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Executive Summary 
 

The report describes the outcomes and achievements of the PBHLM project, and 

assesses its contribution to developing policy, practice and development of 

competences and facilities to reduce the risks to public health, occupational health (of 

border personnel), and personal health (of migrants) associated with migration on the 

eastern borders of the EU. 

 

It concludes that the project has achieved its primary aims and has generated useful 

tools and educational resources as well as other outcomes, such as an established set 

of networks and enhanced capacity for collaborative working, both internally in the 

states concerned and internationally. The work established by this programme 

deserves to be embedded in educational and training programmes, and holds 

possibilities for extension to other settings (e.g. other borders and agencies) and to 

some extent, may be useful for professionals encountering migrants in non-border 

settings, especially as regards ‘intercultural competence’.  



Background Information 

 

Introduction 

 

Concern over the potential health risks associated with migration is a long-standing 

political and policy issue.  Some of the earliest legislation and international 

agreements relating to the control of population movements and travellers relate to 

these fears of ‘imported disease’, and a key role of frontier police and customs 

officials is to regulate the movement of people and goods that may pose a threat to 

pubic health and safety (Bashford 2006).  Some of the earliest writings on ‘migrant 

and minority health’ in the contemporary academic and practitioner literature were 

primarily concerned with ‘port health’ and the need to recognise and manage 

imported or exotic disease such as TB and leprosy (Dodge 1969).  During the two 

World Wars, there were many reports and policies in all states relating to the risk of 

the spread of venereal (sexually transmitted) diseases associated particularly with the 

movement of military personnel and refugees. As recently as 2003 the British Medical 

Journal carried an editorial criticising the response of ‘populist’ newspapers and some 

politicians to suggestions that the opening up of European borders to migration either 

from the so-called ‘third world’ (less developed countries) or states of Eastern Europe 

might create risks of ‘plagues (Jackson 2003).  That editorial quoted a newspaper 

report from the Mail on Sunday which suggested that the UK Government was 

passing legislation to give 73 million
 
eastern Europeans, "who also suffer high rates of 

disease, the
 
right to immigrate and be given free medical

 
treatment” (Mail on Sunday 

"Madness of Blair's imported plagues” 26 January 2003). Doubtless similar reports 

and discussions could be located in any other national press. 

 

At the same time as there are pressures to restrict migration because of potential risks 

to public health, there are pressures to increase the ease of travel and encourage the 

movement of workers across national borders to support economic development and 

growth, reflecting an increasingly ‘globalised’ world economy.  There are also, 

especially in the 21
st
 century, pressures to ensure that the human rights of not only 

citizens but also residents, travellers and migrants (irrespective of their citizenship 

status) are observed.  The ‘Amsterdam Treaty’ of the European Union, and 

subsequent legislation and regulations, and declarations made at the Lisbon 

Conference, have all attested to the centrality of respect for human rights and a need 

to observe the stipulations of the ECHR and United Nations’ Declaration of Human 

Rights. This means that former approaches of border control, which were essentially 

less respectful of the rights of non-citizens and primarily aimed at control, rather than 

care, are no longer as acceptable. 

 

As an earlier initiative of the Council of Europe, concerned with human rights issues, 

a survey was undertaken in 1994-5 of member states, which revealed that a number of 

countries were then delivering ‘human rights’ training to police forces, including 

information and skills advice on issues of legislation, ethnic cultural diversity and 

‘courtesy’, sometimes allied with ‘cultural mixing events’: these included examples 

from Denmark, Hungary, Luxembourg, Norway, Switzerland, Turkey and Austria.  A 

very few mentioned the inclusion of security or border control staff in such events, 

and others (notably newer autonomous states such as Lithuania) referred to the 

problem of developing a curriculum for these purposes (ECRI 1995).   

 



Finally, it should be observed that there is also a movement to recognise the need to 

pay greater attention to the health and wellbeing of workers, and to manage 

‘occupational health’ risks, arising both from the pressures of worker militancy (as 

reflected in the role of trades unions and other civil society partners) and the self-

interest of employers (including the state) who invest significantly in the training and 

welfare of their workforces.  

 

Project Outline: Structure & Objectives 

 

The enlarged European Union (EU) faces increased and more complex migration 

flows. Approximately 7.6% of the total EU population is foreign born, and it is 

estimated that between 2.6 million and 6.4 million migrants are in irregular status. 

(IOM 2008). While the migration pressures and detention conditions on the southern 

EU external border require continued attention, the enlargement of the Schengen zone 

also brings new migration-related health challenges to the Member States on the new 

EU eastern frontier. At present, European legislation, regulations and core training for 

border management and detention do not comprehensively address this human rights 

and public health issue. Health systems and border services need to be prepared to 

address public health concerns, health needs and the rights of migrants, as well as to 

ensure occupational health for staff working in border and migrant detention settings. 

