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Summary
Over the past ten years the health systems of Belgium, France, Italy and the United Kingdom have paid the consequences of periodic economic recessions and the implementation of neoliberal policies (which mark the transition to an idea of health as a consumer good and investment). The “reforms” of the health systems have called for an injection of strong “free market” doses in the health sector, new forms of work organization based on outsourcing and subcontracting, sharp cuts in health-service spending, and the transformation of health-service management on the basis of industrial models. These changes have been criticized by the trade unions, which - fearing the dismantling of the public health system in favor of the “hôpital-entreprise” - have expressed doubt and perplexity. Bulgaria too, as regards the tobacco sector, has seen substantial privatization, with grave consequences for the condition of workers.

If in recent decades we have witnessed an upgrading of the nonmedical categories, and of nurses in particular, the above-mentioned processes have led to a worsening of working conditions, especially with regard to workers of foreign origin. In fact the new forms of work organization, especially the recourse to the subcontracting of services inside and outside hospitals, have a particularly negative impact on these workers, who are more easily blackmailed and are usually “destined” to do the humblest and heaviest tasks, and to hold precarious jobs.

The trade unions of these countries occupy quite solid positions in the health sector and are highly representative. In the 1960s and ‘70s they made significant contributions to the improvement of the working and professional condition of - especially nonmedical - personnel. Today, although they are indeed critical of the processes of public health privatization, at times, and in various ways, they take positions lacking in comprehensive and incisive action, and very often they fail to carry out a complete and careful investigation of the ongoing amputation of social welfare and transformation of work organization based on recourse to immigrant labor.

Workers of foreign origin employed in the health sector are subject to many forms of discrimination. All the countries considered here are characterized by strong racial stratification. We range from the UK situation characterized principally by racism coming from management and from the public, to the particularly grave situation in Italy, where we find a full-fledged (institutional, organizational and informal) discriminatory system. In the four countries considered discrimination and racism is concentrated for the most part in the following areas: selection, hiring, recognition of qualifications, job assignment, mobility, shift and holiday allocation, contractual typology, training, relations with the public. The trade unions have responded differently to this situation. We can distinguish between three levels of response: in the United Kingdom it has been efficacious, strong and relatively systematic; in Italy and France the trade unions are far behind, at times taking “defensive” - nearly “corporatist” - positions, and at times going so far as to deny the racism present in the workplaces; Belgium may be placed in an intermediate position. In the Bulgarian tobacco sector significant situations of discrimination and racism have not been recorded; the workers' problems concern, in particular, efforts to keep their jobs, to improve working conditions, and to raise wage levels - issues pursued and supported by the unions.

The intersection of various elements (national migration policies and the condition of workers of foreign origin, the structure and the situation of the health system, the role and the action of trade unions) in the five countries considered have influenced the forms of resistance and of mass struggle pursued by the workers of foreign origin. While it is true that the situation is highly diversified, especially in terms of self-organization and trade-union participation, the following common elements emerge: the lack of involvement in the unions (and workers of foreign origin who do participate hold marginal positions); the need for greater cooperation and exchange to promote common and comprehensive action.

1. Introduction 

This report presents the initial findings of five case studies undertaken by the international partners in the EU-funded Fifth Framework RITU project. This research project is a unique, in-depth, qualitative investigation of the ways in which trade unions mediate racism at workplace level. The workplace represents potentially one of the few places where socialisation between coworkers of different origins can take place. Trade unions are mass voluntary organisations of citizens at work committed to securing social justice both for their own members and within society as a whole. Their day-to-day responses to the challenges posed by labour market changes including migration, generally reflect compromises struck between the generally anti-racist and antidiscriminatory policies of the national-level organisations, and what is often local-level resistance to change. This research throws significant light upon the processes and outcomes of these compromises, and provides some important recommendations to policy makers and governments.  
The five partners in the RITU project, which is also known by its website, WorkingAgainstRacism.org, come from four Member States with colonial histories, the Working Lives Research Institute, London Metropolitan University (UK), l'Unité de Recherche Migrations et Sociétés (France), the Université Libre de Bruxelles, Centre de Sociologie du Travail, de l’Emploi et de la Formation (Belgium), Università Ca’ Foscari Venezia, Laboratory of Research on Immigration and  Social Transformations (Italy) and from one accession country with large national Roma and Turkish minorities, the International Center for Minority Studies and Intercultural Relations (Bulgaria).

Whilst the national contexts of both the trade unions and of migration and migration history and imperialism are quite different,
 the partners decided to select three case study sectors in which to conduct this qualitative research according to similar base criteria, and where possible, to cover the same sectors. The base criteria were two. Since this was an enquiry concerned with the role of trade unions, the first criterion was that there should be a trade union presence within the sector. Since this is also a study of how trade unions represent migrant or minority workers, the second criterion was that these workers should be present in the sector labour market. Next a third criterion was used selectively. If there were a choice of sectors then we would prefer to study service sectors where there was the additional issue of proximity of the workforce to the sector customers. Finally, an attempt was made within each country to spread their three case studies between sectors that could be classified as employing on average ‘higher’ skilled labour and those that on average made use of a less skilled labour force.

Our research covers some country sectors with long-established minorities and others with more recent minority labour market entrants.

Using these criteria four of the partners, Belgium, France, Italy and the UK, selected the health sector for their third case studies. In Bulgaria the tobacco sector was chosen. Cutting across the sectoral selection, however, was another key dimension: recency of migration or labour market entry.

In the health sector (Belgium, France, Italy and the UK) as in the tobacco sector (Bulgaria), it appears that the recent access to these employments of the ethnic minorities is closely linked to the deterioration in the working conditions and the employers’ difficulties for recruiting the labour force.

The research partners each undertook to finding out a range of information on four key issues: trade union policy approaches to race discriminations, what actually happens to such policy in the workplace, what are the actual experiences of discrimination and xenophobia at work, and how far people of black and minority ethnic origins participate in the unions. In each of these four key areas we sought to find out a wealth of analytic detail: how far were the policies or practices formal or real; were they simply reactive; how clear were they; how inclusive; what did they cover; what were their substantive content; what were their strengths; and why were they in place. The four-fold focus of our research interest can be seen in Table 1.


   Table 1: Fieldwork research issues and questions

	Focus

Interviewees
	Trade union policy approaches to race discrimination
	Workplace trade 

union practices
	Actual experiences of discrimination and xenophobia
	Participation or non-participation of minorities in union

	National trade union officers

	Regional or local trade union officers

	Workplace trade union activists & representatives

	‘Majority’ workers

	‘Minority’ workers

	National and local campaigning anti-racist organisations


In each partner country the study’s design involved interviewing individuals at different levels of the union, including ordinary workers, but also representatives of national campaigning anti-racist organisations. The aim of the five semi-structured interview schedules – one each for anti-racist organisations, national level trade union officers, local level trade union officers and ordinary trade unionists or workers - was to build up evidence in relation to the five key question areas listed below:

1.1. What are trade union internal policies in respect of racism?

· anti-racist policies or position statements and their formulation and implementation

· coverage of racism in union rule-books 

· the attitude of the unions to racism amongst the membership

· the existence of separate internal structures for ethnic minority members and/or policy development in this respect 

· the proportions of racial and ethnic minorities and immigrants amongst the union membership, activists and leaders 

1.2. Do unions raise their policies on racism and discrimination and on equal opportunities within their bargaining relationships?

· ‘race’ or ethnicity as an element in agreements negotiated with peak employer organisations at national level

· ‘race’ or ethnicity as a factor in sectoral negotiations

· ‘race’ or ethnicity with the single employer or group or on a single site

· ‘race’ or ethnicity at the level of formal and informal agreements on hiring, firing, promotion and equal opportunities practices within individual workgroups

· the negotiation of racial equality policies or procedures or anti-racist policies in any other local or regional non-state context.

1.3. What are the relationships of the trade unions to external anti-racist organisations and issues?

· the encouragement of union officers and members to affiliate on a personal basis to anti-racist organisations

· the promotion of the participation by officers or members in organised anti-racist actions

· financial assistance or subsidy granted to external anti-racist organisations

· other relationships (such as the secondment of staff, promotion of research, etc) with external anti-racist bodies

1.4. What are the experiences of the victims of racial discrimination?

· the extent of workplace discrimination by the employer… in jobs, working conditions, salary, recruitment, promotion, responsibility

· the presence or absence of real or perceived discrimination or collusion in such discrimination by the trade union

· responses to racism in the workplace 

· experience of the law as an element of protection against discrimination

· gender as an element of discrimination

1.5. How far do racial and ethnic minorities participate in the unions?

· the nature of minorities’ participation in the trade union

· obstacles and incentives to greater participation

· the impact of participation

· the impact of gender on participation

· the future for involvement and participation

This comparative report draws on the national analyses on each of the six main issues to make some more directly comparative comments. The citations are all drawn from the national reports, but the interpretation put on them in this introduction is not necessarily that shared by all the national teams. This comparative essay has been commented upon by the partners but its authorship and interpretations (as well as any errors or misjudgements) are the sole responsibility of the editor. At the end of this overview are some comparative provisional conclusions and recommendations to trade unions and governments, followed by the national reports. The text of the report Racism and trade unions in the health sector (Belgium, France, Italy, the United Kingdom) and in the tobacco sector (Bulgaria) was written by Fabio Perocco (sec. 2.1, 2.2, 2.3, 3, 4.1, 4.2, 4.3, 5.1, 5.2, 5.3, 6, 7) and Rossana Cillo (sec. 2.4, 4.4, 5.4). The Report was translated by Giacomo Donis.

The interviews were shared between the partners. Each of the partners made some or all of their interviews available to the whole research partnership and then each wrote up the national reports that follow this comparative introduction according to the agreed framework shown in Table 2 on the next page. Most of interviews were analysed with the traditional method of text analysis. Some of them were analysed using the qualitative software program QSR N6.

Table 2: National case study report structure

	Section heading
	Indicative content
	Pages

	Sector characteristics
	Sector economic and social context – with brief history – public/private sector

Sector workforce breakdown – ethnicity - gender – part/full time – working hours – salary movements compared with national averages – changes over time in recruitment

Case study context – particularities by comparison with national picture

	8

	Work transformation
	Recent and contemporary changes in nature of work taking place in sector

Job changes in skills, careers, promotion, training 

Company organisational changes - HRM procedural coverage

	7

	Sector trade unions
	National structures covering sector with brief history positions

National union policy and practices on racism and xenophobia covering sector

Local sector union policy and practice on racism and xenophobia covering case study

	7

	Racism and Xenophobia in case study
	General introduction on prevalence and role of unions in opposing and/or tolerating them in case study

Ethnic minority experience

Experience among fellow workers

Experience among management / supervision

Experience among trade unionists

Experience of clients/customers

	33

	Resistance and struggle 
	Experiences - Ideas / hopes
	15

	Policy recommendations to improve trade union practice
	5


2. Characteristics of the sectors 
As far as the structural characteristics of their health sectors are concerned, Belgium, France, Italy and the United Kingdom are marked more by similarities than by differences. The most conspicuous continuity between the national health systems of these countries consists in the reversal of the positive trend that from the 1950s through the 1970s gave rise to far-reaching development of the welfare state and of health services in particular.

That positive trend has suffered a significant reversal since the mid-1980s, when the process of growth of health systems came to be hampered by periodic economic recessions and the implementation of neoliberal policies, which marked the transition to an idea of health as a consumer good and investment. The change has been reflected in health service “reforms”, characterized by an injection of strong “free market” doses in the health sector, by a “making responsible” of the citizenry through the introduction of forms of participation in health expenses, and by the employment of industrial models to transform health service management, decentralizing its levels.

Other points in common appear to be the shortage of homegrown nurses, due above all to the low pay, lack of professional recognition, and limited career possibilities, and the recruitment of nurses from Eastern Europe and the Global South (South America, the Philippines).

2.1. The health sector in Italy

In Italy since the early 1990s the national health system has come under the withering fire of neoliberal policies. Such policies have led to cuts in appropriations, to the modeling of local health organizations on businesses, to the outsourcing/privatization of services (logistics, nursing services, assistance outside the hospital), and to a sharp inequality between South and North (some regions of southern Italy are, in practice, no longer covered by the national health service).

The permanent staff of the health sector - some 692,000 workers in 2003 - account for about 20 percent of all public employees. There are about 270,000 nurses employed in the National Health Service, 75 percent of whom are women; 40,000 nurses are employed in private health services and another 12,000 in the third sector (cooperatives, etc.). Approximately 240,000 nurses are now qualified in category “D”, corresponding to university degrees: this represents a recent conquest, fruit of a long mobilization, which has made it possible to supersede the qualification of “general nurse”.
Within this picture the use of nursing personnel from abroad has become increasingly widespread in recent years, both in private firms to which public health and nursing services have been contracted out (the cooperatives) or in private firms that administer individual workers (temporary employment agencies or cooperatives), and in private health services. “Thanks” to the particularly heavy conditions of migration, the use of immigrant personnel makes it possible to reduce the cost of labor. In this sense the “nursing emergency” (and this holds true for the UK as well), produced by the policies of spending cuts and public employee reduction, constitutes an instrument of the broader process of dismantling public health. We find a great many immigrant nurses in rest homes and care-giving structures; through the cooperatives and temporary employment agencies their numbers have increased in the public (in hospital and in other services) and in the private health sectors.

