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IOM is committed to the principle that humane and 
oderly migration benefits migrants and society. As an 
intergovernmental organization, IOM acts with its partners 
in the international community to: assist in meeting the 
operational challenges of migration; advance understanding 
of migration issues; encourage social and economic 
development through migration; and uphold the human 
dignity and well-being of migrants.
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PARTNERS
Governments
United Nations
Non-governmental organizations
European Commission
Universities
Private sector

IN  TOTAL
96.4
MIL USD EXPENDITURE

13.6
MIL USD

EXPENDITURE
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25.1
MIL USD

EXPENDITURE

MAIN DONORS
USA
United Nations
Colombia
Australia
Sweden
Global Fund to Fight 
AIDS, Tuberculosis 
and Malaria

33.3
MIL USD

EXPENDITURE

12.8
MIL USD

EXPENDITURE

8.9
MIL USD

EXPENDITURE

2.7
MIL USD

EXPENDITURE

171 PROJECTS ACTIVE IN 2013

30  migration health assessments and travel health assistance

55  migration health assistance for crisis-affected populations

86  health promotion and assistance for migrants
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Migration has been and always will be a fact of life; we 
have to ensure that it is also a safe process that does 
not negatively impact the health of migrants and host 
communities. Population mobility influences, guides 
and supports economic and social development, 
social stability, and the greater integration of global 
processes in countries of origin, transit, destination 
and return. The healthier migrants are, the more 
efficient and balanced the future of our integrated and 
globalized world will be. 

Whereas migrant health is getting increasing global 
attention, the key challenge in the past year has 
been to raise this topic in relevant platforms to find 
it a place in the post-2015 development framework. 
We believe that this is needed for three key reasons 
– firstly, migrants have a right to health; secondly, 
including migrants in the health system can improve 
public health outcomes; and thirdly, healthy migrants 
can contribute to positive development outcomes. 
IOM will continue to work closely with its Member 
States, migrant beneficiaries, the United Nations, civil 
society and other stakeholders to ensure multisectoral 
collaboration for promoting the health of migrants.

With this report, the Migration Health Division (MHD) 
is pleased to present a review of selected IOM health 
projects and activities in 2013. This was a busy year 
again for the MHD, as evidenced by this report. 
Total expenditure of the MHD in 2013 amounted to  
USD 96.4 million, with projects across our three main 
areas, namely, migration health assessments, health 
promotion and health assistance in crises. Sincere 
gratitude and admiration go to all staff, colleagues, 
partners and Member States who promote migration 
health – a rapidly growing area of IOM work.

This annual report includes an editorial on why and 
how the health of migrants should be included in the 
post-2015 tuberculosis (TB) strategy. It is encouraging 
to note that the World Health Assembly Resolution 
on the new TB strategy emphasizes the importance 
of working on cross-border issues and promotes 
collaboration between high- and low-TB incidence 
countries. In the coming years, IOM and its partners 
will have to work together to ensure operationalization 
of proposed TB strategies for migrant communities. 

Davide Mosca
Director, Migration Health Division
Department of Migration Management
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The post-2015 global tuberculosis strategy:
Placing the health of migrants on the agenda

income countries. The number of deaths due 
to tuberculosis has decreased by 45 per cent 
since 1990. 

•	 One third of the world population has latent 
tuberculosis, which means that they have the 
infection but not the disease. However, latent 
tuberculosis infection can develop into active 
disease, which is why there is a reason to 
treat latent tuberculosis to prevent tuberculosis 
disease.

•	 Persons who are co-infected with HIV and 
tuberculosis have 30 times higher risk of 
developing active tuberculosis.

•	 The number of persons diagnosed with 
multidrug-resistant tuberculosis has tripled 
between 2009 and 2013, mainly due to 
inappropriate treatment of the disease.

Migration as a risk factor  
for tuberculosis

Migrants are more vulnerable to tuberculosis infection 
due to higher exposure to certain social determinants 
throughout the migration process. The risk of 
tuberculosis-related morbidity and mortality is usually 
constituted by social determinants such as poor 
nutrition status, poor living and working conditions, 
low education and awareness, and low access to health 
care. These social determinants not only increase the 
risk of tuberculosis infection, but are also associated 
with delays in diagnosis. Given its social aspects, 
tuberculosis is not merely an infectious disease but a 
social condition which disproportionately affects the 
poorest populations globally.  

Tuberculosis continues to be a significant public 
health issue, even though several measures have 
been undertaken by the global community to halt 
the infectious disease and achieve the prevalence, 
incidence and mortality targets set out in the 
Millennium Development Goals (MDGs). In 2013, 
tuberculosis accounted for 9 million infections and 
1.5 million deaths worldwide. Approximately 3.3 
million of the 9 million cases remain undetected 
or unnotified, and therefore, untreated. As we are 
heading for the year 2015 and the expiration of the 
MDGs, new strategies and targets have been set 
out to end the global tuberculosis epidemic. Due 
to the risk of tuberculosis that migrants are facing 
throughout the entire migration process, it is very 
timely that Member States adopted a resolution with 
the new Global Strategy and Targets for TB Prevention, 
Care and Control After 2015 (WHA 67.1) at the sixty-
seventh World Health Assembly (WHA) in May 2014.  

    Quick facts about tuberculosis

•	 Tuberculosis usually affects the lungs and 
is caused by the bacterium Mycobacterium 
tuberculosis. The infection spreads from person 
to person through the air. It is possible to both 
prevent and treat tuberculosis.

•	 Approximately one third of the 9 million people 
(the “missing cases”) who are infected with 
tuberculosis each year remains undetected 
and do not receive treatment from established 
health systems. 

•	 Tuberculosis causes approximately 1.5 million 
deaths worldwide each year, which makes the 
disease the second largest cause of death by a 
single infectious agent after HIV/AIDS. 

•	 An estimated 95 per cent of deaths due 
to tuberculosis occur in low- and middle-
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“TB is not simply an infectious disease – it is 
also a disease of poverty, social vulnerability 

and marginalization. Every effort should 
be made to ensure provision of equitable 

TB services for migrants that respect 
their rights, while upholding national and 

international health legislation.” 

– IOM Director General William Lacy Swing,  
World TB Day 2014

In addition, migration takes place across or within 
borders between areas with different health profiles, 
affecting the burden of disease, access to health care 
and the health-seeking chain. The top countries of 
origin of international migrants include several high-
tuberculosis burden countries, such as Afghanistan, 
Bangladesh, China, India, Indonesia, Pakistan, the 
Philippines and the Russian Federation. This increases 
the need to include migrants in global tuberculosis 
control. The absence of targeted tuberculosis 
prevention and control strategies for migrants 
can pose challenges to reaching or maintaining 
tuberculosis elimination targets in several countries of 
origin, transit and destination for migrants. 

The migration process  
and tuberculosis 

The modern migration process can be seen as a 
continuum with several phases – origin, transit, 
destination and, in some cases, a return phase. 
Migrants are exposed to risk factors for tuberculosis 
during each of these phases.

At origin. The individual’s health status, availability 
of and access to quality health systems, overall 
socioeconomic conditions, and occurrence of any 
disease epidemics and emergencies – including 
famines and political conflicts – make up migrants’ 
health and tuberculosis risks at origin. Variations 
in migrant screening criteria and detection and 
treatment protocols in the pre-departure phase, 
links with post-arrival health care, and management 
of latent tuberculosis infections also influence 
tuberculosis-related morbidity and the potential 
public health impact on health systems during transit 
and at destination. Discriminatory practices, such as 
denial of work permits due to a positive tuberculosis 
history, are also a concern in the case of mandatory 
pre-departure medical examinations and a factor 

that potentially undermines proper compliance with 
tuberculosis treatment.

During transit. The migratory journey affects the 
tuberculosis risk of migrants, especially when travel 
occurs under precarious conditions. Irregular migrants 
may face violence and be held in detention centres with 
poor nutrition and ventilation, often in close proximity 
with others, who may have pre-existing infections. 
Migrants and asylum-seekers who suffer physical and 
physiological abuse may become averse to seeking 
health care from public services or private health-care 
providers due to mistrust. Modern migration patterns 
characterized by frequent, repeated travels between a 
migrant’s country of origin and country of destination 
also increase the likelihood of infection, transmission 
and interrupted treatment. 

At destination. Migrants’ integration into the host 
country’s health system (determined by accessibility, 
availability, affordability and acceptability), their living 
and working conditions, and socioeconomic status 
all influence the risk of contracting and effectively 
treating tuberculosis. Difficulties in access to housing, 
jobs, health care and other social services expose 
migrants to tuberculosis risk factors. Migrants’ wages 
are usually lower than their local counterparts, which 
makes household health-care spending an unusually 
high burden. In addition, migrants’ own health-
seeking behaviour and cultural practices may affect 
their expectations and use of tuberculosis services. 
Discriminatory practices, such as deportation after 
positive tuberculosis diagnosis, is another concern for 
migrants while in the country of destination.
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Upon return. Migrants who lived in poor housing, 
received low wages and had limited access to health 
care are likely to return home less healthy than 
when they left. When migrants return to their places 
of origin with untreated tuberculosis, multidrug-
resistant tuberculosis (MDR-TB) or complications 
thereof, the availability of standardized treatment 
and access to reliable health-care services become 
important factors in their health outcomes and have 
profound public health implications for their families 
and communities. This can place financial burden on 
households if they do not have adequate health and 
social protection upon return or strain health-care 
systems in their places of origin.

Addressing tuberculosis and migration: Key actions 
to 2015 and beyond
The new post-2015 global tuberculosis strategy, 
approved by the sixty-seventh World Health 
Assembly, highlights the needs of migrants, as 
well as the importance for cross-border and global 
collaboration in order to end the global tuberculosis 
epidemic. The main goal of the strategy is to end the 
global tuberculosis epidemic, with certain targets, 
such as reducing the number of deaths due to 
tuberculosis by 95 per cent and reducing the number 
of new tuberculosis cases by 90 per cent (less than 
10 tuberculosis cases per 100,000 population) by the 
year 2035. The strategy recognizes that migration, 
both within and between countries, means challenges 
to achieving post-2015 tuberculosis targets and that 
cross-border as well as global collaboration is needed 
to address these challenges. The strategy consists 
of three pillars, which can be adapted to address 
tuberculosis prevention and treatment among 
migrants. Such adaptation should ensure synergies 
with the IOM–WHO global operational framework 
on migrant health, which consists of these four 
main action areas: monitoring, migrant-sensitive 
health systems, policy and legal frameworks, and 
multisectoral partnerships. Key priorities in the area 
of tuberculosis and migration along these four action 
areas are summarized here.

Measurement and analysis of 
tuberculosis burden among migrants 

Whereas many countries have well-defined estimates 
for their general populations, national tuberculosis 
programmes, public health agencies, and donors in 
high- and low-burden countries are faced with a lack 
of evidence on tuberculosis burden and intervention 

effectiveness on migrants. Tuberculosis prevalence 
surveys and other surveillance mechanisms should 
include migrant populations, as well as migration-
related variables (such as country of birth or last 
residence, length of stay and travel history) in routine 
health data monitoring and analysis. Appropriate 
data protection and confidentiality principles should 
be respected in case of undocumented migrants 
and trafficked or detained persons. Health-care 
systems that cater to migrants either before arrival 
or at destination, and even in settings such as refugee 
camps and detention centres, should report findings 
to national tuberculosis notification systems. There is 
a need for better documentation of cost-effectiveness 
and the relative merits of various tools and policies 
in place for migrant screening programmes, to draw 
lessons from individual countries and inform coherent 
strategies in tuberculosis screening policies and 
practices. Evidence on the economic impact of not 
addressing tuberculosis among migrants, as well as 
a review of tuberculosis funding practices for hard-
to-reach migrants to inform future migration health 
policies, are also needed.

Robust migrant-sensitive health 
systems for an effective tuberculosis 

response
National health policies should support a rights-
based health systems approach, sensitizing medical 
and administrative personnel to health profiles of 
migrants and building cultural competency reflective 
of migrants’ needs. Tuberculosis diagnostics, 
treatment and care for migrants should be integrated 
within national tuberculosis programmes with 
dedicated resources, including MDR-TB and TB–HIV 
management and migrants’ access to innovative 
tuberculosis technologies and services. Binational or 
regional policies are needed to establish cross-border 
referral systems with contact tracing and information-
sharing to ensure continuity of care for migrants and 
enhance harmonization of treatment protocols across 
borders. Other factors that influence tuberculosis 
outcomes – for example, overcrowded living and 
working conditions for miners – should be addressed. 
The health sector should work closely with non-health 
sectors like employers and border authorities, whose 
policies and systems impact tuberculosis-related 
outcomes among migrants. Migrant communities 
should be empowered through social mobilization 
and health communication policies for a participatory 
approach to tuberculosis prevention and control.
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Intersectoral policy and legal 

frameworks: Health-in-all-policies 
approach

For the achievement of global tuberculosis goals, 
it is critical to ensure policy coherence and shared 
solutions between health and non-health sectors, 
such as immigration and labour, and to implement the 
World Health Assembly (WHA) Resolution 61.17 on the 
health of migrants (WHA Resolution 61.17). Any policy 
or legal framework should be supported by timely and 
sufficient funding. Tuberculosis policies should address 
health promotion for migrants – avoiding stigma, 
discrimination and restrictions to travel for people with 
no infectious tuberculosis and deportation for those 
affected by the disease. National legislation should be 
adopted to improve migrants’ access to tuberculosis 
services, regardless of legal migration status, and 
implement social protection measures as part of a 
multisectoral approach to tuberculosis control. Health 
insurance schemes designed to cover migrants such 
as immigrants, workers and students, as well as their 
families, should consider portability of coverage for 
tuberculosis treatment and follow-up. During crises, 
especially in prolonged conflict and disaster settings, 
pre-existing national tuberculosis programmes 
should be strengthened, and tuberculosis detection 
and treatment for displaced persons included in the 
emergency health response. Finally, upstream-level 
interventions, such as poverty reduction strategies, 
social protection and public campaigns against 
discrimination, are needed as part of a multisectoral 
approach to reduce tuberculosis burden among 
migrants.

Networks and multisectoral 
partnerships with common goals

Meaningful reductions in the risk of tuberculosis for 
migrants and their surrounding communities need 
effective multisectoral partnerships between multiple 
public and private sector agencies, within and 
across countries. Policies should foster partnerships 
between various government sectors, the private 
sector (health-care providers, pharmaceutical 
companies, insurance agencies and employers), civil 
society (including migrant groups), humanitarian and 
development agencies, and the international donor 
community. Political commitment is needed among 
migrant-receiving countries for sustained investments 
in targeted tuberculosis programmes in countries 
of origin and transit, especially in high-tuberculosis 

incidence countries. Health policies for management 
of infectious diseases like tuberculosis should be 
considered in bilateral and regional agreements on 
migration (for example, labour migration and border 
management), with appropriate accountability 
mechanisms. 
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Emerging concerns: Examples from the Field

Forced displacement 
The severe earthquake Haiti suffered in 2010 led 
to the displacement of nearly 1.5 million people. 
Forced displacement after a natural disaster, such 
as an earthquake, or conflict increases the threat of 
infectious diseases such as tuberculosis. This is due 
to factors such as overcrowding in camps or other 
temporary shelters, malnutrition and disruption of 
health services, resulting in the interruption of ongoing 
tuberculosis treatment, which may lead to worse 
morbidity and, in some instances, the emergence of 
drug resistance. During natural disasters and conflicts, 
the emergency health response is often limited to 
acute diseases such as cholera and measles outbreaks, 
with not much attention given to chronic diseases such 
as tuberculosis, until national health systems begin to 
recover and can cope with the increased demands on 
often badly affected health systems following a crisis. 
There is however an ethical dilemma in postponing 
tuberculosis programmes during a crisis due to the 
possible severe outcomes of the disease. 

In Haiti, the public health factors were always 
influenced by political instability, poor economy, 
informal settlements and lack of medical staff, making 
Haitians more vulnerable to disease, especially 
during emergencies. In the response to the natural 
disaster in Haiti, IOM, in collaboration with local 
and national health authorities, began activities to 
improve the detection and treatment of tuberculosis 
and its co-infection with HIV in about 50 settlements 
for internally displaced people. The main initiatives 
were training of health agents in identifying persons 
with symptoms of tuberculosis and referring them to 
the Haitian Group for the Study of Kaposi’s Sarcoma 
and Opportunistic Infections, a national tuberculosis 
centre, and providing the appropriate medical 
examination; holding education sessions about the 
signs and symptoms of tuberculosis, to increase the 
awareness of the disease; and increasing the access 
to treatment and continuity of care for individuals 
with tuberculosis. From 2011 to date, IOM has been 
working on the integration of tuberculosis activities as 
part of the multisectoral approach of the return and 

More than a million Haitians were living in camps following the January 2010 earthquake in Haiti. © IOM
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relocation programme. The goal of this project is to 
provide all vulnerable persons targeted for assistance 
with social and health services before, during and 
after their return to the community. 

Migrant workers in the  
mining industry 

The prevalence of tuberculosis in South Africa’s 
mining industry has been a major concern for a long 
time; the approximately 500,000 mineworkers in the 
country have the highest incidence of tuberculosis 
in the world (2,500 to 3,000 cases per 100,000 
population). A vast amount of the mineworkers 
migrate from rural areas in South Africa and from 
Lesotho, Mozambique and Swaziland, putting them 
at high risk for tuberculosis due to poorly ventilated 
and overcrowded living and working conditions and 
occupational hazards like silicosis. The average annual 
cost of the tuberculosis epidemic in the South African 
mining sector alone is estimated to be more than 
USD 880 million, whereas the implementation of 
targeted active tuberculosis detection, treatment and 
occupational health measures would potentially cost 
about USD 570 million – a third less. The underlying 
social and structural determinants of the largely 
disproportionate tuberculosis burden in the mining 
industry lies outside the traditional health sector, 
and it can only be addressed through sustained and 
multisectoral collaboration between ministries of 
labour, mining and health, as well as the private 
industry. IOM is part of a multisectoral partnership 
in Southern Africa with ministries of health and 
mineral resources, development partners, multilateral 
agencies, academia and industries, to address the 
tuberculosis concern in the mining sector. In 2012, the 
multisectoral collaboration led to the signing of the 
Declaration on Tuberculosis in the Mining Sector by 
the Southern African Development Community. The 
Declaration provides mandate for action and places 
tuberculosis in the mining sector on the agenda in 
the region. IOM is currently implementing a project in 
Southern Africa to address the health vulnerabilities 
of migrant mineworkers and their families. The 
project will generate new research-based evidence 
and contribute to improved and increased strategic 
information on health, HIV and tuberculosis within the 
mining sector. Additionally, through pilot interventions, 
the project will improve migrant mineworkers’ access 
to health services. 

Emerging concern:  
Multidrug-resistant tuberculosis

Kenya is one of the world’s 22 high-tuberculosis 
burden countries, and the Kenyan National TB Strategy 
specifically highlights the need for strengthening 
programming to reach vulnerable populations. MDR-
TB is becoming an increasing concern in Kenya, 
especially in the refugee camp in Dadaab. A majority 
of the approximately 500,000 people residing in the 
Dadaab camp are refugees from Somalia, a country 
with a high burden of MDR-TB. Multidrug-resistant 
TB is frequently caused by inadequate treatment or 
improper use of medication, such as wrong dosage 
or interruption of treatment schedules, leading to 
increased morbidity and mortality and high costs 
of future treatment. Refugees can be particularly 
vulnerable to development of or infection with 
multidrug-resistant because of overcrowded living 
conditions, delayed diagnosis due to financial 
constraints, poor health literacy and health-seeking 
behaviours, poor treatment adherence, and high 
default rates. MDR-TB management among migrants 
is also challenging due to their limited access to 
drugs and weak health systems that lack isolation 
facilities and quality laboratory services. Without 
timely diagnosis, treatment, contact tracing and cross-
border continuity of care for migrants, hard-to-reach 
mobile populations and surrounding communities, 
MDR-TB control continues to remain a challenge in 
locations like Dadaab. In an effort to reduce the MDR-
TB burden and bring timely diagnosis and treatment 
to vulnerable refugees, IOM, in cooperation with the 
Kenyan National TB Programme and the Office of the 
United Nations High Commissioner for Refugees, took 
over the clinical management of the MDR-TB centre in 
Dadaab in 2013. The centre provides daily treatment 
to patients, conducts follow-up testing, and manages 
emerging medical conditions with appropriate 
referrals and consultations, if needed. The patients at 
the centre are not necessarily refugees from Somalia, 
but also include Somali nationals who have crossed 
the border specifically to receive MDR-TB treatment, 
as there is lack of capacity to treat MDR-TB in Somalia. 
These multi-stakeholder efforts in Dadaab have 
shown that there is a need to create mechanisms for 
cross-border tuberculosis management and referral 
to address the need of the MDR-TB patients in such 
challenging and resource-constrained settings.
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Migration health assessments  
and travel health assistance 

The Migration Health Assessments and 
Travel Health Assistance Unit (also 
referred to as the “Health Assessment 
Programme Unit”) contributes to global 
migration health priorities through the 
provision of comprehensive health services 
for migrants, as well as through research 
and information on the determinants of 
the health of migrants. The Unit advocates 
policy revisions, provides technical 
expertise to strengthen the capacity of 
local health systems, and promotes and 
strengthens inter-country dialogue and 
coordination.

