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Executive Summary 

Objectives 

The aim of the Equi-Health project is to improve the access and quality of health care services, 

health promotion and prevention to meet the needs of migrants, the Roma and other vulnerable 

ethnic minority groups, including irregular migrants in Europe. This mid-term evaluation covers the 

project design and implementation during the period from project inception on 1st February 2013 to 

31st May 2015. It highlights strengths and weaknesses as measured by indicators and deliverables 

associated with the two separate components of the project and the eight work packages within 

them and makes recommendations for the implementation of the final part of the project and for 

longer term sustainability of activities and outcomes.  

Methods 

Methods used comprised firstly a desk review of all project documents – both public and restricted - 

made available for the evaluation, including published outputs at mid-term. The review was guided 

by objectives attached to project components and work packages and the standard evaluation 

questions of efficiency, effectiveness, relevance and sustainability, as well as more general questions 

on design and institutional arrangements. Secondly, interviews were conducted face to face or 

electronically, with the project management team, IOM country co-ordinators, senior staff at IOM 

headquarters, representatives of DG SANTE and CHEAFEA, and key stakeholders from government 

departments, academic institutions, non-governmental organisations and civil society organisations 

in countries participating in the project and from International Organisations.  

Findings 

The evaluation shows that the outcomes and outputs measured against indicators set out in the 

project proposal for the first and second years were largely efficiently achieved, with some activities 

and outputs added or advanced within the existing budget. This has been the result of a high level of 

commitment and endeavour among the core project team, assisted by some IOM country co-

ordinators and by successful partnerships with key stakeholders ranging from government officials 

to academic researchers in participating countries. Resources seem to have been employed 

strategically and cost-effectively.  Also in terms of effectiveness, as a process-oriented action, the 

project is making satisfactory progress towards its stated objectives. A central feature of the project 

is engagement and partnerships that are built and fostered among key stakeholders relevant to 

promoting the health and access to healthcare of diverse migrants, and particularly vulnerable 

migrants. For instance, developing and delivering training activities specific to migrant health for 
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health professionals and for law enforcement officers at EU borders, and supporting the importance 

of the work of Roma health mediators, can be highlighted as good practice examples. The 

development of the MIPEX health strand comparing migrant health policies across 31 EU/EEA 

countries, initiated as part of the Equi-Health project, is a successful example of co-operation and 

synergies in partnerships between researchers across diverse countries. 

The results of the desk review and comments of interviewees also brings out the question as to what 

extent these practices, thus fostered, significantly contribute towards making a difference for 

migrants as the ultimate beneficiaries, even if the primary target of the action are health authorities. 

Thus there is the question of relevance in terms of outcomes that are beneficial for stakeholders to 

address gaps and shortcomings in meeting health needs of migrants in participating countries and 

beyond, in Europe. The design and implementation of the project provides steps towards the aim of 

reducing health inequalities for migrants and Roma, and improving their health and access to 

healthcare, but the consideration of how far-reaching the activities are – even in one area of one 

country – or how sustainable in the long term, requires further reflection and stock-taking by the 

project team and the EC. Sustainability, to be attained through capacity development of key actors 

such as trainers and health mediators, requires fostering longer term interest among those actors at 

national and local levels who formulate and implement policy and practice changes. The attempts to 

encourage both the geographical spread of training packages, and move towards incorporation of 

training within existing educational and accreditation structures are welcome. However, 

contributing to setting up mechanisms for long term follow-up is also necessary. Comments of 

interviewees in the evaluation also suggest that at this mid-term stage of the project when training 

packages are still being developed, piloted and assessed, it would also be useful to reflect a bit more 

on content and delivery that would best fit the context and needs of trainees and trainers at local 

level, to ensure the most likelihood of longer term survival and impact of such training. 

At the end of two years of intensive activity in the project, including  the production of a large 

number of reports and dissemination of results at conferences, workshops and meetings, it would be 

beneficial for the project team in consultation with the EC and Member States, to set aside some 

time to reflect on how best to communicate results achieved so far – for instance from the 

situational assessment reports at EU borders, Roma progress reports and the MIPEX health strand 

briefs – in a way that has impact for future policy and research on migrant health in the EU. There 

should be a period of time at the beginning of the last phase of the project to move from an action-

based approach to an advocacy-related approach, building on concrete achievements of the project. 

Distilling and summarising key findings and messages from the reports and briefs in an easily-
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digestible, policy-oriented way for each participating country, and comparatively, is important for 

communicating findings to national governments who create and implement migrant health policies, 

and to fostering relationships between the relevant directorates in the EC – DG Sante, DG Home and 

DG Justice – as regards taking forward the migrant health agenda in Europe. This is to some extent 

planned within the amendment to the project proposed by IOM, but should be implemented early 

on rather than towards the final conference. 

Recommendations  

Recommendations arising from the evaluation are addressed to the project team, and to the EC as 

the policy maker and major funder in the EU. For the project team, as stated above, this centrally 

includes a consolidation of the achievements of the project and the demonstrable structural impact 

of the activities, to present to and discuss with the EC and MS as a separate activity in the final year 

rather than as part of the final conference. Equi-Health is a flagship project for the IOM and for the 

EC/DG Sante, and is significant in encompassing a policy area that is a nexus between the two 

central policy areas of migration on the one hand, and health on the other. Therefore 

recommendations to the EC are that there should be openness to discussion on the contribution of 

Equi-Health for the development of migrant health policy in the EU, and to how the migrant health 

agenda could be taken forward through collaboration between different directorates especially DG 

SANTE and within their several EU/EEA MS Working Groups/committees, DG HOME, DG JUSTICE – 

given that the field of migrant health overlaps several departments. The good start in this inter-

sectoral capacity encouraged by the Equi-Health project should be continued and expanded in 

relation to migrant health. The full list of recommendations is in Section 4 of the report. 
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Section 1:  Scope and Objectives 
 

The Equi-health Action Project Fostering health provision for migrants, the Roma, and other 

vulnerable groups was launched by the International Organization for Migration (IOM) in February 

2013. Its aim is to improve the access and quality of health care services, health promotion and 

prevention to meet the needs of migrants, the Roma and other vulnerable ethnic minority groups, 

including irregular migrants in Europe. The Action originates from a Direct Grant Agreement 

between the European Commission (EC)/ DG Health and Food Safety (DG SANTE) and IOM within DG 

SANTE’s Public Health Programme 2012. 

The mid-term evaluation report is Deliverable 4 of Work Package 3 – ‘Evaluation of the project’. It is 

the external evaluation covering project design and implementation during the period from project 

inception on 1st February 2013 to 31st May 2015 (28 months). 

The evaluation considers the strengths and weaknesses in the implementation of the project as 

measured by the outcomes and outputs (deliverables) and respective indicators associated with the 

separate components of the project and the 8 work packages within them, as outlined in the original 

project proposal. It assesses the success of processes – timing, resources, partnerships. It highlights 

key challenges and lessons learnt, reflects upon the amendment submitted by IOM in 2015 to the 

EC, and makes recommendations for the implementation of the final part of the project until July 

2016 and for sustaining project activities and outcomes beyond this.  

The specific objectives of the evaluation are to: 

1. Examine the progress made towards achieving the outcomes and outputs of the Action from 

project start, against set baselines and targets in each work package, and in general, 

highlighting progress and challenges.  

2. Provide suggestions/recommendations on what aspects of the Equi-Health project should be 

strengthened and improved to ensure the achievement of objectives until the end of the 

project in terms of implementation and management.  

3. Examine the continued relevance of the Action concept and design, particularly the project 

logic in addressing identified problem. 

The report is structured as follows: Section 1 outlines the scope and objectives of the evaluation. 

Section 2 describes the methods used and materials and key people consulted. Section 3 analyses 

the findings of the review of all 8 work packages against objectives, and outcomes and outputs at 

mid-term, highlighting successes as well as key challenges in project implementation. In conclusion, 
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on the basis of the various elements of the review, Section 4 makes recommendations for 

management and implementation that could strengthen the project in the remaining time period. It 

also makes recommendations towards strengthening capacity to ensure sustainability of the actions 

and outcomes beyond the life of the project. 

Section 2:   Methodology 

2.1 Evaluation methods 
a) Desk review of all project documents that were made available, including project visibility 

materials, internal narrative reports and reports from internal evaluations of activities. 

i. Original project proposal and the amendment proposed in 2015 by IOM.  

ii. Interim reports I and II 

iii. List of activities covering period 1 February – 31 May 2015 

iv. Budget reports I and II 

v. All documents covered in Annexes I and II of the interim reports 

vi. All relevant material on the Equi-Health website, including: 

a.  5 assessment reports on migrant health at the Southern EU border 

b. 7 country progress reports on the health components of the National Roma 

Integration Strategies  

vii. Other internal project documents made available to the evaluator 

a.  Training packages on migrant health for health professionals and Law 

Enforcement Authorities. 

b.  Note from mid-term project consultative committee meeting February 

2014. 