2.1.1 Nurses of foreign origin in the Italian health system

The employment of nurses from abroad has been regulated by article 27 of the “Testo Unico Immigrazione”: these immigrants do not fall under the quota system, and their authorization to reside in Italy is tightly bound to the entrepreneur who brought them into the country (meaning that they cannot change employers). These workers are given temporary job contracts for a maximum of two years; a contract may be renewed only once, and the immigrant must return to her/his home country to do so. The recent Decree of Implementation of the Bossi-Fini law today allows immigrants to change employers, no longer obliges them to return to their home countries for renewals, and contemplates permanent contracts; in spite of this the condition of immigrant nurses continues to be a very difficult one, as we shall see. We note, moreover, the problems of a “halved” recognition of educational qualifications, which relegates immigrant nurses to the lowest categories (general nurses, assistants), and selection processes that discriminate against specific nationalities. Recruitment is carried out by cooperatives and recruitment agencies, which select the nurses abroad, give them a smattering of language teaching, take care of their enrollment in the nurses1 register, organize their trips to Italy (deducting the expenses from their pay), and provide accomodation. So, these are privileged immigrants? Not so at all: the instances of exploitation and blackmail are legion; many nurses reach Italy “thanks” to unscrupulous small agencies who hold them in slave-like conditions; and most of these workers make up the weak link in the chain of subcontracting and of outsourcing.

The number of immigrant nurses in Italy is estimated to be between eight and nine thousand, concentrated in the cooperatives with contracts for health services - inside and outside hospitals - of the public or private health systems, and coming for the most part from Eastern Europe, Latin America and the Philippines.

In Italy workers who are not Italian citizens cannot hold public sector jobs. Consequently the immigrant nurses employed in the National Health Service are condemned to be hired by private firms with contracts for health services or by temporary employment agencies, or else by hospitals but with temporary contracts that may be renewed only once. This means their working conditions are decidedly inferior to those of Italian workers. The most widespread of the various types of employment consists of the administration of personnel by cooperatives (with practically no unionization), which indirectly permit their client (the State) to sharply reduce its costs. How? Through a sharp worsening of working conditions (longer hours than the Italians and 25 percent less pay on average, nonrecognition of overtime, holidays, sick leave, compensation, etc., low levels of qualification, exclusion from vocational training courses) and an extreme casualization of employment relationships (contracts for one-time projects, fees for one-time services, etc.). Paradoxically, at times conditions are relatively better in the private clinics, which may draw up permanent contracts; such cases are not frequent however, also because the immigrant nurse has to be in possession of a residence permit for work purposes (and not fall under article 27).

We find, then, a situation of double institutional discrimination (the legislation on immigration and the law barring foreigners from working in the public sector), associated with the work organization, which together give rise to racial segmentation in the health sector.

2.2. The health sector in the UK

In the United Kingdom the National Health Service, established in 1948, felt the first effects of privatization in the late 1970s. The “reforms” carried out in the 1980s and 1990s gave an increasingly central position to management, introduced a markedly business-oriented financial culture, and paved the way to the privatization of services (especially logistic services such as catering, cleaning, etc.). The outsourcing of services has had a negative impact on the conditions of workers: a “two-tier system” has been created in which the employees of private firms, most of them blacks and more recent immigrants, are subject to worse conditions than workers directly employed by the NHS.

In 2000 the Labor Government introduced a ten-year Plan to relaunch the NHS, based on increased funding and on an increase in patients' choice of care. There has been some criticism of the plan, also by the union, expressing the view that “patients would prefer for their local services to be developed to a high standard than to be given the choice to go elsewhere”. What is more, the idea of “patient choice” is based on the idea of making hospitals compete in order to attract patients understood as clients - customers - consumers. At the same time the processes of privatization have not stopped - on the contrary, they have penetrated ever deeper into the health care system. In any event, the idea of a patient-centered system is nothing other than an ideological screen that covers the real objective of commercializing health care.

On these points Unison, the union of the public sector, has voiced some criticism. It has sounded the alarm about the risk of creating a two-tier health system, with a qualitative difference between the tiers. And it has expressed its concern regarding the privatization of the health system, arguing that the principles of private enterprise do not coincide with the principles of a public service.

In Britain 6.5 percent of the total working population are employed in the health sector, amounting to about 1.3 million people, of whom around 400,000 are nurses, midwives and health visiting staff (including practice nurses). This constitutes the largest group of professionally qualified clinical staff in the health service (from 1997 to 2003 the number of nurses increased by about 10,000).

The presence of overseas workers in the NHS goes back to the 1950s, when workers were recruited from India and the Caribbean to fill labor shortages during the period of post-war reconstruction. In 2001 13.8 percent of the health sector workforce was originally from abroad.

The “shortage” of nurses has led to recruitment of new nursing personnel in Eastern Europe, South Africa, the Philippines and India. According to a recent estimate, in the two-year period 2003-2004 some 30,000 nurses and midwives arrived in the UK.

Around 20 percent of all unionized workers are employed in the health sector. Trade union density within the health sector in England is around 42 percent, somewhat lower than the average for the public sector in general, lower than areas such as education and public administration, and with a downward trend since 1995.

Less than half of all UK employees within the health sector are covered by collective agreements. More full-time workers than part-time workers are covered (52.7 percent and 41.5 percent respectively). It is worthy of note that the number of health sector employees covered by collective agreements was significantly higher when there was a more active trade union presence in the workplace (64.3 percent).
2.3. The health sector in France

In France the health sector is one of the most important sectors of the national economy. In 2002 spending on health amounted to 148 billion euros, equal to 9.7% of the Gross Domestic Product.

The organization of the health sector is characterized by the coexistence of three typologies of structure: public structures, including regional hospital centers and local hospitals, with a total capacity of about 300,000 beds and about 30,000 admissions of not longer than one day (day-hospital, etc.), which are funded by the social security systems; 923 nonprofit private hospital structures (Red Cross, etc.), which participate in the public service and have a capacity of about 68,000 beds and about 9,000 day-hospital admissions; 1136 for-profit private structures, with a capacity of 93,000 beds and 8,700 short-term admissions.

Over the past decade the health sector has been shaken by a number of dynamics that have had a significant impact on working lives and on the relationships with patients. Among them: the restructuring of the entire sector, in keeping with the policy of reducing the number and length of admissions; an increase in specialization, in a “health products” market perspective; a reduction of the number of hospital structures (with the for-profit private sector increasingly devoted to specialization in the most profitable areas, catering to the wealthiest clientele).

In the French health sector the different statutes of the hospitals (public, nonprofit private, for-profit private) translate into a differentiation of collective contracts and of working conditions. Most of the employees of the public hospitals come under the statute of the “Fonction publique hospitalière”, which has a nationality clause under which jobs are reserved for EU nationals. At present the entire sector employs about 160,000 persons on the medical staff (doctors, biologists, pharmacists, etc.) and about 910,000 persons on the nonmedical staff. Since the early 1970s the employment trend has been upward: nurses, whose number increased by around 10% between 1998 and 2002, total 254,000; assistants, whose number increased in the same period by 8%, total around 213,000. On the nonmedical staff the number of part-time workers is quite high (21% in 2002, a sign of the growing percentage of women on the health staff, up to 76%), which regards in particular one third of the midwives and one quarter of the nurses. Today recourse to part-time work is decreasing, due to the advent of the 35-hour workweek. As regards women workers two situations are stressed: a great number of women on the nonmedical staff concentrated in the qualified professions (administrative, nursing and medical-technician personnel); a significant number of women on the medical staff, but concentrated on the lowest levels of the hierarchy. In the public health sector the panorama of professional qualifications is as follows: category A (middle-managers and higher intellectual professions) 16.8%; category B (intermediate professions) 37%; category C (services and administrative personnel), 46.2%.

For a number of years the health sector has been faced, in particular, with the following problems: 1) difficulties in recruiting qualified personnel, to which the authorities responded with a protocol (in 2001) intended to valorize careers; this led to a reorganization of the promotion system that was favorable to nurses; at the same time, however, the efforts were in part frustrated by the policies reducing public spending; 2) wages: recent estimates reveal that public health workers have lost around 15% of their purchasing power over the past ten years; 3) working conditions characterized by long hours, the primary cause of numerous on-the-job injuries (18% of the personnel retire with a disability pension, and this goes up to 24% in the case of health-care staff); 4) deterioration of working conditions, due to various factors: reorganization of health-care supply, which modifies the relationships between patients and staff and between members of the staff themselves; management logics exclusively intent on increasing productivity.
2.3.1 Workers of foreign origin in the French health system

So, this is the picture in which immigrant workers and workers of foreign origin (the children and grandchildren of immigrants) find themselves. These workers have to clear two hurdles when they apply for a job: on the one hand some professions, which represent some 750,000 qualified jobs, call for the holding of a diploma of the European Union; on the other, in public hospitals workers not belonging to the EU are only eligible for casualized jobs. The case of foreign doctors is emblematic: there is a solid tradition of institutional discrimination against this category, which does not allow these doctors to have private practices, limits their access to certain positions, and penalizes them in terms of remuneration. In 2002 fully 9% of the medical staff employed in public hospitals was of foreign origin (non-EU for the most part), prevalently concentrated at the lowest levels; most have a precarious contract, are subject to worse working conditions and pay, and are not members of the medical association. Only long struggles by these foreign doctors, together with the trade unions, have led to some improvements, but the situation continues to be a difficult one. As regards, then, the immigrant nonmedical workers, they are practically nonexistent in the permanent workforce (0.6%) but increasingly numerous in subcontracting. There is, however, a substantial number of French workers of foreign origin, especially Maghrebian and sub-Saharan, even if they are concentrated in the lowest qualifications (category C). Another quite particular situation is the one represented by workers from the Overseas Departments (French Antilles, etc.). Beginning in the late 1950s emigration from the Departments “d’Outremer” was organized by the French state both to alleviate demographic, political and social tensions that were developing there, and to respond to specific needs for workers in the low-qualified public-sector jobs in the metropolis that did not admit foreigners. Organized emigration from the Overseas territories was terminated at the end of the 1980s, and was replaced by a policy of incentives to discourage emigration and encourage repatriation, which was also to facilitate the socio-economic integration of the emigrants who remained in France. Nevertheless, migration from the Antilles has continued to this day, with “organization” replaced by “spontaneous” emigration. Today in France there are some 360,000 persons born in the Overseas Departments along with 200,000 children born in France; most of them are employed in public-service jobs in Paris; out of 18,000 hospital workers born Overseas and employed in France, no less than 12,000 of them are employed in “Assistance Publique – Hôpitaux de Paris (AP-HP)”. This concentration in the French capital, as we shall see in the following pages, gives them the possibility of making specific demands.
2.4. The tobacco sector in Bulgaria

Since 1989, with the liberalization of the economies of the eastern European countries, there have been significant changes in the Bulgarian tobacco sector: changes which have profoundly influenced the labor market and the very composition of the workforce. This has taken place both in the sphere of cultivation and in the sphere of tobacco processing and cigarette production. The changes have regarded also the role of the State, which has withdrawn its subsidies for the sector and liberalized prices, leading to a fivefold shrinkage of the market. The State has in fact dismissed a great number of workers in the tobacco industry
 while consolidating, in 1993, its 22 principal enterprises in a single company, “Bulgartabac”.

With about 12,000 employees, Bulgartabac is today one of the world’s largest cigarette producers. It exports mainly to Israel, South America, and to the Middle and Far East, but has done poorly on the markets of western and eastern Europe because of the high duties to which its products are subject. Only recently has it attempted to get round this difficulty, establishing joint ventures with Rumanian, Russian and Ukrainian companies.

The process of liberalization - which took place simultaneously with the emigration of a great number of ethnic Turks, who were traditional tobacco producers, to the Republic of Turkey
 - has had grave consequences for the small landowners. On the one hand they have been made dependent on tobacco growing
; on the other, through Bulgartabac which holds a monopoly on the processing and marketing of tobacco and its derivatives, their destiny is now bound up with the tobacco production and price trend on the world market. And thus, while delays in payment have lowered their standard of living, their status as landowners has cut them off from unemployment subsidies, family allowances and free medical care for their children.

Up to now the State has taken measures that have done little to remedy the situation. One measure consisted in the campaign to recruit the unemployed for tobacco growing in Dulovo, Kaolinovo and in the municipalities of Tutrakan and Glavinitsa. The attempt - thus far unsuccessful - to privatize Bulgartabac
 is in fact exposing workers of the sector to a situation that is even worse.

3. Work transformations
Albeit with specific national particularities, both in the UK and in Italy for example there has been an upgrading of the professional category of nurses, culminating in the elimination of the distinction between general (trained at a lower level) and registered (fully qualified) nurses, with the progressive phasing out of the “general” category.

