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IOM is committed to the principle that humane and 
orderly 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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MIL USD
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This year marks a decade since IOM presented the 
benchmark report, Migrant Health for the Benefit of 
All, to the Eighty-eighth Session of the International 
Organization for Migration (IOM) Council in 2004.1 
This report brings the migration health agenda into 
the spotlight, highlighting the interdependent and 
evolving complexities between migration and health 
for the first time. In 10 years, a series of milestones 
have emerged, and it is pertinent to take stock of 
these achievements, remaining challenges and 
opportunities ahead. 

IOM has provided quality health assistance to migrants 
since the Organization’s creation in 1951. Looking 
backwards, the recognition of migration health as 
an area of global health coincided with the evolving 
scope of the work performed by IOM in the field of 
health. Over the decades, IOM’s health activities have 
evolved and expanded in response to the changing 
needs of migrants and governments and the diverse 
contexts in which migration occurs. IOM has provided 
various migration health assessment services and 
travel health assistance for resettling refugees for 
over 50 years, in the wake of World War II and the 
cold war, proxy conflicts in Africa and elsewhere, and 
the mass migration after the fall of Saigon. Rapid and 
pervasive migration in a manner the world had yet to 
ever experience has led to an expansion in this service 
area of IOM. With close to 300,000 migration health 
assessments provided in more than 70 countries 
every year, IOM today is the largest global provider 
of migration-related health assessment services. At 
the outset, health assessments focused on identifying 
communicable diseases that were considered as 
grounds for immigrant exclusion in the interest of 
public health protection in receiving communities. 
Nowadays, migration medical examinations are 
increasingly migrant-centred and focused on 
facilitating the integration of refugees and migrants in 
their host communities, giving new scope to migration 
medical examinations as a tool for achieving global 
health goals. 

A noticeable shift occurred in the 1990s, with IOM 
achieving multiple transformative milestones in 
an attempt to modify the dialogue and focus on 
health of migrants, bridging aspects of public health 
and health security, human rights and equity, and 
human and societal development. This shift has been 
exemplified in momentous agreements between 

1 IOM, Migrant health for the benefit of all, MC/INF/275, 8 November 
2004 (IOM, Geneva). 
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IOM and the World Health Organization (WHO) in 
1999 and 2005, between IOM and the Joint United 
Nations Programme on HIV/AIDS  (UNAIDS) in 1999  
and 2011, as well as partnerships with the United 
States’ Centers for Disease Control and Prevention 
(CDC), the Intergovernmental Immigration Refugee 
Health Working Group (IIRHWG) of the Five Country 
Conference (FCC) – which includes Australia, Canada, 
New Zealand, United Kingdom and the United States  
– and other global and local partners in the fields of 
public health, migration and development.

During the same period, the landmark adoption of the 
resolution Health of Migrants by the Sixty-first World 
Health Assembly in 2008 (WHA 61.17),2 followed by 
the Global Consultation on Health of Migrants (2010), 
co-organized by IOM, WHO and the Government of 
Spain, has illustrated significant global policy changes 
and an increased focus by global actors on prioritizing 
the migration health agenda. Concurrently, IOM’s 
involvement in health aspects of emergency response 
is a core element of the Organization’s contribution to 
protecting life and preserving the function of persons 
affected by a range of society-disrupting events: war, 
civil strife, any man-made event with forced migration, 
and natural disasters, including disease outbreaks. 

In more recent events, 2014 brought unprecedented 
challenges and new crises drawing the world’s 
attention. Many of the threats and challenges 
of modern diseases of epidemic potential or the 
vulnerability of migrants result from the intersection of 
travel, population mobility and significant disparities 
in health. Most notable are the tragic ongoing deaths 
of migrants in the Mediterranean fleeing North Africa 
by boat, en route to Italy, as well as the Ebola virus 
disease (EVD) outbreak in West Africa. Both events 
have highlighted and brought to the forefront of 
global consciousness the indisputable association 
between population mobility and human and health 
security, along with paramount concerns for basic 
human rights, global public health, and the need for 
collaborative action among multisectoral stakeholders 
to affect change and avert unnecessary and avoidable 
deaths. 

Having covered the past, we now look at the 
present, and I am pleased to present the year 2014 
in review, showcasing the Migration Health Division’s 
(MHD) achievements, including an unprecedented 
contribution to the EVD response in West Africa, 

2 World Health Assembly Resolution 61.9, 7 April 2008.

as well as a selection of other key projects and 
accomplishments. The report includes two editorials: 
(a) a synopsis of IOM’s response to the EVD crisis; 
and (b) an editorial on health assessments and their 
contribution to global health goals and public health 
strategies. 

As illustrated in the wide ranging scope of activities 
presented in the report, health is a cross-cutting 
theme and one of the fastest growing divisions of the 
Organization, with health representing 9 per cent of 
the total IOM budget in 2014. The expanding remit 
of and emphasis on health across the Organization 
is further illustrated by the composition of funding, 
which has changed dramatically as illustrated by 
health assessments comprising a smaller portion of 
the programmatic work in 2014 (45%), compared with 
73 per cent in 2004. Total expenditure of the Division 
in 2014 amounted to USD 133 million, an increase of 
38 per cent from 2013. 

This brief historical trajectory, as well as a recap of 
significant events in 2014, is presented in order to set 
the stage for what is next – IOM has great ambitions 
moving forward into 2015! Planned activities include 
continued expansion of EVD recovery activities in West 
Africa, facilitation of a panel titled Migration, human 
mobility and global health: a matter for diplomacy and 
inter-sector partnership at the 106th Session of the 
IOM Council in November, and the launch of the World 
Migration Report and corresponding Conference 
on Migrants and Cities, IOM’s second global high-
level conference organized in the framework of the 
International Dialogue on Migration (IDM). Most 
importantly, IOM will be focusing efforts towards 
mobilizing Member States and partners in building 
a more effective and structured means of leadership 
and partnership to advance the unfinished agenda of 
migrants’ health for the benefit of all.

On behalf of the entire Division, we sincerely hope 
you enjoy reading this report, and we look forward to 
another successful year ahead! 

Davide Mosca
Director, Migration Health Division
Department of Migration Management
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Learning from the Ebola crisis in West Africa in 2014–2015: 
The importance of understanding population mobility and its 
associated health risks for more effective prevention, detection 
and response to disease outbreaks

namely case management, surveillance and 
contact tracing, a good laboratory service, 
safe burials and social mobilization.

•	 Early supportive care with rehydration, 
symptomatic treatment improves survival. 
There is as yet no licensed treatment proven 
to neutralize the virus but a range of blood, 
immunological and drug therapies are under 
development.

•	 There are currently no licensed Ebola vaccines, 
but two potential candidates are undergoing 
evaluation.

The EVD outbreak was declared a public health 
emergency of international concern (PHEIC) on 8 
August 2014.4 One year later into the epidemic, it can 
be said that it was in fact two crises in one: 

1. A crisis of a virulent, epidemic disease; and 

2. A crisis of systems that were unable to address 
the challenge of EVD in health services, public 
health and the consequential crippling effect 
on all other governmental systems:  education, 
food security, finance and others.  

Traditional cultural practices – such as funeral rites/
indigenous rituals and nutritional habits, health-
seeking behaviour and mistrust between local 
communities and public services including health – 
often weakened by lasting wars, governance and the 
general economic downturn, have all been important 
structural and context enablers in influencing the 
insurgence and spread of the virus in the affected 

4 WHO, First Meeting of the Review Committee of the Role of the 
International Health Regulations (2005) in the Ebola Outbreak and 
Response, 24–25 August 2015, Geneva, Switzerland. Available from 
www.who.int/ihr/review-committee-2016/meetings/en/

The Ebola crisis in West Africa: 
Current perspectives

From its first diagnosis in a remote forest region of 
Guinea in late December 2014, Ebola spread to 10 
countries across 3 continents, infecting over 28,000 
people and killing over 11,000 by September 2015.3 
Indeed, this current Ebola virus disease (EVD) outbreak 
has been unprecedented in scale and geographical 
spread. Though currently in a phase of low and residual 
transmission – hopefully heading towards full control 
within the current year – the outbreak is not yet over.

Key facts on EVD

•	 Ebola virus disease, formerly known as Ebola 
haemorrhagic fever, is a severe, often fatal 
illness in humans.

•	 The virus is transmitted to people from wild 
animals and spreads in the human population 
through human-to-human transmission.

•	 The average EVD case fatality rate is around 50 
per cent. Case fatality rates have varied from 
25 per cent to 90 per cent in past outbreaks.

•	 The	 first	 EVD	 outbreaks	 occurred	 in	 remote	
villages in Central Africa, near tropical 
rainforests, but the most recent outbreak in 
West Africa has involved major urban as well 
as rural areas.

•	 Community engagement is key to successfully 
controlling outbreaks. Good outbreak control 
relies on applying a package of interventions, 

3 World Health Organization (WHO), Ebola Situation Report – 30 September 
2015. Available from http://apps.who.int/ebola/current-situation/ebola-
situation-report-30-september-2015 (accessed 8 October 2015).
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countries and the West Africa region at large. So did 
urbanization, human density, human pressure on 
ecology and epidemiological niches. But one important 
factor that has been critical for the rapid and wide 
spread of the epidemic and the inability to control 
it is human mobility. “High mobility of populations 
and cross-border movement of infected travellers” 
was indeed formally identified by the World Health 
Organization (WHO), its partners and Member States, 
as a key challenge in bringing the epidemic under full 
control.

Human mobility and the EVD crisis
As international borders become less rigid and 
population movement increase, cross-border mobility 
has grown to become a normal part of life for millions 
worldwide. With an estimated 245 million people 
on the move internationally, and three quarters of 
a billion people migrating within their own country, 
population mobility is increasingly acknowledged as 
a major determinant influencing the well-being of 
individuals and populations, including their health 
status. 

United Nations Secretary-General Ban Ki-moon undergoing airport screening at Freetown, Sierra Leone. © IOM

In West Africa, as part of its regional 15-country 
Economic Community of West African States (ECOWAS) 
initiative, cross-border movement is supported by 
governments as a way to catalyse country-specific 
and regional socioeconomic development.5 In these 
countries, cross-border movement is frequently 
unregulated through informal border crossing and 
coastal landing points. Moreover, within the West 
African context, as well as in many other parts of 
the world, border lines cut across community units 
sharing the same familial, social and cultural ties. 
In these transnational community settings, country 

5 ECOWAS homepage, accessible on www.ecowas.int/

boundaries are not relevant, nor are the multiple daily 
movements across the border line. 

Prior to the current Ebola outbreak, human mobility 
has been associated with the spread of communicable 
diseases of public health concern. These include 
SARS, H1N1 and H5N1 influenza and the MERS CoV. 
In the case of the Ebola outbreak, the Forecariah-
Kambia EVD transmission axis between Guinea 
and Sierra Leone is an excellent example of a clear 
linkage between cross-border population mobility 
within transnational communities and the sustained 
transmission of the virus. Communities residing on 
both sides of the border share strong familial ties, 
and cross-border movement is part of their daily lives. 
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Sierra Leonean farmers attend the market on the 
Guinean side regularly, and Guinean mothers bring 
their children for free vaccination in Sierra Leone. In 
June 2015 alone, four out of the seven transmission 
chains of positive EVD cases identified in Kambia, 
Sierra Leone, were linked with positive EVD cases in 
Forecariah, Guinea.6

The IOM response to the EVD 
outbreak 2014–2015: Strengths 
cultivated and lessons learned for 

future outbreaks
Following the declaration of the EVD outbreak as 
a PHEIC, the Director General of IOM, Ambassador 
William Lacy Swing, reached out to government 
parties, the Secretary-General of the United Nations 
and the UN system, donors and partners, and declared 
the Ebola crisis as an internal Level 3 Emergency for 
IOM on 3 October 2014.  This implies an organization-
wide priority response led by core expertise and 
Departments at Headquarters, the Regional Office for 
West and Central Africa, and in all the IOM Missions 
present in affected countries and beyond. To date, 
the core focus of IOM’s services in affected and 
ring countries is in three thematic areas: (a) health, 
border and mobility management; (b) health systems 
support; and (c) capacity-building.

The strength of IOM’s emergency response has been 
twofold: (a) in its strong operational, multidisciplinary, 
partnership-oriented and flexible response capacity 
with sound public health expertise; and (b) in its 
unique expertise in human mobility and border 
management, which is incorporated into its public 
health programming. Both strengths were capitalized 
on throughout the Ebola response effort to ensure 
immediate life-saving relief to the people of the 
affected nations and mitigate disease transmission. 
Moving into the transition and recovery stage of 
the crisis, it is the Organization’s expertise in human 
mobility within public health interventions that will 
lead the way to build stronger capacities to prevent, 
detect and respond to future epidemics and other 
health threats within West Africa, as well as the rest 
of the world.

6 WHO, Ebola situation report, 24 June 2015 (Sierra Leone).

IOM has been involved in the prevention, recognition 
and response to outbreaks of communicable 
infections, such as measles, varicella (chickenpox) and 
polio and in the management of infectious diseases, 
such as drug-resistant tuberculosis (TB) in both 
refugee and displaced person populations.  Managing 
those outbreaks and conditions often includes medical 
holds, isolation and occasionally quarantine of 
exposed individuals or contacts.  This experience has 
had direct relevance and application to the EVD crisis 
in West Africa. Additionally, IOM operations, systems 
and practices are identical to many of the surveillance 
and contact tracing components, as well as community 
communication and mobilization strategies required to 
respond to public health emergencies of international 
concern, such as the EVD outbreak in West Africa, and 
lend themselves to future integrated strategies for 
regional and cross-border prevention and detection of 
new or emerging threats.  

IOM’s early stages of EVD emergency response
IOM’s double strength – a public health-competent 
operational expertise and border and human mobility 
management – was key to starting up its EVD 
response. Health and other humanitarian partners 
called upon IOM to contribute to the EVD outbreak 
response as early as July 2014 in Guinea, prior to the 
declaration of the outbreak as a PHEIC, taking into 
consideration IOM’s long-standing contribution to 
the health of refugees and migrants in the country 
prior the epidemic. Subsequently, IOM launched its 
first response initiative in Liberia in October 2014, 
intervening in a critical area of need by opening and 
operationalizing three Ebola treatment units (ETUs): 
Tubmanburg in Bomi County, Buchanan in Grand 
Bassa County and Sinje in Grand Cape Mount. IOM 
ETUs offered clinical care, treatment and isolation 
of suspected and confirmed Ebola patients under 
highly strict protocols for Infection Prevention 
Control (IPC), providing the best care possible while 
protecting families and surrounding communities by 
ensuring isolation. IOM psychosocial support teams 
also provided support to survivors, their families and 
communities in the three counties. 

This undertaking required a complex and massive 
logistics organization, as well as strong hospital 
management and infectious disease control expertise, 
a set of skills of which health partners were in greatest 
need. With now two out of its three ETUs in Liberia 
decommissioned, IOM is also transitioning from direct 
care provision to becoming a key supporter of the 
Liberian health system rebuilding. Capitalizing on its 
ETU management experience, IOM is also part of the 
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National Surveillance Committee, which is in charge 
of elaborating the country’s new surveillance strategy 
and system, and thus promoting the inclusion of the 
mobility lens within these. 

Shortly after the opening of the first ETU in Liberia, 
IOM initiated its EVD response in Sierra Leone, focusing 
on capacity-building and community mobilization. On 
1 December 2014, IOM formally took over the full 

management of the Ebola training academy from the 
United Kingdom’s Ministry of Defence located at a 
football stadium, a facility with the capacity to train 
800 trainees per course. To date, over 8,000 individuals 
have graduated from this EVD training course. At 
this transitional phase, the support has been further 
adapted to include rolling out of in-service trainings at 
health facilities, avoiding gaps in service provision as 
health personnel attend trainings.

IOM manages the Ebola training academy in Freetown, Sierra Leone. © IOM

In Guinea, IOM’s contribution to the fight against 
EVD was immediately directed to the country’s public 
health response, by strengthening its emergency 
coordination capacity. Utilizing physical retrofitting of 
Prefectural Emergency Operation Centres as an entry 
point, IOM has now established the much-needed 
presence and trust by the Government of Guinea and 
key partners to sustain the built operational and public 
health capacity of Guinea’s network of emergency 
operation centres.

Integration of health, border and mobility 
management into EVD response programming
Although IOM’s position during the acute phase of the 
response was to fill in urgent health and operational 
gaps in order to save lives, the Organization soon 
aligned its EVD response across the three countries 
and their four neighbors by rolling out of its health, 
border and mobility management framework. At the 
centre of this initiative is the realization that through 
a better understanding of population mobility and 
targeted responses at critical locations along mobility 
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pathways, responders can better prevent, detect and 
respond to EVD transmission, as well as any other 
potential outbreaks and other health threats and 
emergencies in the future.

Notwithstanding the many proofs of correlation 
between population mobility and incidence of EVD, 
to date, there is very little evidence to adequately 
articulate this consequential relationship in a holistic 
manner, addressing mobility in its whole continuum. 
Many do state that cross-border movement, which 
represents a stage within the continuum, exacerbates 
spread of diseases, and key strategic documents used 
by IOM as references for its programming delineate 
the importance of better cross-border collaboration. 

IOM started mapping cross-border and in-country 
population flows between Guinea and Mali as early as 
December 2014. This information, collected through 
mobility flow monitoring, is then mapped against 
epidemiological data, enabling further analysis on 
vulnerabilities of travellers along their movement. 
Similar initiatives were subsequently set up at the 
Forecariah–Kambia border, Liberia–Sierra Leone 
border, Bamako airport in Mali and Lungi airport in 
Sierra Leone. Mobility mapping has since then been 

further expanded to include several sea landing points 
along Freetown and Port Loko’s shores, as well as 
internal movement between Kambia and Port Loko 
districts in Sierra Leone. In all these locations, IOM 
supported the rolling out of health screening and 
installation of IPC measures at health posts, boosting 
the surveillance and response capacity of these 
countries. Furthermore, to ensure sustainability and 
the integration of mobility mapping into national 
surveillance structures, IOM teams in each country 
work hand in hand with their Ministries of Health, 
WHO and other partners to incorporate mobility 
mapping within community event-based surveillance 
and/or the integrated disease surveillance and 
response mechanisms.

Through these mobility mapping efforts, IOM is 
increasingly recognized as a technical health partner 
able to address a major knowledge gap: mobility 
and its related spaces of vulnerabilities vis-à-vis 
disease transmission. Indeed, the notion that a better 
understanding of human mobility crucial to preventing, 
detecting and responding to health threats, including 
communicable diseases, is gaining momentum, which 
IOM, due to the nature of its mandate, has been in the 
best position to act upon.  
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The IOM-WHO-CDC tripartite 

collaboration, the Global Health 
Security Agenda and IOM’s 

contribution in the years to come
Out of this human calamity has come renewed 
attention and impetus towards Global Health Security 
(GHS) and the implementation of International Health 
Regulations (IHR). The GHS agenda, launched in 
February 2014, seeks to prevent avoidable epidemics, 
detect threats early, and respond rapidly and 
effectively to threats of international concern. Forty-
four (44) countries and international organizations 
are committed to implementing the GHS agenda, and 
within this commitment, support West Africa with the 
needed GHS capacities to put an end to the current 
EVD outbreak.7 

Through its EVD response in West Africa, IOM is 
bringing its unique expertise in human mobility into 
the GHS discourse. In March 2015, recognizing the 
need to strengthen overall collaboration on cross-
border health management in support of respective 
organization’s efforts to end the epidemic, and 
notably to provide a formal medium for discussion 
on population mobility and its integration into public 
health programming, IOM, WHO and the Centers for 
Disease Control and Prevention (CDC) established a 
working group on cross-border mobility and health 
management. In the forefront of its weekly discussions, 
the working group has since then put endeavours that 
aim to better understand cross-border and internal 
population mobility patterns as a critical step to better 
tailor and target public health interventions to “get to 
zero and maintain zero”, as well as to better prevent, 
detect and respond to epidemics and health threats 
in the future, thus contributing to the realization of 
the GHS agenda and strengthening country-level and 
regional core capacities needed to implement the IHR.
As the name suggests, mobility does not refer to 
a specific point in time and space, but rather a 
continuum that encompasses points of origin and 
destination, as well as everything in between, all of 
which constantly adapting to various elements, such 
as changing (immigration) regulations, climate and 
cultural practices. Human mobility itself is a complex 
dynamic phenomenon that cannot be limited by man-

7 United States Department of Health and Human Services, Global Health 
Security Agenda. Available from www.globalhealth.gov/global-health-
topics/global-health-security/ghsagenda.html

made regulations such as formal international points 
of entry (POEs) defined in the IHR. In fact, the number 
of cross-border travellers utilizing traditional and 
informal border crossing and coastal landing points 
may be larger than those passing through formal POEs. 
Transnational communities are also commonly found 
across the world, where cross-border movement 
is naturally part of everyday life. Moreover, sick 
travellers who wish to hide their illness will certainly 
avoid well-guarded POEs where they will surely be 
stopped, and opt a crossing or landing point unknown 
to authorities. 

POEs and other border crossing/landing points are 
only components of the mobility continuum. There 
are many other “spaces of vulnerability” where public 
health risks are heightened within this continuum, 
such as the marketplaces across the border where 
vendors and buyers congregate from various origins 
on both sides of a border, or mines, agriculture fields, 
farms and other labour-dense workplaces where 
labour migrants can be found in large numbers. These 
spaces of vulnerability are frequently neglected or 
not understood by public health interventionists, and 
therefore lack the basic structure and mechanism for 
adequate prevention, detection and control of health 
threats. Understanding mobility patterns is essential 
to identify these various spaces of vulnerability, and in 
order to do so, a comprehensive approach to collecting 
mobility information is necessary. 

Responding to this need, IOM and CDC are leading 
efforts to better document information on mobility, 
and subsequently analyse this information for 
risk mapping purposes and guide public health 
interventions. The task ahead is challenging, but 
its importance is uncontestable, and IOM aims to 
continue leading the discourse on mobility and health 
in the many years to come.
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The global public health value of migration health 
assessments  

Introduction
The medical examination of different categories of 
migrants for certain diseases, or in IOM terminology, 
the migration health assessment (MHA), is a mandatory 
requirement for the majority of States with long-
standing immigration programmes, such as Australia, 
Canada, New Zealand, the United Kingdom and the 
United States, among others. Health assessments are 
carried out either prior to departure – especially when 
a determination of admissibility on medical grounds is 
involved – or upon arrival, or both. 

The primary scope of MHAs is to prevent or limit 
the importation of infectious diseases. Though its 
historical function has been to exclude individuals with 
infectious or “inadmissible” conditions, it is increasingly 
recognized that MHAs have the potential to become 
an integral component of public health promotion and 
prevention in migrant-receiving countries and could 
serve to facilitate migrants’ integration into health 
systems at destination. MHAs overlap with national 
obligations towards IHR, especially with regard to 
health measures on “arrival and departure”, as well as 

on “treatment of travellers”. Increasing collaboration 
between migrant-receiving countries on public health 
topics has also helped to make MHAs more relevant 
and better understood in the context of global public 
health.

Historical context of health 
assessments and infectious disease 

control
Throughout history, there have been concerns 
associated with the introduction of diseases by 
migrants and travellers. Early efforts to control the 
spread of diseases involved complex and conflicting 
motivations: fear, ignorance, stigmatization and 
persecution. These early efforts, first undertaken long 
before the germ theory of disease was elaborated, 
produced some of the earliest measures in public 
health and disease control still in use, such as isolation, 
quarantine – the separation of the diseased from the 
healthy – and the medical assessment of travellers 
and immigrants.

“The kind of ‘assisted emigrant’ we cannot 
afford to admit” is the caption of this 
Puck drawing from 1883, depicting health 
officers attempting to keep cholera at bay.  
Source: www.pbs.org.
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Classic historical examples of diseases of concern 
include cholera, leprosy and bubonic plague. The 
early development of mechanisms aiming to control 
epidemics of these diseases emphasized isolation and 
exclusion. “Lazarettos” was the term given to hospitals 
or centres established to isolate those suffering from 
leprosy. During the epidemics of the bubonic plague 
in the fourteenth and fifteenth centuries, this concept 
was taken a step further with the establishment of 
quarantine, or forty days of isolation, stemming from 
the Italian quaranta. The gravity of these epidemics 
diminished over time, but the cholera outbreaks 
of the eighteenth and nineteenth centuries, fueled 
by an increase in overseas travel, led to resurgence 
in quarantine and isolation restrictions around the 
world. The emphasis on isolation and exclusion as a 
response was a result of several characteristics of 
these diseases: they were uncommon, had high rates 
of morbidity and mortality and lacked viable treatment 
options.8

 
The late nineteenth and early twentieth centuries 
saw sweeping waves of predominantly trans-Atlantic 
migration. Countries with large influxes of migrant 
populations instituted medical screening programmes 
as part of their disease control efforts. Publicized as 
sound public health interventions, these programmes 
were predominantly exclusionary mechanisms, 
relying heavily on the old principles of quarantine and 
isolation. Despite the growing acceptance of germ 
theory, the perception among medical quarantine 
officers of “filthy miasmas”9 as primary mode of 
disease transmission, rather than microorganisms, 
persisted. Consequently, screening requirements were 
not applied equally to all arriving travellers; passengers 
voyaging on ships in steerage class, for example, were 
examined far more thoroughly than their fellow 
shipmates in first- and second-class cabins.10 

Perceptions and stigmatizations were also reflected in 
the legal frameworks of the era. The US Congress, for 
example, “welcomed all but prostitutes (excluded in 
1875); Chinese people, convicts, lunatics, idiots and 
paupers (1882); unskilled contract laborers (1885); 
polygamists and persons suffering from a loathsome or 

8 V.P. Keane and B.D. Gushulak, “The medical assessment of migrants: 
Current limitations and future potential”, International Migration, 39(2): 
29–42.

