interior’s office, which comes with a 5,000 Euros 

award (about $6,500 USD). In October 2006, the Clinic’s director was also awarded the 

Federal Cross of Merit (Bundesverdienstkreuz), the nation’s highest civilian honor. The 

director of the Cologne clinic, also run by the Catholic relief organization Malteser 

Hilfsdienst, was awarded that states’s highest honor for volunteer efforts in December of 
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2006. NGOs, like physicians, are caught in a double bind, since the must interact with the 

state while at the same time remaining critical of its policies.   

 Indeed, institutionalization is viewed as the “nail in the coffin” of grassroots 

organizing, especially for groups that prefer decentralization and sponteneity (Coutin 

1993; Gerlach 1999).116 However, this is not a static situation, as activists continually 

reshape social movements in response to various events and to adapt to historical 

circumstances. In response, both secular activist and humanitarian NGOs across Germany 

have aggressively, and very publicly, politicized their activities. However, the message is 

muddled, with each group approaching the issue in different ways and demanding 

different forms of change. Overall, they emphasize that these are temporary solutions that 

points to critical deficiencies in the current system. However, they also acknowledge that 

any reform initiatives become illegitimate, even unjustifiable, when the NGO sector 

ensures a welfare system without necessitating direct involvement of the state. 

 Cooptation has become a central theme, as it has in other parts of Western Europe 

where governments are increasingly allowing large numbers of their own population to 

fall outside the social welfare net. The more successful NGOs are in treating the illnesses 

of marginal populations, the more these allegedly temporary services become the norm. 

This is yet another form of privatization, as government functions such as ensuring a 

welfare or health care system are placed on private-sector NGOs (some of which are for-

profit along with others that are explicitely not-for-profit). While the NGO sector in 

                                                 
116 In Freeman and Johnson (1999), Staggenborg argues that in some cases (she examines the pro-choice 
movement), increased professionalization is necessary for increasing a social movement’s dynamism and 
level of participation. 
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Germany has always been charged with implementing social services, this situation 

reflects a reliance on humanitarianism and goodwill, rather than providing adequate 

funding and assuring access. NGO intervention functions to ease suffering when 

governments have failed to do their job ensuring basic human rights for everyone within 

their borders, allowing increasing numbers to fall through the cracks of the social welfare 

system. These “ethical systems in the form of medical humanitarianism (Ticktin 2006)” 

are thus directly linked to circuits of capital and labor, as part of a political economy of 

health and illness.  As such, this privatization is part of larger neoliberal reforms in the 

welfare (especially Hartz IV) and health care sectors being implemented by the German 

state in recent years. As Redfield notes in his discussion of MSF’s charity work 

domestically (in France), 

this action rests squarely on a central, categorical paradox: the more successful 

MSF is at protecting existence in the name of a politics of rights and dignity, the 

more this temporary response threatens to become a norm. Related lines of 

tension run through much of the movement. Even as MSF seeks to maintain an 

anti-institutional ethos, it achieves the institutional recognition of the Nobel Prize, 

a recognition that promises both to increase its influence and impede its 

reinvention. Even as the organization seeks new forms of engagement that might 

emphasize structural inequities … it remains attached to the language of urgency 

(Redfield 2005:343). 

 In fact, the issue is even more paradoxical when one considers that the activities 

of these organizations can be construed as illegal. At the same time, most politicians are 
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unwilling to abolish laws which criminalize the provision of aid, arguing that it would 

result in a pull factor and open the door for additional migrants to arrive as medical 

tourists. It is no wonder that the current state of affairs is cynically seen as suiting the 

state quite well and is of great benefit to those in power.  

 The establishment of successful alternative social welfare institutions does not 

have to be viewed, in itself, as a negative development in times of crisis. However, there 

are two problematic issues. First, the funding for these services is drawn increasingly 

from the donations of private citizens, who are generally not aware that some forms of 

medical aid are legally guaranteed to be covered by the state. Second, Germany is a 

signatory to several human rights accords that assure responsibility towards all marginal 

populations residing within their borders, including undocumented migrants.  

Paradoxes of Providing Aid: A Discussion  

What I have hoped to highlight here is the tension between NGOs’ motivations, perhaps 

more accurately imperatives to act and the threat of cooptation which undermines true 

reform. In this way, their activities can be conceptualized as a form of civil initiative, 

rather than civil disobedience (Coutin 1993), based on an obligation to step in where the 

state has failed to fulfill its legal obligations towards migrants and refugees. This is 

complicated by tensions between various approaches, which I have argued overlap well 

with typological distinctions between human rights versus humanitarian approaches 

discussed in the larger literature on aid work. In addition, differentiation according to the 

prestige level of certain kinds of work complicates organizations’ effectiveness. For both 

types of groups presented here, their engagement is a means of expressing outrage against 
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increasingly unethical state policies. However, there is no unified set of demands for 

change. While one side calls for the elimination of national boundaries, the other 

advocates the removal of certain trafficking laws. While one camp argues for equal 

access to the full health care system, the other simply wants to be left alone to provide 

charity care where it can.  

 The activities of both types of aid organizations allow a necessary and regular 

service of the state to be covered by the volunteer sector and without additional costs. 

This gradual privatization of services means that the NGO sector becomes overburdened 

with costs it cannot sustain in the long-term. Because it is being handled in the private 

realm, the state is not encouraged to change anything. However, laws remain in place that 

criminalize the provision of medical treatment, even though this has never resulted in 

prosecution. This creates the illusion that laws have been enacted to discourage further 

undocumented migration and punish offenders, while at the same time eliminating the 

need for the state to address the uncomfortable issue of the right to medical care and 

adequate resource provision. Such short-term, local strategies for medical aid are 

embedded in a historically particular ideological environment that simultaneously 

condemns yet relies upon “illegal” immigration. NGOs, in providing social services in 

lieu of the state, effectively aid in removing responsibility for this population. In fact, as a 

result of “filling in the gaps” left open by the state, the message of these organizations 

increasingly falls upon deaf ears.  
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 CHAPTER 8 – THE MIGRANT CLINIC: AN ETHNOGRAPHY 

   

In Berlin, one option for undocumented migrants who become ill is the Migrant Clinic, a 

church-based charity organization with a humanitarian orientation. While numerous 

NGOs provide services to the city’s estimated 100,000 undocumented migrants, only two 

specifically offer medical care. One provides referrals to a network of physicians and 

hospitals, while the other – the Migrant Clinic – has the ability to provide treatment on-

site. It thus constitutes the single largest source of medical aid for undocumented 

migrants in Germany. In 2005, there were some 2,400 patient visits – a more than tenfold 

increase from 2001, the year they started (see Table 2, below). This chapter will provide 

an overview of the Clinic, the primary site of data collection for this study. I will discuss 

its history and structure, along with patient characteristics and types of illnesses. I 

provide several cases highlighting specific illness experiences that illustrate some of the 

larger issues around resource distribution and exclusionary practices faced by 

undocumented migrants.  

Table 2: Number of patients visits to the Migrant Clinic, 2001-2005 

Year Annual n Cumulative n 
2001 215 215 
2002 436 651 
2003 1128 1779 
2004 1934 3713 
2005 2373 6086 

  

The Clinic is open three days a week from 9am-4pm (a total of 21 hours per 

week) and provides care for those without health insurance. Since Germany embraces a 
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universal health care system – including coverage for legal foreigners – the activities of 

this organization are aimed at undocumented migrants, who, by default, are the group left 

without coverage.117 The “Clinic” – a term chosen for the sake of brevity – is actually 

more akin to a general practice doctor’s office with expanded features. It functions as the 

first point of contact for patients with a wide variety of issues, including surgical and 

dental complaints which would be atypical in a regular general practice. Here, acute 

issues can be handled immediately and more complex illnesses referred to specialists 

participating in an informal network. According to a Clinic report, they were “aware from 

the beginning that they were operating in a gray legal zone by treating undocumented 

persons (Malteser Hilfsdienst 2004, my translation).” However, local government 

officials assured them that the medical treatment they provide would not be prosecuted, 

so that they have felt secure in continuing their activities. Perhaps more importantly, the 

Clinic is under the tutelage of the local Bishop, who has publicly supported this project. 

Because they do not espouse an overtly radical political agenda, public attention has 

centered on the charitable aspects of their work.   

 The Migrant Clinic is located in the heart of former West Berlin, on a quiet, tree-

lined street between a hospital and a row of apartments.  There is only a small sign on the 

building, which houses other offices associated with a large charity organization. In order 

to reach the second-floor rooms of the Clinic, patients must ring the doorbell and be 

buzzed in. When they arrive, basic information is gathered, including name (pseudonym, 

                                                 
117 Occasionally, and for a very diverse set of reasons, the Clinic is also used by tourists, legal foreigners, 
and even German citizens. For reasons I noted at the start of Chapter Six – specifically, the Hartz IV 
welfare reform – starting in 2005 there were an increasing number of uninsured Germans.   
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if they prefer), date of birth, and country of origin. Though the role of record-keeping has 

been hotly debated in the activist community,118 this particular organization has opted to 

organize basic patient information using paper files. The director has emphasized the 

importance of tracking each patient’s complaints, laboratory results, and referrals to 

specialists; this is especially important given the high percentage of return patients (about 

68% during my study). 

 The patient, along with anyone accompanying them, is then asked to sit in the 

adjacent waiting room. At the beginning of this study, there were a total of three rooms to 

the Clinic. By the summer of 2006, two additional rooms had been added. First, there is a 

reception room which doubles as an office, containing a desk, computer, and file 

cabinets. A recently renovated storage room accommodates donated materials: shelves 

and boxes of medication, diapers, and clothing. The waiting room next door is tidy and 

spacious, with upholstered maroon chairs and a corner full of toys and stuffed animals. A 

table in the center holds pamphlets on health issues (domestic violence, HIV, head lice) 

in different languages, along with samples of baby care products. Directly across from 

the waiting room is the doctor’s office, with two chairs and a small table facing the desk. 

This is where patients are initially seen. This office now opens into a new examination 

room, which contains an exam table, lamp, scale, basic instruments, and shelves bulging 

with cartons, tubes, and bottles of medication, all sorted by category.  

 

                                                 
118 This was one of the main critiques of the Migrant Clinic put forth by other NGOs I spoke with. One 
organization reports having been raided by police in their beginning years and experienced police waiting 
outside to apprehend undocumented persons. Therefore, as one staff member told me, they are vehemently 
against “putting it all there, organized, so they can just come and get it if they want to.” 
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Figure 15: Newly remodeled exam room at the Migrant Clinic 

 

 

 

 The pace at the Clinic is unpredictable – some days there are four patients, and 

other days fourteen. Most bring along friends or family members, so it is not unusual for 

the waiting room to be quite full, with children riding up and down the hall on tricycles 

and banging away merrily on the toys. Because of the different countries of origin and 

plethora of languages, patients rarely talk to others in the waiting area, but nod politely 

when newcomers arrive. The Clinic functions on a walk-in basis only, so no 
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appointments are given. The wait time, depending on how busy it is, ranges from 10 

minutes to an hour.  

 Patients are triaged by the doctor; about one-third of cases are treated in-house, 

while the rest are sent to specialists. The doctor usually speaks to the patient at length – 

between 10 and 30 minutes (generally much longer than in a regular practice). Often the 

conversation moves from the medical complaint to issues such as family or working 

conditions, legal problems, or how much the patient is able to contribute towards 

treatment costs. Acute issues are handled on the spot or referred to the hospital 

emergency room in the building next door, and in many cases it is necessary that the 

patient see a specialist. This is always the case for dental issues, for example, since the 

Clinic does not have a dentist in-house, as well as all OB/GYN problems. In these 

instances, the doctor locates a specialist using her computerized FileMaker database, 

makes a call to arrange an appointment, and then prints out a referral letter for the patient.  

 When they first opened, there were only four doctors – personal friends and 

colleagues from medical school – willing to work with them in their network of 

specialists. By 2004, there were 105 doctors, two psychotherapists, seven hospitals, two 

laboratories, one medical supplies store, two opticians, three pharmacies, five lawyers, 

and one physical therapist (Malteser Hilfsdienst 2004). At the time of this study, the list 

of participating specialists had grown even further. This increase has been due, in part, to 

the high visibility of the Clinic, whose doctors are often interviewed in the increasing 

number of media stories on medical aid for undocumented migrants. However, there are 

also pragmatic reasons: the growing number of patients has led Clinic staff to network 
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with additional partners. Every attempt is made to ensure that patient load is “spread 

around” between participating doctors. Nonetheless, sometimes specialists do ask for 

fewer patients or to be taken off the list entirely. This is a similar situation faced by the 

MediNetz Offices mentioned in the previous chapter, and in fact, many specialists receive 

patients from both organizations. The director of the Clinic says she had to “ask nicely” 

and appeal to hospital administrators to get to the level of cooperation they have achieved 

today. Frequently, this entailed agreeing upon limits on the number of hospital beds or 

the maximum amount of laboratory fees that would be donated. Upon request, receipts 

are provided for tax deduction purposes. The total value of services provided via donated 

honorariums – that is, time donated by physicians to whom patients are referred – from 

2001-2004 was over a half million Euros (more than $650,000 USD) (Bemmer 2005). 

The Clinic runs entirely off of donations: volunteer staff, specialists willing to forego 

compensation, and donated medications. Equipment is also donated, from blood glucose 

meters, syringes, and (most recently) an ultrasound and EKG machine. There are no 

public monies involved; donations come from various foundations, church parishes, and 

individuals. Patients are also asked to contribute in some cases, which is discussed in 

more detail below.  

Patients find out about the Clinic through word of mouth or because they have 

been referred by another organization. For this study, I spoke with staff from a total of 24 

different organizations serving migrants in Berlin, and all were familiar with the services 

offered by the Migrant Clinic. However, an equally, if not larger group of individuals 

arrived via lay referral or word of mouth.  Current and former patients recommend the 
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Clinic to family members and friends. For instance, Misha, the 25-year old Ukrainian 

man described in the introductory chapter, arrived with yet another young man four 

months later, and was probably responsible for about ten referrals overall. In addition, 

because so many children have been delivered with the Clinic’s aid over the years, a 

growing number of undocumented families with small children use it as a source of 

primary medical care. 

According to the Clinic doctors, patients who arrive here are “sicker,” on average, 

that in a normal practice. In other words, they arrive when their symptoms get “bad 

enough.” Delay is also a major factor in prenatal care, since most patients do not arrive 

until the last trimester. There are a number of strategies that people employ in the 

meantime – probably not unlike those in the general population – including over-the-

counter, herbal, and homeopathic preparations acquired from the pharmacy or friends. 

Prophylactic or therapeutic antibiotic use is high in this group. Many of the physicians 

mentioned this in their interviews, and I witnessed patients discussing antibiotic use 

during my work at the Clinic, especially among those with dental pain. Often, they 

brought along packaging to show the doctor what they had been taking, or talked about 

having taken antibiotics they had received from friends or family members before coming 

to the Clinic. While these medications are available by prescription only in Germany, 

they are more readily available in neighboring Eastern European countries.  

Patient Characteristics  

The patients who come to the Migrant Clinic are a very heterogeneous group; 

nonetheless, it is possible to point to some key patterns. The sample of 204 patients 
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collected during this study can be considered “typical” in that it accurately reflects the 

existing statistics provided to me by the Clinic. In the table below (Table 3), I have 

retained the categories used in the Clinic’s internal record-keeping in order to facilitate 

comparisons and to indicate that the sample I observed during the study period was 

representative of this baseline.   

