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Concern over the potential health risks
associated with migration is a long-standing
political and policy issue.

S

ome 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 official is to regulate the movement of people and goods that may pose a threat to public health

and safety1. 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 diseases such as TB and leprosy2. 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’3. 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 the potential risk 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 21st 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 UN 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
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control staff in such events, and others (notably newer autonomous states such as Lithuania) referred to the
problem of developing a curriculum for these purposes4.
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 and 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.5 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. Health systems and border services need to be prepared to
address public health concerns, health needs and rights of migrants, as well as ensure staff’s occupational health.
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. At present, the European
legislation, regulations (including Schengen) and core training for border management and detention do not
comprehensively address this human public health element.
The PHBLM project launched activities in June 2007 with co-financing from the European Commission’s Public
Health Programme 2003-2007, IOM and subsequently the Government of Hungary. IOM has collaborated in this
part of the initiative with public health and border authorities of the Governments of Hungary, Poland, Slovakia
and Romania6, the European Centre for Disease Prevention and Control (ECDC), Frontex, as well as with local
universities and the University of Pécs as associated partner.
While alternatives to long-term detention, and uniform mechanisms to protect the basic human rights of irregular
migrants7 should be sought and developed, the project’s general objective was to promote appropriate health care
provision to migrants in the border area through the development of training materials and guidelines for public
health in border management and detention procedures on the basis of assessment of the magnitude and nature
of the current health/public health hazards in border management.
The present public report is a summary of the assessment, i.e. situational analysis report (SAR). The SAR itself
was the culmination of the Project’s situation analysis phase drafted with the primary goal of developing a comprehensive evidence base for the subsequent project components. As the first study of this kind, the SAR compiled data from a wide variety of sources and has generated a large quantity of new data using both quantitative
and qualitative methods in the primary target countries of Hungary, Poland and Slovakia.
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This Report begins with a review of relevant studies on the topic of migration and health before outlining the
methodology of the data collection, limitations, processing, and analysis. The results section is then structured
by data collection instrument. Starting with a desk review of relevant legislation and retrospective data, the results include: a feasibility analysis for a Migrant Health Database; Knowledge, Attitudes and Practices surveys for
both border officials and health professionals; checklists of site conditions and procedures, as well as field visits
results from workshops, observations and interviews. The summary and discussion section links findings in a
thematic analysis, leading to the conclusions and recommendations.

1. Relevant studies on the topic of irregular migration8
in the Schengen border region of Poland, Hungary
and Slovakia
The majority of publicly available reports9 of international organizations, donors and experts in the field of irregular migration focus on the assessment of the general conditions in detention and/or reception facilities with
respect to Council Directive 2003/9/EC of 27 January 2003 laying down the minimum standards for the reception
of asylum seekers and respective international and regional core instruments of the United Nations (UN) and
Council of Europe.
Comparing the reports since 2002/2004, one can trace the changes, achieved in the process of preparation for
the Schengen accession in each of the three countries as a result of visits, inspections and assessments from
international organizations working in the fields of migration and asylum, such as the Helsinki Committee, United
Nations High Commissioner for Refugees (UNHCR), Caritas International, local Non-Governmental Organizations’
(NGOs), and delegations from the European Commission (EC) and European Parliament (EP). In general, the assessment reports’ overview of the legal framework and conditions of detention/reception follow the structure and
components of the EC directive with respect to the following asylum seekers’ human rights: access to information; documentation; residence and freedom of movement; families; medical screening; schooling and education
of minors; employment; vocational training; general rules on material conditions and health care; modalities for
material reception conditions; and health care.10 In the same time, a limited number of studies target the topics
of irregular migration and the application of minimum standards when a foreign national is retained at the border
and before being transferred to a long-term detention/reception facility or the application of readmission/deportation procedures. Again the health focus covers mainly the exercise of migrants’ legal rights, such as access to
information, contact with the outside world, accessibility of health care for vulnerable groups and assistance to
VoTs11 (victims of trafficking).
As an outcome of the recommendations, significant investments have been made to improve the conditions of
detention/reception to comply with the international regulations. Yet the governments of Poland, Slovakia and
Hungary face challenges in transforming their reception/detention system in response to the increased migration
flows and their new role of EU external border gatekeepers.
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2. Health in detention and reception facilities
As a crucial part of the minimum standards for the reception of asylum seekers, medical screening and access to
health care services have been discussed in detail in the country reports of the European Refugee Fund (ERF) and
later summarized in the Joint Research Centre – European Commission (JRC) report on the detention conditions
in Europe.12 According to their observations, basic medical screening is performed everywhere, however the access to health care services is limited and related to emergency health care and hospitalization for people in need.
Similar problems regarding irregular migrants’ health are reported in the three countries: poor or lacking psychological and/or psychiatric care, communication problems between medical staff and migrants; mental health state
of migrants deteriorated from prolonged stay in reception/detention; and lack of adequate multicultural training
of staff. The studies’ further address the situation of vulnerable groups13 and the insufficient health care provided
by local health systems. For example, in Hungry, the studies find that traumatized or mentally ill people have been
treated with tranquilizers and only in cases of serious mental disturbances transferred to a hospital unit. Lack of
specific regulations governing the work of staff in cases of psychological/psychiatric problems of detained population14, limited psychological assistance and no specialized care for persons with special needs and/or victims
of torture were further noted in the country reports for Hungary and Poland15,16,17. The same situation is valid for
Slovakia as well: basic health care, communication problems, lack of specialized psychological/psychiatric care
and inadequate general standard of care18, insufficient presence of NGOs, no specialized treatment programs for
victims of torture and violence.19
Again, the assessments so far do not cover the health aspects and respect of the right to health during the initial
step of apprehension at the border and rather stipulate the actual procedure of providing emergency care and in
case of need transfer to hospital settings.20 The studies on border management focus on the conditions in which
passenger traffic takes place21 and general information/ statistics on any major violations of the border crossing
procedure, international activities, legal and illegal migration.22 The health of staff and host communities seems
neglected in the assessments, as well as the staff preparedness for emergency response and the state of occupational health services.

Methodology for
Assessment

2

T

he present section provides an overview of the objectives, contents, sampling, and limitations of the assessment tools. This review is followed by a section discussing the general limitations and strengths of
the assessment tools and data processing.

1. Desk review of legislation and protocols
The purpose of the desk review was to provide an overview of the international and European legal instruments and
standards regarding the rights of migrants to health and health care23. Information was collected by standardized
templates and the following topics are covered in the SAR public report: standards for detention and reception
procedures and conditions in facilities and regulations for public health and border management.

2. Retrospective data collection
Retrospective data for the period 2004-2006 was collected by a standardized template with the aim to provide
country profiles of:
> the number, nationality, gender and age composition of irregular migrants and asylum seekers;
> overall border crossing caseload; registered critical events either with health impact or violence; statistics of
health service activity for assistance provided to migrants and/or border staff;
> morbidity and mortality statistics of sending and receiving countries.
An overall bridging goal of the retrospective data collection was to also identify and describe the gaps in existing data collection practices and if needed, provide recommendations for their improvement.

3. Migrant health database (MHD)
The objective of the MHD is to improve the knowledge base on the health of migrants and travellers in order to
(1) contribute to understanding the magnitude of potential public health risks and (2) plan for and foster adequate
and appropriate health services for migrants, staff and communities in the border areas. Specifically, the Database concept aims to enable the participating countries to systematically collect comparable data on symptoms,
medical diagnosis, testing, treatment, follow-up and case closure for migrants apprehended, transferred and/or
detained by border authorities as well as travellers/commuters in need of health care.
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The proposed draft template included the following five forms:

1. “Primary Screening Form”:

This form contains basic symptom-based information, ideally to be

filled by border officials or, where available, local professional health staff at the first encounter or apprehension of a migrant, serving as a reference to the next level/stage in terms of medical care (General Practitioner
(GP), emergency, detention/reception centre, readmission/deportation or departure/release).

2. “Secondary Screening Form”:

This form contains more complex health information, including

diagno sis, treatment, and laboratory tests, and is to be used by health staff from the detention/reception
centre. It further functions as a “checklist” when conducting the medical examination and screening.

3. “Tertiary Screening Form”:

This form contains other health conditions of concern, including

chronic diseases, mental health, obstetrics/gynaecology, Tuberculosis (TB) and Human Immunodeficiency
Virus (HIV) testing. As with the secondary form, this should be used by the health staff/specialized service.

4. “Emergency Form”: This form contains the basic registration data on the migrant, as included in the
above forms, and provides a field for use by the Emergency Services to record medical findings and treatment.

5. “Summary Form”:

This form would be completed by the health staff responsible for the overall care

of the migrant and contains an overview of the medical diagnosis (with International Statistical Classification
of Diseases and Related Health Problems (ICD) coding), diagnostic tests, treatment, determination of fit to
travel/fly, and information on the closure of the migrant’s file.
Written feedback from stakeholder on the MHD was primarily generated. Consultations during field visit with the
limited number of onsite staff were also done. The former explains some misunderstanding of the need and role
of such template. On several occasions, “concerns” were expressed that BOs (border officials) would be meddling
in medical matters and accessing health information, where in fact, their role would be and is in reality noting
symptom of health conditions, a practice performed, but not documented, nor one for which they are trained for
at the moment in case of need to call the doctor/emergency services and perform first aid.

4. Border guard health and safety survey (BGHSS)
The BGHSS questionnaire aimed to assess knowledge, attitudes, and practice (KAP) of border officials and detention centre staff in order to identify needs of further training and recommendations on improving the public
health services in the targeted border sectors. Following consultation with project partners, the final version of
the 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).

Methodology for Assessment
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C. Case management of migrants (knowledge and practices, identifying and helping victims of human trafficking).
D. Subjective health and 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). An informed consent form was further developed and
added to the questionnaire, where the goals of the survey were presented, the voluntary character of the study
and the respect of anonymous nature and confidentiality of the answers.
As per the project proposal methodology and sampling, the project aimed to cover at least 50% of Schengen land
border checkpoints and detention centres in Hungary, Poland and Slovakia. In coordination with local Ministries
of Interior and on the basis of three criteria (border checkpoints most exposed to irregular migration, points with
high general traffic, and sectors which include detention centre), the BCPs were identified and respective permissions to visit the facilities were issued.
The target sites included:
> Two detention centres (out of 3 in the entire country, and only two at the Schengen border) and 20 BCPs (out
of 30) at the border with Ukraine (4), Romania (11), and Serbia (5) in Hungary;
> Seven BCPs (out of 19) at the border with Ukraine (4), Belarus (2) and Russia (Kaliningrad) (1) and 1 deportation arrest and 4 detention centres and deportation arrests in Poland (out of 5 in the entire country and all four
at the Schengen border);
> Four BCPs (out of 5), 5 green24 border sites, and 1 detention centre (out of 2 in the entire country, the only one
at the Schengen border) and HQ of regional BOs at the Schengen border in Slovakia.
The profile of respondents included staff from national border guards/police at land border checkpoints, green/water
borders (between checkpoints), branch offices/duty stations, regional border headquarters, and detention centres.
Their participation in the survey was randomized depending on the shift schedule, workload and personal interest
to take part in the study. At some sites, respondents were referred before or after shifts to participate in the study.
The data has been further weighted to reflect the actual number of checkpoints and staff employed at different
sites in all three countries and on the basis of the actual number of sites and population of BOs.
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5. Border line health and social worker survey (BLHSS)
The BLHSS questionnaire aimed to collect information on the knowledge, attitudes and practices of health professionals and social workers working with apprehended migrants and in detention and reception centres.
The final version of the questionnaire covered the following six themes:
A. Organizational characteristics and services usage (organizational characteristics, services usage).
B. Public health safety of resident population (perceived risks of infectious diseases, physical and mental health
risks, health safety programs).
C. Services and assistance for at-risk groups (perceived risks of human trafficking in the region, work with victims of trafficking, work with unaccompanied minors, cooperation with humanitarian organizations).
D. Training needs (training experience in migration health).
E. Quality assessment of border facilities and services (health safety standards: expected vs. perceived).
F. Personal data (education and training, marital status and living conditions, multicultural competence).
Similar to the BGHSS survey instrument, the BLHSS was developed as a semi-structured standardized questionnaire. Further testing and piloting of the survey was also performed.
As the overall population of health professionals, working with migrants is very low and difficult to identify (no
relevant numbers were reported during the retrospective data collection), the initial approach consisted in covering all the sites visited for interviews with BOs and performing interviews with the health personnel in selected
targeted sites (detention centres, hospitals and other health care facilities, reception centres, etc.): 2 DCs in
Hungary; 1 DC and 3 RCs in Slovakia; and 1 DepA, 4DCs and 6 RCs in Poland.

6. Border checkpoint and detention/reception
centre checklists
The objective of the border checkpoint and detention/reception centre checklists was to assess in the form of a
standardized template, the site profile, physical environment, available health facilities, hygiene conditions, and
health and hygiene-related procedures at the targeted facilities.
The Border Checkpoint Checklist was designed to cover four areas:
> General information (number of staff, annual traffic, availability of health care facilities, location of nearest
emergency services/ambulance station, etc);
> General hygiene conditions at the border checkpoint;
> Hygiene conditions in onsite detention facilities; and
> Hygiene conditions for staff.

Methodology for Assessment
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The Detention/Reception Centre Checklist similarly covered four areas:
> General information (number of staff, average number of persons in the centre and average time spent, availability of health care facilities, location of nearest emergency services/ambulance station, etc);
> General hygiene conditions at the detention/reception centre;
> Hygiene conditions for staff; and
> Living conditions for the detainees/residents.
Checklists were completed in all the sites visited during the survey fieldwork in Hungary (except two sites),
Poland, and Slovakia. Overall 31 BCPs have been surveyed with checklists: 18 in Hungary, 7 in Poland and 6 in
Slovakia covering green border sections, checkpoints for different modes of vehicle traffic for cars/trains/cargo,
and pedestrians, etc. In addition, 17 checklists for DCs/RCs and DepA (12 sites in Poland, 3 sites in Hungary and
2 sites in Slovakia) were also filled in during field visits.