9 W. Nugent, Crossings: The Great Transatlantic Migrations, 1870–1914 
(Indiana University Press, Bloomington, 1992).

10 M. Willrich, Pox: An American History (Penguin Books, New York, 2012).

a dangerous contagious disease (1891); and epileptics 
and anarchists (1903)”.11 

As the advent of steam ships brought passengers from 
departure to destination faster than the incubation 
period of the era’s major infectious diseases, port 
cities at both ends of the journey implemented 
sanitary measures to control the spread of disease.12 
Health inspection at ports of arrival, however, 
remained the predominant medical entry point, 
with quarantine, isolation or deportation among the 
responses to the detection of illness. With advances 
in public health insight and technology, migration 
screening programmes began to integrate diagnostic 
tools that resulted in more accurate disease detection. 
As the twentieth century progressed and the pace of 
travel became ever faster, the predominant model 
of screening at ports of arrival became less effective 
and major immigrant receiving countries increasingly 
looked to establish offshore medical screening 
programmes in regions of origin for prospective 
migrant populations. 

A changing paradigm
Today, more people are on the move than ever 
before. The new element of this globalized era is the 
volume, speed and scope of human mobility. Current 
estimates place the number of migrants in the world 
at more than 1 billion,13 comprising a wide range 
of different populations on the move, with varying 
levels of vulnerability and health needs. In this era of 
unprecedented global human mobility and increasing 
economic disparity, newly emerging or re-emerging 
diseases, such as pandemic influenza, SARS, Ebola 
virus disease and TB, pose significant global health 
security threats. Chronic, non-communicable diseases 
(NCDs) are also on the rise worldwide, with nearly 
three quarters of deaths due to NCDs occurring in low- 
and middle-income countries.14

These days, the bulk of modern migration health 
screening programmes are implemented at the 
pre-departure phase and utilized by countries that 
have historically received large numbers of migrant 
populations, such as Australia, Canada, New Zealand, 

11 Ibid.
12 Nugent, 1992.
13 United Nations Department of Economic and Social Affairs (UN DESA), 

2013.
14 World Health Organization, Noncommunicable diseases, updated 

January 2015, available from www.who.int/mediacentre/factsheets/
fs355/en/ 
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the United Kingdom and the United States. Health 
assessments for labour migrants are a growing 
category of MHAs, particularly among the Gulf States, 
and generally occur prior to departure, often with a 
follow-up assessment upon arrival.15 

MHAs are regulated by various immigration acts 
and other relevant national laws, and are based 
on the technical instructions of receiving country 
governments or the protocols of intended employers. 
For prospective immigrants intending to work, 
study or reside in a given country, MHAs form part 
of the immigration visa process. The results of the 
health assessments inform the receiving country’s 
determination of medical admissibility; some 
conditions, such as certain infectious diseases and 

15 K. Wickramage and D. Mosca, “Can migration health assessments 
become a mechanism for global public health good?” Int. J. Environ. Res. 
Public Health 2014, 11(10), 9954–9963.

some chronic conditions, are deemed “inadmissible”, 
while other health conditions, such as cancers, may 
not fall under the screening protocol. For refugees 
with an otherwise non-admissible condition, it is 
generally possible to obtain a “humanitarian waiver” 
that allows the resettlement to proceed.

In recent years, IOM has worked in partnership to 
contribute to a global paradigm shift in the migration 
and health discourse, moving from an exclusionary 
approach based on principles of disease control 
and protection of receiving communities, to a more 
inclusive approach founded on multi-country and 
multisector cooperation and meant to reduce health 
disparities and address social and health protection. 

Global paradigm shift in migration and health discourse

Traditional approach

Exclusion

Disease control

Protection of 
receiving communities

National focus

Modern approach

Inclusion

Reduction of inequities

Social and health 
protection of migrants 

Multi-country and  
intersectoral partnership
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In the context of refugee health, this general paradigm 
shift could be seen over the course of the late 1990s 
and early 2000s in the relevant health actors’ inclusion 
of risk-based protocols adapted to the specific profiles 
and risk exposure of refugees prior to resettlement, as 
well as in the attention to enhanced preventative and 
health promotion initiatives. 

For example, in 2005, the United States Council 
of State and Territorial Epidemiologists issued a 
position statement aimed at “improving the health 
of US-bound refugees and minimizing the risk of 
disease importation”16 by addressing gaps in refugee 
health care. It notes that “thousands of refugees are 
resettled in the United States annually without access 
to proven preventive health measures, leading to 
health disparities and excess burden on the receiving 
communities.”17 Among the recommended measures 

16 Position Statement of US Council of State and Territorial Epidemiologists, 
“Refugee Health Care: Improving Overseas and Domestic Health 
Assessment and Management of US-Bound Refugees” (2005).

17 Ibid.

were to: (a) initiate vaccinations and presumptive 
treatment for malaria and intestinal parasites prior to 
resettlement; (b) conduct outbreak surveillance and 
management; (c) implement a revised set of technical 
instructions on the screening and treatment of active TB; 
and (d) enhance overseas health education activities, 
among other actions. The anticipated public health 
impact of these actions was to “reduce the infectious 
and chronic disease burden on receiving communities, 
prevent the importation of communicable diseases by 
US-bound refugee populations, decrease morbidity 
and mortality associated with infectious diseases 
among refugees resettled in the US and promote 
successful resettlement…by improving the health of 
[resettled refugees]…”18 The CDC-IOM Cooperative 
Agreements subsequently provided a mechanism for 
implementing many of these actions over the course 
of several years.

18 Ibid.

Traditional approach

Exclusion

Standard set  
of screenings

 
Emphasis on infectious 
diseases and excessive 

demand on social services 

Modern approach

Inclusion

Risk-based protocols
  

Preventative/curative care 
and health promotion 

Public and community 
health

Global paradigm shift in the approach to health of resettling refugees
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Around the same time, major receiving country 
governments, recognizing shared objectives in their 
respective overseas medical assessment programmes, 
came together to form the Intergovernmental 
Immigration and Refugee Health Working Group 
(IIRHWG). Among the issues addressed by the 
group are: (a) management of public health risks;  
(b) alignment of efforts to meet international 
challenges; (c) harmonization of standards and 
procedures;  and (d) themes around quality, 
partnership and coordination. Tuberculosis control 
has received particular attention as a common priority 
for the members of IIRHWG. In addition to IOM as a 
key health assessment implementing agency, other 
international health agencies have been invited to 
participate in IIRHWG meetings, such as the WHO, 
the United Kingdom Public Health Agency, the Public 
Health Agency of Canada and the International Panel 
Physicians Association (IPPA). 

It is clear that there is an increasing amount of interest 
and evidence demonstrating the potential of pre-
departure health assessments to promote the health 

of both migrants and communities. Indeed, the value 
of pre-departure health assessments in the context 
of global health and migration goals was one of the 
topics discussed during a recent IIRHWG meeting. 
Numerous studies have been published that show the 
relevance of pre-departure screening, particularly for 
TB. Non-traditional health assessment countries, such 
as countries in Europe, are increasingly looking into 
establishing pre-departure screening programmes. 

Public health within migration health assessments 
IOM has endeavoured to incorporate global public 
health values and approaches into the provision of 
MHAs through a variety of means. For IOM, as an 
international organization serving both Member 
States and migrant beneficiaries, pre-departure health 
assessments offer an opportunity to promote the 
health of assisted migrants in providing an occasion 
to initiate preventive and curative interventions for 
conditions that, if left untreated, could have a negative 
impact on the migrants’ health status or the public 
health of host communities. 

IOM medical staff conducting an immigration health assessment at a Migration Health Assessment Centre in Accra, Ghana. © IOM
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In addition, as a major provider of MHAs, IOM has 
found that the collection and analysis of aggregate 
data from its MHAs provide resettlement countries 
with valuable information on the health profiles of 
migrants, enabling better migration management. 
These approaches allow for the bridging of health 
management systems between source, transit and 
destination communities.

Over the past two to three decades, IOM has 
increasingly looked to broaden the scope of its MHAs 
to respect fundamental global health principles. This 
growth has not been in isolation, but in response to 
partner and Member State expectations that MHAs 
be a tool to foster migrants’ integration and promote 
health. 

Evolution of IOM’s health assessment programme

The public health approach within IOM’s traditional 
MHAs has therefore been steadily evolving, through 
the use of advanced technologies and the introduction 
of new activities, from its core health assessment 

activities into a process that increases knowledge 
of the health of migrant populations and improves 
the well-being of migrants, hosting and receiving 
communities. 

Expanded IOM health assessment activities
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Lessons learned from IOM 

experiences
IOM has been providing technically sound MHA 
services for governments and migrant beneficiaries 
for over fifty years. Many strides have been made 
towards increasing the public health relevance of 
health assessments over the past decades; however, 
potential yet remains to further promote and increase 
the use of migration health assessments as an 
“intervention space in global public health”.19

Government child growth monitoring and immunization campaign 
at IOM Eastleigh Community Wellness Centre, Nairobi, Kenya.  
© IOM

As the leading organization for migration, IOM 
recognizes the importance of medical screening 
programmes in providing service to migrants, while 
simultaneously meeting governmental requirements 
and supporting international public health goals. 
International migration is a key feature of a globalized 
world and immigration health assessments are 
important tools in migration management, as 
the movement of people across geographic and 
epidemiological borders has an impact on the health of 
both migrants and communities. IOM views MHAs as 
a mechanism to reduce and better manage the public 

19 K. Wickramage and D. Mosca, 2014.

health impact of population mobility on receiving 
countries, as well as to facilitate the integration of 
migrants through the detection and cost-effective 
management of health conditions. 

Through its experience and in partnership with 
Member States, IOM recognizes that it is important 
to bridge pre-departure and post-arrival services 
to facilitate the integration process, which includes 
connecting with the health-care system, gaining cultural 
familiarity and adapting to a foreign environment. 
In general, MHAs are most effective when linked to 
national health systems and complemented with 
health promotion measures to better contribute to  
the public health good. In these endeavours, 
partnership is of critical importance to achieving 
shared goals, particularly multisectoral collaboration 
between ministries of immigration, health and foreign 
affairs, as well as with non-governmental partners 
(for example, civil society organizations (CSOs), non-
governmental organizations (NGOs), public health 
specialists, migrants’ rights groups and migrant 
associations).

The development and use of data systems is 
increasingly vital. With increased data and better data 
management comes enhanced knowledge. Through 
migration health informatics (MHI), IOM is able to 
share information on health conditions of individuals 
with receiving country partners, as well as analyse 
and share aggregate data on various refugee groups 
in the resettlement pipeline. Such information may 
be disseminated to and integrated within the health 
systems of receiving communities.

Health assessments should be considered within the 
overall framework of national and international public 
health measures. Similarly, detection and treatment of 
infectious diseases such as TB should be closely linked 
with national and regional TB control programmes. 
In coordination with Member State partners and 
normative agencies such as the WHO, technological 
advances in diagnostics and treatment should be 
applied whenever possible for improved quality in 
MHAs.

IOM recognizes the opportunity and need to use MHAs 
as a means for health promotion and health education 
on a larger scale. In coordination with its partners, 
IOM’s health assessment services are evolving and 
adapting to changing epidemiological landscapes and 
migration patterns. In an interconnected, globalized 
world with ever-increasing mobile populations, MHAs 
must become a more migrant-centred process, and 
develop into a needed tool to protect health rights, 
enhance health system capacity and promote global 
health security. 



Part II: The 
Migration 
Health Division’s 
highlights of 
activities, 2014
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There are an estimated 1 billion migrants in the 
world today. Despite the scale of this migration, the 
conditions in which migrants travel, live and work 
can carry great risks to their physical and mental 
health and well-being. In 2014, IOM continued to 
work to reduce the disparities and inequalities that 
create and sustain adverse health outcomes for 
migrants, and advocated for the inclusion of migrants 
in programmes and initiatives designed to control 
communicable diseases and promote global health 
goals. While many strides were made over the course 
of the year as the global migration and health agenda 
gained momentum worldwide, challenges yet remain. 
IOM continues to push for migrants and migration to 
be recognized as vulnerable in major global health 
events, and for health to be recognized in global and 
regional migration dialogues. 

The Migration Health Division’s (MHD) vision of 
“Healthy Migrants in Healthy Communities” is centred 
on three key principles and approaches, namely:  

(a) promotion of migrants’ right to health;  
(b) maintenance of good public health outcomes 
(for both individuals and communities); and  
(c) contribution to positive health and development 
outcomes of migration (in both countries of origin 
and destination). MHD’s core programmatic areas 
are guided by IOM’s Constitution and 12-point 
Strategy, the Sixty-first World Health Assembly (WHA) 
Resolution on the Health of Migrants (2008) and the 
IOM Migration Crisis Operational Framework (2012).

The WHA Resolution, which called upon governments 
to enhance the health of migrants and promote 
bilateral and multilateral collaboration, continues to 
serve as an overarching operational framework on 
migration health. The subsequent Global Consultation 
on the Health of Migrants in 2010 distilled key action 
points to guide the work of key stakeholders on 
migration health. These action points form MHD’s 
approach to migration health.

IOM’s approach to migration health

Part II of this report highlights IOM’s key achievements in the area of migration health in 2014 for each main area 
of activity: (1) Migration Health Assessments and Travel Health Assistance; (2) Health Promotion and Assistance 
for Migrants; and (3) Migration Health Assistance for Crisis-Affected Populations.
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1. Migration health assessments and travel health 

assistance

Introduction: What are IOM 
migration health assessments and 

why are they important?

The Migration Health Assessments and Travel 
Health Assistance 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.

Its activities are aligned with the World Health 
Assembly’s (WHA) 2008 Resolution 61.17 on 
the Health of Migrants and correspond to the key 
action points on monitoring the health of migrants, 
promoting migrant-sensitive health policies, 
strengthening migrant-sensitive health systems and 
supporting partnerships, networks and multi-country 
frameworks.

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 obtaining 
temporary or permanent visas. 

Reflecting differences in immigration and public 
policies and practices, there is a diverse range of 
health assessment requirements among countries. 
But despite differences in national health assessment 
requirements, one thing is constant: the need to 

ensure that the migration process does not endanger 
the health of migrants or host populations.

Travel health assistance is a related service that 
addresses individual health and safety and manages 
conditions of public health concern as individuals 
move across geographical, health system and 
epidemiological boundaries. Within the context 
of health assessment programmes (HAPs), pre-
embarkation checks (PEC) and pre-departure medical 
screenings (PDMS) are performed 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.

Community health workers at the Eastleigh Wellness Centre, 
Kenya. © IOM

IOM MHAs and travel health assistance 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 
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aim to promote the health of migrants and contribute 
to successful community integration at their 
destinations.

MHAs have many benefits, such as 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 
services. MHAs also allow refugee resettlement 
agencies to adequately prepare for the arrival of 
refugees by providing them with important medical 
information. MHAs 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.

MHAs serve an important purpose in the prevention 
and control of communicable diseases in the context 
of international migration. MHAs may include some 
or all of the following components:

•	 Review of medical and immunization history;

•	 Detailed physical examination and mental 
health evaluation;

•	 Clinical or laboratory investigations (such 
as serological tests, radiological screening, 
chemical analysis of blood or urine);

•	 Referral for consultation with a specialist; 

•	 Pre- and post-test counselling;

•	 Health education;

•	 Pre-departure medical screenings;

•	 Administration of vaccinations;

•	 Provision of, or referral for, presumptive and 
directly observed treatment (DOT) for some 
conditions (such as intestinal and other 
parasitic infestations, tuberculosis, malaria and 
sexually transmitted infections);

•	 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;

•	 Fitness-to-travel assessments (pre-embarkation 
checks);

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

•	 Provision of medical escorts and special health 
accommodations for travel.

In particular, IOM has significant experience in the 
diagnostics and treatment, or referral for treatment, 
of pulmonary tuberculosis.

Year in review

IOM promotes the health assessment process as an 
entry point to enhance the health of migrants and 
host communities.

2014 was a year of growth and consolidation for 
IOM’s global MHA programme. New operations were 
launched in a variety of locations, primarily as part of 
the expanded implementation of the United Kingdom 
Tuberculosis (UK TB) Detection Programme, but also 
on behalf of resettlement governments to provide 
health assessments for new refugee populations. 

In the area of TB detection, several IOM operations 
integrated new technologies such as GeneXpert 
into their laboratory services. Digital radiology 
services, particularly for the purposes of quality 
control, expanded primarily because of IOM’s Global 
Teleradiology Centre in Manila, Philippines. 

Globally, several key themes defined the year, namely: 
(a) the advancement of public health within health 
assessments; (b) establishment of new tools and 
mechanisms for resource management of global 
health assessment services; (c) expansion of strategic 
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partnerships; and (d) provision of technical health 
assistance for IOM return programmes. Standard 
operating procedures were developed covering 
multiple areas of health assessment activity, such 
as vaccination and chest X-ray interpretation and 
radiographic techniques, to strengthen and harmonize 
the quality and management of health assessment 
services.

The year began with a partnership event involving 
IOM’s main interlocutors on health assessments. 
In January 2014, IOM attended the tenth annual 
Intergovernmental Immigrant and Refugee Health 
Working Group (IIRHWG) meeting in the United States. 
The IIRHWG is composed of five key Member State 
partners, Australia, Canada, New Zealand, the United 
Kingdom and the United States, on behalf of which IOM 

provides the majority of its global health assessment 
services. As a key implementing partner, IOM strives 
to respond to its Member States’ needs consistently, 
meeting the demand for quality, coherence and 
flexible services. At the meeting, IOM reported on 
the strides made in enhancing its engagement with 
multiple stakeholders, such as the International Union 
against Tuberculosis and Lung Disease in the domain 
of TB. This collaboration has helped bring the issue of 
migration and TB into a broader arena through the 
use of health assessment data. IOM also reported on 
progress in integrating public health approaches into 
its HAPs. There have been several milestones over the 
past few years, as IOM continues to build upon MHAs 
to further global health goals, promote health and 
foster integration into receiving communities.

IOM’s framework on the role of public health in migration health assessments
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in 2014. IOM’s response nevertheless built upon the 
capacities, methods and principles honed by decades 
of health assessment service provision. The response 
was a complex and multifaceted one, involving 
numerous arms of the Organization. In the context 
of refugee health assessments, IOM implemented 
a series of measures on behalf of resettlement 
governments, such as pre-departure monitoring of 
refugee departures (a total of 116 departures), surveys 
gauging risk exposure and symptoms, systematic 
temperature measurement, and surveillance and 
isolation procedures.

As 2014 drew to a close, IOM hosted and organized 
several events at the IOM Headquarters in Geneva, 
Switzerland. In December, IOM partnered with the CDC 
to hold training workshops for US panel physicians in 
Europe. This training was the first of its kind, organized 
jointly by IOM and CDC, and led by CDC for both IOM 
and non-IOM panel physicians. It was followed by 
a separate IOM-CDC workshop focusing on health 
assessments for US-bound refugees for senior IOM 
health assessment staff from around the world. 

The IIRHWG partnership event was followed in March 
by IOM’s participation in the 2014 IPPA Training 
Summit in Cape Town, South Africa. This training was 
organized by CDC, IPPA and Australia’s Department 
of Immigration and Border Protection (DIBP), in 
partnership with IIRHWG. The agenda comprised 
workshops and training sessions for panel physicians 
providing health assessment services around the 
world. Topics ranged from medical and health topics 
(such as technical instructions, mental health and 
radiology) to management issues (such as physicians as 
managers, and managing business and process risks). 
Approximately 25 participants from IOM Missions 
around the world joined in this training. IOM was also 
included as trainer for the refugee health sessions 
delivered in collaboration with Australia’s DIBP. A 
side meeting on TB screening and migration was 
organized by DIBP and IPPA at which IOM delivered a 
presentation on its findings and experiences with TB 
screening.

The outbreak of EVD in West Africa and the resulting 
public health emergency of international concern was 
an unprecedented and major area of activity for IOM 

US panel physicians participating in the first CDC-IOM European Panel Physicians Training in Geneva, Switzerland. © IOM
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Finally, in light of the presence of key global and 
regional staff at Headquarters, IOM held a programme 
coordination meeting to discuss and take stock of 
major areas of health assessment work.  

Profile	of	IOM	health	assessment	
programme	beneficiaries,	2014

In 2014, IOM conducted more than  320,000 health 
assessments among migrants, covering both 
immigrants (69%) and refugees (31%) in 77 countries.20 

The majority of the assessments were conducted in 
Asia (51%), followed by Africa (27%) and Europe (13%) 
(see Table 1 in Annex 2). There was a decline in the 
number of refugee health assessments done in Asia 
and the Middle East since 2013. The other regions 
showed modest but steady growth in the number 
of global health assessment activities conducted by 
IOM over the last six years. The numbers of United 
Kingdom-bound immigrants increased significantly 
since 2013, whereas those for United States-bound 
refugees decreased (see Figures 1a, 1b, 2a, 2b, 4a, 4b, 
5a and 5b in Annex 2). 

20 Reported 2014 IOM HAPs data were as of October 2015.

In 2014, the top countries of destination for immigrants 
and refugees assisted by IOM were the United States 
(39%) and the United Kingdom (34%). Slightly over 
half of the migrants screened were female (52%), 
and comparable sex distributions were observed 
regardless of the type of migrant (see Figures 3a and 
3b in Annex 2). Overall, the population of migrants 
screened in 2014 had an average age of 26 years, and 
the majority (32%) was between the age of 20 to 29.21

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 Figures 6a.1, 6a.2, 6b.1, 
6b.2, 6c.1, 6c.2, 6d.1 and 6d.2 in Annex 2).

Refugees for resettlement (urban and camp-based 
refugees)
In 2014, major locations where refugees were assessed 
(that is, locations with more than 3,000 annual exams 
each) included Jijiga camp in Ethiopia; Baghdad, 
Iraq; Amman, Jordan; Kakuma camp in Kenya; Kuala 
Lumpur, Malaysia; Beldangi II camp in Nepal; and Mae 
La Camp in Thailand. More than 2,000 annual exams 
each were done at Byumba camp in Rwanda; Addis 

21 Estimates for age and sex distribution in 2014 were calculated based on 
data from 320,950 health assessments among migrants.

IOM health assessment colleagues at the programme coordination meeting in Geneva, Switzerland, December 2014. © IOM
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Ababa camp in Ethiopia; and Damascus, Syrian Arab 
Republic. Refugee health assessments were carried 
out at the request of multiple resettlement countries, 
with the top three being the United States (80%), 
Canada (9%) and Australia (7%). For other countries of 
destination, the majority of refugees were bound for 
Germany, followed by Austria. The refugees examined 
by IOM resided in both camp (for example, Nepal) and 
urban settings (for example, Jordan).

Immigrants (various categories)
In 2014, major locations where immigrants were 
examined (that is, locations with more than 
3,000 annual exams) included Dhaka and Sylhet in 
Bangladesh; Phnom Penh, Cambodia; Addis Ababa, 
Ethiopia; Accra, Ghana; Baghdad, Iraq; Almaty, 
Kazakhstan; Nairobi, Kenya; Chisinau, Moldova; 
Kathmandu, Nepal; Lagos and Abuja in Nigeria; 
Lahore, Karachi, Mirpur and Islamabad in Pakistan; 
Manila, Philippines; Moscow, Russian Federation; 
Bangkok, Thailand; Kiev, Ukraine; and Ho Chi Minh 
City, Viet Nam. Health assessments were carried out at 
the request of countries, such as the United Kingdom 
(48%), the United States (20%), Canada (20%) and 
Australia (11%).

Key IOM health assessment services: 
Tuberculosis detection and control

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 
TB prevention and control by screening migrants for 
active TB prior to resettlement. Within its TB screening 
programmes, IOM provides a comprehensive range of 
TB-related services, including physical examination, 
radiological investigation, the tuberculin skin test 
(TST), sputum smear and culture, drug susceptibility 
testing (DST) and DOT. Tuberculosis treatment is 
provided either directly by IOM or through a referral 
system, in partnership with national tuberculosis 
programmes (NTPs).

In 2014, as a core component of health assessments, 
the majority of migrants examined by IOM underwent 
TB screening prior to their departure. IOM provides 
TB detection services primarily in countries classified 
as mid- and high-tuberculosis burden. Overall, the TB 
detection rate in 2014 was 297 per 100,000 exams – 
specifically, there were 382 cases per 100,000 refugee 
exams and 259 per 100,000 immigrant exams. Of the 

953 total active TB cases in 2014, 736 (77%) were 
laboratory confirmed and 217 (23%) were referred 
for treatment based on clinical diagnosis (see Tables 2 
and 3 in Annex 2).

