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mission statement
The Migration Health Department’s Mission Statement:
• Promote migrants’ health.
• Lead on migration health research, policies and management.
To fulfil its goals, the Migration Health Department endeavours to:
•
•
•
•
•
•
•
•

Advocate for migrants’ physical, mental and social health.
Deliver high-quality and comprehensive health care services to migrants and mobile populations.
Provide capacity-building and technical cooperation in migration health issues.
Respond to the changing patterns of mobility and consequent needs in migration health management through migration
policy and in collaboration with States and communities.
Conduct research to guide policymaking on population mobility health issues.
Advocate for comprehensive health policy implementation, including policy changes relevant to the various complex patterns
of migration of benefit to both migrants and communities.
Provide a forum for dialogue, consultation and learning with counterparts and partners.
Promote cooperation and coordination among stakeholders in migration health issues.

The Migration Health Department is accountable to:
• Migrants, for the provision of high-quality health services in full respect of their human rights.
• Governments, for the provision of advice on emerging migration health issues, including how to manage and research them.
• Donors, for delivering needed and cost-effective services.
• IOM, for ensuring the integration of migration health in all relevant areas of its work.

A new facility in the township of Bogale in
the Irrawaddy Delta allows IOM doctors
to treat more than 100 victims of Cyclone
Nargis daily. Most of the medical cases
are acute respiratory infection, injury and
diarrhoea. © IOM 2008 - MMM0038

The International Organization for Migration 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 work
towards effective respect of the human dignity and well-being of migrants.

contents
2
4
5
6

List of Acronyms
List of Figures and Tables
Foreword
Migration Health: Challenges and Progress in 2008–2009
A Statement from the Director, IOM Migration Health Department

10 Introduction to Migration and Health
15 MHD Programmatic Areas
15 Migration Health Assessments
15 Summary
18 Types of Migration Health Assessment Services
24 Migration Health Assessment Beneficiary Profile
28 Findings from the IOM Health Assessment Programmes
33 IOM Health Assessment Support Services and Initiatives
36 Health Promotion and Technical Assistance
37 Migration Health in the Context of Labour Migration and Development
39 Migration and Emerging and Re-Emerging Infectious Diseases
42 Technical Assistance in Migration and Health
44 Mobility and Sexual and Reproductive Health, including HIV
48 Human Trafficking and Health
51 Migration Health Assistance for Crisis-Affected Populations
53 Health Response in the Aftermath of Cyclone Nargis in Myanmar
53 IOM Response to the Cholera Outbreak in Zimbabwe
54 Improving Child, Maternal and Community Health in Aceh Province, Indonesia
54 Assisted Medical Returns of Discharged Patients, Outpatient Follow-ups and
54
55
56
56

Family Members in Padang, West Sumatra, Indonesia
Providing Primary and Curative Health-Care Services for Conflict-Affected
Communities in Northern Sri Lanka
Health Support for Organized IDP Return Operations in Sudan
Assistance to Typhoon-Affected Persons in the Philippines
Mental Health and Psychosocial Assistance to Crisis-Affected Populations

60 Financial Report, 2008–2009
63 Annex 1: Selected IOM Publications, 2008–2009
66 Annex 2: Migration Health Assessments: Beneficiary Profile,

2008–2009
Cover photo Bhutanese refugees in Damak, Nepal waiting to undergo chest X-ray, a standard part of the health assessment
programme. © IOM 2008 - MNP0189 (Photo: Jennifer Pro)
Inside front cover photo Through the community-based psychosocial assistance and mental health project funded by the Polish
Government, IOM mobile teams were able to provide psychosocial assistance to the August 2008 conflict-affected populations
in Georgia in their new settlement areas. © IOM 2009 - MGE0062 (Photo: Cole Garside)

list of acronyms
ADB
AIDS
AMAC
BCC
CDC
CIS
DNA
DOT
DOTS
DST
ECDC
EEA
EU
HAP
HIV
IASC
IDP
IEC
ILO
IMA
IOM
JUNTA
KAP
Lao PDR
MA
MDG
MH
MHD
MHI
MHPSS
MIDSA
MiMOSA
MOH
MOPH
MP

2

Asian Development Bank
Acquired Immunodeficiency Syndrome
Assisting Migrants and Communities
Behaviour Change Communication
Centers for Disease Control and Prevention
Commonwealth of Independent States
Deoxyribonucleic Acid
Directly Observed Treatment
Directly Observed Treatment Short Course
Drug Susceptibility Testing
European Centre for Disease Prevention and Control
European Economic Area
European Union
Health Assessment Programme
Human Immunodeficiency Virus
Inter-Agency Standing Committee
Internally Displaced Person
Information, Education and Communication
International Labour Organization
Immigration Medical Assessment
International Organization for Migration
Joint United Nations Team on AIDS
Knowledge, Attitudes and Practices
Lao People’s Democratic Republic
Health Promotion and Assistance for Migrants
Millennium Development Goal
Migration Health Assessments and Travel Health Assistance
Migration Health Department
Migration Health Informatics
Mental Health and Psychosocial Support
Migration Dialogue for Southern Africa
Migrant Management Operational Systems Application
Ministry of Health
Ministry of Public Health
Migration Health Assistance for Crisis-Affected Populations

MIGRATION HEALTH: REPORT OF ACTIVITIES 2008–2009

NFI
NGO
PDMS
PEC
PHAMSA
REC
SADC
SARS
STI
TB
UKTBDP
UNAIDS
UNFPA
UNHCR
UNICEF
UN.GIFT
USRP
WHA
WHO
WRAPS

Non-Food Item
Non-Governmental Organization
Pre-Departure Medical Screening
Pre-Embarkation Check
Partnership on HIV and Mobility in Southern Africa
Regional Economic Community
Southern African Development Community
Severe Acute Respiratory Syndrome
Sexually Transmitted Infection
Tuberculosis
United Kingdom Tuberculosis Detection Programme
Joint United Nations Programme on HIV/AIDS
United Nations Population Fund
United Nations High Commissioner for Refugees
United Nations Children’s Fund
United Nations Global Initiative to Fight Trafficking in Persons
United States Refugee Admissions Programme
World Health Assembly
World Health Organization
Worldwide Refugee Admission Processing System

MIGRATION HEALTH: REPORT OF ACTIVITIES 2008–2009

3

list of figures and tables

Figure 1
Figure 2
Figure 3
Figure 4
Figure 5
Figure 6
Figure 7
Figure 8
Figure 9
Figure 10
Figure 11
Figure 12
Figure 13
Figure 14
Figure 15
Figure 16
Figure 17
Figure 18
Figure 19
Figure 20
Figure 21
Figure 22
Figure 23
Figure 24

Table 1
Table 2
Table 3
Table 4
Table 5
Table 6
Table 7
Table 8
Table 9
Table 10
Table 11

4

IOM health assessment programmes by region, 2005–2009
Main conditions of migrants assisted by IOM medical escorts, 2008–2009
DNA services (sampling and tests) assistance by IOM by country of destination, 2008–2009
DNA services (sampling and tests) assistance by IOM by country of service, 2008–2009
Canada “M-Assessment” services performed by IOM by place of service, 2008–2009
Age pyramid – IOM-assisted immigrant population, 2008–2009
Age pyramid – IOM-assisted refugee population, 2008–2009
Distribution of IOM health assessments among immigrants and refugees, 2005–2009
Distribution of IOM health assessments among immigrants and refugees by region, 2005–2009
Distribution of IOM health assessments among immigrants and refugees by country of
destination, 2005–2009
Medical follow-up need upon arrival – Distribution among United States-bound refugees,
2008–2009
Nutritional status based on Z-scores of children aged 6–59 months assisted by IOM by region
of origin, 2008–2009
Data exchange interfaces between IOM and the United States (USRP, CDC)
MHD expenditure by programmatic area, 2007–2009
MHD expenditure by region, 2007–2009
Sex and age distribution of immigrants and refugees from Asia and Oceania, 2008–2009
Sex and age distribution of immigrants and refugees from Africa and the Middle East,
2008–2009
Sex and age distribution of immigrants and refugees from Europe and the Commonwealth of
Independent States, 2008–2009 		
Sex and age distribution of immigrants and refugees to the United Kingdom, 2008–2009
Sex and age distribution of immigrants and refugees to the United States, 2008–2009
Sex and age distribution of immigrants and refugees to Canada, 2008–2009
Sex and age distribution of immigrants and refugees to Australia, 2008–2009
Sex and age distribution of immigrants and refugees to New Zealand, 2008–2009
Sex and age distribution of immigrants and refugees to other countries, 2008–2009

IOM health assessments by country of origin, country of destination and migrant category, 2008
IOM health assessments by country of origin, country of destination and migrant category, 2009
Mean age (years) of examined immigrants and refugees by sex and region of origin, 2008
Mean age (years) of examined immigrants and refugees by sex and region of origin, 2009
Selection of tests conducted among IOM-assisted populations with significant/positive findings,
2008–2009
TB screening – Positive findings by sex and region of origin, 2008–2009
HIV screening – Positive findings by sex and region of origin, 2008–2009
Syphilis screening – Positive findings by sex and region of origin, 2008–2009
Malaria screening – Positive findings by region of origin, 2008–2009
Acid-fast bacillus (AFB) smear and culture sensitivity, 2008–2009
Total expenditure by donor, 2008–2009

MIGRATION HEALTH: REPORT OF ACTIVITIES 2008–2009

foreword

It is an honor and a pleasure to present the International
Organization for Migration’s (IOM) Migration Health:
Report of Activities 2008–2009, a report illustrating
IOM’s growing multi-dimensional migration health
activities.
Today, countries are faced with increasingly complex
and large-scale migratory flows that pose unique
health challenges to individuals, societies and
governments around the world. Migration stems
from various elements, including globalization, global
economic, financial and food crises, conflicts, climate
change and natural disasters.
Recent global figures estimate that some 740 million
people are on the move within their own countries,
while more than 214 million people are living outside
their countries of origin. Large numbers of people,
although often invisible, are also migrating with
irregular status with very limited or no access at all to
health and social benefits.
Migrants are the “human face” of the migration cycle,
and an essential driving force for human development
in many countries of origin and destination. Owing
to legal, economic, social and language barriers,

migrants are exposed to numerous health risks and
vulnerabilities. In recent years, there has been a
growing understanding that health cuts across the
entire migration process in countries of origin, transit
and destination. Migrants’ improved access to health
care and the promotion of their well-being contribute
to prosperous environments in which healthy migrants
live in healthy communities. To maintain migrants’
health is to uphold a basic human right, and is in the
best interests of all countries.
The IOM Migration Health: Report of Activities
2008–2009 highlights the Organization’s efforts to
advance the health of migrants and their families
and to support IOM Member States as they seek to
address migrant health responsibly. Working closely
with leading agencies in the health sector, IOM is
committed to advancing the migration health agenda
through partnerships with governments and migration
and health professionals, as well as with the migrants
and their communities that IOM works to serve.

William Lacy Swing
Director General
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Migration Health: Challenges
and Progress in 2008–2009
A Statement from the Director,
IOM Migration Health Department

It is with great pleasure that I present this Report
on IOM’s Migration Health Department (MHD) for
the years 2008 and 2009. The past two years were
important for both MHD as well as the overall global
migration health agenda. The latter has gained
significant momentum, though many difficulties
remain in translating its shared vision and principles
into effective policies and programmes worldwide.
Recent crises unfolding around the world have further
complicated this objective. Yet it is increasingly vital
to address the health of migrants in a comprehensive
and holistic manner. As succinctly yet powerfully
stated in Zambia’s Poverty Reduction Strategy Paper
(2002)1:

Dr. Davide Mosca, MHD
Director, as he delivers
his message during the
Migration Dialogue
for Southern Africa
(MIDSA) Workshop
on Promoting Health
and Development:
Migration Health in
Southern Africa, held
at Dar es Salaam,
Tanzania. © IOM 2009

The wealth of poor people lies in their capabilities and their assets. Of
these, health is the most important. Health allows poor people to work.
A sick, weak and disabled body is a liability both to the persons affected
and to those who must support them. Thus, if health is an asset and ill
health a liability, protecting and promoting health care is central to the
entire process of poverty reduction and human development.
1

International Monetary Fund (2002) Zambia: Poverty Reduction Strategy
Paper. International Monetary Fund, Washington, D.C.
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This statement is extremely relevant in the context of
modern migration. As never before, people are moving
in search of better opportunities. And many of the
factors that stimulate migration and population flows
– such as poverty, disparities in access to resources
and opportunities, conflicts and natural or man-made
disasters – all contribute to the emergence or reemergence of diseases. Circumstances encountered
during the journey or at the destination result in
migrant populations that are more vulnerable to
health problems than stationary population groups,
particularly those migrants who find themselves
in a condition of irregularity. Increasingly stringent
migration policies and anti-immigrant sentiments
may aggravate the vulnerability of migrants to ill
health and consequently reverse some of the positive
achievements of the past few years in advancing
awareness and advocating for a global migration
health agenda.

of mainstreaming health into the global migration
dialogue and programming.

Several benchmarks in the advancement of the
migration health agenda were set in 2008 and brought
forward in 2009, the most significant of which was the
adoption by the Sixty-first World Health Assembly
(WHA) of resolution 61.17 on the Health of Migrants.
This resolution recognizes the need to consider the
health of migrants in the framework of a broader
agenda on migration and development that promotes
social inclusion, migrant-sensitive health policies and
equitable access to quality health care. The Sixtyfirst WHA requested that the Director-General of
the World Health Organization (WHO) report on the
implementation of WHA resolution 61.17 on the
Health of Migrants at the Sixty-third WHA in 2010.
Also significant was the adoption of a resolution on
reducing health inequities through action on the social
determinants of health by the Sixty-second WHA in
2009. This resolution called upon all Member States
to intensify efforts to tackle social health inequities,
and ensure both the empowerment of marginalized
societal groups, as well as the improvement of societal
conditions that increase health risks for such people.

Global Crises and the Health of Migrants

In our view, the process of migration can be a
determinant of ill health for migrants. Addressing
migrant health implies taking into account critical
social determinants, which include the political,
legal, economic, environmental and cultural factors
that affect health status in a society. The challenge
is to mainstream comprehensive health policies into
other policy domains in a coherent and consistent
manner, as sustainable solutions will not be found
in the health sector alone. Also relevant is the task

The migration debate is a highly political one,
particularly in times of crises and economic decline,
and it is challenging to seek a balance between
national concerns regarding the regulation and control
of global migration and universal human aspirations,
bearing in mind the rights of migrants. At the national
level, limited expenditures on health, the growing
burden of communicable and non-communicable
diseases, and limited human and material resources
often contribute to less inclusive approaches toward
migrants. These trends are further exacerbated by
emerging global challenges such as the food price
crisis, climate change, and the unfolding financial
crisis. These emerging challenges have global causes
and global consequences, and will have a profound
impact on migration, as well as on the health of
migrants.

The food price crisis disproportionately affected the
poor in 2008. Though the global focus on food prices
has waned in the face of new crises, the impact on
undernourishment or hunger was as much as 8 per
cent higher in 2009, according to the World Bank.2
Higher prices have pushed many more people
into poverty. Households already in poverty have
experienced the combined shock of food and fuel
price increases, which both threaten basic survival and
result in lasting damage to the health and education
of the next generation. This is a tragic loss of human
and economic potential and serves to exacerbate the
push factors for migration.
Moreover, climate change has been declared an
important contributing factor to global and regional
burdens of disease, exacerbating, for example, the
risk of diarrhoea in developing countries. Diarrhoea is
already one of the leading causes of mortality among
children under five, and WHO estimates that by 2030,
the incidence of diarrhoea in some regions will be
approximately 10 per cent higher. Climate change will
also have a substantial impact on migration flows. The
most widely cited figure estimates that by 2050, as
many as 200 million people could be on the move as a
result of environmental factors. In such a scenario, the
likelihood of an acute public health impact on both
migrant and hosting populations is considerable.

2

World Bank (2010) Food Price Watch. World Bank, Washington, D.C.
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Additionally, the ongoing financial crisis has affected
international labour migration considerably, and its
effects may be more profoundly felt in the future.
During economic downturns, migrant workers are
often the first to lose their jobs. As discrimination
and xenophobia increase, migrants may often be
mistakenly perceived as taking away jobs from local
workers, particularly those in low-skilled sectors of
the labour market. In such conditions, migrants may
often be exposed to dangerous and exploitative
working conditions (the so-called “3 Ds”: dangerous,
dirty or degrading) with increased risks to health
and livelihoods. As opportunities for regular labour
migration decrease, irregular migration increases,
with a corresponding increase in the trafficking of
human beings.
While some migrants may choose to return home,
restrictive immigration policies aimed at either sending
migrant workers away or discouraging them to stay –
including by limiting access to health care – are not
the appropriate solution and could have disastrous
consequences for development, given the current
scale of remittances, and public health. Flexible,
coherent and comprehensive migration management
policies are needed in order to maximize the benefits
of migration while simultaneously taking into account
the needs of migrants, particularly those relating to
health. In accordance with various international legal
instruments, IOM recognizes health as a fundamental
human right, and believes that national and
international migration policy should not negatively
affect the health of individual migrants, regardless of
their legal status in a host country.