 

b) Interviews. 

i. Face to face and telephone/skype interviews with the project management team at 

IOM, Brussels and Sofia (5 interviews)   

ii. Skype interviews with IOM country co-ordinators (4 interviews). 

iii. Skype interviews with IOM senior staff in the Department of Migration 

Management(DMM), including the Migration Health Division(MHD) Geneva, (3 

interviews) 

iv. Skype interviews with key stakeholders, including from government departments in 

member states, International organisations, academic/research groups, ECDC, and 

civil society organisations (11 interviews) 

v. Tele-conference with 3 members of staff from DG SANTE and CHAFEA as co-funders 

of the project, based on their reading of the final draft evaluation report. 

Please note: views and comments of interviewees in Section 3 are not attributed to specific 

individuals by name for ethical reasons of providing anonymity. A full list of interviewees is given in 

Annex 1. 
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2.2 Data collection tools 
1) Desk review of project materials:    

1 The review of all project materials was guided by: 

a) The general objective of the project 

b) Specific objectives attached to work packages 1 – 3 (project co-ordination, dissemination 

and evaluation)  

c) Specific objectives attached to each work package within the project components I and II 

(work packages 4 – 8).  

d) The standard evaluation questions relating to efficiency, effectiveness, relevance, and 

sustainability, and programmatic and institutional evaluation questions on design and 

institutional arrangements. 

The evaluation report is structured according to the project components, and within these, 

achievement in objectives, process, outcomes, and outputs relating to the separate work packages. 

2) Interviews with project management team, staff in IOM country offices involved in the project 

and key stakeholders: 

Interviews were based on topic guides developed according to the objectives for the work packages 

and the standard evaluation questions and programmatic and institutional evaluation questions set 

out in the evaluation Terms of Reference (ToR) pre-agreed between IOM and CHAFEA/DG SANTE. 

The specific questions were targeted according to different interviewees – e.g. whether project 

management team or stakeholder, and type of stakeholder. The question template is given in 

Annexe 2.  

Section 3:  Evaluation findings  

The project activities are divided into 8 work packages. The first three work packages horizontally cut 

across the entire project. They relate to project co-ordination, dissemination, and evaluation 

respectively. The remaining 5 work packages are organised within two separate core components 

incorporating specific objectives and actions. These are: 

Component 1: promoting appropriate healthcare provision to migrants at the Southern borders of 

the EU (SEUB), thereby increasing public health safety in the EU in the longer run (work packages 4, 

5, 6). 

Component 2: Reaching the aims of Europe 2020 strategy on reducing health inequalities with focus 

on migrants, Roma and other vulnerable ethnic minority groups (work packages 7, 8). 
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 3.1 Horizontal work packages 1 – 3 (project co-ordination, dissemination 

and evaluation) 

3.1.1 Project co-ordination (WP1) (Deliverable 1 related) 

In the first year the co-ordination of the project was undertaken by a core team of three people, the 

project manager and two project co-ordinators based in the IOM offices in Brussels and Sofia, 

supported by two interns, one in each location. In the second year there was a change in the core 

project team, with the departure and replacement of one project officer. It was also negotiated 

within the budget to incorporate two of the best interns as part of the regular staff of the project, 

thus avoiding loss of expertise and aimed at ensuring better efficiency. Therefore in the second year 

there were 5 core team members, plus at least one intern at any one time, aiming via recruitment of 

a self-funded/sponsored intern, to two interns. Since the inception of the project, the core team has 

been complemented by Country Co-ordinators (CCs) in each participating country. The CCs are 

funded by the project at different ratios ranging from 10% to 100% per month depending on their 

input into project activities. Overall all the staff changes in the past two years do not appear to have 

hampered the progress of project activities. 

The enormous energy and commitment of the project team in the extent and intensity of work done 

in implementing project activities in years 1 and 2 is evident in the interim reports as well as in the 

project materials provided for this evaluation, and also as revealed in interviews undertaken with 

IOM staff and stakeholders. For example one stakeholder1 said: “The project has been managed in a 

professional manner, it has been adjusted to the schedule and under a constant supervision by IOM 

Regional Office in Brussels.”  

Three factors were highlighted by members of the project team as contributing to their 

exceptionally heavy workload. These are:  

1) the large (40%) co-funding obligations - with restricted eligibility for what is accepted as co-

funding2 - associated with the project impacting on the number of staff which meant that the team 

was involved not just in administration and creating partnerships in the different countries and all 

levels of activity in the core work packages – e.g. undertaking field visits, writing and proof-reading 

written outputs, conducting training - but also in exploring co-funding opportunities and where 

                                                           
1
 All stakeholders referred to in this report are external to the core team and to IOM. 

2
 Notably, although co-funding is part of many, if not most, EC funding, it is highest in the health sector which 

tends to be less well-funded at MS level. The constraints are moreover amplified by the limited eligibility of co 
–funding( i.e. only available for public servants salaries or direct cash transfer, rather than for example for 
financially trackable in-kind contributions, be they venues or time spent within the action, as allowed by other 
international donors). 
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successful in administering the funding often as a separate project with management and reporting 

obligations to the new funder;  

2) the fact that the whole area of migration and health is perceived as relatively new in Europe so 

that it was difficult firstly to find experts and researchers to be sub-contracted who would 

independently produce good results, and secondly to stimulate the interest of and action by key 

stakeholders;  

3) The overall economically and politically challenging climate in Europe, especially with frequent 

political changes across EU countries that made it difficult to create and maintain sustainable 

partnerships with key actors in government as changes in personnel meant re-starting contact, 

negotiations, advocacy.  

 

The evaluation also revealed that factors that contribute to the pressure on the project team are: 1) 

the project’s predominant focus on action in terms of maintaining continuous dialogue and bilateral 

and multilateral engagement to motivate a variety of stakeholders and create interest and 

partnerships to move the migrant health agenda forward; and 2) the production of a large number 

of very long outputs that were labour-intensive in supervising, editing, finalising.  

 

It is clear that a number of country co-ordinators (CCs) in the IOM offices involved in the project 

have been invaluable in facilitating access to key stakeholders, drawing on national and local 

expertise in consultations, creating partnerships in activities performed in each country, as well as in 

some cases undertaking project activities such as participating in field visits and conducting training 

themselves. It emerges in the interviews conducted for the evaluation that at local and/or national 

level, stakeholders felt they benefited from the close involvement of country co-ordinators in 

activities where prior migration and/or Roma health experience had led to the creation of local 

partnerships. One stakeholder said: “There is an excellent relationship between the co-ordinator of 

the local project and trainers, which greatly facilitates the communication.” The project manager 

pointed out that in other cases while implementation has benefited from the logistical support of 

the CCs, additional effort had to be made by the core team to build national and local partnerships in 

that specific area.  

A large number of experts and consultants across Europe have been recruited to engage with and 

provide input in different work packages in Components 1 and 2 (see below). Not all these 

associations have proved smooth or positive especially in terms of the quality of work produced, but 

the flexible approach of the project team and their unfailing hard work and support have ensured 
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that outcomes and outputs are delivered with no exceptional delay. The Co-funders DG SANTE and 

CHAFEA agreed with this assessment: they are overall “fully satisfied with the progress of the 

project”. They feel the project is going in the right direction, and it is even quicker than expected in 

reaching deliverables. 

The project activities also appear to have been undertaken in a cost-effective way within the 

constraints of EC funding criteria, for example by engaging with academic and national government 

partners to contribute services within their own institutional budgets, synergizing with others in the 

field and overall thorough careful managements of funds. In discussion, DG SANTE and CHAFEA 

raised the point that the project team/IOM have not yet fully claimed the funds due to them from 

the EC, beyond the first year. In response, the project team explained that allowed expenditure from 

the 60% co-funding of the project by the EC has yet not reached the amount they have so far 

received from the EC – that is, pre-financing and first instalment segments. As of 10 September 

2015, they have spent EUR 882, 826 of the EUR 996,450 received and expect to claim the next 

instalment by the end of 2015/early 2016. It is likely that the activities planned in the final year of 

the project including the final conference, will absorb much of the remaining budget of around 40%. 

The project team has now received formal approval from the EC regarding the project amendment, 

including the budget amendment. 

Co-ordination also involved the organisation of Project Consultative Committee (PCC), Regional 

Consultative Committee (RCC) and NCC (National Consultative Committee) meetings as planned and 

set out in the project proposal. In addition local consultative meetings were held in many of the 

countries. The report of the PCC mid-term meeting held in February 2014 incorporating feedback 

from representatives of the EC has useful recommendations on distilling key messages and action 

points from the vast amount of material generated in the project, which will be taken up later in the 

evaluation report. 

3.1.2 Dissemination activities (WP2) (Deliverable 2 related) 

A large amount of dissemination activity by the project team has taken place by the mid-term stage 

of the project. This includes the display of project visibility material on the project website 

(http://equi-health.eea.iom.int/), other IOM websites and websites of other organisations working 

on similar issues. The country situational assessment reports in WP4, and country progress reports 

on Roma health in WP7 have been uploaded on the project website once they are finalised. A 

considerable number of presentations on progress and findings in the specific components of the 

project have also been made at conferences, workshops and meetings organised by the EC, EU MS, 

international organisations, and academia, targeting a range of stakeholders. Apart from 

http://equi-health.eea.iom.int/
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dissemination of reports on findings, a documentary highlighting the work of Roma Health 

Mediators has been filmed during the intervention activities (see below) and a 5 minute trailer has 

already been shown at several venues and is available online. Dissemination activities will continue 

and be intensified in the final year of the project.  