In Italy and in the United Kingdom there are equal opportunity guides and supervisory bodies, but in the United Kingdom they appear to be more developed, rooted and applied. In Italy and in France the theme of racial discrimination and inequality has not yet entered the programs of health sector institutions.
3.1. Italy

In Italy the process of the professionalization of nurses has been a long and difficult one, which has taken place not only through professional associations but, in particular, through a series of legislative measures. In 1954 IPASVI (College of Professional Nurses, Health Assistants and Children’s Nurses) was established, the professional register was constituted, and schools for fully qualified and for general nurses were founded - for women only, and in the form of boarding-schools within hospitals. The first turning point came in the 1970s, with the schools of nursing taking leave of the hospitals to become fully professional schools, and with the reception of European regulations that brought the training of nurses into line with the other European countries and opened up the profession to men.

This movement designed to attain professional autonomy, not unconnected with the ferment of the social movements of the 1970s, paved the way to the unionization of the sector. In 1975 a diploma in professional nursing was established and, in 1991, a university “diploma in nursing sciences”, transformed in 1999 into a full-fledged “degree in nursing”. These important steps in the recognition of qualifications and autonomy - in which also the union played a role - had significant repercussions on work organization. Law 42/99, which formally qualifies nurses as health professionals, has led to their professional autonomy from doctors and to the abolition of their former assignment record; law 251/2000 creates an autonomous organization of nursing services within the health service system, managed by the nurses themselves. We also note the widespread advancement from the level of general to that of professional nurse, which has led to a raising of the qualification, as well as the conquest of free mandatory training corresponding to ECM (“Educazione Continua in Medicina”) credits.

Nonetheless, there are a great many unresolved problems. Among them: the imperfect and insufficient implementation of legislation calling for autonomous administration of nurses; the lack of a clinical career for nurses; a high level of personal dissatisfaction, due to a work organization that disregards and downgrades nurses’ knowledge; cuts in funding and in personnel, resulting in long hours and exhausting workloads; and, at times, some “corporatist” tendencies among nurses and union organizations with respect to lower-level professional figures - namely, the “general” nurses, today incarnated by the immigrants.

Immigrants, as we have seen, are present in ever greater numbers in (public and private) health, but their employment takes a variety of forms, according to the local contexts. We are thus confronted today with a shattering of employment relationships, leading to segmentation along lines of race, gender and work status (permanent or temporary). In the case of personnel furnished by temporary employment agencies or cooperatives, the temp enjoys the same work organization as the permanent nurse, but with lower pay; in the case of contracted out services (in or outside hospitals) or internal departments entrusted to cooperatives, the temporary nurse is subject to the same work organization as the other (Italian and foreign) employees and the heads of the cooperative. These cooperatives generally impose particularly harsh working conditions. It is in fact possible that for employees of cooperatives a subcontracted service may represent, relatively speaking, a chance for career advancement; whereas the mere system of the furnishing of labor, which also produces a sharp downgrading and high turnover of workers, offers not even that possibility. Paradoxically, the system of the furnishing of labor is more widespread where resistance to the processes of privatization (contracting out to cooperatives) is greatest.

3.2. The United Kingdom

Historically, nursing in the UK has been divided into two “categories”: fully qualified nurses (registered) and general nurses (enrolled). This differentiation produced a split between the two categories. All nurses went to colleges attached to hospitals and most of the training was work based. The most significant changes took place in the early 1990s, when the government introduced a project to professionalize nursing. The schools were taken away from hospitals and attached to universities, and the distinction between enrolled and registered nurses was removed.

Until recently wages in the health service were set by the government and negotiated through Whitley Councils (national negotiating committees), organized according to particular occupational categories. The old pay structure is now gradually being replaced by a single pay structure for the majority of health sector staff, a “system that is underpinned by the notion of equal pay for work of equal value and builds in a system of career progression” (UK Health Sector Report, p. 15); the Whitley Councils are due to be replaced by the NHS Staff Council and the Pay Negotiating Council. Both Unison and the Royal College of Nursing have welcomed the new system (“Agenda for Change”) “as a move that enables wage negotiations to compare the value assigned to different roles rather than separate pay scales for different occupational categories”.
The entire health system is currently adapting itself to the new pay structure, in which “jobs will be matched to job profiles on the basis of their job description and a job evaluation. The new structure establishes three new pay spines. Jobs are scored against a set of Job Evaluation factors and this determines which pay band they are assigned to. A range of physical, emotional and mental factors are taken into account in scoring the Job”. Nurses and other health care professionals fall under one of the three new spines created, covering nine pay bands and overseen by the Pay Review Body. However the new pay system does not as yet cover all staff working in the NHS, and for this reason Unison is lobbying to extend it as far as possible. While trade unionists insist that Agenda for Change will remove inequalities, the UK report maintains that “structural and racial inequalities will persist until a predominantly black and ethnic minority workforce employed as caterers, cleaners and porters working in the same hospitals but employed by private sector companies are able to gain access to the same terms and conditions as other NHS staff” (p. 16).

Particularly worthy of note is the Race Relations Amendment Act 2000, which requires public bodies, such as the NHS, to be proactive about tackling racial discrimination and to promote good race relations between different ethnic groups. Implementation of the Act in practice has, however, been criticized by unionists for the limited progress actually made: “Some trade unionists commented that a genuine commitment exists on the part of Health Trusts to tackle racial inequality but that for many this commitment tended to slip down their list of priorities because of a range of other ongoing issues requiring their attention. Other trade unionists, however, questioned the commitment of Health Trusts to doing little more than producing the requisite paper policies, Race Equality Schemes, which meant very little in practice” (p. 16). On the positive side, the new legislation means that the management of Health Trusts have had to bring together or create the space for black and minority ethnic staff to meet and discuss issues that concern them; it also means that trade union branches now have a clear platform for local collective bargaining on race equality. Also the “Improving Working Lives” agenda offers the trade union similar opportunities.
3.3. France

In France the guidelines for the reorganization of public health services, contained in “Plan Hôpital 2007” (issued in 2002), provides for the transition from the public hospital to the “hôpital-entreprise”, functioning according to market criteria. In particular they provide for: the restructuring of health-care supply; revision of the system of funding; a new form of management. Regarding the first point, the program of “Plan Hôpital 2007” provides for the elimination of about 200 public hospitals, through closures or mergers; greater interrelation between public and private; the generalized extension of subcontracting in the sectors not directly connected with health care (cleaning, logistics, etc.). As for the new system of funding, the “Plan” calls for a transition to so-called “project financing”: nonprofit public and private hospitals will no longer be financed by a comprehensive fund calculated on the basis of the previous year’s budget but rather on the basis of the nature and the quantity of services provided. Since the cost of taking on each type of pathology will be evaluated, and the hospital will receive funding on the basis of the volume of treatment of each type of pathology, the hospitals will have to adjust their costs or else abandon their less profitable activities (except for those in the general interest). As for the third point - the new form of management - the “Plan” calls for an increase of the power of control of the “Agences Régionales Hospitalières” through the constitution of “pôles d’activités” organized in specializations or types of pathologies, under a doctor’s direction. These “poles” will manage their own budget and personnel, with the obligation of keeping their budget balanced. The trade unions have criticized “Plan 2007” on a great number of points, maintaining that it is nothing other than an engine of war to make public hospitals submit to the logic of the market, and have demanded it be withdrawn.
Over the past fifteen years the health sector has witnessed the development of three general dynamics: the pursuit of technical and scientific improvements, which have reduced both hospitalization and the duration of diagnostic and therapeutic procedures; the shortening of the hospital times for the chronically ill, who are increasingly cared for in nonhospital structures; a greater number of patients cared for in first-aid stations. All this has intensified the rotation of patients, to the detriment of the carer-patient relationship. If we add to this the fact that the transition to the 35-hour week was not accompanied by increased hirings, it is clear that, overall, the workload has gotten heavier and the time for the collective functioning of work teams has decreased. These elements are producing deep and widespread dissatisfaction among the workers.

4. Trade unionism in the sectors
In comparing the trade unions of the countries the main fact that emerges is a difference regarding the awareness of racism in general and discrimination in the health sector in particular. Compared to the UK, Italy and French falls behind. The British unions are well ahead in terms of statements of principle; the actual results produced by their programs, however, remain to be seen.
4.1. Trade unionism in the Italian health sector
In Italy the principal trade unions for health workers (including nurses) of the public sector are FP-CGIL, FPS-CISL, and FPL-UIL. The union categories of the public sector account for around 950,000 members overall and constitute the largest category of the three trade union federations. In the public health sector CISL has the largest number of union delegates with around 30 percent, followed by CGIL and UIL with around 29 and 16 percent respectively. The unionization rate in the public health sector is higher than in public administration (51.5 versus 46.4 percent) but the voting percentage is lower (71 versus 78 percent, in 2001). In spite of the fact that women represent 65 percent of members with the right to vote, their participation rate is lower than that of the men. This induced CGIL and CISL to establish quotas in the electoral rolls, but to little effect. The unionists interviewed for the research report remarked, moreover, on a certain drop in participation in the public sector, characterized in particular by passivity, limited participation in strikes, and inability of the union organizations to stimulate worker participation in the contractual phases - an admission that does not speak well of the unions themselves.

In the case of public health the low participation also regards nurses, due also to particularly heavy working conditions that do not favor it. Some unionists spoke of a certain discontent of the nurses with union leaders, which - they maintain - has led to estrangement from the unions in general and has also involved the activists. This situation, coupled with the arrival of nurses from abroad, is also held responsible for the rise of a number of “corporatist” trade unions, which nonetheless are of little weight.

The positions of the two main trade union federations regarding the transformations (in other words: the privatization) of Italian public health services reveal some differences. The CGIL is critical of privatization and of public health's loss of centrality; the CISL, in criticizing the more radical forms of privatization, is more open to the processes of welfare mix and to experimentation in the nursing profession. As regards the presence of immigrant nurses trade unions have been very slow in picking up on the issue, failing to fit it into global policies and the processes of privatization.

In the - public and private - health sector, privatization has been taking the form of increasingly widespread recourse to cooperatives. The work of cooperative employees is regulated by the national collective contract of social cooperation, one of the ten contracts of the third sector. In the three union federations the national contracts of cooperation are organized and arranged unhomogeneously, and this makes the unions’ work difficult. There are other problems as well, such as the ambiguous employment relationship in cooperatives, which the union is not always able to pigeon-hole in terms of professional qualification, and the presence of small non-unionized firms marked by rampant illegality and exploitation. On this point one union official asserts: “The immigrants cannot be unionized because of the tight, almost coercive relationship between the reality of their lives, the social enterprise that manages them, and the legislative structure of their contractual relationship”. This is also an admission of the union’s delay.

At the same time the Italian report remarks on the union's difficulty in seeing the correlation between privatization, subcontracting, and the employment of immigrant nurses - a situation to which at times the unions give inadequate response. Thus, we note that: the relationship with immigrant nurses and the discriminations against them are extraneous themes in the union agenda; in the union branches there is little information on and knowledge of immigration in general and immigrant nurses in particular; the response to the employment of immigrant nurses is highly heterogeneous and varies according to the local context (running the gamut from union participation in the recruiting of immigrant nurses all the way to resistance to their entry, calling their professional capabilities into question). Also in terms of concrete practice against discrimination we note a certain delay: CISL denies the existence of this problem in the public sector; CGIL has looked into it, but only in reference to individual grievances. A complete and careful investigation, which intersects the causes of contemporary migrations with the processes of transformation of work organization in the health sector, is lacking. But there are also some timid positive signals: the CGIL union of the sector has raised the issue of including health service immigrants in the training programs for delegates at the company level, and has started up a project for the translation of the national contract into various languages. In conclusion, there are other fronts on which the Italian unions have their work cut out for them: for penetration into the cooperatives and protection of the workers employed there; and for a broader and more active trade-union participation of immigrant workers employed in the health sector, whose numbers are increasing but who are in fact marginal.
4.2. Trade unionism in the French health sector

The principal trade union organizations (CGT, CFDT, CFTC, G10, Solidaires, UNSA), with the exception of FO, are equipped with federal structures whose field of unionization covers the (public and private) health, social and medical-social sector. Even though these federations address all the workers of the sector and some are equipped with specific structures to receive them, they organize the medical staff only marginally, since it is represented for the most part by its own professional associations. In the sphere of public hospitals trade unions represent workers in the following institutional domains: at the level of individual hospitals, in the “Comités Techniques d’Etablissements” (which have a consulting role in the field of work organization, working time, budget and training) and in the “Comités d’Hygiene, de Securité et des Conditions de Travail”; at the local and Departmental level, in the “Commissions Administratives Paritaires” (responsible for career and discipline questions and situations of disability or incapacity); at the national level, in the “Conseil Superieur de la Fonction Publique Hospitalière” (on matters regarding the fundamental questions of the hospital system).

The field of unionization takes in a total of around 1.9 million workers. On the occasion of the latest elections of the Departmental “Commissions Administratives Paritaires” of the “Fonction Publique Hospitalière” (at the end of 2003), the CGT garnered 33% of the votes, followed by the CFDT with 24%, FO with 22%, SUD with 8%, UNSA with 5%. The CGT is particularly strong in the large structures and especially in the public sector and in category C; the CFDT is stronger in the private sector, in structures with less than 1500 employees and in categories A and B; SUD, a recently constituted and fast growing organization, is concentrated in four regions: Île-de-France, the North, Lot-et-Garonne and Seine Maritime.