Table 3: Overview of patient characteristics, 2001-2004 and during the study 

    
2001-2004 % 

 

Study Period % 

 

<18 13 14 
18-30 37 35 
31-50 36 42 
>50 14 9 

Age 

  

  

  

       
male 42 42 
female 58 58 

Gender 

  

       
illegal 82 82 
legal 8 10 
student 3 4 
tourist 7 4 

Status 

  

  

     
S. & E. Europe 32 
Africa 21 
Asia 14 
Russia 15 
Latin America 14 
Germany 2 

Origin 

  

  

  

  

  

  Other 2 

See Table 4 below 
 
 
 
 

  

Age 

Most of the patients in the Migrant Clinic are between the ages of 18 and 50. In my 

sample, which was very similar to the baseline group in distribution, the range was just a 
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few days old (newborn) to 75 years, with a mean of 30.2 years. Most children were 

infants or toddlers, many of whose mothers had received prenatal care at the Migrant 

Clinic.  

Gender Ratio 

The percentages of men and women were the same during the study as during previously 

measured periods, namely 42% male and 58% female. I noted in Chapter 5 that the 

Migrant Clinic probably receives a higher proportion of women than can be found in the 

general undocumented population, due to region and the fact that it “specializes” in 

prenatal care, as I discuss below. 

 I noted above that I retained the categories chosen by the staff at the Migrant 

Clinic. However, I was unsatisfied with two of the categories: “Legal Status” and 

“Country of Origin.”  

Legal Status 

One of the first questions the Clinic physician would ask a patient is in regards to their 

legal status (this is also asked when they first sign in with the front desk staff). Patients 

are queried about whether they are tourists, have a residency permit, have applied for 

asylum status, or have been denied refugee status but are appealing the decision. This 

allows the physician to determine if they are truly “without insurance” or might be 

entitled to medical care coverage through the Social Welfare Office or via the office 

responsible for persons applying for refugee status. One physician explained her role as 

“gatekeeper” of the private donation system to me, saying,  
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“We operate on donations here, and I am the one responsible for seeing that the 

donations go to the right people, not people who could be covered through the 

state anyway. That’s my job. If someone isn’t aware of what they are entitled to, I 

need to clear that up with them. I can’t use our resources just because someone 

doesn’t want to go apply for benefits through the state. They are limited 

resources, and have to go to the people that need them.” 

 It appears to hold true that about 85% of all patients who visit this Clinic are 

“illegal” and do not fall within one of the categories mentioned above. However, during 

the consultation, patients sometimes refused to commit to one category, such as Misha 

and Yuriy in the opening chapter who claimed they were in Germany “not legally, but not 

illegally.” It was often clear that they were either concealing or even unaware of the fact 

that they were illegal, for example if they did not understand the conditions of their visa. 

Indeed, “illegal” status can refer to a number of conditions – illegal entry into the 

country, illegal residence (i.e., the lack of a visa), or illegal under-the-table employment. 

So, for example, a “tourist” who had been in Germany longer than three months or a 

“student” who is no longer enrolled are both technically illegal, along with asylum 

seekers whose claims were denied. Furthermore, status can change over multiple visits. 

Clinic staff simply cannot always have sufficient knowledge of every situation, so this 

statistic is compiled using a “best guess” scenario based on the patient’s explanation. I 

too had to rely on this kind of information, and found it difficult to classify people; 

however, I consider the statistic to be essentially accurate.  
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Countries of Origin 

Second, I was perplexed by the categories the Clinic had developed to capture patients’ 

countries of origin once I tried to fit my sample into them. Instead of individual countries, 

their system utilized regions and continents, such as “the Middle East,” or “Asia.” I 

inquired about how they determined which countries fit into each category, and was told 

that it was a “purely geographic distinction” that they were capturing. I have elected 

instead to provide a listing of the specific countries of origin for my sample – sixty-one in 

total (see Table 4, below). I believe this diversity underscores the importance of using 

legal status as a unifying variable instead of analyzing this population solely by country 

of origin. 

Table 4: Countries of origin, project sample 

* denotes current European Union state119 
 

 n Percent  n Percent 
*Poland  29 ≈ 14.2% *Latvia 2 ≈ 1% 
Vietnam 19 ≈ 9.3% Argentina 2 ≈ 1% 
*Germany  15 ≈ 7.4% *Spain 2 ≈ 1% 
Ecuador 9 ≈ 4.4% Bosnia 1 ≈ 0.5% 
Peru 7 ≈ 3.4% Columbia  1 ≈ 0.5% 
Ghana 6 ≈ 2.9% Georgia 1 ≈ 0.5% 
Guinea 6 ≈ 2.9% Indonesia 1 ≈ 0.5% 
Algeria 6 ≈ 2.9% India 1 ≈ 0.5% 
Mongolia 5 ≈ 2.4% *Italy 1 ≈ 0.5% 
Romania 5 ≈ 2.4% Israel 1 ≈ 0.5% 
Brazil 5 ≈ 2.4% Japan 1 ≈ 0.5% 
Bolivia 4 ≈ 1.9% Korea 1 ≈ 0.5% 
Benin 4 ≈ 1.9% China 1 ≈ 0.5% 
Cuba 4 ≈ 1.9% Liberia 1 ≈ 0.5% 

                                                 
119 The significance of pointing out European Union member countries is the fact that, since freedom of 
movement exists between EU states, these persons are, by definition, not living in Germany “illegally.” 
However, they may be working without proper permits or unable to maintain health insurance for other 
reasons.  
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USA 4 ≈ 1.9% Macedonia 1 ≈ 0.5% 
Serbia-
Montenegro 

4 ≈ 1.9% Mozambique 1 ≈ 0.5% 

Lebanon 3 ≈ 1.5% Palestine 1 ≈ 0.5% 
Cameroon120 3 ≈ 1.5% Philippines  1 ≈ 0.5% 
Croatia 3 ≈ 1.5% *Slovenia 1 ≈ 0.5% 
Kosovo 3 ≈ 1.5% Honduras 1 ≈ 0.5% 
*Lithuania 3 ≈ 1.5% Jordan 1 ≈ 0.5% 
Russia 3 ≈ 1.5% Mexico 1 ≈ 0.5% 
Ukraine 3 ≈ 1.5% South Africa 1 ≈ 0.5% 
*Estonia  3 ≈ 1.5% Dominican 

Republic 
1 ≈ 0.5% 

Nigeria 3 ≈ 1.5% *Austria 1 ≈ 0.5% 
Bulgaria 2 ≈ 1% Belarus 1 ≈ 0.5% 
Moldova 2 ≈ 1% *Greece 1 ≈ 0.5% 
Sudan 2 ≈ 1% Chile 1 ≈ 0.5% 
Canada 2 ≈ 1% Equatorial 

Guinea 
1 ≈ 0.5% 

Syria 2 ≈ 1% *Netherlands 1 ≈ 0.5% 
Turkey 2 ≈ 1%  

TOTAL  
 

204 
 

≈ 100% 
 

 According to Clinic staff, there has been a shift since 2004, with fewer patients 

from Russia and Eastern Europe, and more from Asia, especially Vietnam. I speculate 

that this may be a result of more Russian and Eastern European patients finding 

assistance elsewhere. I base this on conversations with other organizations that noted an 

increase of patients from these countries during the same time frame and linked to the 

availability of Russian- or Polish-speaking medical staff. Furthermore, this shift may also 

be related to the EU expansion, which has technically provided more health care options 

for some Eastern Europeans (e.g., Polish nationals) living in Germany.  

                                                 
120 Former German colony. 
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Returning Patients 

One statistic not explicitly captured by the Clinic is the number of new versus returning 

patients. Clinic staff suggested that approximately one-third of all patients are return 

patients. However, in my sample, approximately 68% (138/204) were return patients who 

had been to the Clinic on at least one occasion in the past. Although this differs from the 

figure cited by staff, I would suggest that this is due to the fact that, over time, this 

percentage has necessarily grown with increasing numbers of “first-time” patients 

becoming “return” patients.  

Language Problems and Translators 

Many patients spoke German well enough to explain their complaints to the doctor, while 

others brought translators with them. During the study period, most patients were 

accompanied by others who provided support and, often, translation skills by providing 

information, asking questions, getting directions to specialists, receiving directions on 

medication doses, or learning when to return for follow-up. In my sample, eighty-one 

patients, or about 40% of the total sample, required some form of translation. Table 5, 

below, provides and overview of who assisted in these instances. 
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Table 5: Translations at the Migrant Clinic during study period (n= 81) 

Type of Translator % 

 

Person accompanying patient 54% 
Clinic doctor or volunteer 26% 
Person in waiting room (another 
patient, another patients’ translator) 

9% 

Person on telephone 4% 
No translator available 8% 
 
Total  

 
100% 

 

 In the majority of these cases (54%), a friend or family member accompanying 

the patient was also the translator. The second most common solution was to have the 

doctor or a clinic volunteer (including myself) step in: this was easiest when patients 

spoke English, French, or Spanish, and on some days staff was available who spoke 

Arabic, Polish, or Russian.  In some cases, patients did not bring anyone to translate for 

them, but found others in the waiting room willing to assist.  Less often, the office 

telephone or a patient’s cell phone was used to contact someone who could translate. For 

instance, one woman used her cell phone to call up her boyfriend, who was able to relay 

some information to the doctor and then back to the patient.  

 In seven instances, no translators were available and the patient had arrived alone. 

In most of these cases, the patient had been to the Clinic before or had been sent directly 

from another doctor. In other words, both they and the doctor knew the reason for the 

visit and what to expect. Typically, these were visits where standardized lab tests were 

ordered, negative (normal) results given to the patient (and e.g., entered in a pregnancy 

booklet), or where patients had hospital release papers with them to explain their needs.  
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However, in one instance I witnessed, a young woman experiencing excruciating dental 

pain during a visit to Berlin arrived. She and her boyfriend were on their way back to 

Poland that evening, but the pain had become unbearable – her face was contorted, her 

eyes tearful and red. Neither one of them spoke German, but through a combination of 

ibuprofen, her rather poor high school English, hand gestures, a subway map, pen and 

paper, and a Latin American man in the waiting room who happened to speak some 

Polish, the woman was successfully sent to a dentist who was willing to provide 

emergency pain-relieving treatment. 

Socioeconomic Status and Income Levels 

During the Clinic observations, there was no systematic collection of indicators relating 

to socioeconomic status (e.g., income, wealth, education level).121 This is primarily due to 

the brief nature of the encounter, and associated with it, the fact that the Clinic does not 

elicit this information in a regular fashion as it does age and country of origin. However, 

cost is a central aspect to almost all interactions between patient and physicians, so that 

job income and family situation is talked about frequently. This is especially the case 

when patients are asked, in the case of cost-intensive treatment, if they are able to 

contribute a portion of the expenses. For example, they may be asked to contribute 

towards the costs of hospital delivery of a child, dental treatments, and laboratory fees 

(especially if they are at the request of the patient). During this study, patients were asked 

an open-ended question: what are you able to contribute?  This typically sparked a 

                                                 
121 Socioeconomic data was systematically captured in the interviews, however. This interview data is 
woven primarily into previous chapters on methods (including characteristics of migrants interviewed for 
this study) and the general discussion of undocumented migrants living in Berlin. 
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discussion of whether the patient works or not, the role of regular expenses such as rent, 

and how high the expected treatment costs might be. This discussion sometimes revealed 

that the patient had the right to medical care coverage – even health insurance – through 

other means (such as the Social Welfare Office or via a special office for persons 

applying for refugee status).  In these cases, the patient was encouraged to look into these 

options. This highlights one function of the Migrant Clinic: to advocate for patients 

attempting to negotiate a complex and often unfamiliar social services system. This is 

becoming an increasingly common role for physicians in health care systems facing 

neoliberal reforms, as a form of “invisible work” which essentially subsidizes the system  

(Horton 2006). 

 For patients who were truly without any form of coverage, the organization 

accepted whatever they were willing and able to contribute – which was often nothing at 

all. In these discussions on income and lifestyle, it appeared that most patients had some 

form of income, even if it was irregular or seasonal, and weighed bills and remittances 

with treatment costs. “Saving up” for a surgery or a hospital delivery was rather common, 

as was making regular installment payments. Clinic staff assured me that patients were 

very conscientious about making payments, even if it took several months, and on many 

occasions I witnessed patients or their partners come by just to drop off small amounts 

(e.g., 15 or 20 Euros, or about $12-25 USD) to settle costs. In other cases, patients 

inquired about and were more than willing to pay for additional out-of-pocket services 

the Clinic does not consider medically urgent, such teeth cleaning or testing for specific 
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allergens (after all, one should not confuse being undocumented with being 

impoverished). 

Types of Illnesses 

In the following section, I discuss the types of illnesses treated at the Migrant Clinic, 

providing an indication of their frequency along with some on-the-ground examples. In 

addition, I have dedicated an entire chapter (Chapter 9) to pregnancy and childbirth 

issues, since these take on a particular significance and are only briefly mentioned here. 

 Table 6 provides an overview of the types of illnesses treated at the Migrant 

Clinic, by percent of total cases. The “baseline” information from the previous four years 

(2001-2004) is presented alongside the information from the study period (six months 

during 2005-6). Note, again, that I have maintained the categories the Clinic uses in order 

to present this data in comparative fashion. When patients arrived with more than one 

complaint, in order to fit this presentation model, I chose only one category per patient. In 

these cases, the primary reason for the visit was chosen (e.g., if the patient came in for 

prenatal care, but also mentioned an itchy patch of skin, “OB/pregnancy” was selected). 

However, it should be noted that because of this method, utilized by both the Clinic and 

myself, the table actually under-reports most problems. 
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Table 6: Overview of illnesses, 2001-2004 and during the study 

Type of Illness 

 

2001-2004 % 

 

Study Period % 

 

Prenatal Care 22% 24% 
Internal Medicine Complaints 25% 22% 
Dental Issues 13% 9% 
Surgical 7% 6% 
Pediatrics 5% 8% 
Orthopedics 5% 8% 
Gynecological 4% 6% 
Dermatological 4% 4% 
ENT 3% 2% 
Opthamological 3% 1% 
Neuro/Psychological, Mental Health 3% 3% 
Urological 3% 3% 
Other 3% 3% 

 

Prenatal Care 

Pregnancy and delivery issues warrant a chapter unto themselves (see Chapter 9). 

Prenatal care takes on an especially important role in this clinic, representing up to 30% 

of reasons for visits at any given time (Franz 2003). In my sample, 24% of patients 

arrived seeking prenatal care.  Obstetric examinations are always handled by a specialist; 

the Clinic partners with other organizations and private physicians in fulfilling 

complementary aspects of prenatal care. These include discounted laboratory testing and 

the arrangement of a delivery spot (bed) at local hospitals that partners with them 

specifically for this purpose. Such cooperation is necessary to reduce cost: by arranging 

laboratory tests and the delivery through the Migrant Clinic, the patient is able to receive 

a discounted rate. Some 60% of patients are unable to pay anything towards the cost of 

delivery (Malteser Hilfsdienst 2004). Expenses, even at this discounted rate, are almost 
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never fully paid, and payment plans are often arranged. The patient is usually queried 

about her resources and asked to bring the father in for a consultation if possible.   

 Of note, the Clinic – housed in a Catholic organization – does not refer women for 

elective pregnancy terminations. By contrast, another NGO in Berlin does cover 

abortions.122 The Clinic reports that 50% of patients who arrive in their first trimester 

(i.e., within the period for legally terminating the pregnancy) opt to keep the child. They 

attribute this to the availability of various resources they provide to help with pregnancy 

and delivery, such as medical care, clothing, diapers, formula, and strollers (Malteser 

Hilfsdienst 2004). This is a particularly salient instance that highlights a private 

organization’s motivations and imperatives to act in the face of evasive state policy, as 

described in the previous chapter. Without their aid, the Clinic argues, women would be 

more likely to choose abortions when they become pregnant, since they lack the 

financial, material, and social support for motherhood. In addition, while the state is 

obligated to care for mothers and their newborns, NGO staff knows that undocumented 

women are too scared to take the necessary steps to gain access to this aid (something I 

discuss in more detail in Chapter 9), providing another incentive to discontinue a 

pregnancy. These ideological commitments are is yet another example of how the 

activities of private organizations allow a regular service of the state to be covered by the 

volunteer sector. As I discuss in the following chapter on pregnancy and race, this issue is 

further complicated by tensions around foreigners and birth rates in Germany.  