 

Developed by IOM in 2006 in response to these challenges, the “Increasing Public 

Health Safety alongside the New Eastern European Border Line” (PHBLM) project 

seeks to support partner countries in their accession to the Schengen area and work 

towards a harmonized approach to migration health in Europe. All of these themes 

were thus incorporated into a project designed by the IOM and cofunded by the EU’s 

Directorate General for Health (DG-SANCO) under ‘Priority Area HT2006 – 

Capacity … to tackle particular health threats’.  The action had three key elements: 

 

� Development of a Situation Analysis (Risk assessment) of matters relevant to 

public health management associated with the management of migrants crossing 

the EU border in designated areas (work package by #JPT1) 

 

� Development of Guidelines and Recommendations to improve conditions 

relating to public health and the situation of migrants in these settings (work 

package by #JPT2) 

 

� Preparation of Multi-disciplinary Training Materials for use with border 

management staff and health professionals working in these settings (at a pilot 

level, suitable for translation and local implementation and in principle, suitable 

for use in other locations with due adaptation). (work package by #JPT3) 

 

These were all to be brought together into a final dissemination event for key 

stakeholders, and a final Project Report. An element of evaluation was built into the 

planning, alongside some validation or feedback collection from the piloting of the 

training, and continual reflection and feedback during the data collection phases by 

interchange with the key stakeholders. 

 

 

 



Deliverables 

 

The project had a number of listed deliverable products (see Appendix) – many of 

which were in fact administrative or process-oriented, and not intended for external 

use. Others were in fact activities which contributed to the final submitted deliverable 

reports, which have been scrutinised and assessed for the purpose of this evaluation. It 

was not possible to attend or report on the intermediary activities, except through the 

medium of the reports arising from them. 

 

Key deliverables of significance for the final report were: 

 

A methodology to assess public health issues in border sectors, including the creation 

of a model migrant health database (Deliverable D2 and D3: work package conducted 

by #JPT1) (#JPT: Joint Project Team). 

 

Situation Analysis Report (Deliverable D5: Compilation of data arising from the 

above) 

 

Training Materials for border management and health staff working in border areas 

(Deliverable D8:  work package conducted by #JPT2) 

 

Guidelines for Border Management and Detention procedures and Recommendations 

for structural changes in Border management, Detention and Public Health services 

(Deliverable D6 and D7: work package conducted by #JPT3) 

 

The training materials were piloted at a four-day workshop (Deliverable D9) which 

was held before the appointment of the evaluator, and could not be thus assessed ‘in 

vivo’ but only through the medium of the internal evaluation report (Deliverable 

D10).  

 

The final  report was also to be delivered to a Dissemination Event (Deliverable D11) 

which was held after the preparation of the initial Evaluation report, and which 

together will generate a Final Project Report (Deliverable D13). The Evaluator was 

invited to attend and contribute to this Workshop, and to report verbally to the final 

meeting of the project steering group, feeding into the final Project Report. 

 

 

Purpose & Scope of the Evaluation 

 

The evaluation as commissioned (Appendix 1) was restricted to a post-hoc desk-based 

review of the documentation, some of which was made available via a website, and 

others of which were passed to the evaluator in computer-file format (whether 

Microsoft word text files with tables and graphs, or .pdf acrobat format).  The 

objective was to ensure that the final reports were of sufficient quality as assessed by 

an external, informed reader, and to assure quality control, as well as providing input 

to the final meeting of the project advisory group to which the evaluator made a short 

presentation and introduced a discussion about the evaluation process and findings, 

along with some considerations about future evaluation and development of the 

activity. 

 



 

Evaluation Methodology 

 

The evaluation reported in this document was undertaken by an independent external 

assessor (Prof. MRD Johnson) agreed by the funding bodies.  It was begun after the 

majority of the activities of the Project were concluded, and was essentially a ‘desk-

based’ exercise, with inputs from interviews and e-mail enquiries with the two key 

workers on the Project employed at IOM (Ms Roumyana Petrova-Benedict and Ms 

Mariya Samuilova).  A day was spent at the IOM offices in Brussels, enabling the 

evaluator to familiarise himself with the objectives, approach and conduct of the 

Project, and to access relevant background publications.  The remainder of the main 

phase of the evaluation was based on scrutiny of the project documentation, internal 

reports and methods instruments (e.g. database recording sheets on the health of 

individual migrants, designed to be used at border points). These were critically read 

and compared with principles established in existing contextual publications and 

using the accumulated expertise of the evaluator and a brief review of key literature. 