The Role of the Migration Health
Department in IOM
As health issues are among the foremost needs of
many migrants, they accordingly cut across all areas
of IOM’s work and related activities. It is therefore
incumbent upon IOM-MHD to raise awareness of
migration health issues throughout the Organization
and to ensure that the health of migrants is addressed
in all its activities. MHD likewise provides guidance
and technical support to IOM Missions and other
Departments concerning migration health issues,
as well as technical back-up for the development,
management and oversight of project activities.
In 2008 and 2009, MHD conducted health-related
activities in more than 50 countries, with a global
expenditure of more than USD 51.6 million in 2008
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and USD 56.1 million in 2009, four times higher than
the total a mere five years before. It is worth noting
that these figures only reflect MHD activities; however,
given the cross-cutting nature of health issues, these
figures will be higher if health-related expenditures
integrated into other IOM services are included.
Our sincere gratitude goes to donors, partners and
supporters that have confirmed their trust in the
efforts of our personnel. The work of the Department
encompasses three main programmatic areas:
Migration Health Assessments and Travel Health
Assistance (MH), Health Promotion and Assistance for
Migrants (MA), and Migration Health Assistance for
Crisis-Affected Populations (MP). IOM fulfils a bridging
role between the migration and health domains, due
to its exposure and knowledge of the diversity of
migrant types and differences in vulnerability, and as
a result of its unique advantage as an implementing
agency that directly delivers health services
to migrants. IOM strongly believes that a keen
understanding of migration dynamics and their impact
on health, as well as enhanced partnerships among
government sectors, agencies and communities, are
the key to transforming challenges into opportunities
for improving migrant health for the benefit of all.
Accordingly, IOM believes that it is essential to adopt
a multisectoral approach geared toward partnerships
that use all available measures in relevant policy fields
in order to maximize the positive health outcomes of
migration. As part of a member-based organization,
IOM stresses the importance of country leadership
and the need to build migration health capacity within
public health systems in source, transit and destination
countries, in order to better manage the transmission
of disease and promote the health of migrants.
In acknowledgement of the need to address
the social determinants of health, IOM strongly
supports the development and implementation
of integration and prevention strategies that aim
to decrease the stigmatization, social exclusion,
discrimination and marginalization of migrant
populations, and the provision of services that are
both culture- and gender-sensitive. IOM also works
to facilitate migrant community participation in the
delivery of health services and supports research to
assess and document the health of migrants. The
latter is particularly important given the dearth of
sufficient migrant health-related data. Consequently,
IOM works to enhance national and international
surveillance and information systems and ensure
the use of disaggregated health data concerning

migrant populations to support evidence-based policy
development. IOM also promotes the exchange of
information and good practices between communities
of origin, transit, destination and return. Above all, IOM
strongly emphasizes the importance of maintaining a
sound human rights and public health-based approach
to improving access to health promotion, prevention,
care and treatment for all migrants, regardless of their
immigration or residence status.
My profound appreciation and encouragement goes
to the dedicated staff across the Organization who
are committed to advancing the migration health
agenda worldwide, thereby helping to respond to the
pressing health needs of individuals and communities
where migration is increasingly connected to
health status. We trust that under the leadership of
Director General Ambassador William L. Swing, we
can progress even further. The Sixty-first WHA has
requested that the Director-General of WHO report on
the implementation of WHA resolution 61.17 on the
Health of Migrants at the Sixty-third WHA in 2010. IOM
is working with its Member States and constituencies,
as well as those of WHO and other partners, to
maintain positive momentum and contribute to the
best of its capacity. We are all migrants, and we are
all summoned.

Davide Mosca
Director, Migration Health Department
August 2010
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Introduction to Migration and Health

Migrants3 are a diverse group of people, including
regular and irregular migrants, trafficked persons,
asylum-seekers, refugees, displaced persons,
returnees, migrant workers and internal migrants.
IOM’s concept of migration health4 addresses the
physical, mental and social needs of migrants and the
public health needs of host and home communities.
With the increase in global mobility, people are
travelling rapidly to more destinations, either in search
of better opportunities or safety. Human mobility
today affects not only migration and development
policies, but also related policy domains, such as
human security and public health. The re-emergence
of tuberculosis (TB) in the so-called “developed
world”, the severe acute respiratory syndrome (SARS)
epidemic, the avian and human influenza pandemic
and the high morbidity and mortality which is often
associated with irregular and forced migration, are
a few examples of the critical relation between
population mobility and health.
In addition, governments are increasingly recognizing
the need for a comprehensive approach to migration
health that goes beyond infectious diseases and border control to include migration-related health vulnerabilities, non-communicable diseases, mental health,
occupational health, environmental health issues
caused by climate change, as well as access to health
care and human rights issues. Not only can addressing the health needs of migrants improve migrant
health, it can also potentially lead to a reduction in

3

Migration can be defined as “a process of moving, either across an
international border, or within a State. It is a population movement
encompassing any kind of movement of people, whatever its length,
composition and causes; it includes migration of refugees, displaced
persons, uprooted people and economic migrants” (Glossary on
Migration. International Migration Law Series, IOM, 2004).

4

IOM’s concept of health follows the widely accepted definition of
“health” formulated by WHO: http://www.who.int/suggestions/faq/en/
index.html
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stigma and facilitate integration of migrants, reduce
long-term health and social costs borne by sending
and receiving countries, protect global public health
and, consequently, contribute to social and economic
development.

Migration Health: A Cross-Cutting Issue for
IOM
Migrant children who participated in the Global
Handwashing Day in Cairo, Egypt. © IOM 2009

The provision of quality health assistance to migrants,
a function of IOM since its creation in 1951, started
with the delivery of medical services during the
movement of European migrants following the Second
World War. The Organization’s activities have evolved
and its responsibilities have expanded over the years,
in response to the changing needs of migrants and
governments, as well as increased international
awareness of the health-related dimensions of
migration patterns and trends.
IOM’s global network of offices and partnerships with
governments, civil society and international agencies
allows MHD to respond to the health needs of migrants
throughout all phases of the migration process, as well
as the public health needs of host communities. In all
its activities, MHD attempts to strengthen existing
national health systems and support the development
of evidence-based policies and practices.
IOM’s Vision on Migration Health
Migrants and mobile populations benefit from an
improved standard of physical, mental and social wellbeing, which enables them to substantially contribute
towards the social and economic development of
their home communities and host societies.
IOM’s Overall Objective on Migration Health
To promote evidence-based policies and comprehensive integrated preventive and curative health programmes and services which are beneficial, accessible
and equitable for vulnerable migrants and mobile
populations and meet the needs of States in managing health-related aspects of migration.
To achieve this vision, IOM works in five interconnected
strategic functions to ensure migrants’ right to health
throughout the migration process:
−− Advocacy: Advocate for health-inclusive migration management policies and programmes, as
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−−

−−

−−

−−

well as migrant-inclusive health policies and programmes.
Health Policy Development: Assist in the
development of evidence-based national,
regional and global policies to promote and
protect the health of migrants.
Health Service Delivery: Provide, at the request
of and in agreement with concerned States,
migration health services, and facilitate, provide
and promote equitable access of all migrants to
comprehensive health care.
Capacity-Building: Raise awareness and
knowledge
of
governments,
Regional
Economic Communities (RECs), civil society
and migrant groups on migrant health issues.
Build and strengthen technical, operational
and coordination capacity of States and other
stakeholders to develop and implement migrant
health initiatives.
Research and Dissemination: Strengthen
understanding of migrants’ health issues, by
facilitating and conducting research to ensure
evidence-based programming, policy and
dialogue. Disseminate information on migration
health issues to inform and mobilize States and
other stakeholders on migrant health issues.
Please see Annex I for a list of selected IOM
publications on migration health in 2008–2009.

A Multisectoral Approach
Health is influenced by policies in other domains
and health has, in turn, important effects on the
realization of the goals of other sectors. IOM believes
that an open and constructive multisectoral dialogue,
based on shared and fundamental societal values
and principles such as solidarity, integration, human
rights and participation, as well as sound public health
principles, can contribute to the improvement of health
outcomes for both migrants and host communities.
Therefore, IOM encourages governments and partners
to cooperate with other sectors such as immigration,
security, education, labour and social welfare to
ensure that migration health is reflected in national
plans and strategies.

Strengthening of Health Systems
Migrant-friendly policies should be integrated into
existing health and social care systems to prevent
stigma and discrimination and contribute toward
equal access to care and treatment for migrants and
mobile populations.
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There is a need to secure access to health services for
migrants and address specific vulnerabilities of certain
migrant populations in a culturally and linguistically
appropriate manner. These measures will contribute
toward public health interest because neglecting
the health needs of vulnerable groups may translate
into considerable health and social costs in receiving
communities. It is also important to raise awareness
and train a new generation of health professionals
in order to understand, study and respond to the
health needs of increasingly mobile and multi-ethnic
societies. This is an area in which IOM is developing
positive partnerships with academic institutions and
government partners.

Partnerships
The need for coordinated and sustained action
to address migration-related health challenges
is increasingly recognized by Member States and
collaborating agencies alike. IOM places a strong
emphasis on partnerships to deliver services and
programmes. These partnerships are formed with
various entities, including intergovernmental
organizations, United Nations agencies, government
counterparts, academic institutions and civil society
organizations. For example, in 2008–2009, IOM had
cooperative agreements with WHO, the Joint United
Nations Programme on HIV/AIDS (UNAIDS), the United
Nations High Commissioner for Refugees (UNHCR)
and the United Nations Population Fund (UNFPA).
As an implementing agency, IOM actively contributes
to alleviating migration health concerns by directly
delivering health services to migrants in collaboration
with a wide range of partners. IOM also has the
distinct advantage of being able to provide capacity
to mainstream health into the multisectoral migration
management platforms in which the Organization is
involved.

MHD Programmatic Areas
Migration Health Assessments and Travel Health
Assistance
At the request of migrant-receiving States, health
assessments are provided to persons before their
departure. The main objective of this global activity
is to reduce and better manage the potential public
health impact of population mobility on both migrants
and receiving countries, and facilitate the integration of

migrants by detecting and managing health conditions
cost-effectively. In addition to offering large-scale predeparture treatment for high-prevalence conditions
like malaria and intestinal parasites, IOM also provides
diagnostic and treatment services to migrants
with TB and certain sexually transmitted infections
(STIs). Migrants are also immunized against vaccinepreventable diseases and offered counselling before
and after HIV testing. Migrants travelling under one
of the Organization’s programmes are assessed for
fitness to travel before departure and medical escorts
are arranged for migrants who need assistance and
care en route.
Health Promotion and Assistance for Migrants
Activities under this category cover health services
provided to a wide range of mobile populations, such
as migrants in irregular situations, trafficked persons
and migrant workers. They provide the opportunity
for IOM to work in collaboration with national health
authorities, civil society and other partners. The
services delivered are designed to respond to the
specific health needs of migrant populations, which
often lack access to health services, and their host
communities. These services cover a wide range of
domains such as prevention and health promotion,
control and management of infectious diseases,
chronic diseases, reproductive health, mental health
and psychosocial response, HIV and AIDS, avian
and human influenza pandemic preparedness and
environmental health. They also serve to strengthen
national health systems by building local capacity
to enhance services for mobile populations and
addressing the migration of health workers. Finally,
data on migration and health is used to promote
migrant health issues and provide technical and policy
advice to government agencies and civil society.

A Bhutanese refugee undergoing health assessment in Damak,
Nepal. © IOM 2008 - MNP0190 (Photo: Jennifer Pro)

Migration Health Assistance for Crisis-Affected
Populations
The main focus of this activity is to help governments
and populations in emergency preparedness, during
and in the aftermath of emergencies, by managing
health issues related to the mass movement of
people. This includes facilitation of medical referrals,
as well as arrangement of medical evacuations for
individuals who cannot be cared for locally due
to overstretched or destroyed health facilities.
In addition, IOM provides support to emergency
response programmes to reconstruct damaged health
infrastructures, rebuild community-based services

Training on hand washing by a Village Health
Support Group in Chantrea District, Svay Rieng,
Cambodia. © IOM 2008 (Photo: Sunil Srivastava)
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and strengthen affected health-care systems. Mental health and psychosocial support services are also provided
to crisis-affected populations. IOM’s approach during emergencies is that, whereas initial assistance may include
short-term solutions such as providing the expertise needed to support basic health needs, the long-term goal
should be to rebuild the country’s capacity by training local personnel and supporting institutional strengthening
to achieve sustainable recovery.

IOM Cholera Rapid Response Team distributing oral rehydration solution in Kowet Village, Bungoma District of Western
Province, Kenya. © IOM 2009 - MKE0327 (Photo: P. Rotich)
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MHD Programmatic Areas
Migration Health Assessments
Summary
Migration health assessments are among the most
well-established migration management services
offered by IOM. They consist of an evaluation of the
physical and mental health status of migrants, made
either prior to departure or upon arrival, for the
purpose of resettlement, international employment,
enrolment in specific migrant assistance programmes,
or for obtaining a temporary or permanent visa.
Reflecting differences in national immigration and
public policies and practices, there is a diverse
range of assessment requirements, the common
denominator of which is the need to ensure that the
migration process does not endanger the health of
the migrant or the host population. The purpose of
the health assessments is twofold: first, to identify
and address conditions of public health concern in
order to mitigate the impact of migrants’ disease
burden on national health or social services, and
second, to address migrants’ specific health needs in
order to facilitate travel during the migration process
and integration with the host community.
Health assessments are valuable in the migration
process. They provide an opportunity to promote
the health of migrants through the initiation of
preventive and curative interventions for conditions
that, if left untreated, could have a negative impact
on the migrant’s health and/or on the public health
of host communities. Migrants benefit from the
health assessments by gaining information and insight
regarding their own health condition and by accessing
preventive and/or curative actions. Migration health
assessments contribute substantially to addressing
the health needs of migrants and host communities
alike, particularly when supported by adequate preand post-arrival health services and community-based
interventions. These measures can also promote
positive health-seeking behaviours through predeparture health education and awareness campaigns.

prevention programmes by aligning with local systems
and protocols. IOM also works to accomplish this
objective by collaborating with partners through the
confidential sharing of data, outsourcing services to
available local partners, training local providers and
employing local personnel. Health promotion services
inherent in migration programmes are extended
to local populations whenever applicable. In the
context of health assessments, IOM provides many
complementary travel and integration-oriented health
promotion services, including treatment, counselling,
health education, immunization and medical escorts.
With the migrant’s consent, health-care providers at
the receiving-community level can obtain information
on individual conditions that require follow-up
treatment or specialized investigation so they are
better prepared to provide relevant services. There
has been increasing willingness among governments
to consider health assessments as a tool for the
integration of migrants into receiving communities,
rather than for the exclusion of persons with certain
health conditions.
The 2008–2009 period for the IOM Health Assessment
Programmes (HAPs) can be characterized by a
significant growth in both immigrant and refugee
health assessments, from more than 230,000 assisted
in 2008 (Table 1) to almost 285,000 in 2009 (Table 2).
This follows a period of modest yet steady growth
in global health assessment activities over the past
several years (Figure 1).

In providing health assessments, IOM aims to integrate
its services with existing national disease control and
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495
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11,849
0
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4
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232,895
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1,422
0
0
9,112
0
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5,705
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0
0
0
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72
2,054
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0
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480
918
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23,468
4,606
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1
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0
0
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0
12,505
112,519
0
0
0
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Immigrants

* Immigrants moved on a voluntary basis **Refugees were displaced on an involuntary basis and fall under the definition of the 1951 United Nations Convention ***The former Yugoslav Republic of Macedonia

Worldwide

Afghanistan
Bangladesh
Cambodia
Kazakhstan
Kyrgyzstan
Indonesia
Malaysia
Nepal
Pakistan
Thailand
Uzbekistan
Viet Nam
Asia and Oceania
Benin
Botswana
Burundi
Central African Republic
Democratic Republic of the
Congo
Ethiopia
Gabon
Gambia
Ghana
Guinea
Iraq
Jordan
Kenya
Namibia
Rwanda
Sierra Leone
South Africa
Sudan
Uganda
United Republic of Tanzania
Zambia
Zimbabwe
Africa and the Middle East
Belarus
Bosnia and Herzegovina
Bulgaria
Croatia
FYROM***
Republic of Moldova
Romania
Russian Federation
Serbia
UNSC resolution
1244-administered Kosovo
Ukraine
Europe and the Commonwealth
of Independent States

Country of IOM Health
Assessment

Table 1: IOM health assessments by country of origin, country of destination and migrant category, 2008

232,895

28,025

9,418

992

2,741
89
16
9,628
916
1,793
10,411
14,603
9
229
45
2
1,020
1,695
3,612
543
87
47,805
836
647
918
199
1,207
1,775
2,409
8,111
1,513

25

192
23,963
4,705
933
178
432
6,682
11,849
61,944
31,793
4
14,390
157,065
292
43
5
1

Grand Total
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0
0
0
0
2,282
2,929
84
0
207
0
0
0
143
0
132
0
53
0
133
0
1,199
0
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0
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0
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0
0
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0
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0
0
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0
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0
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0
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0
0
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0
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0
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0
0
0
0
0
0
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0
0
1,362
0
0
9,869
0
0
0
0
0
0
0
0
0
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0

0
24
20
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53
6
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18,652
0
17,759
180
1,893
45,288
7
229
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4
0
4,233
221
328
234
7,202
6,535
7,237
6
0
0
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0
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0
0
162
1,937
64
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29,049
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0
0
0
0
468
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986
0
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23,184
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9,065

5,384
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Immigrants
0
0
1,750
78
0
0
0
0
0
0
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5,974
7,815
0
0
0
0
0
0
362
0
46
0
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833
4,813
0
0
0
1
0
0
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0
1
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Refugees
0
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0
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0
0
0
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0
0
0
0
362
0
0
0
0
0
0
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0
0
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0
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0
232
0
0
0
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0
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0
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0
0
0
0
0
0
0
16
0
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0
0
0
0
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0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
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2
0
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0
0
0
0
0
0
0
0
0
0
2
0
0
0
0
0
0
0
10
136

Total

2,370

424

0

Refugees
18
365
50
156
65
229
6,998
21,332
886
18,900
180
1,893
51,072
280
234
224
101
13
362
4,961
221
444
997
7,382
7,622
8,745
6
4
1
289
122
123
0
2,157
1,255
2,355
64
152
38,114
93
24
0
0
0
468
167
1,194
0

192,397
91,556
283,953

24,010

8,824

543

Immigrants
262
59,337
4,700
882
0
191
0
0
61,389
7,891
13
13,104
147,769
0
0
0
0
1
107
1,954
0
4,537
112
851
916
9,653
0
4
0
1
0
0
1,006
0
105
1,371
0
0
20,618
617
400
653
177
592
2,564
2,272
5,757
1,611

* Immigrants moved on a voluntary basis **Refugees were displaced on an involuntary basis and fall under the definition of the 1951 United Nations Convention ***The former Yugoslav Republic of Macedonia

Worldwide

Afghanistan
Bangladesh
Cambodia
Kazakhstan
Kyrgyzstan
Indonesia
Malaysia
Nepal
Pakistan
Thailand
Uzbekistan
Viet Nam
Asia and Oceania
Benin
Burundi
Chad
Cote d’ Ivoire
Djibouti
Eritrea
Ethiopia
Gabon
Ghana
Guinea
Iraq
Jordan
Kenya
Mozambique
Nigeria
Republic of the Congo
Rwanda
Somali Republic
South Africa
Sudan
Syrian Arab Republic
Uganda
United Republic of Tanzania
Zambia
Zimbabwe
Africa and the Middle East
Belarus
Bosnia and Herzegovina
Bulgaria
Croatia
FYROM***
Republic of Moldova
Romania
Russian Federation
Serbia
UNSC resolution
1244-administered Kosovo
Ukraine
Europe and the Commonwealth
of Independent States

Country of IOM Health
Assessment

Table 2: IOM health assessments by country of origin, country of destination and migrant category, 2009

283,953

26,380

9,248

543

280
59,702
4,750
1,038
65
420
6,998
21,332
62,275
26,791
193
14,997
198,841
280
234
224
101
14
469
6,915
221
4,981
1,109
8,233
8,538
18,398
6
8
1
290
122
123
1,006
2,157
1,360
3,726
64
152
58,732
710
424
653
177
592
3,032
2,439
6,951
1,611

Grand
Total

Figure 1: IOM health assessment programmes by region, 2005–2009

Recent increases in growth can be attributed in part
to the further development of the United States
Refugee Admissions Programme (USRP) in Nepal
and the Middle East, the increase in activities of selfpayer programmes bound for Australia, the United
Kingdom and the United States, and the introduction
of Australia and Canada health assessments and predeparture medical screenings in Nepal. In partnership
with the United States Centers for Disease Control and
Prevention (CDC), IOM also expanded its vaccination,
public health surveillance and serum bank activities in
both Nepal and Thailand.
In 2008–2009, MHD’s stationary and mobile health
teams provided health assessment services for a
total of 516,000 migrants, 32 per cent of whom were
refugees and 68 per cent of whom were immigrants,
from more than 40 countries. About 232,000 migrants
were processed in 2008, and the caseload increased
by 22 per cent to about 283,000 in 2009.
In response to the requests of country governments,
IOM has established medical and diagnostic laboratory
and radiology services in many settings worldwide,
such as in Bangladesh, Kenya, Nepal, Pakistan and
Thailand. In other settings, IOM partners with existing
health-care providers to ensure the delivery of
efficient, customized and quality services. In addition,
IOM’s global team of migration health physicians can
be quickly mobilized to provide health assessments
for remote communities or crisis-affected populations
as needed. These resources are available to help
build capacity and support programmes in countries
where IOM works to assist both resident and mobile
populations.
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Types of Migration Health Assessment
Services
IOM provides a comprehensive package of services
that is comprised of health assessments as well as
travel assistance for migrants.