However, it would be important for the project team in consultation with the EC and also the MS 

involved in the project, to reflect more on the most optimal dissemination strategy for this project in 

the next phase: that is, the marketing of project results in a way that brings out clear user-friendly 

key messages and provides future direction for policy and action towards improving migrant health 

through listing of targeted concrete steps. The discussion with DG SANTE and CHAFEA for the 

evaluation highlighted the following possible strategies for the final phase of the project: 

1) The Equi-Health website could be made more visible than it is at present, and could be linked 

better with the websites of other major organisations working around migration and migrant health 

in Europe. This comment was corroborated by some of the stakeholders interviewed, who were not 

sufficiently aware of the website and the outputs contained in it. 

2) The final conference could perhaps be brought forward to take place well within the next stage of 

the project, rather than at the end. 

3) It is important to present summaries as main visible outputs, and the full country level reports 

from Components 1 and 2 could be included as annexes. Evidence based tool kits that could be used 

quickly by national authorities in MS should be clearly presented, as a road map of resources.  A 

checklist of questions such as why, when, how, should be referred to in producing summary outputs.  

On the basis of the evaluation, it could be suggested that the way research findings and outputs are 

presented and disseminated in the websites of ECDC and WHO may provide good practice examples. 

For instance, the ECDC produces a series of different outputs, with different audiences in mind, on 

how countries in Europe are responding to HIV. They include technical population reports of around 

20 pages, evidence briefs targeting policy makers that are 2 to 3 page summaries of emerging key 

issues, and overview reports presenting overarching conclusions of around 10 pages.3 WHO has 

produced a short and informative video disseminated through youtube, based on the Public Health 

Aspects of Migration in Europe (PHAME) project.4 As mentioned above, while a short video has been 

produced as part of the work package on Roma Health in Component 2 of the Equi-Health project, a 

somewhat similar output may usefully result from a rapid follow up of a limited number of country 

                                                           
3
 http://ecdc.europa.eu/en/healthtopics/aids/Pages/monitoring-dublin-declaration-2014-progress.aspx  

4
 https://www.youtube.com/watch?v=7MqUTP-Dx14  

http://ecdc.europa.eu/en/healthtopics/aids/Pages/monitoring-dublin-declaration-2014-progress.aspx
https://www.youtube.com/watch?v=7MqUTP-Dx14
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assessment visits in Component 1, and production of a short documentary that might also take into 

account the current migrant health situation at the borders. 

3.1.3 Project evaluation activities (WP3) 

A strength of Equi-Health as an action project lies in the fact that evaluation of implementation is 

built into most of the activities in the core work packages. Monitoring of activities routinely takes 

place at the end of meetings, workshops, field visits and training sessions, and feedback from 

participants is systematically analysed and recorded for internal review. A positive decision was 

taken by the project team to move from using online evaluation questionnaires to paper-based 

questionnaires after the first year to reduce non-response. 

 

3.2 Core work packages 

3.2.1 Component 1 (work packages 4, 5, & 6)  

Promoting appropriate healthcare provision to migrants at the Southern borders of the EU (SEUB), 

thereby increasing public health safety in the EU in the longer run. 

Target countries: Croatia, Greece, Italy, Malta, Spain5 

 

Table 1 sets out key progress indicators at mid-term against objectives and targets. 

Table 1 

Objectives and summary of key proposed actions and deliverables and progress in Component 16,7 

Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

To increase understanding of 

the needs and priorities for 

improving migrant health in 

detention and border facilities 

in the southern EU Member 

States (WP4). 

a) Desk review of available 

information on migrant health 

at borders for each of 5 

countries. 

b) Develop and validate 

methodology and assessment 

tools for country field visits by 

Expert Working Group 

 Methodology and related 
tools developed 

 Bulgaria, as a country with 
significant increase in 
migration flows, was added 
as an extra country within 
the existing project budget. 

 All country field visits and 
interviews were completed.  

                                                           
5
 Bulgaria was subsequently included. Originally Turkey was added to the project, but withdrew in mid-2013. 

6
 Based on Interim reports 1 & 2 covering the periods 1 February 2013 – 28 February 2014 and 1 March 2014 – 

31 January 2015 respectively, and related annexes. 
7
 Actions and deliverables as yet not completed are in italics in Column 2. Outputs set out in the Evaluation ToR 

that are considered to have been achieved, are in bold in Column 3. 
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Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

(EWG)/Regional Consultative 

Committee (RCC) joint meeting 

and National Consultative 

Committee (NCC) meetings in 

each country. 

 c) Field visits to selected 

border and detention facilities 

in the six countries, involving 

project team, IOM staff in 

country offices, and a range of 

stakeholders in each 

country/region/locality. 

d) Situational Assessment 

Reports (SARs) written by an 

expert/researcher for each 

country. 

e) Validate report findings at 

NCC meetings in each country. 

  

 5 assessment reports based 
on desk reviews and field 
visits finalised and available 
on project website 
(http://equi-
health.eea.iom.int/) 
(Deliverable 5 related). 
Sixth report (Bulgaria) in 
progress. 

 Planned RCC & NCC 
meetings held, with high 
(70-80%) participant 
satisfaction ratings. An 
additional NCC meeting 
held in Portugal 
preparatory to developing 
training activities. 

 Additionally several local 
stakeholder meetings held 
in all the countries before 
and/or during field visits. 

 Increased knowledge and 
co-operation among key 
stakeholders regarding 
health of migrants in 
border areas of the EU. 

 

To enhance the capacity of 

public health authorities and 

promote mechanisms for 

systematic data collection on 

migrant health and referral 

mechanisms in detention and 

border facilities in and between 

southern EU Member States 

(WP5) 

a) Collect existing data 

collection, health assessment & 

referral procedures and 

templates at different border 

settings during field visits. 

b) Present, together with SARs, 

at second RCC/EWG meeting 

and NCC meetings to facilitate 

exchange and co-operation 

between countries on 

recommendations. 

c) Produce a report as basis for 

a harmonised data 

collection/assessment template 

at EU level. 

 Existing templates collected 
and good practices 
identified during field visits. 

 Inter-ministerial (Ministries 
of Health, Interior, Labour) 
co-operation on reception 
health processes set up in 
Italy as a follow up action 
after the field visit. Key 
stakeholders’ increased 
awareness of gaps in 
migrant health data 
collection and need for 
action at national level. 

 Report and harmonised 
template (Deliverable 6 
related) delayed to Year 3 
of project. 

 

http://equi-health.eea.iom.int/
http://equi-health.eea.iom.int/
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Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

 

To strengthen the capacity of 

law enforcement authorities 

and healthcare providers to 

ensure access to, and deliver, 

appropriate healthcare in 

detention and border facilities 

in the southern Member States. 

(WP6) 

a) Revision and adaptation of 

training materials for health 

professionals (HPs) and Law 

Enforcement Officers (LEOs) 

working at border facilities 

from a previous IOM project8 

through EWG and NCC 

meetings.  

b) Regional peer-reviewing and 

training of trainers (ToTs) for 

HPs and LEOs through co-

operation with other regional 

projects. 

c) Piloting and roll-out of 

training in 2 – 3 countries. 

 Training packages 
(involving modules on 
migration, public health 
and inter-cultural issues) 
updated. 

 Roll-out of training (e.g. 
HPs, Social workers, 
management) in more 
countries than originally 
planned – Croatia, Italy, 
Malta, Portugal and Turkey. 

 Involvement of a variety of 
health sector trainers & 
educators in training, and 
synergy with other regional 
projects undertaking 
training activities. 

 Local co-funding secured 
for training activities – e.g. 
Italy, Portugal and Malta 
have subsumed the training 
within their MoH regular 
activities. 

 Starting training activities 
for LEOs. 

 Deliverable 7 related 
(training packages) partially 
completed. 

 Increased knowledge 
among relevant personnel 
from immigration and 
health sector on migration 
health issues. 

 Increased capacity among 
key personnel from 
immigration and health 
sector to train on 
migration health issues. 

 Increased interest among 
key stakeholders in the 
region on replication of 
training models in other 
countries of the region. 

                                                           
8
 Increasing Public Health Safety Alongside the New Eastern European Border line (PHBLM) project. 
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From a mid-point review perspective, overall progress in terms of achieving the stated outcome and 

output indicators against the objectives of Component 1, is satisfactory (see pp. 19 – 20 in the 

original project proposal, and Table 1 above). A consideration of accumulated project 

documentation, presentations and reports of meetings and training activities over the past two and 

a half years attests to the extraordinary level of commitment and activity of the core project team, 

IOM country co-ordinators, and the large number of partners in each constituent country in the 

project. This is also borne out in the interviews undertaken for the evaluation. There have been 

some added elements in this component within the existing budget: notably, the inclusion of a sixth 

country Bulgaria, but also extra national roll-out trainings, NCC meetings and local level stakeholder 

meetings in some countries. Some activities, such as recording of existing data collection and health 

assessment mechanisms (WP5) as part of the situational assessment visits (WP4) were advanced. 