This was conducted in accordance with the agreed terms of ‘Workpackage 3: 

Evaluation of the project’, as laid out in the Protocol Description of the Action, 

supplied by the IOM and agreed with DG-SANCO (see also Terms of Reference for 

the Consultant, Appendix 1). 

 

Documents were provided in paper and electronic format and made available (as 

appropriate) also on an electronic platform hosted by the Spanish partner EAHC. 

 

The Evaluator also attended the final Dissemination Event and Steering Meeting of 

the Project in late May 2010, in order to observe the former and present his report to 

the latter. The impressions obtained at these events have been incorporated into this 

final evaluation report. 

 

 

Evaluation Findings 

 

Methodology & Approach – ethical and validation concerns 

 

Overall, it was apparent that there had been a very strong and conscious approach to 

the development of the methods involved in the action.  This included, as might be 

expected in the circumstances of dealing with security issues and human rights, 

especially in relation to migrants many of whom may have been travelling ‘sans 

papiers’ or under conditions of stress, attention to ethical concerns.  Similarly, border 

officials and clinical personnel had their own human rights and work-based pressures 

(and concerns about confidentiality) to be considered.  Consequently, a mixed-method 

approach was adopted with considerable flexibility, and site visits undertaken by a 

trained team, incorporating (as wished) the presence of stakeholder representatives, 

which provided also a measure of ‘triangulation’ or fact checking, as did report-back 

and developmental workshops conducted in the three national settings, and along the 

timeline of the project, enabling feedback and correction to be made at any stage. 

 

There may have been some concerns, given the relationship with security and police 

issues, that not all participants would have felt free to express themselves fully or 

critically: while this remains a possibility, the team did apparently take such steps as it 



could to assure confidentiality, to offer alternative means of expression (e.g. postal 

anonymous questionnaires as well as interviews and focus group discussions) and by 

giving strong guarantees to informants. 

 

It is also important to recognise that there are cultural and organisational differences 

between agencies as well as between nation states and ethnic groups: a strength of the 

design of the project was the insistence on co-production and collaborative, iterative 

development through local and plenary workshops and feedback. This, it appeared, 

had an important benefit in the degree of ownership felt by the agencies involved and 

the shared ‘copyright’ and intellectual property rights in the final products. 

 

 

Deliverables 

 

The following table sets out the agreed ‘deliverables’ on which the evaluation was 

based.  Some of these were processual elements, which could only realistically be 

evaluated by observation that they had been performed (e.g. creation of a steering 

committee) – it is not possible to evaluate the process by which this was recruited or 

its efficacy and appropriateness, but that may be judged by the more concrete 

outcomes also reported on here. These are the documents indicated below (D5-D8) 

and the Final workshop (D11), attended by the evaluator after this review process. 

 

Minutes and other documents pertinent to the achievement of the other Deliverables 

were also scrutinised, to assure that agreed processes had been followed. 

 

Deliverable 

No 

Deliverable title Nature Outcome 

D1 Creation of Steering Committee, set-up of 
Joint Project Teams (JPT), Terms of 
References, final work plans adopted. 

Protocol Internal 
administrative 

Achieved 

D2 Protocol for the assessment of public 
health conditions and related health 
hazards    

Description of 
methods, 
protocols, 
questionnaires 

Data collection 
for D5, 
(Process Item) 

Achieved  

D3 Template for Migrant Health Database Recommend-
ations and 
protocol for 
data collection  

Data Collection 
matrix (Process 
item) and Care 
record 

Achieved 

D4  Interim Reports  Reports Internal 
administrative 

Achieved 

D 5 Situation Analysis Report (SAR) of the 
current border management procedures/ 
structures in the target region, with regard 
to human public health aspects  

Situation 
Analysis 

Major 
Outcome: 
Achieved and 
revised 

D 6 Guidelines for public health aspects of 
border management and detention 
procedures 

Booklet Major 
Outcome: 
Achieved 



D 7 Recommendations for structural changes 
to improve human public health related 
border management procedures in the 
target region 

Recommend-
ations 

Major 
Outcome: 
Achieved 

D 8 Training Materials on Migration Health 
Aspects in Border Management  

Training 
package 

Outline 
Curriculum  
and CD 
packages 

Achieved 

D 9 Regional workshop to pilot training 
materials  

Workshop Process Item 

Achieved 

D 10 Evaluation report on pilot of training 
materials 

Evaluation 
report 

Project revision 

(see below) 

D 11 EU-level project dissemination event Meeting Achieved 

D 12 Public project report Report Arising from D5 

D 13 Final report Report Not subject to 
this Evaluation 

 

NOTE: D10: Evaluation report on Training Materials.  During the duration of the 

project, the University of Pecs ceased to be active primary partners in the 

development of these materials, and (by agreement with the sponsoring bodies and 

partners) responsibility for the development of training materials was transferred to 

the Andalusian School of Public Health.  Consequently, no timely formal evaluation 

report as originally envisioned was generated for review by the external evaluator. 