7. Field visits
The objective of the project team field visits was to build on, qualify and validate preliminary findings from the
above-detailed assessment tools.
Data was collected primarily by means of site dossiers, site rapporteur templates, team member report templates,
and voice recordings of selected meetings and interviews. Observations were performed at the border checkpoints and at the detention centre facilities and served to complete, qualify and reassess information collected to
date by the Project.
The planning aimed to visit 20 sites, however more were visited: Poland – 4 BCPs and 3 DCs, Hungary - 10 BCPs
and 2 DCs, and Slovakia – 2 BCPs, 1 DC, 1 RC and BO HQs. The border checkpoints were identified in cooperation
with local partners in Hungary, Poland and Slovakia on the basis of the following criteria: location (all Schengen
land borders25), type of checkpoint, traffic, availability of on-site detention facility, and previous observations of
critical issues from checklists of site conditions and operating procedures. Detention centres were selected based
on proximity to the border checkpoints and recommendations of BOs. An additional closed reception centre was
visited in Slovakia, given its particular function as a short-term quarantine for asylum seekers.

8. Framework of limitations
During the assessment phase, a number of limitations were faced: lack of existing comprehensive research on
health and border management, few relevant tools to guide the development of the instruments and scarce statistical information to be used for the planning of the field visits and surveys – particularly on the number and type of
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staff; structural changes of the law-enforcement agencies to enter the Schengen family; available human resources/
response rates for review and consultation from national and European stakeholders and budget constraints. Issues
such as language barriers and translation of assessment instruments from English into three national languages as
well as cultural differences between countries and local institutional history and practices were also faced.
Recognizing these limitations and the fact that the results from different assessment components follow similar
patterns (both quantitative and qualitative), the discussion of preliminary findings from survey instruments with
local stakeholders during national workshops at field visits, the circulation of draft SAR to local counterparts for
comments and feedback, and re-discussion of results at national stakeholder meetings validate the study findings
and recommendations.

9. Data processing
Data entry for the quantitative sections of the PHBLM project – BGHSS and BLHSS and the border checkpoint
and detention centre checklists was completed through the use of the Statistical Package for the Social Sciences
(SPSS) Data Entry System.
Confidentiality - anonymous and personal protection of the data was carefully observed: names and/or personal
identifier were not collected during field visits and security measures were undertaken for the proper storage and
handling of the filled surveys and consent forms.

Results

3

1. Desk review of legislation and protocols
The legal basis for the right to health and specific healthcare provisions for migrants crossing the border or in
places of detention is defined in international, European and national instruments. In the following sub-sections,
an overview of the standards for detention and reception procedures and conditions in facilities and the regulations for public health and border management from a European perspective are provided.

1.1. Standards for detention and reception procedures and conditions in facilities
While alternatives to detention must be developed, adequate attention to health considerations in detention and
reception procedures and facilities is particularly important for guaranteeing migrants the full enjoyment of their
right to health as defined in international and European human rights law. The following section illustrates the
existing legal provisions related to health care in the context of detention and reception, as well as material and
hygiene conditions in places of detention.

A. Detention and reception procedures
The practice of detention remains as a major concern and particularly for migrants’ health and well-being. Besides
the serious mental health impact, the practice of detention and inadequate reception conditions pose physical health
risks and may lead to serious health problems.26 In this regard, States are under direct responsibility to thoroughly
process and identify asylum seekers, refugees and vulnerable groups of migrants during the reception and detention
procedure and guarantee safeguards to address health needs for the enjoyment of the individuals’ fundamental rights.
Further to the provisions on the “right of everyone to the highest attainable standards of physical and mental
health” as outlined in Article 12 of the International Covenant on Economic, Social and Cultural Rights (ICESCR)27,
Article 3 of the ECHR and Articles 2, 7 and 10 of the International Covenant on Civil and Political Rights (ICCPR)
provide for the prohibition of torture and inhuman or degrading treatment or punishment, while the case law of
the ECtHR also addresses the standards of conditions in detention centres.
The case law of the European Court for Human Rights has, in particular, shown that inadequate procedures and
conditions affecting the health and well-being of detained migrants and asylum seekers can constitute a violation of the above prohibitions and that States have certain obligations in this field. In Dougoz v. Greece (2001),28
the ECtHR ruled that migrants subject to immigration detention enjoy the right to safe and humane detention
conditions in conformity with Article 3. In the Greek Case (1969), the European Commission for Human Rights
concluded that the detention conditions constitute a violation of Article 3 ECHR, if there are conditions like overcrowding, inadequate heating, inadequate sleeping and toilet facilities, insufficient food, recreation and contacts
with the outside world. In Cyprus v. Turkey29, it was determined that not providing enough food, water and medical assistance in detention centres constitute inhuman treatment contrary to Article 3 ECHR.
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B. Material and hygiene conditions in facilities for migrants and asylum seekers
In order to enhance the well-being of migrants within reception and detention facilities, international and European instruments have identified basic principles and recommended standards to further guarantee the health of
individuals in places of detention. International and European standards require that the material conditions for
all persons in any form of detention—including persons subject to immigration control measures that include
detention—must meet basic minimum standards that guarantee health (both physical and mental), safety, and
access to social services.30
The U.N. Standard Minimum Rules for the Treatment of Prisoners (Standard Minimum Rules) and the European
Prison Rules serve as binding guides on how to comply with international and regional obligations to protect the
human rights of persons held in all forms of detention regarding the general material conditions and basic access
to services.

1.2. Regulations for public health and border management
The above-mentioned minimum standards are important to reduce health risks and prevent spread of diseases
within and from the centres. Prior to potential detention or reception, the standards and procedures at points of
entry and on-site detention facilities at border checkpoints further play a key role for the health of migrants and
staff as well as the public health of host communities. The International Health Regulations 2005 are the current
international standards agreed by the World Health Assembly and binding all EU MS in order to enhance public
health security and prevent epidemic disease spread. In the European Union, the primary instrument is the Schengen agreement and related protocols.

A. International health regulations (IHR)
The IHR is a measure to enhance global epidemic intelligence. The purpose of the IHR is to provide international
standards including how to protect, control and prevent for spread of diseases implying international public
health risks. It is a legal framework for the WHO and its MS to manage defence and protection for emerging
public health threats that may jeopardize the international economy and public health security.31 Furthermore, the
regulations provide a framework for assessment to improve national capacity building.
In relation to border management, the IHR are connected to the in-time recognition of a disease or its symptoms
as a starting point for the process of diagnostics and reporting a health event at a border checkpoint or place of
detention and to accumulate information on the travellers’ route to ascertain potential contact with an affected area
or contamination before arrival. The MS assign WHO the authority to decide public health risks that may induce IHR
measures, including advising on restrictions on entry and travel as well as closure of the borders.
Recent international outbreaks such as SARS and pandemic influenza have demonstrated that prevention
measures at border entry points and close cooperation between border and public health authorities represent
key components of the IHR response. As the IHR 2005 is currently in an early implementation stage in the EU,
the role of border authorities in response to public health threats and the particular needs of persons crossing
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the EU external borders, both regularly and irregularly, will require particular attention in future training and
standard setting for border officials.

B. European regulations: schengen agreement and early warning and response system
The Schengen agreement is a cooperation instrument between MS to cover issues of border control, data protection, police and judicial cooperation, as well as visa and consular cooperation. In terms of health-related provisions, the regulations seek to prevent any potential public health threat to the MS.32
MS may be allowed to refuse entry of people who might pose a threat to the public health. In accordance with the
International Health Regulations, the meaning of threat to public health refers to any “infectious disease or contagious parasitic diseases” that can cause an epidemic threat for the Member States.33 Guidelines on the notion of
threat to public health for the purpose of refusing entry are, however, defined in very general terms at international
and European levels. For example, the Schengen Handbook for border guards states that refusal of entry should
be applied for those who are “a threat to public policy, internal security, public health or the international relations
of one or more Schengen States.”34
Overall, it can be concluded that border management procedures as regulated at the EU level, place importance on
the prevention of public health threats identified by the Community Network. Aside from provisions regulating the
movement of goods and basic health components of the Common Core Curriculum, specific regulations and tools to
support border authorities in their role of protecting human public health are, however, lacking at the European level.

2. Retrospective collection of data on statistics
of irregular migrants
The retrospective collection of data on statistics of irregular migrants covers the years 2004, 2005 and 2006. The
main topics of interest were the caseload of irregular migrants and respective migratory trends, the incidence
of critical health events in the border region before the accession to the Schengen zone and detention/reception
centres, as well as the types and number of border and centre staff.

2.1. Caseload – number of migrants, breakdown by gender, age group and
reported country of birth
In general, statistical information on the irregular migration in the region is provided from the Migration Offices within the ministries of interior.35 Furthermore national administrations use country-specific templates for
statistical data collection and vocabulary of irregular migrants36, which complicates cross-country comparison.
Structural reforms related to the Schengen agreement37 and the integration of the border police into the national
police further obscures the process and responsibilities of data collection on irregular and regular38 migration
in the region.
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Table 1 provides comparative information on the types of data requested from national Border Police/Guards
headquarters. As shown, the total number and the country of birth of irregular migrants are registered by all the
surveyed states, even though different types of records are kept (total number of irregular migrants, apprehended
on the territory of the country; total number of issued expulsion decisions; total number of irregular border
crossings, etc.). Gender and age breakdown of irregular migration, aggregated centrally was provided only in
Poland. Similar is the case with the total border crossing caseload (including regular), where a country of origin
breakdown was available only in Poland and Romania.
The system of security and border control in Poland, Slovakia and Hungary is based on both short39 and longterm detention facilities, while in Romania no short-term detention facilities were reported to exist. Detailed
information on detained migrants by age, gender and country of origin is collected only in long-term detention
facilities. In Poland, because of restructuring and change of responsibility over long-term detention centres after
2006, no data is available concerning the numbers and group of migrants detained for the period of reporting.
However, the Polish BGs were the only surveyed border authority to gather and provide a breakdown by age,
gender and country of origin of all migrants detained at short-term detention facilities. In Hungary and Slovakia,
this information is available only at the local branch offices/border duty stations.
Statistical information on the population in reception centres is not collected by the alien police, except in Slovakia
and partially in Romania (by age and country of birth). As asylum institutions are not under the authority of BOs,
the Border authorities in Poland and Hungary do not possess information on the number and profile of asylum
seekers in the country once transferred to the next step of the administrative procedure.
Major sending countries of irregular migrants to Hungary, Poland, Slovakia, and Romania are: the Former
Soviet Union (FSU) - Ukraine, the Russian Federation (Chechnya), Moldova, Georgia; Asia - Vietnam, China,
India, Bangladesh, Pakistan, Afghanistan and Iraq; Africa - Somalia, Nigeria; others – Kosovo. Yet the main
group of irregular migrants apprehended on the territories of the countries under review originate from neighbouring countries: Ukraine, Moldova and Russia to Poland and Slovakia; Serbia40 and Ukraine to Hungary,
Moldova to Romania. The citizens of these countries are also amongst the ones most often apprehended in
illegal crossing of the border and consequently issued expulsion decisions from the territory41. Overall, if
the figures of irregular apprehensions and international traffic are to be compared, irregular migrants form
a very small proportion of the total border caseload at the new eastern Schengen border, used mainly for
inter-regional travel.

2.2. Health related information in border areas and border detention centres
The data review, provided in this section presents the types and frequency of health events at the border and in the
border region; types and cases of diseases recorded for migrant population; number and general information on
the people who needed medical attention at the border; occupational health of staff; coordination between border
police and regional health authorities.
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Table 1. Comparison of data availability (2004-2006)
Item

Hungary

Poland

Slovakia

Romania

yes

yes

yes

yes

Gender

NA

yes

NA

NA

Age

NA

yes

NA

NA

Country of Birth

yes

yes

yes

yes

yes

yes

yes

yes

Gender

NA

NA

NA

NA

Age

NA

NA

NA

NA

Country of Birth

NA

yes

NA

yes

Number of short-term detention facilities

yes

yes

yes

NA

yes

yes

Average length of stay

NA

yes

NA

Gender

NA

yes

NA

Age

NA

yes

NA

Country of Birth

NA

yes

NA

Number of long-term detention centres

yes

yes

yes

yes

Long-term detention centre total caseload

yes

NA

yes

yes

Average length of stay

yes

NA

NA

yes

Gender

yes

NA

yes

NA

Age

yes

NA

NA

yes

Country of Birth

NA

NA

yes

yes

Number of reception centres

yes

yes

yes

yes

Number of asylum seekers

yes

yes

yes

yes

Average length of stay

NA

NA

yes

NA

Gender

NA

NA

yes

NA

Age

NA

NA

yes

yes

Country of Birth

NA

NA

yes

yes

Total number of irregular migrants
(apprehended)

Border crossing total caseload (including
regular migrants)

Short-term detention facilities total
caseload

No short-term
det. facilities
No short-term
det. facilities
No short-term
det. facilities
No short-term
det. facilities
No short-term
det. facilities
No short-term
det. facilities
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Table 2 below lists the information requested from the Border authorities. It shows that being responsible for the
safety/security of the borders and gathering general health related information on the critical health events in the
border region is not part of the competences of the border police. In this regard, statistical data on the number
and types of critical health events at the border is not collected centrally. However, the Polish BGs requested and
received information from their local units, meaning that such information is available and can be collected centrally. However, it would require the involvement and cooperation of several institutions:
> the hospital/emergency services,
> border police/guards,
> the administration of the detention and reception centres,
> and the local public health/sanitary divisions.
Further to critical events at the border, information on the communicable and non-communicable diseases among irregular migrants was provided except in Poland, where as mentioned, BGs overtook the authority of detention facilities
after 2006. Similar trends were observed in the region: a few registered cases of TB, HIV and Hepatitis. Non-communicable diseases were also reported, however no systematic and centralized data collection exists at DCs, RCs and BCPs.
The number/listing of allied organization was provided by all the countries, expect Poland. A record of medical
referrals is kept centrally only in Slovakia.
The number of staff in the border region changed drastically between 2004 and 2006, because of the restructuring for adhesion to the Schengen Area in 2007. Only in Poland the staff at the border increased by almost 50%
between 2003 and 2006. In the same time the BGs organigram includes very few health professionals in detention centres. In case of emergency, an ambulance is called at the border premises and, if needed, the services of
off-premise facilities are used.
Vaccinations of border staff depend on the risk assessment related to the job profile. The vaccinations most often
provided were for Hepatitis A and B, tick-borne encephalitis and flu.
The available information on sick leave events and sick leave days is very scarce, and there is no comparative data on
the sick leave events and number of sick leave days between the overall national and the police, the military and the
health staff except in the case of Slovakia, where comparative figures were provided for the national average sick leave
events/days and the police. No data on cross-border outbreaks or in-country outbreaks is collected by the border
police and/or public health authorities, neither regarding the number of emergency services requests at the border.