The question of racism in the health sector does not seem to be a high priority with the trade-union officials interviewed, in the sense that they perceive the hospital sphere to be relatively immune. For them there is discrimination neither in the recruitment phase, due to the shortage of labor power, nor in the workplace, thanks to the universalistic vocation of the profession and of the sector. Also the great number of women employed in the sector is seen by the unionists interviewed as a factor of protection against racism.

The therapeutic relationship between patient and carer, which presents a possible occasion for expressions of racism by patients, has not been systematically reflected on by the trade-union federations.

In the carer-patient relationship - it too not thematized by the unionists - some cases of racist behavior have been recorded. Here, for the most part, we find the application of stereotypes associated with frequently stigmatized social figures; a typical example is the presence of a sort of “Maghrebian syndrome” based on the essentialization of Arab culture, as this unionist asserts: “The Maghrebian syndrome is [...] if you are hospitalized, you suffer, you moan, etc., and your pain is taken into account and the expression of this pain is taken into account. If [the sufferer is] a Maghrebian one will think he is exaggerating because he is sensitive, etc. So, ‘stop crying, stop moaning’. That is the Maghrebian syndrome, which is to say that according to your visible origin, you will not be given consideration, your suffering will not be considered in the same way. And this is something that occurs very, very frequently. We find it for example in the maternity ward. A white woman who makes a ruckus will be given consideration, a woman of another culture will be considered hysterical, to go fast. That happens very frequently. [...] The Maghrebian syndrome, I mean, it’s all the time, there are certain people who analyze things... who take the other into account in a differentiated manner”.
Among the union officials interviewed racism tends to be analyzed more in terms of political ideology or of ignorance and prejudice than in terms of social relationships. Expressions of racism are very often considered as nothing out of the ordinary, as routine, while, at the same time, as incommensurable and incomprehensible.

The national trade-union officials focus their attention more on the behavior of immigrant workers or workers of foreign origin than they do on the relations between foreign and national workers. In doing this they focus on the theme of communalism, which in most cases is viewed as a problem: “Then, there is another problem [...] I find one thing most striking, I mean, the temptation of these communities, for reasons I just don’t know, I can’t understand it, perhaps because they, for example, I don’t know, [they want] to group together [...] It’s more the question of the communalism that can be posed for the Domiens [i.e. from the Overseas territories] but that can also be posed for other communities that, in fact, are somewhat smaller”. “Minorities” are presented as tending to self-exclusion, and as excluding the rest of the workers from their sociality.

In reference to institutional racism, hospital organization itself can incite the personnel to perpetrate discrimination. Inferiorizing practices of the hospital institution may be found, for example, in the inequalities of work organization, in the levels of qualification, as is shown by the concentration of the descendants of Overseas immigrants in category C jobs. Nonetheless, trade-union officials are loathe to dwell on the institutional dimension of discriminatory practices. There has been no systematic reflection on the reproduction in the hospital domain of the racist social order that generally assigns the lowest positions of the professional hierarchy to “minorities”.
The interviewees agree in affirming that the national demands of their respective trade unions are not closely linked to concrete situations of discrimination or racist behavior, and that usually at the national level trade-union organizations take little interest in such issues. The federations do participate in national antiracism campaigns and invite their militants to participate in the unions' training programs that concern themselves with racism, but in general no federation has carried out a systematic reflection or has trained its militants regarding the particular forms of racism and of discrimination in the health sector. No federation of the sector has opened an office for antiracist activities.

Except for the question of foreign doctors and of workers from the Overseas territories, the federations have given no voice to the specific demands of immigrant workers or workers of foreign origin (an element that clearly has not favored the autonomous organization of workers of foreign origin, who remain almost entirely without organization). Union officials see the question of racial discrimination as part of an overall universalistic picture that aims at the unity of all workers, as is very well expressed by this unionist’s statement: “I would say that the only national tie is the question of casualization and there, our reasoning is that the people affected are the people of disadvantaged backgrounds and, among them, the people who are immigrants [...] So here, the union demand is made in a unifying way and not in a specific way [...] Now as for making demands for the people who have immigrated, for the third or the fourth generation of these districts it would be a political error to do so since most of the people of these districts [...] find themselves in just about the same situation [...]”. As regards, then, the question of the nationality clause in public health, the trade unions of the sector have not yet taken it into consideration.

As we said earlier the subcontracting system, with all its implications in terms of differential exploitation and internal stratification, has spread also to the health sector, especially to private health. To deal with this situation the trade unions, apart from addressing the appropriate institutions, are also taking action to constitute trade-union organizations in the most precarious spheres, with the support of the more stable and secure areas of the public sector.

There are problems regarding the presence and representation of immigrant workers and workers of foreign origin in trade-union organizations, because the hyper-universalistic approach does not facilitate their inclusion. A union official of the CFDT states: “When one has to deal with questions of a political nature, one does not look at skin color or at anything else [...] It is the same with recruitment, responsibilities, etc., one does not [...].” If it is true that the problem of a trade union capable of representing the workers as a whole, including those of foreign origin, has not been ignored, there are still limits: in the CGT, where the arrival of officials of foreign origin is wished for, it has been neither stimulated nor organized; in the CFDT the question of the presence of workers of foreign origin who find themselves in the position of being elected to trade-union offices is not considered a priority, while the question of a plurality of representation is conceived first of all in terms of gender and of professional category.

Workers from the Overseas Departments, who have been organized in autonomous movements ever since the mid-1970s, have met with great difficulty in gaining specific recognition for their demands in trade-union organizations. The reticence of the unions to integrate the specific needs of Overseas workers in global union action led these workers to pursue two courses of action: 1) the constitution of a specific union, engaged in the struggle for the independence of the Overseas territories; 2) activism in the large union organizations aimed at establishing specific groups within the unions capable of influencing general decisions and union structures. The first option, however, did not come to fruition, and the second had only limited success due to the low level of unionization of the Overseas workers and the opposition of union leaders. The 1980s witnessed a fall in the mobilization of the Overseas workers and a “falling back” on their own associations. Although their investment in the unions did decrease in the 1980s it did not disappear altogether, especially in the CGT, where they received specific organizational treatment (both in their home countries and in France). In the metropolis they formed specific organizations (“collectifs d’Outremer”) to verify whether the unions were promoting their specific demands (defense of the right to leaves, and the struggle for recognition of the existence of the slave trade and of slavery as a crime against humanity). To this end in the 1980s the “Groupe d’Impulsion à l’activité en direction des originaires d’Outre-Mer” was constituted, which was associated with the “international” and “labor demands” sections of the union federations, and no longer with the “immigration” section as before. Today there is a national confederate structure that coordinates the activities of the local “collectives” and of the groups that operate in the sectors of activity - such as the health sector - where Overseas workers are concentrated. Numerous militants maintain that the unions’ orientation regarding the question of the Overseas workers oscillates, on the whole, between delegation and indifference. At times their demands are branded as “particularism” or “communalism” tout court. Seeing their legitimate demands disregarded by the unions has brought about a crisis regarding this form of organization (the “Group d'Impulsion”) present in the CGT.

Federation leaders insist that there is no racism in their union organizations. However, a substantial number of members take political positions close to the extreme right; up to now the federations have not taken a clear stand on the question. Union leaders implicitly tend to make reference to a limited, reductive conception of racism, understood as an openly affirmed ideology. They show a certain difficulty in conceptualizing racism and in considering it in its diverse manifestations. Considering racism to be a political ideology imported from outside into the world of health services and into its union organizations, they find it difficult to analyze the process of the daily construction of otherness - that is, of inferiority. Thus in reference to racism and discrimination they tend to limit themselves to statements of principle. This reductive understanding of racism makes it difficult to analyze the institutional discrimination that is expressed, for example, in the field of the application of the specific rights “enjoyed” by the Overseas workers.

4.3. Trade unionism in the UK health sector

In the British health sector there are three key worker representation groups that cover nurses, midwives and health care assistants: the Royal College of Nursing, the Royal College of Midwives, and Unison. While the first two are the main professional bodies for nurses and midwives, Unison has the largest membership among health care assistants. Unison, the largest union in Britain and the second largest public sector union in Europe, was chosen for the UK study because of its reputation as a front-runner in anti-racist work.

Established in 1993 out of a merger between a local government union (NALGO) and two health sector unions (COHSE and NUPE), Unison has 1,300,000 members, with about 80 percent of its membership made up of health sector and local government sector workers. About 400,000 of its workers are in the health sector, with 70 percent of them women and approximately 10 percent composed of ethnic minorities (but with much higher percentages in certain areas, such as London). The union has structures of representation and self-organization for a number of “social categories”: blacks, women, gay, lesbian, bisexual and transgendered members, and the disabled. Each self-organized group is entitled to put motions and amendments to the National Delegates Conference each year, to hold its own annual National Conference and form a National Committee. To ensure that its majority of women members have fair representation, the union has reserved 50 percent of all committee seats for women.

Unison has connected the theme of (gender and race) equality and equal opportunity with Agenda for Change, the new pay structure we examined earlier. Some Unison officials and activists assert that this new system ought to be able to move the NHS away from the structural racism that dominated it, particularly in the old dichotomy between registered nurses and enrolled nurses; but, at the same time, some note that “there will only be a limited application of Agenda for Change terms and conditions to contracted out services where the workforce is predominantly black” (p. 33). Then, there is the problem of possible inequalities in access to information, training, representation and support during the evaluation process, and the fact that the black health care staff continue to be concentrated in positions with less status and poorer conditions. It must also be said that, even with all Unison’s good intentions, the unionists themselves note that there is still a great deal to be done, both in the workplace and in the union itself. For example, there is the issue of the under-representation of the black membership and the need to appoint more black union officials.

Unison notes that racial discrimination is still very much a part of the lives of black workers in the health sector. This consideration induced the union, in 1996, to launch a national campaign against racial abuse, especially regarding abuse on the part of NHS patients and users. Some observers found the results of the campaign disappointing.

In light of the Macpherson Report and the Race Relations Amendment Act 2000, Unison has produced a range of guides: on equalities issues and discrimination themes, for local branches and Unison officials; a “Guide for Unison Negotiators”, setting out the reasons why race equality bargaining has to be at the heart of the union's mainstream work; and a guide for branches explaining the employers’ new obligations under the Act to combat racial discrimination. Furthermore, Unison produced a race equality scheme of its own in 2004, recognizing the fact that “there was a contradiction in lobbying Trusts to produce race equality schemes and implement ethnic monitoring when the union itself did not have a scheme in place” (p. 39). In 2004 Unison also amended its Rule Book to provide it with a right to exclude members of the British National Front from the union.

These themes and these actions are also in response to the arrival of new immigrants, including nurses. Unison put pressure on the Department of Health to draw up a nondiscriminatory ethical code for the recruiting of foreign nurses; a key problem with the code, however, is that it only applies to around 10 percent of private sector agencies. Unison is also negotiating with the government to increase the flexibility of work permits in order to make it possible for migrant workers to change employers. But there is still a serious problem regarding the lack of protection for immigrant nurses in the private sector, and a lack of information among them means that overseas nurses continue to be tied to poor conditions within private nursing homes. Unison has attempted to address this situation by finding ways to make contact with these workers (distributing rights information and helping them to organize), and by negotiating alternative work for them to move to in the NHS. In particular many Unison branches have been establishing local overseas nurses networks, designed to help them integrate into the branch and the hospital, improving their conditions and responding to their needs. In order to facilitate these activities of the branches, in 2004 Unison Health Care Group published “A Guide for Nurses from Overseas Working in the UK”. Nonetheless these union efforts meet with many difficulties due to the difficult condition of immigrants in the UK, who risk deportation or other restrictive measures. In this regard, there is a clear need for trade unionists to be better equipped through training on immigration issues (permits, etc.); and appropriate legal services need to be made available to overseas workers.
4.4. Trade unionism in the tobacco sector in Bulgaria

The trade union of the tobacco sector, the Independent Trade Union of Tobacco Workers, was founded in 1993 and is part of the Confederation of the Independent Trade Unions in Bulgaria (CITUB). Today it has about 4,800 members, most of whom are directly employed by Bulgartabac or by enterprises affiliated with it.

Up to now the Independent Trade Union of Tobacco Workers has, for the most part, been active on three fronts: 1) supporting the strikes of the growers and mediating with the government to obtain payment for unpaid deliveries
; 2) opposing privatization and denouncing its effects on Bulgartabac employees (a loss of 8,500 jobs, without compensation or payment of back wages); 3) attempting to obtain a national collective contract for the workers of the sector.

The composition of the membership is mixed, and membership is voluntary. Within the trade union all workers are equal: this means that, in the negative sense, there are no discriminatory policies or, in the positive sense, there are no differentiated policies (such as measures to ensure union representation or the assignment of important roles on the basis of national origin or belonging).

Thus far, the tobacco union's goal has been that of including and actively involving as many workers as possible. The interviewees believe that over the long term this has had a positive effect, since the struggle for the collective improvement of working conditions in the sector has signified improvement also for those workers who are disadvantaged and discriminated against on the basis of national origin, gender, cultural tradition, and so forth
. The workers express positive judgments on this type of action: «Both the Turkish and the Roma workers expressed great satisfaction with the trade unions. Most of them said that they were pleased because [the unions] had always defended them in their demands as workers»
.