Reliance was instead placed on a scrutiny of the minutes of the meeting held at Pecs 

to review the materials, and other internal evidence available. 

 

Results. 

 

� Work Package 1: Development of a Situation Analysis (Risk assessment) of 

matters relevant to public health management associated with the management of 

migrants crossing the EU border in designated areas (work package by #JPT1) 

 

Migrant Health Status and Care Record (D3) 

 

This element of the project required the creation of a ‘Migrant Health Database’ and 

associated instruments to collect and collate the relevant data, once agreement had 

been reached between the stakeholders (and commissioning / funding bodies) 

regarding the key elements on which data would be required.  In the process of 

developing the Migrant Health Database, the team generated a set of screening and 

data capture forms which could be used at different points on the migrant’s ‘pathway’ 

through the reception and border control / health care processes. This was extensively 

tested and trialled iteratively before finalisation, with multiple opportunities for input 

from the relevant staff who would eventually be expected to manage these processes 

and use such a form.  Copies of the form, as finally developed for use, were reviewed 

(in English language version) and appear to be fit for purpose, albeit probably best 

held and completed on an electronic format (computer terminal attached to a printer) 



in order to accommodate the problems of expanding fields when multiple elements of 

data need to be added: the paper form allows relatively little space to insert certain 

information, but appears to be usable as it stands, with care. The final version of the 

form is now available as an electronic database file. The use of such a document as a 

form of ‘patient-held care record’ would be regarded as good practice in other sectors 

and is being now used in UK for maternity care, and provision of health care for 

homeless and gypsy/traveller people, as well as for people with complex needs who 

are supported by both health and social care agencies, amongst other situations. 

 

This action has generated a triage system suitable for local use to prevent abuses of 

human rights in those requiring medical attention.  The documents (in essence, a 

Primary and Secondary Screening Form, which can double as a hand-held record) 

record major health risks and use assessable criteria for non-specialists to use. There 

is a comprehensive checklist of clinical systems including attention to whether 

interpreting/language support (ITAL) is required and/or available. The only infectious 

disease specifically referred to as being screened for is TB, and the observer might 

wish to consider whether HIV/AIDS or other conditions might have been usefully 

added to the list. That said, it is recognised that these are harder to test for in such 

settings, carry some risks of information misuse or stigmatised treatment, and may be 

intrusive or at best, inaccurately diagnosed, especially since most will be relatively 

rare in the majority of travellers seen. The same might be argued for the relatively 

weak recording of mental health states: in view of the current pre-occupation during 

the period of the project, however, it is perhaps surprising that no record seems to 

have been taken of flu-like symptoms. This may be an ephemeral concern. 

 

 

Health & Safety Survey of Border guards 

 

In order to collect information relating to the development of training a survey was 

developed and conducted, which was completed by large numbers of personnel in 

border-control related settings. Following consultation with project partners, the final 

version of the KAP questionnaire consisted of the following five themes:  

 

a) Work conditions and perceived health risks (work conditions, perceived health 

risks at work) 

b) Health knowledge, attitudes and practice (training, health awareness and self-
protection)  

c) Case management of migrants (knowledge and practices, identifying and 

helping victims of human trafficking) 

d) Subjective health and use of health services (subjective health, use of health 
services) 

e) Personal data (education and training, marital status and living conditions, 

multicultural competence) 

 

As a semi-structured format, the standardized questionnaire was developed in English 

and then translated into the three local languages (Hungarian, Polish and Slovakian) 

for the needs of data collection. It included a vast diversity of questions (both open 

and/or closed) in the form of tests, matrices and/or free response queries to assess the 

individual’s familiarity with a series of issues such as: factual information on the 

environmental conditions in which BGs work and live; factual queries, knowledge 



tests or self-assessment items to identify BGs educational needs; factual questions, 

knowledge tests and self-assessment scales to identify BG’s experience with case 

management of migrant population; as well as self-evaluation and/or factual data 

queries on BG’s health and health needs. This questionnaire was based on tested and 

well accepted tools such as the GHQ-12 and SF36 (mental health assessment 

schedules) where these existed, but also considered knowledge relating to the human 

rights and health of migrants.  While the team accepted that these were not completed 

under ideal conditions, and might not always have been filled in by the target ‘front-

line’ staff, a very substantial response was received which gives confidence in the 

results as reported.  The survey was conducted in accordance with current best 

practice in relation to ethics and informed consent, as far as could be achieved when 

working through hierarchical organisations such as deal with border security. The 

provision of training for local facilitators to conduct interviews also raised local 

capacity and ensured linguistic and culturally appropriateness in survey instruments.  