                                                 
122 A physician who works with this organization – a secular activist organization with a decidedly feminist 
philosophy – reported that abortions actually cost them more than deliveries, but that they were highly 
committed to providing this opportunity to women who wanted it. 
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Figure 16: Photos of newborns displayed at the Migrant Clinic 

 

 

 

Internal Medicine Complaints: The Problem with Diabetes 

This is the second largest group of illnesses, but it is also a catch-all category 

encompassing a multitude of problems such as gastrointestinal illnesses, asthma, 

diabetes, high blood pressure, and colds. One common feature is that patients typically 

often do not arrive until the symptoms become acute. Let me provide an example.  
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A 35-year old Romani woman arrived at the Clinic one morning. Although she 

grew up in West Germany, she had returned to her Serbian homeland at one point 

for a year and thus lost her residency status. Since her return four years ago, she 

had been living in the country illegally. She was a diabetic but had not taken any 

insulin for two days because she could not afford it at the moment. She said she 

felt “just awful” with headaches and fatigue. Her usual insulin was not available 

in the Clinic’s supply refrigerator, so the doctor called up a colleague, a diabetes 

specialist, who could recommend comparable product.  Her blood sugar was 

tested, and she was given a ten-day supply of insulin and asked to return for 

follow-up.   

 The problem with diabetes is that it requires a consistent source of medication and 

care. This is an example where the lack of health care coverage can have deadly 

consequences for persons with a chronic illness. Normally, this woman was able to get a 

prescription from a doctor and pay for her insulin out-of-pocket. However, when money 

was short, she had no recourse but to stop taking her insulin. She had been very close to a 

diabetic coma when she decided to seek out the aid of the Clinic. Had she lapsed into a 

coma and been taken to an emergency room, she would have faced certain deportation 

upon recovery.  

Dental Issues: “Why Can’t it Just be Yanked Out?”  

Dental issues comprise the third largest group of complaints. Since there is no dentist at 

the Clinic, these cases are pretty straightforward: the doctor examines the patient’s 

mouth, selects a dentist to send them to, calls and sets up an appointment, and writes out 
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a referral letter which the patient takes with them. This is another area where the patient 

is asked to participate in covering costs, according to their ability. They are asked to pay 

the dentist directly; the role of the Migrant Clinic is to negotiate a lower price (which is 

set by the individual dentist, e.g., 35 Euros or $43 USD for a simple filling).  Many 

patients, used to less than adequate dental care in their home countries, often asked the 

Clinic staff to simply “yank out” the offending teeth (recall the example of the dentist 

treating Nourou in Chapter 6). In many of the interviews I conducted, patients were very 

impressed by the amount of care they received by German dentists, who often insisted on 

root canals instead of extractions, even if they were not reimbursed. In cases where the 

Migrant Clinic (or similar intermediary) did not arrange treatment, patients reported that 

dentists were much more likely to simply extract the tooth. 

Surgical Issues: The Utterly Unpredictable and Absolutely Urgent 

The category of “surgical issues” also encompasses a wide range of complaints, including 

some orthopedic treatments for fractures. One common complaint during the study was 

abscesses. Abscesses are noteworthy because they can happen in young people, do not 

target any particular risk group, and always require incision and drainage to alleviate pain 

and infection. This means that they are both utterly unpredictable and absolutely urgent, 

which can be a nightmare for someone living illegally. In the following excerpt, Rosa, a 

19-year old woman for Ecuador, tells her story:  

“At first I thought the pain was coming from my backpack, like it was banging 

against that area. I wear it every day while I’m traveling around the city to my 

different jobs, cleaning houses. And since you don’t really look back there, you 
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can’t see what it is. So I ignored it. But then one morning it just hurt so much I 

couldn’t stand it. I couldn’t go to work, I couldn’t even walk, nothing. I lay in bed, 

and that hurt. I tried to sit up, but that hurt worse. I couldn’t move. Really! None 

of the pain medicines worked. So then my stepmother told me to come here and 

get it checked. I had to have two people carry me here!” 

 When she arrived at the Clinic, immediate outpatient surgery was necessary. She 

had a pilonidal abscess (an infected cyst on the coccyx), which needed to be treated 

surgically. It also requires intensive follow-up, since the drained wound must be packed 

and dressings changed regularly for up to eight weeks. There was an average of one to 

two abscess cases per month during the study period. All came in three times a week to 

have their dressings changed and re-packed.  

Pediatrics: Well Baby Exams and Worried Parents 

As noted earlier, most children seen at the Clinic were infants or toddlers.  In almost 

every case, the reason for the visit was a well-baby exam. These are the only truly 

preventive exams performed by the Clinic, and are highly structured by convention, with 

results formally recorded in a small yellow booklet (called the Untersuchungsheft or 

“examination booklet”), along with any immunizations.123 In all cases, the children were 

also “illegal” or in a situation where status was still being clarified, for example because 

                                                 
123 In one report, staff from the Bonn Office of Medical Aid for Refugees note that the cost of fully 
immunizing a single child through their organization is 465 Euros (Becker-Wirth and MediNetzBonn 
2005). 
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of paternity issues or paperwork delays. For all intents and purposes, the little booklet 

provided them with their first form of legal documentation.  

Usually, parents also used these visits with the doctor as an opportunity to address 

other concerns. These ranged from legal issues to typical fears of many new parents, such 

as advice on the child’s food intake, appropriate clothing, colic, and diaper rash. When 

the examination yielded cause for concern, children were referred to specialists. For 

example, one child was sent to a pediatric orthopedist to monitor hip development, and 

another to a neurological clinic to rule out a brain tumor related to a suspicious gait.  

 In some ways, the medical treatment undocumented children received seemed to 

vary little from the formal standard of care. However, some things are noticeably 

different. For most infants in Germany, the first time the mother takes her newborn to the 

pediatrician is for the “U3” (third) examination at four to six weeks (the first two exams 

are typically performed while still in the hospital). Some of the families at the Migrant 

Clinic arrived for the “U2” (second) examination, performed between three to ten days 

after birth, evidence that they had been released from the hospital sooner than the average 

newborn. This is almost always related to cost, and parents leave either on their own 

accord or are released by hospital administrators who had donated a bed at a reduced rate.  

While this is not medically problematic (as long as mother and child are healthy), it is 

indicative of a different standard of care. 
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Orthopedics 

Some orthopedic problems, such as minor back pain or sprains, are relatively common 

but do not necessarily require a referral to a specialist. However, sometimes this is 

warranted.  Let me present one of these cases.  

The patient was a 35-year old Vietnamese woman, accompanied by a German 

man who said he was a friend of the family. Though she spoke some German, it 

was not adequate to describe the history of her problem. She had been hit by a 

car a year and a half ago, and while in the hospital, had a screw put in her 

fractured tibia. Her lower leg was now causing significant pain when she walked 

or lay down, and she felt she was also getting headaches from it. The doctor 

examined her leg, had her stand and walk on it. How was the initial surgery paid 

for? she was asked. It wasn’t, she replied – the bill at the hospital was never paid.  

 She was then sent to an orthopedic specialist, who determined that she 

had developed a dangerous infection of the bone (osteomylitis) and recommended 

that the screw be removed as soon as possible. The surgery was negotiated with 

one of the hospitals that works closely with the Migrant Clinic. Unfortunately, the 

day before the surgery, the surgeon discovered that they did not possess the 

specialized equipment needed to remove this type of screw. There was only one 

place in town where this could be done: the same hospital that had put the screw 

in! Unfortunately, they were completely unwilling to do the surgery, since the last 

bill went unpaid.  
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 The physician at the Migrant Clinic called and explained that they were 

willing to help pay for the current surgery, but the hospital insisted that they 

cover both bills. After much negotiation, and some gentle pressuring (after all, it 

was a life-threatening situation that they had created, so the patient could “just as 

well show up to their emergency room” and they would be stuck with the bill 

again), they agreed to accept payment only for the removal of the screw. 

In this example, we see how the Clinic was able to step in and advocate for the patient. 

An insured and “legal” patient might have viewed this as shoddy treatment, and might 

have even enlisted a lawyer to pursue a malpractice case.  

Gynecology: Ayşe needs a Mammogram 

Gynecological problems, perhaps surprisingly given the number of female patients, were 

not one of the major issues treated at the Clinic. This appears to be the result of several 

factors: First, most women’s health issues at the Clinic fall in the realm of obstetrics, that 

is to say prenatal care. Second, women often receive birth control and general 

examinations through other organizations that specialize in reproductive health (such as 

the Center for Family Planning, described in the next chapter). Finally, there is no 

gynecologist on staff at the Clinic, and no examination table to do anything but simple 

external examinations. However, when the case arises, women are referred to a specialist.  

Ayşe, an older Turkish woman, appeared to be very scared when she arrived at 

the Clinic and refused to give a last name or birth date. A German woman 

accompanied her and explained her concerns. Ayşe complained of intense pain in 

her right breast, radiating out to her underarm, which had started a few weeks 
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ago but had become unbearable. After a short exam, the doctor arranged an 

appointment with a gynecologist, who agreed to conduct an ultrasound and 

mammogram on suspicion of breast cancer. 

It was quite unusual to see Turks in the Clinic, since there is a large, well-established 

Turkish community in Berlin and most Turkish migrants are legal. Ayşe, however, had 

arrived on a tourist visa to stay with her boyfriend last year. She seemed to have very 

little, if any, connections to the local Turkish community, and the advent of possible 

illness had made her very anxious.  

Dermatology: Janaína and Her Eczema Ointment 

Dermatological problems were often resolved through medication and did not require 

referrals to specialists. Often, these were skin irritations and rashes related to working 

conditions. 

Janaína is a 35-year old woman from Northeastern Brazil who has been coming 

to the Clinic for a year now. She has eczema, which is aggravated by her work 

environment. She cleans houses and is exposed to caustic chemicals, in addition 

to irritation from the gloves she has to wear. She told the doctor that the last 

ointment she was given worked very well. She is in luck: there is still some 

available in the Clinic’s supply.  

 Typically, the doctor first checked to see if the appropriate medication had been 

donated recently. If not, patients were given a prescription to fill at the pharmacy for 

which they have to pay out-of-pocket. If the medication is exorbitantly expensive (in one 

case, a young boy required an anti-parasitic drug that cost over 120 Euros, or $150 USD 
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per dose), a pharmacist participating in their network may provide it at lower cost in 

exchange for a receipt for charitable tax deduction, although this was not common and 

meant that the patient had to wait a few days for its delivery.   

 Medications arrived every few weeks as part of a donation pool, in which unused 

samples were collected from various clinics and offices around the city. These were first 

circulated among the various local aid organizations, whose staff sorted through the 

boxes to find any useful medications for their clientele. My understanding is that, after 

this initial local distribution, medicines were sent overseas as part of larger medical aid 

efforts. During my stay at the Clinic, a large proportion of these donated medicines were 

deemed not particularly useful for their patient population, since they consisted of items 

appropriate for older populations with chronic conditions. The doctors were always 

careful to express gratitude for any donation, but were delighted to discover coveted 

items such as eczema ointments, asthma inhalers, and antibiotics among the piles. 

ENT & Opthamological Issues 

Sometimes patients required a referral to an ear, nose, and throat (ENT) specialist or 

otorhinolaryngologist, although this was one of the less common referrals. For example, a 

41-year old woman, originally from Peru, came to the clinic complaining of pain and a 

ringing sound in her right ear. A brief examination revealed a puncture injury to the ear 

drum, so she was referred to a specialist.  

 Occasionally patients present with an eye injury, infection, or sty. The doctor 

determines, after the initial examination, if a referral to a specialist is necessary. In the 

three cases I saw, the problems were relatively minor (the doctor told them, “it looks 



 

 

316 

worse than it really is, just give it a few days and it will be back to normal”), but one 

patient was in fact given a referral because he was “overly concerned” and the doctor had 

not adequately allayed his fears about a recurring sty.   

Neurological Complaints, Somatization, and Mental Health: “Illegal Syndrome” 

These conditions are certainly underrepresented in the data presented here, since the 

migrant health literature suggests high rates of some psychological complaints among 

undocumented migrants in other settings124 (such as depression and substance abuse). 

While few cases of mental health problems are recorded in the Clinic statistics, it is 

generally accepted among staff and patients alike that life as an “illegal” results in stress 

which affects health. These “stress narratives” arise in many consultations. For example, 

Anna, the 33-year old home health care worker from Romania introduced in Chapter 5, 

had been coming to the Clinic for three years, mostly for various somatic symptoms she 

said are provoked by anxiety.  

The day I met Anna, she was at the Clinic to inquire about a refill of an herbal 

preparation she uses for her psoriasis. In a later interview, she said, “The 

psoriasis is stress-related, I know that. It gets worse when I’m having problems. 

And it started, of course, after Selim [her boyfriend who brought her to Germany] 

left me and I was stuck without a visa. I’ve found that evening primrose oil 

(Nachtkerzenöl) helps – it’s supposed to balance out hormone levels, and help 

calm you down.” What else has the Clinic helped her with, I inquire? “Well, some 

                                                 
124 See e.g., Perez and Fortuna (2005), who argue that the “combined effects of minority status, specific 
ethnic group experiences (political, economic, trauma and immigration history), poverty, and illegal status 
pose a set of unique psychiatric risks.”  
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time ago I had episodes where I had this lump in my throat, like I couldn’t 

swallow. I went to the Clinic and they sent me to another doctor, a throat 

specialist. But he couldn’t find anything! It’s happened a few times since then. It’s 

like I have something stuck in my throat (Klosgefühl). It’s also stress-related. One 

of the doctors said it’s not uncommon, she calls it the “illegal syndrome” 

(“illegaler Syndrome”) [laughs].”  

 As noted earlier, there appears to be a large proportion of refugees in the 

undocumented population. Some who come to the Clinic divulge that they are in the 

process of formally applying for asylum, in which case the staff recommends that they 

seek care through the state since they are entitled to health services. However, those 

services are extremely limited, permitting only emergency care and pain relief, and many 

patients report receiving no medical attention when they go through the proper channels. 

In other cases, former refugees whose asylum claims were denied seek treatment at the 

Clinic. Consider the following example:  

An older married couple from Kosovo arrived with their 32-year old son. He lived 

in Germany legally as a student, spoke German, and translated for them. The 

parents had come as refugees many years ago and were given temporary asylum, 

but were supposed to return to Kosovo after the conflict ended. They never did, 

since there was nothing to return home to. Their house was gone, and they had no 

remaining family except for the son. The family comes to the Clinic regularly and 

has a multitude of complaints – the son had asthma, the father had high blood 

pressure and dermatological problems, the mother had headaches and 
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depression. On this visit, the mother complained of “high blood pressure when I 

get angry,” even greater depression, and cried as she mentions thoughts of 

suicide.  

 Although there are cases such as these where mental health is an obvious issue, 

there is often little recourse for the doctor besides medication. It is virtually impossible to 

send patients to a psychotherapist, although they are often referred to other organizations 

that specialize in refugee trauma. These organizations can offer therapy at a reduced cost 

using a list of therapists to whom they can refer patients. They note the prevalence of 

problems such as anxiety and phobias, followed closely by somatic illnesses, such as 

back pain, skin problems, and stomachaches. However, therapy is a difficult matter due 

to the lack of a stable environment. Continuation of therapy is threatened by irregular 

work schedules or lack of money for transportation (Brzank, et al. 2002). Finally, it can 

be difficult to locate an appropriate therapist who is linguistically capable and aware of 

cultural issues – most therapists refuse to work using a translator. The accompaniment 

and treatment of traumatized refugees is complex and requires substantial resources. 

While some religious organizations offer various forms of support groups and free 

counseling, these are useful only to those who speak German well and are familiar with 

such services. 

 Another example is that of Samuel. 