Health Assessments
IOM employs panel physicians to administer or
oversee the administration of comprehensive
health assessment services that involve a medical
screening, a review of the migrant’s medical history,
preventive or curative treatment, counselling and
health education, and final preparation of required
immigration health forms. Medical screenings serve
to detect and diagnose health conditions of concern,
such as TB, STIs, Hansen’s disease, HIV/AIDS, mental
health and development disorders, substance abuse
or certain chronic illnesses. As such conditions may
be considered inadmissible by destination-country
governments, IOM accordingly provides treatment or
referrals for treatment. This is in addition to assisting
eligible migrants (primarily refugees) who are
diagnosed with an inadmissible condition to obtain a
waiver enabling them to be resettled. Furthermore,
health assessment services provide preventive
measures, such as immunizations for major vaccinepreventable diseases, health education sessions and
pre- and post-test counselling for HIV.
Depending on the situation, the type of migrant
and destination country guidelines, a migration
health assessment may include the following core
components:

−− review of medical and immunization history
−− detailed physical examination and mental health
evaluation
−− clinical or laboratory investigations
• serological tests
• radiological screening (chest X-ray for TB)
• chemical analysis (blood/urine)
−− bio-sampling for DNA testing
−− referral or consultation with a specialist
−− HIV/AIDS education and counselling, health
education and voluntary testing
−− administration of vaccinations and provision
of, or referral for, directly observed treatment
for certain conditions (e.g. intestinal and other
parasitic infestations, TB, malaria, STIs, antiretroviral administration and prevention of
mother-to-child vertical transmission)
−− detailed documentation of findings, preparation
of required immigration health forms and
documents
−− confidential transfer of relevant information or
documentation to appropriate immigration or
public health authorities.

Pre-Departure Services
Pre-departure medical procedures are meant to
ensure that people travelling under the auspices of
the Organization travel in a safe and dignified manner,
are fit to travel, receive appropriate assistance when
necessary, and do not pose a hazard to other travellers,
personnel, or receiving communities. Additionally,
specific provisions (e.g. pre-departure treatments,
health notifications) are taken on an ad hoc basis
upon request from immigration countries in order to
facilitate the proper follow-up of medical cases after
arrival, as well as the integration of migrants and
returnees into their receiving communities.

conducted either on the day prior to travel or
the day of travel itself, as they do not involve
lengthy laboratory investigations. In the event
that a significant medical condition is identified
during PEC, passengers may be excluded from
travelling. However, in 2008–2009, out of more
than 100,000 PECs conducted, travel was delayed
or postponed for only a very small percentage
(less than 1%) of the total number of migrants
checked.
−− PDMS are more comprehensive than PECs.
As a result of the often long period between
the core health assessment and the actual
departure, Australia, Canada and the United
States of America have established special
protocols for PDMS of refugees accepted within
their resettlement programmes. Depending
on infections prevalent in the countries of
health assessment, PDMS may include a
physical examination, re-screening for certain
diseases such as TB and malaria, testing and
treatment for parasites, and immunizations
for vaccine-preventable diseases. PDMS may
also provide referrals for any health-care
services needed once migrants arrive in their
country of destination. This serves to ensure
that the migrant’s health is addressed, medical
emergencies while in transit are avoided and the
health of residents in the country of destination
is protected. In 2008–2009, IOM conducted over
36,000 PDMS.

Within HAPs, pre-embarkation checks (PECs) and
pre-departure medical screenings (PDMS) are
performed in order to assess a migrant’s fitness to
travel and/or to provide medical clearance. These
measures also ensure that migrants are linked to and
given appropriate referrals to medical services once
they arrive in their destination countries. Migrants
who need medical assistance and care during
travel are escorted by health professionals to avoid
complications during transit.
−− PECs, typically referred to as “fitness-to-travel
checks”, are done for the majority of IOM
movements. These simple health checks are
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IOM Damak in Nepal uses computerized radiology,
2009. © IOM 2009 - MNP0119 (Photo: Kari Collins)

Directly observed TB treatment in a
refugee camp in Nepal. © IOM 2009
(Photo: Kari Collins)
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Migration Health Assessments at IOM Nepal
IOM initiated a large-scale resettlement programme
in Nepal in November 2007, immediately after
endorsement of a plan for the third-country
resettlement of the 108,000 Bhutanese refugees
who have been living in seven refugee camps in
eastern Nepal after fleeing Bhutan in the early 1990s.
Following UNHCR referral to a country of resettlement
(currently, the United States, Australia, Canada, New
Zealand, Denmark, Norway and Netherlands), IOM
assumes primary responsibility for the resettlement
process, including health assessments of refugees
at the IOM Refugee Health Clinic in Damak, predeparture services in Damak and Kathmandu, as well
as movement and travel assistance.
The refugee health clinic in Damak receives up to
300 refugees daily from the seven camps. Each
health assessment begins with a counselling session
to ensure that refugees understand the purpose,
procedures and timelines. Counsellors also provide
post-test counselling and health education, answer
questions about individual processing status, and
assist in the management of patients on TB treatment.
Health education includes information on TB, leprosy,
diarrhoeal diseases, personal hygiene, immunizations,
in-flight fluid intake and other topics. Health
assessments follow the country-specific technical
instructions of the resettlement countries, and include
history-taking, physical examinations, chest X-ray,
serological tests, tuberculin skin test, microbiological
testing and treatment for TB and immunizations. All
tests and interventions are performed by IOM-MHD, a
team comprised of five international and 60 national
staff. From 2007 through 2009, IOM Nepal conducted
33,373 health assessments and administered nearly
62,000 doses of vaccines.
Despite poor infrastructure and the remote location
of Damak, where the main health assessment
activities take place, IOM has managed to establish
and maintain state-of-the-art technologies in medical
processing. For TB screening, a computerized
radiography system with bar-coded cassettes is used
to speed-up processing and minimizes data-entry
errors. The advantage of this system is that physicians
are in possession of each individual’s radiological
findings at the time of the physical examination. As
such, the vast majority of health assessments can
be completed in a single day. The IOM laboratory is
licensed by the Ministry of Health and Population. The

serological laboratory performs tests for HIV, syphilis,
hepatitis B, hepatitis C and malaria, with nearly 25,000
blood samples processed from 2007 through 2009.
The biosafety level III TB laboratory performs cultures
on solid and liquid media, and drug susceptibility
testing for first- and second-line TB drugs. The
laboratory uses modern molecular techniques based
on DNA amplification, which allows detection of
drug resistance within one day of sputum collection.
During the reporting period, the TB laboratory
processed more than 10,000 specimens. For the 222
refugees diagnosed with TB between 2007 through
2009, IOM provided a full course of Directly Observed
Treatment (DOT), delivered in seven camps by IOM’s
implementing partner, the Association of Medical
Doctors of Asia (AMDA). Patients with drug-resistant
forms or highly infectious TB stay in IOM’s “Magic
Mountain TB Treatment Center” until they become
non-infectious.
Throughout the health assessment, each refugee’s
medical information is entered into MiMOSA (Migrant
Management and Operational Systems Application),
IOM’s medical and movement database, enabling safe
storage and easy retrieval of information, expediting
and streamlining the resettlement process, and
allowing proper quality control and data exchange
with health information systems in receiving countries.
Pre-departure fitness-to-travel checks are performed
by trained IOM nurses and physicians twice: first in
Damak, one day prior to refugees’ departure from the
camps in eastern Nepal to Kathmandu (on average,
45 flights/1,350 refugees per month over the past
two years), and second in Kathmandu, one day prior
to departure to the country of resettlement. At the
Kathmandu Transit Center, IOM staff conduct health
education sessions, perform active surveillance
for communicable diseases, and treat last-minute
illnesses. From 2007 through 2009, over 25,000
refugees underwent PECs. Over the same period,
IOM provided 376 medical escorts for refugees with
serious medical conditions.
In addition to routine health assessment activities,
the IOM Damak clinic closely monitors trends in
communicable diseases – in camps, in surrounding
communities, within Nepal and throughout the
world – in order to provide early response and avoid
interruptions to refugee resettlement departures.
A close partnership with UNHCR, AMDA and local
health authorities ensures rapid notification, access to
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reliable information and quick coordinated response
in case of outbreaks. With the aim of providing better
health services to refugees, and with financial support
from the United States and Canada, IOM started
offering quality laboratory testing and optimal DOT
treatment protocol to all refugees with suspected TB,
regardless of their resettlement status. Previously,
high-quality TB diagnostic tests and treatments were
available only to refugees already in the resettlement
process. During the reporting period, this policy

change benefited 1,069 refugees who were not on the
resettlement track.
From 2007 through 2009, through the closely
coordinated activities of IOM, UNHCR and
implementing partners, and with the support of
the Government of Nepal, over 25,000 Bhutanese
refugees from Nepal resettled to third countries.
Over the next five-year period, from 2010 to 2014,
it is projected that an additional 65,000 Bhutanese
refugees will be resettled to third countries.

Travel Health Assistance
Once migrants have fulfilled the immigration application requirements, the majority travel to their new country
of residence through transportation services arranged by IOM, primarily by air. Individuals in need of travel health
assistance (medical escorts) during transportation are identified at the time of the health assessment to ensure
that they travel safely and without undue hardship to themselves or to other travellers. The IOM medical escort
also ensures the use of reporting systems which refer the migrant to appropriate health and immigration officials,
or to family members on arrival at the final destination.
Figure 2: Main conditions of migrants assisted by IOM medical escorts, 2008–2009

In 2008–2009, IOM provided group and individual
medical escorts to more than 2,500 refugees travelling
to their countries of resettlement, representing about
1.3 per cent of all refugees moved by IOM during this
period. As shown in Figure 2, the main conditions of
migrants who arranged for medical escorts were
cardiovascular and neurologic disorders, followed
by respiratory and psychiatric conditions. Similar
distributional patterns were observed in previous years.
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DNA Testing for Family Reunification
DNA testing is sometimes recommended or required
by immigration authorities to prove family links
among immigration applicants. Accordingly, IOM
has established a mechanism for the confidential
collection of bio-samples, handling of relevant
files, shipment of samples along a control chain to
designated laboratories, and psychosocial counselling
for applicants.

In 2008–2009, IOM collected 12,000 DNA samples on behalf of the family reunification and immigration
programmes of various countries, including Australia, Canada, Italy, New Zealand, the United Kingdom and the
United States. Most applicants came from Cambodia, Kenya and Viet Nam, and they intended to join family
members primarily in the United States (62%), Italy (14%) and Canada (13%) (see Figures 3 and 4).
Figure 3: DNA services (sampling and tests) assistance by IOM by country of destination, 2008–2009

United Kingdom

Figure 4: DNA services (sampling and tests) assistance by IOM by country of service, 2008–2009

Supervision of Panel Physicians, Quality Control and Assurance
Upon request of the United States Bureau of Population, Refugees, and Migration (PRM), IOM supervises a
network of non-IOM panel physicians in several countries, using its experience with United States HAPs to ensure
the quality of medical screenings. In 2008, more than 14,000 health assessments were supervised and qualityassured by IOM, while in 2009, this number reached almost 17,000 exams, mainly in Africa and the Middle East.
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M-Assessment
The Canadian immigration medical process consists of
two separate components: the immigration medical
examination (IME), which is conducted by panel
physicians, and the immigration medical assessment
(IMA), which is an admissibility assessment
conducted by Canadian medical officers. Citizenship
and Immigration Canada (CIC) has designated the
IMA role to IOM offices in Bucharest, Kyiv, Moscow
and Nairobi. In this capacity, designated and trained
panel physicians not only complete an applicant’s
medical files, but also perform an assessment of their
admissibility/inadmissibility. The various admissibility/
inadmissibility categories were developed to account
for an applicant’s potential impact on the public

health and public safety of receiving communities.
Admissibility assessments help to evaluate, among
others, whether a migrant will place an excessive
demand on health/social services, his chances of
obtaining employment and his likely response to
treatment and surveillance. The M-Assessment service
covers a diverse population of migrants, including
immigrants applying for permanent residence,
visitors, students, workers and their dependents, and
children for adoption. Recently, a new category has
been added to the list – the excessive demand exempt
cases. The number of M-Assessments remained stable
in 2008 and 2009, at approximately 10,000 per year
(Figure 5).

Figure 5: Canada “M-Assessment” services performed by IOM by place of service, 2008–2009

Migration Health Assessment Beneficiary Profile
The term “immigrant” is used in this report to refer to
individuals who decide to migrate under the relevant
legal provisions of the respective receiving country.
Immigrants include travellers, students and migrant
workers, among others. Certain destination countries
require health assessments for migrants prior to
departure. These requirements can be selective for
certain diseases of public health concern, such as predeparture screening for TB, as in the United Kingdom
Tuberculosis Detection Programme (UKTBDP). In
addition to screening for TB, other countries, such as
Australia, Canada, New Zealand and the United States,
require more extensive investigations, including
tests for STIs, HIV/AIDS and certain chronic illnesses
or disorders that pose a safety risk to both migrants
and others. Health assessment services are provided
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for several categories of migrants, including labour
migrants, assisted voluntary returns, emergency and
post-emergency populations, and irregular migrants.
The term “refugee” in this report refers to
individuals who fall under the definition of the 1951
Convention relating to the Status of Refugees.5 Health
assessments of refugees admitted for resettlement

5

According to the 1951 United Nations Geneva Convention, a refugee
is a person who “owing to a well founded fear of being persecuted for
reasons of race, religion, nationality, membership in a particular social
group or political opinion, is outside the country of his nationality, and
is unable to or, owing to such fear, is unwilling to avail himself of the
protection of that country.”

to third countries are carried out at the request of
resettlement countries such as Australia, Canada,
New Zealand, the United Kingdom and the United
States. They are tailored to comply with the national
immigration requirements of the receiving health
authority in immigration countries. MHD coordinates
closely with other departments of IOM that provide
services for refugee case processing, such as cultural
orientation, language training, transportation and
integration assistance in the country of resettlement.
Additionally, IOM provides services in coordination
with the agencies responsible for standard-setting
and best practices, and ultimately aims to achieve
the successful integration of resettling refugees in
receiving societies.
One particular difference between migration health
assessment services for refugees and immigrants
concerns the fee for these services. Resettlement
countries generally cover costs for the majority
of refugees to be resettled, whereas immigrants
themselves pay for the services they receive from
IOM.
In 2008, MHD conducted a total of 232,895 health
assessment services for migrants in 40 countries

(Table 1). Two thirds of these migrants (155,950
or 67.5%) departed from Asia and Oceania, and
almost half of all migrants (47.8%) assessed by
IOM in 2008 were applicants for immigration to the
United Kingdom. The latter can be attributed to the
UKTBDP, which was implemented in 2005 on behalf
of the Government of the United Kingdom. A smaller
number of health assessments and “fitness-to-travel”
pre-departure checks were provided on request of
certain immigration countries that do not require predeparture health assessments.
In 2009, the number of assisted migrants increased by
22 per cent to more than 283,000 health assessments
performed (Table 2). IOM continued to provide
health assessment services to persons migrating to
the United Kingdom (47%), closely followed by those
applying to the United States (35%).
Among all migrants examined, there was a difference
between the proportion of males and females.
This can be attributed to immigrants, as there were
consistently more males than females among younger
immigrants (10–39 years old), especially among those
in their twenties (Figure 6).