2.3. National health profiles of sending countries as compared to the four
receiving countries, i.e. Hungary, Poland, Slovakia, Romania
This section presents a brief snapshot of selected morbidity and mortality statistics of the four receiving countries, i.e. Hungary, Poland, Slovakia, Romania, as compared to these statistics in the sending countries. For each
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Table 2. Comparison of data availability in the target countries (2004-2006)
Item

Hungary

Poland

Slovakia

Romania

Number of critical events on the border

NA

Yes

NA

NA

Number of critical events in detention centres

Yes

Yes

Yes

Yes

Number of critical events in reception centres

NA (only 2008)

NA

Yes

NA

Communicable diseases among irregular migrants
(in DCs)

Yes

NA

Yes

Yes

Non-communicable diseases among irregular
migrants

Yes

NA

Yes

Yes

Number needing medical attention

Yes

NA

Yes

Yes

Number with medical conditions (diagnosed)

Yes

NA

Yes

Yes

Number treated

Yes

NA

Yes

Yes

Number of referrals to local health facility

Yes

NA

Yes

Yes

Number of allied organizations (e.g. NGOs,
foundations, associations, neighborhood watch)

NA

NA

Yes

Yes

Number of referrals to allied organizations (e.g. NGOs,
foundations, associations, neighborhood watch)

NA

NA

Yes

NA

Yes (only for 2006)

Yes

Yes

Yes

Number and type of health facilities

NA

NA

Yes

NA

Number and type of health staff in health facilities

NA

NA

Yes

NA

Vaccinations given to border health personnel

NA

NA

Yes

NA

Vaccinations given to border guards staff

Yes

yes

Yes

Yes

Sick leave events among border staff

NA

yes

NA

Yes (2006)

Sick leave days among border staff

NA

yes

NA

Yes (2006)

Sick leave events (comparison between national,
policy, military and health staff)

Only national
available

NA

Yes for national
average and
police

NA

Sick leave days (comparison between national,
policy, military and health staff)

Only national
available

NA

Yes for national
average and police

NA

Number of staff in detention centres

Yes

NA

Yes

Yes

Sick leave events among detention centre staff

NA

NA

NA

Yes

Sick leave days among detention centre staff

Yes

NA

NA

Yes

Number of staff in reception centre staff

NA

Yes

Yes

NA

Sick leave events among reception centre staff

NA

NA

NA

NA

Sick leave days among reception centre staff

NA

NA

NA

NA

Number of cross border-region outbreaks

NA

NA

NA

NA

Number of outbreaks in country

NA

NA

NA

NA

Number of emergency service requests in border

NA

NA

NA

NA

Number of staff in border region
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of the four countries, five major sending countries were selected based on the statistics obtained regarding the
number of illegal border crossings to each.
Data on the selected health status indicators was obtained from the World Health Organization’s publications on
Global Burden of Disease42 and the annual World Health Statistics report43.
As can be foreseen from the previous sections, majority of the individuals crossing borders to enter Hungary,
Poland, Slovakia and Romania in 2004 - 2006 came from countries with varied health profiles, sometimes similar,
but most often very different from that in the receiving countries.
In 2004-2006, the five major countries of origin for illegal crossings to Hungary were Ukraine, Moldova, Serbia,
Romania and Turkey. Then the sending countries had a higher proportion of loss of life-years due to communicable diseases, as compared to Hungary. This is further reflected in the much larger prevalence and incidence of
tuberculosis in the sending countries, as compared to Hungary. The data on HIV prevalence among adults also
highlights this concern, in which case, whereas Hungary had an adult HIV prevalence of <100 (per 100000 population), this prevalence was 1036 and 815 (per 100000 population) respectively in two major sending countries
- Ukraine and Moldova.
Similar is the situation for Poland, where the five major sending countries were Ukraine, Moldova, Russia,
Vietnam and the Czech Republic. For most of the selected health status indicators, the Czech Republic and
Poland seem to have a comparable health profile in the years 2004-2006. On the other hand, a review of infectious disease health indicators in Ukraine, Moldova, Russia and Vietnam again shows that the prevalence and
incidence of Tuberculosis and HIV was much higher in these sending countries, as compared to Poland. For
example, among adults, prevalence of HIV infection in Poland was 78 per 100 000 population in 2004. This was
much higher at 1036/815/775/421 per 100 000 population respectively in Ukraine, Moldova, Russia and Vietnam. Parallel to the prevalence, the mortality burden caused by HIV infections in these four sending countries
was also much greater than in Poland.
The five major sending countries of irregular migrants to Slovakia were Russia, Moldova, India, China and Georgia. Again, there were huge discrepancies in the health status indicators, especially for infectious diseases, between the sending countries and Slovakia. Morbidity and mortality caused by Tuberculosis and HIV/AIDS were
much higher in Russia, Moldova and India where majority of the irregular migrants originated from.

3. Migrant health database
During the visits, the updated version of the forms – shorter and in a different format – was presented to health
staff and re-discussed with project team to discuss the feasibility of the instrument, the legal aspects of implementing the system, health professional’s willingness to use it on daily basis, and their overall impressions. The
finalized MHD template consists of three forms:
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1. “Primary Screening Form”: This form contains basic symptom-based information, ideally to be
filled by border officials or, where available, local professional health staff at the first encounter of a migrant
requiring emergency health assistance or at apprehension/detention of a migrant, serving as a reference to
the next level/stage in terms of medical care (GP, emergency, detention/reception centre, readmission/deportation or departure/release).

2. “Secondary Screening Form”:

This form contains more complex health information, including

diagnosis, treatment, and laboratory tests, and is to be used by health staff from the detention/reception centre. It further functions as a “checklist” when conducting the medical examination and screening.

3. “Summary Form”: This form is to be completed by the health staff responsible for the overall care of
the migrant and contains an overview of the medical diagnosis (with ICD coding), diagnostic tests, treatment,
determination of fit to travel/fly, and information on the closure of the migrant’s file. Closure could result from
deportation, granting of refugee status, release, resettlement, voluntary return to country of origin, death, or
other (to be specified).

4. Border guard health and safety survey
Following the structure of the BGHSS KAP survey, this section provides a summary of major findings in Hungary,
Poland and Slovakia.
Characteristics of the BGHSS KAP Survey
Period of visit

19 May – 25 July 2008

Method of registration

Semi-structured interviews

Sample

2356

Distribution of BGHSS by country

Hungary > 1603
Poland > 389 (+4744)
Slovakia > 364

4.1. Work conditions and perceived health risks
Starting the research findings’ overview from the work conditions and perceived health risks at BCPs and detention facilities, the data reveals that the majority of border officials in Slovakia have been recruited in the last three
years (63%), almost half of the staff in Poland (48%) and one fifth in Hungary. The generation change is more
visible in Poland and Slovakia where persons with more than 10 years of work experience as BOs are respectively
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14% and 10%, while in Hungary one fifth of staff has worked for more than 10 years. (Graph 1) The majority of
women in Slovakia and Poland were also recruited in the last three years in comparison to around one third in
Hungary. Aside from this gender parity trend, the newly recruited staff is very young, being predominantly aged
between 18 and 33.

Graph 1. Number of years of work at present work site by country

The majority of BOs work 40 hour a week – in Hungary, 56% of the respondents declare to have a 40-hour work
week, while this percentage in Poland is 64% and in Slovakia – 40%. (Graphs 2, 3) More than forty hours per
week is declared to be the working schedule for around one third of the employees in Hungary and Poland and
one fifth of the staff in Slovakia. In terms of gender differences, only in Slovakia is there a significant disparity in
the number of working hours between men and women: one third of women report to work more than 40 hours
weekly in comparison to 24% of men. The majority of border officials in Hungary (69%) and Slovakia (58%) report working four days a week, while in Poland the working days for 58% of the respondents are five. More days
a week (6 and 7 - 9%) are also declared in Poland.
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Graph 2. Number of hours per week usually worked

Graph 3. Number of days per week

(excluding lunch breaks and time spent

usually worked by country
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travelling to work) by country

For the majority of respondents in Hungary (66%) and Slovakia (57%), the number of night shifts varies between
six and seven, while 45% of Polish respondents state they don’t have night shifts. Sixty-three percent of women
in Poland declare they do not have night shifts at all in comparison to 10% in Hungary and 13% in Slovakia.
Resting facilities, bathing facilities and an employee association are available on all sites. Sport/recreation facilities are reported by only 30% of Polish staff; 37% of the Polish BOs also state that they do not have occupational
health services easily available on their worksite.
Women tend to be more satisfied with the available conditions in Slovakia and Poland than in Hungary. The
sport facilities receive significantly different answers from men and women only in Poland, where twice as many
women than men are not satisfied with the possibilities for practicing sports. Moreover, BOs working at the green
border in Slovakia and Poland are less satisfied than the ones working at BCPs and DCs with the availability and
access to these services.
Regarding physical health hazards, BOs in the three countries face similar challenges. The majority complain
of regular exposure to computers, TV, electronic screen work, draught, dust and dirt, and noise. Harsh weather
and geographic conditions seem to be a bigger problem for the Slovakian border officials, while high room temperature, unpleasant smell, passive smoking and stuffy bad air are the subject of more complaints in Poland.
Very rarely BOs are exposed to chemicals, pesticides, animals, human samples, dyes or potential carcinogens,
radioisotopes or static electricity. On the other hand, they rather suffer from poor lighting, glare/reflection/
exposure to ultraviolet light and the use of latex gloves. As for the gender differences observed in the three
countries, in general, women tend to perceive of less risk their exposure to chemicals, pesticides, animals,
radioisotopes and carcinogens, while they are more sensitive towards stuffy bad air, smell, variation in room
temperatures, dust, dirt and noise.
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The staff recall being vaccinated from Hepatitis A and B, influenza, TB and against ticks. However, only half of BOs in Poland
and Hungary report possessing a record of vaccinations related to the job, while 79% of interviewees in Slovakia note they
have. Similar is the situation regarding the monitoring of vaccinations by superiors or health professionals – 89% of the
staff in Slovakia answer that their vaccinations are monitored against 49% in Hungary and 71% in Poland. (Graphs 4, 5)

Graph 4. Possession of a record of vaccinations

Graph 5. Superiors/Health professionals monitor

related to the job, by country

vaccinations, by country

In addition to the physical health hazards, the KAP survey investigated the mental health hazards that BOs face in their
daily work. In this respect, Slovakian border officials note less mental health stress at work compared to their colleagues in Poland and Hungary, where on average one fifth of the staff complained about monotonous and unpleasant
tasks and verbal violence from travellers. The Polish respondents also add to this picture the irregular workload and
lack of professional recognition. Discrimination linked to gender, age or personal attribute and unwanted sexual attention are reported as rather rare events, yet women report facing sexual discrimination or unwanted sexual attention
at work more often than men. In terms of witnessing traumatic events at work: 38% of the Hungarian, 44% of the
Polish and 16% of the Slovak respondents note that they have had at least one case in their work environment in the
previous six months. BOs at the green border appear to be more exposed to traumatic events than at BCPs and DCs.

4.2. Health knowledge, attitudes and practice
BOs have had basic first aid training (90% in Poland, 56% in Slovakia and 81% in Hungary) – mainly when undergoing driving lessons, as well as general health education (around one third reported such in Hungry and Slovakia
and two thirds in Poland) and on-the-job first aid training (64% in Poland, 41% in Slovakia and 15% in Hungary).
No specialized trainings on health aspects of migration and human trafficking, vaccination and/or occupational
health are present in the training curricula for border guards. (Graph 6) More often women and staff at DCs report
having had basic first aid training and professional first aid training. DCs staff report being better informed on
vaccinations and occupational health as well.
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Graph 6. Health education during professional training in the previous 12 months or earlier, by activity and country

Border officials assess their health literacy as average and do not feel confident in their knowledge of the most
common infectious diseases signs and symptoms and modes of transmission (even though women assess their
health literacy better than do men). At the same time, they assess the risk of contracting certain infectious diseases at the worksite, such as Bronchitis, Pneumonia, Diarrheal diseases, Tuberculosis, Meningitis, or Hepatitis,
as high. In the same time, BOs appear confused when requested to connect different modes of transmissions
with specific communicable diseases such as HIV/AIDS, Hepatitis A/B/C and Meningitis and often mix the modes
of transmission, causing additional fears and stress.

Graph 7. Self-assessment of personal knowledge and understanding of most common
infectious diseases, by disease factor and country
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As regards the methods for self-protection, BOs report to follow the instructed measures for self-protection and usage of self-protective devices (from all the self-stated answers: 62% in Hungary, 92% in Slovakia and 84% in Poland)
such as masks and gloves. Respondents take care of their personal hygiene (from all the self-stated answers 57% in
Hungary, 28% in Slovakia and 32% in Poland) by washing the hands and using disinfectants though less people report
following the immunization calendar and going for medical examinations. When dealing with a person suspected of
carrying a contagious disease, BOs in Poland report phoning a doctor for advice, calling emergency services or using a
standard health screening questionnaire to a much smaller extent than in Hungary and Slovakia, where the percentage
of staff referring directly to health authorities is twice as high. A possible explanation for this difference is the organization of work in Poland, where the chief on duty decides and contacts the health authorities in case of emergencies.
Regarding the warning signs and symptoms that alert BOs to initiate a medical intervention, the interviewees
self-declare these to be general signs and symptoms (Hungary - 48%, Slovakia - 64%, Poland - 60%), skin signs
(Hungary - 48%, Slovakia - 56%, Poland - 60%) and respiratory/breathing conditions (43% in Hungary and Slovakia and 49% in Poland). Additional, rather medical conditions confirmed by all the respondents are jaundice,
syncope, stupor, and skin rashes; however, BOs note that there are also a lot of other signs and symptoms which
can be alarming in some cases such as nausea, excessive anxiety, or somnolence.

4.3. Case management of migrants
This section investigates the knowledge and practices of border officials in identifying and helping the migrant
population. According to the findings on knowledge of key concepts, BOs seem to be generally well informed on
the terminology used in migration with the exception of two concepts: assisted migration (correctly described by
42% in Hungary, 23% in Slovakia and 24% in Poland) and cultural orientation of migrants (2%, 1%, 12% respectively). The majority of Slovakian BOs appear less knowledgeable of migration terminology such as asylum seeker, irregular migration, displaced person, primary inspection, secondary inspection and trafficking in persons.
Border staff are required to intervene in critical events in their job performance; however, around one fourth of
the respondents, and even less in Hungary, indicate that they have had such cases, which are mainly non-health
related, non-violent events.
Information about organizations helping migrants is scarce. On the one hand, BOs do not have regular contact
with such organizations and do not know them, but also NGOs and international agencies are not visible/ active in
the border region by working mainly in the capitals of Hungary, Poland and Slovakia. The most known organizations on a country level appeared to be UNHCR, the Red Cross, Helsinki Committee, and IOM.