A man in his early 30s, Samuel comes to the Clinic on a regular basis, every few 

months. He is quiet, soft-spoken, and speaks mostly English. He has round scars 

along his legs and back that bear witness to the torture he suffered in his native 
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Liberia. Today, he complained of non-specific problems that the doctor could not 

diagnose by physical examination: numbness in his hand and right foot, general 

“pain,” and stomachaches. As in his previous visits, the doctor referred him to a 

non-profit organization that provides psychological and medical care for trauma 

and torture victims. Has he gone yet? She asked. “No, no…,” his voice trailed off. 

He will try to go next week. He knows where it is, he said, but just hasn’t gone yet. 

He was given some medicine for his heartburn and asked to return if any of the 

complaints get worse. Slowly, he opened up and explained that he has had the 

numbness in his hand since last week, when he was arrested during a routine 

identification check at the Yorckstrasse subway station. The police twisted his arm 

behind his back when arresting him, and since then he has had pain and 

numbness. 

 Samuel was in the process of appealing his asylum claims which had initially 

been denied, making him “semi-legal” because of his Duldung status. As part of this 

status, he was assigned to a specific district and apprehended because he was found to be 

in another. Like many other Africans encountered during this study (see Chapters 5 and 

9), Samuel reported feeling targeted for routine identification checks when he was out in 

public, and was apprehended during one of these checks.  

 I mention his case here because although he theoretically had access to minimal 

health care services as part his Duldung, he found it very difficult to convince authorities 

that he needed to see a doctor. He was one of many people who came to the Migrant 

Clinic with this type of situation who complained that these health services were 
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inadequate or de facto unavailable to them. Almost all of the physicians I spoke to in the 

course of this study mentioned this absurdity – that persons with a Duldung had a right to 

medical aid, but were often unable to convince authorities to authorize it. In Samuel’s 

case, the fact that his symptoms were nonspecific and likely psychosomatic made it even 

more difficult to find help. The Migrant Clinic staff queries people about their refugee 

status, and if someone is in the possession of a Duldung, they typically refer them back to 

the office for refugee affairs. However, at the same time, they are aware that they may 

not be given help. This is why, whenever Samuel came to the Clinic, the doctors spent a 

few moments with him and provided medications (such as antacids) anyway.  

Urology: Tough Choices  

This is another category of illness in which referrals can be made, but are at the discretion 

of the physician who must first determine the seriousness of the complaint. The most 

common condition is women’s urinary tract infections, which in most cases do not 

warrant a referral to a specialist. Patients are given an antibiotic and sent home; however, 

the physician often commented to me that resistance was a problem and choosing the 

right antibiotic was often tricky. Sometimes the doctor’s assessment does not overlap 

with the patient’s concern. For example: 

A 19 year-old Peruvian man was urged by his mother, a regular patient at the 

Clinic, to come in for an examination. He had been in pain for some time because 

of varicose veins (varicocele) on his scrotum, but was not particularly worried 

about them and appeared quite embarrassed to discuss the matter. The doctor 

insisted that they should be surgically corrected by an urologist, based on the 
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patient’s age and the possibility of causing sterility. Two months later, the 

operation had been successfully completed and his stitches removed. The Clinic 

had negotiated a reduced fee with a specialist it its network, who in turn received 

a receipt for charitable tax deduction purposes. 

By contrast, let me present another case.  

A 64 year-old homeless man, originally from Argentina but who had lived in 

Germany over twenty years, came in complaining of blood in his urine. Urinalysis 

was negative, and a general exam revealed nothing unusual. Still, the man 

insisted on seeing a specialist. After further discussion, he admitted that he had 

not had blood in his urine, but that he had recently heard that men his age should 

get a regular prostate exam. Unfortunately, the doctor explained to him, the 

Clinic is unable to provide such preventive examinations, but would be happy to 

help him if he developed specific complaints.  

These cases illustrate – yet again – how the ill body can be more valued than the healthy, 

and how choices have to be made in the face of scarce resources.  

Other Issues Handled at the Migrant Clinic  

This category encompasses all other reasons for consultations not listed above. Often, 

these were new parents who were borrowing clothing or strollers from the Clinic. In 

addition, some patients were seeking various forms of legal help, such as medical 

confirmation of an illness for their asylum case in conjunction with a lawyer. One man, 

who had been a patient for several years and whose girlfriend delivered their child with 

the Clinic’s help, asked if he could have something faxed to him at the Clinic. His 
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girlfriend had returned to Poland with their child, and was living with her parents in a 

small village. Through the grapevine, he had heard allegations of neglect, and had been 

petitioning the Polish embassy to look into the matter. This example illustrates the level 

of trust and familiarity he had established with the Clinic, and highlights the extended 

role the Clinic sometimes comes to play in a family’s life. 

 Occasionally, staff told me, they “also see healthy people” – in the winter months 

of 2004 and 2005, for example, many people came in and requested a flu shot. The Clinic 

did not advertise the availability of these vaccines in any way. Perhaps the increased 

media hype around global epidemics such as SARS and avian influenza prompted the 

demand, along with the supply. The vaccine has been donated to the Clinic in the interest 

of ensuring the health of the larger population.  

Communicable Diseases and the Public Health Agenda  

The issue of communicable disease arises frequently in discussions on “clandestine” 

populations, since there is a fear that unreported cases of infectious disease will break the 

fragile system of public health monitoring and oversight. Furthermore, this perceived 

threat to the larger population is often emphasized by activists to encourage public 

support for pragmatic solutions for health services (e.g., Alt 2003; Cyrus 2004a). 

However, despite discourses of their danger, evidence generally suggests that migrants 

are not primary vectors for transmission of communicable diseases (Taran 2000). It is 

simply not true that communicable diseases are the most important illnesses facing this 

population. Evidence from the Migrant Clinic during the study period suggests very few 

cases of communicable disease. These included two cases of genital warts, a handful of 
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expectant mothers with non-acute/non-transmissible hepatitis that required monitoring, 

one suspected case of scarlet fever, and a number of flu-like winter colds. All were 

handled through the Clinic or specialists in their network. None of these are considered 

notifiable diseases in Germany. In addition, there were two suspected HIV and three 

suspected tuberculosis cases during the study period. In each case, patients had come of 

their own accord after a known exposure, and were referred to local health departments 

who offer anonymous testing. Results were kept confidential and not shared with the 

Clinic.  

 No HIV/AIDS cases were handled at the Migrant Clinic, since these are treated 

through the public health system. If a patient is suspected of having HIV exposure, they 

are sent to the health department for testing and, if needed, possible treatment.125 At that 

point, they are “in the system” and technically no longer in need of the services provided 

by the Clinic. Sexually transmitted diseases (at least, those which are reportable) are 

treated in much the same way, that is, via referral to the public health system.   

 Of course, some patients fear being reported if they seek help at the public health 

department. One point of clarification: there are two separate reporting requirements at 

stake here. One is for notifiable communicable diseases, and the other to report an 

undocumented person to the authorities (i.e., the denunciation law discussed in Chapter 

6). According to one of the physicians I interviewed, the latter is often done by health 

                                                 
125 HIV takes on a special and highly political role for undocumented persons, since it can affect their case 
for asylum for humanitarian reasons. If a person is HIVpositive and requires treatment for AIDS, and they 
cannot be expected to reasonably receive this care in their country of origin, they may be eligible for 
asylum. However, as Ticktin (2002; 2006) discusses for France, this can have desperate consequences, with 
migrants actually seeking out information on how to become infected. Although I did not specifically 
collect data on this issue in Germany, it is worth mentioning that this humanitarian provision exists in both 
countries.  
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department staff only after treatment is completed. Over time they have learned that this 

ensures patient compliance – while it is not proper protocol, it is a “common sense 

decision” (“vernunftgesteuerte Beschluss”) to prevent initiating the deportation process.  

Piotr, 23, came to the Clinic six months ago because of a tuberculosis exposure. 

He lived in an apartment with four other Polish men, one of whom had recently 

been diagnosed with tuberculosis. Piotr and another roommate came to the Clinic 

for advice, and were sent to the health department for an X-ray to rule out 

infection. Half a year later, he returned to the Clinic to have the doctor look at a 

rash on his back. But first she asks about the X-ray. “I have a note here [in 

patient’s record] that you didn’t go back for your second X-ray. What 

happened?” “Oh, I did go, but I just went a week later than we talked about. 

Yeah, I went. There were actually thirteen of us with the same problem (laughs), 

so we all went together one Monday morning.” “And?” The doctor asked. “Oh, 

and everything was fine.” 

 This story is jarringly similar to one provided by Alt in his case study of Leipzig 

(2003:161). In his example, the roommates of a Ukrainian migrant worker discovered to 

have active tuberculosis adamantly refused testing despite assurances of anonymity. 

Within a few days, fearing that the police would show up, the apartment was abandoned 

and the former roommates had sought out new accommodations. Thus, while the public 

health departments indeed guarantee anonymity and treatment when necessary, many 

undocumented persons would rather not risk contact with official institutions. The fact 

that some patients in my sample appear to have nonetheless gone for testing may be due 
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to a number of factors: 1) because they had been referred by a trusted source (like the 

Migrant Clinic or other organization); 2) because it is already known that some health 

departments in Berlin regularly treat undocumented persons (Alt’s example is from the 

city of Leipzig, not known for its migrant-friendly policies); and 3) at least in Piotr’s 

case, the situation was less precarious for him since he is Polish, and thus an EU citizen 

since 2004 with the right to live in Germany, even if he is not allowed to work there.    

What Happens to Patients? On Quick Fixes, Long-Term Care, and Looming 

Deportations 

The Migrant Clinic has varied levels of contact with patients. In many cases, patients 

come in for a “quick fix,” as was the case for Yuriy, the young man in the introductory 

chapter who had a broken wrist. They may only come to the Clinic once, or perhaps 

return a year or two later when a different problem threatens their health. Others, as is 

evident in the vignettes presented here, return often for the same illnesses.  

 In all cases, the staff at the Migrant Clinic is acutely aware that patients may 

disappear via the mechanism of deportation at any time, and are often unsurprised – 

though not unconcerned – when a patient fails to show up again. Occasionally, the 

physicians are called upon by migrants and their lawyers to assist in preventing a 

deportation. For example, one of the young men I interviewed, Mirko, was deported back 

to Serbia in the course of this study. His sister called the Migrant Clinic, where he had 

received treatment for an abscess, to inform us that he had been arrested during a jobsite 

raid and was in detainment. Was it possible to write a letter explaining that he was 

undergoing medical care, so that they would not deport him, she asked? Unfortunately, 
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the physician told her, this was not possible, since the illness was not severe (abscesses 

can be treated in Serbia), and anyway, he had already completed treatment months ago. 

Later, the physician explained to me that while she wished she could advocate on behalf 

of more patients, she had to be very careful to maintain her integrity with the authorities, 

since she was often called upon in cases involving asylum for medical purposes.  

 Finally, I want to remind the reader of Grigor, the man introduced in Chapter 4 

who had lived in Germany for 30 years before he was diagnosed with cancer and 

eventually deported. Grigor was, without a doubt, the Clinic’s favorite “success story,” 

and his case was often retold to emphasize the importance of their work. They had 

arranged his surgery, chemotherapy, and about five years’ worth of follow-up treatment. 

Without their care, he would not have survived. In the end, however, they were powerless 

to delay his deportation any longer, since he was proclaimed to be “healthy.” Their 

success lasted as long as Grigor was ill; his “suffering body” had been his bargaining 

chip in suspending deportation, highlighting a unique form of violence inherent to 

humanitarian action (Fassin 2005; Ticktin 2006).  

Summary  

This chapter presented data from the largest single source of medical care for 

undocumented persons in Germany. It provides a comparatively reliable glimpse into the 

composition of the patient demographics, types of illnesses most frequently encountered, 

and solutions engaged by physicians. The migrants in this Clinic came from a wide range 

of backgrounds and ages, from newborns to the elderly. The majority were labor 

migrants, with a mean age of 30 years, who were well-integrated into Berlin city life. 
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They faced a wide range of illnesses, most of which were typical for their age group and 

not particularly distinct from the host population. For example, there were few 

communicable or otherwise “exotic” illnesses, a conclusion that resonates with 

suggestions made by physicians I interviewed and reports from other NGOs (e.g., Braun, 

et al. 2003; Verbruggen 2001). Instead, what is unique is the lack of access for rather 

common everyday issues. These might fall either in the acute or chronic categories, 

although most chronic illnesses are only attended to once they are in an acute stage or 

require regular medication (such as the diabetes example provided here). Particularly 

noteworthy is the demand for prenatal services and dentistry. Furthermore, although it is 

not possible to capture adequate data on the issue, there appears to be a need for mental 

health services that cannot be fulfilled by existing organizations. During this study’s 

conception, I assumed that only the most marginal individuals, such as new migrants 

without adequate social ties to compatriots, would seek out the services of NGOs in a 

desperate attempt to find medical aid. However, it appears that on some level, a semi-

formalized system of care has emerged, based on word-of-mouth referrals, high numbers 

of returning patients, and growing undocumented families needing primary care.  

 Even though organizations like the Migrant Clinic appear to be “inhabitable 

spaces of welcome” for some migrants (Willen forthcoming),126 they are not entirely free 

of the discrimination inherent to their daily lives. Let me provide some examples from 

                                                 
126 These are zones in which migrants can feel comfortable and safe, and illustrate how individual 
experiences are configured within larger social setting. These may be relationships (with friends or 
neighbors), physical places (a local migrant aid organization, a church meeting hall, or a friend’s 
apartment) or broader social spaces such as churches, sports clubs, or ethnic associations.  Within these 
spaces, migrants are able to cultivate a (albeit often provisional) sense of membership on the margins of 
their host society in the face of everyday hostilities and uncertainty. This notion interested me because 
Willen, too, collected data in an NGO that provides medical aid for undocumented migrants.  
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my observations in several settings (not only the Migrant Clinic). For instance, I observed 

that patients from African nations were more readily sent to the health department for 

HIV testing than other patients with similar complaints. After all, as one participant told 

me, wouldn’t they have had more exposure since they had lived in Africa? Their skin 

color – and not specific nationality – gave them away as an “at-risk” population, 

according to this logic. In addition, certain groups seemed to be queried more thoroughly, 

and skeptically, about their resources and lack of refugee status. Especially patients from 

Vietnam or, again, African nations were suspected of being “already in the (government 

aid) system,” and thus accused of not following the proper channels for medical 

coverage. This was presumably linked to the dominant conceit that political refugees – 

and not undocumented migrant workers – were coming from these regions. Similarly, 

Roma patients were treated as inherently dishonest and were often subject to intense 

scrutiny. Finally, in one NGO, a staff member argued that the migrants I had been talking 

with that afternoon were not Vietnamese, as they (and their translator, a trusted informant 

of mine) claimed. “They say that to everyone,” she told me, “because if you say you are 

Vietnamese, you can apply for political asylum. No one will provide papers to these Thai 

women because they come as prostitutes.”127  

 Such experiences of discrimination are often heightened during pregnancy, and as 

I explore in the following chapter, the pregnant migrant body is viewed as a symbolic and 

real threat to notions of citizenship in contemporary Germany. I did not set out to study 

                                                 
127 It is, of course, possible that some migrants purposefully mislead Clinic workers about their countries of 
origin in order to prevent discrimination (although in this case, I am sure the women were Vietnamese). For 
instance, Horton (2004) notes that some Mexican-origin undocumented patients in her U.S.-based clinic 
study would profess to being Guatemalan or Salvadoran refugees (or victims of Hurricane Mitch) to draw 
on internationally accepted humanitarian crises rather than face discrimination as “economic migrants.” 
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pregnancy with this project; in fact, I was most intrigued by the experiences of those who 

would be considered less “deserving” individuals in the popular imagination, such as the 

young labor migrants, Misha and Yuriy. However, the more I learned about notions of 

entitlement to health care, the more important the issue of reproduction became in 

exploring inequalities, racism, and stratification.  
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CHAPTER 9 – PREGNANCY, RACE, AND CITIZENSHIP 

 

Sarah arrived in Germany from Ghana one year ago with next to nothing (just 

“two pairs of trousers”) because she was not planning on staying. She had come 

with a group of girlfriends to see what job possibilities might exist. When her 

tourist visa expired, she became “illegal.” While in Germany, she met a man, 

Joaquim, at a party. After a few months of dating, she discovered she was 

pregnant – something she hadn’t planned. “Of course not,” she tells me, “this is 

not the right time, when you’re in Europe, all alone with no papers! In Africa I 

have my family, a lot of family who can help out. Before the baby comes, and 

afterwards, there are always people to take care of you.” Still, she says she 

wanted to stay and raise her child in Germany. In Africa “it’s so bad, unless 

you’re rich, it’s so bad.” Joaquim disappeared when he found she was pregnant, 

but Sarah firmly believed he would show up again after the birth, “because he 

will want to see his baby.”   