In 2014, the detection of active TB was higher among 
refugees; refugee health assessments were more 
likely (with a ratio of 1.5) to yield active TB detection 
than immigrant exams. The difference is thought to be 
linked to poorer health and nutritional status, as well 
as living and socioeconomic conditions of refugees. 

Compared to the 2013 detection rates, observed 
overall active TB case detection rates for refugee and 
immigrant health assessments were higher in 2014.22 
While detailed statistical comparative analyses are 
outside the scope of this report, likely reasons for 
the higher observed detection, especially for refugee 
exams, could include the following: (a) changes in 
population groups examined in key locations; (b) 
possible increase in the proportion of repeated 
medical examinations in 2014 compared to 2013 
(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 (c) 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 TB 
infection23 in several locations, particularly among 
refugee children required to undergo the TST in 
Nepal (13%), Uganda (10%) and Malaysia (10%).24 
Determining the detection of latent TB (in the form 
of inactive pulmonary TB lesions) prior to migration 
is increasingly viewed as an important component in 
TB screening and 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 TB. 
IOM performed 260,009 radiological investigations 
in 2014, resulting in the identification of 12,689 (5%) 
presumptive TB diagnoses and referrals for migrants 
to undergo further laboratory investigations. The 

22 Available in MHD Annual Report of Activities 2013 at http://publications.
iom.int/bookstore/free/MHD_AR2013_23Feb2015.pdf

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

24 In IOM selected operations with more than 1,000 assisted refugees.
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detection of chest X-ray findings suggestive of TB 
varied in major IOM screening programmes, with 
the highest detection rates found among refugees in 
Nepal and Thailand (26,783 and  15,296 per 100,000 
exams, respectively) and the lowest detection rates 
found among immigrant populations in the Middle 
East (143 per 100,000 exams in Iraq).

IOM health assessment staff review a digital chest X-ray at the 
Migration Health Assessment Centre in Kathmandu, Nepal. © IOM

IOM Global Radiological Interpretation 
and Quality Control Centre 

The IOM Global Radiological Interpretation 
and Quality Control Centre, based in Manila, 
Philippines, has continued to expand its coverage 
and the capacity of its services over the past year. 
The Centre provides real-time service through 
the Global Picture Archives and Communication 
System, which was networked to 24 IOM country 
operations in 2014, as well as through the use of 
medical digital image viewing software and chest 
X-ray (CXR) reporting Web applications. The Centre 
works to standardize IOM radiological procedures 
and optimize the quality of radiology CXR readings 
through the following: (a) provision of primary X-ray 
reading; (b) quality control of CXR reading and 
analysis; (c) preparation of radiology guidelines 
and training materials; and (d) provision of technical 
radiology-related	 support	 to	 field	 operations,	
such as establishing X-ray units, purchasing X-ray 
machines and hiring radiology staff.

Over 34,000 primary X-ray readings were 
completed in 2014, serving migrants in 10 IOM 
locations across 6 countries, namely, Afghanistan, 

Indonesia, Kenya, Nepal, Pakistan and the 
Philippines. 

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 
cases. The development and piloting of the IOM 
Teleradiology Quality Control Application was 
completed in November 2014, and the results 
were presented in the CDC/IOM joint meeting 
in December 2014. Further quality control 
preparations are underway following the pilot.

Also	in	December,	the	Centre	finalized	its	first	IOM	
Guideline on Screening CXR Interpretation and 
Radiographic Techniques. The document aims to 
optimize the quality of CXR reporting, as well as 
standardize the approach to reporting, something 
particularly relevant for radiologists new to IOM. 
Such elements are necessary for the delivery of 
efficient	services	to	clients	and	to	achieve	the	level	
of diagnostic accuracy and consistency desired by 
stakeholders, as well as to enable quality control 
to occur at the global level. The guideline was 
published in September 2015.

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

In 2014, 14,467 exams, including both refugees 
and immigrants, underwent laboratory diagnostics, 
specifically, sputum smear microscopy and/or 
sputum culture examinations, with a total of 14,169 
undergoing both smear and culture testing. Overall, 
736 refugees and immigrants (or  229 per 100,000 
exams) were confirmed with active TB by positive 
sputum microscopy and/or culture results laboratory-
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confirmed TB cases. There were  625 with culture 
growth findings, out of which  419 (67%) were referred 
for DST. Of this figure, 16 per cent of cases (n=66) were 
found to be resistant to one or more anti-TB drugs, 
and 5 per cent was found to be multidrug-resistant 
(MDR) (n=21). The application of this diagnostic test 
helped clinics to better align their treatment protocols, 
improving the overall performance of TB treatment 
programmes (see Table 4 in Annex 2).

To further enhance the accuracy of TB 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 TB 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 TB treatment centres in locations in 
Africa and Asia that offer directly-observed treatment.

In 2014, IOM centres directly provided TB treatment 
for 485 (51%) of the active TB cases while the rest 
were referred for treatment. In addition, IOM clinics 
also provided directly-observed preventive therapy 
for cases with latent TB infection in selected locations. 
Drugs were procured in collaboration with NTPs in the 
respective countries.

For United States-bound refugees on TB treatment, 
IOM performs routine monitoring of treatment 
outcomes in coordination with the CDC, using a set of 
predefined TB laboratory and treatment performance 
indicators.

United Kingdom Tuberculosis Detection 
Programme

On behalf of the United Kingdom, IOM implements 
the UK TB Detection Programme, one of the activities 
with the highest number of IOM-assisted immigrants 
since 2006. 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 TB. DOT 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 progressively expand the 
programme to over 60 countries worldwide. 

Over the course of 2013 and 2014, IOM worked 
intensively to assist the United Kingdom with the 
implementation of the programme. From the initial 
11 clinical sites in 8 countries that IOM operated 
during the pilot phase of the programme, by the 
end of December 2014, the programme has been 
expanded to 51 sites in 40 countries, reaching 
more than 105,000 health assessments for United 
Kingdom visa applicants. In countries that did not 
yet have an IOM HAP presence, IOM established 
new operations. 

In 2014, the programme was rolled-out in the 
following countries: Iraq and Jordan in the Middle 
East; Madagascar, Mozambique, Namibia and 
Rwanda in Africa; Myanmar and Sri Lanka in Asia; 
and Belarus and Ukraine in Europe.

IOM staff in the newly-launched UK TB Detection Programme 
operation in Colombo, Sri Lanka. © IOM

In 2014, of the total 105,795 exams done for 
this programme, the majority of visa applicants 
undergoing TB screening fell under visa categories 
“students” (59.7%) and “settlement and dependents” 
(53.7%). The bulk of the applicants belonged to the 
15- to 24-year-old age group and more than half 
were female migrants. Radiological investigations 
yielded a total of 2,035 (1.9%) cases suggestive 
of active TB. Overall, there were 131 infectious TB 
cases (with a detection of 124 cases per 100,000 
health	 exams),	 as	 microbiologically	 confirmed	
or clinically diagnosed (see Table 5 in Annex 2). 
67 of these cases (51.1%) involved those in the 
“settlement and dependent” visa category, while 37 
cases (28.2%) were in the “student” visa category.
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Expanded coverage of the UK TB Detection Programme from 2008 to 2014

Pre-departure immunizations
IOM conducts a variety of pre-departure immunization 
activities. Within the context of the US Refugee 
Admissions Programme (USRAP), IOM has been 
working with CDC and US State Department’s Bureau 
of Population, Refugees, and Migration (PRM) to 
develop and implement a vaccination programme 
for United States-bound refugees since 2012. This 
programme represents an important partnership 
between IOM, CDC and PRM. The programme aims to 
introduce vaccinations early in the US Resettlement 
Programme process to ensure that refugees arrive 
in the United States protected against many of 
the common vaccine-preventable diseases. As of 
mid-2014, the programme was implemented in six 
countries resettling refugees to the United States 
through USRAP: Ethiopia, Kenya, Malaysia, Nepal, 
Thailand and Uganda. Under this programme in 2014, 
over 40,000 refugees were vaccinated against measles-
mumps-rubella (MMR), Haemopilus Influenzae type 
b (Hib), polio, hepatitis B and diphtheria-tetanus-
pertussis (DTP). The vaccination protocol was further 

enhanced by incorporating hepatitis B testing, which 
was implemented in Ethiopia, Malaysia, Nepal and 
Thailand in 2014, with additional countries planned 
for 2015. 

Refugees undergoing pre-departure immunizations in Kenya.  
© IOM
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In addition to the immunization activities conducted 
in the context of the USRAP expanded vaccination 
programme, IOM increasingly carries out immunization 
activities for both refugees and immigrants on behalf 
of other destination country governments.

Key IOM Health Assessment 
Services: Managing  

and sharing data through  
health informatics systems

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 IOM 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.  Additionally, MHI 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.

The Migrant Management Operational Systems 
Application (MiMOSA), which is IOM’s web-based 
migrant management software, is used in 26 missions 
for capturing data on health assessment and pre-
departure medical procedures. In 2014, the MHI team 
further supported the implementation of several 
functionality enhancements, keeping the software 
compatible with the latest technical instructions and 
responsive to feedback received from medical users in 
the field. Most importantly, the team was responsible 
for supporting the development of release 6.0 of 
MiMOSA, which contains several medical functionality 
improvements and provides health assessment data 
capture for US-bound cases using the new 2014 US 
Department of State (DS) Forms. For this purpose, the 
MHI team was in charge of defining the business rules 
to reflect the new technical instructions in the system 
and prepare and support user acceptance testing of 

the new work flows and data entry procedures. The 
DS 2014 forms themselves were officially released on 
1 October 2014 and missions began scheduling new 
cases using the new profile shortly afterward. 

Considerable effort was put into the development 
and implementation of an enhanced, web-based HAP 
statistical reporting mechanism that represents a 
substantial improvement to data quality control and 
validation activities of field operations using MiMOSA 
for medical record data entry, and will serve to eliminate 
manual data submission and pave the way for more 
timely reporting of migrant health information. The 
next steps are to extend this mechanism to TB-related 
medical records and indicator data.

With these enhanced systems for improved data 
capture and validation at the global level, as well as 
the envisioned medical data warehouse and corporate 
reporting platform, IOM will be in a better position to 
undertake secondary analyses of current and historical 
operational data, update findings and identify trends 
in changing population groups of refugees examined 
at global level. This will be carried out in collaboration 
with IOM’s health assessment partners and major 
field locations to generate more evidence on an array 
of issues, for example, TB burden among migrants as a 
key affected population.

The UK TB Global Software also expanded in 2014, 
with 21 additional missions (18 countries) coming on 
board for a total of 51 sites electronically processing 
health examination information and storing the data 
in the global system. New countries, such as Jordan, 
Nigeria, Sri Lanka and the Russian Federation joined 
the UK TB Global Software, with about 36,000 issued 
certificates in 2014. The total caseload in 2014 was 
slightly over 105,000 exams.

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–Electronic Data Notification 
(EDN) interface, which is constantly being enhanced 
and further developed to meet CDC requirements and 
expectations. 
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IOM Missions using UK TB Global Software, as of December 2014

During 2014, development activities were mainly 
focused on improvements in the interface to lower 
overhead for the CDC to correct user data errors from 
MiMOSA and implement transmission of the 2014 
version of the US medical forms (US 2014 DS Form). 
Finally, the capacity to transmit records on significant 
medical conditions, in addition to the information 
contained in the standard DS forms, was implemented 
in late 2014. 

Since the launch of the interface in 2008, medical data 
for more than 311,000 refugees have been transmitted 
through the EDN to the CDC.

Other IOM health assessment 
services: Outbreak surveillance  

and response
IOM performs both active and passive surveillance 
for outbreaks of communicable diseases through 
its health assessments in refugee camps in several 
countries.

Resettlement out of West African countries 
affected by the outbreak of Ebola virus 
disease

As a result of the outbreak of EVD in West Africa, 
several of IOM’s major resettlement partners re-
evaluated their strategies for receiving migrant 
caseloads from the EVD-affected countries. Initially 
requesting	IOM	to	conduct	five	days’	surveillance	for	
signs and symptoms of EVD, most major resettlement 
country partners with caseloads in the pipeline later 
requested that IOM put a system in place for 21 
days of voluntary isolation of refugees and other 
humanitarian cases. During the 21-day period, 
refugees were accommodated in selected hotels and 
guesthouses and received visits from IOM medical 
staff, who conducted directly-observed temperature 
measurements and assessed other symptoms.
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2. Health promotion and assistance for migrants

The health promotion and assistance for migrants 
programme area of MHD caters its strategy and 
activities to the needs of migrant populations and 
the changing requirements of Member States to 
address the health of migrants. IOM projects in this 
area provide access to high-quality health services 
for migrants, and undertake substantial amount of 
operational research to promote evidence-based 
migration health policies. Technical support and 
national capacity-building efforts are included in this 
work area to support Member States in efforts to 
better manage migration-related health challenges. 
IOM Missions carry out various activities to assist 
governments in addressing migration- and mobility-
related health challenges by strengthening the 
national health systems and ensuring that migrants 
have equitable access to health services. Migrant 
beneficiaries of this area of work include workers, 
undocumented migrants, trafficked persons, seasonal 
and otherwise temporary cross-border migrants and 
displaced populations. Partners include governments, 
NGOs, UN agencies including WHO, civil society groups 
and academic agencies, among others.

This programme area has witnessed steady and 
largely exponential growth within the IOM migration 
health portfolio, in terms of projects, migrant 
beneficiaries covered and annual expenditure. In 
the five-year period since 2010, the expenditure in 
this programme area increased globally from about  
USD 14 million to USD 51 million in 2014, over 3.5 times 
more. Funding increases came from governments, as 
well as non-governmental and regional donors. It has 
also been encouraging to see increasing support to 
migrant beneficiaries through IOM programmes from 
such global funding mechanisms as the Global Fund 
to Fight AIDS, Tuberculosis and Malaria (GFATM) and 
disease-specific funding programmes, such as the TB 
REACH, which brought much-needed resources for 
hard-to-reach populations such as migrants. 

This section provides selected highlights in this 
programme area from 2014, starting with global 
and regional achievements, followed by few country 
examples along the four pillars of the migration health 
strategy proposed in the landmark 2008 World Health 
Assembly resolution (61.17) and the subsequent 2010 
consultation on “Migration health: the way forward”.

Global highlights –  
Tuberculosis and migration 

In 2014, a series of remarkable milestones were 
achieved in the field of TB and migration across the 
global context, and IOM was at the forefront of this 
activity. Every year for World TB Day, IOM aims to raise 
awareness of the importance of addressing TB among 
migrants, displaced persons and other crisis-affected 
populations in humanitarian emergencies. With the 
2014 theme “Reach the 3 Million”, IOM took the 
opportunity to launch a specialized website focusing 
on migration and TB. The website was initially a 
showcase of key findings, policy recommendations 
and actions to address TB among migrants, and was 
then further enhanced with information and materials 
from the field, partners and global stakeholders. An 
IOM press release was disseminated, as well as a joint 
IOM-CDC statement and a dedicated IOM newsletter. 
Key international health partners, including WHO, 
STOP TB, the International Union Against Tuberculosis 
and Lung Disease, as well as governments and panel 
physician networks, sent positive feedback on the 
initiative. While IOM has been at the forefront of TB and 
migration activities around the world through migrant 
health assessments, health promotion programmes 
and emergency health projects, the website’s launch 
furthered the visibility of this issue and IOM as a 
leading stakeholder in this field, particularly in the 
wake of the discussions on the draft global TB strategy 
after 2015 and the post-2015 development agenda 
discussions.
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Migration and tuberculosis webpage within the MHD website, at 
http://health.iom.int/tb 

Just a few months after World TB Day, the “Global 
strategy and targets for tuberculosis prevention, care 
and control after 2015” was adopted by the Sixty-
seventh WHA in May 2014. The overall strategy aims 
to end the global TB epidemic, with the following 
targets: (a) reduce TB deaths by 95 per cent; (b) cut 
new cases by 90 per cent between 2015 and 2035; 
and (c) ensure no family is burdened with catastrophic 
expenses due to TB. Furthermore, the resolution 
appeals to governments to adapt and implement the 
strategy with high-level commitment and financing, 
emphasizing a focus on serving populations highly 
vulnerable to infection and poor health-care access, 
such as migrants. The strategy and resolution highlight 
the need to engage partners within the health sector 
and beyond, such as in the fields of social protection, 
labour, immigration and justice. The resolution 
requests the WHO Secretariat to help Member States 
adapt and operationalize the strategy, noting the 
importance of tackling the problem of MDR TB and 
promoting collaboration across international borders. 
WHO is also asked to monitor implementation and 
evaluate progress towards the milestones and the 
2035 targets.

A joint WHO-IOM factsheet on TB and migration was launched in 
2014.

During the WHA, IOM hosted a side event on 
migration and TB, in collaboration with the WHO 
Global TB Programme, STOP TB Partnership and the 
Global Fund. The event was an informal dialogue to 
discuss challenges and opportunities for addressing 
migration health in the post-2015 TB strategy, and 
was attended by health delegations of several 
Member States. The presentations and discussions 
emphasized the importance of referring to the 
Health of Migrants resolution, and the need for more 
cooperation between countries with high and low 
TB incidence in addressing migrant health needs. 
At this event, a joint WHO-IOM factsheet on TB and 
migration was launched. In this document, WHO and 
IOM encourage Member States to explicitly recognize 
migrants as a marginalized and high-risk group in local 
and global efforts to reach the post-2015 milestones 
and targets towards ending the global TB epidemic. 
It summarizes a post-2015 Call for Action, with clear 
recommendations on what can be done along four key 
areas: (a) migrant-sensitive country assessment and 
planning; (b) migrant-centred care and prevention; 
(c) bold intersectoral policies and systems; and (d) 
operational research. During the WHA, IOM and WHO 
committed through these initiatives to work with 
Member States to further formulate and implement 
actions necessary to ensure migrants are covered in 
the post-2015 TB goals and targets.



MHD Annual Review 2014 39
IOM has been engaged with TB REACH projects 
in multiple countries through phases one to four 
of the TB REACH Initiative, including Cambodia, 
Ethiopia, Ghana, Myanmar, Nepal and Thailand across 
multiple interventions including screening for high-
risk populations, active case finding and laboratory 
interventions. The TB REACH Initiative was launched 
in January 2010 with funding from the Canadian 
International Development Agency. TB REACH provides 
short-term and fast-track grants to projects that aim 

to achieve early and increased TB case detection using 
innovative approaches in populations that are poor, 
vulnerable and have limited access to health care. As 
of late 2014, TB REACH had supported 109 projects in 
44 countries through the first three waves of funding. 
The externally validated results of the first wave of 
funding showed an average 33 per cent increase in 
case detection with a few projects even doubling case 
detection within one year of implementation. 

IOM Nepal has been awarded a Rana Samundra Trophy by the National Tuberculosis Centre, Department of Health Services, Ministry of 
Health and Population, for having introduced the molecular diagnostic tool, GeneXpert, in Nepal. © IOM

In 2014, IOM implemented TB REACH projects in two 
countries – Nepal and Ghana. The project in Nepal, 
operational since 2011, aimed to increase early 
case detection of TB through the use of GeneXpert 
technology in the Eastern Development Region 
and two places in the Central Development Region 
of Nepal.  IOM installed nine GeneXpert machines 
in strategically located microscopic centres of the 
National TB Programme. In addition to the installation 
of new equipment, the project trained local health 

staff in the most up-to-date methods of laboratory 
detection. The project has tested over 20,000 suspected 
TB cases with GeneXpert technology, detecting nearly 
4,000 TB cases, among which approximately 300 
were drug resistant. IOM Nepal was awarded a Rana 
Samundra Trophy by the National Tuberculosis Centre, 
Department of Health Services, Ministry of Health and 
Population, for having introduced GeneXpert in Nepal. 
The award was given in a ceremony to mark World TB 
Day in March 2014, in Kathmandu. 
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IOM mobile medical team screened and tested for TB using a 
custom-made TB diagnostic mobile van in Ghana. © IOM

IOM’s TB REACH project in Ghana, implemented by the 
Ghana Health Service and the IOM Migration Health 
Unit, was launched in 2013 to intensify TB detection 
among refugees and host communities, miners and 
mining communities, border communities and urban 
vulnerable communities; it was concluded in May 
2014. The objective of the project was to contribute 
to the efforts of the Ghana National Tuberculosis 
Control Programme in reducing TB morbidity and 
mortality in the Western Region through active TB 
case finding. The project was implemented in five 
intervention districts (evaluation population) namely: 
(a) Sekondi-Takoradi Metropolitan, which targeted 
urban slum communities and prisoners; (b and c) 
Tarkwa-Nsuaem Municipal and Prestea Huni Valley 
Municipal, which targeted miners and communities 
in and around mining sites; (d) Jomoro District, target 
border communities, refugee host communities and 
other vulnerable communities; and (e) Ellembelle 
District, which targeted refugees and refugee host 
communities.  

To achieve the project objective, three successive 
strategies were employed: (a)  stakeholders and target 
communities were mobilized through project launch, 
meetings and orientation sessions; and information 
were disseminated through local FM radio stations 
and street-to-street announcement using a mobile 

van with public address system; (b) trained volunteers 
conducted door-to-door household visit to screen for 
TB symptoms and referred symptomatic individuals; 
and (c) mobile medical team screened and tested for 
TB using a custom-made TB diagnostic mobile van 
with two four-module GeneXpert machines.

The project had four main activities: (a) enhanced 
coordination and monitoring among stakeholders; 
(b) community mobilization and cough screening;  
(c) mobile TB screening utilizing a GeneXpert machine; 
and (d) capacity-building of a selected TB diagnostic 
and/or treatment centre. A custom-made mobile 
diagnostic van carrying two four-module GeneXpert 
MTB/RIF machines was used during outreach efforts 
and provided same-day screening/results for tested 
individuals.

Door-to-door household visits – Strategy 
used in TB REACH project, Ghana

In each intervention district, community-based 
volunteers were recruited from among the pool 
of volunteers of the Ghana Health Service in 
collaboration with the corresponding local health 
authority. Volunteers were trained on the project 
activities and their roles and responsibilities were 
defined.	At	the	end	of	the	training,	they	were	each	
given reporting tools (daily activity and referral 
forms), TB screening questionnaire, visibility 
materials (a half-cot and a cap), pens and chalk to 
mark visited houses.

Every morning, volunteers reported to the location 
of	 the	mobile	 van	 for	briefing	on	 the	day’s	work.	
The target community was divided into clusters 
depending on the size of the community and 
the number of days the mobile team spent in the 
community. Volunteers then assembled at the middle 
of the target cluster and fanned out to conduct door-
to-door visits. They used a screening questionnaire 
to identify individuals meeting the national TB case 
definition,	which	are:	(a)	cough	for	more	than	two	
weeks; (b) cough less than two weeks but associated 
with fever, night sweats and weight loss; and  
(c) cough of any duration in an HIV-positive person. 
Individuals	 meeting	 the	 TB	 case	 definition	 were	
given a referral letter and directed to the location 
of the mobile van. At the end of each working day, 
volunteers assembled again at the location of the 
mobile van and handed over their daily report.
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A total of 208 volunteers were recruited and 
worked at varying durations and locations. Over 
a period of 224 working days, the volunteers 
reached a total of 354,654 individuals, achieving 
11.7 per cent above the target (n=317,495). A 
total of 6,108 individuals aged 15 years or more 
were referred corresponding to 89.4 per cent of the 
target	(n=6,831).	In	addition,	volunteers	identified	
6,597 children aged below 15 years with cough 
and advised them to seek treatment at the nearest 
health facility.

The table below shows the results of TB screening and 
testing by the mobile medical team comparing the 
target and achievement. Overall, 190 communities 
were mobilized and a total of 354,654 individuals were 
reached through door-to-door visits, corresponding to 
11.7 per cent more than the target (n=317,495). Of the 
total reached, 6,108 (89.4% of the target; n=6,831) aged 
15 years or more who had TB symptoms were referred 
for further TB screening. A total of 4,358 (44.7% of 

the target; n=9,755) individuals were registered and 
screened for TB by the mobile medical team. Among 
those screened, 3,060 (49.3% of the target; n=6,207) 
met the national TB case definition and were tested 
for TB by collecting on-the-spot sputum sample. Of 
the total tested, 231 (21.3% of the target, n=1,086) 
were positive for TB and referred for treatment. Of 
the 231 TB cases referred to the respective District 
TB Coordinator or the Disease Control Officer, 194 
(84.0%) had enrolled for TB treatment. 

Overall, there were five TB cases found for every 100 
individuals screened by the mobile team. Informal 
miners (galamseys) had the highest yield of the mobile 
team (12%), followed by other vulnerable communities 
in Jomorro district (8%) and communities in and 
around mining fields (6%). Screening of refugees and 
formal miners employed by the mining companies 
did not yield any TB case. Overall, there were about 
6 patients found for every 10,000 persons reached 
by the volunteers. Prisoners gave the highest yield 
(0.4%; 4 for every 1,000 reached) when looking at the 
numbers needed to verbally screen by the volunteers. 

