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1.1.  The project summary

One form per project

General information
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1.2.  List of Beneficiaries

List of Beneficiaries
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1.3.  Workplan Tables - Detailed implementation
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1.3.3. WT3 Work package descriptions

Objectives

Description of work and role of partners

Participation per Partner

List of deliverables
 

Description of deliverables
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Schedule of relevant Milestones
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Schedule of relevant Milestones
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List of deliverables
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Description of deliverables

Schedule of relevant Milestones
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List of deliverables
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Schedule of relevant Milestones
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Schedule of relevant Milestones
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List of deliverables
 

Description of deliverables
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Schedule of relevant Milestones
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Schedule of relevant Milestones
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1.3.4. WT4 List of milestones

Associated with document Ref. Ares(2015)6021480 - 23/12/2015



Associated with document Ref. Ares(2015)6021480 - 23/12/2015



Associated with document Ref. Ares(2015)6021480 - 23/12/2015



1.3.5. WT5 Critical Implementation risks and mitigation actions
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1.3.7. WT7 Tentative schedule of project reviews
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1.4.  Ethics Requirements

No ethics requirements indicated
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1. Project number

The project number has been assigned by the Commission as the unique identifier for your project. It cannot be
changed. The project number should appear on each page of the grant agreement preparation documents (part A
and part B) to prevent errors during its handling.

2. Project acronym

Use the project acronym as given in the submitted proposal. It can generally not be changed. The same acronym should
appear on each page of the grant agreement preparation documents (part A and part B) to prevent errors during its
handling.

3. Project title

Use the title (preferably no longer than 200 characters) as indicated in the submitted proposal. Minor corrections are
possible if agreed during the preparation of the grant agreement.

4. Starting date

Unless a specific (fixed) starting date is duly justified and agreed upon during the preparation of the Grant Agreement,
the project will start on the first day of the month following the entry into force of the Grant Agreement (NB : entry into
force = signature by the Commission). Please note that if a fixed starting date is used, you will be required to provide a
written justification.

5. Duration

Insert the duration of the project in full months.

6. Call (part) identifier

The Call (part) identifier is the reference number given in the call or part of the call you were addressing, as indicated
in the publication of the call in the Official Journal of the European Union. You have to use the identifier given by the
Commission in the letter inviting to prepare the grant agreement.

7. Abstract

8. Project Entry Month

The month at which the participant joined the consortium, month 1 marking the start date of the project, and all other start
dates being relative to this start date.

9. Work Package number

Work package number: WP1, WP2, WP3, ..., WPn

10. Lead beneficiary

This must be one of the beneficiaries in the grant (not a third party) - Number of the beneficiary leading the work in this
work package

11. Person-months per work package

The total number of person-months allocated to each work package.

12. Start month

Relative start date for the work in the specific work packages, month 1 marking the start date of the project, and all other
start dates being relative to this start date.

13. End month

Relative end date, month 1 marking the start date of the project, and all end dates being relative to this start date.

14. Deliverable number

Deliverable numbers: D1 - Dn

15. Type

Please indicate the type of the deliverable using one of the following codes:
R Document, report
DEM Demonstrator, pilot, prototype
DEC Websites, patent fillings, videos, etc.
OTHER

16. Dissemination level

Please indicate the dissemination level using one of the following codes:
PU Public
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CO Confidential, only for members of the consortium (including the Commission Services)
EU-RES Classified Information: RESTREINT UE (Commission Decision 2005/444/EC)
EU-CON Classified Information: CONFIDENTIEL UE (Commission Decision 2005/444/EC)
EU-SEC Classified Information: SECRET UE (Commission Decision 2005/444/EC)

17. Delivery date for Deliverable

Month in which the deliverables will be available, month 1 marking the start date of the project, and all delivery dates
being relative to this start date.

18. Milestone number

Milestone number:MS1, MS2, ..., MSn

19. Review number

Review number: RV1, RV2, ..., RVn

20. Installation Number

Number progressively the installations of a same infrastructure. An installation is a part of an infrastructure that could be
used independently from the rest.

21. Installation country

Code of the country where the installation is located or IO if the access provider (the beneficiary or linked third party) is
an international organization, an ERIC or a similar legal entity.