In this chapter, I draw attention to the interplay between race, reproduction, and 

citizenship.  Utilizing the analytic lens of stratified reproduction, I address the following 

three questions: Who is entitled to belong to the national body and how is this defined by 

access to health care?  What is the effect on undocumented women’s reproductive health 

when they are wary of seeking care for fear of being deported?  What elasticity exists in 

the system enabling women and health care providers to negotiate some measure of 

health care at the margins of state legal mandates?  
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 Here, I describe options for prenatal care and delivery for undocumented migrants 

in Berlin, emphasizing the importance of the temporary legalization provided by 

maternity protection laws (Mutterschutz). I then devote considerable attention to matters 

of paternity, including how it relates to citizenship and how legal loopholes designed to 

respect the mother’s autonomy have also fostered an emergent market for false paternity 

claims. Germany is currently at the height of a demographic crisis, with the lowest birth 

rate in Europe and the lowest total births since 1946, yet ambivalence towards certain 

kinds of mothers remains evident. I juxtapose this demographic reality with everyday 

practices of discrimination for pregnant migrant women of color. Next, I address the 

difficulties of obtaining birth certificates and the creation of a new generation of 

“invisible citizens.” Restricted access to medical services illuminates the contradictions 

between the general marginalization – even criminalization – of “illegal” migrants and 

ideas of moral obligation to pregnant women and their children. I argue that the pregnant 

undocumented woman is both a symbolic and real challenge to notions of citizenship in 

contemporary Germany. Throughout the chapter, I present the story of “Sarah,” a 33 year 

old woman from Ghana who became pregnant in Germany. I consider how typical her 

experiences are for undocumented migrants in Berlin, and what cases like hers can 

illustrate about pregnancy, race, and citizenship. 

Stratified Reproduction and the Body Politic  

Anthropologists have long considered reproduction to be more than mere procreation and 

have emphasized the social aspects of the process in addition to the biological. Ginsburg 

and Rapp (1991) argue that this analysis can be taken a step further, and that by placing 
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reproduction and the politics surrounding it at the center of inquiry, we may gain a new 

understanding of fundamental anthropological issues of power and cultural 

(re)production. In recent years there has been an emphasis on the “uneven and contested 

nature of the social terrain on which the politics of reproduction are played out (Ginsburg 

and Rapp 1995).”  One useful concept for examining this uneven terrain is stratified 

reproduction (Colen 1995), which illuminates how reproduction is empowered for some 

groups of women but stigmatized for others, such as women of color or migrants. Rapp 

defines it as “the hierarchical organization of reproductive health, fecundity, birth 

experiences, and child rearing that supports and rewards the maternity of some women, 

while despising or outlawing the mother-work of others (Rapp 2001).” 

 Chavez (2001; 2004) uses the concept of stratified reproduction to examine 

constructions of Latina reproduction in the United States. Utilizing discourse analysis, he 

shows how media representations are able to “produce fears about the population growth 

of Latinos in American society, which in turn positions them as a possible threat to the 

‘nation,’ that is, the ‘people’ as conceived in demographic and racial terms (2004:173).” 

Similarly, Minn (2004:30) notes that many Haitian mothers who deliver babies in 

Dominican hospitals are excluded from the national body, for instance by withholding 

proof of place of birth on birth certificates.  

 Carolyn Sargent (2006a) and Anwen Tormey (2007) provide additional case 

studies from Western Europe to demonstrate how immigration regulations and population 

policies are inscribed on the bodies of migrant women. Sargent discusses these politics of 

race and reproduction in her study of Malian migrants in Paris, illustrating how stratified 
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reproduction is evident in pronatalist French policies on family size. She notes that 

women considered to be truly “French” are encouraged to reproduce, while medical 

practitioners implicitly and explicitly discourage high fertility among Malian women. A 

distinction is made between the need to address the perceived low “French” population 

size and to dissuade African immigrants from having large families by pushing 

contraception. Migrant fertility was viewed with suspicion because of the family 

allocation stipend provided for each additional child under French law. Of note, a similar 

benefit system exists in Germany, called Kindergeld.128 This provides 154 Euros a month 

(or approximately $210 USD) for the first, second, and third child, and 179 Euros a 

month (or approximately $244 USD) for each additional child.129 While discussions on 

migrant fertility in Germany also often focus on these material resources, this is 

predominantly the case for legal migrants and less so for undocumented migrants,130 

where issues of illegality and residency status dominate. Nonetheless, Sargent shows how 

explicitly anti-natalist discourse can coexist with an otherwise pronatalist agenda. 

 Importantly, citizenship is not available to children of migrants born in Germany, 

which follows a descent-based system of citizenship called the ius sanguinis or “right of 

blood” model. By contrast, many other nations (e.g., France and the United States) 

primarily practice a territorial ius solis, or “right of soil” form of citizenship, by which 

                                                 
128 Kindergeld, like the French stipend discussed by Sargent, was designed to address the low fertility rates 
during the postwar period. 
129 Based on 2007 figures. 
130 I do not wish to downplay the possibility that, for some sectors of the population and for some political 
actors, access to Kindergeld might be viewed as a reason for migrants to strategically become pregnant in 
Germany. However, in my experience, there was – at least for the short-term – a greater concern with 
establishing residency status (in the case of a child born with access to German citizenship) or with staying 
undetected to avoid deportation. 
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children become rightful citizens of the state in whose boundaries they were born.131 This 

means that, unlike many other nations – such as the United States, or, as I discuss below, 

pre-Amendment Ireland – pregnant undocumented women in Germany are not viewed as 

strategically giving birth in the host country in order to obtain citizenship rights for their 

children and, by extension, residency rights for the mother. Thus, in addition to racial 

stratification, an analysis must be attentive to constructs of nationhood and citizenship. 

 Willen  (2005a) explores the impact of ideas of national belonging in her study of 

pregnant undocumented women in Tel Aviv, Israel. She describes the patchwork of 

reproductive and infant health services available to them, noting that their availability is a 

surprising exception to the overall hostile environment for migrants in otherwise pro-

natalist Israel. These insights are particularly valuable here because both nations – 

Germany and Israel – have been reluctant to draw migrants into the body politic based on 

historically particular conceptualizations of citizenship and national belonging (Levy and 

Weiss 2002). Tormey’s study of pregnant black women in Ireland (2007) is particularly 

insightful because it traces the transition from a ius solis to ius sanguinis model of 

citizenship through the 2004 Constitutional Amendment. The Amendment was proposed 

amid anxieties over women who arrived in Ireland on “maternity holiday,” that is, to give 

birth and acquire Irish citizenship for their child. Tormey further suggests that morality is 

invoked – rather than cultural or racial incommensurability – as an alibi in the rhetoric of 

exclusion. Foreign-born mothers were considered to have “no real connection” to Ireland, 

and thus lacking in loyalty to the nation. This “connection” is ultimately one of bloodline; 

                                                 
131 In reality, most nations practice some combination of the two. For instance, a child born to American 
parents outside of the United States is also entitled to citizenship. 



 

 

335 

what it means to be “Irish” implicitely draws upon ideas of race – historically white – in 

many of the same ways as discussions on “Germanness.” 

 Currently, and as I discuss in more detail below, Germany is facing a 

demographic crisis in which the native population is not reproducing at an adequate rate 

to replace itself. These shifting criteria will change definitions of who qualifies as 

“German” in the coming years, making the lens of stratified reproduction all the more 

salient. In many ways, there is a vested interest in attending to undocumented women, 

who are medicalized because they generally fall in the category of “high risk” because of 

their socioeconomic marginalization.  

Pregnant and Undocumented in Berlin 

A friend at an African organization told Sarah to go to the Center for Family 

Planning,132 which provides prenatal care for many undocumented women in 

Berlin. They provide regular prenatal examinations for a nominal fee. She was 

also sent to the Migrant Clinic, which works closely with the Center for Family 

Planning, for all of her blood tests and to arrange a low-cost delivery spot at a 

hospital. In both places, she felt comfortable with the doctors. “I told my family 

that I had finally met some nice Germans.” 

The physicians interviewed for this study noted that all pregnancies among 

undocumented women must be considered high-risk pregnancies due to socioeconomic 

marginalization and delays in seeking prenatal care, which is certainly in line with the 

available literature (Bollini 2000; Gross 2005; Scott 2004; Willen 2005a). In particular, 

                                                 
132 pseudonym 
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epidemiological studies suggest a high rate of miscarriage, premature birth, and high 

infant mortality. Delay in seeking care is certainly a factor, since most women do not 

appear until the third trimester. Because medical aid to this population is criminalized 

under German law, prenatal care is infrequent and women may fear entering public 

hospitals. Nonetheless, women and their newborns in Berlin can generally find 

organizations or individual physicians willing to provide care.  

Figure 17: Prenatal visit to a health organization in Berlin
133

  

 

  

 Neither prenatal care and nor delivery is easily covered for undocumented 

persons, unless the father is German and has acknowledged paternity before the child is 

born. In this case, reimbursement can occur through the social welfare system or via his 

                                                 
133 Photo by N. Ruecker 
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insurance, although it may be retroactive and dependent upon submission of a birth 

certificate (more on paternity below). Women from neighboring or nearby countries can 

travel home for the birth, and European Union citizens (e.g., from Poland) can often 

arrange some type of coverage if they opt to give birth in Germany, although this does 

not entitle the child to German citizenship. Other women do not have these options 

available to them and simply go to the hospital when birth is imminent and pose as a 

tourist. Another option is to utilize various forms of “anonymous” hospital deliveries, 

sometimes requiring the parents to put the child up for adoption. Pregnancy introduces 

additional costs for parents – children require extra resources, parenthood may result in 

loss of work time and lack of mobility, and it brings about more visibility to the mother 

because of the hospital delivery and application for birth certificate. For these reasons, 

termination can be an attractive option, and has been noted as rather common among 

undocumented women (Anderson 2003). 

 Some women, especially those in urban areas, are able to arrange delivery with 

the help of an NGO, such as the Migrant Clinic. These organizations will assist the 

mother/parents by arranging a delivery spot at a “trusted” hospital where notification of 

immigration authorities is less likely. The most common reasons for attending the 

Migrant Clinic was prenatal care, representing between 25-30% of all cases. The number 

of pregnancies has been steadily increasing since the Clinic opened in 2001 (see table 

below). This trend can be interpreted in a number of different ways. For instance, it may 

not represent an actual increase in the number of pregnancies among undocumented 

women, but rather an increase in those seeking care at this particular location. It can be 
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read as evidence for a clear need for services – 130 children per year is no small amount. 

On the other hand, it also indicates that these women are receiving at least some form of 

pre- and antenatal care; one might assume, for example, that prior to the Clinic’s 

existence they either went elsewhere or did not receive any care at all. Finally, it might 

suggest that more women of childbearing age are coming to Berlin. The interpretation of 

this data necessitates consideration of both the need for services and the apparent use of 

other available services.  

Table 7: Number of newborns delivered via Migrant Clinic, 2001-2005 

Year Total n Cumulative n 
2001 3 3 
2002 25 28 
2003 78 106 
2004 111 217 

2005 130 347 

 

Seeing she was pregnant and holding her Mutterpass (literally, “motherhood 

passport,” a small yellow booklet in which all prenatal visits and lab and 

ultrasound results are recorded), the Migrant Clinic volunteer asked Sarah if she 

was coming from the Center for Family Planning. This was recorded in the chart 

started for her. Then Sarah was asked to have a seat in the waiting room.  

 Sarah’s visit was relatively routine. After greeting her and glancing at her 

chart, the doctor asked for her Mutterpass. A quick review indicated that Sarah 

was due for standard blood tests, so the doctor typed up a referral letter to a lab 

that collaborates with them, printed it out, and handed it to her with a set of 
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directions. She then called up a hospital that assists them on a regular basis and 

provides two beds per month for undocumented women. Sarah was lucky; she is 

already eight months pregnant and her due date was approaching fast, but there 

was still a bed available and a “reservation” was made for her. Since Sarah’s 

German was poor, during this interaction the doctor spoke with her in English.  

 Many women who arrive at the Migrant Clinic have circumstances which would 

cover the costs for care and delivery. For example, if they are refugees awaiting a 

decision on their case, the state is obligated to cover the costs. If the father of the child is 

German or possesses insurance coverage, he is asked to contribute to the costs of the 

birth.   

The doctor quizzed Sarah rather extensively about her situation, and advised her 

to try and find the father. Joaquim was from Mozambique,134 but has lived in 

Germany over 20 years. Unlike Sarah, he was not undocumented, but had an 

unlimited residency permit.  

 In the course of this conversation, the doctor also discovered something 

else about Sarah:  she had sickle-cell anemia. Out of nine siblings, only she and 

one of her brothers has the disease, along with their father. She was tested as a 

baby and remembers undergoing transfusions throughout her childhood at a 

special hospital. Her parents were always very protective of her, and during this, 

her first pregnancy, her mother constantly called to urge her to remind the 

doctors about her illness. “They had ordered lab tests for me, and they were very 

                                                 
134 During the 1980s, the German Democratic Republic recruited some 15,000 workers from Mozambique 
to work in East Germany in order to pay off national debts (Scherzer 2002). 
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surprised because I knew already. ‘They have tests in Africa too, you know!’ I 

told them. I’ve had this my whole life. So they gave me a copy of the lab [report], 

and it was from Britain, something they had printed off the computer when they 

were trying to confirm my test. The doctors here don’t know anything about it, 

they have never heard of it. In Africa they teach ways to prevent the disease. You 

need to eat greens, you know, like Spinat (spinach). And then in Ghana, we have 

this type of food called plantain. It has a lot of iron and is very good for sickle 

cells. We have some here in Berlin, but it is expensive. However during my 

pregnancy I have been feeling good. I wasn’t sick in the mornings, nothing! I have 

been very lucky.”    

 Pregnancies in which the mother has sickle-cell disease are considered high-risk. 

Complications of the disease can affect each and every organ system, and are often 

worsen during pregnancy (Dauphin-McKenzie, et al. 2006). More than one third of 

pregnancies in women with sickle cell anemia end in abortion, stillbirth, or neonatal 

death. 

Mutterschutz: Maternity Protection Period 

In 1968, the Maternity Protection Act was enacted by the Federal Republic of Germany 

(West Germany, at the time), essentially codifying differential treatment of pregnant 

women in the workplace. The goal of this act was to protect children’s health by limiting 

the activities of pregnant and nursing women; spell out the conditions for maternity 
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leave; and make it easier for women to combine working with childbearing.135 The 

German Democratic Republic also passed various laws guaranteeing women’s rights 

since 1950; however, West German policies on maternity, which have been amended 

several times, remained in effect after reunification. Therefore, they remain the only ones 

relevant to the undocumented women discussed here.  