4.4. Subjective health and use of health services
According to respondents’ self-assessment, their health is good to excellent – only some 12% in Hungary,
6% in Slovakia and 8% in Poland assess their health as poor. No difference in their personal assessment of
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their current health as compared to the previous years is observed – more than 60% in the three countries
state it is the same. (Graph 8)

Graph 8. Subjective health rating

In terms of health check-ups, border officials state that they have obligatory health screening once a year
(90%). Seventy-five per cent of Hungarians, 88% of the Slovakian and 87% of the Polish interviewees
have been at least once to the doctor in the past 12 months. Most respondents have had appointments
with a GP, optician and/or dentist; a few have had other specialized health consultations with a therapist
or visited the hospital. In terms of work-related accidents in the last 12 months, the staff reported accidents are the highest in Poland (7% of respondents had such in comparison to around 2% in Hungary
and Slovakia).

4.5. Education and training
In terms of education and training undertaken at the initiative of staff, Polish BOs have been the most active with
50% having had specialized training outside of work, in comparison to 21% in Hungary and 23% in Slovakia. Regarding on-the-job training, 80% of the Slovakian border officials report to have had such, while this percentage
is 60% in Hungary and 52% in Poland. Most of the on-the-job training has been specialized (such as weapons
or recognizing false document) or general (on new legal provisions). Very few report having had health-related
training at work (none in Hungary, 8% in Slovakia and 3% in Poland).
In terms of language competences, the main foreign languages spoken by BOs in the three countries are Russian,
English and German. BOs speak other languages besides the country’s official language at home rather rarely
(17% in Hungary, 44% in Slovakia and 85% in Poland report that they have done it at least once).
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5. Border line health and social worker survey
Following the structure of the BLHSS KAP survey, this section provides a summary of major findings in Hungary,
Poland and Slovakia. Overall 74 interviews were included in the final dataset with health professionals, from which
30 in Hungary and Poland45 and 14 in Slovakia. (Table 3)
As elaborated in the methodology section of the report, the profile and number of interviews in the three countries differ according to duty station and specialization. In Hungary, the data covers mainly health professionals46
working in hospitals; the majority of Polish respondents were interviewed in RCs; while in Slovakia, interviewees
are from DCs and RCs. Most of respondents are nurses (44%), followed by medical doctors (23%) and social
workers (22%). In Hungary, there are no social workers or psychologists in the group of respondents, while in
Slovakia, no psychologists were interviewed. In Poland, there are no interviews with respondents working outside
of DCs and RCs. The majority of respondents work in organizations, affiliated to the MoI or MoH, with the exception of Hungary, where the health staff interviewed works primarily in hospitals, affiliated to the MoH. (Table 4)
The services provided by interviewiees’ organizations are primary care (out-patient) (78%), hospital care (42%),
public health services (39%) and emergency services (35%).

5.1. Work conditions and service usage
A. Work conditions
Across the country samples, the findings show that, even within diverse organizations, the majority of respondents have similar daily work routine: 40-hour work week over 5 days (Graph 9 below), without weekend
and night shifts. Part-time work among health and social worker staff is most common in Poland (36.7%) and
Slovakia (21.4%).

Graph 9. Number of hours per week usually worked (excluding lunch breaks
and time spent travelling to work) by country
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Table 3. Distribution of BLHSS by country
Total

Hungary

Slovakia

Poland

n=74

n=30

n=14

n=30

Detention centres (long term)

18%

17%

14%

20%

Detention centres (short term)

7%

0%

36%

0%

Reception centres (for asylum seekers)

42%

0%

50%

80%

Hospital

26%

63%

0%

0%

Other health facility

8%

20%

0%

0%

100%

100%

100%

100%

Total

Table 4. Characteristics of the organization
Total

Hungary

Slovakia

Poland

n=74

n=30

n=14

n=30

Affiliated to Ministry of Interior

55%

23%

64%

83%

Affiliated to Ministry of Health

43%

77%

29%

17%

Private not-for-profit provider (e.g. humanitarian, charitable
organization)

1%

0%

7%

0%

Primary care (out-patient)

78%

60%

85%

93%

Secondary care (specialist out-patient)

21%

14%

15%

32%

Hospital care (inpatient, long term)

42%

62%

15%

33%

Emergency services (medical)

35%

38%

39%

29%

Public health services (infectology/ epidemiology)

39%

14%

46%

65%

On-site health services at border checkpoint

0%

0%

0%

0%

On-site health services at long-term detention centre

23%

14%

31%

30%

On-site health services at detention centre (short-term)

9%

0%

43%

0%

On-site health services at reception centres

25%

7%

57%

29%

Social services (social work)

19%

3%

0%

50%

National level (Ministry, National HQ)

60%

18%

86%

89%

Regional level

29%

64%

0%

7%

Local level

4%

11%

0%

0%

Independent

4%

0%

14%

4%

Other

3%

7%

0%

0%

Affiliation

Services provided

Reports directly to authorities at
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B. Services usage
The main clinical diagnostic technologies and procedures reported to be routinely available for migrants onsite or through referral are chest X-ray in TB diagnosis (76%), general blood test (82%), and general urine
test (84%). Tests for viral hepatitis (e.g. HBsAG) (62%), infectological counselling (65%), consultation with a
specialist on internal diseases and /or cardiology (63%), and psychiatric screening and counselling (63%) are
also reported to be available.
The most frequent migrants users of medical services in the previous 12 months, according to the country of
origin were reported to be Romanians (27% of all answers), Pakistani (22% of all answers), Russians (20%
of all answers) and Ukrainians (18% of all answers); and in smaller extent individuals coming from India,
Moldova, Croatia, Afghanistan, Serbia, China, Belarus, Georgia, Somalia, Iraq, Kosovo, Lebanon, Vietnam, and
Nigeria. Main vulnerable groups served from health professionals were reported to be pregnant women (60%),
minors (50%), unaccompanied minors (20%), and elderly (35%) distributed along the categories of asylum
seekers, refugees, UAMs and smuggled migrants. No cases of trafficked persons for sexual and/or labour
exploitation were known.

5.2. Public health safety of the resident population
Interviewees generally agree that the overall rates of infectious diseases in the border region correspond to their
share of the total population. Major infectious diseases being of risk to the resident population as a result of
cross-border migration are considered to be TB and Hepatitis A/B/C. In Slovakia, the respondents also rate as
high risk HIV/AIDS and meningitis, in Poland – syphilis, and in Hungary - diarrheal diseases. (Graph 10)
When investigating the perception and fears of migration as potentially threatening the physical and mental health of
resident population, the respondents appear rather skeptic. Except for unemployment rates in Hungary (52% state
that migration is a risk factor) and property crime in Poland (48%), migration is not associated with higher rates of
violent crime, organized crime, public order crime and/or community violence at the border. (Graph 11)
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Graph 10. Infectious diseases considered to represent the most risk to the resident population
as a result of cross-border migration47

Graph 11. Perception of migration-related risk factors (i.e. increase in rates)
as threatening to the physical and mental health
of the resident population in the long run48
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Diverse public health and security measures49 concerning migrants are planned or implemented in the border
region according to the health professionals that participated in the study, ranging from screening programs to
education and promotion activities. However, the variety of answers, i.e. “none considered”, “implementation in
progress” and “have been implemented” reveal lack of knowledge and clarity about the actual measures implemented and/or planned.

5.3. Services and assistance for at-risk groups
The perceived risk of trafficking in persons is assessed to be low to medium. The risk level of organized
crime is perceived the same as for non-border zone populations (51%) or higher (43%). The majority of
respondents have not worked with VoTs. In terms of diagnostic tests, procedures and specialists’ counselling services available to VoTs, the answers vary: in Slovakia and Poland, the majority of respondents
note that they offer a variety of services to VoTs, while in Hungary these services are not routinely used
for screening of migrants.
When investigating whether the respondents have worked with unaccompanied minors, Slovakian respondents confirm to have worked with UAMs, while few Hungarian and Polish health professionals
report to have had such cases or have heard of referrals to their organization in the last 12 months.
With regard to cooperation with humanitarian organizations, most respondents in Slovakia and Poland note that
they have had contacts with organizations helping refuges/asylum seekers, UAMs, VoTs and regular migrants in
general. The Hungarian respondents do not have such contacts. The services known to be offered to migrants are
legal services (92%), services associated with job finding, family and child care, social work services, vocational
training/education, and psychological counselling (65%).

5.4. Training needs and language competences
Few respondents have had training on migration health issues in the previous 12 months or earlier. Only the
Polish health professionals reported courses on legal aspects of migration and health (52% of staff), health safety
alongside the external borders (33%) and health issues for trafficked or smuggled migrants (30%).
In addition, they were the largest group to report taking courses on their own initiative (88% have had such). As
regards language competences, most respondents have studied Russian as their first foreign language, followed
by English and/or German.
A proposed number of domains of professional knowledge and need for advancement in the work and overall
professional competence were highly valued such as specific health needs, rights and obligations of refugees and
asylum seekers, minimum standards and expected role of health professionals, role of humanitarian organizations, interpersonal skills and cultural competence. (Graph 12)
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Graph 12. Importance rating of domains of professional knowledge for advancement
in the work and overall professional competence50

6. Border checkpoint and detention/reception
centres checklists
During the first phase of data collection, 31 land border checkpoints were surveyed with checklists: 18 in Hungary at the borders with Ukraine, Serbia, Romania51; 7 in Poland at the borders with oblast Kaliningrad (Russia),
Ukraine and Belarus; and 6 in Slovakia at the border with Ukraine. The sites52 included three green border sections, checkpoints for different modes of vehicle traffic for cars/trains/cargo, and pedestrians, and varying border
caseload (including sites with high and low border traffic). (Table 5)
Border regions are diverse in terms of geographical conditions and distance from the closest town/village, natural
barriers to irregular migration (e.g. rivers or mountainous landscape), and connections to highways and main
national/international roads. One branch office/duty station supervises one or multiple BCP(s), being land, railway
or pedestrian, and their respective green border areas. The annual regular and irregular caseload varies between
border sections, and depends on the conditions in the border region, size/capacity of individual BCPs, available
technical equipment, and fluctuations in routes for irregular migration; thus, neighbouring sectors can experience
different flows of regular and irregular migrants and critical events. One shift includes between 10 and 50 staff,
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depending on the size of the BCP and respective number of lines of entry and exit; the total number of employees
is between 100 and 300 persons at the largest BCPs.

Table 5. Distribution of BCP checklists by country
Hungary

Poland

Slovakia

Zahony (Ukraine)
Vallaj (Romania)
Szeged – Tiszasziget (Serbia)
Szeged – Roszke (Serbia)
Nyirabrany (Romania)

Bezledy (Russia)
Dorohusk (Ukraine)
Hrebenne (Ukraine)
Korczowa (Ukraine)
Kroscienko (Ukraine)

Podhorod (green border) (Ukraine)
Ubla (Ukraine)
Velke Slemence (Ukraine)
Matovske Vojkovce (green border)
(Ukraine)

Tiszabecs (Ukraine)
Battonya (Romania)
Beregsurany (Ukraine)
Biharkeresztes (Romania)
Csengersima (Romania)
Gyula (Romania)
Kelebia (Serbia)
Kiszombor (Romania)
Letavertes (Romania)
Mehkerek (Romania)
Nagylak (Romania)
Barabas (Ukraine)
Lonya (Ukraine)

Kuznica Bialostocka (Belarus)
Slawatycze (Belarus)

Vysne Nemecke (Ukraine)
Zboj (green border) (Ukraine)

6.1. Health resources of BCPs
BCPs in Hungary, Poland, and Slovakia do not have health care facilities and health care staff either at
checkpoints or in the branch offices. As explained previously, in case of health-related issues at the border
(green border or BCP), the emergency services and/or the local GP is called. In Hungary this is the local GP,
in Poland - the border stations for sanitary and epidemiological control and/or the GP, and in Slovakia the
emergency services.
All the BCPs in Poland and Slovakia and most of the border facilities in Hungary confirm having regulations
for handling health-related emergencies. At the time of visit, employees were not familiar with the IHR 2005 or
their role to coordinate with public health authorities. Protocol or procedures in case of outbreaks (e.g. SARS or
pandemic influenza procedures) were reported to exist only in Poland and in one BCP in Hungary. The possibility
to quarantine and observe persons displaying symptoms of infectious disease in separate rooms on site at the
border was recorded in the majority of Polish and Slovakian sites, however missing in Hungary. The physical
distance of the checkpoints from different health care facilities in the border region varies but overall the findings
suggest that the sites are well served in need of urgent health care.
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6.2. General hygiene conditions at BCPs
A series of questions regarding the hygiene and cleaning regulations on-site were asked to Chief Commanders
or delegated staff.
All visited sites in Poland and Slovakia claim to conduct scheduled hygiene inspections, whereas only half of the
Hungarian facilities report to have such practice. However, the information on the frequency is not very precise
in any of the countries and consistent between sites, which suggest that there are no centralized and standardized hygiene inspections. All sites report having cleaning regulations but concrete documents were not provided.
Cleaning staff was also reported, except in Slovakia, where an external company is contracted for the cleaning
services. The premises are cleaned daily/several times a day. The information on pest control is unclear and difficult to extract – apparently pest control is neither performed, not controlled for centrally.
The standard personal protection measures used by BOs are rubber gloves and protective masks. As far as
regulation/training regarding their usage is concerned, it appears that no such training is organized in the majority of sites in Hungary, while the majority of respondents in Poland and Slovakia state they have had training
on personal protection. Similar is the situation with the training on personal hygiene, half of the sites report to
have had such training, amongst which all the Polish sites, one third of the Slovakian and 44% of the Hungarian.
Access to disinfectants for personal use was confirmed in the majority of sites visited in Hungary and Poland,
described mainly as bleach and commercially available cleaning materials. They are easily accessible in one third
of the places from the facility storage room. Training/regulations regarding the usage of disinfectant substances
were confirmed in all Polish sites and one third of the Hungarian BCPs, while in Slovakia the BP is not dealing
with cleaning. Training on infection control and prevention was not held, according to the majority of respondents.
Regarding sewage connections, 61% of the sites report to have a local sewage system against centrally connected one, amongst which all the sites in Slovakia. Only one site in Hungary collects the waste in container.
Potable water and hot running water are secured and running in the majority of BCPs visited. Usually the lavatories are supplied with liquid soap (bar soap in Hungary and Slovakia), toilet paper and hand dryers, except in
Hungary where approximately half of the sites report to have a hand dryer and cloth towels. Paper towels are
not reported as common in Hungary and Slovakia, neither are hands-free hand-wash stations. All the sites report
separate public lavatories with functional locks for men and women and cleaning of the public lavatories daily or
several times a day. However, these descriptions refer to the staff lavatories, as lavatories for travellers are missing regular hygiene supplies.