 

What are IOM migration health 
assessments and why are  

they important?
Migration health assessments (MHAs) are among 
the most well-established migration management 
services offered by IOM. At the request of receiving 
country governments, IOM provides an evaluation 
of the physical and mental health status of migrants 
for the purpose of assisting them with resettlement, 
international employment, enrolment in specific 
migrant assistance programmes, or the obtainment of 
temporary or permanent visas. Reflecting differences 
in immigration and public policies and practices, 
there is likewise a diverse range of health assessment 
requirements among countries. These requirements 
may be specific to certain diseases of public health 
concern, such as screening for tuberculosis, as in the 
case of the United Kingdom Tuberculosis Detection 

Programme. Requirements may also be more general 
in nature, as is the case with other resettlement and 
immigration programmes. Despite differences in 
health assessment requirements among countries, 
one thing is constant: the need to ensure that the 
migration process does not endanger the health of 
migrants or host populations.

IOM MHAs aim to protect the health of migrants 
and communities throughout the different phases 
of the migration continuum, from pre-departure to 
the travel phase, and, finally, arrival at the country of 
destination. Over the years, MHAs have evolved and 
increased in scope, adopting a more public health-
oriented approach where public health and medical 
interventions prior to departure aim to contribute 
to migrants’ successful community integration at the 
destination.

MHAs provide an opportunity to promote the health 
of migrants through the initiation of preventive 
and curative interventions for conditions that, if 
left untreated, could have a negative impact on 
migrants’ health and/or the public health of their host 
communities. MHAs have many benefits, including 
the early detection and treatment of conditions of 
individual and public health concern, safer travel 
and the prevention of negative health events during 
travel or on arrival at host communities. Additionally, 
they serve to protect the health of both migrants and 
host communities and reduce the expected demand 
for domestic health and/or social services. MHAs 
also serve to allow refugee resettlement agencies 
to adequately prepare for the arrival of refugees by 
providing them with important medical information. 
Migration health assessments are coherent with the 
IOM goal of “healthy migrants in healthy communities” 
and, as such, positively impact on migrants’ capacity 
to integrate fully in receiving societies.

Travel health assistance is a health assessment-related 
service that addresses individual health and safety 
and manages conditions of public health concern as 
individuals move across geographical, health system 
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and epidemiological boundaries. Within health 
assessment programmes (HAPs), pre-embarkation 
checks (PECs) and pre-departure medical screenings 
(PDMSs) are performed in order to assess migrants’ 
fitness to travel and provide medical clearance. These 
measures also ensure that migrants are referred to 
appropriate medical services once they arrive at their 
destination countries. Migrants who need medical 
assistance and care during travel are escorted by 
health professionals to avoid complications during 
transit. Pre-departure treatment, vaccinations and 
other public health interventions are also tailored 
to meet the needs of migrants and immigration 
authorities.

The IOM approach to migration 
health assessments

IOM HAPs are accountable to partner Member States 
for adapting MHA requirements according to the 
changing migratory patterns and the epidemiological 
profiles of migrants, host communities and 
communities of origin. In light of this, IOM utilizes 
risk- and evidence-based approach to advise on 
MHA requirements. Being risk-based, the approach 
incorporates fundamental public health and human 
rights principles that aim to uphold the well-being of 
migrants.

The primary stakeholders of IOM HAP are the 
migrants it serves, beneficiary Member States and 
the international health community. The Organization 
is accountable to its stakeholders for delivering MHA 
services that are technically sound and accurate; 
delivered in a timely and efficient manner; beneficial, 
accessible and equitable for migrants; and which 
uphold national and international health legislation. 
Specifically, IOM is accountable for delivering MHA 
services which respect fundamental global health 
principles and strategies and the dignity and self-
determination of migrants, and are administered by 
technically competent and qualified personnel who 
adhere to established ethical standards.

Young refugee patient in IOM Thailand. © IOM

Profile	of	IOM	health	assessment	
programme	beneficiaries,	2013

In 2013, IOM conducted more than 280,0001 
health assessments among migrants, covering both 
immigrants (63%) and refugees (37%) in more than 
70 countries. The majority of the assessments were 
conducted in Asia (56%), followed by Africa (21%) and 
the Middle East (13%) (see Table 2 in Annex 2). This 
represents a modest but steady growth in the number 
of global health assessment activities conducted by 
IOM over the last five years. As compared to 2012, the 
number of assessments done among refugees in Asia 
and Africa slightly dropped in 2013, while assessments 
for immigrants increased. The numbers of United 
Kingdom-bound immigrants increased in 2013 as 
compared to the previous year, whereas those for 
United States-bound refugees decreased (see Figures 
1, 2, 4 and 5 in Annex 2).

In 2013 the top countries of destination for immigrants 
and refugees assisted by IOM were the United 

1 Reported 2013 IOM HAPs data were as of November 2014.  
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Kingdom and the United States, respectively. Slightly 
over half of migrants screened were female (52%), 
and comparable sex distributions were observed 
regardless of the type of migrant (see Figure 3 in  
Annex 2). Overall, the population of migrants screened 
in 2013 had an average age of 27 years, and the 
majority (65%) was below the age of 30.2

There was a slight variation in age distribution between 
immigrants and refugees. Minor regional differences 
in age distribution were also observed within similar 
categories of migrants (see Figure 6 in Annex 2).

In addition to directly delivering health assessments, 
IOM also managed and supervised over 5,600 health 
assessments conducted by non-IOM panel physicians, 
mostly on refugees bound for Australia (60%) and the 
United States (29%). More than half of these health 
assessments were conducted on refugees in the 
Middle East.

Refugees for resettlement
(urban and camp-based)

In 2013, major locations where refugees were assessed 
(that is, locations with more than 3,000 annual exams 
each) included Baghdad, Iraq; Kuala Lumpur, Malaysia; 
Addis Ababa, Ethiopia; Amman, Jordan; Mae La Camp 
in Thailand; Kakuma Camp in Kenya;  Beldangi II and 
Sanischare camps in Nepal; and Damascus Camp in the 
Syrian Arab Republic. More than 2,000 annual exams 
each were done at the Beldangi I and II extension 
camps in Nepal, Islamabad, Pakistan; Mbarara refugee 
camp in Uganda, and Nairobi camp in Kenya. Refugee 
health assessments were carried out at the request 
of multiple resettlement countries, with the top 
three being the United States (81%), Australia (10%) 
and Canada (7%). Other countries of destination for 
refugees included Ethiopia, Kenya, Nepal, Russian 
Federation, Serbia, Syrian Arab Republic, Thailand 
and the United Republic of Tanzania. The refugees 
examined by IOM resided in both camp (for example, 
Nepal) and urban settings (for example, Jordan).

Immigrants (various categories)
In 2013 major locations where immigrants were 
examined (that is, locations with more than 3,000 

2 Estimates for age and sex distribution in 2013 were calculated based on 
data from 281,633 health assessments among migrants.

annual exams) included Ho Chi Minh City, Viet Nam; 
Lahore, Karachi, Mirpur and Islamabad in Pakistan; 
Manila, Philippines; Dhaka and Sylhet in Bangladesh; 
Kathmandu, Nepal; Nairobi, Kenya; Kyiv, Ukraine; 
Moscow, Russian Federation; Bangkok, Thailand; 
Addis Ababa, Ethiopia; Phnom Penh, Cambodia; and 
Accra, Ghana. Health assessments were carried out at 
the request of countries such as the United Kingdom 
(39%), the United States (24%), Canada (21%) and 
Australia (15%).

MIGRANT-SENSITIVE
HEALTH SYSTEMS

MHAs serve an important purpose in the prevention 
and control of communicable diseases prior to a 
migrant’s departure and travel. MHAs may include 
some or all of the following components:

a. Review of medical and immunization history;

b. Detailed physical examination and mental 
health evaluation;

c. Clinical or laboratory investigations (e.g. 
serological tests, radiological screening, 
chemical analysis of blood or urine);

d. Referral for consultation with a specialist;

e. Pre- and post-test counselling;

f. Health education;

g. Pre-departure medical screenings;

h. Administration of vaccinations;

i. Provision of, or referral for, directly observed 
treatment for some conditions (for example, 
intestinal and other parasitic infestations, 
tuberculosis, malaria and sexually transmitted 
infections);

j. Detailed documentation of findings, 
preparation of required immigration health 
forms and documents and confidential 
transfer of relevant information or 
documentation to appropriate immigration 
or public health authorities;

k. Fitness-to-travel assessments (pre-
embarkation checks);

l. Public health surveillance and outbreak 
management in camps, transit centres and 
other temporary settlements;

m. Provision of medical escorts and special 
health accommodations for travel.
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In particular, IOM has significant experience in the 
diagnostics and treatment, or referral for treatment, 
of pulmonary tuberculosis.

IOM tuberculosis services
Tuberculosis prevention and control continues to be 
an important public health concern for both sending 
and receiving countries, as well as migrants and their 
families. IOM contributes to cross-border tuberculosis 
prevention and control by screening migrants for 
active tuberculosis prior to resettlement. Within its 
tuberculosis screening programmes, IOM provides 
a comprehensive range of tuberculosis-related 
services, including physical examination, radiological 
investigation, the tuberculin skin test, sputum smear 
and culture, drug susceptibility testing (DST) and 
directly observed treatment. Tuberculosis treatment 
is provided either directly by IOM or through a referral 
system, in partnership with national tuberculosis 
programmes (NTPs).

In 2013, as a core component of health assessments, 
the majority of migrants examined by IOM underwent 
tuberculosis screening prior to their migration 
or resettlement. IOM MHAs took place mostly in 
countries classified as mid- and high-tuberculosis 
burden. Overall, tuberculosis detection rate in 2013 
was 244 per 100,000 exams – specifically, there were 
343 cases per 100,000 refugee exams and 185 per 
100,000 immigrant exams. Of the 687 total active 
tuberculosis cases in 2013, 617 (90%) were laboratory 
confirmed and 70 (10%) were referred for treatment 
based on clinical diagnosis (see Table 3 and 4). 

In 2013 the detection of active tuberculosis was 
higher among refugees; refugee health assessments 
were more likely (with a ratio of 1.85) to yield active 
tuberculosis detection than immigrant exams. The 
difference is thought to be linked to poorer health 
and nutritional status, as well as the living and 
socioeconomic conditions of refugees.

Compared to 2012 detection rates (published as of 
May 20133), observed overall active tuberculosis case 
detection rates for refugee health assessments seem 
lower (and that for immigrants was nearly similar) in 
2013. While detailed statistical comparative analyses 
are outside the scope of this report, likely reasons for 

3 Available in Annual Report of Activities 2012 at  
http://publications.iom.int/bookstore/index.php?main_page=product_
info&cPath=41_7&products_id=1025.

the lower observed detection, especially for refugee 
exams, could include changes in population groups 
examined in key locations; a possible increase in 
the proportion of repeated medical examinations 
in 2013 compared to 2012 (often for resettlement 
visa regulations, refugees have to undergo repeated 
medical examinations for ensuring their health status, 
confirming treatment and certification of the same); 
and continual updating and validation of global IOM 
information systems given the dynamic nature of 
operational data.

It is important to note the detection of latent 
tuberculosis infection,4 mostly among children who 
were required to undergo the tuberculin skin test, 
in several locations, particularly among refugees in 
Malaysia (12%) and Nepal (12%).5 Determining the 
detection of latent tuberculosis (in the form of inactive 
pulmonary tuberculosis lesions) prior to migration 
is increasingly viewed as an important component 
in tuberculosis screening and is also essential for 
organizing proper follow-up upon arrival in countries 
of destination.

Radiological services in tuberculosis diagnostics
Along with clinical signs and symptoms, radiological 
investigations are important for the diagnosis of 
tuberculosis. IOM performed more than 227,000 
radiological investigations in 2013, resulting in the 
identification of 12,458 (5%) presumptive tuberculosis 
diagnoses and referrals for these migrants to undergo 
further laboratory investigations. The detection of 
chest X-ray findings suggestive of tuberculosis varied 
in major IOM screening programmes, with the highest 
detection rates found among refugees in Nepal and 
Thailand (22,429 and 14,868 per 100,000 exams, 
respectively) and the lowest detection rates found 
among immigrant populations in the Middle East (351 
per 100,000 exams in Jordan).

4 Latent tuberculosis infection (LTBI) is defined as migrants with positive 
tuberculin skin test results but with normal chest X-ray and negative 
symptoms and laboratory findings; the tuberculin skin test is required of 
migrants aged 2 to 14 years old.

5 In IOM selected operations with more than 1,000 assisted refugees.

http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=41_7&products_id=1025
http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=41_7&products_id=1025
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 Teleradiology

The IOM Global Radiological Interpretation and 
Quality Control (RI&QC) Centre, based in Manila, 
Philippines, has been working on the expansion of 
its coverage and the capacity of its services since 
2013. A global radiology coordinator runs the 
centre, and consultant radiologists and support staff 
were	 hired	 and	 trained.	 The	 Centre’s	 office	 was	
relocated to IOM’s Manila Administrative Centre 
to provide ample space for additional chest X-ray 
reading workstations. 

The Centre provides real-time service through the 
Global Picture Archives and Communication System 
(PACS), which is networked to more than 15 IOM 
country operations, as well as through the use of the 
medical digital image (DICOM) viewing software 
and chest X-ray reporting Web applications.  

The Centre aims to standardize IOM radiological 
procedures and optimize the quality of radiology 
chest X-ray readings through the provision of 
primary X-ray reading, quality control CXR reading 
and analysis, preparation of radiology guidelines 
and training materials, and provision of technical 
radiology-related	 support	 to	 field	 operations,	
such as establishing X-ray units, purchasing X-ray 
machines and hiring radiology staff. 

Nearly 16,000 primary X-ray readings were 
completed in 2013, serving migrants in nine IOM 
locations across six countries, namely, Afghanistan, 
Indonesia, Kenya, Nepal, the Philippines and 
Uganda. 

The Centre has been working towards the 
establishment of a quality control and monitoring 
system within the MHD health assessment 
programmes, which will initially be applied to 
US immigrant exams. In addition, it is working 
on a quality control protocol and user guidelines 
and	 is	finalizing	 the	quality	control	application	 in	
coordination with the Migration Health Informatics 
Unit. 

The centre has been participating in radiology-
related research studies and preparation of 
guidelines, in coordination with Member State 
partners.  A small survey done by the centre on IOM 
country operations’ access to the digital images and 
their use of PACS has shown that among the study 
group (32 locations in 20 countries, with a majority 
from Asia and Europe), all locations had accessed 
digital chest X-rays either directly or indirectly;  
64 per cent were accessed by an IOM facility; and 
that PACS had a coverage of 72 per cent. 

In line with the new CDC requirement for all USRAP 
HAP locations to use the picture archiving system by 
2015, IOM requires all USRAP locations to send  
10 per cent of chest X-rays for quality control reading 
and analysis. Similar steps are taken to with regard 
to the Australian Government’s requirement for  
100 per cent use of the e-Medical System. With the 
approval of the US Bureau for Population, Refugees 
and Migration, the centre was able to set up a large 
server and commercial PACS, which are crucial 
steps for the expansion of the service.

Laboratory services in tuberculosis diagnostics
For persons with presumptive tuberculosis based on 
abnormalities detected during the physical and X-ray 
examinations, the next step in IOM’s tuberculosis 
detection programme is sputum smear microscopy 
and/or culture tests. This is followed by microbiological 
identification and DST for positive culture specimens. 
Over the last few years, sputum culture examinations 
for all tuberculosis suspects referred for laboratory 
diagnosis have been introduced in most IOM screening 
locations, at the request of resettlement countries 
and prompted by updated international standards in 
tuberculosis prevention and control.

In 2013, 12,463 exams, including both refugees 
and immigrants, underwent laboratory diagnostics, 
specifically, sputum smear microscopy and/or 
sputum culture examinations, with a total of 11,560 
undergoing both smear and culture testing. Overall, 
617 refugees and immigrants (or 219 per 100,000 
exams) were confirmed with active tuberculosis by 
positive sputum microscopy and/or culture results 
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from IOM or partner laboratory services. Out of the 
laboratory-confirmed tuberculosis cases, there were 
552 with culture growth findings, out of which 474 
(86%) were referred for DST. Of this figure, 13 per 
cent of cases (n=63) were found to be resistant to 
one or more anti- tuberculosis drugs, and 1 per cent 
was found to be multidrug-resistant (MDR) (n=7). 
The application of this diagnostic test helped clinics 
to better align their treatment protocols, improving 
the overall performance of tuberculosis treatment 
programmes (see Table 5 in Annex 2).

To further enhance the accuracy of tuberculosis 
screening and support treatment services offered 
worldwide, IOM has improved its laboratory services 
by closely collaborating with national and international 
standardized laboratory networks and piloting new 
methods, such as molecular tuberculosis diagnostics.

Tuberculosis treatment in IOM health assessment 
programmes
The final step in IOM health assessment services 
includes the provision of treatment to migrants, 
which is undertaken in close collaboration with NTPs 
and in accordance with international protocols. IOM 
runs several certified tuberculosis treatment centres 
in locations in Africa and Asia that offer directly-
observed treatment. 

In 2013, IOM centres directly provided tuberculosis 
treatment for 460 (67%) of the active tuberculosis 
cases while the rest were referred for treatment. In 
addition, IOM clinics also provided directly-observed 
preventive therapy for cases with latent tuberculosis 
infection in selected locations. Drugs were procured 
in collaboration with NTPs in the respective countries. 

For United States-bound refugees on tuberculosis 
treatment, IOM performs routine monitoring of 
treatment outcomes in coordination with the United 
States Centers for Disease Control and Prevention 
(CDC), using a set of predefined tuberculosis laboratory 
and treatment performance indicators.

United Kingdom Tuberculosis Detection Programme
One of the projects of IOM HAP with the highest 
number of assisted immigrants since 2006 is the pre-
departure tuberculosis detection programme that the 
United Kingdom Government runs, with IOM as its 
implementing partner. The purpose of the programme 
is to screen visa applicants (those who apply to stay 
in the United Kingdom for six months or more) for 
infectious pulmonary tuberculosis. Directly-observed 
treatment for positive cases is provided either by IOM, 
in partnership with NTPs, or through a referral system. 
From 2005 to 2012, IOM ran a pilot version of the 
programme in eight countries, namely, Bangladesh, 
Cambodia, Ghana, Kenya, Pakistan, Sudan, Thailand 
and the United Republic of Tanzania. Upon successful 
completion of the pilot phase in mid-2012, the United 
Kingdom announced that it would be expanding the 
programme to over 60 countries worldwide. Over 
the course of 2013, IOM worked intensively to assist 
the United Kingdom with the implementation of the 
programme. From the initial 11 clinical sites in eight 
countries that IOM operated during the pilot phase of 
the programme, by the end of December 2013, IOM had 
expanded the programme to 39 sites in 30 countries, 
reaching more than 69,000 health assessments for UK 
visa applicants. In countries that did not yet have an 
IOM HAP presence, IOM established new operations. 

Sputum collection in Viet Nam. © IOM
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Among the newest of such programme sites are Kabul, 
Afghanistan, and Hanoi, Viet Nam (the second site 
in the country, after Ho Chi Minh City) in the Asian 
region, as well as Kazakhstan, the Republic of Moldova 
and the Russian Federation in the Eastern Europe and 
Central Asia region, and several countries in the sub-
Saharan Africa region, most notably, Nigeria. Global 
implementation of the United Kingdom Tuberculosis 
Detection Programme (UKTBDP) is planned to be 
completed by Spring 2014, by which time IOM will 
open programme sites in Belarus, Iraq, Myanmar,  
Sri Lanka and Ukraine.

In 2013, of the total 69,156 exams done for this 
programme, the majority of visa applicants undergoing 
tuberculosis screening fell under visa categories 
“settlement and dependents” (51.8%) and “students” 
(35.3%).6 The bulk of the applicants belonged to the 
15- to 34-year-old age group; there was no notable 
difference between the numbers of male and female 
migrants. Radiological investigations yielded a total 
of 943 (1.4%) cases suggestive of active tuberculosis 
and 787 (1.1%) cases of inactive tuberculosis cases. 
Overall, there were 115 infectious tuberculosis cases 
(with a detection of 166 cases per 100,000 health 
exams), as microbiologically confirmed or clinically 
diagnosed (see Table 6 in Annex 2). Seventy-five of 
these cases (65.2%) involved those in the “settlement 
and dependent” visa category, while 26 cases (22.6%) 
were in the “student” visa category.

IOM Clinic in Kabul, Afghanistan. © IOM

6 The denominator used in the 2013 UKTBDP is the number of health 
assessments done by IOM for the presence of tuberculosis (n=69,156). 
Reported 2013 UKTB data were as of May 2014. 

Pre-departure services  
and travel assistance

Pre-departure medical procedures comprise a range 
of services to ensure that people travelling under 
the auspices of IOM do so in a safe and dignified 
manner, are fit to travel, receive appropriate 
assistance when necessary, and do not pose health 
hazards to other travellers, personnel or receiving 
communities. Services in this category include PDMSs, 
pre-embarkation checks (PECs) (or fitness-to-travel 
checks), medical escorts and travel health assistance, 
which includes special travel arrangements, such as the 
provision of wheelchairs, stretchers or oxygen supply. 
Other pre-departure activities include immunization 
campaigns and presumptive treatment of conditions 
such as malaria and parasites.

Pre-departure medical services are offered in addition 
to core MHAs, which often take place several months 
prior to departure. Not only do these pre-departure 
services complement MHAs by providing additional 
health measures (for example, immunizations for 
vaccine-preventable diseases), they also ensure that 
a migrant’s health condition has not changed in the 
period between the initial health assessment and the 
actual departure, which often spans several months. 
PDMS and some immunization activities may take 
place up to several weeks prior to departure, while 
PECs generally take place one to three days prior to 
departure.

In 2013 IOM performed over 69,000 pre-departure 
medical procedures for the majority of departing 
refugees, with only 179 (0.3%) excluded7 from 
travelling. For instance, within the context of health 
assessments done for Australia-bound refugees, an 
important component of their PDMS (referred to 
as departure health checks, or DHCs, for Australia-
bound refugees) was malaria screening. In 2013, out 
of the 9,405 refugees screened, 17 (or 0.2%) were 
found to have malaria. Treatment was provided for 
all confirmed cases, while presumptive antimalarial 
treatment was given to all refugees departing from 
malaria-endemic countries in Asia and Africa to other 
resettlement countries.