TB REACH Ghana: Results of TB screening and testing by the mobile medical team, 2013–2014 

Main intervention Target Achieved % Achieved

Number of individuals registered and screened for TB symptoms 9,755 4,358 44.7

Number of individuals who met TB case definition and tested with GeneXpert 6,207 3,060 49.3

Number of individuals diagnosed with TB and referred for treatment 1,086 231 21.3

Number of individuals confirmed to have started TB treatment 1,086 194 17.9
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In addition to the scope of TB projects implemented 
under the TB REACH Initiative (and the various TB 
screening activities presented in the section on health 
assessment programme), in 2014, IOM engaged in 
a multitude of global TB activities across the globe 
spanning testing, treatment, awareness raising and 
coordination. Through an implementing partner, 
Matibabu Foundation, IOM supported a migrant clinic 
in the Eastleigh area of Nairobi, Kenya, which attends to 
over 1,000 clients, both migrants and host community 
members, on a monthly basis. In Mozambique, IOM 
provided targeted testing for migrant mine workers 
at the Ressano Garcia border post, encouraging 
returnees to get tested for HIV and TB at temporary 
clinics to be set up in their communities of origin in 
early 2015. IOM Tajikistan organized an awareness-
raising campaign on TB prevention among migrant 
workers, mobilized local authorities and community 
leaders, as well as continued implementation of the 
United States Agency for International Development 
(USAID) Dialogue on HIV and TB Project among migrant 
workers in Qurghonteppa and Kulob cities. The project 
was launched in May 2012 when IOM Tajikistan 
suggested the model “Safety Route” to promote 
migrant’s health both before departure and upon 
arrival in the country of origin. IOM Iran organized 
an interregional workshop in April 2014 around  

cross-border TB control and care. The workshop 
discussed effective and sustainable strategies in 
coordinating interventions that provide quality 
TB prevention and care, such as early diagnosis, 
uninterrupted treatment and patient support across 
borders. The workshop invited approximately 65 
representatives from Afghanistan, Islamic Republic of 
Iran, Iraq, Pakistan, Armenia, Azerbaijan, Tajikistan, 
Turkmenistan, Turkey, WHO Headquarters, Eastern 
Mediterranean Region and Europe Region offices, 
country offices, United Nations Development 
Programme (UNDP) Iran Country Office, Global Fund, 
IOM and Red Crescent Society. 

IOM Iran organized an interregional workshop on cross-border TB 
control and care in April 2014. © IOM

IOM Tajikistan conducted awareness raising campaign on TB prevention among migrant workers in Qurghonteppa. © IOM



MHD Annual Review 2014 43

At the Forty-fifth Union World Conference on Lung Health held in 
Barcelona, Spain, IOM co-organized a workshop on migration and 
TB. © IOM

IOM also continued to engage with National TB 
Programmes, NGOs and other civil society partners, 
scientific experts and international agencies through 
the working group on TB and migration at the 
International Union Against Tuberculosis and Lung 
Disease. The Union is the largest such umbrella 
organization focused on TB and lung health issues, 
which draws from the best scientific evidence and 
expertise to advance solutions to public health 
challenges affecting people living in poverty. The 
working group on TB and migration presently boasts 
about 275 members, who engage throughout the 
year in their respective capacities on migration health 
issues, and several come together under the auspices 
of the annual Union conferences. In 2014, the Forty-
fifth Union World Conference on Lung Health was 
organized in Barcelona, Spain. A half-day workshop 
was organized for about 75 delegates on migration 
and TB, with focus on participatory development 
of guiding principles for migrant community-
driven projects to eliminate TB. Several interesting 
strategies used in reaching and working with migrant 
communities were discussed, such as experiences 
from a Somali diaspora community in Norway, and 
the role of community health workers working with 
migrants on TB programmes in Barcelona. Group 
discussion was organized during the workshop with 
recommendations to build and sustain health-care 

community-driven TB projects that serve migrants. 
The TB and migration working group also held an 
open meeting for members and interested delegates 
attending the conference. At this meeting, two key 
updates from 2014 were also shared by partners. 
First, IOM and the WHO Global TB Programme shared 
updates from the recently adopted resolution on TB 
after 2015 from the WHA, and how migration health 
issues were addressed therein. Second, the IPPA 
and Australia’s DIBP shared updates from a meeting 
held earlier in the year on establishing international 
standards and strategies on TB screening for migrants 
entering low TB burden countries. Discussions at the 
working group meeting also emphasized the need to 
continue building political and donor will to support 
programmes for TB prevention, care and control 
among migrant populations in various settings.

Overall, the scope and magnitude with which migration 
and TB was on the global health agenda in 2014 
was significant, and IOM was a central contributor 
engaging in coordination, awareness raising and 
implementation of activities across the globe. 

Regional highlights 
Equi-Health
In 2014, the IOM Regional Office in Europe continued 
to implement the project “Equi-Health: Fostering 
health provision for migrants, the Roma and other 
vulnerable groups”, action on migrants and ethnic 
minorities’ health in the European Union (EU), 
European Economic Area (EEA) (2013–2016). 

The Equi-Health project’s 2014 annual activities 
included field visits, corresponding situation reports 
and dissemination meetings in Bulgaria, Croatia, 
Greece, Italy, Malta and Spain. Notably, Bulgaria was 
added to the project at IOM’s initiative, as they are 
an upcoming Schengen border country and have also 
recently experienced greater migrant flow, surpassing 
10,000 migrants in 2013 alone, and with a declared 
refugee crisis in 2014. An extensive assessment was 
conducted in Bulgaria regarding provision of health 
services to migrants during the reception process 
from passing the border to respective responsibilities 
of national structures including visits to open 
reception centres managed by the State Agency for 
Refugees, closed detention centres under the Ministry 
of Interior, border facilities, hospitals and emergency 
units. Stakeholder meetings were organized in 
three locations in Croatia, and sites visited included 
harbours, open and closed centres. Further activities 
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throughout the year included regional Ministerial-
level policy and thematic working group sessions 
and conferences to review the situation reports and 
validate common recommendations in addressing 
health of migrants throughout the reception process 
at local level, as well as to be possibly conveyed within 
the EU Italian Presidency to the European Commission 
and Member States.  

IOM also started a Regional Pilot Intervention 
on “Health Mediation and the Roma” within the 
framework of the IOM Equi-Health project in 
partnership with the National Network of Health 
Mediators (Bulgaria), the Federal Public Service for 
Public Health, Food Chain Safety and Environment 
(Belgium) and the National Programme for Health 
Mediation, Association pour l’Accueil des Voyageurs 
(France). This was an outcome of the Regional 
Consultative Meeting and Expert Working Group 
“Health in the EU Framework for National Roma 
Integration Strategies: Implementation, Challenges 
and the Way Forward” (Sofia, May 2013), where 
collaboration between Member States on Health 

Moreover, IOM organized Peer Review and Training 
on Migration Health in Lisbon in September 2014, 
a capacity-building programme for health and 
law enforcement authorities in Portugal.  A trailer 
presenting the work of health mediators in Bulgaria 
was produced, and preceding the elaboration of a 
longer documentary on Health Mediation that was 
finalized after a Second Study Visit in Belgium and 
France in November 2014. 

A three-day Peer Review and Training of Trainers on 
Migration and Health was organized by IOM for health 

Mediation was identified as a priority, and the working 
group on “Health Mediation and the Roma” (September 
2013, Spain) as part of the International Conference 
on Intercultural Mediation in Health Care, Huelva. 
The pilot intervention has a longer term objective of 
starting-up a European Network of Community Health 
Mediators, building upon the model implemented by 
the National Network of Health Mediators (Bulgaria). 

Additionally, within the Roma Health component of 
the Equi-Health project, IOM organized a workshop 
on the elaboration of the Progress Reports on 
the implementation of National Roma Integration 
Strategies (NRIS) in the European Union in March, 
including the participation of researchers and 
consultants from Belgium, Bulgaria, Czech Republic, 
Italy, Romania, Slovakia and Spain. IOM initiated a 
discussion on the added value of developing and 
piloting a Roma Health Policies Integration Index 
inspired by the current work undertaken with the 
development of the health strand within the Migration 
Integration Policy Index. 

Workshop for Roma health mediators and programme coordinators was held in Brussels in November 2014. © IOM

professionals in Lisbon, Portugal, in September 2014. 
The objective of the training was to enhance the 
capacity of public health authorities and health-care 
providers in the Southern European Union Member 
States to deliver better quality medical services for 
migrants, while it was also used to build capacity of 
national IOM offices on migration health. Nominated 
representatives of governmental partners (Ministry of 
Health officials), public health institutes, police health 
units and academia from Croatia, Greece, Italy, Malta, 
Portugal and Turkey took part in the training of trainers 
and peer review process. The Lisbon Peer Review and 



MHD Annual Review 2014 45
Training of Trainers was followed by national rollout 
sessions and one local training of trainers course each 
in Croatia, Italy and Portugal. Further rollout sessions 
on migration and health are planned for 2015 in 
Croatia, Greece, Italy and Portugal with focus on law 
enforcement officers.

Finally, the Equi-Health project was presented at two 
conferences namely: Fifth International Conference of 
Community Psychology in Fortaleza, Brazil, which took 
place in September 2014; and Conference on Health 
inequalities and vulnerability: Capacity Building and 
interventions among EU Member States, which took 
place in October 2014 in Rome, Italy.

IOM extended support on a project that aims to review, develop, 
test and evaluate training for health professionals in order to 
facilitate the access and improve the quality of health services for 
migrants and ethnic minorities, such as the Roma, in the European 
Union.

In 2014, IOM Regional Office in Brussels also started 
providing technical support within the European 
Commission tendered project, led by the European 
Association of Social Psychology with training  
packages for health professionals to improve access 
and quality of health services for migrants and ethnic 
minorities, including the Roma. The main objective of 
the initiative is to review, develop, test and evaluate 
training for health professionals in order to facilitate 
the access and improve the quality of health services 
for migrants and ethnic minorities, such as the Roma, 
in the European Union. The consortium includes 
partners from several European countries and the 
European Public Health Alliance. 

Partnership on Health and Mobility in East and 
Southern Africa (PHAMESA)
The Partnership on Health and Mobility in East and 
Southern Africa (PHAMESA) is a regional, comprehensive 

initiative that aims to assist governments and other 
migration and development stakeholders mitigate the 
health risks and vulnerabilities associated with the 
ever-increasing movement of vulnerable populations 
within and between East and Southern Africa. In 
January 2014, the programme entered its second 
phase (PHAMESA II), which builds on the experience 
and lessons learned from the preceding Partnership 
on HIV and Mobility in Southern Africa (PHAMSA, 
2004–2010).
  

Countries covered within the PHAMESA initiative.

PHAMESA is implemented in 11 countries in East and 
Southern Africa. In each country, IOM works with 
governments, UN agencies, civil society and academia. 
The approach recognizes the need to address health 
holistically but has a specific focus on the three priority 
epidemics that are prevalent in East and Southern 
Africa: HIV, malaria and TB. 

In terms of monitoring migrant health, in 2014, a 
priority activity included engaging governments 
on the process of integrating migrants in national 
health monitoring systems. This involved dialogue 
on the benefits that inclusion of migration variables 
in national health surveillance systems can bring, 
especially in the context of East and Southern Africa 
where the risk of acquisition and transmission of 
communicable diseases, such a HIV and TB, through 
population interaction is very high.
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In the realm of migrant-inclusive policies and 
legislations, in East Africa, IOM continued to support 
the East African Community (EAC) in the development 
of the Regional Strategy on Integrated Health and HIV 
Programming along Transport Corridors. This strategy 
will be in line with national policies and strategies that 
Kenya, Uganda and Zambia developed with IOM’s 
technical assistance during PHAMESA I. The strategy 
will be finalized in 2015, presented in the subsequent 
Ministerial conference and is expected to be endorsed 
by the Heads of States Summit in early 2016. In the 
Southern African Development Community (SADC) 
Region, IOM was actively involved in the finalization of 
the draft “Code of conduct on TB in the mining sector”, 
which is expected to be endorsed by SADC Ministries 
of Health in 2015. 

With reference to the provision of migrant health 
services, in 2014, 7 of the 11 PHAMESA countries 
implemented on-the-ground interventions in spaces 
of vulnerability ranging from those associated with 
the extractive industries, transport, urbanization 
and agriculture. Implementing partners and their 
networks of change agents deliver in these spaces of 
vulnerability. The use of local implementing partners 
is a sustainability strategy to ensure that capacity is 
strengthened in institutions and structures that will 
remain at these sites after the programme phases 
out. As of the end of 2014, a total of 11 implementing 
partners were implementing through PHAMESA. 
Specifically, in Kenya, Lesotho, Mozambique, South 
Africa, Swaziland, Uganda and Zambia, a total of 
421,752 individuals were reached in 2014 through 
intensified community mobilization and sensitized on 
HIV, malaria and TB, sexual and reproductive health 
rights, and sexual and gender-based violence (GBV). 
A further 702 service providers were sensitized on 
migration and health in selected spaces of vulnerability, 
and 451 people in Lesotho, Mozambique and 
Swaziland were trained in small business enterprise, 
384 of whom were widows (many of whom are ex-
migrant mineworker widows who are living with HIV). 
Of the 384 widows trained in small business skills, 135 
started small income-generating businesses.  

Lastly, in terms of strengthening multisectoral 
partnerships and networks, IOM continued to play 
an active role in providing technical assistance to 
partners, coordinating responses to migration and 
health challenges, and exploring joint interventions 
and funding opportunities in East and Southern Africa. 
In addition to being a key technical partner of the 
SADC, IOM provided support in developing the Global 

Fund HIV Cross Border Initiative Phase II proposal and 
the SADC Harmonized Regional Minimum Standards 
for preventative health services along the road 
transport corridor. IOM was also an active member 
of the SADC HIV International Cooperating Partners 
Meetings, SADC HIV Partnership Forum and the SADC 
TB Partnership Forum. Technical Support was provided 
to Regional Economic Communities, civil society and 
migrants associations.

IOM’s active role in the EAC task force and technical 
working groups developing regional strategies 
and initiatives allowed the opportunity to ensure 
migration and health is recognized as a key priority in 
these initiatives. In partnership with the Indian Oceans 
Commission, IOM leads the development of the 
regional Migration and Health Strategy for the South-
West Indian Ocean countries. In this context, IOM 
undertook regional- and country-level assessments 
and established National Migration and Health Task 
forces in Madagascar, Mauritius and Seychelles.

Moreover, IOM provided ongoing technical support 
to regional civil society partners and migrant 
associations. Of note, IOM provides organizational 
and advocacy support to the Southern Africa Mine 
Workers Association, and is an active member of 
the Southern Africa Trust’s Regional Forum on the 
Portability and Access of Social Security Benefits by 
Former Mine Workers. 

Trafficking, exploitation and abuse in the Mekong 
Subregion
IOM, in collaboration with the London School of 
Hygiene and Tropical Medicine, implemented a four-
year research project titled “Study on Trafficking, 
Exploitation and Abuse in the Mekong Subregion”, 
which came to an end in late 2014. The research 
aimed to better understand the experiences and 
health-care needs of trafficked persons in the 
Greater Mekong Subregion, drawing on a conceptual 
framework of trafficking and health highlighting the 
potential health influences of each of the phases of 
the migration process and their importance to the 
cumulative health status of trafficked individuals. The 
study was an observational longitudinal cohort study, 
with the inclusion of over 1,000 men, women and 
children who had received post-trafficking services 
by governmental and non-governmental service 
providers in Cambodia, Thailand and Viet Nam. Data 
collection was undertaken from 2011–2013, with data 
analysis, report writing and dissemination completed 
in late 2014.
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Results highlighted the lack of awareness around 
trafficking overall, with fewer than half (44%) of all 
participants reporting they had previously heard 
about “trafficking”. There were a total of 9 destination 
countries reported, with the largest proportion of 
participants exploited in Thailand (41%), followed by 
China (30%) and Indonesia (12%). Participants were 
trafficked into 15 different labour sectors, with two 
thirds (67%) trafficked into three sectors: sex work 
(30%), fishing (25%) and factory work (12%). Just over 
half of the participants under age 18 were trafficked 
for sex work (51.9%).  “Poor” health was reported by 
just under a fifth (16%) of participants, commonly by 
those trafficked for fishing (27%) and domestic work 
(18%). Most participants (64%) identified at least 
one area of their body where they felt pain or injury 
and half (50%) of those who reported pain, injury or 
a recent health problem said they wanted to see a 
doctor or nurse for the problem. 

This report focuses on the experiences and health-care needs of 
trafficked persons in the Greater Mekong Subregion.

The overall recommendations from the study include 
recognizing human trafficking as a health issue, and 
recognizing the rights of people who have been 
trafficked. More specifically, recommendations for 
the governments, including legislators and entities 
responsible for responding to human trafficking, 
focused on regional and national referral mechanisms, 
amendments to legislation around provision of health 
care to trafficked persons, and recommendations 
around changes to detention practices and legal 
structures. The results of the study will also be 
compared to a similar study conducted in Europe, 
to compare differences in physical and psychosocial 
consequences for trafficked women and adolescents.

The project met its objectives of successfully 
producing results around the health risks and care 
needs of trafficked persons, while also receiving 
positive feedback from major governmental partners 
in participating counties, for evidence-based 
contributions in the Greater Mekong Subregion.  
The results will contribute to recommendations to 
government and other partners in all three countries 
to improve the health-care assistance for trafficked 
persons. 

Selected achievements of migration 
health promotion and assistance 

projects in 2014
Here, snapshots and key highlights are provided from 
selected migration health promotion projects across 
the four main pillars of the WHO-IOM strategy on 
migration health. This list is by no means exhaustive, 
and only gives a glimpse into the many initiatives 
carried out by IOM globally for the benefit of migrant 
beneficiaries and government partners.
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MIGRANT-SENSITIVE HEALTH 

SYSTEMS

Uganda: HIV/AIDS prevention among mobile 
populations
In Uganda, IOM has been engaged in several activities 
to ensure delivery of migrant-sensitive health services 
to mobile populations for HIV/AIDS prevention. These 
activities comprise key accomplishments under 
the project “Migrant-friendly Healthcare”, funded 
by PHAMESA and implemented by IOM in close 
cooperation with Uganda’s AIDS Commission, Ministry 
of Works and Transport and Ministry of Health. This 
included distribution of medical and laboratory 
equipment to health clinics strategically located in 
HIV hotspots in Uganda, to tackle the high prevalence 
of HIV/AIDS along major transport corridors in the 
country. The main clients of the health clinics have 
been truck drivers, traders, fisherfolks and female sex 
workers, all of whom are identified as key affected 
populations at higher risk of HIV. The medical and 
laboratory equipment distributed by IOM facilitates 
and improves services in HIV counselling and testing as 
well as treatment of other infectious diseases including 
TB, malaria and sexually transmitted infections. These 
mobile populations exhibit high-risk sexual behaviour 
including multiple concurrent sexual partners, low 
condom usage and minimal health-seeking behaviour.

Along the Southern Sudan–Uganda corridor, IOM 
has trained 120 sex workers as peer educators to act 
as agents of behaviour change in selected hotspots 
with high HIV prevalence. Since January 2013, IOM 
has also trained 350 peer educators, distributed over 
500,000 condoms and 5,000 information, education 
and communication (IEC) materials. The sex workers 
and peer educators have been trained to support 
community health promotion efforts, focusing on HIV 
prevention with an objective to reach over 100,000 key 
affected populations, including fisherfolks, truckers 
and local communities in HIV hotspots. Furthermore, 
the organization tested over 13,000 people for HIV 
with relevant voluntary counselling and guidance. 

IOM Uganda also launched a report on its 2013 
research: “HIV Knowledge, Attitudes and Practices and 
Population Size Estimates of Fisher Folk in Six Districts 
in Uganda”. In Uganda, some 130,000 people live in 

fishing communities and estimates suggest that HIV 
infection rates in these communities are more than 
three to four times higher than the national average 
for adults. Covering 42 fishing communities from 6 
Ugandan districts and 6 different lakes, the study looks 
at the level of knowledge and its relationship with 
the attitudes and practices of people in the fishing 
communities. The study also points to the pressing 
need of HIV/AIDS services in fishing communities. 
Most of these communities are located in remote 
parts of the country and have gaps in HIV service 
provision. In most of the villages, HIV counselling and 
testing are not available. When people get infected 
with HIV, they have to travel long distances from their 
village to a hospital.

To see a video on HIV/AIDS and fishing communities 
in Uganda please go to: www.youtube.com/
watch?v=OyqEpEvBjnE

Thailand: HIV/AIDS prevention among mobile 
populations
IOM Thailand, with the support of the GFATM, 
is implementing a malaria behaviour change 
communication (BCC) campaign to reach migrants and 
their host communities. Activities include interactive 
small group sessions, home visits, distribution of 
multilingual comic books, posters, flip charts, board 
games and radio broadcasts, which together have 
reached almost 170,000 beneficiaries over the first 
two years of the campaign, focusing on message 
around personal protection.  

Thailand: HIV/AIDS prevention among mobile 
populations
IOM Thailand, with the support of the GFATM, 
is implementing a malaria behaviour change 
communication (BCC) campaign to reach migrants and 
their host communities. Activities include interactive 
small group sessions, home visits, distribution of 
multilingual comic books, posters, flip charts, board 
games and radio broadcasts, which together have 
reached almost 170,000 beneficiaries over the first 
two years of the campaign, focusing on message 
around personal protection.  

Distribution of bed nets in a high malaria prevalence remote 
village in Ye Township, Mon State, Myanmar. © IOM
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Malaria treatment given to a migrant worker following positive 
malaria test in Mon State, Myanmar. © IOM

IOM teams visit beneficiaries at their homes or 
workplaces, with an emphasis on malaria endemic 
villages along the Thai–Myanmar and Thai–Cambodian 
borders. The project’s three key messages focus on 
malaria prevention, early diagnosis and completion 
of treatment.  The teams faced many challenges, such 
as reaching communities in remote and hard-to-reach 
locations, addressing the many different languages 
and dialects spoken and the low literacy level of 
beneficiaries. IOM’s malaria control efforts in Thailand 
have played an important part in helping the country 
reach the targets for the Millennium Development 
Goals and the Global Malaria Action Plan.

Protecting migrants from the disease was one of 
the targets assigned to IOM because the national 
government was already working with the Thai 
population. As symptoms do not show during the 
incubation period of the disease, infected mobile 

individuals crossing borders can spread the disease 
easily, if lack of knowledge around proper prevention 
and treatment exists. As such, efforts with mobile 
populations are key to reducing the malaria burden in 
the region. 

IOM surmounted considerable challenges when the 
project started in 2012, including lack of awareness 
of IOM and its mandate, both by the migrant 
populations and their employers. In particular, the 
lack of documentation and the potential for forced 
return to the country of origin were primary concerns 
for the migrant populations. Furthermore, language 
barriers given the multiple countries or origin, such as 
Cambodia and Myanmar, alongside varying education 
levels and cultural beliefs, were all factors that had to 
be overcome. 

Behaviour change communication materials: bilingual comic book 
in Thai–Burmese (top-left), the ladder game (top-right), and three 
bilingual flipcharts in Thai–Burmese, Thai–Karen and Thai–Khmer 
(bottom). © IOM 

The malaria behaviour change communication campaign in Thailand, reaching migrants and their host communities. © IOM
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Live broadcasting on malaria in Thailand,  in Thai and Burmese. 
© IOM 

To solve the challenge around language barriers, IOM 
Thailand recruited bilingual staff who could speak the 
relevant migrant languages and had the necessary 
documentation to be able to work – not an easy 
task in the context. Furthermore, due to low literacy 
levels of the beneficiaries, the team designed visual 
materials to explain malaria transmission, how to 
protect themselves and their families, including the 
importance of sleeping under long-lasting insecticide 
nets and using repellants, and the importance of early 
diagnosis and treatment completion. Finally, regarding 
cultural behavior and practices, the team realized it 
would be impossible, not to mention inappropriate, 
to attempt to change beliefs. And therefore, IOM 
adopted a bilateral advocacy approach to support the 
use of both modern medicine and spiritual healing. 

Furthermore, a noteworthy “best practice” identified 
from the project was in the inclusion of local leaders 
in training on malaria prevention. This meant that 
the message was better understood, and that people 
changed their risky behaviours, given the inclusion 
and support from the local leaders. 

Guyana: Health promotion among key populations 
in the logging and mining sectors
In mid-2014, IOM Guyana launched the project 
“Health Promotion among key populations in the 
logging and mining sectors of Guyana”, developed in 
collaboration with the Government of Guyana through 
the Ministry of Public Health, with funding from 
GFATM. The initiative aims to contribute to improved 
health outcomes of sex workers, mineworkers, 
loggers, mobile populations and affected individuals 
and communities through partnerships with local 

authorities and a community-based approach focusing 
on HIV and AIDS, sexual and reproductive health 
and migration health vulnerabilities. The project’s 
key activities include an HIV prevention programme, 
encompassing BCC and HIV counselling and testing 
among key affected populations in four administrative 
regions in Guyana.