5. Racism and xenophobia in the case study

5.1. The case of Italy
Many of the difficulties immigrant nurses meet with in Italy today depend first of all on the institution discrimination now in force. First, they are excluded from public sector jobs because they do not have Italian citizenship (which may be obtained through marriage or ten years continuous residence in the country - but, in either case, after a long and difficult procedure, and in fact only a few thousand immigrants obtain it each year). Second, the temporary job contracts held by most of these workers strongly condition the planning of their lives and their working lives, as well as the very possibility of their staying in the country (since residence permits depend on job contracts). The system's rationale is thus evident: availability in the labor market of nurses that are “general”, flexible, subject to blackmail, not rooted, and part of a cycle of continual turnover. This is clearly asserted by a key respondent: “There is no emergency, there are enough nurses in Italy: they are poorly organized because someone wants it that way. The real - the deeper - reason for recruiting immigrant nurses is to reduce costs because every two years there is the automatic pay increase, particular benefits, etc., so this constant two-year turnover costs less (...) The same is true of the public sector when there are temporary contracts, for the same reason, no automatic pay increases and no rights: making new contracts saves money.” Third, there are obstacles to the recognition of educational qualifications and to enrollment in the nurses’ register. Furthermore, there are forms of differential treatment based on nationality: for example, based on the idea of “belonging to a common race” South American immigrants descendants of Italians who emigrated to Argentina are given preferential treatment (recognition of citizenship, on the basis of jus sanguinis; reserved quotas; exemption from the Italian language exam); and immigrants from the new E.U. member states are ensured reserved quotas and given the possibility of vocational training.

Trade union reaction to institutional discrimination has for the most part been limited to individual grievances. Regarding the public sector, apart from a few isolated cases in which disputes were opened and won against hospitals that refused to hire non-Italian nationals who had won public job competitions, there has not yet been organic and combined action on the part of the union federations and public sector branches. There is still no real union awareness of the institutional discrimination that assails immigrant nurses. Indeed, the author of the report notes that: “immigrant nurses and the union of the permanent health service staff co-exist in the Roman and the Italian hospitals as two extraneous worlds (...) Delegates confess that the issue is raised in RSU meetings [RSUs are company-level union organizations with delegates elected by the workers] only with regard to the problem of the outsourcing of public services to cooperatives. To put it very concretely, the foreign quasi-colleague today represents a "threat" for the conquests of the public sector, a potential risk of unfair competition and social dumping” (Italian Health Sector Report, p. 66). As far as everyday discrimination is concerned, the situation is certainly no better. First of all, there are problems in the phase of recruitment, selection, and transfer to Italy, with cases of full-fledged abuse and blackmail (appropriation of personal documents, forced continuous day and night labor, caporalato [an illegal activity of intermediation for short-term employment between a firm and a worker carried out by persons who have no formal mandate from the firm], and refusal on the part of some structures of a Catholic matrix to employ Muslim workers). The most serious abuses are inflicted on workers who enter Italy with student-nurse permits or who are awaiting recognition of their educational qualifications (it may take years!); during the waiting period they are usually employed in private nursing homes. These are usually nurses recruited by Italian or foreign agencies who for a certain period are forced to work either without authorization and/or without pay (as trainees). Then, there are numerous cases of discrimination with regard to professional qualification, since in many structures - private nursing homes in particular - workers not enrolled in the IPASVI register are qualified as simple assistants even though they perform the functions of fully professional nurses. Furthermore, cooperative sector regulations favor the differential exploitation of immigrants, because the contractual treatment of nationals and foreigners is almost always different - clearly, to the detriment of the latter. The lack of information, the isolation inflicted on these nurses, the blackmail they suffer at the hands of cooperative managers, the obstacles in the way of socialization with the other workers - all this helps to keep their situation in the dark and stands in the way of their unionization. As one interviewee asserts: “Each one has a certain treatment but with the foreigners the treatment is different, we are paid by the hour, we don't have vacations, we don't have sick leave or holidays off, all the hours are paid equally, there is no difference (...) We have one-year contracts where it's written that if I miss one day's work then they can send me a letter with fifteen days notice and I don't work for a month, you go away with nothing, because you have nothing. They are contracts limited to a single project - but not for the Italians, the cooperative hires them”. Other disparities regard: access to ECM (“Educazione Continua in Medicina”) credits, neither free nor mandatory for immigrant nurses; work shifts that are generally heavier for immigrants, with no respect for time off; and the docking of pay for days missed due to illness.

Then, there are the cases of racism between co-workers, and between immigrant nurses and their Italian subordinates. Some unionists and immigrants workers recognize that there are attitudes of supremacy and hostility on the part of native workers - also produced by projection onto the immigrants of a general discontent within the health sector, with the immigrants held guilty of accepting lower wages and deteriorating the value and the rights of labor. But this, indeed, is a reversal of cause and effect - a fact that does not escape this immigrant nurse: “The structured [workers] tell me that it's our fault they don’t hold any more job competitions. They see all of us at the cooperatives as a danger. We're discriminated against twice over, because we're foreigners and because we work at the cooperatives”. For the union this is a very important point, which will demand its fullest engagement. And then there is also the delicate situation of the relations with the patients, some of whom refuse to be cared for by nurses of color.

Despite this rather dismal picture, there has been little or no contact between immigrant nurses and the unions. This is due to a number of factors: the cooperatives obstruct such contact with threats of dismissal (which, for immigrants, immediately leads to administrative precariousness); the union delegates in hospitals keep their distance from the immigrant nurses, seeing them both as employees of cooperatives, and thus as an instrument of privatization and of the erosion of rights to be viewed with hostility, and as immigrants, and thus as people with “specific” social needs (legislation on immigration, accommodation, social and legal services) to whom they can give no adequate response due to their own lack of information and training. The Report thus speaks of “difficulty of the union of the sector in responding to the needs of immigrant nurses (...) there have not yet been meetings between nurses who entered the country under article 27 and the union (...) even for foreign nurses who have been in the country for some time there has been little union participation (...) but if we consider the rare cases of foreign public employees we find a high rate of unionization and of openness to the question” (pp. 85-87). The challenge for the union is to approach these workers, and to welcome and channel the first signals of approach that come from them. In this sense the challenge concerns above all the public sector unions specifically, since the protection of immigrant workers - as immigrants - carried out by the unionists occupied with immigration is no longer sufficient.

5.2. The case of the UK

In the UK the problems of racism and xenophobia in the health sector essentially regard two key issues: discrimination from management, most evident in the lack of access to promotion and training for black nurses; and racial abuse and harassment from patients, from the public.

As we noted earlier, in the British health system there is a structural racism that concentrates workers of color at the bottom end of the structures or in private firms to which hospital or logistic services have been contracted out. We also find that black nurses within the health service can still, on average, expect to wait five years longer than their white counterparts to be promoted. Furthermore, they hold practically none of the more prestigious positions (such as specialist nurses, Sisters, Matrons, and managers).

This fact is emphasized by one black nurse employed in a hospital where 80 percent of the nurses in her department and 70 percent across all the departments are non-white, while 100 percent of the health care assistants in her department are black: “I do notice that very few people are in navy blue, very few black nurses are in navy blue uniforms whereas the rest, we’re all at staff nurse level, very few sisters are black... Very few black sisters. I could think of one black matron in the whole hospital. I could only think of one black matron. Yeah! Only one black matron, the rest of them are white”. What is more, the black nurses have less access to training.

The workers of color are aware or have become aware of this structural racism in the health sector, and this awareness has led a number of them to become active within their workplace and to organize their colleagues to combat it, also through trade-union activity.

Then, there is a particular problem that concerns recently arrived nurses, namely the nonrecognition of their educational qualifications. The author of the British Report observes that “whilst it is thought that for more established black nurses the racial inequalities of clinical grading have been tackled, for more recent nurses this continues to be an issue particularly because of the lack or unequal accreditation in Britain of skills acquired overseas” (p. 24). One trade union activist remarks on the particular difficulties of Filipino nurses: “Some issues for Filipino nurses have really improved, so obviously in the early days the Filipino nurses are now in their fourth year with the Trust and in the early days some of the issues were really around clinical grading and expertise... We faced some opposition because obviously these were new nurses who’d come over here... but they had to do a six month training programme to bring them up to what was the Nursing and Midwifery Council qualifications in the UK… They faced early difficulties and some of the early difficulties they faced was actually getting higher positions... these are very highly skilled, very well trained nurses and so we needed to look at the skills that they had previously and sort of match those against skills that British nurses have”. But for these more recent immigrants there are other obstacles as well, represented by unfair migration conditions, language difficulties, and lack of information regarding their rights. One trade union official, in this regard, points out: “The fact of the matter is they’re far more insecure, they face language difficulties living in another country... and the fact that they are here under restricted conditions that means that they don’t get the full protection of the law, of employment law”.
Another key issue is the incidence of racial abuse, violence and discrimination from the public. A certain number of patients or their families refuse to be seen or treated by black nurses and health care assistants. Racism from patients ranges from verbal abuse and aggression to physical violence. The author of the British Report notes that the frequency of racial abuse in one of the hospitals examined is very high partly because of its predominantly white locality. The Report also remarks on a general attitude of ambiguity or indifference to these facts in the hospitals concerned: “There has been a great degree of ambivalence about taking a ‘zero tolerance’ approach towards patients despite Unison's campaign on this issue since the mid nineties” (p. 26). In some cases nurses have raised the frequency of abuse with the manager of their department and have set in motion a process of recording incidents on an incident form: still, there was very little feedback from management, and since the nurses were not at all clear about their rights in most cases they continued assisting these patients. The Report notes that the persistence of racial abuse is due to lack of coordination among workers and the lack of a collective strategy: “For bank and agency staff, their ability to respond is complicated by the fact that they have not established sustainable relationships with the other nurses and health care assistants in the ward and therefore are unlikely to become part of a collective strategy at ward level to tackle racism from patients” (p. 27).
5.3. The case of France

Analysis of the work situation in the AP-HP (Assistance Publique des Hôpitaux de Paris) brings to light significant elements with regard to racial discrimination and to trade-union action. The AP-HP is a huge public health-sector operator, with a budget of over 6 billion euros (in 2002), and which employs more than 18,000 doctors and a nonmedical staff of about 75,000. It, too, is faced with the demands - at times in contradiction with one another - cited in the previous sections: coping with the difficulties of recruiting qualified personnel, while responding to the impulses of restructuring health-care supply and of modeling health organizations on business. This is a double movement that impacts negatively on working conditions in the AP-HP. In this institution there is a large component of workers originally from the Overseas Departments, recognized as such by the institution itself, amounting to about 12,000 workers, representing about 15% of the nonmedical staff; most of them are women, and most (some 90%) are from the Antilles. For the most part they have low qualifications (82% in category C, 17% in category B), without diplomas, and are mostly concentrated in a few professions (55% health-care assistants, 15% maintenance personnel, 14% nurses). This component has played a role in the recent history of the AP-HP. It has economic weight in terms of the funding destined to cover the financing of certain recognized (if not always respected) “specific” rights, and trade-union weight as a substantial fraction of the electorate voicing particular demands. In the AP-HP - as in the rest of the French health sector - these workers are entitled to paid vacations and travelling allowances: the total cost annually for the application of the right to congés bonifiés, the regime of accumulated and subsidized vacations (“improved” - bonifiés - with respect to normal paid vacations) amounts to some 21 million euros. Each of these individuals has the right to this allowance once during their career, but the AP-HP (like the other hospitals) has never paid anything to those who today call on it to settle all its debts. For dozens of years the AP-HP has failed to pay "traveling allowances" to the amount of 260 million euros to workers recruited in the Overseas Departments. The question is open due to the ongoing legal fight over the failure of the AP-HP to respect this right. On the labor front, on the one hand the trade-union organizations have had to adapt their structures to the organization of the AP-HP - which covers a number of different departments; on the other, membership in the various unions does not correspond to the national picture (CGT 36.7%, SUD 21.4%, CFDT 14.7%, FO 11.9%,  CFTC 5.6%, UNSA 4.1%).

In the AP-HP the “system” of discrimination affects workers of foreign origin both in the hiring phase and once they are on the job. On the first point, we note the following problems: 1) in the recruitment phase discrimination is mainly concentrated on the least qualified categories - the health-care assistants and the administrative and maintenance personnel - which are also the main targets of the staff-reduction policies; 2) staff cutting leads to the casualization of the less qualified jobs, narrow “niches” mostly occupied by workers of foreign origin; 3) the systematic recourse to subcontracting and to employment-agency jobs exposes the more vulnerable workers - such as the immigrants - to blackmail, putting them in a state of permanent tension; 4) the discrimination to which workers who could be entitled to congés bonifiés are subject. Most of the HP-AP personnel officers check to see whether job candidates from the Overseas Departments are entitled to these congés and make such entitlement a selection criterion; at times discrimination in the recruitment phase regarding congés bonifiés turns into a form of competition between immigrant workers; 5) recruitment is carried out along racial lines. This, obviously, leads to racial stratification of the workforce, which in turn combines with the health-sector reforms and work reorganizations we have examined above. As regards the second point, the following problems emerge: a) the AP-HP workers of foreign origin are assigned to the heaviest and harshest jobs and tasks. This is a systematic and “time honoured” practice, sustained and legitimated by precise public representations and by racial stereotyping of the “Antilleans” designed to naturalize their subordination and inferiorization; b) difficulties in internal mobility, with numerous obstacles - often connected with the question of congés bonifiés - placed in the way of requests by workers to change duty, task or hospital; c) the hampering of job promotion, arbitrarily and discretionarily exercised by superiors through manipulation of automatic raises, reprimands, sanctions, and unclear job-competition examinations; d) the access to training, which is not guaranteed on an equal basis for everyone and is not exercised in an egalitarian manner - not even in terms of information; e) unequal treatment in the everyday management of the personnel, especially as regards the distribution of working hours, of vacations, of make-up hours, of tasks, etc.