 The Maternity Protection Act established a time period (called the Mutterschutz) 

six weeks before and eight weeks following birth. During this time frame, all women are 

accorded certain protections, such as maternity leave. Women receive full salary during 

this period, and their position is protected during the leave of absence. For an 

undocumented woman, this represents a crucial period during which she cannot be 

legally deported.  Nonetheless, there are instances where the Mutterschutz was not 

honored by immigration authorities. Staff from an NGO working with trafficked women 

told me of a recent case that had occurred just days before my visit. The police had 

arrived at their safehouse looking for a Mongolian woman with a 10-day old child (i.e., 

clearly still within the protection period), to arrest them for deportation. Fortunately, the 

staff was able to intervene and advocate in this particular instance.136 

                                                 
135 German state officials’ desire to support families, and especially mothers, was an important part of 
pronatalist efforts during earlier political times. During the Weimar Republic and National Socialist 
governments, state leaders from a variety of ideological positions developed an array of programs that 
offered women and children education, financial support, and medical aid. For more on early 20th century 
family policies, see Mouton 2007. The Kindergeld provisions mentioned earlier in this chapter is also a 
result of these pronatalist policies. 
136 Sargent (2006a) also reports on the efforts of medical staff to protect pregnant women and newborns, 
including “the strongly pro-immigrant, sometimes subversive” actions of a particular midwife in her study. 
This woman would prepare a certificate of pregnancy, laced with institutional seals, for undocumented 
women to carry on their person in case they were stopped by police and threatened with deportation. Recall 
that because of the differences in citizenship law, this would not prevent deportation in Germany. 
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 In order to formally take advantage of the Mutterschutz, a pregnant woman must 

register at the local courthouse and then apply for a residency permit at the Foreigner’s 

Office. At that point, she will be given a Duldung (a “temporary suspension of 

deportation,” effectively a short-term legalization), which authorizes access to prenatal 

care and covers delivery. If the woman does not register, her child is born into illegality 

and it is difficult, if not impossible to obtain a birth certificate. Even without the 

Registration and formal Duldung, pregnant women are entitled to the protection period, 

though the formal paperwork makes compensation for costs related to the delivery 

possible, so many hospitals encourage women to complete this step. However, by making 

themselves known to officials, they draw the attention of the police who will come 

looking for them once the Mutterschutz period is over. In interviews with both NGO 

workers and migrants, it became evident that many are too scared to complete the 

process. 

During her last trimester, Sarah had been receiving regular prenatal care, had 

undergone several ultrasounds, and all necessary blood tests. However, since the 

second half of her pregnancy, she was moving from apartment to apartment, 

staying with various acquaintances or in exchange for sexual “favors.” It was at 

this time that Sarah called Auntie Vinolia, a respected member of Berlin’s African 

community. Out of embarrassment, she had cut off all contact with Auntie Vinolia 

when she found out she was pregnant. But Auntie Vinolia was thrilled to hear 

about the pregnancy and offered immediate support. She arranged a place for 

Sarah to stay. She joined Sarah for the remaining appointments and looked 
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forward to attending the birth. She also had the foresight to request a letter from 

the hospital for Sarah to carry on her person, so that when she went into labor the 

ambulance would take her to that particular hospital and not the next closest one. 

This would ensure she would be taken to a safe place, free from suspicious 

hospital staff that might be inclined to call the police.   

 One morning I was in the subway with Sarah and Auntie Vinolia.  We had 

just left the hospital, where Sarah had met with the obstetrician and a social 

worker. The social worker urged Sarah to apply for her Duldung at the 

Foreigner’s Office as soon as possible. It would provide her a temporary legal 

status, some money and clothing for the baby, and ensure that the hospital would 

be compensated for the delivery. On the ride home, I asked Auntie Vinolia when 

they planned on going to apply, but she dismissed the idea. “No, she cannot go 

there. They will keep her passport and fingerprint her, and then they will want to 

deport her.”  Instead, she told me, she wanted Sarah to talk to a lawyer. When I 

reminded her about the rights Sarah had to certain goods and services, Auntie 

Vinolia looked me straight in the eye and said: “We are Africans. We HAVE no 

rights.” 

 Unlike Sarah, Auntie Vinolia is not only a legal resident but also a naturalized 

German citizen – a complicated process that very few foreigners are able to undertake. 

The wife of a German schoolteacher with two grown children, she had lived in Berlin for 

over thirty years. Always fashionably dressed in trendy coats and smart hats, she told me 

that, “people are always watching you. How you look, how you walk, ‘look how she’s 
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moving, how she’s doing this or that.’ You always have to look good, and you’re always 

on edge. We have to do everything ten times more carefully!” Her comments highlight 

the importance of appearance in classifying who “belongs” in contemporary Germany, 

which is especially an issue for those with a different skin color. Let me provide another 

example from the Migrant Clinic: 

Fayola, a young woman from Nigeria, came to the Clinic to arrange a delivery 

spot. She was accompanied by the father of the child and their first son, who was 

three years old. The father, also Nigerian, had lived in Germany legally for 

almost a decade (with an unlimited residency visa) and spoke excellent German. 

He also had health insurance coverage through his employer. The doctor tried to 

persuade the couple to apply for a Duldung at the Foreigner’s Office. In this way, 

the delivery costs would be covered by the Social Welfare Office and, eventually, 

once the birth certificate was submitted, by the father’s insurance. After all, the 

child would be born a German citizen, since the father had been a resident for 

more than eight years. This option was not available for their first child, since the 

father had not yet reached the requisite number of years. The boy remained 

undocumented, like his mother. Even with these advantages, the couple reacted 

strongly to the notion of going to apply for the Duldung. “No, we don’t want to do 

that,” the father said. “You don’t know how they treat us Africans. Yes, it says 

one thing in the law, but there is a different law in reality. The law I see is 

different. There are two laws, the official law and then the law when you go to 

that Office.” He then told a story circulating among his African friends. “I have 
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heard about a woman who was arrested and put into Haft (detainment) when she 

was nine months pregnant. It was very dirty in there, they didn’t care that she was 

pregnant, and she could not see the doctor. When she was giving birth, right then 

they put her onto a plane to get her out!” The doctor listened patiently, then 

reviewed the family’s legal rights again. After all, they were in a more fortuitous 

situation than most other patients who came to the Clinic. However, their 

frustration with bureaucracy and the everyday experiences of racism were too 

overwhelming, and they politely declined to explore these benefits. Instead, the 

father asked, “Can you just tell us which hospital we should use? We would 

rather just pay it by ourselves, even though we cannot afford it [the delivery].”  

This was not an isolated incident. Doctors and NGO staff interviewed during this study 

assured me that many patients would rather pay cash than go through the legal channels 

available to them, because they have experienced their rights as dependent upon the 

whims and prejudices of local bureaucrats. This perception of an arbitrary law has been 

noted by other researchers studying undocumented populations (Nijhawan 2005; Ticktin 

2006).  

Fear of the police (Polizei) was drilled into Sarah by other migrants when she 

first arrived. She heard stories about people being attacked or killed, stories of 

police brutality against Africans, being chased down and beaten, dragged down 

the street. Did she believe those stories, I asked her? “Yes, you know, they even 

push me in the subway when they pass me.” At the time of the interview, Saras 
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was visibly pregnant. “The Germans really love their Germany,” she told me, 

“that is why.”  

 It is analytically insignificant to discern whether or not the pregnant Sarah was 

purposely shoved or vigorously passed by mindless commuters exiting the subway, and it 

is not important to verify the brutal story related by Fayola’s husband (I tried, and could 

not). The significance lies in perception and the strength of such stories, and how they are 

circulated in the community. Even German NGO and hospital staff I interviewed had 

tales of discrimination against foreigners, especially those with visibly different 

appearances. One hospital social worker told me about a woman she sent to apply for the 

Duldung, who had returned the next morning screaming mad because of the ill treatment 

she received there, including a condescending interview and fingerprinting. After this, the 

social worker said she was more sympathetic towards patients’ unwillingness to go. 

Another participant, a physician, related to me the story of a patient’s boyfriend – a 

German man – who came to her distraught and in tears. He had been to the Foreigner’s 

Office that morning to apply for residency for his pregnant undocumented girlfriend from 

Vietnam. They planned on marrying in the coming weeks. The bureaucrat handling their 

case had asked him bluntly: “What, you couldn’t find a German girl to marry?” 

 Germany currently has the lowest birth rate of any wealthy country. In 2005, the 

number of births reached an all-time postwar low, and the total population has continued 

to shrink in recent years. Population movements – both by foreigners into the country and 

by Germans fleeing poorer regions – have resulted in what has been called “demographic 

theft (Economist 2006a).” Demographic theft refers to the continuing decline in the 
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native German birth rate, coupled with a simultaneous increase in the foreign birth rate, 

and the prediction that they will one day displace the native population. With an average 

of 1.3 children per woman of child-bearing age, the current birth rate is much lower than 

the 2.1 rate demographers suggest is needed to replace the population. Nonetheless, as the 

examples above illustrate, there remains a contradictory stance towards pregnancy based 

on race and ideas of national belonging.  

The Hospital Delivery 

Some women are able to arrange delivery with the aid of organizations such as the 

Migrant Clinic. These services are essentially donated by the hospital, though various co-

payments are often arranged. Depending on income level, women and their partners may 

be asked to pay a portion (often in monthly payments), while in other cases NGOs will 

cover the fees. By law, the costs for a hospital delivery are supposed to be covered by the 

state. However, because the hospital’s request for reimbursement is sent to the Social 

Welfare Office, who in turn is required to notify the Foreigner’s Office, the woman will 

risk the possibility of deportation. For these reasons, along with the amount of red tape 

involved, most hospitals prefer to skip this procedure. 

As the pregnancy progressed past the due date, the doctor called Auntie Vinolia 

to discuss the need for a C-section – not uncommon in sickle-cell pregnancies. 

Sarah agreed to the procedure and checked in to the hospital. The baby girl, 

named Ashanti, had low birth weight, but did not inherit her mother’s disease. 

 Length of stay in the hospital following delivery is often influenced by the 

mother’s uncertain (and presumed lack of) insurance coverage. Thus, a birth without 
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complications may lead a woman and her child to be released the very next day, without 

follow-up exams or vaccinations. However, in Sarah’s case, she remained in the hospital 

a week after the birth.  

Paternity, Loopholes, and a Shadow Economy for “Fathers” 

Fatherhood is established through a formal acknowledgement of paternity (called the 

Vaterschaftsanerkennung), which, ideally, is registered before the child is born. It is one 

of the first thing women are urged to do once they arrive at the Migrant Clinic, and 

completion prior to the birth makes the entire process less risky for all involved parties 

since it reinforces that she cannot be deported. While a woman’s pregnant state protects 

her from deportation during the Mutterschutz period, paternity paperwork can be 

additionally helpful by proving that she is “in the system” and registered, and suggests 

that she may be entitled to a residency permit after the child’s birth (especially if the 

father is German). The procedure for the paternity acknowledgement is relatively simple: 

both parents must fill out and submit the appropriate paperwork at the local courthouse. 

No blood test is necessary. However, the parents’ identification documents are needed, 

along with a copy of the mother’s formal Registration which identifies her as a resident 

of that particular district.137 

 While this is usual procedure for all parents, the paternity acknowledgement takes 

on an especially important role for pregnant undocumented women. If the father is 

                                                 
137 Everyone living in Germany for a period of time exceeding three months has to be registered with the 
police. The resulting formal registration paperwork is called the Anmeldung (Registration). This regulation 
applies to German nationals and international residents alike, and is independent of a residency permit/visa 
– therefore, undocumented persons can technically still be registered.  
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German, the child has the right to German citizenship. This also provides the mother with 

an automatic residency permit and access to the social welfare system, justified by the 

child’s status as a German national. Furthermore, in January 2000, a new citizenship law 

was enacted to include some elements of the territorial jus soli model. The most 

important provision allows foreigners who have lived in Germany at least eight years 

with legal residency status to choose dual citizenship for their children.  This ruling was 

the result of years of pressure from (especially Turkish) migrant communities with 

descendents of the guestworker campaigns of the 1960s and 1970s. For decades, second 

and third generation children had remained non-citizens without the right to vote, an 

especially frustrating situation since most had no ties to their parents’ homelands. This 

new law impacted several undocumented families I spoke with, such as Fayola and her 

husband, and, as we shall see below, Sarah and her baby girl. These technicalities of 

citizenship law are important for understanding notions of belonging in contemporary 

Germany.  The shifting criteria for citizenship – along with the shifting categories of 

“illegality” – are particularly salient in light of the state’s investment in reproducing its 

population.   

 This process of acknowledging paternity, along with the benefits it bestows on the 

mother, appeared to be known by some undocumented women, based on interviews and 

observations from this study. This has likely resulted as a combination of experience, 

word of mouth, and the aid of various organizations. For instance, I regularly observed 

NGO staff or physicians explaining to women why it was crucial to file the paternity 

acknowledgement if the father was German or a legal resident. However, not all 
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information that circulated was accurate or complete. For example, participants 

interviewed in Alt’s study (Alt 2003) believed the new law gave these children automatic 

citizenship. I did not encounter this belief, but that is likely due to the fact that the new 

citizenship law, implemented in 2000, had already been in place for many years at the 

time of this study. In fact, many of the women I spoke with were not aware of the details 

of German citizenship laws at all. Many assumed no relationship between bearing a child 

in Germany and any improvement to their legal situation, refuting the idea they this is a 

calculated practice. Others, including Sarah, were astounded that children were not 

automatically German citizens when born in Germany. Because most nations have a jus 

solis model of citizenship, they took this to be norm. In fact, Sarah and I had a lengthy 

discussion about how citizenship law works in the United Kingdom and the United States 

provoked my queries about her plans following the birth.  

 Because one parent must be German in order for the child to be born as a citizen, 

it is perhaps not surprising that a shadow economy for paternity acknowledgements has 

emerged.  The derogatory term “Imbissväter” was coined by state bureaucrats to describe 

this practice. An “Imbiss” is a small fast food stand, found around the country, but it is 

also a quintessential Berlin phenomenon – providing a street-side meal for the working 

class. The term “Imbissväter” (“fathers from the Imbiss/fast food stand” or perhaps “fast 

food fathers”) refers to the practice of recruiting unemployed men here for a variety of 

dubious practices, from off-the-books labor to false paternity claims in exchange for 

money. In this case, the child becomes a German citizen, and the mother is given a 
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residency permit. This loophole is made possible by a 1998 change in the law138 intended 

to expand the rights of single mothers. According to this law, only the mother has the 

right to declare the identity of her child’s father, which is then backed by the father’s 

acknowledgement. As a result, no one – and particularly not the state – has the right to 

request verification of the claim. That is a right reserved only for the parents and the child 

him or herself. The law purposefully allows “fatherhood” to exist for a non-biological 

parent (the so-called “social father” as opposed to the “biological father”). In other 

words, it does not require the “true” or legal father to be a biological parent.  

 The “Imbissväter” phenomenon is in fact highly disputed and has become a hot 

topic in immigration debates. On the one hand, the political Right argues that the 

loophole allows for vast amounts of fraudulent paternity claims that result in a burden on 

taxpayers. This is because many of the men are either long-term unemployed or 

homeless, and thus not required to pay child support, so that the cost is taken on by state 

welfare agencies. The CDU (Christian Democratic Union), a center-right party, has called 

for the law to be revamped to allow the state to request DNA testing if fraud is suspected. 

This type of surveillance would restrict the legitimacy of women’s decisions. However, 

this measure has already been implemented in neighboring France and Switzerland, 

where relatively strict paternity laws exist. An oft-cited 2004 study reports 1,694 

“suspicious cases” nationwide during in a one-year period (2003-2004), i.e., where an 

undocumented, single mother was given a residency permit based on a paternity 

acknowledgement by a man who was exempt from paying child support. The political 

                                                 
138 §1592 Bürgerliches Gesetzbuch (BGB)  
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Left has argued that this study is flawed, since it only correlates certain factors without 

further investigation into the specifics of each case. These are perhaps suspicious cases, 

they argue, but not evidence of fraud. Because the 1998 law was purposefully designed to 

prevent the state from claiming the right to determine paternity of children born to 

unmarried mothers, they argue that changing it would diminish the mother’s autonomy 

and lead to increased discrimination against welfare recipients.  