6.3. Hygiene conditions in on-site detention facilities
From the thirty-one BCPs visited, nine BCPs do not have on-site detention facilities and thus direct detained
migrants to the nearby police detention facilities. Only twenty three sites describe the hygiene conditions in their
short-term detention facilities. The average length of short-term detention is approximately 9 hours in Hungary
and Slovakia and 15 hours in Poland. The average number of detainees held in the facility at any point in 2007

Results

49

was the highest in Slovakia: 18 persons. The Slovakian checkpoints seem to provide larger cells as the minimum
area and elbow-room ensured for detainees was reported to be on average 16 m2.
The majority of short-term facilities provide access to hot running water and daily showers (in the on-site detention facility at the branch office in the case of Hungary53), constant electricity supply in cells (except in Slovakia),
ventilation (windows), and regular cleaning of cells (daily/several times a day). Separate lavatories and showers
for men and women, hands-free hand wash stations and functional locks were not available in a number of sites,
primarily in Hungary and Poland. The cleaning staff disinfects the premises after removal of detainees.
In BCPs with on-site detention facilities, migrants receive a medical examination upon explicit request or if the
need is identified by border officials (i.e. in case of clear visible signs). No mandatory screening procedure takes
place at the checkpoints.
The main factors reported in separating detainees are health, gender, age, and family status (in order). Nationality and religion are relevant factors in the majority of sites visited in Poland and Slovakia, and less frequently
considered in Hungary.
While in detention, apprehended migrants are provided with a plastic dinner set, mug, blanket, bed, soap and
toilet paper at most BCPs. In Hungary there are wooden plank beds in place; towels are only available in the
toilets. Duvet covers and sheets are provided only in Poland and Slovakia. None of the countries visited provide
night clothes, slippers, extra clothes, and toothpaste or toothbrush. Tampons/sanitary napkins are provided in all
premises in Slovakia.
The routine for the period of short-term detention at the BCPs consists of time for washing and time for meals.
No open-air walks and time for medical examinations are provided in short-term detention facilities in Hungary
and Poland. Time for medical examinations is neither included in the routine in Slovakia. In the majority of cases,
detainees eat in their cells. The meals served are diverse in origin and preparation: by catering company, by the
staff in the on-premises kitchen or cold dishes bought from the local grocery store. No copies of any food preparation regulations were provided during the visits. The cleaning of sheets is performed by different actors in the
three countries: from none (no sheets and towels provided) to external laundry services or the BO local division.

6.4. Hygiene conditions for staff
A final part of the checklist questioned the hygiene conditions for staff. In all sites, the detention areas are separated from the staff’s premises. The staff have separate lavatories, and generally have separate cutlery and separately cleaned sheets and towels. For a large majority of sites, no separate room for drying clothes was reported
to be available on site, neither the possibility to use washing machines for washing the uniforms. The possibility
to wash and dry uniforms was identified at only four Hungarian checkpoints. The social area for staff consists of
kitchen with basic kitchen supplies: a table, chairs, refrigerator, and a microwave to warm up and prepare basic
meals and/or coffee. According to reports, it is cleaned on a daily basis.
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7. Field visits
The project team field visits took place in Hungary, Poland and Slovakia from 26 January to 26 February 2009.
These visits built on the first phase of assessment activities carried out by the Project54 and covered 21 sites (14
checkpoints, 6 detention centres, and 1 closed reception centre): 10 sites in Hungary, 7 sites in Poland, and 4
sites (plus the BO regional HQ Centre) in Slovakia. More than 21 meetings with local resource persons from the
border police and public health authorities, health professionals and migrants were organized and detailed feedback was collected and reflected in the report.
The project team members and observers included representatives from the following institutions/ organizations:
IOM Brussels and local IOM country coordinators, IOM Kiev, Migration Health Department, University of Pécs
(Hungary), Executive Agency for Health and Consumers (EAHC), representatives from national governments of
the country visited, representatives from project collaborating partners: ECDC; Frontex, Training and Rapid Border
Intervention Team (RABIT) Units; experts in the IHR as proposed by the WHO EURO, Centre of Migration Research, Warsaw University (Poland), University of Trnava (Slovakia), Federal Agency for the Reception of Asylum
Seekers (Fedasil) (Belgium).
In the following sub-sections, a brief overview of the major issues regarding the occupational health of staff (both
physical and mental); migrant health (both physical and mental); physical conditions of the site visited; public
health in host communities; and good practices to share is provided.

7.1. Occupational health of staff
With regards to the occupational health of staff, the findings from the field visits to the three countries confirm
regular medical control and physical check-ups of the border police/guards. No major outbreaks amongst staff
were reported. BOs undergo regular, psychological check-ups and can access a psychologist on-site, though
such self-initiated visits are rare: the organisational and community culture, for one, not being conducive to such
mental health seeking behaviour. The range and type of services provided were further judged by the project
team as not fully adequate, where both prevention and promotion activities mostly lacking. At the same time, BOs
reported facing significant stress in their daily job due to factors ranging from aggressive travellers’ behaviour
to physical threats and traumatizing events while patrolling the green border. BOs identify the need for more
psychological support as essential and yet insufficient.

7.2. Migrant health
The overall findings reveal similar trends in the three countries. Not only is the migrant profile similar, but so are
the major difficulties that migrants face in receiving adequate and appropriate health care services, in particular
while in detention. Migrants undergo some basic, not standardized, medical screening in DCs/RCs upon admission. No major health conditions or infectious diseases amongst migrants were reported to the project team,
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except rare cases of TB, Hepatitis and dermatological problems and/or allergies. Statistics on migrants’ health
were not available and only Slovakia collects such centrally.
It was observed during the visits that limited medical staff availability and communication problems burden the
access to appropriate health care. This is even more pertinent in the case of mental health care. Often, psychologists available in DCs are responsible for both staff and migrants, generating problems such as conflict of interest, different training requirements, or competing demands on the psychologist’s schedule. Staff has insufficient
time to work with migrants, does not necessarily know foreign languages (with professional translation services
limited to legal proceedings) and/or has limited knowledge about the cultural particularities of their foreign patients, who might suffer from a wide range of mental health conditions, ranging from confusion to PTSD.

7.3. Physical conditions of the sites visited
Although all visited sites at the external Schengen border are new or recently renovated, they exhibit some organizational and infrastructural deficiencies. In all three countries, the sanitary facilities for the general public at
BCPs were often in poor condition; some BCPs were lacking medical/isolation rooms, others had the isolation
and interrogation/holding rooms in proximity to the staff social or eating areas. DCs appeared clean and new, yet
had an intense prison-like atmosphere and lacked sport and recreation possibilities in most cases.

7.4. Public health in host communities
No major epidemiological threats in the border region were reported to the project team, except one outbreak
of measles, though actual comparative data from border regions and national figures was not made available.
Coordination gaps between the border police/guards and the local public health services and in some cases with
colleagues across the border resulted in a lack of or insufficiently reliable information on the cross-border epidemiological situation and raised the question of how the border region authorities will react in a crisis situation or
in case of emergency.
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5
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Good practices to share

POLAND
During the visit in Poland, the project team observed the following good practices in DCs and BCPs:

For staff:
> The system of rotation, i.e. regular shifts in some units between BCPs (land, railway, and green border)
and DCs of staff is an effective mental and physical health measure, preventing adverse effects of monotonous and/or strenuous tasks that border guards experience in their daily work routine;
> Rehabilitation recreation system available for staff;
> Initiatives in Bialystok DC: sports competitions, psychologist does outreach at BCP, and anonymous
assessment questionnaires on work conditions for staff;
> Cooperation with the Jagiellonian University in Krakow in development of training programs on communication in a multicultural environment;
> In Warminsko-Mazurski Unit, the BGs have initiated collaboration with an NGO on multicultural training;
> Collaboration with La Strada Foundation on providing training to BGs in identification of VoTs.
> Procedure for identification of infectious diseases at Przemy l - highly valued by the provincial
health inspectorate.

For migrants:
> Availability of prayer room, own kitchen for preparing meals, library and sport rooms (for playing table
tennis) in DCs;
> Employment of civilian professionals in some detention centres such as the librarian in Przemy!l!DC.55

For border communities:
> Bilateral cooperation and exchange of information on the epidemiological situation between the Polish
and the Ukrainian and Belorussian authorities;
> At Bialystok after the SARS outbreak, an operational plan was developed for emergency preparedness
and an agreement with Chief Sanitary Inspectorate describing respective competencies and how to act
in case of outbreak;
> Crisis management group – partnership between Podlaski Border Guard’s unit and the Sanitary Inspectorate, which monitors health threats in the border region. The group developed an action plan for crisis
situations, which lists procedures to be observed in case of an epidemic or other health threats; different
authorities’ competences to act; the rules for exchange of information; phone numbers of doctors/institutions in the region and hospitals. In 2005, the Sanitary Inspectorate provided training to 350 BGs in this
unit on how to handle possible cases of avian influenza in order to protect themselves and the public health.

Photographs from field visits: Poland (26 January – 6 February 2009)
Detention Centre – Medical Room
5

Checkpoint – Tour of Facilities
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Checkpoint
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Detention Centre – Playground

Checkpoint – Discussion with Border Guard Staff
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Checkpoint
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HUNGARY
For staff:
> Training on protection against infectious diseases (2x2 hours) by the Szeged/Roszke Border Police
Branch Office: topics include how to identify symptoms of infectious diseases and primary measures
to be taken in case of suspicion.

For migrants:
> National and international organizations providing direct services to migrants, including psychological
counselling hours in Nyirbator DC by “Kordéllai” Foundation;
> Families with children are not held in detention;

For border communities:
> Excellent 24-hour emergency and GP group practice/ health centre funded by the community at Mako
with well-equipped ambulances collaborating with BCPs;
> Centrally prepared and distributed action plan for extraordinary events (e.g. explosion, fire, bio-terrorism activity, chemical hazards and infectious diseases) is available in every BCP, which includes
response plans for different hazards, including infectious diseases and outbreaks (first task is to call
the GP). However, these plans should be discussed with public health (PH) authority, exercised, and
updated yearly.

Photographs from field visits: Hungary (8-20 February 2009)
Checkpoint – Staff Kitchen
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Detention Centre – Outdoor Area

Detention Centre – Reading Room
Checkpoint
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Detention Centre Cell

Checkpoint – Staff Gym
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Detention Centre – TV Room
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Checkpoint – Medical Room

Detention Centre – Phone for Detainees
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SLOVAKIA
For staff:
> Possibility to wash staff uniforms at work;
> Cooperation with UNHCR on multicultural training (at Sobrance HQ);
> The health department of the MoI developed a booklet advising protection measures to border police in
2001 (although the material requires an update).

For migrants:
> The psychological counselling practice at Se"ovce DC and engagement of psychologist is a good
initiative, similar is the case with the involvement of the social worker from Goodwill Foundation in
Humenné RC;
> Hands - free sanitary facilities (toilets, sinks and showers) in Humenné RC;
> Living conditions in RC: decoration, library, freedom of movement in the campus of the facility;
> Centralized data collection by the health department at MoI on diseases in RC/DCs.

For border communities:
> Exchange of information with the Ukrainian authorities on the epidemiological situation;
> Communication of health status of migrants between the detention centres and the central authorities
(Ministry of Interior) – health statistics are maintained and available;
> The doctor from Se"ovce DC organizes regular meetings with other doctors in the region to share
experiences (continuous training). Additionally, he meets with the staff regularly to discuss possible
cases of diseases.

Photographs from field visits: Slovakia (22 - 26 February 2009)
Detention Centre – Holding Cell
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Detention Centre – Family Room

Checkpoint – Holding Cell (Camera)

Medical Room
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Reception Centre - Library

Detention Centre – Playground

Workshop with Local Stakeholders
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Detention Centre –

Workshop with Local Stakeholders
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Summary and
Discussion

4

I

n this section, a brief discussion of the major findings of the situational analysis report will be presented
for the three areas of interest as follow: the health of migrants crossing the land border and in detention;
the occupational health, health knowledge/attitudes and practices of border officials; and the emergency

preparedness and public health in the border regions.

1. Migrant health
In order to better understand the magnitude and nature of migration-related public health hazards in the target
border regions, the discussion starts with the profiling of irregular and regular migrants (e.g. travellers) coming
to the Eastern Schengen land borders of Poland, Hungary and Slovakia.
The profile of irregular migrants in the three countries, with small variations, is similar: mainly individuals from
the Former Soviet Union, Former Yugoslavia (especially in Hungary) and major sending countries in Asia (Vietnam, China, India, Bangladesh, Pakistan, and Afghanistan). The majority of migrants irregularly crossing at the
Eastern border originate from the neighbouring countries and are generally using Poland, Hungary and Slovakia
as transit countries to their final destination further west. The available statistics suggest that most irregular migrants are young men, although the number of women and children is increasing steadily. Overall, the number of
irregular migrants represents a very small proportion of the total border traffic, which is predominantly based on
inter-regional travel. The main regular travellers at the Eastern Schengen border are citizens from the neighbouring countries (Russia, Ukraine, Belarus, Germany, Moldova, and Lithuania) and a significant amount from the border region, mainly crossing the border with labour migration, commercial and/or smuggling of goods (cigarettes
and/or alcohol) purposes. Nevertheless closer geographical proximity, Russia, Ukraine, Belarus, Moldova, and
Georgia suffer from higher morbidity and mortality rates caused by Tuberculosis and HIV/AIDS in comparison to
Poland, Slovakia and Hungary.
During the assessment phase, issues related to the health of irregular migrants and factors in their vulnerability
were given particular attention. Main topics addressed are access to health care services, the quality of health care
services and state of health. Regular migrants crossing the border have limited contacts with border authorities
and their health is primarily of concern in emergency situations and outbreak preparedness. These issues will be
addressed in the final section of the discussion.