The study reveals that with reference to recruitment, to the assigning of tasks, to the management of personnel, to professional promotion and to vocational training, in the AP-HP there is great latitude for the arbitrary and the discretionary, wielded by an omnipresent hierarchical structure. This has led to the creation of situations of bias, to patronage and to a system of favoritism that weighs most heavily on the workers of foreign origin. In terms of work organization, of jobs, of rights and of public representations, they are systematically mistreated; there has been - and is - considerable tolerance by the AP-HP of racist attitudes and behavior, whether they come from management or from co-workers. If one adds to all this the combination of an oppressive and pervasive hierarchical structure with a policy of bringing the health system in line with business criteria, one further consolidates a context that is already favorable to discrimination. Thus trade unions and workers alike are confronted with a great challenge. But what have the unions done to meet this challenge? What are they doing now? Up to now, the trade-union organizations have taken a limited and “defensive” position; they take action individually, case by case, at the moment in which the immigrant worker comes to them to complain and protest about the wrongs they have suffered. Often, the unions tend to delegate questions concerning the Overseas workers to delegates from their own countries, thereby isolating and “ethnicizing” their problems. But this response does not appear sufficient, also because the institutional context itself gives rise to a broad tolerance of discrimination that saps the - limited - strength of union action. Trade-union action thus comes very late. The unions have need of greater force and decision, which go beyond takings of positions or statements of principles - and which begin by recognizing the existence of racism and of discrimination in the workplace, between workers and in the unions.

5.4. The case of Bulgaria

The fieldwork reveals that in the workplace there have been no episodes of racism or xenophobia, neither on the part of management nor among the workers. Indeed, the interviewees fail to give a clear definition of the phenomenon, and in any event tend to describe it as something extraneous to Bulgaria
 or that regards the countries of western Europe. Only one interviewee reported some episodes of discrimination against Roma workers when they look for jobs. There are, however, far more reports of discrimination against Roma outside the workplace, perpetrated in particular by the owners and managers of bars and restaurants.

One episode of discrimination recalled by the ethnic Turk interviewees was the imposition in 1984 of Bulgarian names; they agree, however, on the fact that today they are not subject to discrimination - neither in the schools, where classes are mixed and bilingual, nor in hospitals, nor in restaurants, bars, cafes.

In the workplace a feeling of tolerance appears to prevail: some of the older workers recall that cooperation, support and reciprocal respect were already the norm in factories of thirty years ago, and that people socialized off the job as well. Furthermore, career advancement was not and is not prejudiced by national origin: it is, rather, educational qualifications and professional experience that permit workers to get ahead
. So, it is due to the absence of racist and xenophobic episodes and attitudes that no measures to combat this sort of discrimination have been applied.

What, then, do the workers interviewed see as the main problems? They mostly have to do with the efforts to keep one's job, to improve working conditions, and to raise wages. The liberalization of the Bulgarian economy and the attempt to sell off part of Bulgartabac to foreign multinationals have, in fact, spread casualization and flexibility throughout the sector: a part of the workers do not receive their wages regularly, have temporary contracts for only 5 to 6 months, and don't know whether next year they will find work. Workers fear mass dismissals, degradation of working conditions and further wage reductions, also for those who until now have enjoyed greater safeguards. The words of this worker are emblematic: «If there is no ethnic discrimination, there is an economic one and it is for all the workers»
.

This critical situation, which arises within the global market and the international division of labor, goes hand in glove with the social division of labor, as two other interviewees recall: «The important thing is - who is the boss and who is the subordinate, sex or ethnos do not matter»
; «The relations depend on the state of the company, on whether the workers are regularly paid, and everything else is of secondary importance»
.

These processes, through the deterioration of living and working conditions, are afflicting the majority of workers in Bulgaria without distinction. The tobacco sector workers are responding to this situation by going on strike against privatization and by defending their colleagues who risk dismissal - independently of their national origin.
As we have seen, the report reveals that most of the interviewees believe there is discrimination against the Roma outside the workplace. For most of them the explanation for this situation lies in the cultural specificity of the Roma. In practice, the interviewees ascribe such difficulties to the Roma culture («big cultural differences of the Roma community»
), which they believe may be overcome in two ways: on the one hand through ad hoc state policies; and on the other, through a commitment by the Roma populations themselves to improve their education (effectively placing responsibility for integration on the shoulders of the Roma themselves).

Only a few of the interviewees indicated, as roots of the discrimination, rising social polarization, inequality in the distribution of wealth, and rampant unemployment: «Decisive are the social status and the poverty and not the ethnic belonging, all are poor - both Bulgarians and Roma»
. The solution they indicate is a general improvement of the living and working conditions of the entire population, without any distinction based on national belonging or traditional culture.

In the final analysis, then, also in the case of discrimination against the Roma - which, we repeat, has been seen to occur for the most part outside the workplace and in the mechanisms for selection of the workforce rather than in the workplace itself, where the daily work, side by side, is a source of solidarity and reciprocal support - the crux of the matter lies in the social effects of the processes of globalization and in the repercussions due to liberalization of the national economy. As the authors of the Bulgarian report emphasize, these repercussions are so grave that, in comparison with the conditions of the working classes in the European Union, the situation of the Bulgarian workers comes under the category of the “working poor”.

6. Survival, resitance and struggle
The migration conditions and the working conditions imposed on immigrant nurses in Italy make it difficult for them to gain awareness of their rights and accounts for the infrequency of their trade union initiatives. One such initiative was organized by the COBAS (autonomous trade unions) in Lombardy, picketing in front of rest homes for better working conditions of nurses and assistants, most of whom are immigrants; another was the demonstration in Rome organized by trade unions of the public sector in favor of workers in cooperatives - most, again, are immigrants - employed in a Rome hospital.

The following forms of struggle and self-organization are worthy of note: 1) the Association of Foreign Doctors in Italy, which has established a commission to assist immigrant nurses. This association, which has no relations with trade-union organizations, enjoys a certain prestige: it organizes training courses to help the nurses obtain ECM credits, and assists newly arrived overseas nurses in dealing with recognition practices and in actions of professional integration; 2) the Erythros association in Rome, which includes a cooperative of foreign nurses. This association was initially established as a resistance organization within the anti-racist movement, and was later transformed into a social enterprise that is national and international in scope; 3) the Committee of Immigrants in Italy, which brings together a series of informal groups and associations, and which constitutes one of the strongest and most critical voices of the anti-racist movement. Two interviews with women who are members of the Committee are of particular interest:

“I am from Colombia and I'm a member of the Latin American association ‘Il Condor’, established in 1999 out of our experience of the struggle for rights together with other organizations, together with other communities such as for example the Bangladesh community and many others. At that time there was the Law 40, the Turco-Napolitano [law], and then we saw the necessity of amplifying these struggles, of struggling against the Bossi-Fini [law] that followed Law 40 but is a little more inquisitorial and discriminatory against immigrants, qualified just as labor but with no rights. Given this necessity we began this struggle always maintaining autonomy as our principle, which is so important for us, the autonomy and the unity of all the immigrants. In fact our most recent demonstrations in September and October of 2004 served to strengthen this unity because for the first time the Chinese took part, a very difficult community. Since with the Bossi-Fini law the renewal of the residence permit takes more than a year and the people become invisible, without rights they cannot do anything, so, we succeeded in creating this unity. (...) First we organized a hunger strike, with the comrades from Bangladesh, Moroccans, Albanians, Tunisians, to ask the government for faster renewal of this permit. This proved we were right in saying that struggle is the only way we have to demand our rights, if we're not organized we won't get anything. (...) We don’t belong to any flag or political party and even if we have not succeeded in obtaining many things what counts is that the immigrants know us and know that the committee is the one that takes to the streets to defend its rights”;
“I am from the Association of Moroccan Women, I'm a member of the Immigrants' Committee. I took part in an occupation, I'm on the coordinating committee, the struggle for housing. (...) This occupation was done together, Italians and immigrants, there are Moroccans, Peruvians, South Americans, there are a lot of us. When we went in there were 300 of us and now there are 120 families, entire families, with children and old people. We have a really difficult situation in Italy because rents are very high and we pay the racism too, because when they know you're a foreigner, a Muslim, a Moroccan, they shut the door and hang up the phone. We fight because the only way is the struggle to defend our rights to a house, a job, and a residence permit. A person who lives without a house has nothing, we are like people going to war (...). We struggle for these things because we came from our countries to escape from war, from hunger, and now here we find another war: the war called Bossi-Fini, racism, high rent, a difficult life”.
For the CGIL the liveliness of the Immigrants’ Committee has particular significance, because the federation finds itself squeezed between the pole of institutional interests and relations and the drives and aspirations of the many immigrant workers who are union members or political activists. In this regard these remarks of an immigrant woman are emblematic:

“I was a member of the CGIL. I am bitter because there are so many immigrants in the unions and they have been the protagonists of magnificent struggles. In Vicenza for example, because there are factories there so the work is different, but there are immigrants there who put pressure on the unions to come out, to resist and struggle, because otherwise the unions don't care at all about the struggle against the Bossi-Fini [law], against casualized labor, or illegal jobs. (...) We had proposed to call a strike of all the immigrants against the high cost of living or for the right to housing, to health care, lots of things that concern not only us but all the Italians. The unions can do this, in fact at the recent demonstrations we invited the three union organizations too, but all we got were refusals or the sabotage of proposing another date because they say they don't have the capacity or the money to bring the people out. (...) I am in agreement with the organized union people but they have to make themselves heard, it's not that we are apart, the struggle ought to be one single struggle, you can be part both of the union and of the immigrant movements but you have to unite when you take to the streets because my rights are also yours and others' too, but they are not interested in political issues.”
The British Report suggests that, with regard to Unison, there is some difference between declared trade union policy and applied trade union practice. A first point concerns the position of black nurses who, as a number of interviewees assert, are underrepresented in the union. One aspect of this issue regards Unison's difficulties in accurately monitoring the ethnic background of its membership and its activists. Furthermore, there is evidence of tension between black workers and new immigrants - a situation that calls for union action.

One particularly delicate question concerns the self-organization of black workers and their relationship with Unison. A number of interviewees have pointed out that the self-organization structures have been important pressure points within the union to ensure it progresses and continues to consider equality issues. At the same time, however, two key issues need to be tackled: the purpose of black self-organization and its relationship with the main structures of the union. This comes down to the issue of a possible ghettoization of black self-organization and the possibility of bringing workers together in a common platform of struggle. This issue and this possibility are due to the complication and progressive inadequacy - and the consequent rethinking - of the “race relations” paradigm that in the UK has traditionally regulated the relations between populations of different origin, and to the new social configuration determined by new international migrations. In fact, the author of the UK Report emphasizes: “There is a suggestion that somehow the logic of something called ‘black’ self-organisation no longer makes sense in a context where labour, race and migration is far more complicated than it was twenty years ago. Thus a number of white male trade unionists noted that the term ‘black’ and the local and regional black groups themselves are not inclusive of Asians or newer migrants like Filipinos who don’t define themselves as ‘black’. Moreover, black self-organisation does not address xenophobia experienced by white minority migrants such as Eastern Europeans” (p. 51). In this regard, the following statement by a white trade union official is significant: “Unless you’re Afro-Caribbean or Black African, you have no role in self-organisation. We appointed a British Sikh woman organiser eight months ago and I sat and listened in a meeting where we were berated by an Afro-Caribbean member for not appointing black or ethnic minority staff. And we sat together around the table as we are now and this person just didn’t, wouldn’t recognise this new officer on the basis of the fact that they weren’t black. And that’s the negative of self-organisation as it has developed within Unison”. All this leads us to another issue, again connected with the race relations paradigm (which institutionalizes differences and definitively naturalizes conditions and status that are in fact historically provisional): namely, the place of black workers in the union (and in British society). Shall they be involved in the union specifically as black members or simply as members, as workers tout court? The question is summed up very well by a union official: “We have a significant number of black or ethnic minority staff who will not participate in self organisation because they see it as being divisive and as putting them into a particular category or ghetto way of thinking. And they are very determined that they join the union in full right”. This situation poses a challenge for the union and for the self-organization of black workers, who are obliged to reconsider their positions. One example comes from the Unison black members conference of 2005 which, as the author of the UK Report tells us, “raised a connected issue about who can rightfully lead Unison’s work on anti racism. In particular, this poses a dilemma which is about whether, given the strength of black self-organisation within the union, black activists should be leading this work or whether it is important for the union as a whole, in accepting its responsibility for tackling racism, to assign mainstream officers, very few of whom are black, to this task. In any case a wider question about challenging racism revisits us - whether the simple fact of blackness provides one with the authentic voice required to speak about racism?” (p. 52). Faced with these issues, which call into question the traditional idea of race and racism, the processes of defining social categories, and the forms of self-organization, the author of the Report suggests that black self-organizing structures “may never outlive their usefulness in a country where race continues to be high on the agenda and racism continues to be reproduced within its key institutions. The simple fact that racism is reproduced in different ways should not prevent black members within the trade union movement from recognising that it is racism nonetheless and black self-organising structures are an important uniting force for all members struggling against racism. Contrary to the views expressed by some white trade unionists, my own observations of the annual Unison black workers’ conference were that Asians did not appear to have any difficulty in identifying themselves as 'black' and in participating in the conference or indeed up and down the country in 'black' members' groups. In fact it was refreshing to see so many ethnic minorities uniting under the common political term 'black' particularly at a time where an emphasis on diversity and the politics of recognition is fracturing a wider movement against racism. Moreover, resolutions were passed at the conference recognising and showing solidarity for the specific difficulties facing migrant workers. Clearly many black activists have gained strength in solidarity with others at national and regional level through such structures” (p. 53-54). In conclusion, regarding resistance and struggle the author notes that the various arms and sections of Unison appear to be doing different things when it comes to tackling racism, and that there is tension between individual and collective action and resistance.
In the AP-HP the trade-union participation of workers of foreign origin varies according to the hospital structures and the services, the composition of the personnel and the demands put forward locally. As we have seen, the CGT does have some experience in promoting - however variably - the demands of workers of foreign origin; at times this position has been criticized for allegedly supporting communalism. The unions have often accused Overseas workers of behavior that is not only communalist but also utilitarian and opportunistic, and of using the unions for their own personal or group interests. But in the situation of “marginalization” and “ethnicization” that has been created the unions themselves must take part of the blame, since among the unionists one often finds prejudices, representations and practices that have directly contributed to the “marginalization” of these workers, whose participation in the unions is thus discouraged or limited to specific issues. There is in fact a trend among union officials to leave it up to Overseas militants to deal with the problems of their compatriots; while, at the same time, militants of foreign origin find it very difficult to move up through the union hierarchy.