But there were delays in other activities such as the final production of SARs in most of the 

countries. The project team explained that, beyond the complexities, clearances required and delays 

in the organization of the field work itself, the quality of the outputs often needed improvement 

through extensive editing and peer review thus causing delay in finalising the reports, and leading to 

a heavy burden of work borne by the core project team in relation to this component, as was the 

case more generally. As an action-oriented project, this has been one of the key challenges. The 

project team has built on relations with staff in IOM country offices, local expertise and resources, 

and the good will, co-operation and participation of a variety of partners in all the countries. 

Generally the feedback by stakeholders and country co-ordinators on the efficiency of project 

implementation was positive. National and local stakeholders valued close links with country co-

ordinators. But some IOM interviewees commented that the lines of communication between the 

project team in Brussels, and country co-ordinators were not always clear or timely, leading to 

confusion and dissatisfaction among some. One interviewee said “receiving clear instructions on 

how an activity is conducted in a country matching the objective would be welcome … 

communication should be kept specific at all times.”  

The evaluation found the SARs from individual countries overall to be comprehensive documents 

assessing the existing situation and gaps in meeting the health needs of migrants – and particularly 

vulnerable migrants – at the border, within national legal and policy frameworks and border 

management processes relating to migrants. The findings and recommendations of the reports were 

validated with wide range of stakeholders during NCC and local stakeholder consultations. The 

uniform structure employed for all the reports is a strength, enabling readers to make comparisons 

between countries particularly given that the length of the reports (in some cases at around 90 
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pages) could be a deterrent to the absorption of the material in a useful way to help governments 

and NGOs implement changes. However the MIPEX health strand (WP8) provides a synthesis of the 

policy and legal framework, and within the amendment proposed by IOM, an overall analytical 

summary of all SARs is being planned. Stakeholders interviewed for the evaluation, as actors in 

migrant health enabling processes, talked more about the activities of the project - e.g. training of 

health professionals towards multi-cultural approaches - rather than the content of the reports per 

se. Where one national stakeholder did speak about content, the “collection of certain information 

that were unavailable to us before and which will help in better future monitoring of vulnerable 

groups’ health conditions” was positively viewed.  

The project manager pointed out that what are also important in this project are the process results: 

“what we really tried to do is to build engagement through NCCs”. In this sense, effectiveness is 

manifested especially in the creation of partnerships between Ministries (for example, Ministries of 

Health and Interior) in some countries, where before, lines of responsibility – public health on the 

one hand, and migration on the other – were separate. For instance, one key governmental 

stakeholder said:  

Ministry of Interior (MoI) supposed health was not a problem for migrants, what is 
important was food, where to sleep etc. But because of Equi-Health MoI pay more attention 
to health needs and they started asking Ministry of Health (MoH) to define health rules for 
assistance to people in detention centres.  

An academic partner involved in Component 1 expressed important views on the effectiveness of 

local, national and international levels of collaboration arising from extensive consultative and 

review processes: 

Many other projects have tried to involve multiple stakeholders, but only to get information. 
But Equi-Health has made a lot of effort to build collaborative capacity among different 
stakeholders in different countries, at different levels. 

These and other partnerships between national and local authorities, international organisations 

(IOs), academic experts, and Civil Society Organisations (CSOs) are immensely positive as indicators 

of relevant multi-sectoral co-operation and collaboration. 

Training materials and activities currently underway in the Equi-Health project build on the 

considerable expertise of the IOM in developing the competence of service providers to deliver 

human rights based healthcare to migrants.9 While stakeholders and IOM Country Co-ordinators 

interviewed for the evaluation were overall positive, there were some mixed responses about the 

                                                           
9
 http://www.iom.int/jahia/webdav/shared/shared/mainsite/activities/health/PHBLM-Project-Summary-Brief-

011209.pdf  

http://www.iom.int/jahia/webdav/shared/shared/mainsite/activities/health/PHBLM-Project-Summary-Brief-011209.pdf
http://www.iom.int/jahia/webdav/shared/shared/mainsite/activities/health/PHBLM-Project-Summary-Brief-011209.pdf
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importance of ensuring the competence of trainers, the content of the modules, and training 

sessions, to fit the specific and/or local context. In some cases this is already happening, but in other 

cases more adjustment seems necessary: 

In addition to the content provided by the international IOM most of the training contents 
have been drawn from existing immigration and health projects in the country … [and] based 
on a very solid knowledge rooted in the ethnographic field. Yes, they are effective. (National 
expert) 

We need to work a bit more on training materials. Longer IOM experience in this but there is 
a need to adapt and build on local training materials as well. Be more specific on some topics 
and integrate with health professionals’ own training. (IOM Country Co-ordinator) 

It is noted in this evaluation that the internal monitoring and evaluation of training on a country by 

country basis that is built into the project activities (and included in the annexes to the second 

interim report) is helpful in addressing local needs, and could be built upon to elicit more in-depth, 

nuanced comments of participants in order to ensure proper targeting of training activities.  

However, a central issue that arises in this evaluation, and highlighted by some interviewees, is the 

question of longer term outcomes and benefits of project processes and activities, especially in the 

context of fluid political situations and changing governments where key officials may leave and 

there is a need for interest to be created and partnerships to be built up all over again. In the 

training of health professionals and allied workers, and in the next phase, LEOs, there is some 

evidence of striving for expansion, capacity building on the part trainers and trainees, and enabling 

sustainability through institutional buy-in, but the feasibility of longer term continuity is not clear. 

Such concerns were expressed by an IOM interviewee: 

It is not enough to just deliver training, jump in, jump out and tick box … if we leave loose 
ends someone would expect you to tie them up and without a project and a budget it’s not 
possible … if we manage to stimulate them to create a structure that would manage itself 
then it’s much better. 

In order to create a framework for relevance, continuity and sustainability in the last phase of the 

project, the team needs to work towards addressing the strategic impact of the activities in this 

project component: what has actually been achieved or will be achieved in the form of concrete 

results, what are the significant changes for the health of migrants that could be envisaged/arise 

from the project actions for each country participating in this component of the project. This 

requires putting some time aside, away from all the activities, to reflect and consolidate, on the basis 

of material from the SARs, data collection and assessment procedures, and concrete impacts of 

training of HPs and LEOs. One aspect of this, as highlighted in Section 3.1.2,  is also to communicate 

concrete achievements and gaps in a more structured way, in short, tangible, easily digestible form, 
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for each country participating in the project. The ‘policy briefs’ mentioned in the proposal and 

interim reports as an output associated with Work Package 2 (dissemination), and highlighted by the 

representative from CHAFEA at the mid-term Project Consultative Committee meeting (February 

2014), could be adapted for this purpose, but should encompass results and achievements arising 

from the SEUB component as well as the envisaged priorities and recommendations. What has been 

achieved, and what could be taken forward, could then form the basis of learning points for other 

countries in Europe faced with large migration flows. The production of a summative analytical 

report on health and the reception process including information from other EU member states to 

be presented at final project conference, is included in the amendment to the original proposal that 

the team has submitted to the EC. However, the main stated dissemination of this report at the final 

conference should be of lesser priority than employing it, within the final year of the project, as a 

basis for discussion with the EC and with national and local governments and NGOs, on moving the 

European agenda on migration and health forward. The general comments of interviewees in DG 

SANTE and CHAFEA as regards dissemination, stated in Section 3.1.2 , are in line with the 

recommendations of this evaluation as regards the nature and form of outputs in this Component 

that would be most beneficial to MS, national and local stakeholders, and on behalf of migrants and 

ethnic minorities. 

The Equi-Health project has largely been successful in tapping into and creating partnerships with 

other projects tackling similar themes in the area of this component - for example with European 

Refugee Fund (ERF) funded project on health and detention10 undertaken by Uppsala University, and 

also the MEM-TP11 project in relation to training of health professionals. One project partnership 

that has been somewhat challenging in implementation is with the WHO project PHAME12, despite 

the efforts of the Equi-Health team to create synergies and avoid duplication of assessment. While 

some of these mis-communications and overlaps are been dealt with at present, with for example 

greater participation activity in country assessment visits (e.g. assessment visits to Croatia and 

Bulgaria), it would be helpful in the next phase of the project, and beyond, to strive for a firmer 

understanding of the different areas of expertise that IOM and WHO bring to migrant health and to 

combine the multi-sectoral strengths of the Equi-Health project with the public health expertise of 

the WHO project to provide assistance to national and local governments and health authorities. As 

a stakeholder pointed out “there is a need to find a mechanism to make this work” for the sake of 

                                                           
10

 http://www.kbh.uu.se/Research/international-maternal-and-reproductive-health-and-
migration/Projects/Daily-life-and-wellbeing-for-irregular-immigrants-in-detention-centres/?languageId=1  
11

 Training packages for health professionals to improve access and quality of health services for migrants and 
ethnic minorities, including Roma http://www.mem-tp.org/?lang=es  
12

 http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/phame-newsletter  

http://www.kbh.uu.se/Research/international-maternal-and-reproductive-health-and-migration/Projects/Daily-life-and-wellbeing-for-irregular-immigrants-in-detention-centres/?languageId=1
http://www.kbh.uu.se/Research/international-maternal-and-reproductive-health-and-migration/Projects/Daily-life-and-wellbeing-for-irregular-immigrants-in-detention-centres/?languageId=1
http://www.mem-tp.org/?lang=es
http://www.euro.who.int/en/health-topics/health-determinants/migration-and-health/phame-newsletter
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migrants, to provide the support they need. Similarly, the on-going co-operation between Equi-

Health and ECDC and WHO on developing a framework for monitoring migrant health, and 

specifically the proposed input of Equi-Health expertise into the ECDC action for developing 

guidelines for infectious disease screening of migrants, would be a tangible outcome in terms of the 

development of concrete tools that could be used across EU MS.  