Migrants who need medical assistance and care 
during travel are escorted by health professionals 

7 This refers to refugees, who upon evaluation were found not fit to travel 
until medical condition is treated or stabilized.  
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raising activities for the community, store vaccines 
and, in agreement with the National Immunization 
Programme, provide immunizations for hard-to-reach 
refugee populations.

In addition to the immunization activities conducted in 
the context of the CDC–IOM cooperative agreements, 
IOM increasingly carries out immunization activities 
for both refugees and immigrants in a variety of other 
operations. 

Pre-departure treatment activities
During pre-departure medical screening, IOM 
provides resettling refugees with presumptive anti-
parasitic and antimalarial treatment. In 2013, more 
than 37,000 refugees, most of whom were bound for 
the United States, received pre-departure medical 
treatment.

Significant medical conditions and follow-up needs
In an effort to bridge the gap between the phase prior 
to resettlement and the phase following arrival in the 
country of destination, IOM facilitates the integration 
of resettling refugees into the destination country’s 
health system by promoting the flow of important 
information to domestic refugee resettlement 
agencies. IOM documents the post-arrival needs 
of United States-bound refugees in the significant 
medical condition (SMC) form. This form is then made 
available to US resettlement agencies to enable them 
to adequately prepare for the needs of refugees upon 
arrival.

Post-arrival needs have an impact on the reception 
and placement of refugees at the final destination. 
Such needs may include special accommodations, 
schooling and/or employment requirements, 
additional personal care, and follow-up for prescription 
medication or treatment.

As a result of an assessment in 2013, IOM noted that 
approximately 8.4 per cent of refugees had significant 
medical conditions that required health-related 
follow-up or special assistance upon arrival in the 
United States. These conditions primarily involved 
vision (1.6%), mobility (1.4%) and hearing (1.1%). In 
addition to medical concerns, there was a need for 
special schooling and employment considerations 
upon resettlement due to the presence of moderate 
to severe mental health conditions (3.3%).8

8 Covered only IOM operations with more than 500 assisted refugees in 
2013. 

to avoid complications during transit. Migrants with 
significant medical conditions may need the assistance 
of a physician or nurse, defined as a medical escort. 
In 2013, IOM provided group and individual medical 
escorts to more than 900 migrants with a variety of 
medical conditions, such as cardiovascular, psychiatric, 
respiratory and neurological disorders (see Figure 7 
in Annex 2). The majority of escorted migrants were 
assessed in the Asia and Oceania region, mainly in 
Malaysia, Nepal and Thailand. 

Pre-departure immunizations
In close collaboration with the CDC and the United 
States Bureau of Population, Refugees and Migration 
(BPRM), IOM conducts a variety of pre-departure 
immunization activities. Within the context of several 
CDC–IOM cooperative agreements, IOM has been 
providing immunization services for United States-
bound refugees since 2007. These services include 
the development of a vaccination procurement and 
storage system, cold chain and shipment arrangements, 
education and awareness-raising, and immunization 
coverage. Under these cooperative agreements, in 
2012, vaccination activities were implemented in 
Kenya, the United Republic of Tanzania and Ethiopia 
against measles-mumps-rubella (MMR), yellow fever, 
meningitis, polio, hepatitis A and B, pneumococcal 
disease, diphtheria-tetanus-pertussis (DTP), human 
papilloma virus (HPV) and varicella (chicken pox).

The cooperative agreements have also supported mass 
immunization campaigns and regular immunization 
days at the IOM clinic in the Nairobi suburb of 
Eastleigh to address outbreaks of measles and polio. 
These immunization days cover refugees who live in 
the urban areas of Nairobi. During these activities, 
IOM provides logistical support to Kenya’s Ministry of 
Health. The CDC–IOM cooperative agreements also 
support the capacity of IOM to conduct awareness-

Vaccinations provided to United States-bound refugees in 
Thailand. © IOM
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DNA services
IOM provides DNA sampling and testing services 
for family reunification purposes, as required by 
certain immigration authorities. The Organization 
has established a system for the collection, storage 
and testing of DNA samples, as well as appropriate 
counselling for applicants. In 2013 the majority of 
DNA services were performed in Pakistan (32%), 
Kenya (23%), Viet Nam (12%) and Ethiopia (11%)  
(see Figure 8 in Annex 2).

MONITORING MIGRANT HEALTH

Increasing the health knowledge  
of refugees and immigrants

HAPs generate valuable information on the health 
status of refugee and immigrant populations that are 
in the process of resettlement or migration prior to 
their departure from countries of origin or countries 
of transit (for example, countries where refugee 
camps are located). Secondary analysis of HAP data 
can provide significant insight into the prevalent 
morbidities, potential health-care needs, and 
possible public health impact of resettlement on host 
communities and countries.

ICD coding of refugee health profiles
Health information on existing and emerging 
refugee groups is processed using the Organization’s 
information system, the Migrant Management 
Operational Systems Application (MiMOSA). Data is 

further analysed using the International Classification 
of Diseases, Tenth Revision (ICD–10), along with data 
from SMC forms in MiMOSA and other relevant socio 
demographic information, which are used to generate 
an overview of morbidity caused by diseases and risk 
factors of public health significance among refugee 
groups at key locations. The resulting health profiles 
capture population descriptions, the prevalence of 
SMCs, the top ICD–10 disease groups and the top 
diseases in each of the prevalent groups. IOM places 
special emphasis on children under five years of 
age, mental health and infectious diseases, and the 
assistance and medical follow-up needs of each group.

One recent analysis was done among IOM-assisted 
Eritrean refugees examined in Kenya and Ethiopia 
from 2010 to 2012 (see Table 1). The common 
causes of morbidity among Eritrean refugees in these 
locations include infectious and parasitic diseases 
such as respiratory tuberculosis, HIV infection, latent 
tuberculosis, syphilis, and otitis media (commonly 
referred to as “ear infection”). Chronic non-
communicable diseases were also common, including 
vision disorders, hypertension, heart diseases and 
cataracts. The under-five Eritrean refugee age group 
constitutes 8.2 per cent of the overall Eritrean 
population examined in Kenya and Ethiopia. The 
leading diseases and conditions among the Eritrean 
children include malnutrition, mental retardation, 
latent tuberculosis infection and anaemia. There were 
also cases of umbilical hernia, infantile cerebral palsy, 
asthma and HIV infection. 
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Table 1. 
Top 10 diseases and conditions (ICD–10) among Eritrean refugees (n=5,052) screened in Ethiopia and Kenya, 
2010–2012

ICD–10 disease condition No. of people Detection (%)

Vision disorders 258 5.11

Respiratory tuberculosisa 220 4.36

Protein–energy malnutritionb 104 2.06

Essential (primary) hypertension   98 1.94

Complications and ill-defined descriptions of heart diseasec   67 1.33

Asymptomatic HIV status   46 0.91

Suppurative and unspecified otitis media   41 0.81

Latent tuberculosis infectiond   34 0.67

Cataracte   26 0.51

Asthma   21 0.42

Notes: Data as of December 2012.
a Includes cases of active and inactive tuberculosis.
b Includes all levels of protein–energy malnutrition ranging from mild to severe, as well as “protein–energy malnutrition, unspecified.”
c Includes conditions of unspecified heart disease, cardiomegaly, non-rheumatic valvular diseases and “cardiac arrhythmia, unspecified.”
d Pertains to cases that showed positive reaction to the tuberculin test. 
e Pertains to all forms of cataract including senile cataract, diabetic cataract and “cataract, unspecified.” 

IOM refugee health profiles aim to be of value to 
refugee health coordinators, local community health-
care providers in host communities, and other 
resettlement agencies and public health organizations 
engaged in refugee health programmes.

Nutrition surveillance profiles
IOM uses data from refugee health assessments to 
estimate childhood under-nutrition and refer children 
to appropriate feeding programmes. The prevalence 
of under-nutrition is usually expressed by two 
indicators: (a) wasting (low weight for height), which 
is indicative of recent and severe weight loss; and  
(b) stunting (low height for age), which is the result of 
chronic suboptimal nutritional and health conditions.

In 2013, an analysis of over 9,000 refugee children 
aged 6 to 59 months assisted by IOM in Ethiopia, Iraq, 
Jordan, Kenya, Malaysia, Nepal, Rwanda, South Africa, 
Thailand and Uganda revealed a medium prevalence 
of wasting and low prevalence of stunting among the 
refugee population studied, in accordance with the 

classification criteria for the population-level analysis 
of nutrition (WHO, 1997).

United States-bound Burmese refugees receiving care at IOM 
Thailand. © IOM

In terms of wasting, global acute malnutrition was 
found in 5.3 per cent of refugee children, with the level 
of severe acute malnutrition in this study population 
at 1.6 per cent. Stunting or chronic malnutrition 
was found in 17.6 per cent of the children, with  
5.1 per cent suffering from severe chronic malnutrition. 
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More specific findings included a high prevalence 
of wasting in Kenya and a medium prevalence of 
wasting in Ethiopia, Iraq, Rwanda and Uganda.  
Camps in Ethiopia, Rwanda and Thailand that have 
hosted displaced refugees for several decades showed 
a high prevalence of stunting (see Figures 9 and 10 in 
Annex 2).

Outbreak surveillance and response
IOM performs both active and passive surveillance 
for outbreaks of communicable diseases through its 
health assessments in refugee camps in countries 
such as Jordan, Kenya, Nepal, Thailand and the United 
Republic of Tanzania.

IOM response to the polio outbreak  
in the Syrian Arab Republic

On 29 October 2013, the World Health 
Organization (WHO) announced an outbreak of 
wild poliovirus type 1 in rebel-held Deir Al Zour 
Province of eastern Syrian Arab Republic. The 
confirmation	 of	wild	 poliovirus	 came	 in	 the	wake	
of	22	cases	of	acute	flaccid	paralysis	reported	on	 
17 October 2013.

According to WHO, estimated immunization rates 
in the Syrian Arab Republic declined precipitously 
over the previous three years, from 91 per cent 
in 2010 to 68 per cent in 2012. In the Syrian 
Arab Republic, a comprehensive immunization 
campaign was launched for two weeks, aiming 
to vaccinate 1.6 million children under the age of 
five	against	polio,	measles,	mumps	and	rubella	in	
both government-controlled and contested areas. 
Simultaneously, polio campaigns were undertaken 
in most of the neighbouring countries, that is, Egypt, 
Iraq, Jordan, Lebanon and Turkey.

In the Syrian Arab Republic, the MHD enacted 
rapid PDMS checks for signs and symptoms of AFP 
and	fever	 for	all	caseloads	and	conducted	fitness-
to-travel checks 24 to 48 hours prior to departure. 
Suspicious	cases	were	isolated	and	notification	sent	
to the destination countries. Family members of 
suspicious cases were vaccinated by the Ministry of 
Health. The MHD also provided medical assistance 
during the overland transport between the Syrian 
Arab Republic and Lebanon, as IOM-assisted 

Syrian resettlement departures were organized out 
of Beirut. IOM provided pre-departure checks and 
AFP surveillance, while the Lebanese Ministry of 
Health conducted a countrywide polio immunization 
campaign.

IOM polio response in the region was characterized 
by a partnership with ministries of health, through 
which a multi-country vaccination campaign was 
coordinated and implemented. IOM ensured close 
attention	 to	 signs	 and	 symptoms	 of	 acute	 flaccid	
paralysis (AFP) for all departures and ports covered 
by IOM. At the Timisoara Emergency Transit Centre 
in Romania, through which Syrian refugees stopped 
en route to resettlement countries, IOM performed 
immunizations on behalf of several resettlement 
countries, such as the Netherlands, the United 
Kingdom and the United States.

Managing and sharing data  
through health informatics systems

Migration health informatics (MHI) has transformed 
the way migrant health data are documented, 
assessed and treated by systematically applying new 
technologies and computer science to global service 
provision in IOM resettlement and immigration 
programmes. MHI also helps the MHD to decrease 
processing time and conserve resources, integrate 
all migration health activities at the country level, 
and standardize and centralize data collection among 
IOM country offices, thereby creating a repository of 
migrant information at the IOM global organizational 
level.

The main highlights of MHI in 2013 include the 
completion of the transition from Legacy Migrant 
Operational Systems to Web MiMOSA, with a total 
of 29 missions using the medical module of the 
centralized Migrant Management Operational Systems 
Application. The MHI team has further supported 
the development of several software upgrades with 
functionality enhancements and user interface 
adaptations, using feedback received from missions 
during face-to-face user training and technical support 
visits carried out in 2013. With these enhanced 
systems for improved data capture and validations 
at global level, IOM is also undertaking secondary 
analyses of historical operational data, to update 
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findings and identify trends in changing population 
groups of refugees examined around the world in 
the last four to five years. This will be carried out in 
collaboration with IOM’s HAP partners and major field 
locations to generate more evidence on tuberculosis 
burden among migrants, as a key affected population.
 
The roll out of the e-Medical System for migrants 
bound for Canada was also concluded in 2013. The 
web-based e-Medical System was originally developed 
by the Australian Department for Immigration 
and Border Protection to enable the electronic 
submission of immigration medical examinations, 
thereby eliminating the need to process paper-
based health examination reports and allowing HAP 
operations to electronically record a visa applicant’s 
health information, including digital chest X-rays. 
Citizenship and Immigration Canada (CIC) requested 
the assistance of IOM in the full implementation of 
the e-Medical System to its panel sites by mid-2013. 
The role of IOM in the initiative consisted of organizing 
training for all IOM–CIC panel physicians, as well as 
for some non-IOM panel physicians, predominantly 
in Eastern Europe, Central Asia, South and South-East 
Asia, as well as all regions of sub-Saharan Africa.

The UK TB Global Software also expanded in 2013, with 
23 additional missions coming on board for a total of 
39 sites electronically processing health examination 
information and storing the data in the global system. 
New countries such as Nepal, Nigeria, the Philippines, 
the Russian Federation and South Africa joined the UK 
TB Global Software, bringing expected caseloads of 
5,000 to 15,000 per year. The total caseload in 2013 
was slightly over 69,000 exams. Additionally, a pilot 
project for the online self-registration of migrants was 
developed and launched in Thailand, receiving such 
positive feedback that it will most likely be expanded 
over the next year.

MHI also enables the exchange of information between 
IOM and its partner agencies, improving IOM’s 
capacity to deliver cost-effective and timely services 
and ensuring the consistency and completeness of 
data. Such continuation of health-care provision 
through the electronic transmission of relevant data 
is currently being provided for the CDC through the 
MiMOSA–EDN interface, which was expanded in 2013 
to include the addition of an indicator for countries 
participating in the pilot immunization programme 
and initial testing of a revised schema for vaccination 
and other medical form changes. Furthermore, the 
MHI team concluded the implementation of the full 
PDMS form transmission, including data on treatment 

and lab results. Since the launch of the interface in 
2008, medical data for more than 259,000 refugees 
have been transmitted to the CDC.

POLICY AND LEGAL FRAMEWORKS

Assisted voluntary return and 
reintegration and health

Over the course of 2013, the topic of assisted voluntary 
return and reintegration (AVRR) and health issues has 
become increasingly of interest for IOM missions, 
particularly those organizing AVRR in Europe. The 
MHD at IOM Headquarters has been working to 
consolidate policy and guidance on this area, and 
accordingly, has provided a series of training for Field 
missions throughout the course of 2013 at the request 
of European sending missions and in coordination 
with the Migrant Assistance Division in Geneva and 
the AVRR Regional Thematic Specialist from the 
Regional Office in Brussels. The training, which took 
place in Vilnius, Zurich, Warsaw and Bern, were well-
received and timely, due to increasing attention within 
the European Union (EU) to health vulnerability issues 
in the return context. The interactive discussions 
during the training underlined the need for further 
harmonization of existing AVRR procedures in various 
European Union countries, as well as the importance 
of successful collaboration with government agencies 
in the sending countries. 
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Roll out of IOM quality assurance/

quality control tools for health 
assessment programmes 

The HAP developed and released a series of quality 
tools over the course of 2013. One major tool 
disseminated in 2013 was the IOM Quality Assessment 
Programme, a field evaluation tool covering all aspects 
of HAP medical operations and providing guidance to 
HAP quality assessors on evaluation methodology. 
Other notable tools include standards of procedure  
guidelines on tuberculosis management in IOM 
HAPs, pre-departure medical procedures and medical 
escorting.

PARTNERSHIPS, NETWORKS AND 
MULTI-COUNTRY FRAMEWORKS

Asia Region HAP Summit

From 26 to 29 November, the HAP Team in the 
Regional Office for Asia and the Pacific in Bangkok, 
Thailand, hosted the regional HAP meeting. The 
meeting brought together over 40 colleagues from 
the region, including health team leaders from various 
health disciplines, as well as Resource Management 
Officers. 

It aimed to expose participants to each other’s work 
and experiences, facilitate intra-team learning and 
sharing, identify ways to improve teamwork, review 
developments and tools for enhancing quality and 
resources management, and reach consensus on the 
region’s priority actions and ways forward. The rich 
agenda covered many topics, such as client services 
standards, laboratory quality management and 
reporting needs. 

Regional HAP meeting held in Bangkok, Thailand on 26–29 November 2013. © IOM
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Health promotion and assistance for migrants

This section provides an overview of selected activities 
and achievements in the area of health promotion 
and assistance for migrants, carried out by various 
IOM offices in 2013.

MONITORING MIGRANT HEALTH

In line with the WHA Resolution 61.17 (2008) and 
the subsequent operational framework on the health 
of migrants (Global Consultation on Migrant Health, 
2010). IOM considers monitoring of migrant health 
a priority to ensure that policies and practices are 
evidence-informed, and migration and health issues 
are taken into account and “measured.” Achievements 
in this regard comprise activities at the regional and 
national levels in different geographical regions.

AFRICA
Mozambique 
In 2013 IOM conducted a research study to inform 
the development of the Strategic Planning and 
Optimization Tool (SPOT) to assess the potential 
HIV impact of extractive industries in Tete Province, 
northern Mozambique. SPOT was specifically designed 
to provide analyses of the complex issues facing Tete 
Province and, potentially, the broader implications 
for the rest of Mozambique as a consequence of the 
growth of the extractive industries in the province. 
The tool has been shared with Mozambique’s National 
AIDS Council (Conselho Nacional de Combate ao SIDA  
or CNCS) and the analytical report will feed into a 
joint paper between IOM and UN partners on HIV 
vulnerabilities in the mining sector in Mozambique. 
The research will be used to advocate for improved 
workplace practices in the mines and to increase 
corporate social responsibility initiatives in mining-
affected communities.

South Sudan: Assessing  
migrant health needs 

This publication aims to provide a better understanding of 
the health vulnerabilities and mobility patterns of migrants 
within South Sudan, for future health programming and 
interventions.

In 2013 IOM South Sudan conducted a migrant 
health assessment, providing health partners in the 
country with an up-to-date overview of the health 
challenges encountered by migrants. 

Funded by the IOM’s Partnership on Health and 
Mobility in East and Southern Africa, the assessment 
was	 the	 first	 of	 its	 kind	 in	 South	 Sudan.	 The	
assessment	 identified	 the	key	health	vulnerabilities	
and needs faced by migrants, and provided 
reliable evidence for future collaboration between 
the Government, partner organizations and IOM to 
address these needs. 

The	 assessment	 identified	 three	 key	 spaces	 of	
vulnerability – transport corridors, transit sites and 
urban settings. One hundred and eighteen in-
depth interviews, focus group discussions and key 
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informant discussions were carried out with migrant 
workers and migrant female sex workers, as well 
as truck drivers and their mechanics, internally 
displaced persons and returnees. Information was 
gathered on these populations’ self-reported health 
concerns and the barriers and enabling factors 
they face in accessing health-care services. The 
assessment report outlines 21 recommendations 
for partners and key stakeholders, including the 
Government of South Sudan and UN organizations.

Sharing land borders with six countries and having 
absorbed over 2 million returnees since 2005, 
South Sudan is a country largely characterized by 
migration. Despite the important economic and 
developmental contributions made by migrants, 
they face risks and challenges in terms of access to 
health services and exposure to unsafe travelling, 
working and living conditions.

Describing	 the	 difficulties	 migrants	 may	 face	 in	
accessing health services, a migrant female sex 
worker from Uganda told IOM, “Some people go 
to the hospital but there is discrimination there. One 
woman went to the hospital, and even though she 
was	very	sick	and	had	been	waiting	first,	she	kept	
getting passed over in the line. Sometimes people 
even pretend they don’t understand you when you 
go to the clinic.” 

ASIA 
Philippines

In April 2013, IOM and the Philippines’ Department 
of Health (DOH) signed an agreement to facilitate 
collaboration and cooperation in providing technical 
assistance in implementing the WHA Resolution 61.17 
and other migration health-related activities at the 
national, regional and international levels. Under the 
umbrella of this memorandum of understanding, IOM 
and the Philippine Government agreed to launch the 
joint IOM–Government initiative, Migrants Health 
Review, in October 2013. This joint situational analysis 
aims to identify challenges and opportunities in the 
Philippines’ approach to migration health and craft 
recommendations for the future. This analysis – 
the first of its kind in the Philippines – will generate 
evidence to strengthen the implementation of the 
WHA Resolution 61.17.

“Universal health coverage outlines the 
thrust to realize the health goals set by 

the President’s administration, meaning 
increased access to quality health services. 
Inclusion of the health rights and concerns 

of migrants is a priority.” 