Figure 6: Age pyramid – IOM-assisted immigrant population, 2008–2009
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For refugees served by IOM, however, the proportion of males and females was almost comparable across all age
groups (Figure 7) and the majority of refugees (65. 5%) were spread over a younger age interval (0–29 years old).
Figure 7: Age pyramid – IOM-assisted refugee population, 2008–2009

The distribution of migrants according to age group and sex, by region of origin and country of destination is
presented in Annex 2 and shows that, overall, most migrants fall within the 20–29 age group (Figures 16–24).
In 2008, the mean age of the total population was 26.8 years ± 13.9. On average, women were older than men
(27.6 years vs. 26.1 years for men). The mean age of immigrants was 27.4 years, while the mean age of refugees
was 25.5 years. It can also be noted that applicants coming from Europe and the Commonwealth of Independent
States (CIS) were slightly older compared with applicants coming from Asia and Oceania, as well as Africa and the
Middle East (Table 3). In 2009, almost the same patterns were observed: the mean age of all migrants examined
was 26.3 years ± 14.0 (Table 4).
Table 3: Mean age (years) of examined immigrants and refugees by sex and region of origin, 2008
Region

Immigrants

Refugees

Mean age

Male

Female

Mean age

Male

Female

Mean age

Asia and Oceania

25.8

27.8

26.6

25.4

25.2

25.3

26.2

Africa and the Middle East

27.3

26.8

27.0

24.8

25.9

25.4

26.1

Europe and the
Commonwealth of
Independent States

29.8

32.8

31.5

28.6

30.6

29.6

31.3

Mean age

26.5

28.7

27.4

25.3

25.7

25.5

26.8

Mean age
Male

26.1± 12.8

Female

27.6 ± 15.1
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Table 4: Mean age (years) of examined immigrants and refugees by sex and region of origin, 2009
Region

Immigrants

Refugees

Mean age

Male

Female

Mean age

Male

Female

Mean age

Asia and Oceania

25.0

28.3

26.0

26.2

26.2

26.2

26.0

Africa and the Middle East

27.4

26.9

27.1

23.6

23.9

23.8

25.0

Europe and the Commonwealth of
Independent States

30.2

33.2

32.0

31.4

31.3

31.4

31.9

Mean age

25.6

29.1

26.8

25.3

25.3

25.3

26.3

Mean age
Male

25.5 ± 12.5

Female

27.6 ± 15.8

The proportion of refugees and immigrants served by IOM varies. In 2001–2003, the IOM-assisted caseload
included more immigrants than refugees, while in 2004, refugees outnumbered immigrants. However, from 2005
onwards, as seen in Figure 8, the proportion of immigrants significantly increased, due in part to the addition of
the UKTBDP. In 2009, nearly 68 per cent of migrants served were immigrants.
Figure 8: Distribution of IOM health assessments among immigrants and refugees, 2005–2009

Figure 9 displays the geographical distribution of immigrants and refugees who were provided health assessment
services. Immigrants comprised the highest proportion of the IOM caseload both in Asia and Oceania (73.6%) and
in Europe and CIS (79.4%), whereas in Africa and the Middle East, refugees outnumbered immigrants (66.5% vs.
33.5%). Further, while immigrants accounted for the highest percentage of migrants going to Australia (60.7%),
Canada (79.9%), New Zealand (74.1%) and the United Kingdom (99.1%), Figure 10 illustrates that a higher
percentage of refugees were examined on behalf of the United States (79.6%) compared to other countries.
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Figure 9: Distribution of IOM health assessments among immigrants and refugees by region, 2005–2009

Figure 10: Distribution of IOM health assessments among immigrants and refugees by country of destination, 2005–2009

United States

Findings from the IOM Health
Assessment Programmes
Detection and Treatment of Conditions of
Public Health Significance
In accordance with the immigration policies and
regulations of the resettlement countries requesting
its services, IOM assists in the detection of conditions
that may pose a risk to public health (e.g. TB) or place
excessive demand on health and social services. The
presence of certain health conditions can exclude an
applicant from admission to a receiving country until
adequate treatment has been provided. “Waivers”
may be granted to certain categories of applicants
(e.g. refugees), permitting them to resettle in spite
of the presence of an otherwise inadmissible health
condition.
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IOM helps refugees and immigrants with potentially
excludable health conditions, by providing treatment
for certain infections or facilitating access to such
treatment, as well as by providing counselling,
referrals, health education and assistance in obtaining
waivers.
Though excludable health conditions vary by country
of destination, the main conditions of concern include:
−−
−−
−−
−−

infectious TB;
HIV infection;
certain chronic illnesses; and
disorders that pose a safety risk to self and
others.

To facilitate the detection of these conditions, IOM
laboratories provide comprehensive coverage of
laboratory tests, particularly those related to TB, such

as tuberculin skin tests, sputum smears and cultures with TB organism identification and drug susceptibility
testing. Other tests include urinalysis, serology for HIV and syphilis, pregnancy tests, malaria tests and serology
for hepatitis B and C. Table 5 shows the total number of tests requested by IOM in 2008–2009 and the positive
or significant results.
Table 5: Selection of tests conducted in IOM-assisted population with significant/positive findings, 2008–2009
Laboratory Findings

2008
Tests Done

2009

Positive

Percentage

Tests Done

Positive

Percentage

HIV

93,778

592

0.63

109,312

693

0.63

Syphilis

83,075

270

0.33

98,815

283

0.29

Hepatitis B

6,719

144

2.14

7,296

152

2.08

Hepatitis C

1,970

25

1.27

3,478

23

0.66

207,426

11,139

5.37

259,743

13,728

5.29

4,950

727

14.69

13,940

1,279

9.18

Sputum smear

12,159

333

2.74

21,225

318

1.50

Sputum culture

5,555

249

4.48

6,348

354

5.58

X-ray
Tuberculin skin test

Tuberculosis
The detection of pulmonary TB is one of the main
foci for the migration health assessment process. The
disease and its mode of transmission are strongly
influenced by social and environmental factors, making
it one of the most important infectious diseases in the
context of migration.
Most migrants assisted by IOM travel from countries
where the prevalence of active TB is greater than 40
per 100,000 population (high prevalence) to countries
where the prevalence is less than 25 per 100,000
population (low prevalence). However, despite these
parameters, countries with a high burden of TB may
have prevalence rates as high as 700 per 100,000 cases,
while the average global burden of TB is estimated at
200 per 100,000 cases.6 Consequently, screening and
treatment for active TB among migrants from highprevalence countries is a critical component of efforts
to control the global spread of this disease.

Treatment Short Course (DOTS) centres; in others,
migrants are referred to health-care providers
who adhere to international standards of care.
Currently, in conjunction with the Government of the
United Kingdom, IOM manages the Pre-Departure
Tuberculosis Detection Programme, which operates
in eight high-prevalence countries for visa applicants
planning to stay in the United Kingdom for six months
or longer. Similarly, TB screening services are provided
as part of refugee health assessment services.
As shown in Table 6, in 2008–2009, out of approximately 460,000 migrants screened for TB, nearly
1,500 tested positive for the disease.

IOM contributes to the cross-border control of TB
through early detection and treatment prior to
resettlement. The Organization has accumulated
significant experience in the management of TB,
including multi-drug resistant TB. In some countries,
IOM has established its own TB Directly Observed

6

World Health Organization (2009) Global Tuberculosis Control:
Epidemiology, Strategy, Financing: WHO Report 2009. http://www.who.
int/tb/publications/global_report/2009/pdf/full_report.pdf, retrieved 8
July 2010.
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Table 6: TB screening – Positive findings by sex and region of origin, 2008–2009
TB Screening/Region

Asia and Oceania

Africa and the Middle East

Europe and CIS

Total

144,361

39,953

23,112

207,426

2008
Total screened
Positive*

665

45

9

719

- Male

424 (0.48%)

28 (0.14%)

4 (0.04%)

456 (0.38%)

- Average age
- Female
- Average age

41.6

36.8

41.8

40.1

241 (0.43%)

17 (0.09%)

5 (0.04%)

263 (0.30%)

35.6

33.1

41.1

36.6
259,743

2009
Total screened

190,373

47,810

21,560

Positive*

660

63

11

734

- Male

440 (0.35%)

35 (0.14%)

5 (0.06%)

480 (0.30%)

- Average age
- Female
- Average age

39.4

34.7

42.2

38.8

220 (0.34%)

28 (0.12%)

6 (0.05%)

254 (0.25%)

37.2

22.0

33.2

30.8

334,734

87,763

44,672

467,169

1,325 (0.40%)

108 (0.12%)

20 (0.04%)

1,453 (0.31%)

Total 2008-2009
Total Screened
Total Positive

*Cases referred for TB treatment and/or sputum smear positive and/or sputum culture positive; denominator used was total chest x-rays done.

HIV and Syphilis
Screening for these two sexually transmitted diseases is included in the health assessment protocols of several
receiving countries. IOM promotes voluntary HIV testing and counselling as opposed to mandatory HIV testing for
the purpose of migration, emphasizing the lack of public health relevance of mandatory HIV testing. When carrying
out HIV testing for migrants on behalf of countries that require such testing in the context of resettlement, IOM
ensures that both pre- and post-test HIV counselling is offered. The average age and proportion of IOM-assisted
migrants testing positive for HIV and syphilis are given in Tables 7 and 8. The rates of these infections were highest
in Africa and the Middle East (1.3% for HIV and 0.4% for syphilis).
Table 7: HIV screening – Positive findings by sex and region of origin, 2008–2009
HIV screening/region

Asia and Oceania

Africa and the Middle East

Europe and CIS

Total

Tested

47,238

24,297

22,243

93,778

Positive

256

321

15

592

- Male

163 (0.77%)

139 (1.12%)

9 (0.09%)

311 (0.71%)

2008

- Average age
- Female
- Average age

32.5

30.1

34.9

32.5

93 (0.36%)

182 (1.53%)

6 (0.05%)

281 (0.56%)

31.2

28.1

38.7

32.7

54,787

33,679

20,759

109,225

2009
Tested
Positive

272

402

19

693

- Male

149 (0.56%)

179 (1.04%)

9 (0.10%)

337 (0.64%)

32.6

32.4

31.8

32.3

123 (0.44%)

223 (1.36%)

10 (0.08%)

356 (0.63%)

31.6

31.8

30.4

31.3

- Average age
- Female
- Average age
Total 2008–2009
Total Tested

102,025

57,976

43,002

203,003

Total Positive

528 (0.52%)

723 (1.25%)

34 (0.08%)

1,285 (0.63%)
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Table 8: Syphilis screening – Positive findings by sex and region of origin, 2008–2009
Syphilis Screening/Region

Asia and Oceania

Africa and the Middle East

Europe and CIS

Total

41,166

21,593

20,316

83,075

2008
Tested
Positive

151

89

30

270

- Male

83 (0.41%)

48 (0.44%)

16 (0.17%)

147 (0.36%)

- Average age
- Female
- Average age

56.5

40.9

38.7

45.4

68 (0.32%)

41 (0.39%)

14 (0.13%)

123 (0.29%)

54.4

38.1

38.2

43.6

46,834

32,172

19,809

98,815

2009
Tested
Positive

122

128

33

283

- Male

73 (0.32%)

71 (0.43%)

18 (0.22%)

162 (0.34%)

48.4

38.4

40.2

42.3

49 (0.20%)

57 (0.37%)

15 (0.13%)

121 (0.23%)

49.9

37.2

34.8

40.6

- Average age
- Female
- Average age
Total 2008–2009
Total Tested

88,000

53,765

40,125

181,890

Total Positive

273 (0.31%)

217 (0.40%)

63 (0.16%)

553 (0.30%)

It can also be noted that while the average age of an
affected migrant varies with the type of infection,
there is no marked difference between the rates for
males and females for all types of infection. However,
these rates cannot be compared with national rates
of the same diseases in migrants’ countries of origin.
There are several reasons why the health profile of
IOM-assisted migrants may be different from the
profile of the national population of the countries
from which they are departing. For example,
refugees may have been living in isolated settings, or
immigrants may have come from a particular region
or from a particular social class. In addition, there
may be a form of “pre-selection”, where potential
immigrants who wish to apply to countries that do
not allow entry of people with certain conditions
either independently make sure that they do not
have an excludable condition before they apply for

immigration or do not apply if they do. Consequently,
these potential immigrants may not appear for IOM
immigration health assessments.
Malaria
Due to the high burden of malaria in sub-Saharan
Africa, existing guidelines of several resettlement
countries recommend presumptive anti-malaria
treatment or mandatory testing with consequent
treatment of positive cases for all refugees departing
from malaria-endemic countries. Table 9 shows the
distribution of malaria cases among refugees departed
from West and East Africa, based on PDMS results.
It is evident from the data presented that malaria,
which is primarily caused by P. falciparum, is still one
of the major causes of morbidity (5.5%) in refugee
populations assisted by IOM in sub-Saharan Africa.
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Table 9: Malaria screening – Positive findings per region of origin, 2008–2009
Malaria Screening/Region

East Africa

West Africa

Total

Tested

1,177

948

2,125

Positive

74 (6.29%)

37 (3.90%)

111 (5.22%)

Tested

1,962

780

2,742

Positive

102 (5.20%)

52 (6.67%)

154 (5.62%)

3,139

1,728

4,867

176 (5.61%)

89 (5.15%)

265 (5.44%)

2008

2009

Total 2008–2009
Total Tested
Total Positive

Identifying Resettlement and Follow-up Needs
IOM conducts health assessment services not only for
the purpose of meeting the public health standards of
resettlement countries, but also to enable the migrant
to receive care and assistance throughout all stages of
the resettlement/migration process, including upon
arrival at the country of destination. IOM works to
accomplish this latter objective by informing agencies
and health-care providers in receiving countries about
the follow-up or special needs of migrants arising from
their medical conditions. This service enables IOM to
fulfil its mission to assist Member States in the orderly

and humane management of migration by meeting
both the needs of the governments of resettlement
countries and those of migrants.
Based on an analysis of the health-related follow-up
needs of refugees in the United States, an estimated
28 per cent of the caseload examined in 2008–2009
required further assistance following arrival to the
United States (Figure 11), with most migrants (17%)
needing follow-up within one month after arrival.

Figure 11: Medical follow-up need upon arrival – Distribution among United States-bound refugees, 2008–2009

Surveillance and Communicable Disease Control
In partnership with government agencies such as CDC, IOM is engaged in a variety of public health surveillance
and immunization-related activities, primarily in the regions of South-East Asia and Eastern Africa. These
activities include the strengthening of camp surveillance systems in locations with large USRP movements (e.g.
Nepal and Thailand), the enhancement of laboratory capacities for diagnosis of communicable diseases and the
establishment of a preparedness system for outbreaks of vaccine-preventable diseases.
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IOM has also worked to increase the overall coverage
of vaccinations, establishing an efficient vaccine
procurement system and strengthening the cold chain
in Ethiopia, United Republic of Tanzania and West
Africa. Moreover, IOM has worked to enhance the
refugee population’s awareness of the public health
benefits of immunization.
Other related activities include laying the groundwork
for the establishment of a global laboratory database,
as well as improvements to IOM’s system of data
collection, documentation and reporting, which
enable more efficient transfers of electronic health
data from IOM to CDC.
Nutritional Surveillance
As a component of efforts to strengthen camp
surveillance systems, IOM uses data from IOM-assisted

refugee health assessments to estimate childhood
malnutrition and refer malnourished children
to appropriate feeding programmes. Childhood
malnutrition here refers to malnutrition affecting
children aged 6 months to 59 months. Activities
are undertaken in collaboration with local UNHCR
offices. To estimate malnutrition, IOM employs the
WHO weight-for-height indicator, which measures
wasting. Wasting, or low weight-for-height, is a strong
predictor of mortality among children under five, and
is the best indicator of acute malnutrition. In some
African and Asian locations, the prevalence of acute
malnutrition among IOM-assisted migrants is high,
with approximately 8 per cent of children in Nepali
refugee camps moderately malnourished and 2 per
cent severely malnourished; in Ethiopian camps, the
rates are 17 per cent and 7 per cent, respectively. The
overall distribution of nutritional status by region is
presented in Figure 12.

Figure 12: Nutritional status based on Z-scores* of children aged 6–59 months assisted by IOM, by region of origin,
2008–2009

*The Z-score system expresses the anthropometric value as a number of standard deviations or Z-scores below or above the reference mean or median value. The WHO Global
Database on Child Growth and Malnutrition uses a Z-score cut-off point of <-2 SD to classify low weight-for-age, low height-for-age and low weight-for-height as moderate and
severe undernutrition, and <-3 SD to define severe undernutrition. (http://www.who.int/nutgrowthdb/about/introduction/en/index5.html)

IOM Health Assessment Support Services and Initiatives
Tuberculosis Laboratory Services
One of the highlights of the Migration Health Assessment Programme in 2008 and 2009 was the wide
implementation of TB sputum culture examinations for the screening and detection of TB among migrants,
particularly among refugees.
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In general, a TB laboratory examination is performed
when an applicant’s chest X-ray shows signs of
compatibility with current or past TB. The ensuing
laboratory examination can include sputum smear
and/or sputum culture testing. A sputum smear test
alone has relatively low sensitivity (the probability of
testing positive if the disease is truly present), though it
has good specificity (the probability of testing negative
if the disease is truly absent). Therefore, the addition
of sputum culture tests further enhances the accuracy
of TB screening and detection, prevents transmission
and enables safe movement to resettlement countries.
This facilitates preventive and curative actions leading
to interruption of transmission and ensures that the
migrants travelling to resettlement countries do not
have infectious TB.
Through the provision of TB sputum culture
examinations, IOM enables earlier diagnoses for
migrants. Additionally, utilizing new technological
developments, IOM laboratories provide drug
susceptibility testing (DST) for migrants, thereby
enabling the timely provision of appropriate
treatment. IOM is involved in the capacity-building of
local and national TB laboratory services in countries
where health assessments are carried out, generally
through the establishment of laboratories and other
facilities.
IOM laboratories participate in the Quality Assurance
Programme for DST, administered by WHO. By early
2010, most IOM laboratories were certified to perform
DST.
In 2008–2009, over 10,000 specimens were tested
and cultured for the presence of TB bacteria. Table
10 shows that out of 350 smear-positive cases,
only 177 (50%) were true positives confirmed by TB
cultures. It is also important to note that around 400
cases of TB (70% of all culture-positive cases) were
initially negative on smears and would have escaped
detection and failed to receive proper treatment
without sputum cultures.
Table 10: Acid-fast bacillus (AFB) smear and culture
sensitivity, 2008–2009
Sputum smear
Negative
Positive
Total

34

Sputum culture
Negative

Positive

Total

9,542

405

9,947

173

177

350

9,715

582

10,297
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Validity testing for AFB smear tests
Prevalence

5.7%

Sensitivity

30.4%

Specificity

98.2%

Positive predictive value

50.6%

Negative predictive value

95.9%

Digital and Tele-Radiology
In order to improve the productivity, safety, quality
and timeliness of HAPs, IOM missions are replacing
screen-film radiography with more advanced digital
radiology, by upgrading their existing set-up or
establishing partnerships with external providers
that have digital facilities. By the end of 2009, IOM
missions in Bangladesh, Kenya, Pakistan, Thailand and
Viet Nam switched to digital radiography.
The governments of resettlement countries are also
becoming more supportive of digital X-rays, which will
potentially allow for the elimination of hard-copies of
X-rays for migration health assessment purposes. This
will ultimately result in a more efficient and timely
diagnostic process.