22. Type of access

VA if virtual access,
TA-uc if trans-national access with access costs declared on the basis of unit cost,
TA-ac if trans-national access with access costs declared as actual costs, and
TA-cb if trans-national access with access costs declared as a combination of actual costs and costs on the basis of

unit cost.

23. Access costs

Cost of the access provided under the project. For virtual access fill only the second column. For trans-national access
fill one of the two columns or both according to the way access costs are declared. Trans-national access costs on the
basis of unit cost will result from the unit cost by the quantity of access to be provided.
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Annex 1 to the Grant Agreement
(Description of the Action) 

 
 
 

Chafea – 3rd Health Programme
Multi-beneficiary Project Grant (HP-PJ, HP-JA) 
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2. PART B 
 
History of changes 
 
Date updated Reason for revision Section Revision(s) Made 
16/12/2015 Request to formulate SMART 

(specific, measurable, 
achievable, realistic, time 
bound) indicators, including the 
targets (what, where, how many, 
by when) 

2.2. SMART indicators included. 

16/12/2015 Request to provide the methods 
and means which will be used to 
implement the objectives 
(general and specific)

2.5. Completion of this section providing 
information about methods and 
means.

16/12/2015 Request describe what are the 
changes that are expected to 
occur as result of the project 
when the objectives are reached 

2.6. Complete new drafting of this section. 

17/12/2015 Request to include the 
deliverables and milestones in 
the timetable 

2.7 Inclusion of deliverables and 
milestones in timetable. 

16/12/2015 - Request to describe the 
organisation structure and 
decision making – conflict 
resolution procedures, which 
will be established to ensure the 
monitoring and supervision of 
the actions planned.

- Request to include how the 
internal communication with the 
partners, etc will be ensured 

2.8. Section 2.8 describes now the 
organizational arrangements of the 
project and mechanisms of 
coordination of the members of the 
consortium. It describes as well the 
internal communication mechanisms 
that is envisioned. 

16/12/2015 Evaluation report 
Policy and context relevance: To 
maximize the impact of the 
action it is recommended to 
ensure the direct involvement 
from the beginning of decision 
makers, middle managers 
(regional health authorities, 
hospital directors) at national 
and regional level to ensure the 
practical implementation. 

2.3 It has been made explicit in section 
2.3 that the project will seek a direct 
involvement of national and regional 
health authorities in target countries 
as well as hospital directors in the 
areas of greater migratory pressure. 

16/12/2015 Evaluation report 
Technical quality:  
The project differentiates 
between three types of EU 
member states (countries of first 
arrival and transit countries, 
traditional destination countries, 
and new destination countries) 
as main target groups, so it 
defines its target groups on level 
of respective health systems. 
Nevertheless, it is not 

2.1 The tools and frameworks that will be 
developed will differentiate, when 
appropriate, the approaches and 
interventions by the three types of 
categories. The workshops that will be 
organized will also ensure adequate 
representation of the three types of 
countries.
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sufficiently explained what 
relevance this differentiation has 
on level of service provision and 
care givers. 

16/12/2015 Evaluation report 
Technical quality:  
Clear information on evaluation 
of outcomes of these work in not 
included in the proposal, which 
makes it difficult to evaluate the 
starting point; e.g. much 
reference is stated to the MEM-
TP project. 

2.2 The smart indicators in terms of 
outcomes and impact that have been 
enriched as described above permit a 
much clearer evaluation in terms of 
results.
The reference to the MEM-TP project 
is to show that its products and 
training packages will be adequately 
taken into account.

16/12/2015 Evaluation report 
Technical quality:  
Concerning complementarity, 
named actions are of high 
relevance. Again, it is outlined 
to an insufficient degree how 
such actions are involved, what 
are the lessons learnt which will 
be applied on this new 
endeavour. E.g., reference is 
made to ADAPT, an expert 
network under the COST 
funding framework. Main weak 
point can be seen in the 
unanswered topic of how to 
bring interventions on system 
level together with 
improvements on national, 
regional and local level. The 
proposal does not describe how 
this linkage will be done (e.g. 
implementation of "train the 
trainers"). There is no risk of 
duplication but good opportunity 
to build synergies with previous 
work should be more clear, 
needs to bring the intervention at 
local and regional level for the 
TOT and replication of the 
training. The link between the 
policy – advocacy and 
intervention in the field is 
missing.