– Former Philippine Health Secretary Enrique Ona

Regional: South-East Asia
In October 2013, the London School of Hygiene 
and Tropical Medicine (LSHTM) hosted a research 
coordination meeting for all partners of the Study 

Stakeholders at the launch of a joint IOM–Health Department situational analysis in Manila, Philippines. © IOM
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on Trafficking, Exploitation and Abuse in the Mekong 
Sub-region, which is jointly implemented by IOM 
and LSHTM in three countries in South-East Asia 
(Cambodia, Thailand and Viet Nam). In addition to 
LSHTM staff, IOM technical staff from Cambodia, 
the Philippines, Thailand and Viet Nam participated 
in the meeting, along with representatives from the 
two project donors, namely, ANESVAD, a Spain-based 
health non-governmental organization (NGO) and the 
IOM Development Fund. The purpose of the meeting 
was to review the preliminary findings, provide inputs 
to report writing and develop future dissemination 
plans. The group discussed the data collected and 
analysed by LSHTM, identified important areas of 
further analysis for the overall and country reports, 
and agreed on publication and dissemination plans for 
2014. 

EUROPE
The European Union/European Economic Area
IOM has been working with the European Centre for 
Prevention and Disease Control (ECDC), the United 
States CDC and the Public Health Agency of Canada 
for a number of years to improve the collection, 
harmonization and sharing of migration health data, 
with a focus on HIV, among migrants in Europe and 
North America. In light of this collaboration, IOM 
was invited by the ECDC to participate in a workshop 
in Madrid on 3 and 4 October entitled “Improving 
the Monitoring of HIV in Migrant Populations in the 
EU/EEA.”  The workshop was organized by the ECDC 
and hosted by the Spanish Ministry of Health, Social 
Services and Equality. 

Experts from Europe on behavioural surveillance in 
relation to migrant health participated in this meeting. 
The purpose of the workshop was to contribute 
to improving the monitoring of HIV in migrant 
populations in the EU/European Economic Area (EEA) 
by facilitating the exchange of national experiences in 
conducting behavioural and bio-behavioural surveys 
on HIV among migrants and presenting findings of 
ongoing initiatives in the area of migrant health and 
HIV. It also provided a platform for migrant health 
experts to advise ECDC on how best to move forward 
the issue of monitoring HIV among migrants, both 
nationally and on a European level.

POLICY AND LEGAL FRAMEWORKS
Migrant-sensitive policies and legislation are needed 
to address various migration health issues. This 
requires a multisectoral approach as migrants’ health 

outcomes are often influenced by policies in non-
health sectors. Engagement with migrant communities 
and international cooperation among countries along 
the migration continuum are also important. In 2013 
IOM Offices around the world continued to advocate 
for and provide technical support to various policy 
initiatives to strengthen migrant-sensitive policies that 
are coherent with policies in other sectors.

AFRICA
Kenya 
Research facilitated by IOM and carried out by the 
National AIDS and STI Control Programme (NASCOP) 
and the National AIDS Control Council (NACC)  
indicated  that migrant workers, such as truck drivers, 
fisher folk and migrant sex workers, often work as 
temporary workers in sectors and occupations with 
high levels of occupational health risk and difficult 
working and living conditions that expose them to HIV 
and sexually transmitted infections. They can serve 
as bridge populations linking the diseases with the 
general population. Transport corridors – defined as 
highways, waterways and border points – are areas of 
high HIV, AIDS and STI prevalence, and a primary risk 
environment for these migrants.

In 2013, with IOM’s support, Kenya developed the 
national strategy on HIV and AIDS and STI programming 
along transport corridors in Kenya, which aims to 
benefit truckers and female sex workers (including 
migrant sex workers), and the communities they 
interact with, including border officials, police officers 
and the general population. IOM works with a number 
of stakeholders, especially the NACC, to implement 
the strategy.

South Africa
As part of IOM’s programme of support in South 
Africa, IOM’s Country Office in South Africa provided 
technical input to the South African Department of 
Health-led Operational Guidelines for HIV, STIs and TB 
Programmes for Key Populations, in coordination with 
other key stakeholders. The Operational Guidelines 
aim to assist health planners to develop and 
implement programmes to achieve the targets set for 
key populations in the National Strategic Plan on HIVs, 
STIs and TB. As a result of this advocacy, the Guidelines 
included reference to migrants. The guidelines that 
have been endorsed by the Department of Health are 
a follow-up to the policy brief on Key Populations, Key 
Solutions – A Gap Analysis and Recommendations for 
Key Populations and HIV in South Africa, which was 
developed by a technical working group in which IOM 
participated. This brief provided a comprehensive 
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situational analysis of migrants, sex workers, men who 
have sex with men, transgender people, injecting drug 
users and prisoners, and HIV in the country.  

ASIA
Sri Lanka
The Sri Lankan Ministry of Health launched the first 
national Migration Health Policy in October 2013. 
The development of the policy was part of a broader 
National Migration Health Development Programme, 
which started in 2009. Between 2009 and 2013, the 
health aspects of internal, outbound and inbound 
migration have been systematically examined by 
IOM, the Ministry of Health and research experts in  
Sri Lanka, and the data has been shared and 
disseminated to ensure evidence-based policymaking.

A crucial feature of the the policy development process 
in Sri Lanka was the establishment of an intersectoral 
institutional mechanism which has the support of 
various line ministries. 

Launching the policy, Secretary of the 
Health Ministry Dr Nihal Jayathilake 
said: “Migration has many positive 
effects on our society and economy.  We 
must ensure, however, that any negative 
impacts are mitigated.  We are directly 
addressing this through the National 
Migration Health Policy, which sets out 
to protect the health and well-being of 
migrant populations, their families and 
host populations.”

EUROPE
Turkey
The Turkish Migration and Asylum Bureau, Ministry of 
Interior and the Ministry of Health, in partnership with 
IOM, hosted a National Consultation on Migration 
Health in Ankara to reach a consensus on securing 
quality and equitable health services for irregular 
migrants. The consultation was held from 28 February 
to 1 March 2013, and was attended by representatives 
from the Ministry of Health, the Ministry of Interior, 
academic institutions and international experts. The 

workshop provided an opportunity to bring together 
national and international experts from Austria, 
Portugal and Sweden, WHO Regional Office for Europe, 
the ECDC and IOM. The workshop is a component of 
the “Technical Assistance in Migration and Health 
– Enhancing National Public Health Standards in 
Migration Management” project, which addresses 
migration and health in Turkey and is supported by the 
IOM Development Fund.

National Consultation on Migration Health in Ankara, Turkey from  
28 February to 1 March 2013. © IOM

MIGRANT-SENSITIVE  
HEALTH SYSTEMS

An effective response to migration-related health 
challenges at the country level is not possible without 
enhancing the capacity of health systems, including 
institutional and health workforce capacity to offer 
migrant-sensitive health services that address cultural, 
linguistic and ethnicity barriers to migrants.

AFRICA
Ethiopia
Tuberculosis remains a major public health problem 
in Ethiopia, and WHO lists Ethiopia as one of the 22 
high-burden countries. The prevalence of all forms 
of tuberculosis is estimated to be 224 per 100,000 
population (WHO Global Tuberculosis Report 2013).

From 2012 to 2013, IOM implemented a tuberculosis 
programme in the Tigray and Somali regions of 
Ethiopia, funded by the TB REACH programme of the 
Stop TB Partnership, to serve underserved refugees 
and the host population by building the capacity 
of health service providers to effectively provide 
tuberculosis detection and treatment services. Under 
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this programme, over 1,000 community health 
workers in the host community in refugee camps 
were involved in community mobilization activities. 
A total of 3,548 cases of smear-positive tuberculosis 
were detected across six consecutive quarters from 
2012 to 2013, as compared to 1,875 cases reported at 
the baseline, resulting in the detection of additional 
1,673 smear-positive tuberculosis cases. Similarly, the 
number of detected cases of all forms of tuberculosis 
has increased by 2,516, from 7,176 at baseline to 
9,692 from 2012 to 3013.

Ghana
In 2013 IOM Ghana and the National TB Programme 
of the Ghana Health Service launched a project funded 
by Stop TB Partnership’s TB REACH programme, 
aimed at increasing tuberculosis detection among 
refugees and host communities, miners and mining 
communities, border communities and vulnerable 
urban communities.

IOM used a mobile tuberculosis diagnostic van 
equipped with a GeneXpert MTB/RIF machine to 
reach at least 317,000 individuals in five locations 
of the Western Region of Ghana (Sekondi–Takoradi 
Metropolitan, Tarkwa–Nsuaem Municipality, Prestea-
Huni Valley Municipality, Ellembelle District and 
Jomoro District).  This region was selected because it 
hosts two refugee camps, shares a border with Côte 
d’Ivoire and has an inflow of migrants from within 
Ghana and the region for employment in the mining 
and petroleum sectors. 

Community health volunteers conducted house-to-
house visits, and referred individuals to the mobile 
diagnostic van, usually parked outside existing health 
facilities. The van also visited active mining sites to 
screen mineworkers. Announcements were aired 
on local radio stations and projected from speakers 
mounted on the mobile diagnostic van to raise 
awareness of tuberculosis symptoms and advertise 
free diagnostic and treatment services. Screening 
activities resulted in a 19.3 per cent increase in case 
notifications of all forms of tuberculosis compared 
with expected case notifications based on historical 
trends.

Over a period of 224 field working days, 190 
communities were accessed, and a total of 354,654 
individuals were reached through door-to-door visits. 
Of the total number reached, 6,108 aged at least 15 
years and with tuberculosis symptoms were referred 
for further tuberculosis screening. The mobile 
medical team registered and screened a total of 4,358 
individuals for tuberculosis. Among those screened, 
3,060 met the national tuberculosis case definition 
and were tested for tuberculosis by collecting on-the-
spot sputum samples. Of the total tested, 231 were 
positive for tuberculosis and referred for treatment.

Mozambique
In early 2013, IOM conducted a baseline assessment 
of HIV and tuberculosis vulnerabilities in migration-
affected and migrant communities of origin along 
the southern transport corridor of Mozambique. 
The research shaped and informed the design of the 

Case finding and community mobilization, Ethiopia. © IOM
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Unified Budget, Results, and Frameworks project, 
an initiative piloted by the UN Joint Team on HIV, to 
implement a set of combination prevention activities 
in migration and transitory communities in Southern 
Mozambique. 

Based on the findings of the baseline assessment, IOM 
contextualized and translated the regional Gender, 
Migration and HIV curriculum to Portuguese (originally 
developed in English). The curriculum is a tool to 
strengthen the capacity of partners to implement 
programmes with sensitivity to the interlinked 
dynamics of gender, HIV and migration. The curriculum 
has been adopted in various sites in Mozambique. In 
2013 a total of 100 individuals, including 40 community 
leaders and 60 peer educators, were trained as 
trainers on the curriculum in Mozambique. Those 
who were trained work with community stakeholders 
(police, border officials, and community leaders) to 
foster an enabling environment for implementation of 
activities, as well as social change – with a focus on 
gender – at the community level. 

IOM partnered with two local organizations in Maputo 
Province: AMODEFA (Associação Moçambicana para 
Desenvolvimento da Família), or the Mozambican 
Association for Family Development, to implement 
activities along the main transport corridor from 
Swaziland to Maputo City; and Coalizao (Associação 
Coalizão da Juventude Moçambicana), or the 
Association for the Mozambican Youth, to implement 
activities in transit communities near the Ressano 
Garcia border post.

Overall, 6,299 people were reached through 
community activities (2,447 in Ressano and 3,852 
in Namaacha/Boane). Both of IOM’s community 
partners, AMODEFA and Coalizao, had experience 
implementing sexual and reproductive health 
interventions. With capacity-building support from 
IOM, the partners were better equipped to discuss 
migration, the social determinants of HIV vulnerability 
in migration-affected communities, and gender issues.

Towards the end of 2013, IOM’s partners in Ressano 
Garcia coordinated with the NGO FHI360’s “Estradas” 
(lit. “roads”) project to organize a community 
health fair. Two hundred people attended the fair 
and benefited from a range of activities including: 
theatrical pieces, debates, football tournaments and 
recreational games about sexual and reproductive 
health. During the health fair, 65 people were referred 
to on-site counselling and testing services provided 
by the Estradas project. IOM Mozambique supported 

Coalizao to create five new outlets in Ressano Garcia, 
resulting in the distribution of 21,600 male condoms 
and 1,000 female condoms. In Namaacha, activists 
distributed 21,600 condoms, and an additional 1,265 
were distributed on the rotas de saúde. In total, 45,645 
condoms were distributed across both project sites in 
Mozambique. All these activities contributed to the 
strengthening of local partner capacity in combination 
prevention (with a focus on laws, health and HIV 
service provision). 

At the policy level, IOM Mozambique continued to 
work closely with the Government of Mozambique 
to advocate for the finalization and adoption of the 
TB in Mines National Action Plan. IOM led the UN 
prevention working group’s strategic planning process 
to develop priorities for combination HIV prevention 
in Mozambique, with a focus on HIV vulnerabilities 
in migration-affected communities. In October 2013 
IOM Mozambique published an article in the peer-
reviewed International Journal of Health Services 
(IJHS) special issue on health and extractive industries: 
“Intensifying action to address HIV and tuberculosis in 
Mozambique’s cross-border mining sector” (IJHS Vol. 
43, No. 4, 2013). 

AMERICAS
Jamaica 
As requested by the Minister of Health of Jamaica, 
IOM implemented two workshops with health-care 
providers entitled “Caring for Trafficked Persons” in 
January 2013.  The workshops were held in Kingston 
and Montego Bay, with the participation of physicians, 
nurses, mental health officers, social workers and 
health educators.  The training aims to create a more 
migrant-sensitive health service and strengthen the 
partnership with the Ministry of Health to address 
migration and health issues. It was financed by the 
Caring for Trafficked Persons II project, a global health 
and trafficking project funded by the US Department 
of State’s Office to Monitor and Combat Trafficking 
in Persons (J/TIP) that involved cooperation with 
missions in the Middle East, Central America and the 
Caribbean.

ASIA
Cambodia
With funding from WHO, IOM Cambodia has been able 
to continue active tuberculosis case-finding activities 
particularly targeting hard-to-reach migrants located 
in temporary housing sites close to the main border 
with Thailand (specifically, in Poipet town). Activities 
included training of village health workers on mobile 
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outreach tuberculosis symptom screening, active 
tuberculosis detection for close to 3,500 migrants 
and facilitating access to prevention and treatment 
services. In addition, the project established quality 
laboratory procedures for an effective process of 
screening, transport of specimen, early diagnosis 
using GenXpert assay technology and referrals 
for tuberculosis treatment under the National TB 
Programme. 

Nepal
In March 2013, IOM Nepal extended its partnership 
with the Stop TB Partnership’s TB REACH programme 
for Year 2 of the project, entitled “Early and Improved 
Tuberculosis Case Detection through the Use of the 
GeneXpert Instrument in Nepal,” for the period of 
March 2013 to August 2014.  The project has been 
successful in introducing the new technology in Nepal, 
in collaboration with the National TB Programme. In 
the first year, IOM performed over 7,500 GeneXpert 
tests in nine GeneXpert centres, located mainly in the 
Eastern region of Nepal where labour migration and 
cross border movements are common. So far, over 
1,500 positive tuberculosis cases have been detected 
that, without this technology, would have remained 
undiagnosed in the early stages. This project also has 
been instrumental to strengthening the capacity and 
coordination of the National Tuberculosis Programme 
in the field of tuberculosis management in the country.

Tajikistan 
Together with the Ministry of Health, the Migration 
Service and other government, international and 
public organizations, IOM continues its efforts to 
improve the access of foreign migrant workers to 
health-care services in the country.  

The project, which is financially supported by the IOM 
Development Fund, has strengthened the capacity of 
State and non-governmental organizations to take into 
account the specific health conditions and cultural 
sensitivity aspects of foreign migrants while they are 
residing in Tajikistan. IOM produced and disseminated 
information and educational materials in several 
languages on sexually transmitted infections, HIV and 
tuberculosis.

IOM works with local organizations Targiot and 
Apeyron, which engages in outreach work to migrant 
communities originating from countries as diverse as 
Afghanistan, China, Iran and Turkey.  These outreach 
efforts have taken place throughout the country, 
including in Dushanbe, Shakhrinav, Tursunzade, 

Kurgan-tube, Sarband, Yavan, Pyandzh and Shuroabad. 
Specialists from the Republican AIDS Prevention 
Centre, Migration Service and IOM continually 
assessed the effectiveness of the outreach work 
and visited migrant workers of the Turkish company 
Combined Group Tecar in Shuroabad, migrant workers 
from China working at Huaksin Gaur Cement Works, 
and migrant workers from Iran working at Gidro-
power (hydropower) Plant Sangtuda-1 in Sarband 
City.  Employers and the migrants themselves were 
overwhelmingly positive about the work conducted, 
which included the screening of films on the problems 
associated with stigma and discrimination on HIV/
AIDS and specialized training on HIV and tuberculosis 
prevention.

EUROPE
Bosnia and Herzegovina 
IOM implemented all planned activities under 
the project “HIV/AIDS National Capacity-building 
and Awareness-raising Activities among Mobile 
Populations” in Bosnia and Herzegovina in 2013, 
which included focus groups and outreach activities 
for migrants and mobile populations. In February, 
seven focus group discussions were organized in six 
towns (Sarajevo, Gradiska, Trebinje, Bihac, Tuzla and 
Banja Luka), targeting truck and bus drivers, students 
and labour migrants, with 8 to 10 participants. All 
of the participants in this study, irrespective of the 
target group, had heard of HIV and AIDS. However, 
all participants believed that more information, 
discussion and attention on the subject are necessary. 
Outreach activities involved the distribution of 
IOM–UNDP information education communication 
materials on HIV/AIDS and STIs, condoms, as well 
as vouchers for referral to the no-cost Voluntary 
Confidential Counseling Testing Centres. During the 
period of January–April 2013, a total of 1,454 migrants 
and mobile populations were reached, and a total of 
10,484 condoms were distributed (six to nine condoms 
per person) to the target groups.

PARTNERSHIPS, NETWORKS AND 
MULTI-COUNTRY FRAMEWORKS

Multisectoral partnerships on migrants’ health are 
needed at the global, regional and national levels, 
including with governments, NGOs and migrant 
communities, as well as the private sector. This section 
presents selected initiatives in this area by IOM around 
the world in 2013.
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mechanisms, such as reporting on international 
treaty bodies and national human rights 
commissions;

(b) The need to empower migrants and help them 
become active agents for development, that is, 
ensure positive contribution in terms of expertise 
and experience that migrant health workers 
can bring to facilitate access to health care for 
migrants and host populations; 

(c) The need to mobilize CSOs to ensure the 
inclusion of migrant health in the post-2015 
development agenda. Addressing migrant 
health is a prerequisite for enabling migrants to 
contribute to development and reduce poverty. 

This	meeting	was	a	first	step	 towards	 the	building	
of a broad “alliance” of like-minded actors within 
governments, CSOs, international organizations 
and communities, in order to promote the health 
and well-being of migrants as a fundamental 
enabler of development through migration. 

Partnerships in Sub-Saharan Africa
Swaziland Statement
Davide Mosca represented the IOM Director General 
in a high-level event in Swaziland on 21 March 2013 
called “1,000-day Countdown on TB and HIV Goals” 
– referring to the Millennium Development Goals 
(MDGs) on HIV and TB, which are expiring in 2015.  
At the occasion of World TB Day on 24 March 2013, 
a high-level delegation came together in Swaziland 
to facilitate a greater response towards ending the 
tuberculosis and tuberculosis/HIV co-epidemic in 
countries of the Southern African Development 
Community (SADC), which is still the region most 
affected by HIV and tuberculosis. Dr Mosca, Director 
of IOM’s Migration Health Divison, joined the Swazi 
Minister of Health (Benedict Xaba), the Minister 
of Health of South Africa (Aaron Motsoaledi), the 
Executive Director of UNAIDS (Michel Sidibé) and 
other high-level representatives from governments in 
Southern Africa, the Stop TB Partnership, the World 
Bank, the Global Fund, Médecins Sans Frontières and 
the South African Chamber of Mines in signing the 
Swaziland Statement, committing all of them to work 

Global Partnerships
CARAM Asia joining IOM as observer
At the 103rd Session of the IOM Council (26–29 
November 2013), CARAM Asia joined IOM as an 
observer. CARAM Asia – or the Coordination of Action 
Research on AIDS and Mobility – is a regional network 
and NGO in Asia and is a growing dynamic network 
of 42 civil society organizations (CSOs), migrant 
organizations and migrant support organizations 
from 19 countries across the Asian continent. CARAM 
Asia works extensively on migrants’ rights, including 
migrants’ health rights, and advocates for appropriate 
and effective protection measures for migrants. IOM 
has been working closely with CARAM Asia since the 
early 2000s, doing joint advocacy and coordinating 
programmatic responses on migration health issues, 
mainly related to Asian labour migration. 

“Partnerships on migrants’ health:  
A civil society perspective on high level 
dialogue commitments” – side event  
to 103rd IOM Council

In the side lines of the 103rd IOM Council, IOM 
organized an event on 27 November that brought 
IOM and civil society organizations (CSOs) together 
to share views, strengthen partnerships and explore 
ways to ensure that migrants’ health and well-being 
are increasingly focused upon in the follow-up to the 
UN High-level Dialogue on International Migration 
and Development (HLD). The CSOs that participated 
are all IOM Observers and included CARAM Asia, 
the International Medical Corps, the Fédération Terre 
des Hommes, Caritas, World Vision International, 
the Italian NGOs Federation, and the International 
Catholic Migration Commission. CSOs were asked 
to share their views with regard to migrants’ health 
and	in	light	of	the	five-year	(eight-point)	action	plan	
presented by 70 CSOs of the Global Coalition on 
Migration in preparation for the 2013 HLD.