Health Informatics and Data Management
Migration Health Informatics (MHI) refers to the
systematic application of information, computer
science and technology to migration health practice,
research and learning. MHI is integrated into IOM’s
MiMOSA, and helps MHD to standardize data
collection between missions and to create a venue
for centralized data collection at the organizational
level. These functions enable IOM to analyse and
understand patterns of morbidity related to migration
health, to aggregate data and to ensure quality control
in services. It allows IOM and receiving governments
to tailor screening tools for different epidemiological
contexts, thereby enabling receiving governments to
provide more rational screening protocols, as well as
better integration services for migrants. Additionally,
MHI allows for the continuation of health-care
provision through the electronic transmission of
relevant data prior to a migrant’s arrival in the
receiving country; this service is currently being
provided for CDC.
MHI services in IOM provide support to healthrelated activities and respond to the needs of IOM
field missions, MHD project managers, resettlement
countries and partner agencies. These services can be
divided into the following categories:

Medical Software Development and Maintenance
In coordination with the Information Technology and
Communications/Software Development Unit, MHD
Health Informatics manages the development and
maintenance of software for specific health-related
activities, from concept development and analysis of
business requirements to design, testing and roll-out. A
significant milestone in 2008–2009 was the successful
development and launch of a Web-based application
that provides comprehensive coverage of activities
within the UKTBDP in seven out of eight countries of
operation. Most other HAPs are covered by MiMOSA,
which is regularly updated to match the constantly
changing process at IOM field missions. In 2009,
operational, the data collection and reporting aspects
of about 80 per cent of MHD HAPs were covered by
corporate software applications; this coverage is
planned to be increased over the following years.
User guides, training materials and training activities
were created and disseminated concurrently with the
development of software applications to ensure the
smooth transition of the field missions to the new
software. In 2008–2009, more than 100 users from
13 IOM missions received training on using MHD
applications.
Data Management and Reporting
The availability of up-to-date and reliable data is
necessary for the timely submission of reports to
both donors and partner agencies, as well as for
MHD research and programme evaluation purposes.
To ensure the quality of health data generated

through MHD programmes, Health Informatics staff
continuously analyse MHD’s systems of data collection
and management, identifying gaps or problems, and
recommending standard operating procedures for
data collection to the field missions.
Data Exchange
Information
exchange
improves
operational
productivity and strengthens the capacity of IOM
and its partner agencies to deliver cost-effective and
timely services; it also guarantees consistency and
completeness of data. MiMOSA, IOM’s corporate
application, has an interface with the United States
Department of State Refugee Processing Center
System–Worldwide Refugee Admission Processing
System (WRAPS), which automatically provides
requests for medical services and full demographic
information for all refugees within the USRP.
Following the medical processing of refugees bound
for the United States, their medical records are sent
electronically to CDC via the automated MiMOSA
to the Electronic Disease Notification (EDN) System
interface (Figure 13).
This interface with CDC was launched in January 2008.
The medical records of more than 80,000 refugees
were transmitted in 2008–2009 via this interface,
significantly improving the accuracy of data and
the timeliness of information exchange, as well as
reducing paperwork and data entry duplication.
Within the framework of the USRP, the next step in
data exchange is the transmission of medical records
to WRAPS.

Figure 13: Data exchange interfaces between IOM and the United States (USRP, CDC)
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Health Promotion and Technical
Assistance
Health promotion and assistance for migrants
ensures the provision of and access to equitable
quality health services for migrants and mobile
populations, including migrants in irregular situations
such as trafficked persons and stranded migrants, as
well as labour migrants and host communities. IOM
supports governments to manage migration health
through research and data management so that
evidence-based advocacy and safe migration-related
health policies and programmes are developed and
implemented. This is done by building the capacity
of partners from the health and non-health, public
and private sectors, as well as migrants and host
communities themselves, which ensures sustained
delivery of comprehensive, quality health and social
services throughout the migration cycle.

Trucks travelling through the border town of Chirundu,
Zambia. © IOM 2008 - MZM0022 (Photo: Mpho Seleka)

36

MIGRATION HEALTH: REPORT OF ACTIVITIES 2008–2009

Strong affiliations with health ministries as a vital
partner can create solid, sector-wide migrant-friendly
health systems ultimately benefiting migrants and the
communities in which they live. Equally important
is active and close engagement with migrant
communities and civil society developing rights-based
and language- and culture- appropriate policies and
programmes. Public and primary health-care issues
that are addressed within this pillar include mental
health and psychosocial response and cultural
integration, emerging and re-emerging infectious
diseases, non-communicable diseases, pandemic
influenza, TB, malaria, sexual and reproductive health,
and STIs including HIV. Programme responses include
a focus on non-health issues that are important in the
context of migrants’ health, such as gender, sexual and
gender-based violence, climate change and human
rights, among others.

Migration Health in the Context of
Labour Migration and Development
Managing the Migration of Health Workers
The migration of health workers is a salient issue that
needs to be addressed by governments and other
stakeholders. Some countries seek to manage the
migration of health workers though bilateral labour
agreements, such as the agreement between South
Africa and the United Kingdom.7
A further means to reduce the impact of health worker
migration is the development of a code of conduct for
the recruitment of international health personnel.
IOM collaborates with the WHO Secretariat,
International Labour Organization (ILO), other United
Nations partners, Member States, intergovernmental
organizations (IGOs), non-governmental organizations
(NGOs) and civil society to promote the need for a
WHO international recruitment of health personnel
code of practice. IOM is a member of the WHO
Migration Technical Working Group, the Global Health
Workforce Alliance, and the Health Worker Migration
Global Policy Advisory Council. IOM participated in
the first Global Human Resources for Health Forum
held in Uganda in 2008, and hosted a satellite meeting
for members of the East African Community to share
research findings from three studies on managing the
migration of health workers in Kenya, United Republic
of Tanzania and Uganda. These studies provided
situation analyses of the migration of health workers
in the three countries and reviewed human resources
for health policies and practices in the East African
subregion. The studies recommend a multidisciplinary,
multisectoral approach to address the global human
resources for health situation, as solutions lie within
and beyond the health sector.

Mobility of Health Professionals Project8
Intra-EU and international migration of health workers
have been identified by the EU as the main factors
influencing the European workforce for health. As an
ageing population puts pressure on health systems,
the EU is examining what can be done to address
these challenges without adverse effects on health
systems outside the EU. The MoHProf project aims to
support policymaking in this field by expanding the
evidence base with comparable cross-country data on
affected professions, trends, push and pull factors, as
well as incentive and retention schemes.
The three-year project was launched in November
2008 with the German Medical Association (WIAD) as
the lead partner, in collaboration with IOM, research
institutes/universities such as the International
Hospital Federation, the Global Health Workforce
Alliance, and key professional associations at both
the European and international levels (International
Council of Nurses, European Medical Association and
World Medical Association).
In 2008–2009, IOM led research activities in six African
source countries, namely: Angola, Egypt, Ghana,
Kenya, Morocco and South Africa. Country reports
have been prepared for the macrolevel phase, and
these will be presented at a round table in Brussels
that is targeted at policymakers. Microlevel studies
are foreseen for 2010. The recommendations from
these studies will contribute to inform European
policy and planning on health-care human resources.
IOM will further support the project’s dissemination
and consultation activities through a final conference
in Brussels.

Also, in 2008, IOM (MRF Brussels and MRF Pretoria)
became part of a research consortium on the mobility
of health professionals. Funded by the European
Union (EU), the “Mobility of Health Professionals
(MoHProf)” project aims to study trends in the
movement of health professionals into, within and
out of the EU.

7

IOM (2005) World Migration Report 2005. p.333.

8

http://www.mohprof.eu/LIVE
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Integrating Health into Migration and
Development
Health cuts across all of the eight Millennium
Development Goals (MDGs). While some of the MDGs
are directly health-related, other goals are indirectly
linked to health. The linkages between poverty and ill
health, for instance, are complex. Poverty can cause
ill health; vice versa, good health as well as access to
education and a healthy environment are prerequisites
for development. Yet, particularly, the poorest and
most vulnerable populations are affected by avoidable
deaths and severe health-related impairment of their
social and economic activity. Strategies to achieve the
MDGs thus need to include the broader determinants
of health.
In response, MHD has increased its collaboration with
other service areas of IOM to ensure that health is
Migration Dialogue for Southern Africa
In June 2009, IOM organized “Migration Dialogue for
Southern Africa (MIDSA) on Promoting Health and
Development: Migration Health in Southern Africa”
in Dar es Salaam, United Republic of Tanzania, in
collaboration with the Government of the United
Republic of Tanzania, the Southern African Migration
Project (SAMP) and WHO. Government officials from
the Ministries of Health and Immigration of Southern
African Development Community (SADC) Member
States participated, as well as observers from other
organizations, with the overall objective of working
towards the implementation of WHA resolution 61.17
on the Health of Migrants.
The following are the conclusions and key
recommendations of the MIDSA workshop on
“Promoting Health and Development: Migration
Health in Southern Africa”:
Conclusions
−− Health is a basic human right and addressing the
health needs of migrants benefits migrants and
host communities alike, facilitates integration and
contributes to social and economic development
and security in the region.
−− The recommendations of WHA resolution 61.17
on the Health of Migrants are relevant and
applicable within the SADC context.
−− The development of the Draft SADC Policy
Framework on Population Mobility and
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mainstreamed and a health component is included
in all IOM service areas, including migration and
development initiatives. IOM thus provides assistance
to projects supporting the realization of the MDGs.
For example, through the project “Migration and
Development in Africa (MIDA)”, IOM aims to strengthen
the capacities of local health sector professionals in
northern Somalia through the transfer of skills and
knowledge of qualified health professionals from the
Finland-based Somali diaspora. In 2009, 19 project
participants completed short-term assignments in
Somaliland, and a monitoring mission conducted
by IOM and the Finnish Ministry for Foreign Affairs
revealed the extent of support still required within
the health services, including staffing, training,
infrastructure and supplies.

Communicable Diseases should be commended
and sustained.
−− SADC Member States need to take steps to
implement the above-noted resolution.
Key recommendations
−− SADC Member States should explicitly state
migrants’ access to health in national health
policies and implementation plans.
−− SADC Member States should promote the
inclusion of migrant health into primary healthcare reform principles and ongoing health
systems strengthening efforts.
−− SADC Member States should implement existing
SADC policies and protocols, as well as bilateral
agreements that facilitate migrants’ access to
health.
−− SADC Member States should adopt the Draft
Policy Framework on Population Mobility and
Communicable Diseases and then implement it
to ensure policy coherence in the Region.
−− SADC Member States, under the initial leadership
of the Ministries of Health, should designate
focal points responsible for establishing
mechanisms to facilitate multisectoral dialogue
and promote partnerships on migration and
health, including public–private collaborations
to provide and contribute to health services for
migrant populations.
−− SADC Member States should recommend the
inclusion of the topic of migrant health into the

agenda of the WHO Africa Regional Committee Meeting and other appropriate fora, in order to strengthen
the commitment of Member States to address the needs of migrants and their host or home communities
in the Region.
−− SADC Member States should partner with expert organizations and academic institutions to conduct research
and strengthen health information systems, in order to better inform policies, foster policy coherence and
strengthen service delivery to all, including migrants.
−− The SADC Secretariat, in collaboration with the MIDSA organizers and other partners, should take the
lead in establishing and maintaining a forum to review and discuss the implementation of the above
recommendations, and share information and knowledge on good practices.

Migration and Emerging and
Re-Emerging Infectious Diseases
Emerging Infectious Diseases
Emerging infectious diseases are those that are
newly identified, such as SARS, H5N1 Influenza A
or avian flu. As the mobility of people plays a major
role in the transmission of infectious diseases, IOM
provides technical and health promotion assistance
for migrants and host communities to address such
diseases.

private sector to address the pandemic preparedness
needs of migrants. IOM contributes to the United
Nations System and Partners Consolidated Action
Plan for Animal and Human Influenza (UNCAPAHI),
which focuses on the inclusion of migrants in national
preparedness plans, promotes migrant-friendly
information for behaviour change strategies, and
advocates for migrants’ access to pandemic influenza
health and social services. IOM is also a member of
the global inter-agency working group on pandemic
influenza, chaired by the United Nations System
influenza coordinator, and regional and national
pandemic influenza working groups.

Human Influenza and Pandemic Preparedness
IOM works in partnership with its 127 Member States,
international organizations, NGOs, civil society and the

Between 2008 and 2009, MHD strengthened migrants’
pandemic preparedness by implementing project
activities in the following countries:

Raising pandemic awareness among
border police officers in Rosso, Senegal.
© IOM 2009
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−− Asia: Cambodia, Indonesia, Lao People’s Democratic Republic (Lao PDR) , Thailand and Viet Nam;
−− Africa and the Middle East: Egypt, Kenya, Nigeria, United Republic of Tanzania and Senegal; and
−− Latin America: Costa Rica.
Activities included workshops on behaviour change, disease surveillance and pandemic preparedness for over
200 health workers, civil society members, government representatives and poultry workers who interact closely
with migrants or in cross-border areas. In addition, IOM produced awareness-raising materials including posters,
booklets and flyers, which were distributed to migrants and host community members.

A mobile car used during community mobilization on avian
influenza awareness and preparedness in Vientiane Province,
Lao PDR. © IOM 2009 - MLA0005

Raising pandemic awareness in a street market in Lao PDR.
© IOM 2009 - MLA0008
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Avian and Human Influenza Pandemic
Preparedness among Migrants and Host
Communities in Lao People’s Democratic Republic
The project “Avian and Human Influenza
Pandemic Preparedness among Migrants and Host
Communities in Lao People’s Democratic Republic”
was implemented from October 2007 to March
2009 in Phonhong District, Vientiane Province,
and in the Pakxan and Khamkeud districts in
Bolikhamxay Province. Central-level coordination
was established in Vientiane, the capital of Lao
PDR, with the National Avian and Human Influenza
Coordination Office, with regular networking with
United Nations agencies such as WHO, United
Nations Children’s Fund (UNICEF) and Food and
Agriculture Organization (FAO), and other NGO
partners such as Care International, Academy for
Educational Development and Abt Associates Inc.

IOM conducted a baseline assessment of knowledge,
attitudes and practices (KAP) on avian and human
influenza among migrants and host communities. The
baseline data was used to develop evidence-informed
behaviour change communication (BCC) materials
and interventions targeting vulnerable populations.
From January 2009 to early March 2009, the BCC
materials were used for community-based activities
in target areas in Vientiane and Bolikhamxay. A postintervention KAP was conducted in March 2009 after
completion of two months of community-based
interventions. The assessment showed positive results
and behaviour change, especially in terms of attitudes
towards hand washing. Through IOM’s advocacy
efforts, migrants were identified as one of the top five
target groups in the national strategic plan for avian
and human influenza communications in Lao PDR,
and migrants’ needs were included in the country’s
National Pandemic Preparedness Plan in 2008.

In 2008, IOM developed a training manual for
community-based implementation and tested it in
Cairo, Egypt. After further revision, it was published
in 2009 as “Introduction to Basic Counselling and
Communication Skills: IOM Training Manual for
Community Leaders and Community Workers”.
To date, the manual has been successfully used in
training activities in the United Republic of Tanzania
and Costa Rica (2009). After WHO declared an
H1N1 pandemic on 11 June 2009, the pandemic
preparedness for migrants and host community
project produced migrant-friendly information flyers
in 15 languages. Both the manual and the information
flyer can be found in the pandemic preparedness
toolbox on the IOM website: http://www.iom.int/
jahia/Jahia/activities/by-theme/migration-health/
h1n1-migrants-advisory.

Re-Emerging Infectious Diseases

A pandemic preparedness capacity development tool for
migrants and host communities that aims to strengthen basic
counselling and communication skills. © IOM 2009

Re-emerging infectious diseases are known diseases
previously considered under control, but have
reappeared or are causing an increased number of
infections. In 2008, IOM worked in various locations
and provided technical and operational support in
cases of cholera epidemics as well as in addressing TB,
which has remained a public health concern among
vulnerable migrant populations.
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Technical Assistance in Migration and
Health
In offering technical assistance on managing migration
health, IOM supports governments in responding to the
health-related challenges of migration and population
mobility. The Organization’s approach to migration
health goes beyond the traditional management of
diseases among migrants and mobile populations,
and looks at the broader social determinants of
health, such as legal status, housing and working
conditions. The main factors that negatively impact
the health of migrants and mobile populations and
their access to health services include: poverty,
stigma and discrimination, differences in language
and culture, lack of legal protection, discrimination,
social exclusion and exploitation. For this reason,
IOM emphasizes a multidisciplinary and multisectoral
approach, where different stakeholders from different
disciplines and sectors work in partnership to avoid
social exclusion and improve the health of migrants.
IOM works closely with ministries of health and other
governmental and civil society partners to build local
capacity to provide migrant-friendly health services
and find durable solutions for integrating migration
health into local policies. This technical assistance
also involves advocacy, research, and dissemination of
health-related data to provide evidence-based advice
to governments and agencies which need to formulate
policies on migration-related health matters.

Technical Cooperation on Managing Migration
Health in Kenya
Supported through the project “Technical Cooperation
on Managing Migration Health in Kenya”, and in
partnership with WHO and governments, IOM led
a number of actions during the Seventh Global
Conference on Health Promotion, which took place on
26 to 30 October 2009 in Nairobi. The conference, the
latest in a global process that began in Ottawa, Canada
in 1986, advocated for strengthened efforts in heath
promotion, and concluded with the dissemination of the
“Nairobi Call to Action”, which identified key strategies
and commitments urgently required for closing the
implementation gap in health and development
through health promotion. Participants pledged to
use available evidence to convince policymakers that
health promotion is fundamental to managing national
and global challenges such as migration.
IOM and WHO co-convened a sub-plenary session
entitled “Health Promotion: An Approach for
Improving the Health of Migrants”. The session involved
presentations from the health ministries of Thailand,
Mexico and Spain, highlighting concrete policy and
programmatic actions undertaken by governments
to reach migrants and host communities. IOM also
sponsored participation in the workshop of health
experts from the East African Community, the African
Union, and the East, Central, and Southern Africa
Health Community. In addition, IOM delivered one
of four keynote addresses on Africa Day, reminding
participants that “promotion of the health of migrants
fosters community integration and social well-being,
and contributes towards the social and economic
development of Africa.”
Key messages of the session:

Mr. Ashraf El Nour, Chief of Mission in Kenya, as
he delivers the keynote speech during the Seventh
Global Conference on Health Promotion in Nairobi,
Kenya. © IOM 2009 - MKE0328
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−− Recognize that migration is a fact of life in a
globalized society, and that migrants make a
significant contribution to social and economic
development.
−− Recognize that promoting the health of migrants
is beneficial for both migrants and society as a
whole.
−− Commit to implement the WHA resolution 61.17
on the Health of Migrants; in particular, utilize
health promotion strategies to address the social
determinants of migrant health, and facilitate
equitable access of migrants to health and social
services.
For further information, please visit: http://www.who.
int/healthpromotion/conferences/7gchp/en/

Urban Migrant Health Programme Framework:
The Eastleigh Community Wellness Centre
The Eastleigh Community Wellness Centre opened in
July 2008, serving undocumented migrants and host
communities in Nairobi with comprehensive HIV and
TB services and other health promotion activities.
From May 2009 to September 2009, a total of 14
clients were enrolled at the HIV comprehensive care
centre, including six clients receiving anti-retroviral
therapy (ART). Thirty-eight clients were on the DOTS
programme.