It is encouraging to see that more recently the project team has harnessed the experience and 

expertise of other global IOM health initiatives and with IOM Integrated Border Management (IBM), 

for example in building synergies with IOM projects in Africa in preparing a training package for LEOs 

and border officers. Global (that is, beyond the EU) partnerships and mutual learning from good 

practices can be of benefit and should be pursued where possible in the next phase of the project 

with support from the respective country missions and IOM headquarters. 

 

3.2.2 Component 2: Reaching the aims of Europe 2020 strategy on reducing health 

inequalities with focus on migrants, Roma and other vulnerable ethnic minority groups 

 
Target countries for Work Package 7: Belgium, Bulgaria, Croatia, Czech Republic, Italy, Romania, 
Slovakia, and Spain 
Target countries for Work Package 8: 30 countries (EU/EEA) 

 

Table 2 sets out key progress indicators at mid-term against objectives and targets. 

Table 2 
Objectives and summary of key proposed actions and deliverables and progress in Component 

213,14 

 

Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

To support national authorities 

in monitoring, sharing and 

strengthening national 

approaches to Roma health in 

the EU (WP7) 

a) RCC/EWG/NCC support 

development of a template for 

multi-stakeholder perspective 

progress reports on health 

components of EU National 

Roma Integration Strategy 

(NRIS) and other national Roma 

 Research undertaken for 
the progress reports and 7 
reports on-line on Equi-
Health website, and 
discussed with national 
stakeholders on health. 

 A regional intervention on 
‘Health Mediation and the 

                                                           
13

 Based on Interim reports 1 & 2, covering the periods 1 February 2013 – 28 February 2014 and 1 March 2014 
– 31 January 2015 respectively, and related annexes. 
14

 Actions and deliverables as yet not completed are in italics in Column 2. Outputs set out in the Evaluation 
ToR that are considered to have been achieved, are in bold in Column 3. 
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Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

health strategies in 6 EU MS 

with high percentage of Roma 

nationals (Bulgaria, Croatia, 

Czech Republic, Romania, 

Spain, Slovakia) and 2 MS with 

high percentage of Roma 

migrants (Belgium, Italy). 

b) Production of the 8 reports 

on the basis of desk reviews 

and in-country key informant 

interviews, and validation by 

NCCs and in other national 

meetings. 

c) 4 country level case studies. 

In the proposed project 

amendment this is modified to 

a regional multi country 

initiative.  

Roma’ was developed and 
two study visits conducted 
with funding from the 
Belgium government, one 
in Bulgaria and one in 
Belgium/France. 

 Documentary, as an 
additional action, to 
highlight the added value of 
health mediation 
programmes and to 
advocate for their 
sustainability produced, 
and trailer released. 

 Consultation on creating a 
web-based communication 
platform to facilitate 
exchanges between health 
mediators initiated. 

 On-going co-ordination and 
collaboration with other 
related organisations’ 
projects – e.g. Roma focal 
point at WHO EURO, 
Council of Europe 
CAHROM, Open Society 
Institute. 

 Increased knowledge of 
key stakeholders on the 
national progress in the 
field of Roma health as to 
planned in respective 
strategic documents 

 Increased regional 
collaboration on a priority 
topic. 

 Findings from progress 
reports validated and 
national and EU-level 
recommendations 
prioritized 

 Deliverable 8 related 
(reports, case studies & 
regional intervention) 
partially completed. 

To support the development of a) 30 countries briefs on  Questionnaires completed 
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Objectives Actions and deliverables (as 

set out in the project proposal) 

Progress and achievement at 

mid-term  

(1 February 2013 – 31 May 

2015) 

a harmonized EU approach for 

access to and appropriate 

provision of healthcare for 

migrants and ethnic minorities 

(WP8) 

migrant health in the original 

proposal modified during the 

course of the action into the 

development and completion 

of MIPEX health strand 

questionnaires and reports on 

national legal and policy 

frameworks on migrant and 

ethnic minority health in 31 

countries, in collaboration with 

the COST-ADAPT network. This 

modification is formally 

included in the amendment to 

the proposal. 

b) Thematic study on cost of 

non-provision of healthcare to 

irregular migrants, to feed into 

consensus guidelines on 

irregular migrant health. 

 

& MIPEX health strand 
country results launched & 
published. 

 Country reports in 
progress. 

 Increase in knowledge 
among key stakeholder 
and between MS on 
migrant health policies. 

 Deliverable 9 related 
(MIPEX health strand 
reviews) & Deliverable 10 
(consensus guidelines on 
irregular migrant health) 
partially completed. 

 

-  

 

3.2.2.1 Work package 7 relating to Roma health action 

The objective as set out in the project proposal is to raise awareness of countries with a high 

percentage of Roma nationals and those with a high percentage of Roma migrants with regard both 

to prioritising their health and access to healthcare within the National Roma Integration Strategy 

(NRIS) and other national programmes within the EU framework on Roma initiatives; and to support 

the countries in developing initiatives and interventions to improve Roma health. There is evidence 

of efficiency and effectiveness in activities and outputs in the project that strive to meet this 

objective. The majority of reports recording detailed evidence on progress at country level in 

implementation of the NRIS and other programmes in relation specifically to health, have been 

produced, placed on-line and findings and recommendations discussed with representatives of 

national governments (notably Ministries of Health), NRIS focal points, international organisations 

(e.g. WHO) working around Roma issues, CSOs and academic researchers and NGOs. DG SANTE also 

confirmed the usefulness of the additional information brought out through the Roma Health 

component of the Equi-Health project, for sharing information with national ministries. The work on 

an intervention to support health mediation for Roma and set up a network of health mediators and 
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a platform to facilitate exchange between Roma health mediators in Europe is a positive, relevant 

development, as comments from stakeholders interviewed for the evaluation show. For example: 

Health is often forgotten … the initiative has created an opportunity to make integration 
strategy on health easier to implement. Strengthens the link between NGOs and the State. 
 
Exclusion of Roma is communicated to healthcare institutions through mediators … There is 
impact through interactions between mediators and hospitals. The government is not going 
to do a lot about it. 

 

At the same time stakeholders who are very closely involved with Roma health issues and challenges 

in the countries targeted in the project, and who were interviewed for the evaluation, had some 

important concerns about the effectiveness and significantly, sustainability of the project actions 

planned and undertaken. The first relates to implementation. The study visits and meetings involved 

a range of actors including health mediators in different countries and relevant government and 

NGO and CSO representatives. Linguistic issues were highlighted as negatively affecting the 

participation of community health mediators who were key to these activities. Resource heavy 

strategies such as providing interpretation and translation into multiple languages is challenging 

within the cost framework of the Equi-Health project, as the project manager pointed out, but that 

efforts were made to mitigate this and individual interpretation was always provided to mediators. 

The challenge however, is, at times, augmented by the lack of confidence of mediators to speak out 

in mixed audiences. Both the project team and some stakeholders are attempting to address some 

of the shortcomings in communication – for example by organising separate break-out sessions for 

mediators to speak to each other with adequate language support, and then bring back issues to be 

discussed in the larger group. However these communication challenges also highlight questions 

around longer term relevance and sustainability of a health mediators’ network and also of the idea 

of developing a web-based forum as currently discussed among co-ordinators of health medication 

programmes and mediators themselves. One national level Co-ordinator pointed out that trying to 

set up a network that is web-based is a challenge to ensure each organisation’s involvement in 

developing such a platform. There is a need to provide updated information on mediators’ contact 

details. “It is bureaucratic and none of us want to do it, but it’s important … not sure about unity to 

achieve this.”  

 

Another significant question around relevance and sustainability is to what extent are Roma 

migrants and national Roma groups directly benefiting from the actions as set up or planned. There 

is a degree of scepticism among stakeholders interviewed regarding concrete impact of project 
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activities on improving health of Roma per se: “has it improved healthcare for them? Not as yet”. 

Another stakeholder said: 

“Researchers cannot solve Roma problems … need to address why we haven’t changed the 
situation … would like to address what the health of Roma people is like in different 
countries, what are the social determinants, what actions have been taken, then compare 
the processes in different countries, what worked and what didn’t.” 
 

These comments highlight what is a significant recommendation of this evaluation in addressing how  

the project actions and outcomes can contribute towards the ultimate goal of improving Roma 

communities’ health and access to healthcare, even if the project’s primary target are health 

authorities and the main objective fostering health provision. Commendably the progress reports set 

out gaps and challenges, and provide examples of good practices in the different participating 

countries. There is a need to distil the findings, activities, and dialogue engendered in the course of 

this work package in a succinct and targeted way to stimulate national governments and the EC to 

fund and organise concrete programmes to improve Roma health. In this context, the proposal in 

the amendment of the project team not to continue with a second set of country progress reports 

planned in the original project proposal, and instead use the allocated funding for a few concrete 

case studies/actions is welcome. On the basis of specific comments of stakeholders interviewed for 

the evaluation, one or two case studies on particular problematic themes could be suggested and/or 

developed further from current thinking, for the next project phase – such as access to and uptake 

of vaccinations or pre-natal care, with monitoring of indicators across countries and a health 

mediator intervention with the collaboration of primary care/hospital staff and regional/national 

health authorities. 