The immigrants’ resistance to the discriminatory system existing in the AP-HP appears to be weak. If this is so, it is due also to the fact that the trade unions themselves do not fully recognize the existence of racism, and thus fail to call into question the modalities of recruitment, of the awarding of premiums, of access to training, etc. Immigrant workers are conscious of the fact that they receive unequal treatment, they are aware of the generalized complex of discrimination, but this consciousness has been diluted and fragmented. This is therefore a point on which trade-union action should concentrate. If in the AP-HP the notion of racism is effectively excluded, in the union it is accepted with great reserve and difficulty. The trade unions thus need to change their course, because it is impossible to ask a trade union to coagulate and socialize the fragmented consciousness of individuals as long is it itself denies the evidence of the facts. Initiatives of self-organization by immigrant workers, if not denounced as “communalistic” are considered by the institution and by the union as actions linked to these workers' specific problems, and this contributes to their isolation and disempowerment.

7. Policy recommendations to improve trade union practice
In the countries taken into consideration we have found a heterogeneous situation relative to the structural configuration of the sector, the forms of discrimination to which workers of foreign origin are subject, and trade-union action. Despite the national and sectorial specificities, we nonetheless believe it is possible to draft some common recommendations.

In the preceding pages we have remarked on the presence of significant racial stratification in the health sector. This phenomenon represents a major challenge for the trade unions, since in a sense it concerns the idea of society itself. On this question the unions are called upon to act with greater decision than they have until now, defining specific objectives and individuating suitable instruments, such as:

- opening a breach in that wall of institutional discrimination which keeps workers of foreign origin from access to public-service jobs, in order to begin to break down discrimination based on citizenship;

- limiting the arbitrary power of management relative to recruitment, recognition of professional qualifications, mobility and training, also through a revision of the procedures themselves;

- promotion by the trade-union federations of training, information and struggle initiatives, as part of a systematic antiracist strategy.

The studies have shown the importance of the processes of privatization and outsourcing and their intersection with the recent massive employment of immigrant workers, subjected to very heavy conditions. In particular, the research emphasizes the combination between the weakness of the juridical status of the nonmedical health personnel coming from eastern Europe and the global South and the precariousness of their work status. Confronted with this situation the union's role is crucial: either in more or less passively submitting to the ongoing reorganization of inequalities and social stratification, or in resisting it. Trade unions can accept the dominant practices and discourses or else do what they can - intercepting and integrating the immigrants' demands - to combat the differential exploitation of workers practiced through racial and contractual hierarchization combined.

Although they are indeed critical of the processes of public health privatization, at times the trade unions fail to carry out a complete and careful investigation of the ongoing amputation of social welfare and transformation of work organization based on recourse to immigrant labor. Thus what is needed first of all is a comprehensive vision of the phenomenon, since the current insufficiency limits union action. At a more operative level, then, the trade unions would do well to take some specific measures:

- promote agreements involving the various subjects concerned (local authorities, health-service agencies, colleges, universities, department of labor) that call for measures of control, safeguard and social support, especially as regards contractual and working conditions;

- extend the conditions of permanent-staff workers to the immigrant workers employed by cooperatives or subcontracting firms;

- promote strict vigilance of and in subcontracting, as well as of the international recruitment of nursing personnel.

But none of this can come about unless three limits of current trade-union action are taken into consideration: the place and participation of workers of foreign origin in the union; the union's relationship with the immigrant associations and the communities of foreign origin; the prevalently national range of action of current trade-union initiatives.

With regard to the first aspect, the studies have shown that in trade unions the representation of workers of foreign origin is a problem, both in formal and substantial terms. When they are present in the union they hold marginal positions; when their demands are not given the specific attention they deserve, they are basically treated as the "object" of trade-union action. At the level of union organization, then, greater and more intense integration in the life and structures of the labor movement is imperative. To confront racism and racial discrimination more dynamically and effectively, in the union a broader and greater presence of workers of foreign origin is indispensable, at all levels. It is not only a question of removing any obstacle preventing workers of foreign origin to rise through the ranks of union structures, but also of transforming these structures in keeping with changes in the composition of the workforce. To meet this challenge the union must be transformed. This process represents an important antidote to the factors of division between workers, which in addition to worsening their condition can also paralyze union action. To move in this direction it is necessary that union action in its turn prove itself to be unambiguous with respect to the (all too often unacknowledged) pervasiveness of racism in the workplace, to discrimination based on citizenship, and to bargaining in subcontracting. But, even more, there must be no doubt about the position to be taken on the choice now facing the unions: defense of public health or safeguarding workers of foreign origin. As far as we are concerned there is only one possible answer: both the one and the other.

For the demands and the defense of workers of foreign origin to come out of isolation the issue must not be limited to the trade-union perimeter. This brings us to the second point. The unions can and must link up far more closely with the experiences of immigrant self-organization that have developed in the immigrant communities, outside the union, since the union's role outside the workplace is linked to the combating of racism in society as a whole. Here it is absolutely essential to avoid the creation of separate routes. Promotion of campaigns that unite the principal fronts of mobilization underscore the continuity and community of interests that all workers have in combating the policies of the labor casualization and institutional discrimination of immigration.

Third point. Only if trade-union action transcends its local dimension and national borders can it offer a response that will not be seen as weak, remiss and late. Confronted with such wide-ranging processes (international migrations, health-system restructuring, neoliberal policies), today there is greater need of common and global action than ever before. The current situation calls on the union to make special efforts to deal coherently with the international nature of migration processes, of work reorganization and of the amputation of social welfare. Without such efforts its policies can lead into blind alleys. Confronting the current issues of the world of labor without thoroughly understanding their globalized dimension means falling into painful localist, nationalist and corporatist illusions. Such a perspective, even if accompanied by vigorous demands for rationalization and co-management of the production system, can only lead to an acceptance of precisely those material bases that are today fostering racism and discrimination.

Regarding the Italian context, measures are called for in the following areas:

1) institutional discrimination blocking access to public service jobs. The union has won its first - but isolated - disputes on the issue, but needs to commit itself to the full removal of such discrimination;

2) regional and provincial concertation and negotiation. The union ought to promote the extension of these instruments to immigrant nurses as well, employing appropriate measures of accompaniment, protection and social support to improve their working conditions. This would also make it possible to keep tabs on contractual and working conditions in the cooperatives and subcontracting firms (modalities of hiring, contracts, etc.). Given the lack of outline agreements with health concerns, the instrument of the supplementary company contract with articles for the protection of cooperative workers may also be useful;

3) information and training in the health sector union. The union needs to commit itself to remedying their delegates’ lack of specific information on and knowledge of the employment of immigrant workers in the sector. In particular, unionists need to be informed of the good practices that have been actuated locally, contractual regulations for immigrants in the public sector, and the immigration legislation now in force. There is also a need to provide training for the RSUs on immigration and anti-discrimination regulations;

4) connection within the union. There is need for greater internal connection where immigration issues are concerned, through the creation of ties between union branches and immigration structures and services;

5) participation of immigrant nurses. The union is called upon to build a relationship with immigrant nurses, which at present is almost nonexistent;

6) last, but not less important, is the union's position regarding the employment of immigrant nurses. The union is called upon to take a clearer position, because the current diversity of positions gives rise to ambiguity and uncertainty. The defense of public health should not be a pretext for the failure to defend the interests of immigrant nurses.

As regards the British context, the following policy recommendations have been made:

1) revival of the campaign against racial abuse from the public. The health sector has slipped back into a culture of tolerating and excusing such abuse and workers are seeking greater information about their rights;

2) ethnic monitoring. A more efficient system of monitoring is needed in order to analyze changes in and characteristics of the make up of union membership, in particular of black workers;

3) implementation of the anti-racist strategy and local level collective bargaining on issues of racial inequality. Training and support is required at branch level to ensure that an anti-racist strategy is implemented at local level. It is also necessary to increase the number of black officers within Unison;

4) wider alliances between Unison and anti-racist and community organizations;

5) review of the process for taking up race discrimination cases.
For France the following recommendations can be made:

1) find the instruments to train militants in the analysis of racism, to prepare them on the issue of institutional racism and the discrimination to which it gives rise. This work of preparation ought to see the union in the front line; but the union itself first needs to bring its own position into focus;

2) limit the margin of management arbitrariness in the areas of recruitment, qualification, assignment of tasks, training, career, etc.;

3) verify and modify the procedures of promotion and of examination, because this would make it possible for trade-union organizations to combat institutional racism;

4) include the question of the “specific” demands and rights of Overseas workers within a general, universalistic demand, in order to avoid treating the cases individually, and in order to end these workers’ isolation from the union.
The liberalization of the Bulgarian economy and the attempts to privatize this sector are the principal cause of the problems of the workers employed in the industry of tobacco processing and of the growers that depend on tobacco production. The workers see in the defense against privatization and in the safeguarding of their jobs the only means for the collective improvement of working conditions and for the prevention of a rise of discrimination due to national belonging or origin. This is particularly clear in the case of the growers of Turkish origin: there is a risk, in fact, that their economic segregation - due both to their dependency on the monoculture of tobacco, and on the defense in Parliament of the interests of the small growers against the modernization of the sector - may come to take the form of full-fledged racial segregation.

It is essential - the authors of the report assert - that the process of privatization of Bulgartabac be accompanied by programs for the diversification of agriculture in the Rhodopi and Ludogorie regions and by job creation in the other sectors.
Appendices: Interview schedules

Schedule 1 - Senior Trade Union Respondent 

Attitudes toward race and racism

1. How do you see/would you define racism or racial discrimination?

2. What is your impression of the level of racism and racial discrimination within the labour force, and in society as a whole?

3. In your opinion, how widespread are feelings and behaviours that may be defined as racist among members of your union? How does the union oppose racism and xenophobia amongst its own members?

· Formal opposition to racism

· union rule books

· formal structures with positions for minority workers

· training/education on race-related grievances

· Informal anti-racism

· Encouragement to minority activists

· Affiliation to anti-racism campaigns

· Encouragement or involvement of officers and members

· Examples of union opposition to internal racism/xenophobia

· What more could the union do?

Union policies and actions

4. What is your union doing to assist and to represent the interests of black and ethnic minority/and/or immigrant workers?

· Assistance to individuals, such as:

· regularization of immigration status (where applicable)

· help with non-workplace-related issues, such as lodging, education or health

· help with workplace-related issues, such as individual grievances or 

· defence against racially-motivated attacks

Assistance to groups, such as:

· collective bargaining demands

· promoting and monitoring anti-discrimination policies at the workplace, including recruitment, pay, promotion, health and safety, redundancy

· membership and representation within the union

· opposition to racist or anti-immigrant groups

5. What does the union do about employers who you suspect or have evidence of being racist or practicing racial discrimination, as in not recruiting or promoting black or minority workers, or in making them redundant first or employing them in lower paid work?

· Is there discrimination in the sector?