The	group	identified	several	points	of	convergence	
and common priorities in relation to migrants’ 
health:
(a) The need to focus on migrants’ right to health, 

especially for the most vulnerable, such as 
unaccompanied children, female migrants and 
displaced	 populations,	 as	 a	 result	 of	 conflict,	
including through UN human rights monitoring 
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Aaron Motsoaledi, Minister of Health 
of South Africa, described the link 
to migration and tuberculosis/HIV in 
Southern Africa as follows: “If HIV/AIDS 
and TB were a snake, I can assure you 
the head would be in here South Africa. 
And I’m repeating this to the mining 
sector – because mineworkers come from 
the whole subregion; they come here to 
our mines to catch TB and HIV and take 
it back home. We must prioritize action 
in the hotspots, and one of the hottest of 
these is TB in the mining industry.”

In follow up to the Swaziland Statement in March,  
Dr Mosca participated in the high-level Global Business 
Council on Health in October, alongside health 
ministers from sub-Saharan Africa, SADC officials, 
CEOs of major companies and other business leaders, 
and partners from civil society and the international 
community to discuss how public–private partnerships 
can address most urgent health issues in the region. 
The Conference featured, among others, keynote 
addresses by Dr Christine Kabesa, First Lady of 
Zambia, and His Excellency Graça Machel, Chairperson 
of the Partnership for Maternal, Newborn, and Child 
Health. A large focus was on the eradication of HIV 
and malaria and addressing tuberculosis in the mining 
sector – diseases that all have a strong link with 
migration. IOM co-hosted and opened a VIP event on 
the first evening on “TB and the mines” with the Stop 
TB partnership and the Centre for Global Health and 
Diplomacy, where the health ministers of Zimbabwe 
and Lesotho, as well as a senior official from a major 
gold mining company, AngloGold Ashanti, gave a 
keynote address. 

Mozambique 
During the Christmas period in December 2013, IOM 
organized an HIV awareness and testing campaign 
for migrant mineworkers returning from South 
Africa’s gold and platinum mines for the holidays. The 
campaign, which also marks International Migrants’ 
Day on December 18, was done in Ressano Garcia, 
a thriving border town between Mozambique and 
South Africa. 
 

with the SADC countries to achieve the international 
targets of cutting deaths from tuberculosis and HIV-
associated tuberculosis by half by 2015, compared to 
1990 levels. 

IOM brought specific attention to the issue of the 
health of migrants working in South Africa’s mining 
sector. Thirty-three per cent of these workers come 
from South Africa’s neighbouring countries, such 
as Swaziland, Mozambique and Lesotho, while 
another 60 per cent are internal migrants from rural 
areas. South Africa’s mineworkers have the highest 
tuberculosis incidence in the world, many of whom are 
also HIV positive, some with silicosis. Similar patterns 
of tuberculosis and HIV distribution are also found 
among the communities from where miners migrate, 
showing a close link between human mobility and the 
epidemics. 

1,000-day countdown 
on TB and HIV goals 
held on 21 March 2013 
in Swaziland. © IOM
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Mozambique has around 35,000 registered 
mineworkers in South Africa; many of whom return to 
their communities of origin over the Christmas period 
to spend time with their families. The border office 
usually extends its opening hours to 24 hours a day 
during this period in order to manage the increase in 
the number Mozambicans crossing the border from 
South Africa.
 
The dynamics of migration increase the HIV vulne-
rability of migrants mineworkers and their families. 
Regions from where the mineworkers originate have 
some of the highest HIV prevalence in the country, 
with up to one in three adults living with the virus.  
 
During the week of activities, volunteers of The Em-
ployment Bureau of Africa (TEBA) were trained on 
IOM’s health promotion model and conducted out-
reach activities targeting mineworkers at TEBA’s office 
in Ressano Garcia border town to stimulate demand 
for HIV-related services. Activities included: one-on-
one dialogues, radio listening groups, theatre, singing, 
dancing, and video shows. Volunteers also referred 
mineworkers to on-site counselling and testing ser-
vices provided by FHI360’s Estradas project called, and 
collect information about miners’ destinations to pro-
vide follow-up services in their community. 
 
This collaboration between IOM, TEBA and FHI360 is 
funded by the United States Agency for International 
Development (USAID)–President’s Emergency Plan for 
AIDS Relief (PEPFAR), under the project Community-
Based Responses to HIV and AIDS in Mine-Sending 
Communities in Mozambique (“Txivirika”). IOM 
provides capacity-building and day-to-day technical 
support to TEBA Development to implement the 
USAID–PEPFAR Txivirika project.

Somalia 
With technical and financial support from IOM, the 
Somali National AIDS Commissions9 were represented 
at the seventeenth International Conference on AIDS 
and STIs in Africa (ICASA) in December 2013. 

This representation was significant as it offered the 
international community’s valuable experiences 
and lessons learned from conflict and post-conflict 
settings. Held in Cape Town, South Africa, ICASA is the 
largest international AIDS conference in Africa. Over 

9 The Somali National AIDS Commissions are: Somaliland National AIDS 
Commission (SOLNAC), Puntland AIDS Commission (PAC) and South 
Central AIDS Commission (SCAC).

7,000 leading scientists, policymakers, government 
leaders, people living with HIV and AIDS, national AIDS 
commissions, UN agencies, NGOs, the private sector, 
donors and research institutes attended the biennial 
conference held with the theme “Now More Than 
Ever: Targeting Zero.”

IOM sponsored a booth for the Somali National AIDS 
Commissions at which they showcased achievements 
of their AIDS responses and interacted with conference 
delegates to learn lessons from other countries, in 
order to contribute to strengthening the effectiveness 
of their AIDS responses.

Since 2008, IOM, in close partnership with the Somali 
National AIDS Commissions and the Joint UN Team 
on AIDS in Somalia, has been providing technical 
assistance, conducting epidemiological research, 
and implementing HIV prevention projects through 
an evidence-informed, migrant-friendly and human 
rights-based approach.

South Africa 
In April 2013, IOM South Africa, in partnership with 
the Africa Centre for Migration and Society of the 
University of Witwatersrand hosted a national dialogue 
to assess the progress being made in addressing the 
health and well-being of migrants, mobile populations 
and communities affected by migration in South 
Africa. Approximately 80 government officials from 
Health, Home Affairs, Education, Labour, Transport, 
Provincial, district and local municipalities; academia 
and research institutions; migrant groups; civil 
society; donors, UN agencies and other international 
development partners; and health facility 
representatives participated in the consultation.

This national dialogue formed part of the IOM 
Ripfumelo HIV/AIDS/STI and TB Prevention and Care 
Programme for Migrants, Mobile Populations and 
Communities Affected by Migration, which is funded 
by PEPFAR through the USAID.

The national dialogue aimed to facilitate dialogue 
and take stock of the implementation of the 
recommendations made in the National Consultation 
on the Health of Migrants that took place in 2010. The 
national consultation agreed on key recommendations 
with regard the WHA Resolution 61.17. The dialogue 
identified effective interventions, strategized how 
to address gaps and challenges where they exist, 
and further identified emerging issues pertinent 
to migration and health in South Africa. IOM has 
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been supporting the Government of South Africa 
at national, provincial, district and local levels to 
implement the recommendations and commitments 
of the Resolution. 

Even though there are progressive legislative and 
policy frameworks promoting universal access to 
health services and programmes, including for 
migrants, South Africa experiences challenges in 
realizing migrants’ right to access basic health services. 
Generally, there is a gap between legal and practical 
access and in practice, at the level of hospitals and 
clinics; these rights are often not recognized due to 
ignorance or xenophobia. The dialogue provided a 
framework for stakeholders to respond to migrants in 
South Africa.

Subnational level in South Africa

IOM Pretoria continues to actively engage with 
government authorities and partners to address 
migration-related health issues in Vhembe District, 
Limpopo Province, South Africa. Limpopo Province 
is of particular interest to IOM because it is the 
point of entry for many migrants. To strengthen this 
strategic partnership, IOM signed a memorandum of 
understanding with the Vhembe District Department 
of Health in June 2013. The memorandum of 
understanding articulates IOM’s contribution to 
the district’s efforts to address specific migration-
related health concerns and ensure that many of 
the communities in Vhembe District are covered 
by tuberculosis, and HIV prevention and care 
programmes.

IOM and partners engage diaspora for 
health  
sector development in South Sudan

IOM concluded a two-day workshop in Juba, South Sudan, 
in October 2013, which brought together government 
officials	from	the	Ministries	of	Health,	Foreign	Affairs	and	
International Cooperation, Labour, Public Service and 
Human Resource Development and Education, as well as 
international experts and other stakeholders, to develop an 
action plan for engaging the country’s diaspora.

The workshop was part of IOM’s Enhancing South Sudan’s 
Human Resources for Health through Strengthened 

Engagement of Health Professionals in the Diaspora project, launched in February 2013 with the support of 
the IOM Development Fund. Through this initiative, IOM provided technical support to the Government of South 
Sudan to develop a national diaspora engagement strategy for the health sector. 

South	Sudan	has	some	of	the	lowest	health	indicator	figures	in	the	world.	Less	than	50	per	cent	of	the	population	
has access to health care, and the country has only 1.5 medical doctors and 2 nurses for every 100,000 
population – far below the WHO-recommended standard of 250 health workers per 100,000.

IOM aims to identify members of the South Sudanese diaspora with health skills and explore ways for involving 
them, both individually and through diaspora associations, in the transfer of knowledge and skills to South 
Sudan’s	health	care	system,	specifically	health	training	institutes	and	medical	colleges.

In July, an online survey (http://southsudandiasporaforhealth.org) was launched to gather baseline information 
on South Sudanese health professionals in the diaspora. Over 200 individuals responded to the survey so far, 
registering their skill sets and their interest in sharing their knowledge. 

The data gathered through the survey has helped IOM and partners to develop a programme for mobilizing the 
diaspora to support the health sector.

http://southsudandiasporaforhealth.org
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Partnerships in the Americas
Ecuador
IOM participated in the Health and Human Mobility 
International Symposium in Quito, Ecuador, on 28 to 29 
October 2013.  The symposium was coordinated by the 
Health, Environment and Development Foundation as 
part of the project “Coordinating Resources to assess 
and improve health status of migrants from Latin 
America.” IOM delivered the opening presentation 
and was part of two roundtables on policies and 
migrant friendly services. Studies on HIV done by IOM 
in border areas with Colombia were also presented 
by the IOM Quito.  Advocacy with other counterparts 
and especially with the Ministry of Health of Ecuador 
was done to strengthen the approach on the health of 
migrants.

Partnerships in Asia
In 2013 IOM participated in and contributed to a 
number of regional-level events in Asia. In January, 
IOM participated in the 24th Annual Meeting of Asian 
Red Cross and Red Crescent Network on HIV/AIDS and 
Tuberculosis in Vientiane, Lao People’s Democratic 
Republic.  Regional technical specialists from IOM’s 
Regional Office for Asia and The Pacific in Bangkok 
gave a presentation entitled “Migrant Populations and 
HIV in ASEAN Countries: How to address HIV and other 
health issues for migrant workers?” This presentation 
provided an overview of the health of migrants, 
migration patterns and migrant populations in ASEAN 
countries, policies and health services available to 
these vulnerable groups, and gave recommendations 
on strategic approaches to address the HIV epidemic 
and other health related issues for migrants. 

In February 2013, IOM participated in the fourth 
Advisory Group Meeting of the Asia–Europe 
Foundation (ASEF) Public Health Network that 
took place in Tokyo, Japan. The meeting reviewed 
the programmes implemented by the ASEF Public 
Health Network from 2009 to 2013. The meeting 
was an opportunity to review various health-related 
publication and policy related outputs from previous 
months. It was also an opportunity to review 2012’s 
implemented activities (which included several 
updates on research exchanges and public briefings), 
along with development workshops on skills 
development for communities in Myanmar. There 
was a session to review planned activities for 2013, 
along with a range of workshops and activities that 
were introduced with the aim of improving regional 
collaborations in public health.

The ASEF event served well to maximize the visibility 
of the Network’s achievements. This included an 
abridged report on a research study on the health 
status of Chinese and Philippine migrants in Italy and 
Spain titled “The Health Dimension of Southeast Asian 
Migration to Europe.” The meeting was brought to an 
end with a visit to Sendai; the field trip was important 
as it highlighted the effects of the 2012 tsunami and 
the subsequent response and relief efforts. IOM 
supported a decision to evaluate the Network in terms 
of impact assessment to assess how the exchange 
facilitated by the ASEF has contributed to biregional 
cooperation on public health. 

In March, IOM also participated in and contributed to 
the Consultation Meeting on TB and Migration in the 
Western Pacific Region organized in Manila, Philippines, 
by the WHO Office for the Western Pacific Region. 
IOM presented an overview of the migration health 
situation in Asia and the Pacific, along with updates on 
developments of effective programmatic and policy 
responses to migration-related health challenges in 
the region. The main purpose of the consultation was 
to discuss the Regional Framework on Tuberculosis 
and Migration in the Western Pacific region, which 
has been finalized and published as an annex in the 
Report on the Consultation on TB and Migration in the 
Western Pacific Region of WHO Western Pacific Office 
(downloadable from: www.wpro.who.int/tb/data/
MeetingReportTBandMigration_WPRO.pdf).

Philippines
In April 2013, IOM and the Government of the 
Philippines signed an agreement to collaborate on 
key actions related to the health of migrants. IOM will 
provide technical expertise to the DOH in addressing 
the health of international migrants from and to the 
Philippines, as well as internally displaced persons, in 
line with WHA Resolution 61.17. 

Under this partnership, joint activities will be developed 
in the areas of migrant health monitoring, provision 
of migrant-friendly health services, development of 
policy and legal frameworks, and partnership-building. 
The agreement will pave the way for strengthened 
intersectoral government collaboration on migration 
health issues in the Philippines. At the signing 
ceremony in Manila, former Secretary of Health  
Dr Enrique T Ona noted: “Recognizing that migration 
is a social determinant for health, we have to further 
strengthen cooperation between national and local 
government agencies.” 

http://www.wpro.who.int/tb/data/MeetingReportTBandMigration_WPRO.pdf
http://www.wpro.who.int/tb/data/MeetingReportTBandMigration_WPRO.pdf
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Viet Nam
The Health Strategy and Policy Institute of the Ministry 
of Health, in coordination with IOM, organized a 
national consultation on migrant health in May 
2013 in Hanoi to strengthen the national reponse to 
migration-related health challenges. Approximately 
60 representatives from the health ministry, IOM, 
WHO, other UN agencies, NGOs and national 
institutes participated. Consensus was reached among 
stakeholders on the need to address migrants’ health, 
and key recommendations were developed, including 
the strengthening of intersectoral collaboration 
and the creation of better information systems on 
migration and health. A final report in English and 
Vietnamese was circulated among health partners in 
Viet Nam from the central (national) down to local 
levels. The consultation on migrant health contributed 
to the development of partnerships between IOM, the 
Ministry of Health, UN and other stakeholders.

Partnerships in Europe
EQUI-HEALTH
In 2013 IOM launched the Equi-Health project, 
“Fostering Health Provision for Migrants, the Roma 

and Other Vulnerable Groups,” to improve access to 
quality health-care services for migrants, the Roma 
and other vulnerable ethnic minority groups, including 
irregular migrants, in the EU, the EEA, and Croatia and 
Turkey over the next three years. 

The EUR 2.55 million project, co-funded by a direct 
grant from the European Commission’s Directorate 
General for Health and Consumers, aims to strengthen 
the capacity of governments and public sector actors 
to deliver appropriate health care services, facilitate 
multisectoral dialogue, organize technical 
consultations, strengthen information systems and 
develop harmonized guidelines on different migrant 
health issues. 

Even though European institutions and covenants 
guarantee the fundamental human right to health for 
all, regardless of legal status or ethnic background, 
migrants often face poverty, sociocultural exclusion 
and various forms of discrimination, which can have 
negative effects on their health and well-being. 
Migrants have been found to receive inferior health care 
compared to host communities due to administrative 
and language barriers. Europe’s 10 to 12 million Roma 

IOM and the Philippines’ Department of Health to collaborate together on a global migration health framework. © IOM
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people, whose life expectancy is on average 10 years 
less than their European counterparts, frequently 
experience similar treatment. For irregular migrants, 
the situation is often worse. In most EU countries, 
irregular migrants can only access emergency health 
services and few countries offer primary or specialized 
care. 

Assessment on migrants’ health in Sicily 
Within the framework of the Equi-Health project, 
IOM, the Italian Ministry of Health and Regional 
health authorities conducted an assessment on 
migrants’ health in Sicily from 3 to 18 September 2013. 
Geographical areas of focus included Caltanissetta, 
Catania and Mineo, Syracuse and Pozzallo, and focused 
on migrant landing points, migrant reception centres 
(open or closed), and related services and institutions. 
The assessment focused on: (a) migrants’ health;  
(b) occupational health of border and health officials; 
and (c) public health using a health equity lens. All 
relevant stakeholders were briefed and/or interviewed 
including migrants, representatives from civil society, 
local administration, hospitals, health professionals 
and border guards.

Preliminary findings suggest that while the health 
response during the first phase of rescue at sea and 
landing is usually well organized, with a number 
of actors cooperating closely (i.e. costal guards, 
maritime army, maritime health department, local 
authorities), the subsequent phases of immediate 
reception, onward transportation and longer-term 
reception are faced with more challenges. Especially 
in the last few months the high number of migrants 
arriving has created gaps in the response, in particular 
because the caseload includes increasing numbers of 
minors, pregnant women and the elderly. Immediate 
medical assistance is assured; however, psychosocial 
needs continue to require attention and long-term 
health-care needs are on the increase as migrants 
stay longer in reception facilities (often over one 
year). Some centres are still “informal,” that is, 
without clear legal status; there is an absence of 
interpreters in first reception centres and insufficient 
cultural mediators and heath staff in most all types of 
centres; and the long duration of the application for 
the refugee status (that sometimes lasts two years), 
and the subsequent uncertainty for migrants’ future 
are considered as additional factors of concerns for 
migrants’ well-being. 

Representing migration health  
at international conferences
IOM is regularly asked to participate in international 
conferences and share technical knowledge, including 
good practices in addressing migration-related health 
challenges. For example, IOM participated in the 
eighth Global Conference on Health Promotion, held 
in Helsinki, Finland, in June 2013. The conference 
was co-organized by WHO and the Ministry of Social 
Affairs and Health of Finland. The main theme of the 
Conference was “Health in All Policies” and recognizes 
that many health outcomes are decided by policies 
and factors outside the health sector. IOM was 
invited to submit a paper and present examples of 
approaches and countries where intersectoral action 
has led to improved health outcomes for migrants 
and countries alike. The paper “Ensuring health 
equity of marginalized populations: Experiences from 
mainstreaming the health of migrants” was submitted 
and accepted by the journal Health Promotion 
International for publication in 2014.

In the sidelines of the 2013 United 
Nations General Assembly meeting on 
the post-2015 development framework 
in September, IOM participated in a 
one-day, high-level conference in New 
York organized by the Centre for Global 
Health and Diplomacy (GHD) called 
Catalysts of Global Health: A Strategic 
Conference on Practical Solutions to 
Global Health Challenges. The conference 
highlighted successful and promising 
programmes	 and	 strategies,	 identified	
emerging challenges and promoted 
solutions to address the changing face 
of global health and development.  A 
wide range of representatives from 
donor and recipient governments, private 
industry, policymakers and implementers 
participated. Keynote speakers included 
the President of Senegal, the President 
of Sierra Leone and the President of 
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Uganda. Davide Mosca, MHD Director 
in IOM, participated in the panel entitled 
“Infectious Diseases: Implications for 
Health Systems, Funding Streams and 
Local Governments” alongside Mr 
Sidebe, Executive Director from UNAIDS,  
Dr Lucica Ditiu, Executive Secretary, Stop 
TB Partnership, and Evaline Kibuchi, 
Senior Tuberculosis Advocacy Manager 
of the Kenya AIDS NGOs Consortium. The 
event was live-streamed for an audience 
of about 8,000 people globally.

 
In October 2013, IOM participated in a global health 
conference in Ottawa hosted by the Canadian Society 
of International Health (CSIH). At the symposium 
session entitled “Hepatitis C and Priority Populations: 
Incorporating Strategies from the HIV/AIDS, STI, 
TB Community,” IOM presented its migration and 
public health strategies and current multisectoral 
programmes, particularly on tuberculosis, HIV and 
malaria, in addressing the health needs of migrants 
and vulnerable groups. IOM and the CSIH have been 
working closely together for a number of years and 
formalized this partnership into a memorandum of 
understanding in 2013, which aims to operationalize 
WHA Resolution 61.17 in Canada and a few other 
target countries. 

Also in October 2013, IOM participated in the 
Union World Conference on Lung Health in Paris, 
France, which was attended by all major agencies 
and stakeholders concerned with tuberculosis. The 
2013 conference had a large focus on tuberculosis 
and migration. IOM made scientific and health policy 
presentations and co-organized a workshop and 
symposia with WHO, the CDC, UNION, and other 
partners on tuberculosis and migration. Sessions 
on migration and health included a workshop on 
collaboration between employers and governments to 
ensure early tuberculosis diagnosis and treatment for 
migrant workforce, and three symposia: the first on 
tuberculosis and environmental migrants, particularly, 
preparedness and response to migration in disasters; 
the second on what we know about the tuberculosis 
burden in globally mobile populations, presenting the 
latest global evidence; and the third on communities 

with heavy tuberculosis burden imposed by poverty 
and marginalization. 