1.1. Access to health care
> At border checkpoints, migrants receive medical care from general practitioners or emergency services
upon request and/or if border guards/police assesses it necessary. The physician generally decides on-
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site whether further referral to a hospital is needed, depending on the conditions of the patient. In case of
accident at the green border, BOs are supposed to provide first aid if the person cannot be transported to
health facility.
> Upon admission to detention centre, irregular migrants undergo basic, non -standardized medical screening.
Limited medical staff availability56 and communication problems burden the access to appropriate health care.
Prenatal care is insufficient and few pregnant women are informed of their rights to have regular consultations
during pregnancy. Specialized health care services are similarly not easily accessible. Usually, specialized services are at some distance from the premises of the centres, and officials have to escort the migrants and guard
them during the visit. This represents an additional burden to DC staff’s workload and impedes the access to
specialized health care.
> According to surveyed health professionals, migrants in detention centres have access to the main clinical
diagnostic technologies and procedures routinely available on-site or through referral, such as chest X-ray in
TB diagnosis and general and urine tests. Other tests reported as available are for viral hepatitis (e.g. HBsAG),
infectological counselling, and consultation with specialists on internal diseases and/or cardiology, and psychiatric screening and counselling. During interviews, migrants did not report any consultations with specialists
except the basic medical exam and general blood and urine tests. The question remains how often migrants
are referred for such testing and treatments as relevant statistics were neither available at the level of individual
detention centres, nor collected centrally and points out to the need of implementing a centralized migrant
health template, where the actual number and referrals would be reflected. Slovakia is an exception in collecting
centralized data on certain physical health conditions, hospitalizations and situations of concern (e.g. hunger
strikes, alcohol/drug abuse and self-harm).
> No particular evidence of mental health assessment as part of the general health screening of detainees was
noted. Limited or lack of access to psychological assistance and/or preventive mental health services and
mental health counselling session was observed in all the countries visited. In fact, problematic cases in DCs
are usually detected by staff, not because they have followed specialized training, but because of their work
experience and compassionate attitude, attention which comes sometimes with serious delay and should not
be relied upon.

1.2. Quality of health care
> Health care provided at BCPs and on-site detention facilities can be either first-aid/ emergency care or PHC.
Border officials have some first aid training, but this is generally at a very basic level and not refreshed
regularly. Although the cases of need to provide first aid at the border (BCPs or green border) are reported
to be few (statistics are not available/kept), BOs do reported having to intervene and provide first aid. They
expressed anxiety about their actual preparedness to provide such help. No fatalities were further reported
in this respect during meetings; however, a story of a colleague who saved the life of a baby was recalled by
different BO units in Hungary.
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> In respect to the emergency services, the only problem potentially could be the average time for arrival of the
ambulance to the border, ranging from 5 minutes to 30 minutes in different checkpoints and countries. The
lack of data on the number of times GPs and/ or the ambulance is called and on the outcome and continuity of
health care (at the hospital and further in DC/RC) makes it difficult to evaluate the readiness to actually provide
health care and its quality at the border despite knowing the available procedure in practice.
> Even though basic medical examination is performed upon entry to detention centre, the quality of the health care is
uncertain, and again difficult to evidence and assess due to lack of actual data, on account of: financial constraints
and insufficient medical staff to work in DCs; lack of standardized screening and data collection procedure; communication barriers and issues of miscommunication, and preconceptions and cultural gaps. Medical staff have
insufficient time to work with migrants and do not necessarily know foreign languages, nor have training on how to
work with people from different cultural and at risk backgrounds to interpret signs, symptoms and perceptions of
illnesses of their foreign patients. Very often the sole means of communication is through interpreters (which are
not available as a matter of regular practice except as reported, in Hungary and when available most often only for
English and Russian). More frequently the help of another migrant is solicited or communication is attempted via
signs, which can lead to poor understanding of migrant health concerns and inadequate treatment and follow up.
> In the case of mental health, knowledge about the cultural and experiential particularities of their foreign patients, who might have experienced or suffer from a wide range of mental health issues, ranging from confusion
to PTSD is even more crucial and overall lacking. Often psychologists in DCs are not specialized in dealing with
vulnerable cases and people with PTSD, which impacts on the health care services provided. A further concern
is the adequacy of psychosocial and educational support for children, who are also detained with their families
in closed centres in two of the three countries.
> The limited number of psychologists, physicians and nurses available in DCs, the gaps in necessary competencies/training and the possible conflict of interest rising from their reporting to MoI/detention authorities and being
responsible for both the staff and migrants in Hungary and Poland, further impedes the quality of health care.
> Even in reception centres, which are overall better resourced, the country UNHCR office, has noted the absence of linguistically and culturally accessible care and interpreting services. Refugees have shown difficulty
developing trust in, and respect for, physicians and local medicine and, they are often unable to communicate
with health professionals and be referred for the right treatment. Furthermore, complaints about xenophobic
or discriminatory attitudes among doctors and other staff have been reported to UNHCR. Medical staff also
encounters many challenges due to the fact that this group of population in many cases lacks necessary
means of communicating their medical history, current needs, and personal health practices and values.
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1.3. State of health
> As explained above, no statistical data of health events, their nature and outcome at the border or number of times
emergency services were called and/or relevant health statistics are kept. Thus no information on the health status
of irregular migrants passing through BCPs and held in short-term, on-site detention facilities is available, incidental such was only provided verbally on site. Cases of TB, hepatitis, scabies and other general health conditions
(such as heat issues for travellers facing long line-ups in summer) were mentioned during field visits.
> Some basic information regarding the health of irregular migrants was provided only during the retrospective data collection: the number of people who needed medical attention and/or with diagnosed medical
conditions; the number treated; and the referrals to local health facility. However, in Hungary and Poland, the
categories of information collected are not standardized within the country (between detention facilities) and
the restructuring of the border authorities was reported to have resulted in some interruptions/gaps in data
collection. In Slovakia, data is collected and centralized at MoI’s health department from doctors in DCs every
three months, mainly indicating low frequency cases of TB, gastrointestinal diseases and hepatitis (communicable), as well as drug abuse and physical injuries (non-communicable).57 Overall, a low number of cases
of TB, Hepatitis A/B/C and HIV/AIDS, and dermatological problems were reported during the retrospective
data collection phase for migrants in DCs58 (no numbers were provided during field visits when such were
requested from the health workers).
> During the field visits in DCs, team members commented that the majority of detained migrants show signs
of mental distress as a result of the various ordeals they had experienced and the lack of psychological and
network support. The complaints of migrants covered issues related to their living conditions, food, hygiene
supplies, communication problems, the lack of social activities and sport facilities among others. Overall, the
major distress factor for detained persons seems to be the uncertainty on their stay in detention and the overall
lack of information and support, which also increases drastically the health complaints of both physical and
psychological nature.
> Another pertinent issue of concern, observed during field visits is the fact that children are detained in DCs
(in two out of the three countries visited) and supposed to live for months in prison-like conditions, which
further impacts their already fragilized mental and physical state. In this regard, availability of paediatric care,
specialised child psychologist, lack of schooling were problems noted from experts, participating in the visits.

2. Occupational health of staff, health knowledge/attitudes
and practices and case management of migrants
The profile of border guards/police staff in Hungary, Poland and Slovakia is similar as it reflects the recent restructuring of the national security systems to adapt to the Schengen criteria. The infrastructure and material
equipment is renovated or new, and BOs have received related technical training. The implementation of the
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Frontex common core curriculum is being planned or in process. The majority of employees are young men - a
high proportion of the staff is aged between 30 and 40, recently recruited into the system after physical and psychological examination and respective training.
At the same time, a high turnover of border guard/police staff in the border region was registered and increase59
in the number of recently recruited employees amongst the border police, especially in one of the three countries,
where the newly arrived staff in the last three years amounts to almost 50% of all the border officials. A small
number of health professionals are employed by the Border Guards/Police and report to the MoI.

2.1. State of health and occupational health services
> Respondents’ health self-assessment varies from good to excellent. Compulsory medical check-ups are performed once a year. Visits to a GP, optician and/or dentist are reported to be regular. Quite few BOs have had any
health consultations with special therapist services (e.g. occupational health or rehabilitation) and/or visited the
hospital in previous 12 months before the interview.
> BOs also undergo compulsory psychological check-ups (on average every two years) and can access a psychologist on-site, though such self-initiated visits are very rare: the organisational and community culture not
being conducive to such mental health seeking behaviour and the range and type of service provided not being
fully adequate, and prevention and promotion are mostly lacking. In this regard, BOs identify the need of more
psychological support to cope with stress as essential and yet insufficient. For one, there is a general shortage
of psychologists and physicians in service, and second, the concept of mental health is vague and loaded with
negative stereotypes, often confused with psychological disturbances (mental illness). Stress management
and burn-out identification is not a standard component of the compulsory assessment process. With the
exception of some sporadic initiatives and limited access to “rest” centres, little information was provided as
to whether any specific mental health prevention measures were in force and/or planned to help staff cope with
work-related stress and traumatic events.
> According to one third of BOs overall, and much more in one of the three countries visited, the occupational
health services are not easily accessible at their work site. During the field visits, team members also could
not find information on the occupational health services and receive any occupational health data. In addition, need of better social services was noted to be needed for improving the overall health and well being
of border staff.
> No major disease outbreaks were reported amongst staff. Cases of TB and scabies transmitted from migrants,
Hepatitis A and seasonal outbreaks of influenza were recalled by some BOs. Major occupational health concerns were reported by the BOs to be motor function and cardiovascular problems; yet, no information and/
or actual statistics regarding the major occupational health conditions within the border guards were shared,
nor seemed to be available to public health authorities either, with the exception of notifiable diseases to public
health authorities.
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> The information on sick leave events and sick leave days amongst border officials is also very scarce. No comparison of data on sick leave days between the overall national and police, military and health staff is collected
and analysed centrally and, thus, no comparisons can be inferred for the occupational health of staff in regard
to the general population.
> Where soma data was provided, as in Hungary, the available information on the number of national average
sick leave days was compared with the average number of sick leave days in DCs and differences were found
concerning the number of sick leave days of the two health staff (231 per person in 2006 for 3 HP, whose
number decreased from 8 in the previous year) in comparison to the general population, suggesting issues of
occupational health concern, explicitly related to the work of health professionals.

2.2. Vaccinations
> In general, vaccinations are not compulsory and are provided on a voluntary basis. In Hungary and Poland,
BOs receive obligatory vaccinations against selected infectious diseases based on a risk assessment of the
workplace and the region. Mainly vaccinations for hepatitis A and B, tick-borne encephalitis, typhoid fever and
influenza are provided. Not all of the staff report possessing a record of vaccinations related to their job and/or
have their vaccinations monitored.
> Generally, uptake is varied across the border checkpoints; however no official coverage rates were reported.
Health education overall as well as concerning vaccination is limited. There is no standardized and harmonized procedure by which the importance of vaccination or the dangers of certain infectious diseases would
be explained to the staff, so that they could make an informed decision on whether or not they want to be
vaccinated.
> Some of the vaccinations, provided are debatable and not necessarily harmonized with the international standards such as BCG/TB for adults.

2.3. Work conditions and perceived health risks
> BOs face different health hazards depending on their worksite (DCs, BCPs, green border, etc.). Some of them
do rotate, so they are exposed to diverse number of health hazards, while other work at one site and face sitespecific health risks.
> Overtime working hours are one of the problems reported by 1/4 to 1/3 of BOs. Regular exposure to computers,
TV, electronic screen work, draught, dust/dirt, and noise appear to be the main physical health hazards. Harsh
weather and geographic conditions, high room temperature, unpleasant smell, passive smoking and stuffy bad
air are main challenges in their working environment as well. Women BOs evaluate their exposure to these
environmental risks factors higher than men.
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> In terms of mental health hazards, monotonous and unpleasant tasks and verbal violence from travellers are
experienced on a regular basis. Irregular workload and lack of professional recognition burden the work of BOs.
Discrimination (linked to gender, age or personal attribute) and unwanted sexual attention are a problem for
women working at the border. BOs report facing significant stress in their daily job due to factors ranging from
aggressive travellers’ behaviour, to physical threats and traumatizing events related to irregular migrants while
patrolling the green border. Fear of infections is high and contributes to anxiety and stress.

2.4. Health knowledge, attitudes and practices
> In terms of completed health training, BOs have had general health education, basic first aid training, as well
as on-the-job first aid training, which is usually theoretical for 2-3 hours. No specialized training on health aspects of migration and human trafficking, vaccination and/or occupational health were integrated neither in the
training curriculum nor, as a general rule, in subsequent service trainings for border guards. Predictably, the
self-assessment of BOs health literacy and their knowledge on modes of transmission is average, while their
fear of contacting certain infectious diseases at worksite such as Bronchitis, Pneumonia, Diarrheal diseases,
Tuberculosis, Meningitis and Hepatitis is, as mentioned, high. A number of BCPs used reference materials on
infectious diseases from Internet sources rather than official information as such is provided on request post
factum when a critical event raises the awareness at the border.
> Personal Protective Equipments (PPE), such as gloves and masks, are usually available, but sometimes not
in sufficient amount and quality. The use of PPE is voluntary, and there is no written guidance nor training on
when and how to use them with the exception of a small number of sites. Disinfectants are available and used
regularly for cleaning, but no formal training on proper hand disinfection is provided.

2.5. Case management of migrants
> BOs are overall familiar with the key concepts and interpretations used in the context of international migration, with the exception of a few such as assisted migration and cultural orientation of migrants. In some of
the countries, however BOs do not know the concepts of asylum seeker, irregular migration, displaced person,
primary inspection, secondary inspection and trafficking in person60.
> While in two of the countries visited BOs have fixed job positions either at checkpoints or in patrolling
the green/water border, in the third country BOs rotate and change their duty station on a regular basis
between green/water border, train station, airport (if available), checkpoint. This practise was instituted
and assessed in the country as a successful mechanism to prevent burn out and reduce stress. As
stated, critical events are reported to happen rarely at this external EU border (there is no information
kept on their regularity and nature). The question remains whether BOs are prepared to react in a critical
situation and take appropriate measures in regards to their health, that of the migrant, and the health of
the local community.
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3. Physical conditions
3.1. Health resources of border checkpoints
> BCPs have basic or no health care facilities or health staff at checkpoints. First-aid kits are available; however,
when checked, the items inside were quite outdated and inadequate, including those for green border patrol.
> In one of the countries visited, no medical rooms and/or separate facilities, at least with wash basin, were
available at the BCPs or nearby branch offices to perform medical examinations. These were performed in the
interrogation room or cells, potentially exposing healthy migrants and/or staff to infections.
> Regulations for handling health-related emergencies were reported to be available and to generally include
the procedure for contacting the public health authorities in case of emergency. No preparedness exercises
were done.