· How widespread – a few or most employers?

· Who is it directed against?

· Union policy

· Union bargaining:

· Does the union attempt to bargain on specifically anti-racist issues with the employers?

· Are ‘race’ issues included under equal opportunity bargaining?

· Was the union always opposed to racism?

· When and why did the current policy come into effect?

· Examples of actions of racist or xenophobic employers

· Has the union supported legal anti-discrimination actions?

· What more could the union do?

· Documents to be collected…

· Union policy statements and reports

· Union newspaper articles – bulletins

· Evidence of campaigning on the web and elsewhere 

6. How well does the union represent women within this sector, including black and ethnic minority and/or immigrant women?

· At local level how many women union representatives are there, in total and in proportion to male reps?

· How widespread is women’s involvement in the union? 

· Are there specific structures to represent women, such as women’s committees?

· Have there been any changes to the union rules in order to encourage women’s representation or involvement?

7. How well does the union represent black and ethnic minority and/or immigrant workers within this sector?

· At local level, how many black, ethnic minority  and/or immigrant union representatives are there, in total and in proportion to majority ethnic group reps?

· At regional and national level are there black or minority ethnic officers?

· How widespread is black or minority ethnic involvement in the union? How does it compare to that of women members?

· Have there been any changes to the union rules in order to encourage black and ethnic minority and/or immigrant representation or involvement?

Schedule 2 - Local Trade Unionist Interview 

Observations on the workplace and the community 

1. Roughly how many workers of different minority ethnic backgrounds are there in your workplace/firm (or local union)?

· In the workplace/firm (locality) - any/many/proportionate numbers of women, black or minority personnel or union representatives

· Working conditions

· Jobs, pay, status and responsibilities, promotion, training

2. How would you describe the social relations between ethnic minority workers and other workers, their supervisors and managers?

· Social relations

· Friendship groups - inside / outside work

· Segregation of ethnic/racial groups

· Conflicts between ethnic groups/with whites

· Attitudes

· Managers, foremen

· Fellow workers in same occupation

· Other fellow workers

· Examples of fairness / unfairness

3. Speaking frankly, do you feel there are real problems related to race and/or ethnic issues inside your workplace?

· Examples of specific problems inside work

· Discrimination in:

· Work-skill mix

· Qualifications

· Language 

· Training

· Overtime / holiday 

· Promotion

· Racial harassment and/or attacks

Dealing with these issues

· Successful and successful 

· Initiator of grievance

· Different role and reactions of different groups

Definitions of problems

· Racism/discrimination 

· Hatred/distrust

4. Speaking frankly, do you feel there are real problems related to race and/or ethnic issues in the community around the workplace?

· Examples of problems outside work:

· Immigration / residence status

· Family re-unification

· Housing

· Childcare

· Healthcare

Dealing with these issues

· Successful and successful 

· Initiator of grievance

· Different role and reactions of different groups

Definitions of problems

· Racism/discrimination 

· Hatred/distrust

Local union attitudes

5  Speaking frankly, do you feel there are real problems related to race and/or ethnic issues inside the union?

· Attitudes of union members

· Attitudes of union representatives and/or delegates

· Lack of union representation among black and ethnic minority and/or immigrant members

· Examples of actions or failures to act on race-related matters by union

Dealing with these issues

· Successful and successful 

· Initiator of grievance

· Different role and reactions of different groups

Definitions of problems

· Racism/discrimination 

· Hatred/distrust 

6. What does the union do in practice to represent the interests of black and ethnic minority and/or immigrant workers?

· Representation of black and ethnic minority and/or immigrant workers

· How many local representatives or delegates are from ethnic minority or immigrant groups?

· How many of these are women?

· Are there any informal or formal measures to encourage black and ethnic minority workers to take part in the union (education programmes, information campaigns aimed at these groups, mentoring, etc.)?

· Are there any self-organised or other representative groups within the union?

· National union policies

· Equality or anti-discrimination policies

· Internal union changes, such as new structures or rule changes 

· Collective bargaining strategies

· Changes in policy

· Approval or disapproval of change

· Local union policies

· Examples of local union attitudes to internal racism/xenophobia

· Collective bargaining demands

· Affiliation to anti-racism campaigns

· Changes in policy or practice at local level

· Legal measures

· Pursuance of grievances, protests against discrimination and harassment

· What more should the union do?

Documents to be collected…

Local union policy statements, bulletins, reports

Meeting minutes/reports covering discrimination issues in last two years.

Schedule 3 - Minority worker Interview 

Work and non-work experience

1. Do you have a rough idea of the proportions or numbers of workers from different minority ethnic backgrounds in your workplace/firm?

· Any/many/proportionate numbers of black or minorities among

· Whole workforce – manual workers, technical, white collar

· Supervisors/foremen and junior management

· Middle and Senior management 

· Personnel or union representatives

· Working conditions

· Jobs, pay, status and responsibilities, promotion, training

2. How would you describe the relations between ethnic minority workers and other workers, their supervisors and managers?

· Social relations

· Friendship groups - inside / outside work

· |Segregation of ethnic/racial groups

· Conflicts between ethnic groups/with whites

· Attitudes

· Managers, foremen

· Fellow workers in same occupation

· Other fellow workers

· Examples of fairness / unfairness

3. Speaking frankly, do you feel there are real problems related to race and/or ethnic issues inside your workplace?

Examples of specific problems inside work

Discrimination in:

· Work-skill mix

· Qualifications

· Language 

· Training

· Overtime / holiday 

· Promotion

· Racial harassment and/or attacks

Dealing with these issues

· Successful and successful 

· Initiator of grievance

· Different role and reactions of different groups

Definitions of problems

· Racism/discrimination 

· Hatred/distrust

4. Speaking frankly, do you feel there are real problems related to race and/or ethnic issues outside your workplace, in the community?

Examples of problems outside work:

· Immigration / residence status

· Family re-unification

· Housing

· Childcare

· Healthcare

Dealing with these issues

· Successful and successful 

· Initiator of grievance

· Different role and reactions of different groups

Definitions of problems

· Racism/discrimination 

· Hatred/distrust

5 Speaking frankly, do you feel there are real problems related to race and/or ethnic issues inside the union?

6. What is your own involvement in the union?

· Membership or support

· Attending meetings

· Involvement in strikes or campaigns

· Involvement in black or ethnic minority and/or immigrant workers’ issues within union

7. In your opinion, how can discrimination best be challenged?

Community organisation strategies

· Self-organisation 

· Alliances

· Leadership qualities

· Anti-racist campaigns 

Political party strategies

Trade union strategies

· Greater black and ethnic minority participation/involvement

· Self-organisation 

· Improved policies and actions at local or national level

Legal strategies

· Discrimination - Protective regulations - Nationality and Asylum 

Schedule 4 - Community organisation Interview 

Community and workplace experience and observation

1. Could you briefly describe the origins of your community organisation and its principal activities?

· Founding of organisation 

· by whom, when, why

· Support from whom…

· Role in anti-racist actions and campaigns

· Cooperation of community and anti-racist organisations in campaigns relating to the workplace

· Promotion of the goals of anti-racist and community organisations in collective bargaining and other local union initiatives

Relations between the community organisation and the union

2. How would you describe the informal relations between the individual workers and union activists at the workplace we are studying and your community and other anti-racist organizations?

· Membership and informal links

· Of individual workers and union officers in local community and anti-racist organisations

· Involvement in anti-racist actions and campaigns

· Participation of individual workers and union activists in local anti-racist campaigns

3. How would you describe the formal relations between the trade union as an organization and your community organization? 

· Formal affiliation 

· Of the union at branch, trades council, regional and/or national level in anti-racist and community organisations

· Role in anti-racist actions and campaigns

· Promotion of membership in anti-racist and community organisations

· Publicity around the campaigns and goals of anti-racist and community organizations

· Financial support or subsidies to external anti-racist organizations

· Other forms of support, such as cooperation in research and lobbying

Opinions of the situation of black and ethnic minority and/or immigrant workers in the industry or sector

Speaking frankly, do you feel there are real problems relating to race and ethnicity issues in the workplace or in the community we are studying?

Examples of problems inside work

· Hiring

· Promotion and training

· Relations between BME and other workers

· Relations of BME workers with supervisors and managers

· Racial harassment and attacks

· Examples of problems outside work

· Immigration / residence status

· Family re-unification

· Housing

· Childcare

· Policing

· Definitions of problems

· Racism/discrimination 

· Hatred/distrust 

· Lack of information/understanding

5. How in your view can discrimination best be challenged?

Community organisation strategies

· Self-organisation 

· Alliances

· Leadership qualities

· Anti-racist campaigns 

Political party strategies

Trade union strategies

· Greater participation/involvement in anti-racist organisations and campaigns

· Role of trade union in local community

· Self-organisation within the union

Legal strategies

· Discrimination 

· Protective regulations

· Nationality and Asylum 

Schedule 5 - Anti-racist organisation Interview 

History and main activities of the anti-racist organisation

1. Could you briefly describe the origins of your organisation and its principal activities?

· Founding of organisation 

· by whom, when, why

· Support from whom…

· Role in anti-racist actions and campaigns

· Cooperation of anti-racist organisations in campaigns relating to unions, the labour market or society

· Promotion of the goals of anti-racist and community organisations in collective bargaining and other national or local union initiatives

Relations between the anti-racist organisation and the union

2. How would you describe the formal relations between the trade union as an organization and your own and other anti-racist organizations? 

· Formal affiliation 

· Of the union at branch, trades council, regional and/or national level in anti-racist and community organisations

· Role in anti-racist actions and campaigns

· Promotion of membership in anti-racist and community organisations

· Publicity around the campaigns and goals of anti-racist and community organizations

· Financial support or subsidies to external anti-racist organizations

· Role in lobbying or government or political parties

· Other forms of support, such as cooperation in research and education

· Fellow workers

· Examples of fairness / unfairness

3. How would you describe the informal relations between the unions representing workers in the industry we are studying and your own and other anti-racist organizations?

· Membership and informal links

· Of individual workers and union officers in local community and anti-racist organisations

· Contacts with national or regional officials

· Involvement in anti-racist actions and campaigns

· Participation of union activists and officials in local or national anti-racist campaigns

· Informal or formal networking or coordination of campaigns

Opinions of the situation of black and ethnic minority and/or immigrant workers in the industry or sector

4. Speaking frankly, do you feel there are real problems relating to race and ethnicity issues in the industry or firm we are studying?

Examples of problems inside work

· Hiring

· Promotion and training

· Relations between BME and other workers

· Relations of BME workers with supervisors and managers

· Racial harassment or attacks

· Examples of problems outside work

· Immigration / residence status

· Family re-unification

· Housing

· Childcare

· Policing

· Definitions of problems

· Racism/discrimination 

· Hatred/distrust 

· Lack of information/understanding

5. How in your view can discrimination best be challenged?

Community organisation strategies

· Self-organisation 

· Alliances

· Leadership qualities

Anti-racist campaigns 

Political party strategies

Trade union strategies

· Greater participation/involvement in anti-racist organisations and campaigns

· Role of trade union in local community

· Self-organisation within the union

Legal strategies

· Discrimination 

· Protective regulations

· Nationality and Asylum 

� See the First RITU Research Report, S. Jefferys (2004) Racism and Trade Unions in the EU: National Perspectives on a Common Challenge’, London: Working Lives Research Institute. Available on the RITU website, workingagainstracism.org.


� The wave of dismissals in the early 1990s concerned all the workers, without regard for gender or national origin: «When there were dismissals they closed whole workshops, the ethnic origin was not of importance» (Bulgarian Tobacco Sector Report, p. 9); «Still another woman said that in 1990 she was dismissed but not selectively - the whole work team was dismissed as they closed the production and she was the only Turkish woman there» (Bulgarian Report, p. 8).


� In the course of a few years the number of household producers dropped from 230,000 to 55,000.


� Specifically, the small growers of the Rhodopi and Ludogorie regions depend almost exclusively on tobacco production (also because of the unfavorable conditions of the soil and the climate). Most of them are ethnic Turks.


� The first attempt at privatization was made in 2000, but the foreign companies concerned (Philip Morris, British-American Tobacco, Gallaher, Altadis, Japan Tobacco and Credit Suisse - First Boston) submitted no offers. Later, there was another attempt in 2002 and one in 2005: the latter failed when the Movement for Rights and Freedoms, which represents the ethnic Turks in Parliament, denounced it as an attempt to sell off Bulgartabac at any cost.


� For example, in 1998, the Bulgarian-German company Jebel Basma failed to pay growers for tobacco they had delivered. Thanks to the mediation of the Independent Trade Union of Tobacco Workers an agreement was reached, stipulating that the Bulgarian state would pay the growers.


� For example, when the trade unions help workers find housing they take into consideration the workers' actual need, their family situation, rather than their national origin.


� See p. 16.


� As imported phenomena: skinheads, for example.


� «There is a prevailing opinion that when speaking about managerial positions in the company one cannot talk of Bulgarians or Turks - this is a matter of professional skills», Bulgarian Report, p. 15.


� See p. 9.


� See p. 12.


� See p. 12.


� See p. 17.


� «Poverty and unemployment are at the root of discrimination», see p. 17.





PAGE  
35