Problems of sampling and completion by busy frontline staff were not unexpected and 

adjustments made were clearly reasonable responses.  

 

In summary, the result of this work package was the development of a Methodology 

to assess public health and related issues associated with the management of migrants 

in border sectors, along with a model ‘migrant health’ database and data collection 

forms. This has been achieved and appears to be innovative and useful as well as 

workable in this pilot. The key internal product was a comprehensive assessment of 

current provision and issues for the three states concerned (the SAR, D5). In addition, 

the report provides a very thorough review of legislation in place and other official 

documentation and regulations pertaining to the concerns of the project. 

 

 

� Work Package 2:  Development of Guidelines and Recommendations to 

improve conditions relating to public health and the situation of migrants in these 

settings (work package by #JPT2) 

 

 

Guidelines for Border management and detention procedures (D6) 

 

Recommendations for structural changes in Border Procedures and related Public 

Health services (D7) 

 

A joint report was prepared, and considered by the Evaluator, including detailed 

recommendations on matters such as conditions of detention, health promotion and 

sanitary provision for detained persons, the occupational health of border guards, and 

the role of health professionals in health promotion as well as disease prevention and 

treatment / control.  Services for migrants in short and long-term facilities need 

attention, as do provision of facilities for border guards, whose understanding is also 

weak.  Health professions also require relevant training, although some are resistant to 

this suggestion.  It would appear that they may require action by higher level bodies 

(e.g. professional regulators) to draw their attention to their responsibilities under 

European Human Rights legislation. There are also needs for better collaboration and 

information relating to third sector (civil society) bodies and voluntary agencies who 

may have a role to play in provision of services to and for, migrants.  

 



Overall, it would be advantageous for these actions to be undertaken in a coordinated 

and international framework across all EU states fulfilling an ‘external’ border role, 

and perhaps allied to the development of agreed international professional standards, 

permitting migration of workers with these skills between EU member states. Most of 

the recommendations made appear to be self-evidently reasonable and appropriate, 

and are based on and backed by, research and practice evidence that is cited in the 

report. Some recommendations may be contested locally by indigenous political 

groups! That said, it is likely that their implementation would improve relations with, 

and the mental and social conditions of, migrants, and their eventual assimilation or 

integration into civil society in their societies of reception, if granted leave to remain.  

It would also appear that if accepted, some recommendations would significantly 

improve the conditions of work and mental / occupational health of BG staff. 

Structural and procedural changes if adopted would also improve the quality of data 

and evidence relating to these concerns, and facilitate future development of services 

and understanding of the realities of migrant health in border settings, as well as 

public health concerns. Extremely detailed recommendations are made in relation to 

the fittings of detention centres, which provide a baseline for standards in future.  The 

Guidelines (overview standards and suggestions for better practice in relation to 

border management and detention) are generic and transferable, and have been made 

available as short booklet (and in electronic format) to inform policy development and 

debates. It is hoped that these may in time be accepted as ‘minimum standards’ for 

provision. The booklet also includes a copy of the ‘Migrant Health Database’ forms 

(portable care record), and a short bibliography. 

 

 

 

� Work Package 3: Preparation of Multi-disciplinary Training Materials for use 

with border management staff and health professionals working in these settings 

(at a pilot level, suitable for translation and local implementation and in 

principle, suitable for use in other locations with due adaptation). (work package 

by #JPT3) 

 

 

Training Materials (D8) 

 

A very comprehensive curriculum was developed in consultation with the 

stakeholders, to improve the competences of border guards and other concerned staff.  

This was designed to be fitted into a very short period, which raises some concerns 

about the possibility of covering the full syllabus effectively in the time available, but  

it has to be accepted by the evaluator that it was not in the competence of the project 

team to insist on or enforce longer time allocations: it is to be hoped, should these 

materials and the curriculum be adopted as a national or EU-wide standard, and 

locally validated by appropriate academic, educational or training bodies, that this 

aspect can be addressed. Discussion with the project team made it very clear that they 

were aware of the weaknesses identified here, and that they were dependent on the 

local implementation of their outline to rectify this. 

 

At a meeting held at the University of Pecs in March 2010, these resources were 

discussed and ‘trialled’ on volunteers who might be in a position to use these 

approaches for training (i.e. through a ’trickle down’ ‘training the trainers’ model).  