 

3.3.2.2 Work package 8 on EU level harmonising of approaches to healthcare provision to migrants 

and ethnic minorities 

Some of the work on WP8 has been undertaken earlier than was planned and in a different aspect to 

what was originally proposed. The original proposal indicated 30 country briefs to be produced for 

policy makers. The amended action, pre-agreed with CHAFEA/DG SANTE,  is the result of a tripartite 

collaboration, initiated by IOM, between the Equi-Health project, the COST-ADAPT network of 

researchers across Europe, and the Migration Policy Group (MPG) to collect and publish data on 

migrant health policies across 31 EU/EEA countries as an additional strand of the MIPEX index in 

order to disseminate the information collected more widely and to draw attention of policy makers 

to the importance of health as a part of integration. It is recognised in the evaluation that a very 

successful outcome has been achieved in terms of the completion of the health strand to a rigorous 

standard, and in the publication of the results, despite challenges that both the project team and 
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stakeholders involved attest to, that cropped up in the process. These challenges include extensive 

negotiation between partners to reconcile divergent organisational requirements (e.g. MPG required 

data to be collected in other countries not directly covered by Equi-Health in the core work 

packages) and budgetary constraints within the partnership that led to the project team having to 

cope with an increased workload within the budget. A particular conceptual challenge in developing 

the health strand questionnaire was that there was no precedent for this exercise even though the 

foundations as a bench mark, had been laid in previous CoE recommendations. This resulted in time-

consuming and labour-intensive revisions to several versions of the questionnaire to make it as 

robust as possible, making allowance for the widely differing conditions across different countries in 

Europe and to ensure compatibility with the standard MIPEX format. The longitudinal nature of 

MIPEX meant that subsequent revisions after the first round could not be made as this would affect 

the comparability of measurements. Operationally the Equi-Health team found it challenging to 

recruit 31 researchers in different countries, especially given that in some countries the migration 

and health research field is not that developed. However, as one team member said, “it’s a beautiful 

example of co-operation, synergies, and the optimisation of partnerships.” And a stakeholder 

commented: 

I feel the three-way collaboration between IOM, MPG and ADAPT has been highly successful 
… Results have been very satisfactory and the wealth of data obtained has surpassed 
expectations, both in quality and quantity. 

At a policy level, this activity has the capacity to bring different parts of the EC institutions together 

in moving forward the migrant health agenda in Europe, as MIPEX is funded by DG Home, and Equi-

Health is funded by DG SANTE. It can also be seen as a contribution towards the longer-term 

sustainability of the actions of the project, and arguably towards improving the health of migrants 

where indications of desirable policy change are accepted and undertaken at national levels in the 

MS. In this context, a comment by DG SANTE and CHAFEA for this evaluation is on the importance of 

ensuring that MIPEX recommendations, particularly for countries not in Components 1 and 2, fit into 

the legal frameworks of countries to provide the best chance for them to be taken forward: “The 

final reports should be drafted on the basis of language that matches the national legislation 

concerning provision for migrants … in addition the final reports should indicate activities that at the 

national level can be implemented.” It was suggested that a way forward is by eliciting feedback 

from national authorities before finalising the reports. This process would ultimately enable the EC 

to provide a document to national authorities to try to raise the policy profile of the initiatives. 

One of the remaining activities in WP8 – i.e. the thematic study of the costs of non-provision of 

healthcare for irregular migrants in 4 EU MS undertaken with a partner research organisation is in 
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progress. There is synergy between this activity and the outcomes of the added questions on 

healthcare policies for irregular migrants and asylum seekers in the MIPEX health strand 

questionnaire, both of which will feed into the Consensus Guidelines for providing healthcare for 

irregular migrants that will be developed in Year 3 of the project. These elements of WP8 can only be 

evaluated in the final project evaluation. 

Section 4:  Conclusion and Recommendations 

Equi-Health is a flagship action within the migration and health department in IOM and with the co-

funder EC/DG SANTE and CHAFEA. It encompasses a policy area that is a nexus between two central 

policy areas – migration on the one hand, and health on the other. Working within the framework of 

migration as a social determinant of health it draws on and benefits from the multi-sectoral 

experience, expertise and partnerships built up by IOM. A project such as this must develop a 

capacity through its activities and results to influence policy change and policy development in 

reducing health inequalities for the diverse categories of migrants in Europe and providing them 

with appropriate healthcare services. 

In terms of efficiency the project has been successful so far. In the first and second years the 

plethora of activities scheduled as part of the core work packages have been for the large part 

accomplished with relatively little delay and within the budget (see Tables 1 and 2). Resources seem 

to have been employed strategically and cost-effectively. This is largely to the credit of the core 

project team, supported by IOM Co-ordinators in countries where the project has been 

implemented. There is evidence of an extraordinary extent of endeavour in: project administration, 

participating in assessments and other field activity, and creating and fostering partnerships with 

myriad key players in health and other sectors at international, national, regional, and local levels. 

 

In terms of effectiveness, as a process-oriented action, the project is certainly making satisfactory 

progress towards the stated objectives, as also remarked on by the co-funders DG SANTE and 

CHAFEA. It is a central feature of the project that engagement is fostered among key stakeholders 

relevant to the health of migrants, and that partnerships are created between different sectors. In 

particular, the training activities for health professionals and arguably even more importantly for law 

enforcement personnel at EU borders, and the work done towards supporting the growth of a Roma 

health mediators’ network can be highlighted as good practice examples.  
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On the other hand there is a question of to what extent these practices, thus fostered, significantly 

contribute towards making a difference for migrants. This is also a question of relevance – i.e. for 

whom are the project actions relevant? A stakeholder involved in Roma health mediation 

interviewed for the evaluation said that the strength of that component of the project is in trying to 

create opportunities for people who work with Roma migrants to do their job better but that “the 

problem of migrant health is somewhere in the future.” The design and implementation of the 

project provides steps towards the aim of reducing health inequalities for migrants and improving 

their health and access to healthcare, but the consideration of how far-reaching the activities are – 

even in one area of one country – or how sustainable in the long term, requires further reflection 

and stock-taking by the project team, together with the EC and relevant national and local 

authorities in MS.  

 

In the discussion about the evaluation findings, DG SANTE and CHAFEA representatives stressed that 

it is important for the project team and IOM to “motivate MS to integrate their own approach so 

that the initiatives/processes could sustain themselves alone”. Sustainability can only be attained 

through capacity development of key actors – e.g. trainers, health mediators – and this requires 

close monitoring and evaluation so as to move towards improved outcomes for the health of the 

migrants who are at the receiving end. The attempts to encourage both the geographical spread of 

training packages - as in the case of Italy, in collaboration and with co-funding by the Italian Ministry 

of Health; in Malta where the Equi-health training is being subsumed within the Ministry of Health’s 

regular work and funding;  and in Portugal where MoH is also a co-funder - and move towards 

incorporation of training within existing educational and accreditation structures, are welcome. NCC 

processes and facilitating communication and joint working between ministries of health and 

interior are positive developments, as also recognised by the EC.  However, contributing to 

discussion on setting up mechanisms for long term follow-up is also necessary. 

 

After such a busy two years, the project team in collaboration with the EC needs to set aside more 

time think about how best to communicate the results that have been achieved in a way that has 

impact for future policy and research on migrant health. It may not be enough just to carry on 

dissemination activities through the publication of reports and participation in international and 

national workshops and conferences, as has largely been the case so far. Particularly as many of the 

major activities are now complete or nearly so, a period of time in the last phase to move from an 

action-based approach to an advocacy-related approach, a move from a ‘good practices’ dimension 
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to a ‘policy advocacy’ dimension15, building on concrete achievements of the project, is imperative. 

For this, thinking could be based around questions such as:   

- To what extent has knowledge about, and practices in relation to, access to healthcare 

improved for different groups of migrants through project actions, and what are the 

pathways through which this could be pursued and applied after this project?    

- What are the partnerships created through the action that have made change in the migrant 

and Roma health field, and how can these be continued and strengthened?  

- What are the concrete mechanisms, tools that could be taken forward from the project 

action and the project’s collaboration/partnership with other organisations? 

 

Answers to questions such as these – on the basis of a consolidation of what has been achieved from 

the SARS, training activities, Roma progress reports and field visits, the MIPEX health strand - could 

be presented to the EC through relationships that are being created between different sectors – e.g. 

DG SANTE, DG HOME, DG JUSTICE - partly through the actions of Equi-Health. Through MIPEX for 

example, Equi-Health addresses the health needs of migrants through all stages of their residence in 

receiving countries in Europe, and not just ‘public health crisis management’ relating to large 

migrant flows at the borders. This holistic approach to migrants is a real strength of the project and 

should be capitalised more in terms of advocating - with the EC and MS - for health policy on 

migrants who are very much part of the fabric of the societies they come to live in. 