Financing Health Care for Migrants in Thailand

Final report of the project “Assisting Migrants and Communities
(AMAC): Analysis of Social Determinants of Health and Health
Inequalities”. © IOM 2009

Assisting Migrants and Communities: Analysis
of Social Determinants of Health and Health
Inequalities

A study that investigates current health-care financing
schemes for registered and unregistered migrants and shares
recommendations for future options for financing health care for
migrants in Thailand. © IOM 2009

To advocate for migrant-inclusive health services
in Thailand, IOM, in partnership with the Ministry
of Public Health (MOPH) and WHO, conducted an
assessment in 2009. In close collaboration with
MOPH, IOM and WHO Thailand provided technical
and financial support to the Health Insurance
System Research Office to assess existing schemes
for financing health care for migrants in Thailand,
their performance and alternatives to draw some
recommendations for MOPH to improve future health
insurance schemes for migrants.

The goal of the “Assisting Migrants and Communities
(AMAC)” project was to promote understanding and
dialogue on the links between health and population
mobility, and provide EU governments and EU
institutions with background information and guidance
to address concerns regarding migrants’ health and
access to health services. The project, which ran from
February 2008 to November 2009, was co-funded by
the European Commission Directorate-General Health
and Consumers’ Health Programme, the Office of the
Portuguese High Commissioner for Health and IOM.
Through a series of thematic workshops held over 22
months, the AMAC project provided a platform for
dialogue among the main experts and stakeholders in
the field and fostered engagement from policymakers
at all levels to tackle migration health issues and health
inequalities affecting migrant and mobile populations
in the EU.
The project culminated with the EU-Level Consultation
on Migrant Health, held in September 2009 in Lisbon
under the auspices of the Office of the Portuguese
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High Commissioner for Health and the Portuguese
Minister for Health. The Consultation gathered
over 130 governmental representatives and expert
stakeholders from EU acceding and neighbouring
countries, as well as European Economic Area (EEA)
States, the United States and Canada. Presented at
the event were 10 background papers on key migrant
health issues, other European-level migration health
projects, recent and forthcoming policy initiatives
from the European Commission, the European Centre
for Disease Prevention and Control (ECDC), WHO and
the Council of Europe, as well as the Spanish EU 2010
Presidency priorities in the field.
Conclusions from the event were compiled in a
project public report, which also described the
European policy context of the matter. The public
report and the 10 background papers produced
during the AMAC project were published in a
series. Additionally, policy handouts on each of
the papers and the public report were produced to
facilitate dissemination of the pro-ject outcomes
among targeted stakeholders. All these materials are
downloadable from the website: http://www.migranthealth-europe.org. For further information, please
contact: MrfBrusselsMigrationHealthUnit@iom.int.

Mobility and Sexual and Reproductive
Health, including HIV
Although the myth persists that migrants bring HIV
when they enter countries, evidence often shows
otherwise, suggesting that migrants can be more
vulnerable to HIV infection than local populations.
Many of the underlying factors sustaining mobility,
such as unbalanced distribution of resources,
unemployment, socio-economic instability and
political unrest, are also determinants of the increased
risk of migrants and their families to HIV infection.
Migrants who work in unregulated and informal
sectors of the economy are particularly vulnerable
to exploitation, discrimination, abuse and sexual
violence. Many migrants lack information about,
or access to, HIV prevention and related services.
Female migrants, in particular, may face multiple
vulnerabilities and gender-based discrimination at
all stages of the migration process. In addition to
potential problems in accessing reproductive health
services, migrant women can be vulnerable to sexual
and gender-based violence, particularly during transit
and in the destination country or community.
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Globally, a majority of countries have national AIDS
plans and strategies. However, specific measures to
ensure access to HIV information and services for
migrants and mobile populations are often not included
in such plans and strategies. To be effective, HIV and
AIDS responses must address the particular needs and
vulnerabilities of migrants and mobile populations
at each stage of the migration process. Effectively
addressing HIV risks and vulnerability in the context
of migration and mobility requires the joint effort of
multiple stakeholders at origin, transit and destination
communities. These include governments, employers,
host communities, civil society, migrant populations
and associations. Therefore, IOM has been working
closely with UNAIDS and other partners for many
years to improve access to HIV prevention, care and
treatment for migrant and mobile populations.

Global efforts to combat HIV/AIDS among
migrants and mobile populations
In 2008–2009 at the global level, IOM led the
development of the Global Partnership on HIV
and Mobile Workers in the Maritime Sector.
The Global Partnership is an initiative by seven
international networks and organizations: the
International Transport Workers’ Federation, the
International Committee on Seafarers’ Welfare,
ILO, the International Maritime Health Association,
the International Shipping Federation, UNAIDS and
IOM. Activities under the Global Partnership will be
implemented in close coordination with national,
regional and global initiatives on HIV prevention
among seafarers, and will contribute to a reduction
in the number of new cases of HIV infection among
seafarers. The pilot phase is anticipated to run
for three years, focusing on Filipino seafarers and
including the Port of Durban in South Africa. A draft
proposal is undergoing a series of revisions, based
on input received during the National Stakeholders
Consultation held in Manila, Philippines in October
2009, and discussions during a regional ports meeting
held in Durban, South Africa in November 2009.
In 2008–2009, IOM continued to be an active member
of the International Task Team on HIV-related Travel
Restrictions, which has called on governments to
lift HIV-related entry, stay and residence restrictions
for people living with HIV. IOM is also a member of
the Inter-Agency Standing Committee (IASC) on
HIV in Emergencies, which finalized the revision of
its HIV Guidelines in Emergencies in 2009. In 2008,
UNAIDS, IOM and ILO published a policy brief on

International Labour Migration and HIV. In addition, IOM participated in major global conferences, including the
XVII International AIDS Conference in Mexico, the International Conference on AIDS and STIs in Africa, which was
held in December 2008 in Senegal, and the International Congress on AIDS in Asia and the Pacific held in August
2009. In June 2009, in close collaboration with UNAIDS and other United Nations agencies, IOM helped organize
the Thematic Session “People on the Move” in the context of the UNAIDS Programme Coordinating Board, the
first such session related to HIV and mobile populations.

National efforts to combat HIV/AIDS among migrants and mobile populations

IOM and the HIV Working Team of the Ministry
of Public Works and Transport pre-testing HIV
training activities among young Lao women in
Bolikhamxay Province, Lao PDR. © IOM 2008 MLA0002 (Photo: Montira Inkochasan)

In 2008 and 2009, IOM implemented HIV activities in more than 34 countries, in close cooperation with national
AIDS councils, the United Nations Joint Teams on HIV/AIDS, and civil society. Project examples include the
following:
−− A culturally appropriate HIV training curriculum was developed in collaboration with the Ministry of Public
Works and Transport of Lao PDR and the Asian Development Bank (ADB), for use with road construction
workers and surrounding local communities.9
−− In West Africa, a project to reduce the vulnerability of youths to HIV and STIs and strengthen their access to
reproductive and sexual health services in cross-border communities covered 114 localities in Guinea, Mali,
Mauritania and Senegal. The project has reached close to 800,000 young people aged 15 to 24 years with
HIV prevention messages, raising their awareness of sexuality and reproductive health issues and voluntary
HIV testing.

9

See http://www.adb.org/documents/books/for-life-with-love/default.asp
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−− Through stakeholder consultation meetings,
IOM supported migrant-friendly services in
Uganda under the Joint United Nations Team on
AIDS (JUNTA) by scaling up service delivery plans
for 45 high-risk zones along transport corridors.
A study entitled “A response analysis of HIV/
AIDS programming along transport corridors
in Uganda” was launched in November 2009.
The study was undertaken at the request of the
Uganda AIDS Commission and as part of IOM’s
contribution to JUNTA in Uganda.
−− From 2007 to 2009, IOM Viet Nam and its
partners supported the implementation of
the project “Programme Review and Database
Compilation on Experience with HIV Prevention
Activities and the Infrastructure Sector”, funded
by ADB. The project complemented existing
strategies, guidelines and toolkits for HIV,
including national HIV strategies and priorities,
by providing a resource manual and database
for the implementation of HIV activities in the
infrastructure sector. The following were the key
components of the project:

An IOM Field Team performing a truck census during HIV hotspot mapping at the Kampala–Juba transport corridor in Uganda.
© IOM 2008 - MUG0004
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• a comprehensive compilation and review,
including annotated bibliography and
literature from international and national
programme agencies on HIV prevention at
infrastructure settings;
• mapping of activities of HIV prevention
in the infrastructure sector, by reviewing
existing HIV-prevention activities related to
infrastructure development in the Greater
Mekong Subregion and consolidating
experience to support similar projects in the
future; and
• the development of a resource manual
and website based on HIV-prevention
experience in the region associated with the
infrastructure sector; the manual and website
were designed to support evidence-based
awareness raising, planning, programming
and policy development.

A dramatization of women’s experiences in accessing health-care
services in Mozambique. © IOM 2008

Partnership on HIV and Mobility in Southern Africa
Since 2004, IOM Southern Africa has been
implementing the “Partnership on HIV and Mobility
in Southern Africa (PHAMSA)” programme. PHAMSA
has four distinct, yet interrelated, components, and
key achievements in 2008–2009 for each of these
components include the following:
Advocacy for Policy Development
−− In partnership with the SADC Parliamentary
Forum, IOM organized a workshop for Members
of Parliaments in the SADC Region on “Promoting
Health and Development: Migration Health in
Southern Africa”. The event was held in Pretoria,
South Africa in October 2009. The main objectives
of the workshop were to raise awareness of the
dynamics of migrants’ health in the region and
strengthen regional coordination, cooperation
and information-sharing on migrants’ access to
health.
−− Throughout 2009, IOM worked closely with the
HIV/AIDS Unit of the SADC Secretariat to develop
the Policy Framework for Population Mobility
and Communicable Diseases in the SADC Region.
Research and Learning
−− In 2009, IOM conducted a regional assessment
focusing on the HIV-prevention needs of migrants
and mobile populations in Southern Africa. This
study was commissioned by the United States
Agency for International Development and
funded by the President’s Emergency Plan for
AIDS Relief Southern Africa Prevention Initiative.
It investigated the main challenges faced by these
groups in accessing HIV-prevention services and
identified opportunities for programming.
−− In 2008, in South Africa, IOM conducted a survey
in 10 commercial farms in Limpopo Province. The
study found that farm workers, who are often
internal and cross-border migrants, are highly
vulnerable to HIV. Furthermore, the study found
evidence of the particular vulnerability of female
workers: 32 per cent of the female employees
surveyed were HIV-positive – a figure significantly
higher than the 17.9 per cent recorded for male
workers.

−− In 2009, IOM initiated a hot-spot mapping
along the Beira and Tete transport corridors in
Mozambique to obtain more information on
the lives of migrant populations and resident
populations along these corridors and their
associated health and HIV vulnerabilities.
Regional Coordination and Technical Cooperation
−− In response to the vulnerabilities faced by
seafarers and port-based communities in the
ports of Southern Africa, IOM, in partnership
with SADC, UNAIDS, ILO and Trucking Wellness,
organized the “Regional Workshop on HIV
Responses among Seafarers and Port-based
Communities in Southern Africa” in Durban,
South Africa in November 2009. The key
outcome of the workshop was the framework
of comprehensive HIV interventions for the
maritime sector, which had six components:
access to health services; social/behaviour
change communication; advocacy for policy
development; research and strategic information;
coordination, harmonization and partnerships;
and monitoring and evaluation. Cross-cutting
issues are gender, capacity-building, quality
assurance and resource mobilization.
Pilot Projects
−− Project with the Royal Swazi Sugar Corporation
in Swaziland targeting seasonal and temporary
farm workers;
−− Project with the Walvis Bay Multi-Purpose Centre
in Namibia targeting local and foreign seagoing
personnel particularly in the fishing sector;
−− Project with the Employment Bureau of Africa:
Development in Lesotho and Mozambique,
targeting mine workers and their families; and
−− Project
with
Comprehensive
HIV/AIDS
Management Programme in Zambia targeting
the mining and commercial agriculture sectors.
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This manual was primarily developed to build the capacity of
individuals and organizations to address specific gender and HIV
vulnerabilities in migrant settings. It has been designed for use
both as a train-the-trainer tool and as an “on-the-ground” tool for
facilitators in different migrant settings. It is also a resource and
facilitation guide for those working on issues of migration, gender,
HIV, sexuality, health, violence, human rights and citizenship.

A training manual that focuses on developing
capacity to address gender and HIV vulnerabilities
among migrants. © IOM 2009

The manual tries to equip participants with skills to develop
strategies and programmes that contribute to broader social
change. Although the manual has been designed with migrants
and mobile populations in mind, it can be used in a wide variety
of settings, both rural and urban – in institutions and in informal
community settings, in schools, workplaces and places of worship.
Although it is designed for the Southern African context, it can be
adapted for use globally. The manual is divided into six modules and
has two annexes, with each module focusing on a specific content
area relevant to addressing the gender and HIV vulnerabilities of
mobile workers, their families and the communities in which they
live and work. The six modules are: Connections and Migration;
Gender Socialization; Power and Privilege; Gender, HIV and
AIDS; Gender-based Violence; and Alcohol. The manual can
be purchased at: http://publications.iom.int/bookstore/index.
php?main_page=product_info&products_id=515

IOM also participates in various initiatives to improve
monitoring of the HIV epidemic, especially the link
between HIV and migration. For example, with
the support of ECDC, IOM Brussels initiated the
project “Improving Data Comparability in Migrant
Populations in the EU” in October 2009. This project
aims to improve data comparability and develop
standardized ways of recording data with regard
to HIV and migrant populations, as well as ethnic
minorities in the EU/EEA Member States. This project
will address ways of gathering HIV-related information
by examining relevant literature and conducting
key informant interviews. The first project report,
finalized in November 2009, included a discussion of
definitions in migration literature and a compilation of
approximately 1,850 references related to migration
and HIV in the EU.

Human Trafficking and Health
Human trafficking is a gross violation of human rights
and is a criminal activity that is becoming as lucrative
as the smuggling of arms and drugs. As more people
than ever before migrate, mostly in search of a better
life, an increasing number fall into the hands of
traffickers. On a global scale, the trafficking of persons
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continues to increase exponentially. Currently, there
are no reliable statistics available on how many people
have been trafficked or find themselves in a trafficking
situation on an annual basis.
The Story of Saa*
Saa is a 27-year-old Thai woman currently working as
a bartender in a Bangkok restaurant. Originally, she
came from a village 20 kms outside of Khon Kaen, a
medium-sized city in north-eastern Thailand. Saa had
been doing menial jobs in Bangkok for a number of
years when she was approached by a woman who
asked her if she would be interested in making a
considerable amount of money as a masseuse in
Bahrain. Saa said that she was very interested, as she
needed money to provide for her family. She agreed
to travel to Bahrain and pay a fee to the agent who
would organize her travel documents and air tickets.
When Saa arrived in Bahrain, she was met at the airport
by a woman and two men, who drove her directly to
a brothel where her passport and return tickets were
confiscated. The brothel owner was very aggressive
and told Saa she would have to repay approximately

300,000 baht (currently about USD 8,500) in fees – far more than the original amount Saa expected to pay. Saa
tried to argue that she had agreed to be a masseuse only and not to sell her body for sex, but her cries fell on
deaf ears. Saa was kept in slavery-like conditions and she had to provide sexual services for at least 20 men per
day. She was not allowed outside and she never had a day off to relax. After many months, Saa managed to pay
off her debt and returned to Thailand voluntarily.
Saa had an amazing ability to talk openly about her experience and had noticeably moved on with her life,
compartmentalizing this bad incident. She said that she did not want anyone to do what she had done and be
tricked the way she had been. Yet, she still encouraged others to take similar risks even though she knew of other
young women who had been in similarly bad circumstances overseas. Saa has managed to keep a very positive
attitude in life and this seems to have helped her to somehow rationalize what had happened and move forward
with her life. This is often not the case with many trafficked persons.
*Story courtesy of IOM Thailand Counter-Trafficking Unit.

As tragic as Saa’s story is, it is not unique. The health
problems of trafficked women, men and children
may be minor or severe, but few individuals emerge
from the situation unscathed. Many will experience
injuries and illnesses that are severe, debilitating and
often enduring. Abuse, deprivation and stress-filled or
terrifying circumstances are all hallmarks of human
trafficking.
The health consequences of human trafficking
are varied and diverse depending on the type of
exploitation. Many trafficked persons come from lowresource backgrounds at the country of origin, where
there is often a lack of health-care services (such as
primary health care, preventive-care immunizations,
mental health and reproductive health services), as
well as access to such services. Studies have shown
that many trafficked persons have been victims of
violence prior to the trafficking experience. Trafficked
and exploited persons often live and work on the
margins of society. They frequently experience
discrimination and neglect, and their access to health
and safety resources is restricted.
People who are trafficked face physical and
psychological abuse and violence, sexual violence
leading to sexual and reproductive health issues,
increased exposure to communicable and noncommunicable diseases, as well as psychological and
mental health conditions. Trafficked persons often do
not have access to appropriate health services, often
due to the control and coercion of the trafficker, lack
of financial resources and fear of discovery. Once out
of their trafficked situation, most will require medical
care and psychological and social support, including
dealing with stigma and discrimination. The potential
earning capacity of trafficked persons is often

negatively affected by health problems, making it
more difficult for them to improve their circumstances
when they return and reintegrate into their home
community.
Trafficked persons must be given access to
comprehensive, sustained, and gender-, age- and
culture-appropriate health care which focuses on
achieving overall physical, mental and social wellbeing. Health issues related to human trafficking
should not be considered in isolation; the socioeconomic and legal consequences should also be
taken into account. There is no “one-size-fits-all”
approach to addressing and providing health-care
services for trafficked persons. Caring for trafficked
persons means truly understanding the complex
ways that their trafficking experiences may have
affected them, providing tailored services that meet
the needs of each individual and facilitating an
enabling environment that demonstrates respect and
promotes interactive participation. Equally important
is respecting minimum standards for health care
offered. It is crucial to ensure that the rights-based
core principles of managing the health consequences
of trafficking are maintained.
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IOM has implemented this project in Hungary, Poland,
Slovakia and Romania, in close collaboration with
the national governments of these countries, ECDC
and the WHO Regional Office in Europe. Some of the
project outputs include a situation analysis report
based on primary and secondary data collection in the
above-mentioned four countries, guidelines for public
health standards for detention centres and border
facilities, and training materials for border guards and
health professionals.