Participants assessed the materials shown to be interesting and aiding their 

understanding of the migration process and risks.  Practical suggestions were made, 

such as the adding of more concrete examples, but it may be suggested that these 

additions would need to be locally performed in order to assure relevance to local 

learners. Many of the suggestions made, especially in relation to communications 

skills training, were sensible but would involve greater time and other resource 

commitment to implement the training: these were not within the gift of the project 

team to ensure. That said, the debates at this presentation have enlarged and enhanced 

the understanding of the needs for issues and content to be considered in any future 

training programme. It is observed that certain ‘key informations’ were required for 

border guards such as specific health alerts associated with specific national or 

regional origins of migrants: at present the UK Health Protection Agency is known to 

be working to create a website that would present such information to British border 

officials. It is evident that there is some scope for international collaboration and co-

operation to generate such a database, and advantages to be gained from such a future 

development, especially in relation to coordinated action on new and emerging threats 

(such as new infectious diseases and epidemics).  Much of the proposed curriculum 

was common for both BGs and health professionals, but there would evidently need to 

be different levels of information and some role-specific aspects of the overall 

training package. These were addressed in the development of the packages, but could 

not be fully explored and solved in the time and situations available to the project. 

 

To support the delivery of the curriculum, a selection of training materials available 

on CDs were also developed including ‘learning outcomes’ and challenges for 

learners, illustrations and vignettes: particularly impressive are a set of illustrations to 

enhance border guards knowledge of health issues including skills such as hand-

washing.  At the dissemination event, there was clear multinational and multi-agency 

interest in adopting some or all of these materials for future use, recognising that they 

will often require localisation, which might be desirable to increase local users 

‘ownership’ in relation to the illustrations and ‘badging’, but more particularly in 

terms of translation into national languages. Suggestions and expectations were made 

concerning placing these publically owned materials in accessible locations on 

websites, recognising the ownership of their copyright by the sponsoring and 

collaborating bodies. 

 

EU-level project dissemination event (D11) 

 

A well attended workshop held at the conclusion of the project attracted attendance 

not only from the previously identified stakeholders and partners but also 

representatives from Belgium, the World Customs Organisation, EC-DG Justice 

Freedom & Security, and Malta. The meeting was notable for the enthusiastic and 

positive reactions from organisational and national representatives to the products, 

and expressions of commitment to incorporating especially the training materials into 

the appropriate curricula of professions and training/educational bodies.  It was 

observed that many of the elements would be of value to other professions, in 

particular police and customs officials, and that their value would be significant for 

people encountering migrants in locations which would not be regarded as ‘border’ 

settings, but where more settled migrants are living and working. This would appear 

to meet the definition of ‘added value’, along with the apparent evidence of functional 

national and international networks of collaboration arising from the shared learning 
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and working on the project, which suggest that these relationships will endure beyond 

the project.  Similarly, it was suggested that there would be scope for sharing these 

resources beyond not only the ‘eastern border’ nations, but also to other border areas 

under threat (specifically the Mediterranean littoral) and possibly to neighbouring 

states out-with the EU, to ensure better coordination of responses to health threats. 

 

 

Conclusions & Recommendations 

 

The project, while facing inevitable challenges to its operation and some slippage in 

its programme, appears to have achieved its aims overall, and to have run within the 

parameters predicted in the original protocol. All changes were discussed by the 

partner and sponsoring agencies, and agreed: the external evaluator was also satisfied 

with the explanations given for these. 

 

Ethical issues and questions of validity were given due weight and attention 

throughout the project, through a detailed and open programme of actions and 

involvement of the key stakeholders, with attention to consent and anonymity, and 

direct observations to confirm reports; training was provided to country coordinators 

and interviewers to assure quality of survey data collected, and there was continual 

collaboration and consultation with key external stakeholders (including WHO, 

ECDC, FRONTEX etc.) and in international forums such as the 2008 Malmo 

conference on migrant health and the Lisbon workshop in 2009. 

 

The situation analysis has revealed significant occupational health needs among 

border officials, and gaps in provision both for them and for migrants, as well as a 

lack of knowledge about the management of health risks: these patterns were 

surprisingly consistent across nation states. Border officials, despite their importance 

to public health, seem to be significantly underprepared for this role in general, with 

low initial health related training and little or no continual professional development 

or updating.  While it is accepted that some of these tasks, along with health, are 

covered by subsidiarity provisions, health being a national area of competence, it has 

to be underlined that epidemic threats and human rights are international and trans-

European concerns. 

 

Key Public Health issues identified included infectious diseases, notably TB, scabies 

and HIV/AIDS; there are also some possible but rarer conditions such as diphtheria 

and leprosy, although these do not create significant risks.  There are other health 

risks for migrants, especially irregular migrants, including threats to their own mental 

health (which may be sometimes worsened during the processing phase), as well as 

some concerns about the impacts on civil society (or ‘community cohesion’). In 

respect of health professions and health care provision, this was often poorly 

articulated and uncoordinated. International risks were not well covered, and there is 

scope for wider international collaboration on the management of migrant health. 