Stakeholders training in Bartica, with participants from the 
government and civil society organizations. © IOM 

IOM trained 89 stakeholders including government 
and CSOs in three regions in health, mobility and 
vulnerability, stigma, discrimination and human rights, 
and community mobilization, networking and referrals.  
Additionally, 16 IOM field staff in the four regions 
including project assistants, community mobilizers 
and counsellors participated in key competencies/
peer education training to strengthen capacity in 
delivering the HIV prevention programme among 
the key populations. Furthermore, in late December, 
outreach commenced within logging and mining 
camps in two regions, reaching 243 beneficiaries, 
including 210 miners and loggers and 33 female sex 
workers with HIV prevention programmes, and 133 
beneficiaries, including 112 miners and loggers and 21 
female sex workers with HIV testing and counselling.  
This project will conclude in March 2017.
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MONITORING MIGRANT HEALTH

Lebanon: Migration health research project to 
generate public health evidence around health care 
for non-communicable diseases for Syrian refugees 
and host communities
IOM began working in partnership with the Johns 
Hopkins School of Public Health on a new research 
project titled “NCD guidelines and mHealth records 
for refugees in Lebanon”, which is funded by the 
newly established grant mechanism called Research 
for Health in Humanitarian Crises (R2HC) and focuses 
on generating public health evidence around diabetes 
and hypertension health care for Syrian refugees 
and host communities. This project aims to develop, 
implement and evaluate treatment guidelines 
and an mHealth intervention (which consists of a 
software application and a patient-controlled health 
record). These components will be assessed based 
on effectiveness in improving patient and provider 
compliance, quality of care, disease control and 
health outcomes among patients with hypertension 
and type 2 diabetes. The trial will take place in five 
clinics supported by IOM in Southern Lebanon. The 
study aims to produce international evidence-based 
guidelines on diabetes and hypertension treatment 
in humanitarian crises. Additionally, the mHealth 
facility is intended to assist patients and providers 
in treating these conditions by increasing access to 
patient medical records and a decision support tool 
that strengthens care by identifying key milestones 
in a patient’s care. The final anticipated outcome of 
this study is building both IOM and Lebanese national 
capacity to address NCDs and strengthen partnerships 
at the local and national levels. 

In 2014, several activities were carried out for the 
start-up phase of this project. The activities included: 
(a) setting up agreements between IOM field offices 
and the local partner organization; (b) engaging 
with the Ministry of Health to establish approvals 
and obtain ethical clearance from the Hopkins study 
review board; and (c) designing data collection tools, 
facility assessment instruments and forms for patient 
enrolment and exit interviews. In September 2014, 
IOM and visiting colleagues from Johns Hopkins and 
the Massachusetts Institute for Technology carried 
out planning meetings and field visits in preparation 
for the start-up. The visit resulted in a plan of action 
for phase one of the project, to include agreement 
on care guidelines for primary health-care providers, 

agreements between project and national partners, 
and a first round of retrospective data collection from 
primary health-care records. Meetings were held with 
the WHO, Ministry of Public Health, and the Office of 
the United Nations High Commissioner for Refugees 
(UNHCR); stakeholders were largely supportive of the 
initiative, given the relevance of NCD in the Syrian 
context and the need to develop operational and 
technical evidence-based guidelines at the PHC level. 
The core team visited IOM supported primary health 
care clinics in the governorates of South, Nabatieh 
and Bekaa for preliminary assessment of provider 
protocols, medicine availability and record keeping. 
The clinic records were examined in detail looking 
at patient flow, patient records, perceptions of the 
health workers and the in-charges about the patient 
load for hypertension and type 2 diabetes. The 
pharmacy distribution system was examined in details 
with particular emphasis on the recording system, the 
supply chain and the forecasting mechanisms. The 
information gathered would be very useful in further 
implementation over the coming years.

Myanmar: HIV assessment

IOM clinic offers HIV health-care services in Myanmar. © IOM 

The Asian Development Bank (ADB) funded project 
titled “Strengthening local response to address HIV 
risks along the Economic Corridors in Myanmar”, 
implemented by IOM Myanmar with technical support 
from IOM’s regional office in Bangkok, aimed to assess 
HIV vulnerabilities and access to HIV health-care 
services among key affected populations that live or 
work along a key economic corridor on the Myanmar–
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Thailand border (Myawaddy/Mae Sot to Kawkareik), 
as well as the impact of economic development and 
increased interconnectivity on these factors. 

The assessment applied a mixed methods approach 
acquiring mapping, quantitative and qualitative data. 
Results showed misperceptions about HIV persist. 
Mobile men with money had the greatest lack of 
knowledge and most fear compared with other key 
affected populations. Negative attitudes towards HIV 
were found in both the quantitative and qualitative 
findings, despite general willingness to look after 
relatives with HIV. About half of all survey respondents 
experienced at least occasional difficulties in accessing 
health services. Cost, waiting times, and health 
personnel competency and attitudes were major 
reasons for dissatisfaction. Less than a fifth (17%) of 
migrants had ever been tested for HIV; of these, less 
than one third received pre- and post-test counselling 
and only just under three quarters (70%) received 
their test results. 

Some of us are calculating about income and 
expenditures of one’s own. If it is three visits to 

the clinics that will cost about 30,000 MMK, 
which is equivalent to one night’s earnings when 

work is possible. But the nature of our work is 
not reliable to obtain such an amount per night. 
So the cheaper way is buying medicine from a 

pharmacy (or grocery store instead).  
 

– Female sex worker,  
24 years old, Myawaddy

Mostly, migrant people cannot afford the expense. 
If so, we are informed. We have a patient who 

needs to undergo operation. That person cannot 
afford. What can we do? Formerly, there was a 
fund in the township. We can use from that trust 

fund for them. This August, we get an equity fund 
for this hospital. Last year, that equity fund was 

designated for mother and child, so we dare not 
use it. So, there were leftover funds. But this year, 

the new order for equity fund allows using it for 
poor patients. Moreover, this year, many of the 

medicines became free of charge, increasing 
the possibility they will come here. They also do 

come.  
 

Deputy	medical	officer,	 
Kawkareik

What the cross-border region needs is to establish 
proper networking mechanisms via a workable/

agreeable referral system in the region since 
the working areas of NGOs are limited and 
they	cannot	fulfil	each	and	every	single	need	
of migrants (who are mobile). Networks like 

government to government, NGO to NGO should 
be systematically established (in the cross-border 

region) for better service delivery.  
 

IOM Drop-in Centre manager,  
Myawaddy

Based on these findings, it will be important to develop 
simple BCC and IEC materials and interventions that: 
(a) address lack of knowledge and misconceptions 
about HIV/sexually transmitted infection (STI);  
(b) integrate HIV messages into broader health 
education; and (c) provide repeatedly to reinforce 
messages and increase likelihood that knowledge 
will translate into attitudes and behaviours. Key 
recommendations from the study included:  
(a) improving HIV knowledge and attitudes towards 
HIV and people living with HIV; (b) maximizing 
accessibility to condom and promoting condom usage;  
(c) enhancing health and HIV services; (d) improving the 
quality of HIV and health services; (e) strategizing HIV 
and health communications and BCC; (f) strengthening 
networking and collaboration within health sectors 
and across other sectors; (g) maintaining evidence-
based planning and interventions and monitoring 
the impacts of HIV and mobility in the infrastructure 
development settings.

POLICY AND LEGAL fRAMEWORKS 
Sri Lanka: IOM supports Sri Lanka’s Border Health 
Strategy
Since 2010, IOM has been partnering with the Sri 
Lankan Ministry of Health to launch an innovative 
National Border Health Programme. The programme 
encompasses a border health information system, 
standard operating procedures, job descriptions and 
training manual for public health officials attached to 
points of entry, a public health emergency response 
plan for the sea ports in the country and a revitalization 
of domestic legal frameworks.

Through this collaboration, Sri Lanka attempts to 
address the health issues of cross- border migration, 
which is particularly significant in the current post-war 
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development phase within the country, with increased 
cross-border migration.  The role of irregular migration 
and repatriation through endemic regions requires 
public health attention at the points of entry and a 
comprehensive strategic approach. Furthermore, Sri 
Lanka is in the phase of elimination of malaria with 
no indigenous cases reported since October 2012 
and therefore preventing cases of imported malaria 
has a significant importance. The project aims to 
enhance border health services to adopt an evidence-
informed and multi-stakeholder coordination and 
migrant-sensitive approach to safeguard the country 
in addressing public health emergencies and ensure 
the health of travellers with minimum interference to 
the trade and traffic at the points of entry. The border 
health information system designed and developed by 
IOM and the Ministry of Health will enable health data 
to be captured via mobile tablet computers at points 
of entry using an open-source software platform, 
allowing for real-time disease surveillance and 
data mapping. Furthermore, the project addresses 
public health emergencies of international concern 
not limited to biological hazards but also including 
radiological and chemical agents as per the IHR 2005.

The system and corresponding manual not only 
encapsulate measures from IHR, but also encompass 
migration health-related events, such as those dealing 
with medical and legal cases, including victims of 

trafficking, migrant worker abuse, handling of dead 
bodies, maritime interceptions of irregular migrants 
and malaria screening. The project also supports 
the development of a public health emergency 
response plan for the sea ports that details the public 
health response, intersectoral collaboration and 
resource requirements at the sea ports. This plan 
was developed in coordination with a wide range 
of stakeholders, such as the ports authority, coast 
guards, naval, immigration, customs and plant and 
animal quarantine entities. Under this component, 
the port health office at the Colombo sea port was 
also renovated to facilitate 23-hour emergency health 
services. The final component of the project focuses 
on revising the existing domestic legislation “Sri Lanka 
Quarantine and Disease Prevention Ordinance”, which 
dated back to 1897 with its last revision in 1962 to 
give border health officials regulatory powers and 
functions according to the IHR 2005 and the current 
needs of the country.

Together, these new products form part of a national 
border health project funded by the Government of 
Canada and implemented by IOM and the Government 
of Sri Lanka’s Directorate of Quarantine. The project 
also fulfils a key objective of the Government of Sri 
Lanka’s National Policy on Migration Health, which 
IOM Sri Lanka has supported since 2010.

Philippines: First National Conference on Migrant Health 

In September 2014, the Covenant on Promoting the Health of Overseas Filipinos was signed during the First National Conference on 
Migrant Health in Manila, Philippines. © IOM 
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The Philippines is one of the largest migrant-sending 
countries in the world today with over 10 million 
Filipinos – nearly 10 per cent of the country’s 
total population – working or living overseas. In 
alignment with this, the Philippines’ Department 
of Health (DOH) acknowledged that there can be 
no Universal Health Care without including migrant 
populations. Thus, in April 2013, the DOH signed a 
memorandum of agreement with IOM to collaborate 
in policy development, capacity-building, research and 
advocacy for improving the health of migrants. Clearly 
recognizing the importance of the health of Filipino 
migrants, the DOH, in cooperation with IOM, held the 
First National Conference on Migrant Health (NCMH) 
in Manila in September 2014. The NCMH provided a 
venue for DOH and IOM to share their year-long work 
on developing the migrant health agenda with various 
stakeholders. The NCMH culminated the landmark 
year for Migration Health in the Philippines. 

Recognizing the importance of the health of Filipino migrants, 
the Philippines’ Department of Health, in cooperation with IOM, 
held the First National Conference on Migrant Health in Manila in 
September 2014.

Among the highlights of the conference was the 
presentation of the findings from the DOH-IOM Joint 
Project on Migration Health. The project sought to 
map the status of migrant health in the Philippines 
and served as the pioneering work that laid the 
foundation and set the direction for the development 
of policies, programmes and activities. Updates on 
the DOH-IOM collaboration were presented outlining 
those integrated policies around labour migration 

and health, and migrants and infectious diseases, as 
incorporated in 2014. The conference also served as 
a platform to present the recently drafted National 
Policy on Migrant Health that will define the framework 
and create the necessary implementing mechanisms 
within the government. Initially slated to be signed 
during the conference, the draft administrative 
order is now currently under review and awaiting 
final approval by the Secretary of Health.  It was 
also during the conference that the Migration and 
Health Network was launched. Composed of over 100 
members from government, civil society, international 
and local NGOs, the network was created to facilitate 
continuous dialogue among the diverse stakeholders. 

The event culminated in the signing of the Covenant 
on Promoting the Health of Overseas Filipinos. The 
Covenant signifies the commitment to support health 
policies and initiatives that promote the health 
and well-being of migrants. Conclusions from the 
conference included the following recommendations: 
(a) disseminate the new initiatives of Philippine Health 
Insurance Corporation; (b) ensure close coordination 
of DOH and Department of Foreign Affairs for 
repatriation of medically unfit migrants; (c) advocate 
for safe (labour) migration; (d) review available data 
and information; (e) cascade to local government 
unit level all national initiatives on migrant health;  
(f) nurture links with local institutions in host countries 
for provision of immediate, appropriate intervention; 
(g) monitor and evaluate health programmes; (h) DOH 
to consider forging joint administrative order (or the 
like) with other agencies; and (i) reduce migration-
related stigma.

One of the defining features of this joint project 
was the importance it gave to multi-stakeholder 
consultation and participation. From the conduct of 
situational analysis to the drafting of the administrative 
order, different stakeholders were consulted for 
their inputs and feedback. Such inclusive approach 
gives stakeholders a deep sense of ownership 
and accountability. Since migrant health is both a 
technical and political matter, effective and careful 
communication of messages to various stakeholders 
was essential. Proper framing of issues and adoption 
of positive language contributed to developing 
enthusiasm for the project among the different 
stakeholders.
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PARTNERSHIPS, NETWORKS AND 
MULTI-COUNTRY fRAMEWORKS 

Central America (El Salvador, Guatemala, Honduras 
and Nicaragua): Central America to address the 
health conditions of migrants from a multisectoral 
approach
The Central American region is considered one of 
the most important migration corridors of the world. 
Apart from being transit and destination countries, 
El Salvador, Guatemala, Honduras and Nicaragua are 
countries of origin and return, with social and family 
dynamics closely linked to the migration process. As 
migration is a social determinant of health, a socio-
epidemiological profile and accurate information to 
show its link with health is essential, generating the 
necessary evidence to facilitate dialogue and decision-
making for the improvement of the health conditions 
of migrants and communities. 

IOM survey taker compiles data on access to health and Nicaraguan 
immigrant services. © IOM 

Through the project “Capacity Building of the 
governments of El Salvador, Honduras, Nicaragua 
and Guatemala to address the health of migrants 
from a multisectoral approach”, funded by the IOM 
Development Fund, investigations were carried out 
in the four countries revealing the vulnerabilities 
related to health in the migration cycle and its impact 
on the well-being of the families left behind, as well 
as the health of returnees. Among the many results 
achieved, an epidemiological profile reported that 
healthy young people tend to be the ones migrating 
and shows the multiple vulnerabilities linked to social, 
working and living conditions that are experienced on 
route and the effect on migrants’ health. A degree of 
mental illness was also evident, as up to 86 per cent of 
the families that were left behind showed depression, 
as well as high levels of anxiety and hopelessness in 
the returning population.

Health promoters participating in a training workshop on healthy 
migration in El Salvador. © IOM 

As a final activity, and based on the gathered 
information, country dialogues were carried out in 
all four countries, led by the Ministry of Health of 
each country with the support of the governmental 
migration offices, government agencies, civil society 
and other partners. As a result, an action plan was 
developed with specific measures to strengthen 
the capacity regarding health and migration. The 
representative of the Ministry of Health of El Salvador 
before the National Council for the Protection of 
Migrants and their Family (Conmigrantes) said: “The 
current situation is favorable because they have more 
information on the health of migrants and there is 
a commitment and willingness of the Ministry to 
strengthen the issue of migration and health.”

Thailand: Regional Meeting on civil society 
organization collaboration in HIV/AIDS for mobile 
population 
A three-day regional meeting was held in Bangkok 
in February 2014, for the project “Fighting HIV/AIDS 
in Asia and the Pacific: Strengthening Civil Society 
Organization Collaboration in Regional HIV Prevention, 
Care and Treatment for Mobile Populations among 
Greater Mekong Subregion and Association of 
Southeast Asian Nations Countries”, funded by the 
ADB. As part of the meeting, an interactive workshop 
and learning seminar was organized by the Raks Thai 
Foundation and attended by representatives of 25 
CSOs, ADB, UNDP and IOM. The majority of participants 
were field implementers who work directly with 
mobile and migrant populations. Strengthening CSO 
collaboration in regional HIV prevention, care and 
treatment promoting mobile population’s health 
among the Greater Mekong Subregion and Association 
of Southeast Asian Nations countries, C-Champ, is the 
joint programme from six countries to assist policy-
enabling mechanisms and promote accessibility to 
health services among mobile populations working 
in GMS countries. The main purpose of the workshop 
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was to encourage inter-country collaboration through 
the discussion of ideas, experiences, opportunities and 
obstacles relating to HIV care, support and treatment 
for migrants, and develop electronic IEC materials for 
HIV/AIDS and strengthen referral and communication 
systems.

During the workshop, participants mapped out the 
migration routes and cross-border migration patterns 
in the GMS and actively discussed obstacles in referral 
and communication for HIV/AIDS among mobile 
populations, including the lack of a centralized data 
system for cross-border referral and antiretroviral 
therapy account transfer, and devised potential 
solutions. Three cross-border learning sites on the 

Myanmar–Thai, Cambodia–Thai and Lao People’s 
Democratic Republic–Thai borders were identified 
to strengthen collaboration in improving access 
to HIV/AIDS services among mobile populations. 
Moving forward, Raks Thai Foundation will develop 
information sharing points among stakeholders and 
CSOs, using interactive information communication- 
and technology- based resources and channels, and 
communicate with the CSOs regarding future steps. 
IOM is encouraged that more CSOs working on HIV 
and migration, as well as government officers, will 
be invited to future meetings regarding this project 
to ensure successful and sustainable cross-border 
collaboration with all stakeholders.
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3. Migration health assistance for crisis-affected 

populations

The evolving role of health in emergencies has shaped 
the way IOM engages in health response interventions 
throughout the migration cycle and phases of crises. 
The role of IOM’s MHD in emergency response is 
driven by the dual objective to advance a public health-
care agenda aimed to support local health systems 
and establish a competent operational approach 
to provide direct interventions to crisis-affected 
populations, while identifying gaps related to health 
and human mobility. Prioritizing health-care support 
leads to the reduction of morbidity and mortality 
among vulnerable crisis-affected migrant populations.  

Contributing to the international health response in 
emergencies is an integrated component of IOM’s 
role within the humanitarian response coordination 
cluster system, particularly as a member of the 
Global Health Cluster. Furthermore, IOM contributes 
significantly to camp health care as the cluster lead in 
Camp Coordination and Camp Management (CCCM) 
in natural disasters. A guiding framework for IOM’s 
role in providing health interventions in emergencies 
has been the IOM Migration Crisis Operational 
Framework (MCOF), which came into effect through 
the adoption of Resolution 1243 at the IOM Council in 
2012. Health support and psychosocial support hold 
two spots among the 12 MCOF Sectors of Assistance, 
emphasizing the importance and cross-cutting nature 
of health support in emergencies. 

IOM’s health activities in emergencies are based on 
and aligned with global humanitarian policy and the 
groundbreaking World Health Assembly Resolution on 
Health of Migrants (WHA 61.17), which was adopted 
in 2008. The strategic objectives of IOM’s migration 
health work in emergencies are based on MHD’s 
overall approach and therefore also based on the four 
pillars established by the Resolution: (a) monitoring 
migrant health; (b) policy and legal framework;  
(c) migrant-sensitive systems; and (d) partnerships, 
networks and multi-country frameworks. 

Monitoring migrant health is achieved through 
registering beneficiaries, studying migration flows and 
conducting research to enable the implementation of 
evidence-based projects. Regular disease outbreak 
monitoring and reporting linked with the national 
surveillance system is also implemented. During the 
Ebola crisis in West Africa, it was imperative to monitor 
mobility and migrant health at border crossings. 
Policy and legal frameworks are often developed in 
collaboration with national governments, particularly 
Ministries of Health, as well as with regional partners, 
to support the promotion of policies that protect the 
health of migrants. For example, IOM supported the 
Syrian Ministry of Health’s awareness campaign for 
H1N1 through the roll-out of 200 awareness posters, 
which reached 84,000 beneficiaries. Migrant-sensitive 
systems are strengthened by delivering, facilitating 
and promoting equitable access to comprehensive 
health-care services. For example, in Somaliland, 
IOM provided personnel from the Ministry of Health 
with training and technical support to ensure the 
provision of primary health services to internally 
displaced persons (IDPs) and build the capacity of the 
government’s health system. Partnerships, networks 
and multi-country frameworks are built through 
the creation and strengthening of multisectoral 
partnerships and coordination among all stakeholders. 
The implementation of the Global Training in 
Psychosocial Interventions in Migration, Displacement 
and Emergency aimed to create a network of local 
psychosocial experts that could provide immediate 
support during emergencies. Activities under the 
four pillars aim to build the trust between migrants, 
communities and the health system. The efforts, 
advantages and results of this multifaceted approach, 
elaborated in this chapter, depict how health aspects 
and sustainable interventions are at the forefront of 
emergency responses. 
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WESTERN AND CENTRAL AFRICA

Ebola crisis in West Africa
Liberia

IOM opened the first ETU in Sinje on 18 November 
2014. The treatment facility was one of three USAID-
supported ETUs managed by IOM, including others 
in Tubmanburg, Bomi County and Buchanan, Grand 
Bassa County, which opened on 22 November and 
30 November respectively. The ETU opened with 24 
foreign and 147 Liberian staff fully trained by WHO 
and the Ministry of Health and Social Welfare. The 
ETU brought clinical care closer to Ebola patients in 
Grand Cape Mount County, where active transmission 
persisted in hotspots, such as Tewor, Porkpa and Gola 
Konneh districts. Patients entered the well-planned 
and carefully monitored reception, acceptance, 
triage, treatment and release sequence to ensure 
high standards of efficient care. In such a challenging 
health crisis, IOM ensured that improvements to 
protocol, standards, orientation and training were 
continuous and continued working on system 
upgrades to best match our actual patient needs and 
the infection prevention and control requirements. 
Close cooperation with WHO and national health 
officials enabled IOM to quickly respond to possible 
methodological and infrastructural changes. 
Furthermore, in close coordination with the County 
Health and Social Welfare Teams in Bomi, Grand Cape 
Mount, and Grand Bassa counties, IOM implemented 
a social mobilization and communication campaign to 
inform the public about Ebola and the benefits of the 
ETUs. To combat stigma, public mistrust and avoidance 
of seeking care, IOM undertook essential outreach 
activities, such as radio spots, town hall meetings, 
billboards, posters and comics. 

Sierra Leone 

IOM took over full management of the Ebola Training 
Academy from the United Kingdom’s Ministry of 
Defence on 1 December 2014. The academy provided 
a three-day training curriculum for frontline Ebola 
responders on topics, such as Ebola transmission, 
principles of an ETU and donning/removing personal 
protective equipment, and culminated with practical 
training in a mock ETU. The academy currently 
graduates over 3,000 health-care workers and 
hygienists per month expected to serve in ETUs. 
Furthermore, IOM initiated staff orientation at the 
Lungi International Airport (Freetown) to strengthen 
the capacity of airport authorities to effectively 

implement the exit/entry health screening standard 
operating procedures developed by the Sierra Leone 
Civil Aviation Authority (SLCAA) in conjunction with 
the CDC. Lastly, the border management team 
received final authorization from the SLCAA and 
began full exit/entry health screening monitoring at 
Lungi International Airport, as of 10 December 2014. 
The team had been trained and tested on health 
screening procedures and conducted staff orientation 
at the airport. The project included training of airport 
immigration, police and health officials on exit/
entry health screening, development of a health 
pocket guide standard operating procedures and 
reinforcement of data management for passenger 
health declaration forms.

Guinea 

In coordination with Ministry officials, IOM 
completed the first field review of the government 
Provincial Emergency Operations Centres, which are 
intended to be retrofitted to also adequately serve 
as local governance management points for the 
developing Ebola crisis response. Results indicated 
that improvements ensuring “use inductility” for all 
hazards beyond the Ebola context were required. 

Moreover, the distribution of hygiene kits, including 
soaps, chlorine and antibacterial gel, by IOM to local 
authorities in charge of the Ebola response began 
in early December and distributions were delivered 
at Kouremale on the Guinea/Mali border and 
Boundoufourdou on the Guinea/Senegal border. IOM 
also focused on 10 communities and crossing points 
between Mali and Guinea Conakry to strengthen local 
surveillance mechanisms through training on systemic 
data collection and analysis, as well as improved 
health screening, to accelerate activation of services. 

Central Africa crisis
Central African Republic

The civil conflict that affected various areas of the 
Central African Republic (CAR) in 2014 led to massive 
displacement, widespread violence, especially GBV 
and dramatic community divides.  IOM, funded by 
the Central Emergency Response Fund (CERF) and 
in cooperation with the Danish Refugee Council 
and Cooperazione Internazionale, aimed to protect 
and promote the mental health and psychosocial 
well-being in selected areas of Bangui by providing 
psychosocial services and trainings, for both the 
IDPs and the resident population, with particular 
regard to victims of violence and GBV and substance 
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and alcohol abusers. This was achieved through 
the deployment of multidisciplinary psychosocial 
mobile teams, organization of recreational and social 
activities, discussion groups and referral to listening 
centres providing lay counselling, and eventually to 
the mental health clinic in Bangui.