IOM co-organized and participated in the 
International Conference on Intercultural Mediation 
in Healthcare in Huelva, Spain (19–20 September 
2013), organized by the University of Huelva, Junta de 
Andalucia, Sociedad Andaluza de Medezina Familiar y 
Communitaria, Red Isir Immiracion y Salud and other 
partners. IOM experts opened the conference with 
key speaker interventions under a plenary session 
entitled “European Intercultural Mediation Models in 
Health Care and Challenges for Health Systems.”10  As 
part of the conference and in the framework of the 
Equi-Health project, IOM organized the first meeting 
of an expert working group on the subject of “health 
mediation and the Roma,” gathering governmental 
experts, mediators, academia and CSOs working on 
the topic of health mediation and the Roma from 
Belgium, Bulgaria, Croatia, France, Italy, Romania 
and Spain. They discussed their experiences on the 
implementation of the health mediators programmes 
in the EU Member States among Roma communities, 
curriculums and roles of Roma health mediators in 
national health-care systems and problems that EU 
Member States were able to solve and problems that 
remain to be solved, including by the health mediation 
programmes.

Facilitating dialogue on migration health 
around the world
IOM often plays an active role in facilitating dialogue, 
strengthening partnerships and mobilizing political 
will on a particular thematic issue. For example, in 
May 2013, in the sidelines of the annual World Health 
Assembly in Geneva, IOM hosted an informal meeting 
on malaria and population mobility for the Malaria 
Elimination (E-8) countries (Angola, Botswana, 
Mozambique, Namibia, South Africa, Swaziland, 
Zambia and Zimbabwe). The meeting was well attend 
by 36 senior health ministry officials, including the 
Zimbabwean health minister), officials from the 
SADC Secretariat, the Global Fund, NGO partners, 
WHO’s Global Malaria Programme, the Southern 
Africa Roll Back Malaria Network (SARN). The meeting 
aimed to strengthen collaborative efforts to reduce 
and eliminate malaria among migrants and mobile 
populations and support malaria elimination in E-8 
countries. Approximately 90 per cent of global malaria 
deaths are in Africa and, with increased internal and 

10 More information on this event at http://uhu.es/health-migration/index.
php/en/m-papers.

http://uhu.es/health-migration/index.php/en/m-papers
http://uhu.es/health-migration/index.php/en/m-papers
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cross-border mobility in Southern Africa, malaria 
can be exported to new areas. Mobile and migrant 
populations face complex obstacles in accessing 
essential health care, including malaria prevention, 
screening and treatment, as they enter and leave 
endemic or non-endemic areas on a daily basis. The 
meeting identified key recommendations for action 
which are operationalized in different programmatic 
activities in the SADC region.

In the same week, in the sidelines of the World 
Health Assembly and the Commonwealth Ministers 
of Health meeting, IOM co-hosted the event “TB 
emergency in Africa: From Political Leadership to 
Accelerated Action,” with the Stop TB Partnership 
and the Centre for Global Health and Diplomacy. This 
event was a follow-up to the Swaziland Statement, 
which was adopted in March 2013 in Swaziland by a 
number of SADC ministers of health, IOM and other 
high-level dignitaries. The event aimed to raise 
awareness that there are only 1,000 days left to go 
until the MDGs expire and the fact that sub-Saharan 
Africa is not on track to achieve the MDG target for 
tuberculosis. The panel focused especially on the 

tuberculosis emergency in the mining sector and the 
role of migration in the transmission of disease.  The 
Ministers of Health of South Africa, Swaziland and the 
United Republic of Tanzania participated alongside 
Dr Lucica Ditiu, Executive Secretary of the Stop TB 
Partnership, and Davide Mosca, Director of IOM’s 
MHD. A number of concrete recommendations were 
made by the Ministers of Health on how to address 
the tuberculosis emergency using a regional approach, 
including the screening of mineworkers, improving 
health systems and data-sharing between countries of 
the region, and strengthening health referral systems 
across borders. The South African Minister of Health 
recommended the organization of a regional summit 
on health in the mining sector with participation 
from ministries of mining, labour and health. IOM 
and the Stop TB Partnership are working together to 
follow up on these recommendations. The event was 
transmitted on Livestream and visited by more than 
1,300 viewers.11 

11 More information on this event at http://www.stoptb.org/news/
stories/2013/ns13_033.asp.

IOM hosted an informal meeting on malaria and population mobility for the Malaria Elimination (E-8) countries in May 2013. © IOM

http://www.stoptb.org/news/stories/2013/ns13_033.asp
http://www.stoptb.org/news/stories/2013/ns13_033.asp
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In May 2013, IOM co-hosted a side event titled 
“Health of Migrant Workers: Realizing Rights and 
Inclusive Development”, with the Office of the High 
Commissioner for Human Rights (OHCHR) during the 
Human Rights Council at the Palais des Nations. The 
panel, which was moderated by IOM’s Deputy Director 
General Ambassador Laura Thompson, included the UN 
Special Rapporteur on the Human Rights of Migrants, 
François Crépeau; the UN Special Rapporteur on the 
Right to Health, Anand Grover; Enrico Fos from the 
Philippines Permanent Mission to the United Nations; 
Ana Iphais, Coordinator Healthy Municipalities and 
Communities National Programme from the Argentine 
Ministry of Health; and Michele LeVoy, Director of the 
European NGO network Platform for International 
Cooperation on Undocumented Migrants. There was 
a rich discussion where many challenges, responses 
and good practices were discussed. The event has 
strengthened IOM’s partnership with the OHCHR and 
especially the offices of the UN Special Rapporteurs. 

In 2013 IOM also took the initiative to facilitate 
dialogue among its Member States (through senior 
migration and health representatives from Permanent 
Missions in Geneva) from different regions on 
migration and health issues. In partnership with the 
EU Delegation in Geneva and WHO, IOM co-organized 

a briefing for EU Member States entitled “Migration 
and Health – European and Global Developments” in 
March, which was hosted by EU Permanent Delegation 
to the UN Office. The meeting was chaired by the EU 
Delegation and was attended by health and migration 
experts from several EU Member States’ Permanent 
Missions. The participants welcomed the opportunity 
to discuss key policy developments on migration and 
health in Europe and globally, especially in light of the 
HLD in October 2013 and the post-2015 development 
agenda, and acknowledged the value of intersectoral 
dialogue between colleagues working on health and 
migration. Among the speakers were colleagues from 
the European Commission in Brussels (specifically, 
from DG DEVCO and DG SANCO), International 
Labour Organization Headquarters and WHO (both 
Headquarters and the Regional Office in Europe). 
Similarly, in April, IOM organized a briefing with 
Asian Member States on migration health. A total of 
13 Member States, including Afghanistan, Bangladesh, 
Cambodia, India, Indonesia, Japan, Maldives, 
Myanmar, Nepal, Sri Lanka, the Philippines, Thailand 
and Solomon Islands attended the briefing. The Sri 
Lankan, Philippine and Thai ambassadors delivered 
statements to share their country experiences and 
perspectives in responding to health issues related to 
migration, followed by a roundtable discussion. 
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Migration health assistance for crisis-affected 
populations

Forced migration and population movements following 
natural disasters, conflicts, climate change and other 
crisis events often result in heightened health risks 
among migrants, third-country nationals, internally 
displaced populations, refugees and returnees – 
who in many circumstances already lack critical 
assets to begin with. Contributing factors that often 
lead to potential disease outbreaks or epidemics, 
high morbidity and mortality among crisis-affected 

populations are complex and may include pre-existing 
health status, lack of immunity to new diseases, 
overcrowding, poor water supply, unsafe sanitation 
practices, lack of food and shelter, emotional stress, 
disruption of social networks, lack of available health 
personnel and inaccessible, and overstretched or 
disrupted or non-functional health-care and referral 
services, among others. 

The Migration Health Assistance to Crisis-Affected 
Populations Unit is responsible for two of the 15 
sectors of assistance of the IOM Migration 
Crisis Operational Framework, namely, 
health support and psychosocial 
support. These two sectors have 
separate programmes yet interlink 
with each other, as well as cut 
across other sectors in the pre-
crisis, crisis and post-crisis phases 
and throughout the migration 
cycle. As a core partner of the 
Global Health Cluster, a member 
of Country Health Cluster network 
of partners led by WHO, and of the 
IASC Mental Health and Psychosocial 
Support Working Group, the Unit integrates 
health and psychosocial support responses to the 
overall IOM emergency response.
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Guided by the sixty-first WHA Resolution 61.17 
adopted in 2008, the IOM Position Paper on 
Psychosocial and Mental Well-being of Migrants 
(2003) and the Inter-Agency Standing Committee 
(IASC) Guidelines on Mental Health and Psychosocial 
Support in Emergency Settings (2007), IOM engages 
with governments, relevant partners and crisis-
affected communities to address the immediate, 
medium- and longer-term health and well-being 
needs of migrants, displaced, and other vulnerable 
and hard-to-reach populations in humanitarian and 
migration crisis situations. Given IOM’s role as the 
global Camp Coordination Camp Management Cluster 
co-lead in natural disasters, health support and 

psychosocial support interventions ensure enhanced 
access to life-saving health and well-being services for 
displaced people, including migrants, in the aftermath 
of a disaster or conflict situation.

Based on the framework of existing national health 
systems and coordinated humanitarian response in 
respective countries, and the evidence on health 
risks and psychosocial needs, IOM recommends the 
following interventions that focus on early recovery, 
sustainability and capacity-building of both health 
and non-health personnel (e.g. immigration and social 
welfare):

Pre-departure

Individual health and continuity 
of care
Health referrals
Health promotion
Public and environmental health
Pre-departure fitness to travel 
and medical escorts
Psychosocial support

Travel and Transit

Individual health and continuity 
of care
Health referrals
Health promotion
Hygiene and environmental 
health in transit sites
Pre-departure fitness to travel 
and medical escorts
Psychosocial support
Training for immigration and 
health staff

Upon Return

Facilitated health referrals
Health promotion
Continuity of care for chronic 
medical conditions
Psychosocial assistance to 
reintegration
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MIGRANT-SENSITIVE HEALTH 

SYSTEMS

AFRICA
Djibouti: Improving life-saving capacities, water, 
sanitation and health-care access for vulnerable 
migrants 
In response to the increasing influx of migrants and 
the overstretched capacity of local health facilities to 
meet migrants’ health-care needs, IOM in Djibouti 
partnered with the Ministry of Health to provide 
life-saving humanitarian assistance to migrants and 
populations in the country through emergency and 
migration health interventions. With timely funding 
support from the Central Emergency Response Fund 
(CERF), IOM provided essential medical supplies, 
oral rehydration solutions  and other commodities 
to local hospitals in Obock, Tadjourah and Dikhil for 
case management and addressed the specific needs 
of vulnerable migrants – men, women, children and 
older people who have higher protection needs and 
face higher health risks. Referrals to the nearest local 
hospitals were arranged for 1,000 persons including 
migrants in need of urgent care and treatment. 
Along the migration route, support was provided 
to the Ministry of Health’s efforts in raising malaria 
awareness among the local population and migrants, 
and undertaking vector control activities such as 
distribution of impregnated bed nets, fumigation in 
areas of high mosquito prevalence (namely, Dikhil 

and Arhiba) and destruction of larva sites, with the 
aim to prevent and control the spread of malaria. 
Additionally, this project facilitated the rehabilitation 
of seven water distribution points, distributed 150,000 
chlorine tablets for decontamination of drinking water 
and reached close to 23,100 individuals, including 
3,600 migrants, to enhance their knowledge of and 
promote safe hygiene practices to minimize the 
threat of acute water-borne gastrointestinal diseases. 

Somalia: Enhancing access to health-care services 
through a health centre and mobile clinics for the 
displaced populations in Puntland and Somaliland
Close to 10,000 internally displaced persons living 
in the Jowle settlement in the outskirts of Garowe, 
Puntland, benefitted from static and mobile health 
services implemented by IOM. Before the facilities 
were introduced in 2013, internally displaced persons 
had to walk 6 km to reach the city to receive free 
health-care services or visit often-unaffordable 
private clinics. Opened in May 2013, with support 
from the Japanese Government, IOM provided 
essential primary health-care services to displaced 
families which included routine consultations, 
safe motherhood services, nutrition, control of 
communicable diseases and immunization. As part of 
its capacity-building approach for the Government’s 
health system, local health personnel were provided 
training and technical support to operate the health 
centre and provide outreach services.   

Distribution of impregnated mosquito bednets at Agna village in Dikhil, Djibouti. © IOM
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“We value IOM’s collaboration with 

Puntland’s Ministry of Health in providing 
services to the most vulnerable people in 
IDP settlements. The services reduce the 
burden on the government hospital in the 

city and this initiative should be a model for 
future health facilities,” says Dr Abdirizak 

Hersi Hassan, the Director General of 
Puntland’s Ministry of Health. (July 2013, 

Garowe, Puntland, Somalia)

IOM, in collaboration with the Somaliland Ministry of 
Health, Ministry of Resettlement, Rehabilitation and 
Reintegration and the Migration Response Centre, 
established a mobile health clinic at the Mohamed 
Mooge settlement in Hargeisa to provide basic health-
care services to approximately 10,000 vulnerable 
internally displaced people and the neighbouring 
host population. The clinic, which is co-funded by 
Japan and the United States, will also provide needed 
health-care services to over 150 street children 
hosted at a rehabilitation centre near the settlement.   

South Sudan: Enhanced primary health-care services 
for vulnerable persons in Upper Nile state
Building on IOM’s emergency health interventions 
in the Renk, Upper Nile state, for thousands of 
South Sudanese returnees from Sudan, and host 
communities, this project continued the provision of 
life-saving primary health-care services in 2013, in 
order to avoid preventable morbidity and mortality 
among the target populations, especially the most 
vulnerable (women, children, the elderly and those 
with special needs). Activities carried out were:  
(a) operating mobile and semi-static health 
clinics, which provided essential services such as 
reproductive and maternal health, with emphasis 
on pre- and post-natal care; (b) routine and mass 
campaign immunization for children under five;  
(c) capacity-building and refresher training sessions, 
especially for female health workers, on basic primary 
health care services; and (d) provision of medicines 
and medical supplies. Additionally, community-
based health promotion of the prevention and care 
of HIV/AIDS, tuberculosis and malaria, as well as safe 
hygiene practices, were conducted; health referrals, 
with assisted transportation between referring and 
receiving health facilities, were arranged. 

AMERICAS 
Haiti: Community-based cholera response in IDP 
camps and vulnerable rural communities 
Funded by the CERF Underfunded Emergencies 
mechanism, IOM provided life-saving prevention, 
first-line treatment, surveillance and monitoring, 
and rapid-response capacity in priority IDP camps 
and communities, in order to avoid the potentially 
devastating effects of cholera on the most vulnerable. 
This project aligned with the priorities and 
approaches of the Haiti Humanitarian Action Plan 
2013, the Health Cluster and the Haitian Ministry of 
Health’s National Cholera Response Strategic Plan, 
through the provision of flexible rapid interventions 
and enhanced cholera responses at the community 
level, particularly in IDP camps and vulnerable rural 
communities. The project further supported the 
Ministry of Health’s efforts to integrate overall cholera 
response into existing primary health-care facilities, 
in order to facilitate access to cholera treatment.

Proper handwashing was taughtn in IDP camps and communities 
in Haiti. © IOM

The activities included deployment of a mobile 
rapid response teams for cholera case management, 
sensitization activities, emergency WASH response, 
and training of medical staff and community  
health-care workers and distribution of medical and 
non-medical items to health-care facilities, affected 
families and individuals. In 2013, IOM response 
activities  reached a total of 515,730 individuals in 
97 IDP camps and  at-risk communities in the Ouest, 
Sud-Est and Artibonite Departments of Haiti, and 
have contributed to the following results: 54 oral 
rehydration points (ORPs) and  ORP Plus stations 
in camps and communities established/activated; 
69,370 individuals, who were either affected or 
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IOM and AmeriCares Partnership: Enhancing local health systems for recovery –  
life-saving care and referral services for typhoon Haiyan (“Yolanda”) survivors 

In December 2013, in the immediate aftermath of the typhoon Haiyan, IOM and AmeriCares jointly launched 
the	first	phase	of	an	evidence-based	project	consisting	of	emergency	health	response	and	targeted	psychosocial	
support activities. The key objective was to provide operational relief and support the DOH’s efforts to revitalize 
the existing, yet overstretched, public health-care system. Activities carried out within the project included providing 
fixed	 health	 centre	 and	 outreach	 access	 to	 life-saving	 primary	 health-care	 and	 referral	 services,	 repairing	
and rehabilitating rural health centres, as well as providing mental health and psychosocial support training, 
particularly in remotely located and underserved communities in and around Capiz Province and Estancia in 
Iloilo Province.   

isolated and devastated typhoon-affected communities 
in the Mindanao Island provinces of Davao Oriental, 
Agusan del Sur, Surigao de Sur and Compostela Valley. 
To support the DOH–Center for Health Development 
(CHD) in Davao area, these emergency health activities 
were carried out in partnership with the WHO and 
health cluster partners. The activities, with funding 
support from AmeriCares and the Government of the 
Republic of Korea, contributed to timely and valuable 
asisstance to the affected communities. 

With the overall aim to mitigate preventable morbidity, 
mortality and disability by augmenting primary health-
care services in selected districts, approximately 8,260 
typhoon-affected beneficiaries were able to avail of 
life-saving and preventive, as well as continuity of, 
health-care and referral services. 

Within the scope of the emergency health response, 
medical surge staff were strategically positioned in 
identified permanent primary health-care centres, 
essential medicines and medical supplies were 
provided to three rural health units and nine village 
health stations, and a laboratory unit of a health centre 
was revitalized to improve diagnostic and laboratory 
services. Additionally, three transitional health 
centres were constructed to meet the immediate 
needs of the displaced population, while they were 
accommmodated at the transitional shelters and while 
the permanent health clinics were under repair. IOM 
also supported the DOH–CHD in conducting capacity-
building sessions on critical psychosocial support and 
strengthening referrals for those in need of mental 
health specialist services.

at risk, were supported by the IOM mobile rapid 
response team on case management, sensitization, 
decontamination; and 190 health-care staff and 
community health workers were trained on cholera 
response. As part of the cholera response, 542,707 
medical and non-medical commodities were also 
distributed to affected individuals and families in 
the communities and IDP camps. A total of 297,053 
individuals in the community and IDP camps in three 
departments were reached by cholera prevention 
and awareness activities. 

ASIA AND THE PACIFIC
Philippines: Strengthening health-care systems for 
recovery and sustainability of typhoon-affected 
communities
In 2013, the Philippines was still recovering from the 
significant impact of Typhoon Bopha (locally known 
as “Pablo”), which made landfall on the island of 
Mindanao and severely affected 4 regions and 12 
provinces in late 2012. While in the recovery phase, 
the country was affected by a series of natural 
disasters – the Bohol earthquake in October 2013 and 
the super typhoon Haiyan (locally known as “Yolanda”) 
in November 2013. Typhoon Haiyan was the strongest 
storm recorded at landfall in recent history and caused 
devastating loss of life and damages, mostly affecting 
the country’s Visayas region. 

IOM’s Typhoon Bopha Emergency Health Response 
interventions in the Philippines focused on bridging 
the gap between immediate emergency health 
and well-being response and strenghtening health 
infrastructure and health-care systems for medium-
term recovery and sustainability in geographically 
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Phase 1: Achievement

• 34,831 patients treated

• 5 rural health facilities repaired

• 4,825 supported through an immunization 
programme 

• 2,751 supported through maternal and child 
health care 

• 553 life-saving medical referrals 

• 156 community leaders trained on mental 
health and psychosocial support 

Sri Lanka: Enabling health protection in northern  
Sri Lanka to avert irregular flows 
By strengthening the existing health-care systems in 
war-torn areas in northern Sri Lanka, this 16-month 
project aims to sustain primary health care and basic 
emergency health care (through 24-hour ambulance 
services and referral services in five prioritized 
geographical areas for the return of around 395,000 
conflict-affected internally displaced persons and 
about 5,600 Sri Lankan refugees from India), as well 
as to enhance the capacity and retention of human 
resources for health in these targeted areas.

From June 2012 through October 2013, funded by 
Australia’s Department of Immigration and Border 
Protection, the activities included a joint health needs 
assessment conducted in cooperation with Sri Lanka’s 
Ministry of Health to identify resource gaps in health 
institutions and priority service areas. The assessment 
validated several gaps in existing health referral 
mechanisms, particularly on specialty care referral 
system for surgical, psychiatric, ophthalmological 
and pediatric services. One other identified priority 
area was the lack of available emergency 24-hour 
ambulance services from local health centres to 
district hospitals in Maruthankeny, Akkaarayan, 
Nattankandal, Kokkulai and Alambil. These remote 
hospitals serve a population of approximately 300,000 
across four districts, with special focus on the most 
vulnerable people in remote locations. Consequently, 
outreach clinic facilities were supported by mobilizing 
health specialists and other health personnel from 
other better-resourced health institutions, and 
referral pathways were strengthened through 24-
hour ambulance services. An assessment was also 
conducted to determine the social determinants of 
irregular flows of outbound migration in these areas, 
which highlighted security, livelihood concerns and 
family reunification as the strongest push factors.  