 

Recommendations 

a) Recommendations for the project team  

1. Set aside a designated, significant amount of time over the next few months to step back 

from all the project actions in the core work packages and all the dissemination activities 

that have been undertaken over the past two years, so as to enable a period of reflection, 

consolidation and discussion on what has been achieved on the ground and what structural 

impact the activities have had. Within existing project parameters, the current situation that 

Europe is facing with mass movement of migrants, provides a major opportunity to reflect 

on strategies for continued interaction with MS. 

 

2. Produce short, policy-related briefs and/or other outputs based on findings from each 

country participating in the project. These outputs should highlight concrete achievements 

of the strand(s) of the project implemented in each country and suggest ways to take 

                                                           
15

 See Annexe 3 for recommendations for the next phase of Equi-Health by Prof David Ingleby that develops 
this theme. 
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forward the migrant health policy and practice agenda. The individual, easily digestible 

outputs would then provide a comparative framework in terms of what has been done in 

each country, what has/has not worked, and lessons learnt, which could be presented to 

and discussed with the EC and MS. This should be done as a separate activity and not as part 

of the final conference. 

 

3. Re-connect with partners who have made significant positive changes to migrants’ access to 

healthcare within their countries and/or local area over the past two years. This could be 

done with the active involvement of IOM country co-ordinators. Discuss with the 

stakeholders which changes can be sustained, strengthened, and broadened in scope and 

geography, and set up a plan that can be submitted to a funder at national or international 

level. 

 

4. The positive connections and collaborations that have been created with other migrant 

health related projects in the EU should be extended - with support from IOM Headquarters 

- in a systematic way to more global connections and sharing of lessons learnt in other 

continents and countries – e.g. in Africa, Asia, South and North America. IOM country co-

ordinators in other parts of the world who are working with national governments on 

migrant health are a useful focal point.  

 

5. Strengthen the community health aspects of the project actions – training activities, health 

assessments, data collection -  in relation to all parts of the project, not only the Roma 

health component. In this synergy with other EC funded projects could be continued.16 For 

instance, training of health professionals could be more inclusive of primary care providers 

dealing with disadvantaged ethnic minorities (migrants and their children) established within 

local communities, as well as visa over-stayers. Learning from other parts of the world could 

also include broader community health approaches relating to chronic diseases and uptake 

of screening. Where such a broader consideration of migrant and minority health is recorded 

in current project outputs, they should be clearly highlighted. 
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 http://www.mem-tp.org/  

http://www.mem-tp.org/
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b) Recommendations for the EC (DG SANTE and other policy makers and funders) 

1. During the next phase of the project the EC should be open to discussion with the project team 

and IOM more generally on what has been achieved by Equi-Health, what it means for the 

development of policy, and how future plans on collaboration and funding could be shared 

between different departments – e.g DG SANTE, DG HOME, DG JUSTICE – given that the field of 

migrant health overlaps several  EC directorates. The good start in this inter-sectoral capacity 

encouraged by the Equi-Health project should be continued and expanded in relation to migrant 

health, given also the current situation in Europe.  

 

2. The EC (DG SANTE, CHAFEA) could take a more active role in bringing together key implementing 

organisations in Europe during consultative processes in moving forward the migrant health 

agenda, to ensure that research and action programmes that are related to each other (e.g. 

public health and community health) support each other from the outset thus avoiding the 

organisations setting up as competitors and duplicating efforts.   
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Annexe 1 

List of interviewees 

IOM Equi-Health project team, incl. IOM country coordinators/offices involved in 

the project 

o RO MHD Brussels team: Roumyana Petrova-Benedict, Marina Rota, 

Isabelle Beauclercq (all interviewed separately) and  Mariya 

Samuilova, Milen Petrov (located at IOM Sofia) 

o IOM Italy, Migration Health: Rossella Celmi 

o IOM Croatia: Ivan Pitesa 

o IOM Greece: Maggie Lazaridi  

o IOM Portugal, Marta Bronzin 

 

IOM  

Headquarters, 

Geneva 

Department 

of Migration 

Management 

DMM 

Migration Health Division (Director of MHD, within DMM):  Davide 

Mosca 

Migration Health Division (MHD, within DMM): Barbara Rijks 

Director DMM and former Regional Director, RO Brussels: Bernd 

Hemingway  

Partners and 

Donors 

Federal Public Service Health, Belgium: Hans Verrept 

EC DG SANTE C4: Hanna Horka 

EC DG SANTE C3: Paolo Guglielmetti  

CHAFEA: Cinthia Menel Lemos 

 

Partners – 

National/local 

government 

Ministry of Health of the Catalonian Government: Tona Lizana 

Ministry of Health, Italy: Serena Battilomo (also donor) 

Ministry of Health, Croatia: Tihomira Ivanda 

 

IOs ECDC: Teymur Noori 
WHO Euro Venice, Coordinator Public Health and Migration, Division of 
Policy and Governance for Health and Well-being: Santino Severoni  
UN Interagency Working Group on Roma Rights to Health, Programme 
Manager, Vulnerability & Health, Regional Focal Point for WHO 
Collaborating Centres and Expert  Advisory Panels & Committees: Piroska 
Ostlin 
 

Partners – 

Academic 

Institutions 

COST ADAPT European network of MHEM experts: David Ingleby,  

Universidad De Sevilla, Spain: Manuel García-Ramírez 

Expert, ISCTE – University Institute of Lisbon, Portugal: Cristina Santinho 

 

Partners - 

CSOs 

MSF Greece, Head of Medical Operational Support Unit: Apostolos Veizis    

National Network of Health Mediators Bulgaria, Diliana Dilkova  

 

 

http://www.health.belgium.be/
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Annexe 2 

Interview guide for IOM staff and stakeholders17 
 

A.  Evaluation of current structure and activities 

1. What is your role in this project? What are the activities you have been engaged in since its 

inception? 

 

2. Do you think the project concept and design (the objectives and structure of the work 

packages), fit well to the aims and priorities of the project regarding migrant and minority 

health? 

 

3. Have the objectives and the work packages designed to realise these, been successfully 

implemented so far? Can you give some concrete examples? 

 

4. Are the resources – e.g. personnel, review and data collection methods - that are used 

appropriate and adequate? How successful have they been in producing the expected 

results so far? 

 

5. What is your opinion of the balance between local/national/international resources and 

expertise used so far? 

 

6. How successful so far are the many partnerships in this project? 

 

7. Could these partnerships work better? If so how? 

 

8. Have the resources and methods used so far been cost-effective – i.e. value for money? In 

what ways? 

 

9. What have been the strengths of the project/components/work packages? 

 

10. What have been the weaknesses of the project/components/work packages? 

 

11. How have any weaknesses, or barriers to achieving objectives, been dealt with? 

 

12. To what extent have the time frame and work plan been successful? 

 

13. In what ways have unavoidable delays been dealt with? Have these been successful? In what 

ways? 

 

                                                           
17

 Please note that the questions listed were only a guide for the interviews, and were adapted to the role in 
the project played by each interviewee. 
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14. What is your opinion of the ways the project/components/work packages have been 

managed, directed, and supervised?  

 

15. How does Equi-Health interact with other regional migration and health projects? Are these 

partnerships effective? 

 

16. To what extent does the project consider political and social tensions during 

implementation? 

 

B. Moving on to the next stage of the project 

17. To what extent do you feel that project outcomes and outputs would be of value to key 

stakeholders? In what ways? 

 

18. To what extent do you feel that project outcomes and outputs would be beneficial to 

migrants who are the target of this project? In what ways? 

 

19. In what areas and in what ways, if at all, could the project components be modified for the 

remaining time period of the project? 

 

20. Are the project activities and interventions developed likely to be sustainable beyond the life 

time of the project? In what ways? 

 

21. To what extent is the project contributing to the longer-term capacity development of 

project partners and other key stakeholders at regional, national and local levels? 

 

22. Please add any other comments that you think would be important for evaluating the 

project at this mid-term stage. 

 

**** 
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Annexe 3 

Response by David Ingleby on recommendations for the remaining time period of 

the project and beyond 
In my answer to question 2 (Do you think the project concept and design fit well to the aims and 

priorities of the project regarding migrant and minority health?), I referred to the dual nature of 

IOM’s activities: the practical side (identifying “good practices”) and the political side (advocating for 

changes in national policies). I suggested placing more emphasis on the latter in the remaining part 

of the EQUI-HEALTH programme. 

 

To illustrate the contrast I am referring to, it may be useful to make an analogy with education. The 

OECD has undertaken a great deal of work on education for migrants and ethnic minorities, resulting 

in data-sets and analyses such as the PISA studies and Thematic Reviews / Country Reviews on 

Migrant Education. By contrast, OECD does not put much effort into developing and implementing 

educational “best practices”. Rather, it takes this to be the responsibility of national governments 

and concentrates on identifying the changes in existing policies that would improve educational 

opportunities for migrant children.  

 

An example of this concerns stratification according to ability, especially when combined with 

selection at an early age. OECD identified these two features of education systems as particularly 

disadvantageous for migrant children, who are often “late developers” because they need time for 

acculturation and familiarisation with a new language. This evidence-based recommendation by 

OECD was taken up in the EC’s Green Paper Migration & mobility: challenges and opportunities for 

EU education systems (2008)18. Although some countries are still reluctant to follow this advice from 

the EC, it has had a beneficial effect for migrant children. My suggestion is that EQUI-HEALTH should 

concentrate more on similar ways of intervening in the field of health policy.  