Chad

The Turkish NGO Gonulluler and the Fondation Baladi 
pour le Developpement au Tchad, supported by the 
Turkish Embassy in Chad, delivered urgently needed 
medicines to an IOM temporary health post at a 
transit centre in the Chadian capital, N’Djamena. The 
donation catered to the primary health needs of the 
60 people per day who used the health post in the 
Gaoui transit centre, which had a population of some 
4,000 Chadians and CAR nationals who had fled to 
Chad to escape the conflict.

Site facilitators in CAR providing services to the community. © IOM

IOM personnel assisting patients at a transit centre in N’Djamena, 
Chad. © IOM
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In the effort to improve the mental well-being of 
displaced persons, IOM organized a talent show for 
young people at the Gaoui transit centre to help 
returnees cope with the stress associated with being 
forced to flee lives, homes and jobs in CAR.

Nigeria crisis 
On 14 April 2014, the Boko Haram insurgency 
attacked a secondary school in the district of Chibok 
and abducted 278 female students. There were 
59 girls who were able to escape during the first 
days, while 219 remain missing. To respond to 
this incident, IOM, funded by Office of US Foreign 
Disaster Assistance (OFDA) and in collaboration with 
the Government of Borno, launched a psychosocial 
support programme aimed at the girls who were able 
to escape, their families, the families of the girls who 
remain missing, and more generally, to the affected 
villages’ communities, to prepare assistance upon 
the return of all abductees. Three multidisciplinary 
psychosocial mobile teams were identified, trained 
and deployed for this scope. The project included 
residential workshops for the released girls and the 
families of all girls, weekly programmes of counselling 
and support through the mobile teams, family needs 
assessment, referral to health and mental health 
facilities and the establishment of a protocol for 
triage, support and reintegration of the survivors of 
kidnapping upon release. Moreover, training sessions 
on psychosocial support and technical skills for 
supportive communication, psychological first aid and 
focused group discussion were offered five days every 
month to teams and partners in the referral network. 
Finally, training on “informing without harming” was 
organized for relevant journalists from the press and 
media covering the events. The project reached 110 
families and a total of 2,010 beneficiaries among the 
families and the community in 2014.

Chad crisis
In Chad, funded by CERF, IOM provided psychosocial 
support to Chadian returnees who were fleeing the 
tribal fighting in Darfur, those who were previously 
detained in detention centres throughout Libya 
and those arriving along the Nigerian border due 
the escalating violence between the Nigerian army 
and Boko Haram. IOM provided mental health and 
psychosocial support (MHPSS) to the returnees and 
the host communities through individual counselling, 
recreational activities and information campaigns. 
IOM also trained the members of 27 committees 
in Faya, Tissi and N’Gouboua in the provision of 
psychosocial support and counselling to the returnees 
and communities. This project strengthened the 

community-based protection mechanism within the 
host communities. The project, which was active 
from April 2014 to December 2014, reached 3,963 
beneficiaries among returnees and members of the 
host communities.

EAST AFRICA

Horn of Africa crisis
Djibouti

As migrants from the Horn of Africa cross Djibouti’s 
borders as irregular migrants, a growing strain is put 
on local health facilities. Djibouti’s health policy allows 
everyone, including migrants, to access local health 
facilities, but funding of health services is determined 
on a per capita basis by the government census, 
which does not include migrants. Consequently, if 
large numbers of migrants need medical assistance, 
hospitals and clinics on the migration route are forced 
to operate beyond the normal capacity.

In the past year, IOM, with funding from CERF, 
contributed USD 153,000 to the Djibouti’s Ministry of 
Health, with efforts to help local hospitals and clinics 
in order to provide medical care to migrants from the 
Horn of Africa. This includes USD 68,000 worth of 
medicines for use in health centres on the migration 
route. IOM also trained health workers to identify 
migrants’ needs and constructed 36 wells along 
migrant routes to reduce the risks of dehydration.

Somalia 

In November 2013, a devastating cyclone hit the 
north-eastern region of Puntland. The cyclone 
brought heavy rain and flash floods, which left over 
100,000 people in need of assistance. As the hygiene 
situation worsened, a malaria outbreak occurred in 
the port city of Bossaso. IOM, in coordination with 
the Puntland health authorities and UN agencies, 
distributed a total of 3,050 mosquito nets to 15,250 
people in nine IDP settlements in Bossaso. As part of 
the distribution campaign, IOM visited each household 
to explain the benefits of sleeping under a mosquito 
net and demonstrated how to properly hang the net. 
The initiative was funded by the Government of Japan 
and the US State Department’s Bureau of Population, 
Refugees, and Migration.

In Kismayo, 1,000 households affected by the floods 
received emergency hygiene kits containing soap, 
Aquatabs and jerrycans through a distribution 
campaign carried out by the IOM and the NGO, Agency 
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for Peace and Development. IOM also conducted 
water, sanitation and hygiene (WASH) activities, 
such as disinfecting and cleaning wells, constructing 
emergency latrines, and emptying existing latrines 
in the affected areas to lower the risk of the spread 
of waterborne diseases. IOM collaborated with the 
United Nations Children’s Fund (UNICEF), International 
Committee of the Red Cross, Agency for Technical 
Cooperation and Development and local authorities 
to respond to this emergency. The WASH projects 
were funded by the Common Humanitarian Fund 
(CHF), CERF and the Government of Japan.

IOM supported 210 patients at the Mental Health 
Department at Hargeisa Group Hospital in Somaliland. 
The beneficiaries of this support often suffer from 
distress as many had experienced the loss of their 
loved ones or had been victims of GBV. As part of the 
support, IOM, in collaboration with the UNHCR and 
Gruppo per le Relazioni Transculturali, distributed 
blankets, sleeping mats, bed sheets and jerrycans. 

Somaliland 

A health post established by IOM, with support from 
Somaliland’s Ministry of Resettlement Rehabilitation 
and Reconstruction, UN Habitat and Somaliland’s 
Ministry of Health in Hargeisa, was opened in the 
Ayah 4 settlement for relocated IDPs. The Japanese-
funded project, which benefited 2,500 IDPs, provided 
essential primary health-care services for relocated 
and integrated ex-IDPs, such as immunization, 
nutrition, routine consultations, safe motherhood 
services and control of communicable diseases. The 
most common illnesses reported at the site were 
respiratory infectious diseases, urinary tract infections 
and acute watery diarrhea, especially among children.  
Prior to the establishment of the health post, Ayah 4 
residents had to walk over nine kilometres to the city 
to receive free health-care services or seek out often 
unaffordable private clinics. Additionally, in order to 
build the capacity of the government’s health system, 
IOM hired staff from the Ministry of Health and 
provided them with training and technical support.

Kenya 

IOM developed IEC materials for disaster-affected 
communities and host communities to promote 
health and control communicable diseases. Through 
the programme in Kakuma and Daadab funded by the 
Government of Japan, IOM developed and distributed 
IEC materials in local languages on diarrhea and 
cholera prevention and control. IOM also assisted the 

government through the District Health Management 
Team in Kamukunji to translate various existing IEC 
materials into Somali, Swahili, Oromo and Amharic, 
which are the languages popularly spoken by migrants 
in the Kamukunji district of Nairobi. The two-day 
workshop aimed to establish a common understanding 
of the important role of communication in health 
humanitarian emergencies, at reaching a consensus 
on the strengths, weaknesses, opportunities and 
challenges of communicating in emergencies, and to 
agree on actions, mechanisms and structures needed 
to enhance emergency communication in Kenya.

South Sudan crisis
South Sudan 

The crowded conditions at the United Nations Mission 
in South Sudan (UNMISS) base raise a serious risk for 
the outbreak of disease. To help mitigate this risk, 
IOM and its partners organized a mass measles and 
oral polio vaccination campaign. Additionally, the 
start of South Sudan’s rainy season in June raised 
the threat level of waterborne diseases, particularly 
cholera, for an estimated 86,000 IDPs sheltered in 
Protection of Civilian (PoC) sites in UN bases across 
the country. IOM’s Health Unit responded to the 
threat by conducting oral cholera vaccines campaigns 
in PoC sites, in close cooperation with WHO, UNICEF 
and other health cluster partners. IOM also extended 
mobile health services to the South Sudan–Sudan 
border area of Wunthou where an estimated 13,000 
people were displaced. 

As lead provider of WASH assistance for the displaced 
population in Malakal, IOM staff delivered treated 
water, built latrines and showers, collected refuse 
and promoted good hygiene practices. IOM also 
constructed a new pipeline from the nearby river to 
the site, and also provided chlorine treatment at the 
site’s main entrance for people bringing water back 
from the river.

An IOM health clinic built in August served 47,000 
displaced Sudanese who found refuge in the UN 
compound of Bentiu in South Sudan. The flooding had 
blocked access to the main hospital, deeming the clinic 
imperative for the population it served. The new clinic 
provided the community with primary health care, 
including a large space for confidential preventive 
and curative consultations, an immunization room, 
a laboratory and a secure storage area for drugs and 
vaccines. IOM’s health team conducted an average 
of over 600 consultations per week, with malaria, 
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respiratory tract infections and waterborne illnesses 
being the most reported. The maternity unit was of 
particular value as the continuous flooding during the 
rainy season increased the likelihood of waterborne 
diseases for newborn babies. The maternity wing of 
the clinic allowed IOM to provide a comprehensive 
package of reproductive health services, including 
facility based deliveries, pre- and post-natal care, as 
well as awareness on topics related to nutrition, child 
immunizations and family planning. The IOM health 
team also provided on-the-job trainings on safe 
deliveries to midwives and traditional birth attendants.   
 
IOM published a report on psychosocial needs 
and resources in South Sudan, highlighting serious 
protection and mental health concerns in a country 
that has been wracked by conflict, as well as major 
deficiencies in the health-care system. The report 
was based on an assessment of the psychosocial 
support needs of IDPs seeking protection on the UN 
peacekeeping compound in Bor. The report aimed 
to identify psychosocial needs, resources and gaps 
in displacement sites, and determine the existing 
technical resources and coordination mechanisms that 
could be mobilized in response to those needs. When 
asked to identify their main feelings, over 80 per cent 
of the displaced persons interviewed in Bor expressed 
negative emotions, including fears and concerns, 
a general feeling of being emotionally unwell, and 
uncertainty and confusion about the future. As a result 

of the assessment, IOM, funded by the CHF and with 
in-kind support from DRC, launched a psychosocial 
support project in Bor. Community members from the 
youth, women and community leadership structures 
of the PoC were identified and received a four-week 
training on MHPSS. The training led to the creation of 
various psychosocial support teams, each specializing 
in different activities. They included: (a) an educators 
team (targeting school students); (b) an interfaith 
group (spreading MHPSS messaging across religious 
communities, and organizing commemoration 
ceremonies and healing and reconciliation activities); 
(c) a cultural group (using cultural songs, dances 
and drama); (d) a conflict mediation group (working 
to resolve disputes); (e) a women’s group (offering 
support to widows, and interlinking psychosocial 
and livelihood support through the establishment 
of a sewing club and a hair salon that functioned as 
discussion groups as well); (f) a sports group (addressing 
the issue of alcohol abuse through sports); and finally 
(g) a group of lay counsellors who were extensively 
trained on the job by international experts, providing 
counselling services to the IDPs in Bor PoC. The mobile 
team also supported the relocation process of the 
IDPs living in the PoC by organizing discussion groups 
on perceptions and misperceptions regarding the 
relocation. The project, which has been active from 
October 2014, will continue in 2015, and has reached 
2,474 direct beneficiaries.

IOM waiting area at the Malakal POC clinic. IOM is using premises provided by UNMISS. © IOM
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MIDDLE EAST AND NORTH AFRICA 

Crisis in the Syrian Arab Republic
Syrian Arab Republic

IOM Damascus has provided support to increase 
access to primary and secondary health care to persons 
displaced by the conflict. In 2014, IOM established 
primary health-care centres in five governorates in 
Syrian Arab Republic, assisting an estimate of 16,000 
individual beneficiaries. Furthermore, 3 mobile clinics 
were assembled and provided to health entities 
in 3 governorates, assisting an estimate of 24,000 
individual beneficiaries. The provision of diabetic 
kits (diabetic measurement device and extra strips) 
were distributed and benefited 1,750 individuals 
who needed immediate assistance in 9 governorates. 

Additionally, 1,557 renal dialysis patients received 
emergency assistance in 2 governorates.

In the last year, IOM Damascus supported people with 
disabilities through the installation of under-knee 
prosthetic limbs for 64 amputees in 10 governorates. 
IOM also provided wheelchairs to 2,890 individual 
beneficiaries in 12 governorates, crutches to 200 
individual beneficiaries in 3 governorates and 
hearing aid devices to 69 individual beneficiaries in 3 
governorates. In addition, IOM supported the Ministry 
of Health awareness campaign for H1N1 through the 
roll-out of 200 awareness posters that reached 84,000 
individual beneficiaries in 4 governorates. These 
activities were made possible through the support 
of the Governments of Canada, Japan and Kuwait, as 
well as Office for the Coordination of Humanitarian 
Affairs’ Emergency Relief Fund.

Summary of beneficiaries and activities carried out in Syrian Arab Republic in 2014

Number of beneficiaries Number of governorates Provision

16,000 5 Primary health-care centres

24,000 3 Mobile clinics (3)

1,750 9 Diabetic kits

1,557 2 Emergency renal dialysis

64 10 Under-knee prosthetic limbs

2,890 12 Wheelchairs 

200 3 Crutches 

69 3 Hearing aid devices

84,000 4 Awareness posters (200)

Lebanon

In 2014, IOM provided essential primary health-care 
services to Syrian refugees, Lebanese returnees and 
host communities through existing primary health-
care centres and mobile health teams (MHT) to serve 
populations in hard-to-reach areas in Lebanon and 
Syrian Arab Republic. To compliment these services, an 
IOM mobile outreach team provided health education 
and awareness activities at the health facilities and in 
surrounding communities. Over 40,000 men, women 
and children benefited from these essential primary 
health-care services. 

In September, IOM – in collaboration with Johns 
Hopkins University as the research lead, and Sana, an 
organization hosted by the Massachusetts Institute of 
Technology – launched a research project that aimed to 
develop, implement and evaluate the effectiveness of 
NCDs treatment guidelines and a health intervention 
in primary health-care settings in crisis contexts. 
The research study focused on patient and provider 
compliance, control of disease and quality of care and 
health outcomes among Syrian and Lebanese patients 
with hypertension and type 2 diabetes. 
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IOM has provided material and capacity-building 
support to national health systems, and particularly 
the NTP under the Ministry of Public Health since 2013, 
enhancing its capacity to respond to circumstances of 
the Syrian crisis. IOM’s contributions to the NTP in 
2014 included: (a) recruiting staff for the NTP, including 
an epidemiologist and TB treatment supporters 
providing enhanced DOT follow-up service to improve 
treatment outcomes; (b) supplying the NTP TB centres 
with essential medical equipment and consumables; 
(c) printing and distributing TB awareness materials; 
and (d) facilitating meetings for NTP physicians 
and workshops for health partner organizations to 
enhance the referral system for TB. These activities 
were funded by the Government of Japan and PRM, as 
well as by the Johns Hopkins University with funding 
from DFID and the Wellcome Trust through their R2HC 
programme. 

A training on the Theater of the Oppressed within the IOM-
Lebanese University Executive Master’s Programme in Psychosocial 
Support and Dialogue. © IOM

In 2014, the first edition of the Master in Psychosocial 
Support and Dialogue was completed, graduating 35 
professionals. The programme was offered to Syrian 
and Lebanese professional artists, psychologists, 
psychiatrists, counsellors, social workers and public 
health specialists who were providing assistance to 
Syrians displaced in both countries for governmental 
and non-governmental bodies. The aim was to broaden 
their knowledge on psychosocial issues related to 
displacement, migration and conflict-stricken societies. 
The master offered an opportunity for professionals 
to extend their expertise at an advanced level in 

psychosocial issues, dialogue and creative and ritual 
interventions. The programme was funded by the 
Italian Ministry of Foreign Affairs Directorate General 
for Development Cooperation. In 2014, the second 
edition of the IOM-Lebanese University Executive 
Master’s Programme in Psychosocial Support and 
Dialogue was launched with 30 participants.

IOM organized psychosocial activities in south of Lebanon in 
August 2014. © IOM

In the framework of the master programme, training 
sessions in MHPSS skills and tools were offered 
to Syrian professionals active at various levels of 
the humanitarian assistance, including 216 shelter 
managers; 27 artists who received a specialized 
training in art-based intervention; 919 front-
line workers trained in psychological first aid and 
supportive communication; 100 community workers 
and volunteers trained in non-violent communication, 
15 of whom also attended a training for trainers in 
non-violent communication and conflict mediation; 14 
sport coaches trained as trainers in coaching various 
sports for people with disabilities and amputations; 
and 48 employees of the SOS Children village in 
Damascus trained in psychosocial support to children 
during emergency and displacement.

Moreover, in Lebanon, 22,041 youth, women and 
men participated in psychosocial support activities 
organized in Dari-Recreational and Counselling Centre 
for Families in Baalbeck, provided by a multidisciplinary 
psychosocial mobile team reaching out to collective 
centres for Syrians in the south of the country. The 
project, which has been active since 2013 and will 
continue in 2015, has trained 1,404 persons and 
reached an estimated 224,071 indirect beneficiaries 
in Syrian Arab Republic and a total of 22,041 direct 
beneficiaries in Lebanon.
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Jordan 

IOM provided the first health screening and triage 
for newly arrived Syrian refugees upon their arrival 
to Jordan during the first half of 2014. Of the total 
69,275 screened, 10,932 refugees required follow-
up health services (62% females and 38% males) 
and 1,605 refugees who needed immediate health 
services were referred to the health-care partners 
(59% females and 41% males). As of 1 August 2014, 
IOM started to provide pre-departure health services 
for the new arrivals at Raba’a Al Sarhan Transit Centre. 
IOM also provided fitness-to-travel health checks for 
all refugees before they travelled further to refugee 
camps within the kingdom. During August–December, 
13,697 refugees were transported from the transit 
centre to the refugee camps by the IOM operations 
team, of which 12,999 were found to be fit to travel, 
while 698 (5% out of the total) cases were found not 
fit to travel and referred for treatment at a health-care 
facility. 

A child, under 5 years old, receives oral polio vaccine during the 
polio campaign in Za’atri Camp in Jordan. © IOM

In 2014, IOM provided emergency immunization 
against measles and polio for Syrian refugees upon 
their arrival at the Raba’a Al Sarhan transit centre 
in northern Jordan. Within the year, 47,765 Syrian 
refugees were immunized against measles (51% males 
and 49% females), 40,743 children were immunized 
against polio (52% males and 48% females) and 17,097 
refugees were provided with vitamin A supplements 
(52% males and 48% females). This life-saving and 
significant public health intervention was possible 
through cooperation with the Jordanian Expanded 
Programme of Immunization within the Jordanian 
Ministry of Health and the UNHCR medical unit in 
Jordan. In the effort to fight against polio, IOM also 
participated in three national and subnational polio 
campaigns in Jordan, led by the Ministry of Health, by 
dispatching mobile teams and providing community 
mobilization to raise awareness, predominantly 
among the Syrian refugees and the host communities 
at different governorates within the kingdom, such as 
in Amman, Karak, Ma’an, Aqaba, Tafeileh, Irbid, Zarqa, 
Salt, Ramtha and Mafraq. 

Additionally, IOM’s clinical staff actively supported the 
national routine immunization programme in three 
primary health-care clinics in the Za’atri refugee camp 
in northern Jordan.  Under this programme, 4,120 
Syrian children were fully immunized according to the 
national routine immunization schedule and 6,969 
pregnant women were immunized against tetanus. 
The vaccines were provided by the Jordanian Ministry 
of Health, while the staff and office costs were funded 
by the Government of the United States.  

Since 2012 and throughout the past year, IOM 
provided TB detection and prevention activities to 
153,286 Syrian refugees and members from the 
host community (48% male and 52% female), as 
humanitarian relief services, to all Syrian refugees who 
were temporarily settled in and around the established 
refugee camps in Jordan. Additionally, 75,896 Syrian 
refugees (48% male and 52% female, 44% under 15 
years) were screened for TB; 72 were detected and 
confirmed to have active TB disease (57% males and 
43% females), 41 being pulmonary (including 1 MDR 
TB case) and 31 having extra-pulmonary TB. This was 
carried out in coordination with the Jordanian Ministry 
of Health and supported by the UNHCR. 
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Iraq crisis
Iraq

In response to the displacement crisis of 2014, IOM 
implemented a health strategy to combat infectious 
diseases, such as TB, and provide primary health 
services for vulnerable populations. Under the STOP-TB 
programme, 7,077 displaced individuals participated 
in awareness-raising sessions. The key messages 
shared in such sessions were: (a) that TB is curable; 
(b) that assessments and treatment are available for 
free; (c) how TB is transmitted; and (d) how to prevent 
its spread. A total of 124 health professionals also 
received TB-specific training sessions. For presumptive 
TB cases, IOM MHTs performed early detection and 
treatment intervention, of which 325 cases were 
referred by IOM for further assessment. Confirmed TB 
cases were referred and transported to NTP centres 
for additional treatment and diagnosis.  Moreover, for 
all confirmed TB cases, proper follow-up support was 
given by assigning DOT workers to avoid an increase 
in MDR TB cases, and by supplying high-protein 
food packages to all those currently undergoing TB 
treatment. The IOM mobile health staff also provided 
psychosocial support to vulnerable persons suffering 
from TB and their families. 

IOM Iraq conducted primary health-care activities 
through 230 MHTs, equipped with medical kits to 
perform medical examinations, as well as administer 
medications. The MHTs were formed by 3 doctors, 
1 public health coordinator, 5 nurses, 6 community 
health workers and 10 DOT workers. In 2014, IOM 
conducted 14,858 primary health-care consultations 
with displaced persons. The MHTs mainly assisted IDPs 
within Iraq, with 10–20 per cent of the beneficiaries 
being Syrian refugees. MHTs also performed 
awareness-raising sessions on general health issues 
while assisting health cluster rapid health assessments. 
These operations in Iraq were funded by Saudi Arabia, 
the Czech Republic and Slovakia. 

To respond to the psychosocial needs of the Iraqi 
minority groups displaced in North-east Iraq due to 
the Islamic State insurgency, IOM, funded by USAID-
OFDA, launched a programme that provides MHPSS 
through a multi-tiered approach.

Eleven multidisciplinary psychosocial mobile team, 
each comprised of one psychologist, one social 
worker and one educator, were identified, trained 
and deployed in the area of Erbil (6 mobile teams for 
Christian minorities) and in the area of Dohuk (five 
mobile teams for the Yazidi minorities). The mobile 

team provided community-based support activities 
for families and groups, facilitated existing support 
mechanisms, provided focused counselling services 
and provided referrals, organized by a psychiatrist who 
joined the teams on a weekly basis. Training sessions 
on psychosocial support provision were provided to 
religious leaders in Erbil and to the IOM distribution 
and humanitarian teams. The project has reached 
9,728 direct beneficiaries and trained 207 people. 

Libya crisis
Libya

IOM Libya with assistance and collaboration from 
IOM Cairo, IOM Addis and IOM Khartoum assisted the 
evacuation to Addis Ababa of 18 stranded Ethiopian 
women who were identified as needing specialized 
mental health care. Nine of the women were 
evacuated from a detention centre in Tripoli by road, 
with the support of the Libyan Red Crescent. They 
were received in Zarzis where IOM Libya’s psychosocial 
team provided them with emergency mental health 
support. The women were then escorted by two 
IOM Ethiopia medical escorts to Addis Ababa. This 
group was funded by the Government of Norway. 
The second group of nine women who needed urgent 
mental health care was evacuated from Tripoli by air 
to Khartoum and was funded by PRM.  Two IOM Libya 
doctors escorted them and followed up with the cases 
for months later. 

Additionally, IOM completed a three-month project 
to build capacity and mentor 35 community-based 
organizations in Tripoli in the field of psychosocial 
support. Activities included: (a) mapping and analysis 
of CSOs associated with psychosocial support; 
(b) selection of CSOs who received a total of 18 
training sessions; and (c) on-the-job mentoring to 
ensure that the tools acquired through the training 
were appropriately applied. Training topics covered 
psychosocial support, community conflict mediation, 
individual and group counselling, capabilities and 
human development, community-based recreational 
and social activities, programme identity and project 
cycle planning. The programme aimed to create 
sustainable linkages between the organizations to 
help them work together towards harmony and peace, 
and meet the many pressing needs in mental health 
care that continue to plague Libyan society three 
years after the revolution. The project was continuing 
two years of related work that was carried out by 
IOM through three social and recreational centres in 
Tripoli, Benghazi and Misurata. The project, funded 
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by the United Kingdom’s Foreign and Commonwealth 
Office, was implemented in partnership with Libya’s 
Ministry of Culture and Civil Society.

Sudan crisis
Sudan

In March 2014, IOM established the El Sereif clinic, 
the only functioning health facility in the area, 
which served vulnerable IDPs from the camp and 
host community members from the surrounding 
areas. The essential services included antenatal care, 
immunizations, management of malnutrition and the 
treatment of acute, chronic, communicable and non-
communicable medical conditions. 