 Although the extent of the practice may be debatable, the fact that it has occurred 

and offers a loophole for migrants is not. The cost for “paternity” has been reported to 

range from a couple hundred Euros (Doerr 2005) to 50,000 Euros (about $60,500 USD) 

(Koop 2005). Participants in my study reported amounts closer to 1,000-2,000 Euros 

(about $1,200-2,400 USD). Such great variations in prices – especially inflated ones – are 

easily utilized for political agendas. While the Right has argued that this lucrative 

practice will lead to an increase in organized crime, my interviews indicated that this is 

already a highly organized activity, though perhaps not quite as lucrative as some 

estimates suggest. It is also noteworthy that there are also cases where the reverse 

scenario has occurred: men awaiting deportation claimed paternity for a pregnant German 

woman’s child, and thus were granted a residency permit. However, paternity fraud does 

not appear to be a common practice and was encountered infrequently at the Migrant 

Clinic. Hospital staff I spoke with (administrators and social workers) also mentioned the 

practice, but it seemed that only a few extreme cases stuck out in their minds. For 

example, two staff members told me about the same man. As one put it, shaking her head, 
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“I’m sure you’ve heard of this criminal practice already, where the fatherhood is 

purchased. We had one man who was listed as the father for twelve different children!” 

 The “Imbissväter” discussion is particularly interesting when examined through 

the lens of stratified reproduction since it highlights the uneven and contested social 

terrain in contenmporary Germany (Ginsburg and Rapp 1995). Single German women 

are empowered through the law on paternity because it allows them to effectively choose 

the father of the child, biological parent or not. By contrast, migrants’ use of the very 

same law is perceived as suspect, abusive, and dishonest.  Debates on changing the law to 

prevent misuse, or to demand blood tests as a form of state surveillance of paternity, are 

decried as attacks on the liberal and self-determining nature of the German family. This 

produces differential and hierarchical categories of entitlement to the law, and indeed, 

type of mothers. 

 But let us return to Sarah’s story – which, to clarify, was not a case of paternity 

fraud. The child’s father, Joaquim, was the biological parent, and his participation in the 

process of legitimization was vital.   

Just like Sarah had hoped, the baby’s father got the message that his daughter 

had been born and came to visit. Eventually I, too, met Joaquim. Sarah told me 

that he left her because “he was afraid that they will take his papers away from 

him. Yes, they can do that. When they see that I am with somebody who knows the 

law, and the person has kept you for a long time, they can take your papers too.” 

 Indeed, Joaquim confirmed, he was still afraid that he could be charged 

with knowingly harboring an “illegal” and put his own residency permit at risk, 
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so he had thought it best for everyone that he suspended contact. He now tried to 

visit often, and when he was unable because of work, he would call to check on 

her and the baby. Sarah said that he was helpful, but at the same time she wanted 

to maintain her independence. “I don’t want to worry him so much, because we 

are not married. And you know, here is not like Africa. When you are married, 

you are married. I just want my peace, to get my things in order. I don’t want to 

depend on someone. Because most of the time it’s women who take care of their 

children. When you depend, then maybe he keeps on moving around, beating 

about the bush and maybe hanging around somewhere else (laughs).” 

 Because Joaquim has lived in Germany for more than eight years, it was 

possible for Ashanti to receive German citizenship. “I asked them [officials at 

birth certificate office] that, would my baby be able to get the German Pass 

(passport)? Yes, because the father has been here for a long time, working, my 

child is entitled to get the German citizenship. Right now the problem is on me, 

because I have not done the Registration.” Joaquim had completed the paternity 

acknowledgement. However, they were unable to obtain the baby’s birth 

certificate until Sarah went to the courthouse to file her Registration. Joaquim 

asked me to help convince her to complete the Registration. Because the 

paperwork is formally called a “Police Registration” (polizeiliche Anmeldung), 

she was reluctant. In fact, the police had very little to do with the process, since it 

is just a paperwork formality at the courthouse. Still, she insisted on going to 
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lawyer first. “You know, if I don’t have the lawyer and I go there, it’s easy for 

them to carry you out [deport you].”   

Birth, Residency, and Citizenship 

To review, if the father is also undocumented or is a foreigner who has lived in the 

country legally less than 8 years, the child cannot claim German citizenship and the 

mother has no right to a residency permit. In these cases, mother and child are both 

undocumented and must remain “in the shadows” without any services available to 

them.139 On the other hand, if the father is German or a long-term resident foreigner with 

legal status, the child is entitled to citizenship and access to the social welfare system. 

The mother, as the child’s primary caretaker, is given residency status. In these cases, 

costs for the delivery and all pre- and antenatal care are covered by the state or, if 

applicable, the father’s insurance.  

 Importantly, it is the child who is the bearer of rights in this context. Even if the 

mother anticipates eventually gaining legal residency status through her (German) child, 

she must still skillfully navigate a number of bureaucratic hurdles. Furthermore, this 

study’s participants were very unclear about the legal ramifications of having children in 

Germany. Approaching the correct offices at the correct order – and generally only 

during the delimited maternity protection period – is crucial, as indicated on the figure 

below. Mistiming can result in excessive scrutiny and frustration, at the very least, and 

forced deportation, in the worst case scenario.  Finally, because it is almost always the 

                                                 
139 With the exception of emergency care  
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mother who is the undocumented parent, she is the one who experiences the dependency 

and vulnerability of this process.  

 Let me illustrate this with another example:  

Thi Kim, age 24, left Vietnam in 2002. She spent two years working in a nightclub 

in Prague before meeting Werner S., a 49-year old truck driver who lived on the 

outskirts of Berlin. They “fell in love,” he told me, and he brought her to 

Germany. She cared for his four-year-old daughter from a previous relationship 

and his elderly mother.  Werner was away most of the week, driving to Prague on 

a regular basis.  

 Werner and Thi Kim could not speak to one another. She did not know any 

German, so Werner talked to her slowly, in a louder-than-usual voice, and 

employed plentiful hand gestures. I spoke to her through a lay translator who 

often accompanied other Vietnamese women to the Clinic. Thi Kim’s own account 

varied somewhat; she said she was paid 600 Euros a month (about US$735) when 

she came to Germany with Werner. This was about a third of the cost of German 

labor, and that would typically have been only for a 35-hour work week. After the 

first month, he paid her less, and after the second, even less than the previous 

one. Seven months after her arrival, Thi Kim was pregnant with Werner’s child. 

At that point, her pay stopped entirely. She was happy, she told me, now that she 

has had her son. She still had to take care of Werner’s family and missed home 

sometimes, but she was able to socialize – mostly over a cell phone – with 

girlfriends who have also moved to Berlin to work.  
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 One Wednesday afternoon she arrived with her infant son, who was 

delivered with the aid of the Migrant Clinic, for a check-up. Typically she came 

alone or with a friend who helped her by translating, but the staff had been urging 

her to bring the father of the child with her. Even though they had sent notes to 

Werner (via Thi Kim) over the course of three months, he still had not submitted 

the proper paperwork to ensure the child’s German citizenship. This time, quite 

unexpectedly, he arrived with her, though his demeanor indicated that he would 

rather be elsewhere. Indeed, the discussion quickly turned to the father’s lack of 

initiative in getting the paperwork completed. With this, Thi Kim would also 

automatically receive legal residency status in Germany. Her Mutterschutzfrist 

(maternity protection period) was running out in a week. “Yes, I know,” said 

Werner, “the police even came by the apartment on Monday and asked if she was 

still here. They were nice about it, just doing their jobs, I guess. But they’re 

watching her. I guess she’ll just have to, you know, disappear for a while.”  He 

shrugged. He complained that the Registration offices had sent him back and 

forth, giving him a run-around, and claiming he was applying in the wrong 

district. Indeed, now that the baby was born, it was much more difficult to get the 

paternity issue resolved. The staff cautioned again that he should take some sort 

of action immediately, or else she would be deported. Irritated, he exclaimed, 

“Well, then I guess she’ll just have to be deported!”  Is this what he wanted, they 

asked? Werner didn't answer.   
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This illustrates mothers’ vulnerability and dependency during pregnancy and the complex 

bureaucratic processes associated with birth. The following figure summarizes the 

process for undocumented mothers, illuminating the paths to citizenship or legal 

residency for them and their children.   
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Figure 18: Paths to citizenship and legal residency for undocumented children and 

their mothers  
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A month after Ashanti was born, Sarah took her to the Migrant Clinic for a check-

up. “I went when it was exactly one month, because I wasn’t sure when they do 

the immunizations. But somehow I got lost. I was walking and walking, I was 

thinking too much. Worrying about everything. I got there and they were closed 

already. Now I have stress, I can’t eat, I can’t sleep properly. I am having some 

pain from my sickle cell illness, my joints hurt so bad. I have pain in my back, 

both back sides. And now, the sickness is moving to my other joints. That is 

worrying me. When I walk, I have to walk on one leg. The weather is too cold. 

Maybe the snow is melting, but I can still feel the coldness. My body does not 

contain much cold because of the disease. It’s very, very painful. I always put my 

body into a warm place. When it is cold you feel it, it’s very severe. I do drink 

teas, and I thank God that my child does not have it, because it’s no good disease, 

it’s very painful.” 

 Sarah was able to take the child to the Clinic two weeks later. Eventually, 

she was also pain-free enough to visit the lawyer recommended by several friends 

and the Migrant Clinic doctor. At first the lawyer chided her and told her she 

should have completed the paperwork much sooner, within the two-month period 

after birth. She told lawyer that she had been sick. The lawyer had never heard of 

the disease, so Sarah gave her the paperwork from the hospital to copy. “I 

showed the paper to her. So she said ‘is that because of this disease that you are 

so late?’ I said yes. She said, ‘oh, I am sorry.’” 
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Invisible Citizens: The Next Generation 

As I noted in Chapter 5, the acquisition of the child’s birth certificate is a crucial but 

anxious process, which entails contact with state officials and, often, clarification of 

paternity. Without this document, the infant faces a life in “illegality” and the mother or 

parents may be unable to prove that the child belongs to them. Berlin has, in recent years, 

implemented a policy in which only a valid passport would be accepted as the mothers’ 

identification, which can be problematic for those who do not possess one for a variety of 

reasons. Many women I spoke with no longer had their passports, and in most of these 

cases it had been taken from them on their journeys to Germany: “they took it from me in 

Moscow” was rather common. I also discovered that some women – including Sarah – 

concealed the fact that they had a passport, fearing that it would be taken from them if 

they produced it. Furthermore, many migrants are afraid to approach the registrar offices, 

since they are technically required to report persons with an undocumented status to the 

Foreigner’s Office.  

Almost two months after Ashanti was born, Sarah called me and said, “The police 

are looking for me! Now Kriminalpolizei wants me. The criminal police! What 

happened is I had a friend, I used his address as ‘care-of’ for some of the 

paperwork, so that if they want to send something, they can send it to me through 

him. And then the criminal police went to his place. They asked him that he 

should bring me. And then he told them that he doesn’t know where I am, and that 

when I call him, he would tell me to come. So that’s the problem I’m facing. And 

now I’ve got a very big [sickle cell] crisis, I cannot even walk. I’m feeding the 
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baby also, so I cannot get any medicine because if I take the painkiller I cannot 

breastfeed him again. I can’t do anything. My friend has to carry me and bathe 

me. I don’t know what to do.”  

 The end of her protection period (Mutterschutz) drew to a close, eight 

weeks after the birth, and she still had no birth certificate because she had not 

completed her Registration. “I don’t know what to do. To get this Registration I 

have to go to local police to get the form and fill it out, but if I go there they will 

also report me to the Kriminalpolizei because they want me. And now my disease 

is very painful. It has come to this crisis because of this stress. Because when they 

said they are looking for me, I started shaking.”  

Discussion  

While their children are the primary bearer of rights, undocumented pregnant women are 

incredibly vulnerable and highly dependent on others. They must remain vigilant and 

skillfully navigate the system in order to avoid deportation. Ticktin (2006:40) notes the 

irony of the “slew of documents, both medical and legal – the telltale pile of papers that 

all those who are ‘paperless’ must carry wherever they go.” As we have seen here, 

documents – who has them, in what sequence they are obtained, and to whom they are 

presented – play a very important role for pregnant women. First, the Mutterpass or 

“motherhood passport” is a booklet that functions to inform medical staff of the 

pregnancy’s trajectory and inform authorities that the woman is under medical care. 

Several participants noted that immigration authorities looked favorably on women who 

have stamps and signatures from various organizations recorded in this booklet, because 
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it indicates that they have formal contacts and are “following instructions.” In other 

words, they had successfully submitted to state and medical processes of surveillance. 

This booklet is often supplemented by letters of referral from one doctor to another, such 

as between the Center for Family Planning and the Migrant Clinic, or the Migrant Clinic 

and the laboratories with whom they partner. Sarah also made sure to carry around 

additional papers, including the lab results, which verified her sickle cell anemia (with 

information in English only) and a letter from the hospital indicating that arrangements 

had been made for her to deliver there. Both of these documents were useful in case she 

was stopped by authorities, or if the ambulance team decided to take her to the closest 

hospital rather than the one with which the Migrant Clinic had negotiated. The lab report 

was also very useful in convincing a lawyer that she had special circumstances related to 

her illness. Next, the Duldung or temporary suspension of deportation is another formal 

piece of paperwork that some women opt for, which offers them additional protection. 

This is only possible in combination with two other documents: a passport and formal 

Registration in a Berlin district. Finally, these two documents are also needed – along 

with another, the formal acknowledgment of paternity – in order to gain that most 

valuable piece of paper: the child’s birth certificate. Indeed, these “undocumented” 

women spend a lot of energy applying for, obtaining, and presenting documents. 

 Pregnancy is a poignant window into matters of nation-building in an increasingly 

migrant world. One of the contested issues in debates on “illegal immigration” is the 

types of social services that can be afforded residents who do not formally participate in 

the system. For instance, much of the proposed legislation in the U.S., both at state and 
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national levels, is aimed specifically at pregnant women and they services they require, 

along with the threat that their reproduction invokes (Chavez 2004).  

Figure 19: Child of Vietnamese migrants in Berlin
140

  

 

 

 The German case offers insight into enduring notions of national belonging since 

it illustrates discrimination faced by migrant women despite changes in the jus sanguinis 

citizenship model. Anxieties around “demographic theft” have led to a contradictory 

stance towards pregnancy based upon race and specific notions of inclusion, which can 

                                                 
140 Photo by N. Ruecker 
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be viewed using the concept of stratified reproduction. The hierarchical organization of 

valued reproduction places German mothers at the top. This is reluctantly followed by the 

still novel category of German citizen born of a non-native mother and German father, 

and followed far behind by the scenario of two non-native parents. Undocumented 

mothers are marginalized even further. These cases illustrate that even “lucky” women 

carrying a German fetus are effectively without rights. This is especially the case for 

parents who are visibly non-German or non-European, such as the West Africans or 

Vietnamese I have introduced in this chapter. As Tormey (2007) notes, pregnant black 

women expose an (often unspoken) racialized imaginary of the body politic, one which 

has historically been white in Western Europe.  

Sarah’s story has a happy end. Five and a half months after she was born, little 

Ashanti became “legal” and received her birth certificate. Sarah was given a 

three-year residency permit. Finally, for the first time since the birth, she called 

her family in Ghana. “I didn’t want to call and worry them. I was in so much pain 

from my illness, and I knew they were very worried about me. I told them now I 

am fine, and will send pictures.”   

 The Migrant Clinic was at a loss about her sickle cell anemia, but asked 

her to speak with the doctor at the Center for Family Planning. From there she 

was sent to an internist, who wanted to wait until her health benefits were 

approved and then refer her to a hematologist at a private research hospital. 