Locally, provision is also hindered by differences in organisational responsibility and 

issues of multi-agency working.  The project has however demonstrated that 

professional and operational bodies can overcome these and work together on a 

common agenda. Both appear to agree that there is scope for better provision of social 

worker and mental health (psychologist) support for migrants and border officials, 

which might also help to reduce the high turnover of border staff. There is also scope 



for better involvement of organisations of civil society, especially ‘third sector’ 

(voluntary/charitable) bodies at border locations, for the benefit of migrants. 

 

Strengths of the project include its basis in collaborative working and frequent 

meeting of stakeholders both nationally and internationally, leading to capacity 

development, enhanced networks of relationships and shared competence building, 

along with shared ownership and acceptance of identified problems and proposed 

solutions (including training materials etc). this may facilitate enhanced use of shared 

learning materials on ‘e-learning’ websites, as was indeed proposed (through 

FRONTEX) at the final steering committee. While it is agreed that some materials 

may need to be adapted for local use, and translated into local languages, there is still 

merit in having shared common versions in English, which may have other benefits in 

transferability and indeed, development of staff competences in that internationally 

used language! 

 

Weaknesses of the project include the challenge of researching and auditing issues 

allied to national security, the poor basic training of existing staff in post prior to the 

project (more than anticipated), and notably the lack of relevant data collection at 

national and local levels, leading to a lack of a pre-existing database to build on, and 

knowledge of the issues – which of course is why the project was necessary.  There 

have also been, from observation of the meetings records, some issues of non-

attendance by invited stakeholders – some of whom were intended to be key 

recipients of recommendations and those who in an ideal case, would have been 

responsible for the implementation and continuation of the findings and processes 

developed by the project. This may have given encouragement to others resisting the 

implementation of the project, since there was also clearly some disinclination to be 

involved among medical and other health care professionals, who were in particular 

resistant to participation in ‘human rights’ training. 

 

The evaluator would also like to draw attention to the potential synergies and 

additional inputs or support for the conclusions and future implementation of the 

project’s outcomes, associated with a number of parallel activities including 

mighealthnet (a multinational database of research and information on migrant health 

supported by government departments and others in 16 states), the MEHO (Migrant 

and ethnic health observatory: www.meho.eu.com ), Migrant Friendly Hospitals 

network (www.mfh-eu.net ), and the ‘NowHereLand’ project funded by DG-SANCO 

at Danube University Krems (Vienna Austria, www.nowhereland.info ) whose final 

report will also compile systematic and comparable data on entitlements and 

underlying rates or numbers of people at risk across EU states. Similarly, IOM has 

been involved in other actions such as the AMAC (Assisting Migrants and 

Communities) programme.  These have, at no additional cost, enhanced the project 

reviewed here, and hold opportunities to ensure that its lessons are embedded in wider 

evidence bases and policy or practice developments across the range of European 

states. 

 

There remain concerns to ensure that the resources are used, against threats of 

changes in administration and policy linked to national elections and political 

changes. Conclusion of the project funding should not mean that the learning is lost, 

and there was much discussion about issues of sustainability, and further 

dissemination.  It is recommended that steps are taken to assure this through 



publication in recognised professional and academic outlets, cross-linkage of website 

references, and if possible, finding support from higher level bodies (such as ECDC 

or the Council of Europe) to assure their recognition as of high quality and 

international applicability. The support of the World Customs Organisation, in the 

context of increasingly coordinated border management approaches, was helpful in 

this respect. Statements from partners in Poland, Slovakia, Hungary and Romania all 

suggested that the training materials and recommendations would be used locally, 

whether for basic or advanced level training, and it is apparent that this is an area of 

increasing international concern where the project has supported development of 

collaboration between states and accelerated learning and responses to challenges 

identified. 
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Appendix 1 : Terms of Reference of the Evaluation 

 

Terms of reference for the Consultant in conducting the Evaluation of IOM Project 

Increasing Public Health safety alongside the New eastern European Border Line 

(PHBLM) 

 

Tasks to be performed under this contract: 

 

 a) Reviewing the project deliverables and implementation of the above 

mentioned project (Deliverables 1-12) 

 

b) Conducting a meeting with the IOM Project management Team 

 

c) Drafting the evaluation report of the project deliverables and 

implementation 

 

d) Presenting the evaluation report to the final Steering Committee meeting 

 

 

 

Appendix 2 : Selected Country Data available from the NowHereLand project at 

Danube University-Krems, Vienna Austra on services for undocumented migrants 

in the EU 

 

Hungary 

 

Entitlements to health care for UDM 

• For services: “In Hungary everybody has the right to emergency and life 

saving care irrespective of citizenship or contributions to the health insurance 

according to the Health act and related regulations. Thus undocumented 

migrants have this access.” (NHC policy report) 

• For specific groups or health problems: “Pregnant women have the right to 

basic care (according to Health care Act) in which complications related to 

pregnancy are included. However, in Paragraph 142 (3) (c) further maternity 

care is specified. In addition, the right to maternity care is conditioned by 

residence and from this follows that it is not accessible for undocumented 

migrants.” (NHC policy report) 

Laws and regulations 

• The act regulating the right to basic care (sürgösségi ellatás), Act CLIV of 

1997 on Health, promulgated on 23rd December, 1997, 142 § (2), Health Care 

Act (Az egészségügyröl szóló 1997 évi CLIV. Törvény). Basic care involves 

mandatory vaccinations, and emergency care and life saving care.  