MIDDLE EAST AND NORTH AFRICA 
Jordan: Continuity of health care for Syrian refugees 
in camps, transit sites and host communities 
Despite its already overburdened social and health-
care services, Jordan’s border areas with the Syrian 
Arab Republic remained open for refugees fleeing the 
continued conflict in the latter country. Funded by the 
Office of the United Nations High Commissioner for 
Refugees (UNHCR) and various government donors, 
such as the United States BPRM, the United Kingdom’s 
Department for International Development (DFID), 
Kuwaiti Funds and the United Nations Office for the 
Coordination of Humanitarian Affairs, IOM partnered 
with the Jordanian Ministry of Health, UNHCR, WHO, 
UNICEF and other health cluster partners in ensuring 
rights-based access to health-care and prevention 
services and to minimize the negative impact on 
existing health-care systems.
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The IOM Jordan emergency health response to the 
Syrian crisis was centred on three core activities in 
2013, namely: (a) tuberculosis detection, treatment, 
prevention and tuberculosis awareness-raising 
services for Syrian refugees in Za’atri Camp and 
different locations in Jordan: 283,001 Syrians have 
undergone tuberculosis screening, 206,655 refugees 
have received tuberculosis awareness-raising sessions, 
with 79 persons diagnosed with the disease and 47 
completing directly observed tuberculosis treatment;  
(b) 73,913 Syrian refugee children were vaccinated 
against measles, while some 20,674  children received 
oral polio immunization, and over 34,000 children 
were provided with supplementary vitamin A as they 
arrived at Za’atri Camp; and (c) first health screening 
and triage was conducted for 268,017 newly arrived 
Syrian refugees at the Raba’al-Sarhan Transit Center. 
First health screening and triage is an essential process 
in identifying newly arrived Syrian refugees who 
needed immediate and life-saving medical and/or 
surgical care (1.2% of all new arrivals); 6.8 per cent of 
the new arrivals with chronic medical conditions were 
referred to health partner agencies for continuity of 
health care. 

Yemen: Providing life-saving health and 
psychosocial care for conflict-affected communities 
in Abyan’s hardest-to-reach areas  
In the Abyan Governorate, in the south of Yemen, IOM 
– funded by the CERF, the European Commission’s 
Humanitarian Aid and Civil Protection Department, 
and USAID/Office of U.S. Foreign Disaster Assistance – 
operated three mobile health units and supported six 
fixed health facilities for the provision of emergency 
and primary health care, routine immunization, 
reproductive health care, health promotion and 
medical referrals. IOM also supported 14 Outpatient 
Treatment Programme teams for the treatment of acute 
malnutrition among Yemeni children. Throughout 
2013, over 117,000 individuals (mostly women 
and children, and including 4,367 undernourished 

children) benefitted from IOM’s health-care and well-
being activities.

MULTISECTORAL PARTNERSHIPS
IOM and Handicap International Federation 
IOM and the Handicap International Federation 
signed a global memorandum of understanding to 
work together in emergencies to help vulnerable 
people, including people with disabilities, the injured 
and those struggling with forced displacement, 
particularly in the aftermath of natural disasters. 
The agreement, which will serve as a basis for future 
collaboration, is designed to strengthen links between 
the two agencies in the field and follows an earlier, 
country-level memorandum of understanding agreed 
in Haiti, where the two organizations worked together 
to help the January 2010 earthquake victims.  
 

“Our emergency response activities are 
often complementary, so it makes good 

sense for us to work together closely 
in the field. For example, in Haiti, IOM 

provided essential transportation for people 
injured in the quake to and from Handicap 

International rehabilitation facilities,”
says IOM Director of Migration Health 

Division Davide Mosca. (April 2014, IOM 
Headquarters, Geneva)

 
IOM and AmeriCares 
Since 2005, AmeriCares, a United States-based  
non-profit disaster relief and humanitarian aid 
organization, has supported IOM’s emergency and 
disaster response operations in 15 countries in Asia, 
Africa and the Middle East, and benefited thousands 
of victims of tsunamis, earthquakes, floods, typhoons, 
droughts, man-made disasters, conflict and migration 
crises. In May 2013, IOM and AmeriCares agreed to 
build on their existing partnership, most notably 
AmeriCares’ in-kind contributions of medicines, 
medical supplies and equipment, as well as cash 
grants for the delivery of primary health-care services, 
transportation, logistics assistance, shelter, medical 
kits, surge health staff, the construction of temporary 
health posts or the repair of damaged health facilities, 
as well as global prepositioning of non-food items. 
IOM’s partnership with AmeriCares illustrates 
the strong role that the private sector can play in 
humanitarian operations and its tangible impact on 
vulnerable populations in need of assistance.

Tuberculosis
Prevention, 

Detection and
Continuity of 

Care 

Support to 
Measles and 

Polio
Immunization
and Vitamin A
Supplement

Health Triage,
First Screening

and Health
Referrals
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“IOM has relied on AmeriCares’ help and partnership in numerous humanitarian 
operations. Its generous support through in-kind donations and cash grants has 
helped us to reach thousands of people in desperate need whose lives were at 

risk, in the wake of natural disasters or conflicts,” said Mr Swing.

“IOM is a trusted partner and one of our most important allies in times of crisis. 
We share with IOM a common appreciation of partnership and collaboration, 

which helps us provide better assistance to those who desperately need it,” said 
Mrs Sears. “AmeriCares is committed to supporting partners like IOM to help 

people live healthy and productive lives,” she added.  
(May 2013, IOM Headquarters, Geneva)

IOM and AmeriCares signed a memorandum of understanding in May 2013. © IOM
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Annex 1: IOM publications, guidelines and tools 
on migration and health, 2013

IOM internal publications,  
guidelines and tools

1. D. Mosca, B. Rijks and C. Schultz, A role 
for health in the global migration and 
development debate? Looking ahead at 
the UN High-Level Dialogue on Migration 
and Development (HLD) and other forums, 
Migration Policy Practice, 3(2):19–24. 
Available from http://publications.iom.int/
bookstore/index.php?main_page=product_
info&cPath=50&products_id=952.

2. D. Mosca, B. Rijks and C. Schultz, Health 
in the post-2015 development agenda: 
The importance of migrants’ health for 
sustainable and equitable development, 
Migration Policy Practice, 2(6):5–10. 
Available from http://publications.iom.int/
bookstore/index.php?main_page=product_
info&cPath=50&products_id=894.

3. IOM, A Global Report on Population Mobility 
and Malaria: Moving towards elimination with 
migration in mind (IOM, Geneva). Available 
from www.iom.int/files/live/sites/iom/files/
What-We-Do/docs/REPORT-14Aug2013-
v3-FINAL-IOM-Global-Report-Population-
Mobility-and-Malaria.pdf.

4. IOM, Health Vulnerabilities Assessment in 
Child and Maternal Health, Reproductive 
Health and HIV in Puntland, Somalia (IOM, 
Somalia).

5. IOM, Lessons Learned: Enhancing the 
Health Status of Uprooted People and Host 
Communities in Mon State of Myanmar 2013 
(IOM,Yangon).

6. IOM, Migration Health Assessment in South 
Sudan (IOM, Juba).

7. IOM, Nutrition Surveillance Reports: Health 
Assessment Programme, Issue No. 3, 
January–December 2012 (IOM, Manila). 
Available from http://publications.iom.int/
bookstore/free/NutritionSurveillanceReport_
JANDEC2012_17Apr2013_FINAL.pdf.

8. IOM, WASH Baseline Assessment: Enhancing 
the Health Status of Uprooted People and 
Host Communities in Mon State of Myanmar 
(IOM,Yangon).

9. IOM, Youth Behavioural Survey Report: 
Somalia IOM 2012 (IOM, Somalia).

10. IOM Regional Office for Asia and the Pacific, 
Migration Health in Asia and the Pacific: 
Fourth Quarterly Report for 2012, Issue No. 9, 
October–December 2012 (IOM, Bangkok).

11. IOM Regional Office for Asia and the Pacific, 
Migration Health Quarterly Report: First 
Quarterly Report for 2013, Issue No. 10, 
January–March 2013 (IOM, Bangkok).

12. Kyaw Myint Tun, Aye Thet Oo, Mark Theuss, 
Greg Irving, An Endline Assessment: Enhancing 
the Health Status of Uprooted People and 
Host Communities in Mon State of Myanmar  
(IOM,Yangon).

http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=50&products_id=952
http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=50&products_id=952
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http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=50&products_id=894
http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=50&products_id=894
http://publications.iom.int/bookstore/index.php?main_page=product_info&cPath=50&products_id=894
http://www.iom.int/files/live/sites/iom/files/What-We-Do/docs/REPORT-14Aug2013-v3-FINAL-IOM-Global-Report-Population-Mobility-and-Malaria.pdf
http://www.iom.int/files/live/sites/iom/files/What-We-Do/docs/REPORT-14Aug2013-v3-FINAL-IOM-Global-Report-Population-Mobility-and-Malaria.pdf
http://www.iom.int/files/live/sites/iom/files/What-We-Do/docs/REPORT-14Aug2013-v3-FINAL-IOM-Global-Report-Population-Mobility-and-Malaria.pdf
http://www.iom.int/files/live/sites/iom/files/What-We-Do/docs/REPORT-14Aug2013-v3-FINAL-IOM-Global-Report-Population-Mobility-and-Malaria.pdf
http://publications.iom.int/bookstore/free/NutritionSurveillanceReport_JANDEC2012_17Apr2013_FINAL.pdf
http://publications.iom.int/bookstore/free/NutritionSurveillanceReport_JANDEC2012_17Apr2013_FINAL.pdf
http://publications.iom.int/bookstore/free/NutritionSurveillanceReport_JANDEC2012_17Apr2013_FINAL.pdf
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IOM external publications,  

guidelines and tools

1. C. Siriwardhana, K. Wickramage, K. Jayaweera, 
A. Adikari, S. Weerawarna, T. Van Bortel, S. 
Siribaddana and A. Sumathipala. Impact of 
Economic Labour Migration: A Qualitative 
Exploration of Left-Behind Family Member 
Perspectives in Sri Lanka. Journal of Immigrant 
and Minority Health, November 2013. 
Available from http://link.springer.com/
article/10.1007/s10903-013-9951-0.

2. IOM, World Health Organization, and Office 
of the High Commissioner for Human Rights, 
International Migration, Health and Human 
Rights (IOM, Geneva). Available from http://
publications.iom.int/bookstore/free/IOM_
UNHCHR_EN_web.pdf.

3. K. Wickramage, Health Work for Shared 
Societies. In: Mari Fitzduff (Ed.), Public Policies 
in Shared Societies: A Comparative Approach 
(Palgrave Macmillan, London).

4. K. Wickramage and G.N.L. Galappaththy, 
Malaria burden in irregular migrants returning 
to Sri Lanka from human smuggling operations 
in West Africa and implications for a country 
reaching malaria elimination. Transactions 
of the Royal Society of Tropical Medicine 
and Hygiene, 107(5), 337–340. Available 
from http://trstmh.oxfordjournals.org/
content/107/5/337.short.

5. K. Wickramage and W. Senavirathne, Analysis 
of the domestic legal framework in relation 
to the right to health for internally displaced 
persons in Sri Lanka. Sri Lanka Journal of 
Forensic Medicine, Science & Law, 4(2):6–20. 
Available from www.sljol.info/index.php/
SLJFMSL/article/view/6924.

6. K. Wickramage, S. Peiris and S.B. Agampodi, 
“Don’t forget the migrants”: Exploring 
preparedness and response strategies to 
combat the potential spread of MERS-CoV 
virus through migrant workers in Sri Lanka, 
F1000Research, 2(163). Available from http://
f1000research.com/articles/2-163/v1.

7. K. Wickramage, R.G. Premaratne, S.L. Peiris 
and D. Mosca, High attack rate for malaria 
through irregular migration routes to a country 
on verge of elimination. Malaria Journal, 
12(276). Available from www.malariajournal.
com/content/12/1/276.

8. K. Wickramage, S. Samaraweera, S. Peiris, J. 
Elvitigala, D.A.T.N.D. Patabendige, Multi-Drug 
Resistant Tuberculosis in a foreign resident visa 
holder and implications of a growing inbound 
migrant flow to Sri Lanka, Sri Lankan Journal 
of Infectious Diseases, 3(2):31–36. Available 
from www.sljol.info/index.php/SLJID/article/
view/5286.

9. K. Wickramage, G.N.L. Galappaththy, D. 
Dayarathne, S.L. Peiris, R.N. Basnayake, D. 
Mosca and Jan Jacobs, Irregular Migration as a 
Potential Source of Malaria Reintroduction in 
Sri Lanka and Use of Malaria Rapid Diagnostic 
Tests at Point-of-Entry Screening. Case Reports 
in Medicine, 2013. Available from www.
hindawi.com/journals/crim/2013/465906.

10. S.B. Agampodi and K. Wickramage. Is There 
a Risk of Yellow Fever Virus Transmission in 
South Asian Countries with Hyperendemic 
Dengue? BioMed Research International, 
2013. Available from www.hindawi.com/
journals/bmri/2013/905043/abs.

11. W.L. Swing, Health And Human Mobility 
In The 21st Century: The Importance Of 
Migrants’ Health For Sustainable And 
Equitable Development. Global Health 
and Diplomacy, Fall 2013. Available from 
http://onl inedigedit ions.com/art ic le/
Health_And_Human_Mobility_In_The_21st_
Century%3A_The_Importance_Of_Migrants’_
Health_For_Sustainable_And_Equitable_
Development/1526824/178189/article.html.

http://link.springer.com/article/10.1007/s10903-013-9951-0
http://link.springer.com/article/10.1007/s10903-013-9951-0
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Asia and Oceania 

Annex 2: Service delivery in numbers, 2013

Europe and the Commonwealth
of Independent States

Middle East Africa 

Figure 1a
Health assessments of immigrants by region of exam, IOM, 2009–2013

Figure 1b
Health assessments of refugees by region of exam, IOM, 2009–2013
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Figure 2a
Immigrants examined by country of destination, IOM, 2009–2013

Figure 2b
Refugees examined by country of destination, IOM, 2009–2013
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Figure 3a
Distribution of immigrants by sex, IOM, 2013

Figure 3b
Distribution of refugees by sex, IOM, 2013

Male
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54%46%

48%52%
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Figure 4a
Distribution of immigrants by country of destination, IOM, 2013

Total number of health assessments among immigrants = 176,858

Figure 4b
Distribution of refugees by country of destination, IOM, 2013

Total number of health assessments among refugees = 104,775
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Figure 5a
Distribution of immigrants by region of exam, IOM, 2013

Total number of health assessments = 176,858

Figure 5b
Distribution of refugees by region of exam, IOM, 2013

Total number of health assessments  = 104,775
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Figure 6a.1
Distribution of immigrants examined by sex and age, Asia and Oceania, IOM, 2013

Total number of health assessments among  
immigrants in Asia and Oceania = 115,358

Figure 6a.2
Distribution of refugees examined by sex and age, Asia and Oceania, IOM, 2013

Total number of health assessments among refugees  
in Asia and Oceania = 43,586

Male

Female

Age group
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Figure 6b.1
Distribution of immigrants examined by sex and age, Africa, IOM, 2013

Total number of health assessments among immigrants in Africa = 29,164

Figure 6b.2
Distribution of refugees examined by sex and age, Africa, IOM, 2013

Total number of health assessments among refugees in Africa = 29,563

Male

Female

Age group
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Figure 6c.1
Distribution of immigrants examined by sex and age, Europe and the Commonwealth of Independent States, 
IOM, 2013

Total number of health assessments among immigrants in Europe  
and the CIS = 27,075

Figure 6c.2
Distribution of refugees examined by sex and age, Europe and the Commonwealth of Independent States, 
IOM, 2013

Total number of health assessments among refugees in Europe  
and the CIS = 1,671

Male

Female

Age group
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Figure 6d.1
Distribution of immigrants examined by sex and age, Middle East, IOM, 2013

Total number of health asessments among immigrants  
in the Middle East = 5,261

Figure 6d.2
Distribution of refugees examined by sex and age, Middle East, IOM, 2013

Total number of health assessments among refugees  
in the Middle East = 29,955

Male

Female

Age group
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Figure 7b
Pre-travel medical conditions of escorted female migrants, IOM, 2013

Total number of escorted female migrants = 410
Total number of medical conditions = 414

Figure 7c
Pre-travel medical conditions of escorted male migrants, IOM, 2013

Total number of escorted male migrants = 555
Total number of medical conditions = 562

Male

Female
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Figure 8a
IOM-assisted DNA services (sampling and tests) by country of destination, IOM, 2013

Total number of IOM-assisted DNA services = 9,896

Figure 8b
IOM-assisted DNA services (sampling and tests) by country of exam, IOM, 2013

*Benin (2), Sierra Leone (2), Republic of Moldova (4), Guinea (4) and United Republic of Tanzania (9)

New Zealand
Canada
Other
United States
Australia
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Figure 9
Wasting in refugee children under age five in ten countries, IOM, 2013 (n=9,063)

Figure 10
Stunting in refugee children under age five in ten countries, IOM, 2013 (n=9,063)

              
Severe     Moderate      Overall
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Table 2
IOM health assessments by country of origin, country of destination and migrant category,a 2013

Country of health assessment
Country of destination 

Australia Canada New Zealand United Kingdom
Immigrant Refugee Immigrant Refugee Immigrant Refugee Immigrant Refugee

Afghanistan 769 324 291 43 36 89 1 0
Bangladesh 1,435 0 467 0 0 0 7,669 0
Cambodia 1,929 0 434 0 439 0 96 0
Indonesia 0 227 0 9 0 74 0 0
Malaysia 0 1122 0 434 0 121 0 0
Nepal 430 1,174 0 240 0 158 3,713 14
Pakistan 12,318 2,131 11,256 505 246 0 28,034 0
Philippines 0 0 6,870 5 0 0 3,573 0
Thailand 0 1,293 7 68 0 98 6,477 0
Viet Namb 3,340 0 3,533 0 137 0 2,553 0
Asia and Oceania 20,221 6,271 22,858 1,304 858 540 52,116 14
Algeria 0 0 0 0 0 0 0 0
Bahrain 0 0 0 0 0 0 0 0
Egypt 0 0 0 0 0 0 0 172
Iraq 1,388 15 429 0 4 8 0 109
Jordan 282 530 524 726 1 5 0 60
Morocco 0 0 0 0 0 0 0 0
Oman 0 0 0 0 0 0 0 0
Saudi Arabia 0 0 0 0 0 0 0 0
Syrian Arab Republic 148 1,446 272 1,573 0 90 0 100
Tunisia 0 0 0 0 0 0 0 0
Middle East 1,818 1,991 1,225 2,299 5 103 0 441
Angola 0 0 0 2 0 0 0 0
Benin 0 0 2 0 0 0 0 0
Botswana 0 43 0 0 0 0 0 0
Burundi 0 7 2 205 0 0 0 129
Cameroon 0 0 1 85 0 0 187 0
Chad 0 0 0 3 0 0 0 0
Congo 0 0 0 34 0 0 0 0
Democratic Republic of the Congo 0 16 1 34 0 0 0 0
Côte d’Ivoire 0 0 1 0 0 0 42 0
Djibouti 0 0 1 37 0 0 0 0
Eritrea 0 451 0 164 0 0 0 0
Ethiopia 592 271 1,328 791 1 0 650 0
Gabon 0 0 0 0 0 0 0 0
Gambia, The 0 0 0 0 0 0 405 0
Ghana 221 50 122 19 0 0 4,022 0
Guinea 12 91 68 8 0 0 0 0
Kenya 1,108 648 732 825 19 0 2,393 328
Liberia 6 0 1 0 0 0 0 0
Malawi 0 354 0 68 0 0 186 0
Mali 0 0 0 0 0 0 0 0
Mozambique 0 1 0 60 0 0 0 0
Namibia 0 32 0 6 0 0 0 0
Nigeria 0 0 2 32 0 0 0 0
Rwanda 0 0 4 112 0 0 0 0
Sierra Leone 0 0 0 0 0 0 365 0
Somalia 0 0 0 4 0 0 0 0
South Africa 0 12 2 349 0 0 4,023 0
Sudan 0 0 1 0 0 0 1,109 0
United Republic of Tanzania 1 30 0 27 0 0 757 0
Togo 0 0 3 0 0 0 0 0
Uganda 23 20 82 479 0 0 1,112 0
Zambia 0 92 0 132 0 0 368 0
Zimbabwe 2 6 0 17 0 0 1,429 0
Africa 1,965 2,124 2,353 3,493 20 0 17,048 457
Azerbaijan 0 0 0 0 0 0 0 0
Belarus 125 0 285 0 24 0 0 0
Bosnia and Herzegovina 106 0 254 10 0 0 0 0
Bulgaria 0 0 499 0 0 0 0 0
Former Yugoslav Republic of Macedonia 245 0 119 0 24 0 0 0
Georgia 0 0 0 0 0 0 0 0
Kazakhstan 217 0 498 11 72 0 0 0
UNSC resolution 1244-administered Kosovo 22 0 184 0 0 0 0 0
Kyrgyzstan 0 0 0 0 0 0 0 0
Malta 0 0 0 0 0 0 0 0
Republic of Moldova 62 0 1,455 0 7 0 0 0
Romania 90 0 1,460 0 16 0 0 0
Russian Federationc 1,127 0 1,874 24 279 0 0 0
Serbia 575 0 345 0 35 0 0 0
Slovakia 0 0 0 0 0 0 0 0
Ukraine 403 0 3,328 11 97 0 0 0
Uzbekistan 0 0 0 0 0 0 0 0
Europe and the Commonwealth of Independent States 2,972 0 10,301 56 554 0 0 0

Worldwide 26,976 10,386 36,737 7,152 1,437 643 69,164 912
37,362 43,889 2,080 70,076

a  Immigrants moved on a voluntary basis. Refugees were displaced on an involuntary basis and fall under the definition of  the 1951 UN Convention.
b  In addition, IOM Viet Nam conducted health assessments for 46 humanitarian resettlement cases bound to the United States. These cases are included in the grand total and 

all exam calculations in this report.
c Included United States-bound refugees examined in Belgium (1), France (1), Germany (1), and Greece (3).
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Country of destination
United States Other Total Grand total

Immigrant Refugee Immigrant Refugee Immigrant Refugee No. %
0 0 0 0 1,097 456 1,553 1.0

113 0 0 0 9,684 0 9,684 6.1
1,727 0 1 0 4,626 0 4,626 2.9

0 12 0 0 0 322 322 0.2
0 11,995 0 0 0 13,672 13,672 8.6

6,389 11,669 0 124 10,532 13,379 23,911 15.0
0 0 0 0 51,854 2,636 54,490 34.3
0 0 0 0 10,443 5 10,448 6.6
0 11,579 0 32 6,484 13,070 19,554 12.3