Within the year, 19,800 individuals were registered 
as outpatients in the clinic and had benefited from 
its medical services. The midwives performed 757 
antenatal care visits, and immunized the same 
amount of women with Tetanus Toxoid Immunization 
Furthermore, the Expanded Programme of 
Immunization in the clinic provided routine 
vaccinations to 1,499 children.  Awareness-raising 
campaigns and home visits were carried out to increase 
the programme’s visibility. Nutrition officers and 
community health workers were also trained in using 
Mid-Upper Arm Circumference as a screening tool for 
malnutrition, and the use of outpatient therapeutic 
programme and community-based management 
for acute malnutrition successfully treated 1,872 
children. In the effort to provide primary health care 
and improve the lives of vulnerable populations, a 
referral system (including transport and follow-up) 
was established in order to transfer severe medical 
cases to higher-level health facilities. These activities 
were carried out in cooperation with WHO, UNICEF, 
the Federal and State Ministry of Health and funded by 
European Union Humanitarian Aid and Civil Protection 
Department.

Yemen crisis
Yemen 

In Yemen, IOM has provided support to migrants 
who have arrived to Yemen in mixed migration flows. 
There are three kinds of migrant groups that arrive in 
Yemen: (a) conflict-affected IDPs and non-displaced 
affected communities; (b) conflict-affected third 
country nationals (TCNs) from the Horn of Africa who 
were smuggled to Yemen on their way to Saudi Arabia; 
and (c) Yemenis who were expelled from Saudi Arabia 
during a massive expulsion of foreign migrant workers 
after the restructuring of the domestic labor market. 

IOM’s services included MHPSS, immunization, 
nutrition, health promotion, safe medical referrals, 
emergency health care, reproductive health care 
and management of communicable and chronic 
diseases. IOM also supported the national health 
system recovery efforts to ensure sustainability, by 
for example, supporting the redeployment of missing 
health personnel in key fixed public health facilities, 
ensuring necessary medical equipment and supplies 
are available, as well as training health personnel in 
clinical care, and public health and management. Focus 
was given to detection, referral and management of 
acute malnutrition among children, immunization, 
antenatal and maternal care, and health promotion. 

Through the MHTs, IOM vaccinated a total of 5,472 
migrants, of which 2,984 were male and 2,488 were 
female, in the districts of Zenjubar, Khanver, Ahwar, 
Alwadea, Geshan and Almahfed. In the same districts, 
psychosocial support was provided to a total of 
3,207 migrants, of which 2,380 were female and 827 
were male who  had experienced sexual, physical or 
verbal abuse.  Health promotion was also carried out, 
benefiting 19,297 children, 11,509 males, and 20,471 
females, of which 2,109 were pregnant and 2,581 
were lactating. A total of 60,363 migrants benefited 
from clinical care, of which 33,966 were female and 
26,397 were male. The majority, 30,843, were over 18 
years old, while 18,779 were between 5 and 18 years 
old, and 10,741 were under 5 years old.

IOM-operated clinics provide assistance to migrants in Yemen.  
© IOM

IOM operated four clinics that assisted vulnerable, 
injured and ill TCNs in Yemen. These clinics were 
located in major points of landing, transit and border 
crossings: Bab Al Mendep (landing point), Aden and 
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Sana’a (transit points), as well as Haradh (border 
crossing point). In addition to the four clinics, IOM 
also deployed four mobile patrolling units along the 
Red and Arabian Sea coast to increase the coverage 
of its services, supporting ill and injured migrants who 
would otherwise not be able to access IOM clinic. 
IOM worked together with the Yemeni Red Crescent 
Society in Bab Al Mendep. A total of 13,156 TCN 
beneficiaries, mostly males, were registered, of which 
6,567 received clinical care, 5,865 were vaccinated, 
3,054 received MHPSS through the MHTs and 718 
received health education. 

Between July and December 2014, a total of 10,088 
non-Yemeni beneficiaries were registered in Aden, 
Haradh, Sana’a and the Yemeni coast, of which: 5,765 
were vaccinated; 5,576 were provided health care; 
2,723 were MHPSS beneficiaries and 504 received 
health education. Of these registered beneficiaries, 
9,910 were Ethiopian nationals, 133 were Somalian 
nationals and 29 were Eritrean nationals. The large 
majority were men who arrived on the Yemeni 
coast. In the month of December alone, 1,243 were 
vaccinated, 1,121 were emergency health-care 
beneficiaries and 563 received MHPSS. Of the 2,024 
beneficiaries registered in December, of which 81 per 
cent were men, 983 arrived on the Yemeni coast. It is 
important to note that the most common diagnoses 
in the month of December were digestive tract 
issues, general weakness and pain, respiratory tract 
issues and wounds needing surgical attention. 52 per 
cent of the most common diagnoses were reported 
from the Yemen coast, indicating the hardship that is 
endured on the journey to Yemen by boat. Most TCNs 
coming from the Horn of Africa undergo perilous sea 
journeys before reaching Yemen, and are subjected to 
gross abuse, and even exploitation, before reaching 
and while in Yemen in the hands of smugglers and 
traffickers. 

Throughout the year, a total of 420,004 Yemenis 
returned to Yemen, of which 93.7 per cent were 
men. Health care was provided to a total of 30,133 
returnees, including 26,931 males, 1,044 females, 
1,510 boys and 648 girls.

THE CARIBBEAN 
Haiti

IOM supported the Government of Haiti and local/
international partners in a range of cholera health 
response initiatives, with funding from the European 

Commission’s Humanitarian Aid and Civil Protection 
(ECHO), CERF and Emergency Response Fund, in 
32 camps and 2 communes in Port-au-Prince and 
surrounding areas and 51 communal sections. In 
particular, IOM backed the recently launched 10-
year National Plan for the Elimination of Cholera in 
Haiti by the Government of Haiti’s Ministry of Public 
Health and Population (MSPP). The intention was to 
build rapid emergency response capacities to survey 
and investigate reported cases, distribute cholera kits, 
transport cholera patients and reinforce capacities of 
MSPP staff at the departmental level. IOM also worked 
closely with MSPP to integrate cholera response into 
primary health care. 

 

IOM health staff conducting cholera sensitization in an IDP camp 
in Haiti. © IOM

Additionally, IOM facilitated the access to health care 
and information on health and psychosocial support 
to all vulnerable displaced persons before, during 
and after the process of returning to the community. 
A total of 16,356 beneficiaries were assessed. 
Among these beneficiaries, 9,707 were identified 
as having health and/or psychosocial needs, 5,581 
persons suffered from medical conditions, 2,695 
were identified as having psychological/psychiatric 
issues and 1,431 individuals have both medical and 
psychological/psychiatric conditions. From 9,707 
vulnerable individuals who had needs, 4,518 were 
referred to a medical or psychiatric centre for further 
investigation and treatment. IOM continued to 
monitor their condition and support by providing 
medication, laboratory tests and health education. 
In cooperation with the Haitian Red Cross, a total of 
16,582 beneficiaries were reached through 268 mass 
awareness/sensitization sessions carried out by the 
IOM Health Team. 
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ASIA AND THE PACIFIC 
Myanmar

When it comes to health care, isolated communities 
living in the Ayeyarwaddy Delta face constant obstacles 
to receiving potentially life-saving treatment. The two 
townships were among the worst hit areas when 
Cyclone Nargis tore through the region in 2008, 
claiming an estimated 140,000 lives and affecting 2.4 
million people. Thanks to a project funded through 
the Three Millennium Development Goal Fund, IOM 

was able to provide maternal, newborn and child 
health services in the Delta, covering a population 
of around 690,000 across the townships of Bogale 
and Mawlamyinegyun. IOM worked with health 
departments in the two townships to strengthen 
community-based systems for the delivery of quality 
maternal, neonatal and child health care, including 
facilitating training for health workers, revitalizing 
village health committees, establishing effective 
referral mechanisms and procuring supplies and 
equipment for rural health centres. 

IOM provides maternal, newborn and child health services in Myanmar. © IOM

Philippines

In November 2013, Typhoon Haiyan devastated 
several locations in South Asia and affected mainly the 
Philippines, killing more than 6,300 people. In 2014, 
IOM Philippines has continued its effort in health-
care support for people and communities in Region 
VI affected by Super Typhoon Haiyan, the strongest 
typhoon recorded in history that hit the country. The 
overall aim of the health programme was to ensure 
improved access to life-saving emergency and primary 
health care, community outreach and referral services 

to Haiyan-affected people and communities, in order 
to contribute to the Government’s effort to revitalize 
the existing health-care systems and enhance health-
care capacities. With funding from AmeriCares, 
Government of Canada, Government of Norway 
and ECHO, IOM’s health programme in Typhoon 
Haiyan Response was composed of the following:  
(a) augmentation of existing local health-care services 
by supplementing health professional manpower;  
(b) support for medical referral; (c) repair, 
refurbishment and construction of health facilities; 
and (d) capacity-building and educational activities.
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Evacuees visiting the IOM medical clinic for consultation in 
Estancia, Iloilo, Philippines. © IOM 

The augmentation of local health-care services included 
medical consultations, maternal and child health, 
support for expanded immunization programme, 
dental care and diagnostic work-up. IOM teams also 
conducted medical outreach activities to reach out 
to remote, hard-to-reach barangays (such as offshore 
islands), supporting people who have limited resources 
to access appropriate services. Throughout the entire 
Haiyan health response, more than 120,000 persons 
were supported, including more than 30,000 persons 
catered through medical outreach activities and more 
than 2,000 referrals (including life-saving cases). IOM 
also repaired, refurbished and reconstructed a total of 
38 health facilities that were damaged by the typhoon 
in Region VI. In addition, 7 barangay health stations 
were repaired and constructed with birthing facilities 
and 6 women-friendly spaces were established in 
partnership with the United Nations Population Fund.

Furthermore, IOM looked into expanding capacities of 
local health partners and communities in the provinces 
of Aklan, Antique, Capiz and Iloilo through a series of 
trainings covering a wide range of specializations. In 
partnership with AmeriCares, IOM conducted MHPSS 
trainings for 49 local health professionals and 563 
community health-care providers, aiming to equip 
them with skills and knowledge to enhance resilience 
of the communities in terms of mental and psychosocial 
health. Moreover, 193 health professional were 
trained on Minimum Initial Service Package training 
and 200 community leaders and community members 
in remote, geographically disadvantaged barangays 
were trained on emergency preparedness. In addition 
to these trainings, IOM carried out various health 

information and education activities for displaced 
persons in evacuation centres and other members of 
the communities. The project also includes a referral 
system for psychiatric assistance of those patients with 
severe mental health issues. The project has already 
reached 585,802 indirect beneficiaries.

EUROPE
Bosnia and Herzegovina 

In May 2014, the Yvette storm hit a large area of 
Southeastern and Central Europe, causing floods and 
landslides, which affected mainly Serbia and Bosnia 
and Herzegovina.  In Bosnia and Herzegovina, IOM 
mobilized four teams of two psychologists to provide 
psychosocial support to 577 people displaced by 
the floods in selected regions. The teams provided 
psychological first aid, follow-up interviews and, 
when required, referral to specialized services for 
IDPs in reception centres and after their return 
home. Moreover, relevant trainings were organized 
for humanitarian and rescue workers and the mental 
health teams of the Ministry of Health. There were 25 
workshops organized, which were attended by 289 
persons. A similar emergency support was provided 
to affected populations in Serbia, through the 
deployment of psychosocial teams trained through 
prior IOM programmes in the country. 

A multifaceted programme, which started in 2013 and 
will continue in 2015, was organized to enhance the 
capacities of the Ministry of Defence, the Ministry of 
Health of the Federation of Bosnia and Herzegovina 
and the Ministry of Health and Social Welfare of 
Republika Srpska in providing a systematic response 
to mental health issues of discharged personnel of 
the Armed Forces of Bosnia and Herzegovina, as well 
as create a system of psychosocial support within 
the Ministry of Defence for their existing personnel, 
especially those who participated in peacekeeping 
missions. This action has been initiated by relevant 
authorities from Bosnia and Herzegovina, facilitated 
by IOM and supported by the Nordic Baltic Initiative 
countries. Psychosocial support was provided to the 
discharged personnel of the Armed Forces of Bosnia 
and Herzegovina in order to facilitate their transition 
into the workforce, in collaboration with the King’s 
College in London. On the other side, IOM facilitated 
the creation of a mental health support structure for 
Armed Forces of Bosnia and Herzegovina’s current 
personnel. 
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CROSS-CUTTING ACTIVITIES

Global Training in Psychosocial 
Interventions in Migration, 

Displacement and Emergency
The fourth training on “Psychosocial Interventions 
in Migration, Displacement and Emergency”, jointly 
organized by the Scuola Superiore Sant’Anna and IOM, 
was held from 12 to 24 May 2014 at the campus of 
Scuola Superiore Sant’Anna in Pisa, Italy. The training 
was attended by 27 participants, 16 being from IOM. 

The course aimed to: (a) enable participants to 
acknowledge the complexity of MHPSS interventions 
in crisis situations or during the migration process;  
(b) conceptualize holistic responses; (c) understand 
the interrelation of the different sectorial responses; 
and (d) gain advanced specific knowledge in each 

sector of intervention. The core of the course gave an 
overview of specific psychosocial programming and 
psychosocial approaches to different dimensions of 
humanitarian assistance in post-crisis situations, such 
as: (a) mental health and psychosocial paradigms in 
migration and displacement: psychological, social, 
cultural and anthropological perspectives; (b) how 
to foster non-harmful humanitarian assistance in 
emergency and non-harmful migration assistance 
in migration; (c) principles of psychological 
counselling; (d) care for the most vulnerable and 
referral; (e) medical/nonmedical responses; and  
(f) psychological first aid. The emergency module 
focused on international standards in MHPSS in 
emergencies and legal framework, participatory 
needs assessment, MHPSS in Camp Management 
and Coordination, small-scale conflict management 
and transitional justice, creative and art-based 
interventions, and the emergency psychosocial 
project cycle.
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Annex 1: IOM publications, guidelines and tools 
on migration and health, 2014

IOM internal publications,  
guidelines and tools

1. A. Morales Gamboa, D. Lobo Montoya and 
J. Jiménez Herrera, La Travesía laboral de 
la población Ngäbe y Buglé de Costa Rica a 
Panamá: características y desafios (IOM and 
FLACSO, San José). www.clacso.org.ar/libreria_
cm/archivos/pdf_403.pdf

2. A. Rodríguez Allen and M.P. Arenas Verdú, 
Evaluación de las vulnerabilidades existentes 
en Centroamérica para Comisión de Delitos 
Relacionados con la Donación y Trasplante de 
Órganos con énfasis en la Trata de Personas 
(IOM, San José). http://costarica.iom.int/
public/pdf/Evaluacion_vulnerabilidades_
transplante_de_organos_trata.pdf

3. C. Schultz and B. Rijks, Mobility of Health 
Professionals to, from and within the European 
Union, IOM Migration Research Series No. 48. 
Available from http://publications.iom.int/
bookstore/free/MRS48_web_27March2014.
pdf

4. C. Zimmerman et al., Health and Human 
Trafficking in the Greater Mekong Sub-region: 
Findings from a survey of men, women and 
children in Thailand, Cambodia and Viet Nam 
(IOM and London School of Hygiene and Tropical 
Medicine, Bangkok). http://publications.iom.
int/system/files/pdf/steam_report_mekong.
pdf

5. IOM, A rapid assessment of psychosocial needs 
and resources in South Sudan following the 
outbreak of the 2013/2014 conflict (IOM, Juba). 
http://reliefweb.int/report/south-sudan/
rapid-assessment-psychosocial-needs-and-
resources-south-sudan-following-outbreak

6. IOM, Assessment Report: The Health Situation 
at EU Southern Borders – Migrant Health, 
Occupational Health, and Public Health, Greece 
(IOM, Brussels). http://equi-health.eea.iom.
int/images/SAR_Greece_final.pdf 

7. IOM, Assessment Report: The Health Situation 
at EU Southern Borders – Migrant Health, 
Occupational Health, and Public Health, Italy 
(IOM, Brussels). http://equi-health.eea.iom.
int/images/SAR_Italy_final.pdf  

8. IOM, Assessment Report: The Health Situation 
at EU Southern Borders – Migrant Health, 
Occupational Health, and Public Health, Malta 
(IOM, Brussels). http://equi-health.eea.iom.
int/images/SAR_Malta_Final.pdf  

9. IOM, Assessment Report: The Health Situation 
at EU Southern Borders – Migrant Health, 
Occupational Health, and Public Health, Spain 
(IOM, Brussels). http://equi-health.eea.iom.
int/images/SAR_Spain_Final.pdf  

10. IOM, Evaluating Village Health Funding 
Mechanisms in Mawlamyinegyun Township 
(IOM, Myanmar). https://publications.
iom.int/books/evaluating-village-health-
funding-mechanisms-mawlamyinegyun-
township?language=en

11. IOM, Evaluation of Community-Based 
Artemisinin Resistance Containment for 
Mobility-Impacted Communities in Mon State, 
Myanmar (IOM, Myanmar).

12. IOM, Implementation of the National Roma 
Integration Strategy and Other National 
Commitments in the Field of Health, A Multi-
stakeholder Perspective Report 2005–2014 
developments, Belgium (IOM, Brussels). 
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13. IOM, Implementation of the National Roma 

Integration Strategy and Other National 
Commitments in the Field of Health, A Multi-
stakeholder Perspective Report 2005–2014 
developments, Croatia (IOM, Brussels). http://
equi-health.eea.iom.int/images/NRIS_Croatia_
final.pdf 

14. IOM, Implementation of the National Roma 
Integration Strategy and Other National 
Commitments in the Field of Health, A Multi-
stakeholder Perspective Report 2005–2014 
developments, Czech Republic  (IOM, Brussels). 
http://equi-health.eea.iom.int/images/NRIS_
Czech_Republic_final.pdf 

15. IOM, Implementation of the National Roma 
Integration Strategy and Other National 
Commitments in the Field of Health, A Multi-
stakeholder Perspective Report 2005–2014 
developments, Slovakia (IOM, Brussels). 
http://equi-health.eea.iom.int/images/NRIS_
Slovakia_final.pdf 

16. IOM, Implementation of the National Roma 
Integration Strategy and Other National 
Commitments in the Field of Health, A Multi-
stakeholder Perspective Report 2005–2014 
developments, Spain (IOM, Brussels). http://
equi-health.eea.iom.int/images/NRIS_Spain_
final.pdf 

17. IOM, Migration and Malaria: Knowledge, 
Beliefs and Practices among Migrants in Border 
Provinces of Thailand (IOM, Bangkok). 

18. IOM, Training on Stigma, Discrimination and 
Human Rights related to Health and Migration 
[in English, Spanish and Dutch] (IOM, PANCAP 
and GIZ, San José).

19. IOM Myanmar, IOM Myanmar Migration 
Health Unit: Three year report 2012–2014 
(IOM, Yangon).

20. IOM Regional Office for Asia and the Pacific, 
Migration Health in Asia and the Pacific: Second 
and Third Quarterly Reports for 2013, Issue 
No. 11 (April 2013) and 12 (Sep 2013) (IOM, 
Bangkok).

21. IOM Regional Office for Asia and the Pacific, 
Migration Health in Asia and the Pacific: Fourth 
Quarterly Report for 2013, Issue No. 13, Oct-
Dec 2013 (IOM, Bangkok).

22. IOM Regional Office for Asia and the Pacific, 
Migration Health in Asia and the Pacific: First 
and Second Quarterly Reports for 2014, Issue 
No. 14 (Jan 2014) and 15 (Jun 2014) (IOM, 
Bangkok).

23. P. Dhavan and D. Mosca, Tuberculosis and 
Migration: A post-2015 call for action, Migration 
Policy Practice, 4(1):17–22. http://publications.
iom.int/system/files/pdf/migrationpolicypracti
cejournal15_8apr2014.pdf

24. W.L. Swing, More Partnerships and Smarter 
Policies needed to End Deaths of Migrants: 
Looking Towards Zero Tuberculosis Deaths in 
Southern Africa, Global Health and Diplomacy, 
Winter 2014.

IOM external publications,  
guidelines and tools

1. B. Sergeyev. In A Regional Analysis: HIV, TB and 
Associated Infections (Hepatitis B and C, Syphilis, 
Gonorrhoea, and Chlamydia trachomatis) in the 
Baltic Sea Region Countries:  Summary Report 
2014 (European Union, Warsaw).

2. I. Kazanets, B. Sergeyev, T. Vasankari, A. Nyberg, 
M. Vauhkonen, I. Zhuravleva and L. Ivanova, 
Migrants in St Petersburg: Socio-economic 
Background, Prevalence of Behavioral Risks 
with Respect to Infectious Diseases and Factors 
Influencing Their Decisions to Seek Medical 
Help in Russia, (FILHA, Finland). Available 
from http://moscow.iom.int/publications/
SPb_Migrant_Disease_Awareness_Survey_
Report_08.10.2014_en.pdf 

3. K. Kontunen B. Rijks, N. Motus, J. Iodice, C. 
Schultz and D. Mosca, Ensuring health equity 
of marginalized populations: experiences from 
mainstreaming the health of migrants, Health 
Promotion International, 29(S1):i121–i129.
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4. K. Wickramage and D. Mosca, Can migration 

health assessments become a mechanism for 
global public health good? International Journal 
of Environmental Research and Public Health, 
11(10):9954–9963. Available from www.mdpi.
com/1660-4601/11/10/9954/htm 

5. M. Bandara, M. Ananda, K. Wickramage, E. 
Berger and S. Agampodi, Globalization of 
leptospirosis through travel and migration, 
Globalization and Health, 10(61). Available 
from www.biomedcentral.com/content/pdf/
s12992-014-0061-0.pdf

6. P. A. Martinez, M. Angastiniotis, A. Eleftheriou, 
B. Gulbis, M. D. Pereira, R. Petrova-Benedict and 
JL. V. Corrons, Haemoglobinopathies in Europe: 
health and migration policy perspectives.  
Orphanet Journal of Rare Diseases, 9(97). 
Available from www.ojrd.com/content/
pdf/1750-1172-9-97.pdf

7. S. Agampodi, K. Wickramage, T. Agampodi, U. 
Thennakoon, N. Jayathilaka, D. Karunarathna 
and S. Alagiyawanna, Maternal mortality 
revisited: the application of the new ICD-MM 
classification system in reference to maternal 
deaths in Sri Lanka, Reproductive Health, 
11(17). Available from www.biomedcentral.
com/content/pdf/1742-4755-11-17.pdf  

8. U. Senarath, K. Wickramage and S.L. Peiris, 
Prevalence of depression and its associated 
factors among patients attending primary 
care settings in the post-conflict Northern 
Province in Sri Lanka: a cross-sectional study, 
BMC Psychiatry, 14(85). Available from www.
biomedcentral.com/1471-244X/14/85/
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ASIA 

Annex 2: Service delivery in numbers, 2014

EUROPEMIDDLE EAST AfRICA 

Figure 1a
Health assessments of immigrants by region of exam, IOM, 2009–2014

Figure 1b
Health assessments of refugees by region of exam, IOM, 2009–2014
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Figure 2a
Immigrants examined by country of destination, IOM, 2009–2014

Figure 2b
Refugees examined by country of destination, IOM, 2009–2014
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Figure 3a
Distribution of immigrants by sex, IOM, 2014

Figure 3b
Distribution of refugees by sex, IOM, 2014
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Figure 4a
Distribution of immigrants by country of destination, IOM, 2014

ToTal number of healTh assessmenTs = 222,401

Figure 4b
Distribution of refugees by country of destination, IOM, 2014

ToTal number of healTh assessmenTs = 98,549
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Figure 5a
Distribution of immigrants by region of exam, IOM, 2014

ToTal number of healTh assessmenTs = 222,401

Figure 5b
Distribution of refugees by region of exam, IOM, 2014

ToTal number of healTh assessmenTs = 98,549
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Figure 6a.1
Distribution of immigrants examined in Asia by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among  
immigranTs in asia = 123,911

Figure 6a.2
Distribution of refugees examined in Asia by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among refugees  
in asia = 39,516
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Figure 6b.1
Distribution of immigrants examined in Africa by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among immigranTs in 
africa = 52,197

Figure 6b.2
Distribution of refugees examined in Africa by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among refugees in 
africa = 33,123

Male

female
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Male

female

Figure 6c.1
Distribution of immigrants examined in Europe by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among immigranTs in 
europe = 38,532

Figure 6c.2
Distribution of refugees examined in Europe by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among refugees in 
europe = 3,740
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Figure 6d.1
Distribution of immigrants examined in Middle East by sex and age, IOM, 2014

ToTal number of healTh asessmenTs among immigranTs in 
The middle easT = 7,761

Figure 6d.2
Distribution of refugees examined in Middle East by sex and age, IOM, 2014

ToTal number of healTh assessmenTs among refugees in 
The middle easT = 22,170
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Table 1
IOM health assessments by country of origin, country of destination and migrant category,a 2014

Country of Health Assessment Country of Destination 
Australia Canada New Zealand United Kingdom