A handbook with practical health-care provision guidelines for
trafficked persons. © IOM 2009

IOM and the Gender Violence and Health Centre of
the London School of Hygiene and Tropical Medicine
published Caring for Trafficked Persons: Guidance
for Health Providers in 2009. The handbook was
developed in close collaboration with a broad
worldwide group of health and human trafficking
experts and supported by the United Nations Global
Initiative to Fight Trafficking in Persons (UN.GIFT). It
offers minimum standards of care and recommends
concrete actions by service providers to provide safe,
appropriate care for trafficked persons. The handbook
is based on global best practices and aims to improve
the quality of health care for trafficked persons
worldwide. It is currently only available in English but
is in the process of being translated into additional
languages.
IOM is also addressing public health issues pertaining
to national borders and immigration detention centres.
Since 2007, IOM Brussels has been implementing the
project “Increasing Public Health Safety alongside
the New Eastern European Border Lines (PHBLM)”,
which aims to increase public health safety in EU
Member States, build border-management capacity
and support appropriate health provisions to border
guards and migrants as a fundamental human right.
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Migration Health Assistance for
Crisis-Affected Populations
Health is a crucial and cross-cutting factor in relief
and reconstruction/reintegration programmes and
a recognized priority area for IOM when delivering
services to migrants and mobility-affected populations.
IOM’s planned response to crisis situations is focused
on managing the consequences of population
displacement within a country and from one country to
neighbouring countries, as well as on the stabilization
of populations as a contribution to early recovery and
reconstruction.
IOM activities within the health realm consists of
migration health components in assisting internally
displaced persons (IDPs), refugees, third-country
nationals and other crisis-affected mobile groups and
host communities.
MHD is a member of the Global Health Cluster and
other trans-cutting and trans-cluster coordination
bodies such as the IASC Mental Health and Psychosocial
Support (MHPSS) Technical Working Group both
at the global and field levels. Conceptualized and
implemented in coordination with the Health Cluster
and other relevant Cluster partners, IOM’s health
responses to assist crisis-affected populations not only
focus on providing life-saving immediate responses,
but also on realizing social health determinants
and eventual strengthening of health and health
determinant systems.
The following are the general guiding principles in
designing and implementing migration health postcrisis programmes:
−− Humanitarian assistance must be equitable,
neutral, impartial and free of political conditions
attached.
−− It should respond to verified needs only and
should neither undermine the existing health
system nor substitute for it.
−− It should not create services or expectations
that cannot be provided or met once external
assistance is withdrawn, or create a burden on
management that cannot be sustainable.
−− Identified needs should be met through the
effective use of national resources as much as
possible, and only when necessary, through
temporary external support.

−− While providing short-term relief, it should always
and concurrently aim for the development of
the technical and management capacity and
expertise of the local system.
−− Donations and provision of medical supplies
and equipment should be relevant to needs and
comply with international guidelines for such
donations, so as not to become a burden on
health authorities.
−− Initiatives need to be based on solid scientific
justifications. They should be adequate for
the cultural, social, technical and physical
environment, and respectful of relevant
international standards and codes of conduct.
By mainstreaming these principles into the design and
implementation of its programmes targeting mobile
and/or forced migration-affected populations, IOM
in general, and MHD as a specialized department,
can positively situate its strategic approach alongside
recognized public health trends for crisis situations.
As a member of the Global Health Cluster and of
the MHPSS Technical Working Group, IOM is called
to play a strong coordination role, operate as an
implementing partner and maintain important
documentation and information mechanisms that
can serve very well the health aid response, as well as
health sector rehabilitation. Among the priorities set
by WHO through the Health Cluster approach are the
following:
−− Identify the most urgent immediate humanitarian
needs in the health sector and ensure that they
are met through effective use of national and,
where needed, external resources.
−− Assess existing health sector capacities to
address identified needs and re-establish the
national health information system.
−− Reinforce the ability of national authorities to
provide health services (primary health care,
referral and support services, and public health
services) to the largest possible proportion of
the population.
−− Identify gaps that could be met by external
support and assist national authorities in
effectively managing such support.
−− Collect/compile and analyse information
relevant for reviewing health policy and guiding
health system rehabilitation, reconstruction and
development.
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Medical consultation at an IOM fixed clinic in Kyae Chan
Chaung Pyar Village, Mawlamyinegyun Township in
Myanmar. © IOM/Piers Benatar 2008 - MMM0302

In this regard, the following programmes are
traditionally included in the list of initiatives promoted
by MHD in post-crisis situations:
−− rapid community health needs assessments
to identify gaps, available health services and
resources;
−− provision of primary and community health-care
services through mobile or fixed clinics;
−− support to local health referral systems,
facilitated transfer and hospital discharge, crossborder or international medical evacuations
to facilitate tertiary care for patients with
complicated but potentially curable conditions;
−− health rehabilitation and health system
revitalization;
−− public health and disease surveillance at the
community level;
−− provision of medical equipment, health supplies,
and kits for returning vulnerable groups,
receiving communities and local health-care
facilities;
−− mental health and psychosocial support services;
−− emergency displacement mental health and
psychosocial capacity-building;
−− psychosocial needs assessments;
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An IOM outreach team during a community health education/
promotion session at Kyaung Su Village Monastery in Myanmar.
© IOM/Piers Benatar 2008 - MMM0375

−− support to international medical teams, capacitybuilding for local health staff;
−− health care during assisted movements and
returns;
−− environmental, sanitation, mental, public health
and psychosocial-focused activities and capacitybuilding within Shelter and Camp Coordination
and Camp Management Cluster activities;
−− HIV, TB, gender-based violence and reproductive
health services, other types of care and support
for crisis-affected populations; and
−− health and psychosocial programmes within
the demobilization and integration of former
combatants.
In 2008 and 2009, IOM supported several health
responses to crisis-affected populations around the
globe.

Health Response in the Aftermath of
Cyclone Nargis in Myanmar

IOM Response to the Cholera
Outbreak in Zimbabwe

Post-Nargis Emergency Care and Health
System Rehabilitation

IOM worked in coordination with the United Nations
and local Zimbabwean authorities to combat the
deadly outbreak of cholera, which affected 31,656
people and claimed over 1,586 lives at the end of
2008. IOM responses included: case finding among
the displaced; reporting and hospital referrals;
establishment of cholera treatment centres for
returned migrants in Beitbridge and mobile and
vulnerable communities in suburban areas; and, at
the request of the Health Cluster, coordination of
the response in seven districts covering border areas
and 16 border crossings to avoid further spread of
the disease. This response included: human resource
support for cholera treatment centres; the provision
of clean water, drugs, medical supplies and non-food
items (NFIs); and health and hygiene-awareness
promotion campaigns for populations on the move,
for which 3,069 health and hygiene educators were
trained.

In the aftermath of Cyclone Nargis, which hit Myanmar
in 2008, IOM mobile medical clinics were deployed to
deliver medical care to severely affected villages in
Bogale, Mawlamyinegyun and Pyapon. IOM medical
teams in both mobile and fixed clinics conducted over
150,000 patient consultations in over 850 villages.
At the request of the Health Cluster, IOM launched
a referral and local medical evacuation common
service to ensure that patients urgently requiring
life-saving medical attention could access treatment
quickly. These medical activities were complemented
by community health education sessions, capacitybuilding of basic health staff, and facilitating donation
of medicines and supplies to township hospitals. IOM
also has reconstructed and rehabilitated Rural and
Sub-Rural Health Centres to replace clinics destroyed
or severely damaged by the cyclone, accompanied by
capacity-building of basic health staff and community
health education.

Rehabilitation of Sub-Rural Health Centres
Affected by Cyclone Nargis, funded by the
Hyogo Prefecture Disaster Relief Fundraising
Committee
With donations from residents of Hyogo Prefecture
in Japan, IOM, in cooperation with the Myanmar
MOH, reconstructed and equipped three rural
health centres, in addition to the existing health
centre in Mawlyiamyinkune Township, in line with
the Government of Myanmar’s “Build Back Better”
post-cyclone strategy. While these clinics were being
rebuilt, IOM operated fixed temporary health clinics
where doctors and nurses provided primary healthcare consultations to over 18,711 patients from over
100 villages in the surrounding areas/ townships.
The knowledge and awareness of communities and
the capacity of health practitioners must also be
supported and strengthened to ensure sustainability
and effectiveness. To this end, IOM has also provided
health education to communities surrounding the two
clinics and strengthened the capacity of MOH staff
through training courses on essential maternal and
child primary health-care topics for all midwives and
health assistants in the township.

A mother and her child at an IOM-refurbished section of a
war-torn hospital in Sri Lanka, 2009. © IOM 2009 - MLK0312
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Improving Child, Maternal and
Community Health in Aceh Province,
Indonesia
Within the framework of the Indonesian MOH’s
National Programme for Postpartum and Child
Survival or the Integrated Management of Child
Illness, IOM focused its programme on neonatal life
(0–2 months) and care of mothers after delivery. More
than a hundred (108) midwife trainers were provided
with refresher training skills and a network of trainers
was established in four districts in Aceh. These clinical
educators have subsequently trained over 1,500
midwives at the Puskesmas (primary-level health
centres), and all subdistrict level health centres were
provided with “Teknotubes” resuscitation devices.
A continuing medical education system for midwives
was established through refresher training and skills
monitoring scheduled on a quarterly basis through
the “Observed Structured Clinical Exams (OSCE)”
method. OSCE evaluates trained midwives’ skills and
knowledge through written and simulation exams
conducted for both clinical educators and Puskesmasbased midwives. These programmes were funded and
implemented in partnership with Save the ChildrenUSA, UNICEF and AmeriCares.

Assisted Medical Returns of
Discharged Patients, Outpatient
Follow-ups and Family Members in
Padang, West Sumatra, Indonesia
In response to a priority need to decongest
hospitals and thereby increase their capacity to
meet increased demand for medical and surgical
treatment of earthquake-affected patients, IOM,
in close collaboration with local health authorities,
implemented an assisted hospital discharge activity
linked to the safe transport of close to 1,100
patients (37% men and 63% women) and over 2,000
accompanying family members. The assistance
provided particularly focused on those with critical
post-traumatic injuries, the elderly and children, who
were also provided with hygiene and wound-care
kits. Follow-up step-down care for those needing
wound care, prosthesis and physical rehabilitation
was facilitated with health-care centres and Handicap
International.
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Providing Primary and Curative
Health-Care Services for ConflictAffected Communities in Northern
Sri Lanka
IOM primary health-care services in Sri Lanka include
emergency humanitarian action, post-conflict health
systems recovery, and migration health. Since the
end of the conflict between the government and
the LTTE (Liberation Tigers of Tamil Eelam or Tamil
Tigers) in May 2009, IOM Sri Lanka, in partnership
with the Ministry of Healthcare and Nutrition (MOH),
has provided emergency health-care services to over
200,000 displaced people in northern Sri Lanka. IOM
also plays a role in supporting the Sri Lankan MOH in
primary health care-related interventions in areas of
return and in IDP camps:
−− IOM has constructed, equipped and supplied 13
of the 18 Primary Health Care Centres (PHCCs) at
the Menik Farm displacement camp.
−− In coordination with the Sri Lankan MOH, the
Organization has provided more than USD
200,000 worth of medical supplies, equipment
and pharmaceuticals, as well as 10 large power
generators to supply electricity to clinics and
hospitals for primary health-care activities in
Menik Farm and areas of return.
−− IOM continues to provide 16 ambulances on
a 24-hour on-call basis in both IDP camps
and return areas. These have facilitated the
transfer of over 13,707 emergency cases to
date. The Organization has also dispatched 148
ambulances to escort convoys of returnees.
−− IOM rehabilitated two referral hospitals
in the Mullativu (Mallavi) and Killinochchi
(Mulankaville) districts to serve the needs of the
returned population, enabling the treatment of
over 18,100 patients since November 2009.
−− It supports two mobile medical clinics and
ambulance services in Mannar District (Manthai
West, Musali and Madu).
−− IOM provided USD 95,000 worth of basic
laboratory equipment to general hospitals in
Killinochchi and Mullativu districts.
−− It built a temporary rehabilitation centre in Menik
Farm for consultation, follow-up interventions
and workshops for those with war injuries and
disabilities. The centre is managed by MOH
and other partners. IOM assisted MOH with
an artificial limb-fitting programme for more
than 1,100 beneficiaries from IDP camps and
areas of return, in collaboration with the Indian
government.

IOM Sri Lanka, in partnership with the national
MOH, conducted 10 training programmes and four
workshops in 2009, involving over 200 health staff
working with IDPs and returnees. Selected examples
of workshops include:
−− strengthening
disease
surveillance
and
communicable disease prevention for medical
officers and nursing staff working at IDP camps;
−− primary trauma care training for medical officers
assigned to returnee areas in the northern Sri
Lanka;
−− planning for primary health-care development in
the north (including assisting MOH in piloting a
health record); and
−− standard operational procedures on health
responses, disaster preparedness and response.
IOM also trained more than 210 health volunteers
and NGO volunteers in basic trauma care and disease
surveillance activities. Technical support was provided
to MOH at the central and provincial levels, in the form
of six public health consultants. IOM also assisted
provincial authorities to prepare a health database of
all basic clinical needs and human resources.

Health Support for Organized IDP
Return Operations in Sudan
IOM’s return assistance to the IDPs from Khartoum
State returning to South Kordofan and South Sudan
includes a migration health programme that aims
to ensure the provision of health assistance in all
phases of migration, from points of departure to
areas of return, by providing: (a) pre-departure health
education; (b) medical screening and treatment

including referral services; (c) vaccination; and (d)
provision of medical escorts for the journey.
Movements were operationalized through land
transport and barge. Migrants transported by land
received services at medical centres established in El
Salam Departure Centre; small clinics were established
on barges to provide assistance to the returnees. All
movements were carried out with medical escorts to
provide health assistance en route.
In addition, IOM provided medical screening,
treatment and vaccination services to a total of 12,287
IDPs from Khartoum returning to South Kordofan and
South Sudan. The majority (93.5%) of IDPs were found
to be fit to travel; 44 individuals with major medical
conditions were referred to Umbada Teaching Hospital
for management.
Vaccination services were received by 10,518 IDPs
(85.6%). These services included measles vaccine
(5,596), yellow fever vaccine (9,907), and tetanus
toxoid (133) for pregnant women. A total of nine
children less than a year old received third doses of
oral polio, DPT and hepatitis vaccines to complete
their vaccination schedule.
Further, IOM, in collaboration with UNICEF and local
partners, established a pre-departure HIV and AIDS
education programme that included the distribution
of information, communication and education (IEC)
materials. Fourteen sessions on HIV and AIDS were
conducted among 3,112 adults (1,516 men and
1,596 women), while over 2,819 IEC materials were
distributed.

Hygiene kit distribution at Muntinlupa
City, Philippines. © IOM 2009 MPH0429 (Photo: Ray Leyesa)
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Assistance to Typhoon-Affected
Persons in the Philippines

migrants were developed in 2008 and 2009 for the
Middle East and Afghanistan.

In response to the typhoon that swept through the
Philippines in 2009, IOM implemented the project
“Emergency Humanitarian Relief Assistance to
Typhoon-affected Families and Communities in the
NCR and Luzon Outer Areas”. The main objective of this
project was to provide shelter support, NFI assistance
and health services to the most vulnerable families in
typhoon-affected areas in the National Capital Region
and Luzon. As part of this project, IOM operated
mobile health clinics composed of specialized doctors
and nurses to serve the most vulnerable populations
in evacuation centres, transitional sites, return
communities, flooded areas and relocation sites.
These mobile clinics provided emergency primary
health-care services, life-saving interventions through
referrals to local hospitals, health education classes to
communities and materials on sanitation, hygiene and
disease prevention. IOM also provided emergency kits
(basic household items, repair materials for partially
damaged houses and shelter materials for temporary
housing).

In 2009, a standard training on psychosocial
understanding and responses was designed for the
Estonian Refugee Commission and implemented in
Tallin. An international conference in line with the
closure of the project “Integra.Ref – Local Communities
and Refugees: Fostering Social Integration” was
held in March 2008. Representatives of the national
European Refugee Fund, along with other authorities,
organizations and experts in the sector, discussed
models of refugee integration in Europe, based on the
project’s results.

Mental Health and Psychosocial
Assistance to Crisis-Affected
Populations
IOM has been an active member of the IASC Reference
Group on Mental Health and Psychosocial Assistance
in Emergency Settings. In particular, IOM collaborated
on the drafting of IASC guidance notes in Kenya
and Jordan and several IASC tools. Moreover, IOM
hosted the IASC reference group general meeting in
Geneva in September 2008; it participated in 2009
in Copenhagen and co-chaired the IASC group in
Myanmar. Further, several tools were developed in
2008: the IOM Rapid Psychosocial Assessment Tools in
Emergency, Displacement and Return, and the IOM–
UNICEF Guidelines for Psychosocial Programming in
Emergency Displacement.
MHD’s psychosocial services provided its support
to various IOM departments in the development of
related guidelines and training tools. In particular,
several IOM staff worldwide participated in a course on
“Trauma, Resilience and Adversity Activated Growth”,
which was organized in 2008 in partnership with
the Centre for Trauma, Asylum and Refugees of the
University of Essex in the United Kingdom. Moreover,
training activities on the psychosocial components of
direct assistance to trafficked persons and stranded
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Finally in 2009, IOM, in collaboration with the
University of Essex, the Trauma Center in Athens and
a Dutch NGO, led the project “Enhancing Vulnerable
Asylum-Seekers Protection in Europe”. In 2009,
the activities of the project included assessment in
30 identification/reception centres in the United
Kingdom, Greece, Netherlands and Italy, several
steering and working groups, and the development
of ad hoc assessment tools. In 2010, the tools will
be validated and the staff of different centres will be
trained in service.
Information on IOM’s psychosocial support and
mental health projects in various countries in 2008
and 2009 is provided below:

Pakistan
IOM launched a mental health and psychosocial
assistance programme for affected populations based
on the recommendations of the Multicluster Rapid
Assessment Mission following the 28 October 2008
earthquake in Baluchistan.
The programme provided: (a) direct psychosocial
support to the population; (b) distribution of NFIs and
recreational materials for children and adolescents;
and (c) capacity-building of the health cadre on mental
health and psychosocial support in emergencies.
IOM Mental Health teams conducted 105 basic
psychosocial support sessions with 514 households,
including children and women, at the community
level. Psychiatrists supported by IOM provided clinical
services, within which 244 cases of clinically significant
mental illness, including anxiety, depression and
post-traumatic stress disorder, were identified and
managed. Local capacity-building activities included
training of community mental health workers (five
males and three females) and 10 doctors working in
Ziarat District.