3.2. General conditions at BCPs/on-site detention facilities
> Border checkpoints are new or recently renovated, and their physical and hygiene conditions were assessed as
good. The sewage system is local, and potable water and hot running water are secured and running almost
everywhere. The lavatories were reported to have liquid soap, toilet paper, hand dryers (in Hungary cloth towels
were predominantly in use). Paper towels and hands-free hand-wash stations are not often available. However,
these practices even though recommended in general for the public premises on site are mainly valid for the
staff facilities.
> The public toilet facilities in the majority of sites visited had severe deficiencies. As the facilities are the property
of the customs service (a different Ministry) the responsibilities were divided between different authorities and
the specific hygienic requirements were not considered with necessary weight. Toilets intended for the general
public were often locked, sometimes damaged and lacking hygiene products, and/or not cleaned with sufficient
frequency. The lack of minimum hygiene standards of public toilet facilities was an obvious critical aspect of
the general hygiene conditions observed.
> At some BCPs, even new renovated, infrastructure was poorly designed from a public health perspective,
as for example, isolation rooms located in the same corridor as a snack bar or a lack of separate room at
least with washbasin at all on-site and for initial medical examination of detained persons who need medical
assistance. The available public health labs at the border checkpoints are intended only for veterinarian and
food control.
> Regular hygiene inspections and pest control were reported to be performed, but their frequency and quality is
not clear, neither it is coordinated and controlled. Many times there was no plan of inspections and pest control
available on site, when requested.
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> It was reported during the assessment phase that the cleaning staff was self-protecting with rubber gloves and
masks and/or protective clothing. Few cleaning staff were seen working during the field visits.
> At BCPs, the majority of short-term detention facilities were also renovated. In general, they provide access
to hot running water and showers, electricity supply in cells, ventilation (windows), and regular cleaning of
cells. Separate lavatories and showers for men and women, hands-free hand wash stations and functional
locks were not present everywhere. In some facilities in Hungary, only bare wood planks and basic blankets and/or only narrow benches were available in short-term detention facilities. Even though renovated
and/or new, again a standardized approach in respect to the general hygiene rules and basic amenities
was not prevalent.
> The main factors in separating detainees in short-term detention facilities are health, gender, age, and family
status (in order), as self-reported or assessed by BOs. In some cases, the status of a detainee (for example
VoTs) is not considered, in other their nationality and religion. Again, a common approach is not applied everywhere. In Hungary and Poland, BOs at BCP provide different answers, covering all possible categories; while
in Slovakia gender/family status/age/unaccompanied minors from adults/nationality/religion/healthy and ill are
considered by all sites, thus it appears that there are standard regulation implemented everywhere.
> In short-term detention at BCPs, generally, apprehended migrants are provided with mug, blanket, bed, soap
and toilet paper. Night clothes, slippers, extra clothes, and toothpaste or toothbrush are not provided (often
no towels and/or tampons/ sanitary napkins). The staff decides on the type of food and provisions (basic) to
be purchased in respect to the limited budget (a few euro) they have to cover such expenses. Cases of bringing diapers, toys, clothes and other items from home were reported during meetings, as well as a desire from
some respondents for a standardized approach in availability and purchasing these items for BCPs, especially
concerning children.
> The stringent daily routine comprises mainly of time for meal and time for washing. For example in Hungary,
there is no time for open-air walks and medical examinations in short-term detention facilities at the border
and very few offer time for washing, providing mainly basic meals; in Poland only open-air walks are not
provided, while time for meal, washing and medical examination were listed; while in Slovakia detainees
in short-term detention facilities do not have included in their routine medical examinations. These rather
different practices in every country need to be standardized and adapted to fulfil at least the basic needs of
migrants, kept at the border.
> In the majority of cases at BCP facilities, detainees eat in their cells and/or in the waiting room. The meals
served are diverse in origin and preparation: by catering company, by the staff canteen or cold dishes
bought from the local grocery store. Hygiene regulations for food preparation were reported to be in place
at some places, mainly standard hygiene rules. No evidence of food preparation regulations was provided
during visits. The cleaning of sheets is performed by different actors in the three countries: from none (no
sheets, blankets, nor towels provided at all) to external laundry services or the BO local division and/or
centrally at HQ.

70

INCREASING PUBLIC HEALTH SAFETY ALONGSIDE THE NEW EASTERN EUROPEAN BORDER

3.3. General conditions at long-term detention facilities
> DCs are similarly new and/or recently renovated. Most of the ones visited have a TV room and a canteen (plus a yard
for open-air walks). In Poland, the newly reconstructed DCs had separate praying rooms, a room for playing table
tennis, kitchen for detainees to prepare their own meals; a small play room for kids (where families are detained); a
rudimentary library; and outdoor area for walks. The living quarters, toilets and showers are separate for staff and
detainees, as well as for men and women. Families are reported to have specific living quarters in the two countries
that detain families in closed centres. The medical rooms are new, clean and have basic medical equipment.
> In this regard, one can conclude that the general hygiene conditions are good; however, deficiencies have been
observed with regard to the cleaning. In Poland, migrants are required to clean their living areas on their own,
to which they generally object. In Slovakia, even residents of a well-equipped RC complained from the general
hygiene conditions on site and especially in the toilet facilities.
> In detention centres, detainees receive a mug (and/or plastic dinner sets), duvet cover, sheets, blanket, bed, toilet paper, soap toothpaste/toothbrush and towels (items needed for a longer stay). Night clothes, slippers, extra
clothes, tampons/sanitary pads are not offered everywhere. Extra clothes are sometimes provided by charitable
organizations. Some DCs provide the possibility to migrants to order hygiene supplies (if they have money),
and migrants are free to decide what to buy, while others provide the very basic hygiene supplies. Washing by
hand of personal belonging was observed during visits at DCs, while sheets are washed by specialized services.
> In DCs, the stringent daily routine includes time for washing, meals, open air walks and medical examinations. The
food is served in the dining room or living quarters (cells/rooms). Meals can be prepared by different providers (catering company, kitchen staff, or cold meals). There is a possibility to order food from outside (if one has money) and
in Poland to cook it in the kitchen available on the premises. The food is reported to follow the nutrition standards,
but complaints on the quality of food (mainly pasta, bread, potatoes, salami) and diversity of ingredients (less fruits
and vegetables) were recorded everywhere during the visits. In one of DCs in Slovakia, a lack of possibility to keep
the religious eating customs of detainees and to practise their religious customs (no prayer room) were reported.

3.4. General hygiene conditions for staff at BCPs and DCs
> All detention areas are separated from the staff’s premises. Staff have separate lavatories, separate cutlery and
separately cleaned sheets and towels. For a large majority of sites (except one country), no separate room for
drying clothes was reported to be available on site, neither the possibility to use washing machines for washing
the uniforms (which were mainly washed at home). The possibility to wash the uniforms on site was assessed
positively by staff, who shared their fears of bringing infections home.
> The social area for staff consists of a kitchen with basic kitchen supplies, a table, chairs, refrigerator, and a
microwave used to warm up and prepare basic meals and/or coffee. In some premises, the staff complained
that they do not have a proper social area.
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3.5. Living conditions at BCPs and DCs
> The living environment of detained migrants has a bare prison-like atmosphere with bars on the windows
and widespread cameras (also in the rooms of detainees in one of the countries and in short-term holding
cells at BCPs in another), and no decorative elements (pictures, curtains, plants) nor references (calendars,
clocks) are present that would make the areas more human and friendly both for staff and detainees. The daily
routine is very stringent at some sites, including even morning checks when the staff is changing (wake up at
6:00 am with breakfast at 9:00 am), while the educational, social and entertainment activities such as sports,
games, visual materials, books, newspapers or magazines in different languages, as well as time outdoors, are
extremely limited or non-existent.
> The lack of social activities and a lot of unoccupied time without sport, education opportunities and contacts
with the outside world (no more than one TV, no newspapers, radio, Internet) further deteriorate the fragile
mental health condition of detained migrants.
> In addition to the shortages of medical staff, the lack of social workers in DCs further burdens the access to
appropriate social support in the daily living of migrants, which has a legal maximum stay of six months to a
year depending on the country and can be longer in practice for complex cases. In fact, social workers are only
present in RCs, while in DCs there is no such job position opened with the exception of occasional and very few
librarians providing some ad hoc support to detainees.
> Few humanitarian organizations are visible and known at BCPs and especially in detention centres, both local
and international, and those that are known are by means of posters or brochures rather than physical presence. The main organizations working in these facilities in the three countries are UNHCR, the Red Cross,
Helsinki Committee, and IOM.

4. Public health in border communities
4.1. Data collection and information
> Data on the number and types of critical and health-related events is not usually recorded nor kept centrally in
the system of MoI. Incidental information is available on place (BOs recall the critical cases they had locally and
presented them during meetings). The number of critical events in DCs is available amongst which the health
related ones are very few in number.
> No data on cross-border outbreaks or in-country outbreaks was provided to the team by public health
authorities nor such information made available to the border police. On the other hand, the number of
emergency services requests at the border and summary of main reasons for calling the ambulance were not
collected by BOs or other institutions, nor such statistics kept by health authorities, making adequate plan-
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ning of services and public health intervention difficult. Effective collection and appropriate dissemination
of all such information would require the involvement and cooperation of different institutions such as the
hospital/emergency services, border police/guards, administration of DCs and RCs, as well as local public
health/sanitary divisions.

4.2. Epidemiological situation and cooperation between institutions
> No major epidemiological threats in the border region were reported, aside from outbreaks of measles, hepatitis
A, influenza, though current comparative data from border regions and national figures was not made available.
Coordination gaps between the border police/guards and the national and local public health services, as well
as, in some cases, with colleagues across the border result in a lack of or insufficiently reliable information on
the cross-border epidemiological situation. This raises the question of readiness of the border region authorities (health and police/guards) in case of a crisis situation.
> Discharge and transfer of responsibility between different institutions (i.e. MoI and MoH) was particularly evident in the follow-up of migrants with communicable conditions (such as TB). In this regard, one can add that
BOs often do not receive feedback on the medical diagnosis (or even information on the lack of health threat)
after they have completed their part of the apprehension procedure and a migrant is referred for medical treatment. The lack of feedback contributes to stress and the prevalent fear of infections amongst staff.
> Insufficient collaboration/exchange of information on good practices/initiatives between different BOs units and
between BOs and local public health authorities was identified during the field visits. Such a example of good
practice is a training in 2005, on how to handle possible cases of avian influenza, provided from the Sanitary
Inspectorate to the BOs in one of the countries visited, however such initiatives are difficult to sustain due to
lack of funding and because they are not institutionalized, but depend on the good will and individual’s initiative.

4.3. Links to international and European regulations
> Insufficient knowledge on IHR (designated sites, reporting procedures) amongst BOs and HPs was found during the assessment. The in-time recognition of a disease or its symptoms is of crucial importance as a starting
point for the process of diagnostics and reporting an event at BCP, DC or RC and to accumulate information of
the migrant’s route of travel. General obligations for the MS are to ensure the capacity of designated points of
entry, to position competent authorities and report to WHO when detecting potential public health risks including relevant information regarding infection or contamination together with vectors and reservoirs which could
cause international disease spread.
> The knowledge on the Schengen agreement and related protocols as relates to the obligation to refuse entry
based on a threat to public health was assessed as vague. In discussions, border staff were uncertain how to
apply this refusal of entry in practice and hardly recalled any such cases in their practice so far.
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4.4. Public health safety of resident population
> According to the health professionals surveyed, the overall rates of infectious diseases in the region correspond
to their share of the total population. Major infectious diseases linked to migration and representing the most
risk to the resident population are considered to be TB and Hepatitis A/B/C, and to a smaller extent HIV/AIDS,
meningitis, syphilis, diarrheal diseases.
> The perceived risk of trafficking in person in the region is assessed to be low to medium. The majority of respondents (both health professionals and border guards) have not worked with VoTs and have had few cases
of UAMs.
> Overall insufficient data collection as well as country-specific templates for statistical data collection and variable definitions of irregular migrants burden the collection of comparative, cross-country and even within
country data on migrants and appropriate assessment of the public health risk for the local population.
> The statistical information on caseload of migrants (number of apprehended irregular migrants, breakdown by
gender, age group and reported country of birth) is scarce. While the total number of apprehended irregular
migrants is known (less than 1% from the total border crossing caseload), their breakdown by age and gender
is not collected centrally except in Poland. This type of information is not collected at all in short-term detention
facilities at BCPs.

5. Migrant health database
IOM received overall positive feedback on the template concept from the national and international experts of the
JPT1 as well as local counterparts and the available limited number of health professionals during the field visits
to Poland, Hungary and Slovakia. Border officials and health professionals interviewed recognized the importance
and benefit of using a standardized instrument to record and collect data from the point of encounter though
transfer and the closure of file, on a broader European level and were open to discussions with the project team
members on how it could affect their work.
In comparing the forms gathered during the field visits to Poland, Hungary and Slovakia, it can be seen that the
Migrant Health Database model proposed by the PHBLM project compiles key fields covered in the target countries, although in a more comprehensive format, with a possible extension from paper to electronic format. At this
time, the three countries visited are using different formats for data collection, even inside the same country (e.g.
collecting different information), and only Slovakia has summary statistics readily available.
The template proposed fits the needs for medical registration/data collection, providing more data for in-depth
analysis and the possibility to compare information between countries of migrants’ health in the eastern EU
Schengen border. The MHD developed in its electronic format also provides ease of generation of summary
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statistics and reports as well as confidentiality safeguards by selected access to type of nominal data (e.g. symptomatic general data inputted by BOs, medical data accessible only to health professionals), as well as the possibility to have non-nominal data.
Building on the above results, it was discussed between involved experts and governmental counterparts to consider the following points in an eventual pilot of the MHD template:
1. Endorsement and proper arrangements with the Border Guard/Border Police HQ and the responsible Ministry.
2. The amount of information to be collected was often re-assessed, in part due to the limited number of health
staff and their workload in detention facilities. Over the course of the field visits, the MHD template has been
slightly modified based on the discussions in each country. As the suggestion was to have a shorter version of
the database – with two pages instead of three or more – the template was reduced.
3. Training for BOs in recognizing and recording symptoms and modes of transmission of common diseases that
require immediate attention (or a booklet with some basic knowledge on infectious diseases) was identified
during discussions as necessary for BOs general preparation.
The form of data collection – for example paper-based as a start then electronic – should be further considered in
the eventual implementation of the MHD.
As the overall feedback from health staff in the centres visited and BOs was positive in terms of piloting the MHD,
a next step would be to pilot the template, with the support of national and local authorities, to fine tune the
database for further use.