11,075 0 0 0 20,638 0 20,638 13.0
19,304 35,255 1 156 115,358 43,540 158,898 56.4%

0 8 0 0 0 8 8 0.0
19 104 0 0 19 104 123 0.3

0 0 0 0 0 172 172 0.5
492 18,820 0 0 2,313 18,952 21,265 60.4

1,702 5,759 0 0 2,509 7,080 9,589 27.2
0 23 0 0 0 23 23 0.1
0 52 0 0 0 52 52 0.1
0 26 0 0 0 26 26 0.1
0 0 0 10 420 3,219 3,639 10.3
0 319 0 0 0 319 319 0.9

2,213 25,111 0 10 5,261 29,955 35,216 12.5%
0 3 0 0 0 5 5 0.0
0 0 0 0 2 0 2 0.0
0 166 0 0 0 209 209 0.4
0 207 0 0 2 548 550 0.9
0 2 0 0 188 87 275 0.5
0 18 0 0 0 21 21 0.0
0 0 0 0 0 34 34 0.1
0 10 0 0 1 60 61 0.1
0 0 0 0 43 0 43 0.1
6 549 0 0 7 586 593 1.0
0 0 0 0 0 615 615 1.0

2,743 7,349 0 137 5,314 8,548 13,862 23.6
0 8 0 0 0 8 8 0.0
0 0 0 0 405 0 405 0.7

17 150 1 0 4,383 219 4,602 7.8
0 57 0 0 80 156 236 0.4

4,989 7,488 4 6 9,245 9,295 18,540 31.6
0 0 0 0 7 0 7 0.0
0 94 0 0 186 516 702 1.2
0 3 0 0 0 3 3 0.0
1 236 0 0 1 297 298 0.5
0 314 0 0 0 352 352 0.6
0 106 0 0 2 138 140 0.2

10 1,666 0 0 14 1,778 1,792 3.1
0 0 0 0 365 0 365 0.6
0 0 0 0 0 4 4 0.0
7 1,765 0 0 4,032 2,126 6,158 10.5
0 28 0 0 1,110 28 1,138 1.9
0 166 0 30 758 253 1,011 1.7
0 0 0 0 3 0 3 0.0
0 2,636 0 0 1,217 3,135 4,352 7.4
0 126 0 0 368 350 718 1.2
0 169 0 0 1,431 192 1,623 2.8

7,773 23,316 5 173 29,164 29,563 58,727 20.9%
0 22 0 0 0 22 22 0.1

1,372 29 1 0 1,807 29 1,836 6.4
0 0 0 0 360 10 370 1.3
0 5 0 0 499 5 504 1.8
0 0 0 0 388 0 388 1.3
0 20 0 0 0 20 20 0.1
2 19 1 0 790 30 820 0.5

677 0 0 0 883 0 883 3.1
0 6 0 0 0 6 6 0.0
0 452 0 0 0 452 452 1.6

1,193 163 0 0 2,717 163 2,880 10.0
0 135 0 0 1,566 135 1,701 5.9

3,816 277 18 11 7,114 312 7,426 25.8
224 0 138 3 1,317 3 1,320 4.6

0 130 0 0 0 130 130 0.5
5,806 342 0 0 9,634 353 9,987 34.7

0 1 0 0 0 1 1 0.0
13,090 1,601 158 14 27,075 1,671 28,746 10.2%
42,380 85,283 164 353 176,858 104,729 281,587 100.0%

127,663 517 281,587 281,633 100.0%
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Table 3
TB detectiona among immigrants, IOM selected operations,b 2013

Country of 
health assessment

Total 
exams 

Latent TB infectionc Confirmed TB cases TB detectiona per 100,000 exams

No. tested Positive (%) Labd Clinicale Total Labd Clinicale Total

Africa
Ethiopia 5,314 543 24 (4)  -  -  -  -  -  - 

Ghana 4,383 8 1 (13) 1  - 1  23  -  23 
Kenya 9,245 1,075 115 (11)  -  -  -  -  -  - 
South Africa 4,032 2  -  1  - 1  25  -  25 
Sudan 1,110  -  -  1  - 1  90  -  90 
Uganda 1,217  -  -  -  -  -  -  -  - 
Zimbabwe 1,431  -  -  -  1 1  -  70  70 
Middle East
Iraq 2,313  -  -  -  -  -  -  -  - 
Jordan 2,509  -  -  -  -  -  -  -  - 
Asia
Afghanistan 1,097 1  -  -  -  -  -  -  - 

Bangladesh 9,684 14 2 (14)  7  - 7  72  -  72 
Cambodia 4,626 122  -  8  - 8  173  -  173 
Nepal 10,532 963 26 (3)  50  1 51  475  9  484 
Pakistan 51,854  -  -  31  - 31  60  -  60 
Philippines 10,443  -  -  47  13 60  450  124  575 
Thailand 6,484  -  -  -  -  -  -  -  - 
Viet Nam 20,638 1,467 10 (1)  158  4 162  766  19  785 
Europe
Belarus 1,807 45 9 (20)  -  -  -  -  -  - 
Republic of Moldova 2,717 127 11 (9)  -  -  -  -  -  - 
Romania 1,566  -  -  -  -  -  -  -  - 
Russian Federation 7,114 93 40 (43)  1  - 1  14  -  14 
Serbia 1,317  -  -  -  -  -  -  -  - 
Ukraine 9,634  -  -  3  - 3  31  -  31 
All regions
Other countriesf 5,791 1 -  1  -  1  17  -  17 
Total 176,858 4,461 238 (5) 309 19  328  175  11  185 

a Calculation of TB case detection is done using total numbers of active TB cases (laboratory confirmed or clinically diagnosed TB) as numerator and total exams as 
denominator. Exams include repeat medical examinations when the migrant undergoes more than one screening process to meet immigration health requirements or other 
related reasons. 

b IOM selected operations include locations with more than 1,000 assisted immigrants.
c LTBI is defined as cases with TST positive results with negative chest X-ray, lab findings and symptoms.
d Lab confirmed is defined as microbiologically confirmed TB cases either by sputum smear or culture.
e Clinically diagnosed is defined as cases whose laboratory tests were not confirmed positive but were diagnosed with TB.
f Refers to IOM selected operations with 1,000 or fewer assisted immigrants.

TB detection in immigrants (per 100,000 exams), IOM, 2013
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Table 4
TB detectiona among refugees, IOM selected operations,b 2013   

Country of health 
assessment

Total 
exams

Latent TB infectionc Confirmed TB cases TB detectiona per 100,000 exams
No. tested Positive (%) Labd Clinicale Total Labd Clinicale Total

Africa
Ethiopia 8,548 2,879 250 (9) 7 2 9 82 23 105
Kenya 9,295 2,716 159 (6) 21 1 22 226 11 237
Rwanda 1,778 216 9 (4)  -  -  -  -  -  - 
South Africa 2,126 777 65 (8)  - 1 1  - 47 47
Uganda 3,135 885 87 (10) 6 4 10 191 128 319

Middle East
Iraq 18,952 1  -  - 1 1  - 5 5
Jordan 7,080  -  -  -  -  -  -  -  - 
Syrian Arab Republic 3,219  -  -  -  -  -  -  -  - 

Asia
Malaysia 13,672 2,429 295 (12) 98 13 111 717 95 812
Nepal 13,379 2,418 299 (12) 123 9 132 919 67 987
Pakistan 2,636  -  - 1  - 1 38  - 38
Thailand 13,070 3,907 78 (2) 48 12 60 367 92 459

Europef

Malta 452  -  -  -  -  -  -  -  - 
Ukraine 353 33 2 (6)  -  -  -  -  -  - 
Russian Federation 306 7 2 (29)  -  -  -  -  -  - 

All regions
Other countriesg 6,774 606 29 (5) 4 8 12 59 118 177
Total 104,775 16,874 1,275 (8) 308 51 359 294 49 343

a Calculation of TB case detection is done using total numbers of active TB cases (laboratory confirmed or clinically diagnosed TB) as numerator and total exams as 
denominator. Exams include repeat medical examinations when the migrant undergoes more than one screening process to meet immigration health requirements or other 
related reasons. 

b IOM selected operations include locations with more than 1,000 assisted refugees.
c LTBI is defined as cases with TST positive results with negative chest X-ray, lab findings and symptoms.
d Lab confirmed is defined as microbiologically confirmed TB cases either by sputum smear or culture.
e Clinically diagnosed is defined as cases whose laboratory tests were not confirmed positive but were diagnosed with TB based on  clinical judgement and were referred for 

treatment.
f No countries in Europe with  ≥ 1,000 health assessments among refugees. Selected top three countries with the highest number of health assessments.
g Refers to IOM selected operations with 1,000 or fewer assisted refugees.

TB detection in refugees (per 100,000 exams), IOM, 2013
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Table 5
DST results among cases with Mycobacterium tuberculosis (MTB) growth on culture, IOM, 2013

DST    Number %

Pansusceptible/Pansensitivea 395 83.3

Monoresistantb 52 11.0

Polyresistantc 11 2.3

MDR TBd 7 1.5

Contaminated/Pending 9 1.9

Total 474 100.0
a Susceptible to all first-line anti-TB drugs.
b Resistant to one first-line anti-TB drug only.
c Resistant to more than one first-line and anti-TB drug (other than both isoniazid and rifampicin). 
d Resistant to at least both isoniazid and rifampicin.

Sources of notes:
(1) WHO. (2013). Definition and Reporting Framework for Tuberculosis. Available at http://apps.who.int/iris/bitstream/10665/79199/1/9789241505345_eng.pdf (accessed 17 

March 2014).
(2) Migliori, G. et al. (2010). Review of multi-drug resistant and extensively drug resistant TB: global perspectives with a focus on sub-Saharan Africa. Tropical Medicine and 

International Health, 15 (9): 1052-1066. Available at http://onlinelibrary.wiley.com/doi/10.1111/j.1365-3156.2010.02581.x/full (accessed 17 March 2014).

Table 6
TB detection by country of exam, UK TB Detection Programme, 2013 (n=69,156)

Country of exam Total exams Active TBa Detection per 100,000 exams (95% CI)

Afghanistan 1 0 0 (0 - 0)

Bangladesh 7,669 6 78 (16 - 141)

Cambodia 96 0 0 (0 - 0)

Cameroon 187 0 0 (0 - 0)

Côte d’Ivoire 42 0 0 (0 - 0)

Ethiopia 642 2 312 (0 - 743)

Gambia, The 405 0 0 (0 - 0)

Ghana 4,022 1 25 (0 - 74)

Kenya 2,393 4 167 (3 - 331)

Malawi 186 0 0 (0 - 0)

Nepal 3,713 21 566 (324 - 807)

Pakistan 28,034 25 89 (54 - 124)

Philippines 3,573 29 812 (517 - 1106)

Sierra Leone 365 0 0 (0 - 0)

South Africa 4,023 2 50 (0 - 119)

Sudan 1,109 1 90 (0 - 267)

United Republic of Tanzania 757 1 132 (0 - 391)

Thailand 6,477 10 154 (59 - 250)

Uganda 1,112 4 360 (8 - 712)

Viet Nam 2,553 8 313 (97 - 530)

Zambia 368 0 0 (0 - 0)

Zimbabwe 1,429 1 70 (0 - 207)

Total 69,156 115 166 (136 - 197)

Note: (1) Data as of May 2014; (2) Used Wald’s estimate in the computation of CI.
a   Active TB refers to laboratory or clinicially confirmed TB cases.
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Financial Review
Table 7
MHD expenditure by donor, 2012–2013

A) Migration Health Assessments and Travel Health Assistance

Funding source
2013 Expenditure 2012 Expenditure  Increase/ 

(Decrease)    (In USD)  %    (In USD)  % 

Governments  34,661,661 64%  35,532,299 67%  (870,639)

United States  28,988,658 84%  30,874,665 87%  (1,886,008)

Australia  5,519,545 16%  4,240,953 12%  1,278,591 

Canada  153,458 0%  416,681 1%  (263,222)

Fee-based services  19,466,637 36%  17,394,764 33%  2,071,873 

Non-governmental organizations  46,075 0%  - 0%  46,075 

Migration health assessments and 
travel health assistance  54,174,373 100%  52,927,063 100%  1,247,310 

Funding sources for migration health assessments and travel assistance, 
2013

United States
Australia
Canada
Fee-based services
Non-governmental
organizations
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B) Health Promotion and Assistance for Migrants

Funding source
2013 Expenditure 2012 Expenditure  Increase/ 

(Decrease)    (In USD)  %    (In USD)  % 

Governments  18,808,631 62%  13,808,515 56%  5,000,115 

Colombia  8,261,384 44%  5,351,440 39%  2,909,944 

Sweden  4,067,047 22%  3,045,974 22%  1,021,072 

Thailand  1,996,096 11%  1,555,724 11%  440,372 

United States  1,774,350 9%  1,448,437 10%  325,913 

Netherlands  951,764 5%  - 0%  951,764 

Japan  771,560 4%  1,228,440 9%  (456,879)

Finland  544,464 3%  943,163 7%  (398,699)

Switzerland  246,691 1%  111,516 1%  135,175 

Africa  83,025 0%  2,633 0%  80,392 

Jordan  70,090 0%  37,300 0%  32,790 

Czech Republic  29,963 0%  - 0%  29,963 

Macao, China  19,154 0%  - 0%  19,154 

Italy  - 0%  91,521 1%  (91,521)

Poland  - 0%  (738) 0%  738 

Belgium  - 0%  (6,895) 0%  6,895 

Guatemala  (6,958) 0%  - 0%  (6,958)

Fee-based services  51,479 0%  8,272 0%  43,207 

United Nations  3,482,225 12%  4,716,036 19%  (1,233,811)

United Nations Office for Project Services 
(UNOPS)

 862,842 25%  1,173,604 25%  (310,762)

United Nations Development Programme 
(UNDP)

 920,938 26%  1,116,464 24%  (195,526)

United Nations TB Reach  832,960 24%  935,023 20%  (102,064)

World Health Organization (WHO)  403,982 12%  672,905 14%  (268,923)

Joint United Nations Programme on  
HIV/AIDS (UNAIDS)

 232,668 7%  445,221 9%  (212,553)

United Nations One Fund  93,012 3%  4,232 0%  88,780 

United Nations Trust Fund for Human 
Security (UNTFHS)

 75,293 2%  164,895 3%  (89,602)

World Food Programme (WFP)  42,671 1%  69,705 1%  (27,034)

Office of the United Nations High 
Commissioner for Human Rights (OHCHR)

 17,817 1%  - 0%  17,817 

United Nations Children’s Fund (UNICEF)  43 0%  137,302 3%  (137,259)

Office of the United Nations High 
Commissioner for Refugees (UNCHR)

 - 0%  300 0%  (300)

United Nations Population Fund (UNFPA)  - 0%  (3,616) 0%  3,616 
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Top 5 funding souces for health promotion and assistance  
for migrants, 2013  

Governments18,808,631

3,629,725

1,906,575

3,482,225

1,162,584

Global Fund to Fight AIDS, Tuberculosis and Malaria

United Nations

Non-governmental organizations

IOM

Non-governmental organizations  1,906,575 6%  1,819,671 7%  86,903 

Save the Children  1,524,838 80%  1,355,738 75%  169,100 

TEBA Development  163,079 9%  160,383 9%  2,696 

ANESVAD Foundation  158,772 8%  67,695 4%  91,076 

Population Services International  52,117 3%  86,929 5%  (34,812)

North Star Alliance  10,000 1%  - 0%  10,000 

Ethno-Medizinisches Zentrum Verein 
(EMZ)

 - 0%  2,777 0%  (2,777)

World Vision Australia  - 0%  758 0%  (758)

Chemonics International Inc.  - 0%  (35) 0%  35 

Family Health International  (645) 0%  52,680 3%  (53,324)

Consorzio Connecting People  (1,587) 0%  92,745 5%  (94,332)

IOM  1,162,584 4%  1,177,040 5%  (14,455)

European Commission  846,589 3%  824,425 3%  22,164 

Global Fund to Fight AIDS, Tuberculosis 
and Malaria

 3,629,725 12%  2,435,006 10%  1,194,719 

Asian Development Bank  209,084 1%  116,021 0%  93,063 

Health promotion and assistance  
for migrants  30,096,892 100%  24,904,987 100%  5,191,905 
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C) Migration Health Assistance for Crisis-affected Populations

Funding source
2013 Expenditure 2012 Expenditure

 Increase/ 
(Decrease) 

   (In USD)  %    (In USD)  % 

Governments  4,014,069 33%  2,891,568 27%  1,122,501 

Italy  1,502,959 37%  605,794 21%  897,166 

Australia  884,825 22%  138,463 5%  746,363 

United States  698,992 17%  556,672 19%  142,320 

Sweden  659,238 16%  237,839 8%  421,399 

Canada  137,379 3%  458,078 16%  (320,699)

Germany  120,772 3%  134,380 5%  (13,608)

Norway  11,635 0%  - 0%  11,635 

United Kingdom  3,096 0%  - 0%  3,096 

Japan  - 0%  528,722 18%  (528,722)

Nigeria  (4,827) 0%  231,621 8%  (236,449)

United Nations  7,486,304 62%  7,178,701 67%  307,603 

Central Emergency Response Fund (CERF)  3,890,998 52%  2,980,111 42%  910,887 

United Nations Office for Project Services 
(UNOPS)

 1,625,619 22%  2,194,548 31%  (568,928)

Common Humanitarian Fund for Sudan (CHF)  652,905 9%  278,221 4%  374,684 

Uinted Nations Mission In Haiti (MINUSTAH)  334,253 4%  - 0%  334,253 

United Nations Office for the Coordination of 
Humanitarian Affairs (OCHA)

 246,343 3%  1,076,704 15%  (830,361)

United Nations Peace Fund  102,743 1%  - 0%  102,743 

United Nations High Commissioner for 
Refugees (UNCHR)

 633,443 0%  549,199 8%  (541,891)

World Health Organization (WHO)  - 0%  49,997 1%  (49,997)

Joint United Nations Programme on HIV/AIDS 
(UNAIDS)

 - 0%  49,922 1%  (49,922)
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Top 5 funding sources for migration health assistance  
for crisis-affected population, 2013

United Nations7,486,304 

4,014,069

156,026

291,025

181,205

European Commission

Governments

Non-governmental organizations

Universities

Funding source
2013 Expenditure 2012 Expenditure

 Increase/ 
(Decrease)    (In USD)  %    (In USD)  % 

European Commission  156,026 1%  26,353 0%  129,673 

Universities  181,205 1%  434,359 4%  (253,154)

University Hospital in  Linkeoping  181,205 100%  434,359 100%  (253,154)

Non-governmental organizations  291,025 2%  30,000 0%  261,025 

AmeriCares  277,720 95%  30,000 100%  247,720 

Save the Children  10,710 4%  - 0%  10,710 

Azerbaijan Red Crescent Society  2,595 1%  - 0%  2,595 

Private sector  36,913 0%  149,525 2%  (112,612)

Foundation d’Harcourt  21,846 59%  115,337 77%  (93,490)

Panasonic Co. Ltd.  15,067 41%  - 0%  15,067 

United States Association for International 
Migration

 - 0%  34,189 23%  (34,189)

Migration health assistance for crisis-affected 
populations  12,165,542 100%  10,710,506 100%  1,455,036 

Grand total  96,436,808 100%  88,542,557 100%  7,894,251 
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Migration health 
assessments and travel 
health assistance

Health promotion 
and assistance for 
migrants

Migration health 
assistance for crisis-
affected populations

Distribution in 2013*

* Health issues cut across all areas of IOM’s work. 
This figure reflects only specific migrant health 
activities and does not include health-related 
expenditure integrated into other services.

Figure 11
MHD expenditure by programmatic area, 2001–2013

Total MHD expenditure = USD 96.4 million in 2013 and USD 88.5 million in 2012

Total expenditure = USD 96.4 million
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Figure 12
MHD expenditure by region and programmatic area, 2009–2013

Figure 13
MHD expenditure by funding source in USD, 2009–2013

Migration health 
assessments and travel 
health assistance

Health promotion 
and assistance for 
migrants

Migration health 
assistance for crisis-
affected populations
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IOM is committed to the principle that humane and 
oderly migration benefits migrants and society. As an 
intergovernmental organization, IOM acts with its partners 
in the international community to: assist in meeting the 
operational challenges of migration; advance understanding 
of migration issues; encourage social and economic 
development through migration; and uphold the human 
dignity and well-being of migrants.

BY IOM’S SIDE
Thanks to our 2013 major partners

FOUNDATIONS • AmeriCares • ANESVAD Foundation • Fondation d’Harcourt •  

United States Association for International Migration • GOVERNMENTS • Australia • 

Canada • Colombia • Finland • Germany • Italy • Japan • Nigeria • Sweden • Switzerland 

• Thailand • United States of America • INTERGOVERNMENTAL ORGANIZATIONS, 
FUNDS AND OTHER ENTITIES • Asian Development Bank • Central Emergency Response 

Fund • Common Humanitarian Fund for Sudan • European Commission • Joint United 

Nations Programme on HIV/AIDS • United Nations Children’s Fund • United Nations 

Development Programme • Office of the United Nations High Commissioner for 

Refugees • United Nations Office for Project Services • United Nations Office for the 

Coordination of Humanitarian Affairs • United Nations Trust Fund for Human Security • 

University Hospital in Linköping • World Food Programme • World Health Organization 

• NON-GOVERNMENTAL ORGANIZATIONS • Consorzio Connecting People •  

Ethno-Medizinisches Zentrum • Family Health International • Global Fund to Fight 

AIDS, Tuberculosis and Malaria • Population Services International • Save the Children •  

TEBA Development 
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