Counselling activity at a displaced camp in
Eldoret, Rift Valley, Kenya. © IOM 2008

Kenya
The violence that followed the 2007 elections in
Kenya led to physical and psychological problems. In
response, IOM in 2008 and 2009 was proactive in: (a)
addressing the psychological needs of and services to
IDPs in the Rift Valley, through a psychosocial needs
assessment of IDPs in camps and host communities;
(b) providing IDPs with psychosocial support
through training and deployment of counsellors and
programmes; and (c) delivering capacity-building
activities within the Kenyan MOH (Division of Health
Promotion and the Division of Mental Health), Kenya
Red Cross Society, Ministry of Special Programmes
(Counselling Unit) and several United Nations and
NGO partners. The programme has reached a total of
120,000 beneficiaries

safe atmosphere for displaced persons to express
their response to traumatic events resulting from the
August 2008 Georgia–Russia war, gathering narratives
on displacement, a description of the displaced’s past
life in their villages of origin, the adversities they faced
during the war and during the transition period, and
their life in their new settlements. So far, about 1,250
IDPs have benefited either directly or indirectly from
this programme.

Georgia
Following an assessment of the psychosocial needs
of displaced persons in Georgia, IOM organized
a mental health awareness-raising and capacitybuilding training course in the country from February
2009 to June 2009. The “Resilience, Adversity
Activated Growth and Narrative Approach” training
was conducted for 44 primary health-care providers
from different regions of Georgia, 77 professionals
operating in the field, as well as the IOM mobile team.
The seminar provided information regarding IOM’s
psychosocial approach and was followed by fieldwork
commencing at eight IDP settlements. The programme
of psychosocial support is focused on providing a

A workshop on storytelling for children at the DARI
Recreational and Counseling Center for Families in Baalbeck,
Lebanon. © IOM 2008 - MLB0129
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Lebanon

Jordan

In Lebanon, IOM, in collaboration with the Lebanese
University, the Ministry of Social Affairs and UNICEF,
organized a one-year executive professional Master’s
Programme in Psychosocial Animation in War-Torn
Societies. A total of 31 participants graduated from the
programme in May 2008; these individuals are now
working for national and international organizations,
providing assistance to conflict-affected populations.
In addition, five are working for IOM in Egypt, Iraq,
Jordan, Kuwait and Lebanon, while six are working
with the Lebanese Ministry of Social Affairs and IOM
in establishing six regional psychosocial responses
plans for emergency preparedness. In 2009, the
teams mapped all existing provisions, and trained
712 psychologists, social workers, school counsellors,
civil protection personnel and stakeholders in
the psychosocial approach to emergencies and
coordination and response models.

Implemented in coordination with UNICEF and
10 other national and international NGOs, the
“Assessment on Psychosocial Needs of Iraqis
Displaced in Jordan and Lebanon” brought to the
fore recommendations that have been used by donor
countries worldwide for their funding policies, training
activities and analysis. The results of this project were
published in 2008. The recommendations of the
assessment served as the basis of another project that
has been implemented in Jordan since June 2009. The
project aims to integrate Iraqi and migrant students
into the Jordanian school system and is currently
run in collaboration with the Jordanian Ministry of
Education, the River Jordan Foundation, the Jordanian
Psychological Association and several NGOs.

In addition, the “Assessment on Psychosocial Needs
of Iraqis Displaced in Jordan and Lebanon”, which
was implemented in coordination with UNICEF and
10 other national and international NGOs and whose
results were published in February 2008, brought to
the fore recommendations that have been used by
donor countries worldwide for their funding policies,
training activities and analysis.
Furthermore, IOM provided ongoing support to
IDPs, returnees and resident communities affected
by the war with Israel in 2007 and the recent civil
clashes in Lebanon, through the activities of the DARI
Recreational and Counseling Center for Families. The
Center, located in Baalbeck and attached to local
Social Development Centers, offered recreational,
community mobilization, artistic, ritual and counselling
and clinical support for about 4,000 beneficiaries of
the City of Baalbeck, and training for about 300 social
workers community leaders and teachers.

The assessment results highlight the necessity of psychosocial
interventions and the challenges posed to service providers by the
first massive urban displacement crisis. © IOM 2009
A workshop on drama therapy held in Amman, Jordan.
© IOM 2009 - MJO0088 (Photo: Yasmin Khalil)
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Liberia

Indonesia

In 2009, IOM, on behalf of the United Nations Country
Team, conducted an assessment of the psychosocial
needs of former child combatants in Liberia. The report
of the assessment and relative recommendations
were endorsed by the United Nations Country Team.

Following the earthquake in West Java in September
2009, IOM collaborated with WHO, the Indonesian
MOH and the University of Indonesia to provide early
mental health detection training to primary healthcare staff and psycho-education to local community
leaders, including teachers, to enhance the system
of medical care for severely affected populations,
including work therapies.

Myanmar
In 2008–2009, IOM implemented the project
“Enhancing Community Capacity for Psychosocial
Response in the Ayerwaddy Delta” following Cyclone
Nargis and served as chair of the MHPSS working
group. Over 38,800 community representatives
and 193 trainers from 30 United Nations agencies
and national and international NGOs were trained.
Furthermore, 1,562 workshops on psychosocial
awareness and support concepts were facilitated in 856
villages. Some 170 village-based psychosocial support
volunteers in 143 villages provided ongoing support
to their communities. Street theatre performances
as part of an awareness-raising campaign regarding
psychosocial issues were well received by affected
communities. The development, publication and
distribution of 21,000 community-level handbooks
and “psychosocial house” puzzles to cyclone-affected
communities and community representatives, as well
as other IEC materials including posters, playbooks,
storybooks, and higher-level resources, were well
received by government authorities, partner agencies
and targeted communities. In addition, the IASC
Guidelines on Mental Health and Psychosocial Support
in Emergency Settings was translated into Myanmar
language for government authorities, national and
international NGOs providing psychosocial assistance
to cyclone-affected communities.

Democratic Republic of the Congo
In 2009, IOM conducted an assessment of the
psychosocial needs of IDPs and mapping of existing
services and provisions in the regions of Goma and
Kivus. An introduction to psychosocial approaches
and more specialized training in response methods
was provided to a total of 120 community leaders,
primary health-care workers, traditional healers and
secondary mental health staff.

Sri Lanka
In 2009, IOM partly funded two psychosocial centres
in Mullativu (Mallawi) District and Killinochchi
(Natanakandal) District. Support was provided for a
two-day, post-conflict mental health training for 15
medical officers and 50 counsellors. Three PHCCs
served as community centres for psychosocial
activities. These centres are where the Sri Lankan
MOH and NGOs treat people with psychosocial and
mental health needs.
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Financial Report, 2008–2009

In 2009, total expenditure for operational programmes amounted to USD 56.1 million, representing an increase
of 9 per cent (USD 4.5 million) from USD 51.6 million in 2008. The increase from 2008 to 2009 was lower by 7
percentage points than the 16 per cent (USD 7.0 million) growth recorded in the 2007–2008 period.
MHD contributed 34 per cent to the overall increase in the operational programme expenditure of IOM in 2009.
Figure 14: MHD expenditure by programmatic area, 2007–2009

The increase in expenditure, identified by
programmatic area as shown in Figure 14, was largely
due to the following:
Migration Health Assessments and Travel Health
Assistance
−− further expansion of the USRP in the Middle East
(USD 0.5 million);
−− Canada health assessment and PDMS in Nepal
(USD 0.5 million);
−− Australia health assessment and PDMS (USD 0.5
million);
−− activities of self-payer programmes bound for
the United States, the United Kingdom, and
Australia (USD 1.1 million);
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−− vaccination and surveillance-related activities, as
well as serum bank activities (USD 0.4 million);
Health Promotion and Assistance for Migrants
−− PHAMSA (USD 1.4 million);
−− pandemic preparedness programmes (USD 1.2
million);
Migration Health Assistance for Crisis-Affected
Populations
−− emergency health care for IDPs in Sri Lanka (USD
1.6 million);
−− cholera outbreak response and preparedness
in Zimbabwe (USD 1.2 million); psychosocial
response and assistance in Indonesia and
Myanmar (USD 1.3 million).

Figure 15: MHD expenditure by region, 2007–2009

Key fluctuations in activity between 2008 and 2009 ,
shown by region in Figure 15, are summarized below:
Asia and Oceania
The USD 2 million increase in 2009 was attributable to:
the UKTBDP; Australia-sponsored medical projects;
surveillance-related activities and serum bank
activities in Nepal and Thailand; and Canada health
assessment and PDMS in Nepal.
Africa
The USD 3.5 million increase was largely due to:
the expansion of USRP activities, particularly the
additional USD 1.5 million allocated in the budget for
starting the Chad operation; self-payer programmes;
vaccination activities funded by the CDC Cooperative
Agreement; PHAMSA; and cholera outbreak response
and preparedness in Zimbabwe.
Middle East
The USD 1.1 million increase was mostly due to the
expansion of USRP in the region.
Europe and CIS
The USD 0.5 million increase was mainly due to selfpayer programmes and various activities related to
Health Promotion and Assistance for Migrants.

Americas and the Caribbean
The USD 2.1 million decrease was attributable to Latin
America’s completion of a big project in Colombia,
which focused on strengthening prevention and
assistance activities in sexual and reproductive
health for children, youths and adolescents who are
beneficiaries of the National System of the Colombian
Institute of Family Welfare.
Global Support/Services
Global support/services are essential to ensure the
required quality of migration health activities and
adherence to global standards. Major components
include: health information management, financial
control, quality control/assurance, global oversight
of technical qualities (e.g. laboratory), public health
research, the management of projects implemented
at Headquarters, and reporting and evaluation.
IOM needs to ensure that appropriate technical,
financial, monitoring and support structures are in
place to keep up with growth and to enhance IOMMHD’s position as a leader that consistently provides
high-quality services.
The USD 0.5 million decrease in global support/
services expenditure was largely due to the completion
of the Migration Health Promotion and Assistance for
Migrants projects on avian and human influenza as
well as pandemic preparedness phase 1 projects.
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Table 11: Total expenditure by donor, 2008–2009
FUNDING SOURCE
Governments
United States
Australia
Sweden
United Kingdom
Canada
Italy
Switzerland
Colombia
Poland
Angola
Belgium
Norway
Kazakhstan
Croatia
Hungary
Netherlands
Japan
Republic of the Congo
Denmark
Portugal
Chile
Health Assessment Fees
United Nations
Central Fund for Influenza Action (CFIA)
Central Emergency Response Fund (CERF)
United Nations Office for Project Services (UNOPS)
United Nations Development Programme (UNDP)
Joint United Nations Programme on HIV/AIDS (UNAIDS)
World Health Organization (WHO)
Common Humanitarian Fund for Sudan (CHF)
United Nations Population Fund (UNFPA)
United Nations Children’s Fund (UNICEF)
United Nations Office on Drugs and Crime (UNODC)
World Food Programme (WFP)
United Nations High Commissioner for Refugees (UNHCR)
International Labour Organization (ILO)
World Bank
European Commission
IOM
Non-Governmental Organizations
AmeriCares
Save the Children
CARE
Family Health International
International Transport Workers Federation
Defense for Children International
SIDACTION
Private Sector
Kellogg Foundation
Fondazione Moncalme
Azienda ULSS 20 Verona
ESSO Exploration Angola (Block 15) Limited
Rockefeller Foundation
Standard Chartered Bank
Universities
University of Pecs (Hungary)
Geneva University Hospital
Asian Development Bank
Global Fund to Fight AIDS, Tuberculosis and Malaria
Other
TOTAL

2009 EXPENDITURE
Amount
(in USD)
34,115,288
23,290,375
4,087,161
2,556,441
2,119,568
554,770
368,037
287,562
244,827
159,120
123,635
108,446
77,821
64,008
51,713
26,623
(4,818)
12,935,993
5,760,476
1,689,283
947,922
921,268
891,592
470,101
374,987
138,874
118,243
100,445
59,051
33,219
10,728
4,764
1,214,720
911,605
480,623
470,013
216,180
114,596
77,854
38,022
20,000
3,345
15
115,317
72,342
36,716
6,260
26,421
26,421
15,200
33,308
56,078,964

%
61%
68%
12%
7%
6%
2%
1%
1%
1%
0%
0%
0%
0%
0%
0%
0%
(0%)
23%
10%
29%
16%
16%
15%
8%
7%
2%
2%
2%
1%
1%
0%
0%
2%
2%
1%
1%
46%
24%
17%
8%
4%
1%
0%
0%
63%
32%
5%
0%
100%
0%
0%
100%

2008 EXPENDITURE
Amount
%
(in USD)
30,053,677
58.3%
20,342,726
67.7%
3,689,956
12.3%
2,038,552
6.8%
630,580
2.1%
94,836
0.3%
225,916
0.8%
503,250
1.7%
1,785,210
5.9%
6,160
0.0%
45,302
0.2%
31,427
0.1%
17,769
0.1%
21,904
0.1%
529,267
1.8%
47,881
0.2%
32,259
0.1%
10,642
0.0%
40
0.0%
11,504,956
22.3%
5,640,034
10.9%
905,987
16.1%
858,391
15.2%
1,146,659
20.3%
851,842
15.1%
398,313
7.1%
234,768
4.2%
384,910
6.8%
222,232
3.9%
540,590
9.6%
40,949
0.7%
26,051
0.5%
22,653
0.4%
6,690
0.1%
412,433
0.8%
562,410
1.1%
595,026
1.2%
1,426,317
2.8%
1,008,003
70.7%
363,799
25.5%
30
0.0%
54,486
3.8%
164,869
0.3%
25,701
15.6%
23,403
14.2%
1,898
1.2%
94,402
57.3%
17,349
10.5%
2,117
1.3%
22,373
0.0%
17,634
78.8%
4,739
21.2%
162,748
0.3%
1,018,675
2.0%
5,001
0.0%
51,568,520
100.0%

Increase/
(Decrease)
4,061,611
2,947,649
397,205
517,890
1,488,987
459,934
142,121
(215,688)
(1,540,383)
159,120
117,475
63,144
77,821
64,008
20,286
8,854
(26,722)
(529,267)
(47,881)
(32,259)
(10,642)
(40)
1,431,037
120,442
783,296
89,531
(225,391)
39,750
71,788
140,219
(246,035)
(103,989)
(440,145)
18,101
7,168
(11,925)
(1,926)
802,287
349,195
(114,403)
(956,304)
(791,822)
(249,203)
77,824
(16,464)
20,000
3,345
15
(49,552)
46,640
13,313
4,362
(94,402)
(17,349)
(2,117)
4,048
8,787
(4,739)
(147,548)
(1,018,675)
28,307
4,510,444

Total expenditure by donor category is shown in Table 11.
Sixty-one per cent (61%) of the total funding in 2009 came from governments (MH at 72%, MA at 14% and MP at
14%), and about 23 per cent came from self-payers through health assessment fees.
Out of the USD 34.1 million total funding from governments, USD 23.3 million (68%) came from the Government
of the United States. Of this USD 23.3 million, USD 20.3 million (87%) was largely attributable to MH, followed by
MA at USD 1.8 million (7%) and MP at USD 1.2 million (5%).
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Annex 2: Migration Health Assessments:
Beneficiary Profile, 2008–2009
Figure 16: Sex and age distribution of immigrants and refugees from Asia and Oceania, 2008–2009
Immigrants					

Refugees

Figure 17: Sex and age distribution of immigrants and refugees from Africa and the Middle East, 2008–2009
Immigrants				

Refugees

Figure 18: Sex and age distribution of immigrants and refugees from Europe and the Commonwealth of Independent
States, 2008–2009
Immigrants					
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Refugees

Figure 19: Sex and age distribution of immigrants and refugees to the United Kingdom, 2008–2009
Immigrants				

Refugees

Figure 20: Sex and age distribution of immigrants and refugees to the United States, 2008–2009
Immigrants				

Refugees

Figure 21: Sex and age distribution of immigrants and refugees to Canada, 2008–2009
Immigrants				

Refugees
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Figure 22: Sex and age distribution of immigrants and refugees to Australia, 2008–2009
Immigrants				

Refugees

Figure 23: Sex and age distribution of immigrants and refugees to New Zealand, 2008–2009
Immigrants				
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Figure 24: Sex and age distribution of immigrants and refugees to other countries, 2008–2009
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mission statement
The Migration Health Department’s Mission Statement:
• Promote migrants’ health.
• Lead on migration health research, policies and management.
To fulfil its goals, the Migration Health Department endeavours to:
•
•
•
•
•
•
•
•

Advocate for migrants’ physical, mental and social health.
Deliver high-quality and comprehensive health care services to migrants and mobile populations.
Provide capacity-building and technical cooperation in migration health issues.
Respond to the changing patterns of mobility and consequent needs in migration health management through migration
policy and in collaboration with States and communities.
Conduct research to guide policymaking on population mobility health issues.
Advocate for comprehensive health policy implementation, including policy changes relevant to the various complex patterns
of migration of benefit to both migrants and communities.
Provide a forum for dialogue, consultation and learning with counterparts and partners.
Promote cooperation and coordination among stakeholders in migration health issues.

The Migration Health Department is accountable to:
• Migrants, for the provision of high-quality health services in full respect of their human rights.
• Governments, for the provision of advice on emerging migration health issues, including how to manage and research them.
• Donors, for delivering needed and cost-effective services.
• IOM, for ensuring the integration of migration health in all relevant areas of its work.

A new facility in the township of Bogale in
the Irrawaddy Delta allows IOM doctors
to treat more than 100 victims of Cyclone
Nargis daily. Most of the medical cases
are acute respiratory infection, injury and
diarrhoea. © IOM 2008 - MMM0038

The International Organization for Migration 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 work
towards effective respect of the human dignity and well-being of migrants.

MIGRATION
HEALTH:
Bhutanese refugees in Damak, Nepal waiting to undergo chest X-ray, a standard part of the health
assessment programme. © IOM 2008 - MNP0189 (Photo: Jennifer Pro)
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E-mail: MHDDpt@iom.int
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