• Regulation 52/2006. (XII.28) Diseases and conditions included in Emergency 

care services (EüM rendelet a sürgös szükség körébe tartozó egyes 

egészégügyi szolgáltatásakról) which specifies emergency care as life 

threatening conditions and diseases (such as unconsciousness and suicide 

attempts). Childbirth and complications related to pregnancy are included. 



• The act regulating life saving care (Mentés) Act CLIV of 1997 on Health, 

promulgated on 23rd December, 1997, 94 § (1).  In 95§ it is stated that 

everybody has the right to life saving care “all persons have the right to 

receive life saving care in Hungary without checking citizenship or of being a 

beneficiary of health insurance”. 

• The legislation on health insurance stating that to purchase insurance does not 
require citizenship, Act LXXX of 1997 on those Entitled for the Services of 

Social Insurance and Private Pensions and the Funding of these Services 

(promulgated: 25th July, 1997). 

 

Slovakia 

 

Entitlements to health care for UDM 

• For services: “Undocumented migrants are entitled to receive immediate 

medical care according to Law. 576/2004 on Health Care and Health Care 

Related Services, Act No 580/2004 Coll. of Health Insurance.” (NHC Policy 

Report) 

For specific groups or health problems: “Act No. 480/2002 Coll. on Asylum 

and Act No. 48/2002 Coll. On Residence of Foreign Nationals, in terms of which 

undocumented migrants have the right to basic health care (in terms of §11 Act 

576/2004) if they are detained by members of the Bureau for Border and 

Foreigner Police and placed in the Police Unit for Foreigners. In cases of need 

they also have the right to specialised care in hospital.” (NHC Policy Report) 

 

 

 



Appendix 3 – Deliverables from the Project 

 
 

Delive

rable 

No 

Deliverable title Delivery date Nature Confidentiality level Dissemination 

D1 Creation of Steering Committee, set-up of Joint Project Teams 

(JPT), Terms of References, final work plans adopted. 

M 1 Protocol For internal use Steering Committee members 

D2 Protocol for the assessment of public health conditions and related 

health hazards    

M 6 Description of 

methods, protocols, 
questionnaires 

For internal use  Project partners and PHEA/DG SANCO 

D3 Template for Migrant Health Database M 6 Recommendations 

and protocol for 
data collection  

For internal use Project partners and PHEA/DG SANCO 

D4  Interim Reports M 14 , M 26  Reports For internal use only PHEA / DG SANCO 

D 5 Situation Analysis Report (SAR) of the current border 

management procedures/ structures in the target region, with 
regard to human public health aspects  

M 35 Situation Analysis For internal use only Project partners and PHEA/DG SANCO 

D 6 Guidelines for public health aspects of border management and 
detention procedures 

M 34 Booklet Public Border Guard HQs and Ministries of 

Health in Europe, project partners,  

PHEA/DG SANCO, participants of EU 
level dissemination event 

D 7 Recommendations for structural changes to improve human public 
health related border management procedures in the target region 

M 34 Recommendations For internal use only Project partners and PHEA/DG SANCO  

D 8 Training Materials on Migration Health Aspects in Border 

Management  

M 32 Training package Public Border Guard HQs, Ministries of Health 

in Europe, project partners PHEA/DG 

SANCO, and participants of EU level 
dissemination event 

D 9 Regional workshop to pilot training materials  M 33 Workshop Public Invited trainees from Hungary, Poland, 

Slovakia and Romania (with possible 

observation of other EU MS), EASP, 
IOM and invited trainers 

D 10 Evaluation report on pilot of training materials M 33 Evaluation report For internal use only Project partners and PHEA/DG SANCO 



D 11 EU-level project dissemination event M 35 Meeting Public Border Guard HQs and Ministries of 

Health in Europe, project partners, 
PHEA/ DG SANCO, IOM, DG JLS, 
CoE, EU Member States 

D 12 Public project report M 36 Report Public Border Guard HQs, Ministries of Health 

in Europe, project partners PHEA/DG 

SANCO, and participants of EU level 
dissemination event 

D 13 Final report M 36 + 2 Report For internal use only Project partners and PHEA/ DG SANCO  

 

 



 