Immigrant Refugee Immigrant Refugee Immigrant Refugee Immigrant Refugee
Afghanistan 457 57 781 9 86 34 89 944
Bangladesh 1,347 0 423 0 0 0 7,388 0
Cambodia 1,359 0 349 0 415 2 100 0
Indonesia 0 250 0 2 0 104 0 0
Malaysia 0 864 0 270 0 189 0 0
Myanmar (Burma) 0 0 0 0 0 0 372 0
Nepal 279 300 0 628 1 95 3,256 0
Pakistan 10,792 1,105 11,056 1,042 312 247 24,658 0
Philippines 0 0 13,310 19 0 0 4,791 0
Sri Lanka 0 0 0 0 0 0 2,646 0
Thailand 13 1,328 23 446 4 164 6,570 0
Viet Namb 3,957 0 4,961 0 171 0 2,985 0
Asia 18,204 3,904 30,903 2,416 989 835 52,855 944
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 24
Iraq 853 211 201 0 5 0 3,569 93
Jordan 209 984 358 617 34 14 158 100
Lebanon 0 0 0 0 0 0 0 0
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 105 800 252 1,308 0 45 0 100
Tunisia 0 0 0 0 0 0 0 0
Turkey 0 0 0 0 0 0 0 23
Middle East 1,167 1,995 811 1,925 39 59 3,727 340
Angola 0 0 0 2 0 0 802 0
Botswana 0 61 0 98 0 0 286 0
Burundi 0 7 0 49 0 0 0 287
Cameroon 0 0 0 30 0 0 837 0
Chad 0 0 0 101 0 0 0 0
Congo 0 0 0 0 0 0 0 0
Democratic Republic of the Congo 0 0 0 9 0 0 359 0
Cote d'Ivoire 0 0 0 0 0 0 178 0
Djibouti 0 0 0 35 0 0 0 0
Ethiopia 579 296 1,443 968 1 0 956 0
Gabon 0 0 0 0 0 0 0 0
Gambia 0 0 0 39 0 0 723 0
Ghana 198 24 427 60 10 0 3,644 0
Guinea 0 9 0 0 0 0 0 0
Kenya 528 608 338 742 5 0 2,325 415
Liberia 0 0 0 1 0 0 0 0
Madagascar 0 0 0 0 0 0 21 0
Malawi 0 27 0 44 0 0 271 0
Mali 0 0 0 0 0 0 0 0
Mozambique 0 0 0 15 0 0 91 0
Namibia 0 28 0 68 0 0 98 0
Nigeria 0 0 7 40 0 0 17,437 0
Rwanda 0 1 0 28 0 0 102 0
Senegal 0 0 0 4 0 0 85 0
Sierra Leone 0 0 0 0 0 0 509 0
Somalia 0 0 10 24 0 0 0 0
South Africa 0 25 0 314 0 0 4,600 0
Sudan 0 0 0 0 0 0 1,339 0
Togo 0 0 3 15 0 0 0 0
Uganda 336 322 525 702 0 0 1,377 0
United Republic of Tanzania 3 8 11 904 0 0 735 0
Zambia 0 59 0 103 0 0 430 0
Zimbabwe 0 4 0 113 0 0 1,464 0
Africa 1,644 1,479 2,764 4,508 16 0 38,669 702
Armenia 0 0 0 0 0 0 0 0
Azerbaijan 0 0 0 0 0 0 0 0
Belarus 81 0 230 5 19 0 284 0
Belgium 0 0 0 0 0 0 0 0
Bosnia And Herzegovina 216 0 240 11 11 0 0 0
Bulgaria 0 0 412 0 0 0 0 0
Georgia 0 0 0 0 0 0 0 0
Kazakhstan 245 0 539 8 46 0 2,683 0
UNSC resolution 1244-administered Kosovo 18 0 315 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 66 0 1,345 0 24 0 112 0
Romania 97 0 1,304 0 31 0 0 0
Russian Federation 1,060 0 1,766 133 317 0 5,854 0
Serbia 466 486 0 81 0 0
Slovakia 0 0 0 0 0 0
Tajikistan 0 0 0 0 0 0 0 0
The former Yugoslavia Republic of Macedonia 465 0 146 0 10 0 0 0
Ukraine 549 0 3,188 12 133 0 1,946 0
Uzbekistan 0 0 0 0 0 0 0 0
Europe 3,263 0 9,971 169 672 0 10,879 0

Worldwide 24,278 7,378 44,449 9,018 1,716 894 106,130 1,986
31,656 53,467 2,610 108,116

 
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 25 humanitarian resettlement cases bound for the United States; these cases are included in the grand total and 

all exam calculations on this report. 
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Country of Destination
United States Other Total Grand Total

Immigrant Refugee Immigrant Refugee Immigrant Refugee No. %
0 0 1 0 1,414 1,044 2,458 1.5

928 0 0 0 10,086 0 10,086 6.2
2,050 0 0 0 4,273 2 4,275 2.6

0 105 0 129 0 590 590 0.4
0 13,973 0 0 0 15,296 15,296 9.4
0 0 0 0 372 0 372 0.2

6,140 7,712 0 7 9,676 8,742 18,418 11.3
0 0 0 0 46,818 2,394 49,212 30.1
0 1 0 8 18,101 28 18,129 11.1
0 0 0 0 2,646 0 2,646 1.6
0 9,423 0 34 6,610 11,395 18,005 11.0

11,841 0 0 0 23,915 0 23,915 14.6
20,959 31,214 1 178 123,911 39,491 163,402 50.9%

0 2 0 0 0 2 2 0.0
0 79 0 0 0 79 79 0.3
0 0 0 0 0 24 24 0.1

366 13,632 0 0 4,994 13,936 18,930 63.2
1,651 3,446 0 398 2,410 5,559 7,969 26.6

0 1 0 1 0 2 2 0.0
0 8 0 0 0 8 8 0.0
0 38 0 0 0 38 38 0.1
0 6 0 0 0 6 6 0.0
0 0 0 220 357 2,473 2,830 9.5
0 20 0 0 0 20 20 0.1
0 0 0 0 0 23 23 0.1

2,017 17,232 0 619 7,761 22,170 29,931 9.3%
0 2 0 0 802 4 806 0.9
0 82 0 0 286 241 527 0.6
0 205 0 0 0 548 548 0.6
0 239 0 0 837 269 1,106 1.3
0 536 0 0 0 637 637 0.7
0 172 0 0 0 172 172 0.2
0 46 0 0 359 55 414 0.5
0 10 0 0 178 10 188 0.2

12 579 0 0 12 614 626 0.7
2,706 7,511 0 100 5,685 8,875 14,560 17.1

2 89 0 0 2 89 91 0.1
0 0 0 0 723 39 762 0.9

37 54 101 0 4,417 138 4,555 5.3
0 25 0 0 0 34 34 0.0

5,848 7,057 40 2 9,084 8,824 17,908 21.0
0 2 0 0 0 3 3 0.0
0 0 0 0 21 0 21 0.0
0 251 0 0 271 322 593 0.7
0 23 0 0 0 23 23 0.0
0 291 0 0 91 306 397 0.5
0 373 0 0 98 469 567 0.7
0 29 0 0 17,444 69 17,513 20.5
4 3,030 0 0 106 3,059 3,165 3.7
0 0 0 0 85 4 89 0.1
0 5 0 0 509 5 514 0.6
0 0 0 0 10 24 34 0.0
0 1,355 0 0 4,600 1,694 6,294 7.4
0 507 0 0 1,339 507 1,846 2.2
0 0 0 0 3 15 18 0.0

354 2,977 0 0 2,592 4,001 6,593 7.7
0 598 0 1 749 1,511 2,260 2.6
0 258 0 0 430 420 850 1.0
0 25 0 0 1,464 142 1,606 1.9

8,963 26,331 141 103 52,197 33,123 85,320 26.6%
0 52 0 0 0 52 52 0.1
0 57 0 0 0 57 57 0.1

1,235 90 5 0 1,854 95 1,949 4.6
0 1 0 0 0 1 1 0.0
0 0 0 0 467 11 478 1.1
0 0 0 0 412 0 412 1.0
0 7 0 0 0 7 7 0.0
0 64 2 0 3,515 72 3,587 8.5

570 0 0 0 903 0 903 2.1
0 81 0 0 0 81 81 0.2
0 607 0 0 0 607 607 1.4

1,568 363 0 0 3,115 363 3,478 8.2
0 181 0 0 1,432 181 1,613 3.8

4,525 403 25 0 13,547 536 14,083 33.3
239 0 146 0 1,418 0 1,418 3.4

0 277 0 0 0 277 277 0.7
0 33 0 0 0 33 33 0.1
0 0 0 0 621 0 621 1.5

5,432 1,321 0 0 11,248 1,333 12,581 29.8
0 34 0 0 0 34 34 0.1

13,569 3,571 178 0 38,532 3,740 42,272 13.2%
45,508 78,348 320 900 222,401 98,524 320,925 100%

123,856 1,220 320,925 320,950
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Table 2
Tuberculosis detectiona among immigrants, IOM selected operationsb, 2014

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  5,685  507  35 (7)  4  1  5  70  18  88 
Ghana  4,417  4  -  -  -  -  -  -  - 
Kenya  9,084  1,072  201 (19)  25  1  26  275  11  286 
Nigeria  17,444  -  -  11  -  11  63  -  63 
South Africa  4,600  -  -  4  -  4  87  -  87 
Sudan  1,339  -  -  -  -  -  -  -  - 
Uganda  2,592  131  21 (16)  1  1  2  39  39  77 
Zimbabwe  1,464  -  -  1  -  1  68  -  68 
Middle East
Iraq  4,994  39  -  -  -  -  -  -  - 
Jordan  2,410  -  -  -  -  -  -  -  - 
Asia
Afghanistan  1,414  -  -  5  1  6  354  71  424 
Bangladesh  10,086  158  39 (25)  6  -  6  59  -  59 
Cambodia  4,273  141  -  9  -  9  211  -  211 
Nepal  9,676  867  4 (0)  43  3  46  444  31  475 
Pakistan  46,818  -  -  32  1  33  68  2  70 
Philippines  18,101  74  9 (12)  106  87  193  586  481  1,066 
Sri Lanka  2,646  -  -  -  -  -  -  -  - 
Thailand  6,610  -  -  13  2  15  197  30  227 
Viet Nam  23,915  1,764  7 (0)  155  53  208  648  222  870 
Europe
Belarus  1,854  174  8 (5)  -  -  -  -  -  - 
Kazakhstan  3,515  -  -  -  2  2  -  57  57 
Republic of Moldova  3,115  170  5 (3)  -  1  1  -  32  32 
Romania  1,432  -  -  -  -  -  -  -  - 
Russian Federation  13,547  460  149 (32)  3  -  3  22  -  22 
Serbia  1,418  -  -  -  -  -  -  -  - 
Ukraine  11,248  -  -  2  -  2  18  -  18 
All Regions
Other countriesf  8,704  4  -  4  -  4  46  -  46 
Total 222,401 5,565 478 (9)  424  153  577  191  69  259 

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 based on  clinical judgment and were referred for 

treatment.
f Refers to IOM selected operations with 1,000 or less assisted immigrants. 

TB DETECTION IN IMMIGRANTS (PER 100,000 ExAMS), IOM, 2014

Note: Rates in the graph include all assisted immigrants.
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Table 3
Tuberculosis detectiona among refugees, IOM selected operations,b 2014   

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  8,875  3,027  285 (9)  11  5  16  124  56  180 
Kenya  8,824  2,705  243 (9)  27  4  31  306  45  351 
Rwanda  3,059  1,152  80 (7)  12  -  12  392  -  392 
South Africa  1,694  557  29 (5)  1  -  1  59  -  59 
Uganda  4,001  1,094  106 (10)  6  4  10  150  100  250 
United Republic of 
Tanzania

 1,511  277  1 (0)  1  -  1  66  -  66 

Middle East
Iraq  13,936  1,883  16 (1)  1  -  1  7  -  7 
Jordan  5,559  12  1 (8)  -  -  -  -  -  - 
Syrian Arab Republic  2,473  -  -  -  -  -  -  -  - 
Asia
Malaysia  15,296  3,127  301 (10)  100  25  125  654  163  817 
Nepal  8,742  1,660  222 (13)  76  6  82  869  69  938 
Pakistan  2,394  -  -  1  -  1  42  -  42 
Thailand  11,395  3,233  105 (3)  61  17  78  535  149  685 
Europe
Ukraine  1,333  18  -  3  -  3  225  -  225 
All regions
Other countriesf  9,457  1,743  111 (6)  12  3  15  127  32  159 
Total 98,549 20,488 1,500 (7) 312 64 376 317 65 382

a Calculation of TB case detection is done using total number 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 Refers to IOM selected operations with 1,000 or less assisted refugees. 

TB DETECTION IN REfUGEES (PER 100,000 ExAMS), IOM, 2014
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Table 4
DST results among cases with Mycobacterium tuberculosis (MTB) growth on culture, IOM, 2014

DST    Number %
Pansusceptible/Pansensitivea 315 75.2
Monoresistantb 59 14.1
Polyresistantc 7 1.7
MDR TBd 21 5.0
Contaminated/Pending 17 4.0
Total 419 100.0

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, Definitions and reporting framework for tuberculosis – 2013 revision (updated December 2014) (WHO, Geneva). Available from 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 from http://onlinelibrary.wiley.com/doi/10.1111/j.1365-3156.2010.02581.x/full (accessed 17 March 2014). 

Table 5
Tuberculosis detection by country of exam, UK TB Detection Programme, 2014 (n=105,795)

Country of exam Total exams Active TBa Detection per 100,000 exams (95% CI)
Afghanistan 89 0 0 (0 - 0)
Angola 802 0 0 (0 - 0)
Bangladesh 7,388 3 41 (0 - 87)
Belarus 284 0 0 (0 - 0)
Botswana 286 0 0 (0 - 0)
Cambodia 100 0 0 (0 - 0)
Cameroon 837 0 0 (0 - 0)
Côte d'Ivoire 178 1 562 (0 - 1660)
Democratic Republic of the Congo 359 0 0 (0 - 0)
Ethiopia 954 0 0 (0 - 0)
Gambia 723 1 138 (0 - 409)
Ghana 3,641 0 0 (0 - 0)
Iraq 3,239 0 0 (0 - 0)
Jordan 158 0 0 (0 - 0)
Kazakhstan 2,683 2 75 (0 - 178)
Kenya 2,325 9 387 (135 - 640)
Madagascar 21 0 0 (0 - 0)
Malawi 271 0 0 (0 - 0)
Mozambique 91 0 0 (0 - 0)
Myanmar 372 0 0 (0 - 0)
Namibia 98 0 0 (0 - 0)
Nepal 3,256 20 614 (346 - 883)
Nigeria 17,437 10 57 (22 - 93)
Pakistan 24,658 12 49 (21 - 76)
Philippines 4,791 40 835 (577 - 1093)
Republic of Moldova 112 0 0 (0 - 0)
Russian Federation 5,854 1 17 (0 - 51)
Rwanda 102 0 0 (0 - 0)
Senegal 85 0 0 (0 - 0)
Sierra Leone 509 0 0 (0 - 0)
South Africa 4,600 4 87 (2 - 172)
Sri Lanka 2,646 0 0 (0 - 0)
Sudan 1,339 0 0 (0 - 0)
Thailand 6,570 15 228 (113 - 344)
Uganda 1,377 1 73 (0 - 215)
United Republic of Tanzania 735 0 0 (0 - 0)
Ukraine 1,946 0 0 (0 - 0)
Viet Nam 2,985 11 369 (151 - 586)
Zambia 430 0 0 (0 - 0)
Zimbabwe 1,464 1 68 (0 - 202)
Total 105,795 131 124 (103 - 145)

Note:  Based on July 2015 UKTB (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 6
MHD expenditure by donor, 2013–2014

A) Migration Health Assessments and Travel Health Assistance

funding source
2014 Expenditure 2013 Expenditure  Increase/ 

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

Governments  36,636,176 60%  34,661,661 64%  1,974,515 

United States  31,860,396 87%  28,988,658 84%  2,871,739 

Australia  4,712,719 13%  5,519,545 16%  (806,825)

Canada  63,060 0%  153,458 0%  (90,398)

fee-based services  23,901,905 39%  19,466,637 36%  4,435,268 

Non-governmental organizations  42,805 0%  46,075 0%  (3,270)

Migration Health Assessments and 
Travel Health Assistance  60,580,886 100%  54,174,373 100%  6,406,513 

Note: 0% means less than 1%.

fUNDING SOURCES fOR MIGRATION HEALTH ASSESSMENTS AND TRAvEL 
ASSISTANCE, 2014

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

funding source
2014 Expenditure 2013 Expenditure  Increase/ 

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

Governments  41,620,514 81%  18,808,631 62%  22,811,883 

Colombia  32,320,749 78%  8,261,384 44%  24,059,365 

Sweden  2,705,090 6%  4,067,047 22%  (1,361,956)

Netherlands  2,009,061 5%  951,764 5%  1,057,297 

United States  1,837,998 4%  1,774,350 9%  63,647 

Thailand  1,100,300 3%  1,996,096 11%  (895,796)

Switzerland  644,891 2%  246,691 1%  398,201 

Finland  354,481 1%  544,464 3%  (189,984)

South Africa  267,566 1%  83,025 0%  184,541 

Czech Republic  124,120 0%  29,963 0%  94,157 

Guyana  81,312 0%  - 0%  81,312 

Italy  64,538 0%  - 0%  64,538 

Jordan  56,317 0%  70,090 0%  (13,773)

Australia  54,090 0% 0%  54,090 

Japan  - 0%  771,560 4%  (771,560)

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

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

fee-based services  - 0%  51,479 0%  (51,479)

United Nations  2,072,921 4%  3,482,225 12%  (1,409,304)

United Nations Development Programme 
(UNDP)

 1,108,927 53%  920,938 26%  187,989 

World Health Organization (WHO)  404,971 20%  403,982 12%  989 

United Nations Office for Project Services 
(UNOPS)

 204,183 10%  862,842 25%  (658,659)

United Nations TB REACH  121,762 6%  832,960 24%  (711,198)

Joint United Nations Programme on HIV/
AIDS (UNAIDS)

 93,327 5%  232,668 7%  (139,340)

World Food Programme (WFP)  68,449 3%  42,671 1%  25,778 

United Nations One Fund  47,512 2%  93,012 3%  (45,500)

United Nations Trust Fund for Human 
Security (UNTFHS)

 21,606 1%  75,293 2%  (53,686)

Office of the High Commissioner for 
Human Rights (OHCHR)

 2,183 0%  17,817 1%  (15,634)

United Nations Children's Fund (UNICEF)  - 0%  43 0%  (43)
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TOP fIvE fUNDING SOUCES fOR HEALTH PROMOTION AND ASSISTANCE 
fOR MIGRANTS, 2014

Non-governmental organizations  713,037 1%  1,906,575 6%  (1,193,538)

Population Services International  272,075 38%  52,117 3%  219,958 

International Rescue Committee  162,046 23%  - 0%  162,046 

ANESVAD Foundation  152,273 21%  158,772 8%  (6,498)

TEBA Development  88,330 12%  163,079 9%  (74,750)

Xenagos  43,842 6%  - 0%  43,842 

Save the Children  (1,068) 0%  1,524,838 80%  (1,525,906)

Consorzio Connecting People  (4,461) -1%  (1,587) 0%  (2,874)

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

Family Health International  - 0%  (645) 0%  645 

IOM  573,409 1%  1,162,584 4%  (589,176)

European Commission  738,254 1%  846,589 3%  (108,336)

Global fund to fight AIDS,  
Tuberculosis and Malaria  5,757,299 11%  3,629,725 12%  2,127,574 

Asian Development Bank  168,262 0%  209,084 1%  (40,822)

Private sector  20,873 0%  - 0%  20,873 

Health promotion and assistance  
for migrants  51,664,567 100%  30,096,892 100%  21,567,675 

Note: 0% means less than 1%.

Governments41,620,514

5,757,299

738,254

2,072,921

713,037

Global fund to fight AIDS, Tuberculosis and Malaria

United Nations

European Commision

Non-governmental organizations
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C) Migration Health Assistance for Crisis-affected Populations

funding source
2014 Expenditure 2013 Expenditure

 Increase/ 
(Decrease) 

   (In USD)  %    (In USD)  % 

Governments  9,988,972 47%  4,014,069 33%  5,974,903 

United States  6,422,298 64%  698,992 17%  5,723,307 

Italy  1,542,842 15%  1,502,959 37%  39,882 

United Kingdom  883,698 9%  3,096 0%  880,602 

Germany  439,261 4%  120,772 3%  318,490 

Sweden  297,576 3%  659,238 16%  (361,662)

Norway  213,743 2%  11,635 0%  202,108 

Czech Republic  113,956 1%  - 0%  113,956 

Turkey  51,200 1%  - 0%  51,200 

Slovakia  24,399 0%  - 0%  24,399 

Australia  - 0%  884,825 22%  (884,825)

Canada  - 0%  137,379 3%  (137,379)

Nigeria  - 0%  (4,827) 0%  4,827 

United Nations  8,716,371 41%  7,486,304 62%  1,230,066 

Central Emergency Response Fund (CERF)  3,467,833 40%  3,890,998 52%  (423,165)

United Nations Office for Project Services 
(UNOPS)

 1,795,252 21%  1,625,619 22%  169,632 

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

 1,096,296 13%  633,443 8%  462,854 

Common Humanitarian Fund for Sudan (CHF)  1,000,799 11%  652,905 9%  347,894 

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

 438,860 5%  246,343 3%  192,518 

United Nations Population Fund (UNFPA)  312,590 4%  - 0%  312,590 

United Nations Peace Fund  307,347 4%  102,743 1%  204,604 

United Nations Children's Fund (UNICEF)  224,791 3%  - 0%  224,791 

Uinted Nations Mission In Haiti (MINUSTAH)  58,114 1%  334,253 4%  (276,139)

Joint United Nations Programme on HIV/AIDS 
(UNAIDS)

 14,488 0%  - 0%  14,488 
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TOP fIvE fUNDING SOURCES fOR MIGRATION HEALTH ASSISTANCE fOR 
CRISIS-AffECTED POPULATIONS, 2014

funding source
2013 Expenditure 2012 Expenditure  Increase/ 

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

European Commission  1,053,226 5%  156,026 1%  897,200 

Universities  865,541 4%  181,205 1%  684,336 

County Council of Ostergotland  870,519 101%  - 0%  870,519 

University Hospital in  Linkeoping  (4,978) -1%  181,205 100%  (186,183)

Non-governmental organizations  538,439 3%  291,025 2%  247,414 

AmeriCares  528,451 98%  277,720 95%  250,730 

Save the Children  9,988 2%  10,710 4%  (721)

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

Private sector  39,086 0%  36,913 0%  2,172 

Solar Partners Co. Ltd.  22,958 59%  - 0%  22,958 

Panasonic Co. Ltd.  16,128 41%  15,067 41%  1,061 

Foundation D’Harcourt  - 0%  21,846 59%  (21,846)

IOM  35,412 0%  - 0%  35,412 

Migration Health Assistance for  
Crisis-Affected Populations  21,237,047 100%  12,165,542 100%  9,071,504 

Grand total  133,482,499 100%  96,436,808 100%  37,045,692 

Note: 0% means less than 1%.

Governments9,988,972 

8,716,371

865,541

1,053,226

538,439

Universities

United Nations

European Commission

Non-governmental organizations
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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 2014 major partners

FOUNDATIONS • AmeriCares • ANESVAD Foundation • GOVERNMENTS • Australia 

• Canada • Colombia • Finland • Germany • Italy • Netherlands •  New Zealand • 

Sweden • Switzerland • Thailand • United Kingdom • 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 • World Food Programme • World Health Organization • NON-GOVERNMENTAL 

ORGANIZATIONS • Global Fund to Fight AIDS, Tuberculosis and Malaria • International 

Rescue Committee •  Population Services International • Save the Children • TEBA 

Development 
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International Organization for Migration
DEPARTMENT OF MIGRATION MANAGEMENT

Migration Health Division

17 Route des Morillons, P.O. Box 17, 1211 Geneva 19, Switzerland
Tel: + 41 22 717 91 11 • Fax: + 41 22 798 61 50 

E-mail: MHDDpt@iom.int

Established in 1951, the International Organization for Migration (IOM) is the principal 
intergovernmental organization in the field of migration.

IOM is dedicated to promoting humane and orderly migration for the benefit of all. It does so 
by providing services and advice to governments and migrants. IOM’s mandate is to help ensure 
the orderly and humane management of migration; to promote international cooperation on 
migration issues; to aid in the search for pratical solutions to migration problems; and to 
provide humanitarian assistance to migrants in need, be they refugees, displaced persons or 
other uprooted people. The IOM Constitution gives explicit recognition of the link between 
migration and economic, social and cultural development as well as respect for the right of 
freedom of movement of persons.

IOM works in the four broad areas of migration management: migration and development; 
facilitating migration; regulating migration; and addressing forced migration. Cross-cutting 
activities include: the promotion of international migration law, policy debate and guidance, 
protection of migrants’ rights, migration health and the gender dimension of migration.

IOM works closely with governmental, intergovernmental and non-governmental partners.
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