 

Research and advocacy of this kind can be contrasted with the traditional “trouble-shooting” role of 

NGO’s and IO’s when responding to crisis situations. Here, emergency aid is provided at short notice 

to meet unexpected, acute needs. Many interventions by UNHCR for refugees and by IOM for other 

migrants are based on this paradigm. Urgent needs are identified and “best practices” are developed 

and implemented to tackle them – often in the hope that these practices will be incorporated into 

national policies and become “owned” by local communities and workers, and thus become 

sustainable.  

 

However, disappointing experiences in this regard have led to initiatives such as the 2005 “Paris 

Declaration”,19 which opposed the “hit-and-run” approach to humanitarian interventions and laid 

down strict guidelines regarding participation, ownership and sustainability. Indeed, both UNHCR 

and IOM try to work in partnership with national governments and try to influence their policies, 

rather than attempting to solve all the problems themselves. The question is whether IOM could put 
                                                           
18

 See  http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2008:0423:FIN:EN:PDF  
19

 OECD (2005). The Paris Declaration on Aid Effectiveness and the Accra Agenda for Action. Paris: Organisation 

for Economic Cooperation and Development. 

http://www.oecd.org/development/effectiveness/34428351.pdf  

 

http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2008:0423:FIN:EN:PDF
http://www.oecd.org/development/effectiveness/34428351.pdf
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more effort into advocacy for policy change when it comes to migrant and minority health. Perhaps 

the last phase of the EQUI-HEALTH project is an ideal opportunity for doing this, because a great 

deal of research data and experience has been acquired in the earlier phases. 

 

International organisations have a particular responsibility for advocacy because migrants and 

minorities are groups that are poorly represented, if at all, in national politics. Even if they have the 

right to vote, they are poorly placed to exert influence and often have to contend with opposition 

from xenophobic, nationalistic or racist forces. To the extent that national governments are able to 

influence the policies of international organisations, this opposition may carry through to higher 

levels. For example, it has been reported that the failure of WHO to follow up the 2010 “Global 

Consultation on Migrant Health” with concrete action at global level was due to the fact that no 

Member States were willing to offer financial support. Defending the interests of migrants is thus an 

area in which international organisations should expect an uphill struggle and not allow themselves 

to be easily discouraged. 

 

To some extent, of course, the “trouble-shooting” approach is not in conflict with advocacy, but 

complementary to it. Setting up “best practices” provides a concrete demonstration that problems 

can be tackled and that the solutions work. Such initiatives can inspire and encourage change. 

Sometimes, however, they may lead in the wrong direction, because short-term “first-aid” 

interventions may be quite different in nature to policy-based, structural ones. As emphasised in a 

report prepared for the 2007 Lisbon conference on Health and Migration in the EU,20 “good practices 

are not enough”.  

 

“If one discovers a leaking roof, the best remedy in the short term may be to cover it with a sheet of 

plastic. But that does not mean that in the future, all new houses should be built with a sheet of 

plastic over the roof”.  

 

Common sense tells us that in a new house, the waterproof layer should be placed under the tiles, 

not over them. Translating this in terms of migrant and minority health, this means for example that 

the best way to overcome administrative barriers to accessing health services may not be to provide 

“cultural mediators” to help migrant and minority patients, but to persuade the authorities to 

remove the barriers. 

 

A recent example from a workshop on cultural mediation brought this home. A Roma woman 

admitted to a hospital in Romania lost her baby in childbirth. However, she could not take the baby’s 

body away for burial because she had no birth certificate, and (consequently) neither did the baby. 

Officially, neither of them existed. A long and difficult administrative struggle ensued, in which the 

woman was ably supported by a cultural mediator. A permanent solution for this type of problem, 

however, would not involve providing all Roma patients with a cultural mediator, but tackling the 

problem of documentation for the Roma population – and bureaucratic obstructionism more 

generally – at government level. 

                                                           
20

 Portugal, R., Padilla, B., Ingleby, D., De Freitas, C., Lebas, J. & Pereira Miguel, J.  Good practices on health and 
migration in the EU. Report prepared for the conference “Health and Migration in the EU: Better health for all 
in an inclusive society”.  
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The contrast between stopgap solutions and long-term ones is also clear when we look at different 

approaches to health care coverage for migrants and minorities. As is well known, some countries 

allow irregular migrants (and even asylum seekers) only access to emergency care. Such policies can 

be criticised on many grounds (humanitarian, practical, cost-efficiency…..) and challenging them is 

an important part of the EQUI-HEALTH work plan. However, this is only one example of the short-

sighted approach to health policy which the “trouble-shooting” approach by its very nature 

encourages. A recent paper by Schmidt et al (2015)21 suggests that across the board, crisis 

interventions are dominated by the “rule of rescue”, which prioritises immediate, life-saving help to 

identifiable persons in need over long-term, structural solutions whose effects can only be identified 

statistically.  

 

This issue is particular important because at the present time, issues of migrant health are 

increasingly being framed in terms of “responding to a crisis”. This approach might be appropriate in 

the case of the influx of “boat people” in Greece, Italy and Malta, but these migrants and their 

health needs form only a small part of the whole field of migrant health. Migration is a permanent 

feature of the global scene and the resulting health issues should be dealt with by structural policies, 

not by stopgap measures. In fact, even irregular migration to Southern and Eastern Europe is a long-

standing and rather predictable phenomenon. If it leads to a crisis situations, this is to a large extent 

because policymakers have refused to acknowledge its structural nature. Regrettably, WHO Euro has 

chosen to frame its own initiative on migrant health (the PHAME project) in terms of “crisis 

intervention”, but EQUI-HEALTH should avoid following this example. 

 

 

How can policy change be promoted? 

 

To a large extent this is the question which COST Action IS1103 (ADAPT) was set up to answer, and I 

would suggest that collaboration between EQUI-HEALTH and ADAPT should be maximised in order 

to apply the lessons learned from ADAPT about the “levers for change” in migrant health policy. The 

following considerations can be mentioned: 

 

1. Starting from WHO publications concerning the nature of health system governance, ADAPT 

adopts a “multi-level” rather than “top-down” concept of policy.  Health policy is laid down 

by many actors and at many levels (international organisations, national, regional, local and 

municipal governments, service provider organisations, professional bodies, insurance 

providers, etc.)  This implies that simply targeting national governments may not be enough 

to effect change. Lobbying and campaigns must be directed at the relevant policy-makers, 

wherever they are to be found.  This is in contrast to the approach of the Council of Europe, 

for example, which considered it sufficient to disseminate its Recommendations on mobility, 

migration and access to health care by simply sending copies to Health Ministers. 

2. In spite of this complexity (which is greater in insurance-based [Bismarckian] health systems 

than in tax-based ones), national governments are still capable of exerting considerable 
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 Schmidt, H., Gostin, L.O. and Emanuel, E.J. (2015) Public health, universal health coverage, and Sustainable 
Development Goals: can they coexist? The Lancet, http://dx.doi.org/10.1016/S0140-6736(15)60244-6  
 

http://dx.doi.org/10.1016/S0140-6736(15)60244-6
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influence over policy-making in different parts of the health system. The principle of 

subsidiarity presents a barrier when it comes to the EC’s influence on health policies, but 

IOM’s extensive contacts with many national governments are an excellent resource for  

advocacy and should be used to the full – supplemented of course by other channels of 

influence. 

3. The original announcement of the EQUI-HEALTH Direct Grant22 uses a phrase which seems 

to have got lost in subsequent descriptions: it speaks of “establishing a mechanism for 

networking and exchanging good practice between the Member States”. This suggests that 

rather than undertaking all the work itself, IOM should set up a system of networks and 

partnerships (a “mechanism”) which would carry it out collaboratively. Of course, 

developing networks is a time-consuming process and there is not enough time left in the 

project to set up something completely new. However, the mention of “networking” 

suggests that collaborations should play an important role in the final phase of 

dissemination and advocacy. Such collaborations can be with projects, expertise centres, 

NGO’s and any bodies that are willing to pursue the common aim. (Of course, many such 

collaborations with EQUI-HEALTH already exist.) 

4. A specific new collaboration which could be explored is with the EU-funded networks 

EuroHealthNet and PHASE (the European Platform for Action on Health and Social Equity)23.  

PHASE is EuroHealthNet’s advocacy and policy-oriented body. ADAPT is a member of PHASE 

and discussions are already under way to explore ways of using it as a platform for 

disseminating the results of ADAPT. This discussion could perhaps be extended to include 

EQUI-HEALTH. 

 

In conclusion, I would suggest that there should be a period of brainstorming about how to 

implement the dissemination and advocacy phase of EQUI-HEALTH, in which all options are 

considered. There is a need to think critically about whether the traditional instruments 

(conferences, publications) are adequate to the task and whether more innovative approaches can 

be devised.   
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  http://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:32011D1208(01)  
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 http://eurohealthnet.eu/phase/what-european-platform-health-and-social-equity-phase  

http://eur-lex.europa.eu/legal-content/EN/TXT/?uri=CELEX:32011D1208(01)
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