Conclusions and
Recommendations

5

I

n order to assess public health aspects of border management at the new Eastern Schengen border, a
situational analysis was undertaken. The summary report provides an overview of the current situation
in Hungary, Poland and Slovakia analysed from a threefold perspective: health of migrants crossing the

land border and in detention; occupational health of border officials, and public health and health hazards in
the border regions.

1. Conclusions
1.1. Migrant health
Little attention is directed towards the migrant health needs in short/long term detention facilities. The majority of
available reports published under the authorship of international organizations, donors and experts in the field of
irregular migration focus on the assessment of the general conditions in detention and/or reception facilities with
respect to Council Directive 2003/9/EC of 27 January 2003 laying down the minimum standards for the reception
of asylum seekers and respective international and regional core instruments of the United Nations (UN) and
Council of Europe from the perspective of migrants’ fundamental rights including the right to health care.
EU Member States have committed to the right of everyone to the highest attainable standards of physical
and mental health61 and agreed on the goal of facilitating access to health care for migrants on the basis of
international, European and national instruments.62 In line with the human rights, provision of adequate and
appropriate health care to migrants further ensures the protection of the health of European communities and
border staff. The public health dimension of migration not only covers the context of spreading infectious
diseases, “common” new and re-emerging ones, but also pertains to the problem of vaccine preventable
and “imported” diseases spreading to transit and destination countries, where physicians may not have been
confronted with such pathologies before and/or do not have the facilities to deal with such diseases. Providing
appropriate healthcare services for migrants is an important humanitarian obligation, and also, with growing
importance, a public health concern for countries of transit and destination alike. In this respect, addressing
the existing gap in migration health issues in broad cooperation with relevant governmental bodies, partner
organisations and agencies in the fields of public health and border management was the main objective of
the project and situation assessment.
The findings from the analysis suggest that migrants’ access to health care is restricted and mainly related to
basic health care provisions and/or emergencies services. Even though consultation with a doctor is not refused
to migrants, their access and adequate quality of health care provisions are burdened by the limited staff availability; communication problems, financial and distance constraints, as well as xenophobic and discriminatory
attitudes. The difficult access to specialized health care and the limited or lacking psychosocial support services
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further deteriorate the fragile state of detained migrants, living in closed facilities for months and with uncertain
future. This fragile state of mental and physical health is aggravated by the sterile and “prison like” atmosphere
of living in detention centres, without the possibility to practice sports, cultural or training activities or receive
support from social workers, and limited contact with the outside world.
Moreover, the lack of standardized medical screening of irregular migrants and unavailability of migrant healthrelated statistics limit the assessment of migrant’s health conditions and the provision of adequate to their needs
support, but also increases the related risks for the border population and staff, especially in case of epidemiological outbreak.

1.2. Staff and infrastructure
Although border guards are mainly young men who perceive themselves in good health and receive regular
checkups from the occupational health services, they face significant environmental and mental health risks at
work. Major disease outbreaks have not been recorded on site, but again there is no centralized collection of comparable occupational health related data. BO’s fear of infections is high, however, and contributes to anxiety and
stress. The shortages of psychologists and physicians on site and the lack of promotion of mental health services
(even though regular mental health checkups do exist), further has a negative impact on the health of BOs.
Even though BOs have access to personal protective equipment such as gloves and masks, they do not have
written guidance or training on when and how to use them, neither on personal hygiene (proper hand disinfection) or information on different modes of transmission of major infectious diseases in the region. BOs also lack
specialized training on health aspects of migration and human trafficking, vaccination and occupational health.
Similar to BOs, Health professionals also face difficulties in providing health services to migrants ranging from
communicational problems and how to handle with prejudices and cultural gaps and work with people from different cultural and risk backgrounds to knowledge on the public health implications of migration, related public
and individual health hazards; sensitization to physical and mental health issues of vulnerable persons, including
victims of trafficking, smuggled migrants and minors, etc.
Generally, the physical conditions of BCPs and DCs are good (recently renovated or new) and, where available,
the health care facilities have proper, though basic, medical equipment. Sites face, however, diverse structural
challenges in terms of health-related hazards: no isolation rooms; infrastructure poorly designed from public
health perspective; outdated first-aid kits; questionable provisions of hygiene materials; unclean or locked
public toilet facilities without clear responsibilities and distribution of tasks between different institutional actors working at the border; as well as a lack of regular and standardized hygiene inspections and pest control.
Overall, a unified and standardized approach in respect to the minimum health standards at BCPs and DCs
(including also relevant trainings on personal protection and hygiene, minimum cleaning, and food standards)
is missing. Few humanitarian organizations are visible and known by BOs and health professionals to be active
in providing health and social support.
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1.3. Public health at border regions
The lack of information on the number of critical events and disease outbreaks burdens the assessment of the epidemiological situation in the border region. Coordination gaps between the border police/guards and the national
and local public health services, as well as, in some cases, with colleagues across the border result in a lack of or
insufficiently reliable information on the cross-border epidemiological situation. This questions the readiness of
the border region authorities (health and police/guards) in case of a crisis situation.
Discharge and transfer of responsibility and funding between different institutions (i.e. MoI and MoH) was particularly evident in the follow-up of migrants with communicable conditions (such as TB) in some of the countries
visited, i.e. once a person with communicable condition is hospitalized, the Director of the DC might ask the
Court to lift the detention, and the migrants may continue treatment or leave at their discretion, which in cases of
TB for example raises serious issues regarding their own health and public health in terms of both continuity of
treatment as well as further transmission and potential of MDR, XDR. Another issue is that MoH has to pay for
uninsured migrants when hospitalised, but often the hospital is reimbursed years after. This and similar structural
deficiencies pose risks for the migrant and the public health of the host communities.
Insufficient knowledge on the International Health Regulations (designated sites, reporting procedures)
amongst BOs and HPs was found during the assessment. The knowledge on the Schengen agreement and
related protocols as relates to the obligation to refuse entry based on a threat to public health was assessed
as vague. In discussions, border staff were uncertain how to apply this refusal of entry in practice and hardly
recalled any such cases.

2. Recommendations
Based on the findings of the Situation Analysis Report, the following recommendations are proposed with the
objective to improve the public health aspects of border management in terms of migrant health, occupational
health of staff, physical and hygiene conditions of sites, and public health in border communities:

2.1. Migrant health
> To consider the piloting and implementation of a standardized health assessment of apprehended/detained
migrants and regular migrants in need of emergency health assistance at the borders (at the BCPs, DCs and
RCs), in order to strengthen the collection of migrant health-related data and ensure the follow-up of migrant
health from one institution to the next. This collection of data on the health of migrants would further support
the planning for adequate and appropriate health services for migrants, staff and communities in the border
areas. In this respect IOM developed a Migrant Health Data template, recommended briefly in the data collection recommendations section;
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> To ensure regular access to primary health care provisions by adequately trained staff, independent on the management of the facility; and specialized health care service for detained migrants (incl. pregnancy follow-up);
> To ensure regular access to psychological care and mental health services and mental health counselling sessions with independent psychologist. Psychologists need to specialize in dealing with vulnerable cases and
people with PTSD. Specialized psychological support should be provided to detained children;
> To establish clear and working procedure for grievances in case of disrespect of migrants’ rights;
> To introduce social workers as staff in DCs as is common practice in RCs. Such presence is very much needed
to facilitate communication between BOs, health staff and residents of the facility; to provide migrants with
information on procedures and services available; but also to organize social/cultural activities. In this respect,
social workers could provide some basic knowledge of the host country and how to communicate their medical
history, current needs, and personal health practices and values as well as mediation, personal advice and help
in practical matters such as legal issues;
> To encourage the involvement of humanitarian organizations beyond legal assistance in the areas of health and
social assistance, with both presence and information campaigns on their work activities, which would provide
other avenues of support, monitoring, and contacts with the outside world;
> To provide training for health professionals and BOs would be beneficial for providing better health services
to migrants: communication skills and how to handle with prejudices and cultural gaps and work with people
from different cultural and risk backgrounds; understanding of global migration patterns, push-pull factors and
the impact of migration on the European Union (EU): knowledge on the public health implications of migration,
related public and individual health hazards; practical skills in recognizing health emergencies and cases requiring transfer to health professionals, as well as self protection and occupational health issues; sensitization to
physical and mental health issues of vulnerable persons, including victims of trafficking, smuggled migrants
and minors; would be beneficial for better health services to migrants;
> To provide a possibility for foreign language courses (English, Russian and/or French) for staff. This is urgently
needed as the staff often lacks competence in foreign languages and cannot communicate with detainees and/
or understand their complaints;
> To provide more possibilities for sport, cultural events, training courses, media in multiple languages (TV,
newspapers, Internet), and access to outdoor facilities for persons in long term detention, as this would drastically improve their fragile mental and physical health.
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2.2. Occupational health of BOs
> To consider central collection and analysis of occupational health statistics, sick leave days and sick leave
events amongst BOs;
> To ensure annual refresher courses on first-aid for BOs staff, including practical exercises and simulations;
> To provide active psychological support as well as health promotion and prevention services to BOs;
> To improve the working conditions in terms of both physical and mental health risks, considering also the
gender aspect of health hazards; to consider targeted training for different lines and duty stations and positions
on the basis of different levels of risk exposure; to initiate information campaigns during which the risks of
certain infectious diseases are explained to the staff, so that they could make an informed decision whether or
not they want to be vaccinated;
> To consider including in the BOs training curriculum content on: public health implications of migration, related
public and individual health hazards; identification of health risks and modes of transmission of infectious diseases that require immediate attention; safety at workplace instructions and/or minimum standards of hygiene and
infection control measures (such as washing of uniforms of staff on site); personal protection measures (training/
regulation regulation on when and how staff should use PPT and disinfectants); and a general introduction module on the global migration patterns, push-pull factors and the impact of migration on the European Union (EU).

2.3. Physical conditions of BCPs and DCs
> To ensure that first-aid kits are regularly checked and outdated materials removed;
> To ensure a room, equipped with basic conditions for examinations (or at least with facility for hand washing
and examination) as a minimum requirement at the border;
> To consult with public health experts when designing the infrastructure of public facilities at the border (incl.
isolation rooms and/or labs);
> To ensure the respect of minimum hygiene standards in public toilet facilities at BCPs; to standardize and regularize the hygiene and pest control inspections at BCPs and DCs;
> To provide minimum hygiene standards for food provision/preparation at BCPs and DCs (including minimum
nutrition value and diet diversity);
> To include training/instruction for hygiene and infection control for cleaning staff; to develop and implement a
standardized approach (minimum standards) regarding hygiene and living conditions of migrants;
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> To ensure a humane atmosphere in DCs - with decorative elements (pictures, curtains), plants, references of time (calendars, clocks); more friendly daily routine; a library with news/magazines/books; possibilities for training; outdoor
facilities (often are very small and prison-like to allow normal outdoor walks); sport facilities (e.g. gym) for detainees.

2.4. Public health in border communities
> To consider the feasibility of collecting health-related data, including information on the health events in the
border area and the epidemiological situation in the border region, number of times emergencies services were
called at the border, and outbreaks;
> To work to improve and institutionalize coordination between the border police/guards and the national and
local public health services, as well as with colleagues across the border. In this respect, clear role distribution
between institutions in the follow-up of migrants with communicable conditions (such as TB) is needed; as
well as a working system of providing feedback from public health authority to the MoI on cases of detained
migrants with notifiable medical conditions; to stimulate the exchange of information on good practices/initiatives between different BOs units and between BOs and local public health authorities;
> To ensure more information about the responsibilities of different national services and on IHR and more
knowledge on IHR (designated sites, reporting procedures) amongst BOs and local HPs;
> To update and rehearse annually the available response plans and to undertake joint exercises for health emergency preparedness for all the parties involved to react in health–related emergencies;
> To improve the knowledge of BOs on the Schengen agreement and related protocols as relates to the obligation to
refuse entry based on a threat to public health as border staff are uncertain how to apply the refusal of entry in practice.

2.5. Data collection
Developed with the objective to improve the knowledge base on the health of migrants and travellers and to enable the participating countries to systematically collect comparable data on migrants apprehended, transferred
and/or detained by border authorities as well as travellers/commuters in need of health care, the Migrant Health
Database as presented in the result section contains three forms (the primary, secondary, and summary forms),
which would be simple to use for BO and health staff and could generate statistics more easily than handwritten journals. Considering that the centres visited are already using some kind of medical form developed locally
(similar from country to country, although not standardized and relatively basic), and that BO do keep record in
secondary inspection/interviews, it seems feasible to envision a transition to the Migrant Health Database.
The instrument was designed to be practical and user-friendly, covering the medical history of the migrant patient,
from the point of encounter with border officials to the transfer to medical care, detention and reception centre
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(RC), readmission/deportation or departure/release. In its paper version, each form would be produced in triplicate in order to allow for recordkeeping and summary statistics at multiple sites of the migrant’s transfer. A copy
of the file would also be provided to the migrant.

3. Further steps
In respect to the gaps and needs identified during the assessment phase of the PHBLM project, the following
deliverables were developed in cooperation with the Andalusian School of Public Health:
Training course development and regional testing on public health aspects of border management and detention
for border officials and for health professionals:
> Understanding of global migration patterns, push-pull factors and the impact of migration on the European
Union (EU);
> Knowledge on the public health implications of migration, related public and individual health hazards;
> Practical skills in recognizing health emergencies and cases requiring transfer to health professionals, as well
as self protection and occupational health issues;
> Sensitization to physical and mental health issues of vulnerable persons, including victims of trafficking, smuggled migrants and minors;
Development of proposals for minimum public health guidelines and recommendations for structural changes for
health/public health services in border regions:
Comprehensive guidelines for public health and health requirements and country specific recommendation for
structural changes to public health services in the targeted border sectors were developed to address gaps in
conditions and protocols that were identified by the Situation Analysis Report.

4. Conclusion statement
Information, generated via different yet related assessment instruments, confirms the need for more and
targeted work in respect to human public health considerations at the Eastern border, but also in the context
of addressing public health in other external border regions facing dynamic (both regular and irregular)
migration flows at their air, land and sea borders as well as the future enlargement of the Schengen family.
In this regard, the assessment tools and Situational Analysis Report, guidelines and recommendations for
structural changes for health/public health services in border regions, and training course development for
BOs and HPs are developed for recommended implementation in the three countries as well as piloting and
adaptation for other settings.
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