Meanwhile, Sarah said she was “feeling much better, now that I don’t have to 

worry.” Sarah and her baby now live in Berlin “legally,” and the two of them had 
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just moved into an apartment in a heavily Turkish neighborhood when I visited 

them in July 2006. Her daughter was now quite large for her age and a quick 

learner. Sarah still planned to move to England one day so that her daughter 

could learn “proper English,” and she also spoke her native Ga and Twi 

languages to her as much as possible.   

Sarah’s story is both unique and emblematic. She is unique because she and her 

child were able to become “legal,” while many others are not. Her rather unusual illness – 

for Western European clinical settings – served as a visible gauge for her anxiety levels 

during this process. Sickle cell anemia is an agonizing chronic disease characterized by 

unpredictable bouts of “crisis,” often induced by physical or emotional stress. Social 

scientists have long viewed it as a commentary on suffering and social relations; it is 

experienced first at the level of the individual body but also in connection with the family 

and local community. For example, it has been invoked to dramatize the long-ignored 

social conditions and suffering of African Americans and to draw attention to health 

disparities and the uneven distribution of resources (Wailoo 2001). 

 Her story is symbolically, if not statistically, representative of the issues facing 

pregnant undocumented migrants. The women who visited the Migrant Clinic were a 

heterogeneous group from many countries of origin and with many different experiences. 

Still, there are common implications based on practices of gender and racial-based 

exclusion. I have shown how women were afraid to apply for the Duldung, which would 

have provided temporary legalization and access to resources. Their expectations of state 

bureaucracy were based on a combination of rumors and prior experience, and confirmed 
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by doctors and hospital staff I spoke with.  Rather than engage with the state, which they 

perceived as brutal and discriminating, they preferred to pay money they could not afford 

(for private-pay deliveries and lawyers’ fees) in order to retain as much dignity as 

possible. This illustrates the effect of differential access to resources and stratified 

reproductive care options. Furthermore, I would argue that there are serious implications 

for justice when people are simply too afraid to access the rights accorded to them by 

law. This reinforces the erasure of legal personhood and “spaces of nonexistence” in 

which undocumented persons experience their lives (Coutin 2003a). It also illustrates 

how migrant “illegality” is less a descriptor which applies to a group of persons and more 

a statement about the social relation to the host state (De Genova 2002). In this scenario, 

stratified reproduction is the result of multiple axes of marginalization confronting 

undocumented migrant women, which only appear to worsen in the advent of pregnancy. 
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CHAPTER 10 – CONCLUSIONS  

 

The processes and paradoxes contained in this dissertation are being played out all over 

the world, in both very similar as well as unique ways according to unique national 

variables. The advent of illness provokes a quintessential dilemma of social responsibility 

for states that simultaneously condemn yet rely upon “illegal” immigration. When 

undocumented migrants become ill, receiving states oscillate “between sentiments of 

sympathy on the one hand and concern for order on the other hand, between a politics of 

pity and policies of control (Fassin 2005:366).” This dissertation has sought to investigate 

how one nation – Germany, and specifically the municipality of Berlin – has responded 

to this humanitarian dilemma. I conclude that the paradoxical response is to criminalize 

medical aid as a form of trafficking while concurrently handing over implicit 

responsibility to civil society (the NGO sector). This dissertation contributes to calls for 

studies on the production of migrant “illegality” (De Genova 2002), towards an 

“anthropology of (health) policy” (Castro and Singer 2004; Horton and Lamphere 2006; 

Rylko-Bauer and Farmer 2002), and an “anthropology of humanitarianism” (Minn 2006). 

 Throughout this dissertation, I have pointed to the ways in which “illegality” is 

produced in Germany. I have emphasized the fluidity and often transitory nature of this 

category, as groups are subject to shifting practices of inclusion and exclusion. Political 

pressures following German reunification and the resulting 1993 changes in asylum law, 

along with increased border militarization in the wake of European Union expansion, 

have resulted in increased “illegal” migration. Labor conditions have also shifted to favor 
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temporary, low-cost forms of employment with no legal protection. In addition, 

politicolegal frameworks are crucial in shaping migration flows. Immigration law, in any 

nation, is neither complete nor consistent, but rather the result of  

constitutive restlessness and relative incoherence of various strategies, tactics, and 

compromises that nation-states implement at particular historical moments, 

precisely to mediate the contradictions immanent in social crises and political 

struggles, above all, around the subordination of labor (De Genova 2002:425).  

This study describes some of these incoherent strategies, tactics, and compromises 

employed by the German state to mediate the need for a low-cost and flexible source of 

labor and a simultaneous interest in denying such workers access to resources.  

 Overall, the situation for undocumented migrants in Germany is one in which 

certain minimal rights are technically available. However, migrants are not assured 

access to these rights. This lack of rights and constraints on everyday life provide the 

basis for analysis of this otherwise heterogeneous population. It underscores the 

importance of using legal status as a unifying measure (rather than, for example, 

conventional markers such as nationality or ethnicity) because of its ability to produce 

heightened vulnerability. Thus, this study agrees with anthropologists De Genova (2002) 

and Coutin (2003), who have called for a shift in ethnographic attention away from the 

reification of illegal migrants as a group of persons and toward a focus on their juridical 

status and, by extension, social relation to the state.  

 In Germany, laws that criminalize medical aid to this “illegal” population exist 

but are only selectively enforced, producing and fostering an ambiguous environment. 
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Local efforts spearheaded by NGOs ensure some level of medical aid, even though these 

activities appear to run counter to prevailing government policies. However, physicians, 

hospitals, and NGOs are often unsure whether or not they are required to report patients, 

and many are afraid of breaking the law. While some physicians confirmed that they or 

their colleagues had been “under investigation” and threatened by immigration 

authorities, none have ever been convicted under this law. Thus, I have argued that just as 

migrants experience “deportability,” physicians may experience “prosecutability.” At the 

very same time, some of the organizations providing aid were being indirectly funded by 

the state, and even honored with awards for their charity work. These paradoxes are not 

coincidental, but open up spaces in which the state can maneuver. They create the illusion 

that steps have been taken to discourage further undocumented migration and punish 

offenders, creating consent, while at the same time eliminating the need for the state to 

address the uncomfortable issue of the right to medical care and adequate resource 

provision. 

Solutions Proposed for Germany 

Romero-Ortuño (2004) concludes that undocumented migrants should be afforded 

publicly funded health care. He provides four reasons why the issue of access to health 

care should be of utmost concern for policy-makers: First, irregular migration will 

continue in the future; second, undocumented migrants are in need of treatments which 

they cannot achieve in the private sector (e.g., HIV/AIDS treatment medications); third, 

the situation is simply “inadmissible” from a human rights perspective; and fourth, 

because it may eventually pose a risk to the public health system and larger population. 
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Furthermore, he argues that “it is feasible for European health care systems to assume the 

burden of this extra 1% population without major changes having to be made to their 

funding or organisational arrangements.” This is especially the case given that 

undocumented migrants have been shown to demand less of the health care system and 

its resources than legal residents.  

 However, political will and economic interest remains the primary barrier to 

implementation, even at the municipal level. A number of solutions have been proposed 

to assure access to medical care in Germany. Most analysts141 support a solution based on 

the Dutch model, which uses a dedicated set of public funds to compensate physicians. 

However, because it uses public monies set aside for this purpose, it is essentially nothing 

more than a continuation of the existing legal situation in Germany under which the 

Asylbewerberleistungsgesetz is supposed to cover the costs of care. Furthermore, while 

this type of fund is a popular proposal, there are very different opinions about how to 

finance it. In the end, some have argued, this will likely result in an expensive “parallel” 

health care system (Braun, et al. 2003) which is destined to be underfunded from the 

start. Other proposed solutions have been deemed equally problematic.142  

                                                 
141 For example, Alt 2003; Braun, et al. 2003; Cyrus 2004a; Cyrus 2004b; Nitschke 2005 
142 Another suggestion is to integrate care for this population with care for the homeless; this has mostly 
been proposed by political conservatives. This proposal calls for only very minimal emergency care, and 
concerns many medical professionals because it is not comprehensive or egalitarian, promoting instead a 
two-class system of coverage. Furthermore, these types of homeless clinics are rare in rural areas of the 
country. Similarly, the proposal to reserve a certain number of hospital beds for undocumented patients 
would not provide a comprehensive solution either. Another option is anonymous insurance cards like 
those used in Italy, which have the benefit of preventing substandard care, since all registered patients are 
treated equally. However, as noted easier, this is not possible in Germany because of the way the health 
system is financed. 
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Future Areas for Study 

In the coming years, it will be important to continue to explore this issue in the context of 

European Union expansion and harmonization policies. Compared to other European 

nations, the German case is unique because of the requirement to notify officials if 

“illegal” persons seek out medical services at public facilities. However, European-wide 

regulations may alter how this issue is handled in coming years. 

 Many of these questions can be applied to other contexts. For instance, there are 

many parallels to debates over in the United States. Hoffman (2006) shows how U.S. 

policy on the issue of medical care for undocumented migrants has ranged from total 

exclusion, to fragmentary availability, to moments of great generosity toward individuals. 

These are each dependent on the economic climate and existing tensions regarding 

migration and border control. While a comparative analysis between the European 

situation and the United States is strongly informed by my own research experiences with 

undocumented migration in the U.S./Mexico border region,143 there are also pertinent 

analytical reasons to study both nations, as they are extreme examples in their own right. 

There are four key differences. First, the scale of undocumented migration is vastly 

dissimilar, with Germany receiving only a fraction of the amount of migrants that the 

United States does. Second, the presence of undocumented migrants is often more visible 

in one (Germany) than the other (U.S.), despite disparities in size of the population. Once 

                                                 
143 I have been attuned to the situation for undocumented migrants in the United States over the course of 
eight years working with this population in different capacities as a health researcher in Arizona and Texas. 
In addition, during the summer of 2006, I conducted participant observation with a group of medical 
humanitarians who provide assistance to migrants who have fallen ill or become stranded during the 
process of crossing the Sonoran Desert.  
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migrants reach the interior of the country, it is far easier for them to “blend in,” in due 

part to the large population of Latinos in the United States. There are also far fewer types 

of registration and other forms of bureaucratic control than are found in nations like 

Germany; thus, the need to stay inconspicuous has a very different manifestation. Third, 

the foundation for citizenship is different in each nation. Anyone born within the borders 

of the United States is eligible for citizenship, which shapes the debate on available rights 

in particular ways. Finally, even though the U.S. possesses a minimum of social welfare 

services compared to many European nations, the situation can often be assessed as better 

for undocumented migrants. Since so many Americans (and legal residents) are 

uninsured, the system can often accommodate them more easily. In the U.S., noncitizen 

immigrants, including undocumented persons, have access to emergency Medicaid144 

services (but not necessarily full coverage), leading it to function as a “safety valve” for 

this population. However, over the past decade, the legal climate has become increasingly 

hostile and restrictive. In 2005 alone, some 80 bills in 20 U.S. states were proposed to cut 

noncitizens’ access to health and other social services, or require that the authorities be 

notified when an undocumented person seeks out medical care. The effects of this 

criminalization present an important area for further inquiry. 

Contradictory Impulses of Sympathy and Exclusion  

This dissertation has been about what Hoffman has called the “contradictory impulses of 

sympathy and exclusion (2006)” which are historically embodied in national immigration 

policy. While many nations face these same issues, the German case is unique. It is 

                                                 
144 Medicaid reimburses hospitals for emergency care of the poor, regardless of legal status. 
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situated in historically particular ways that makes the necessity of addressing these 

uncomfortable matters of sympathy and exclusion all the more poignant. Germany 

remains, in many ways, torn between the legacy of the past and the realities of the present 

and future. The era of National Socialism and the Holocaust are chapters which continue 

to create discomfort for many citizens, and debates on nationalism have rekindled since 

reunification, provoking additional outbursts of xenophobia. It is often the “elephant in 

the room” shaping discussions of immigration policy, as Germany is acutely aware of its 

image in the world.  One the one hand, there is a sense of ethics, morality, and 

indebtedness to halting racism. On the other, there remains a desire for cultural 

homogeneity, expressed through a rhetoric on integration (and declining support of the 

multiculturalist paradigm) and the persistent lack of equal social and political rights for 

non-Germans. These debates are complicated by a starkly declining birthrate, aging 

native population, high unemployment, and continued demand for a low-wage workforce. 

In response to this complex and contradictory situation, a number of features have 

emerged. First, I have commented throughout the paper on “refugee discourse,” which is 

very prominent in Germany. In both the media and political arena, discussions rarely 

center on labor migrants, focusing instead on refugees. This is, in part, due to the 

particular historical focus on asylum in Germany, but is also engaged by activists to 

highlight global structural violence. However, it can mask an underlying message of 

“deservingness.” Second, Germany’s federalist political structure plays a role in diffusing 

tension, since individual states and municipalities can choose to implement or reject 

particular policies. State and city-state governments have long been considered to serve 
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as “laboratories” for federal laws (Reutter 2006), and there are significant variations on 

how migrant populations are treated between different states, agencies, and 

municipalities. Some cities, including the cities of Berlin, Munich, Bonn, and Freiburg 

have been proactive in assuring access to services to the “invisible” people living within 

their jurisdictions. The various migrant health networks presented here provide local-

level, short-term solutions without state involvement. These municipal-level efforts 

sometimes appear to run counter to prevailing government policies regarding restrictions 

on providing medical care.  There is a reliance upon “impressionistic or improvisational 

strategies” (Willen 2006a) by policymakers as well as many of the NGOs. Meanwhile, at 

the national level, the very existence of this population is continually denied by 

policymakers, who argue that the human rights “problem” cannot be addressed if it 

cannot be located. Indeed, Germany has been able to successfully suppress the fact that 

large segments of the population remain without access to basic rights. This is most 

evident when one looks to neighboring countries such as France or Spain, where 

organized advocacy for this population has resulted in pragmatic, if incomplete, solutions 

to issues such as medical care and schooling. However, these nations have different 

notions of citizenship along with very different histories, with more extensive colonial 

ties, than Germany, which has resulted in a higher political visibility of immigrants.  

 Third, while restrictive immigration policies are generally well-received, there is 

occasional public resistance to their implementation. Impending deportations, especially 

of “deserving” individuals and families, are often met with organized protest and media 

attention. Finally, this discomforting situation is mediated by allowing the NGO sector to 
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step in and provide aid. An appreciation of the human rights and humanitarianism 

frameworks is essential for understanding the organizations I describe in this paper, 

allowing for an examination of activist physicians and NGOs. I have illustrated that they 

are motivated by a sense of moral/ethical duty and a commitment to step because the 

state has failed to fulfill its human rights obligations. However, medical care, when it is 

taken on by humanitarians, becomes “about the exception rather than the rule, about 

generosity rather than entitlement (Ticktin 2006:45).” Simultaneously, these activities 

allow a necessary and regular service of the state to be covered by the volunteer sector 

without additional costs. This leads to a privatization of service provision, and 

organizations become overburdened with costs they cannot sustain in the long-term. Aid 

workers I interviewed were acutely aware of this institutionalization, characterizing their 

role as “blundering do-gooders” and “useful idiots for the state.”  Claims for reform, they 

recognized, become less justifiable over time if the private sector ensures a welfare 

system without necessitating direct involvement of the state.  

 In my literature review on NGOs, civil society, and hegemony, I suggested that 

NGOs become co-opted by hegemonic capitalist and political interests, actually 

promoting neoliberal values while providing a façade of opposition. This begs the 

question: What is the point in actively opposing the state and providing aid, if cooptation 

is always the end result? What is the point of civil initiative, if it is used to further the 

interests of private capital? I want to conclude by suggesting that it is useful to consider 

that hegemony does not only produce consent, but is also the site of struggle, imbued 

with a meaningful framework and shared constructs (Roseberry 1993). Through their aid 
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practices, by bringing awareness to the issue, and even by critically examining their role 

in reproducing the various structures they are attempting to replace, activists can help to 

structure the debate. Through this involvement, they effectively shape discourse about the 

issue of undocumented migration and the right to medical aid.   
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