2.2, 2.3, 2.5 
and 2.6 

Throughout the 4 sections clear 
reference is made to the especial 
efforts that the project will make to 
take stock of existing tools and 
developments as well as , as described 
in WP 1 and WP6, to systematic 
coordination and exchange of 
information with key international 
stakeholders and other EC funded 
projects.

16/12/2015 Evaluation report 
Technical quality:  
Under WP 5 health managers 
are included as target grow, this 
group should be enlarged to 
include as well the directors of 
the hospitals and regional and 
local health authorities. Task 
Force on Migrant Health and 
Cultural Competent Care– using 
standards of equity health care, 

2.2, 2.3, 2.5 
and 2.6 

Both in the description of the specific 
objectives and SMART indicators as 
well as in the sections related to the 
means and methods of 
implementation and expected results 
explicit reference has been added to 
the targeting of hospital directors and 
regional and local health authorities. 
The revised draft now addresses this 
issue very clearly. 
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involving hospital, could be 
used to ensure the practical 
implementation with 
involvement of local health 
managers and health providers. 
It is expected that the training 
materials will be adapted to 
target specially the managers of 
health services, with 
development of specific 
modules to ensure the uptake of 
structural changes. 

16/12/2015 Evaluation report 
Management quality:  
The management plan is clearly 
described, although given the 
number of activities and partners 
involved, further details could 
have been included with regards 
to the internal communication 
plan.

2.5 Reference to the internal 
communication among members of 
the consortium has been added in 
Section 2.5. 

16/12/2015 Evaluation report 
Management quality:  
The coordination platform could 
be better described, particularly 
how it will be implemented. 

2.5 and 2.8 Current section 2.5 and 2.6 describe in 
greater detail the coordination 
platform and the expected results that 
will derive from it The expected 
results give as well an indication of 
what the project intends to achieve in 
this regard. 

16/12/2015 Evaluation report 
Management quality: 
The project plan is not labour 
intensive, as only 84,6 PMs will 
be used. Distribution of PMs to 
coordination is relatively high, 
representing 18% of the total 
PMs. Question is if enough time 
is dedicated to execute the 
implementation of the proposed 
activities.

Budget/staff
effort

The project is labour intensive in the 
sense of utilizing PMs as well as 
outsourced consultants. However, 
good part of the project revolves 
around workshops for disseminating 
the tools and frameworks created as 
well as around country specific 
missions that are also labour 
intensive. The apparently high 18% of 
PM in coordination is due to the 
grouping of all outsourced experts for 
the different activities of the project 
under EASP. 

16/12/2015 Evaluation report 
Management quality: 
A lot of direct cost should be 
better explained: meetings, 
travel, coordinator will expend a 
lot off expenses for the travel. 

2.9.2 Since this project  has an important 
component of advocacy and 
dissemination of the frameworks and 
tools developed reaching a large 
number of target countries a 
considerable volume of the resources 
are related to travelling for MS 
attendance of the workshops.

18/12/2015 - Request to clarify the nature of 
costs related to meeting logistics 
and  experts and stakeholders 
and confirm that they are in line 
with the art 10 of the grant 
agreement 
- Subcontracting costs must be 

2.9.2.  The costs of meeting logistics are 
related to catering, venue rental, 
interpreters, etc. They have been 
included both, under “other goods and 
services (C3)” as well as under 
“subcontracting” (interpreters, support 
services for seminar organizations.) 
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mentioned in the technical 
annex Costs are mentioned in technical 

annex under “justification” in section 
2.9.2. 

18/12/2015 Meeting logistics  
If the cost is related to venue 
rental, equipment or catering, 
request to correct by classifying 
under other goods and services 
(C3)

2.9.2 The costs of meeting logistics are 
related to catering, venue rental, 
interpreters, etc. They have been 
included, both under “other goods and 
services (C3)” as well as under 
subcontracting (interpreters, support 
services for seminar organizations.) 

18/12/2015 Experts and stakeholders 
Request to include the cost 
related to the contracts made 
with external experts and 
stakeholders, including expert 
fees and travel costs.  

Request to explain what is the 
role of stakeholders and what 
are the expected cost. Their 
participation in meeting should 
be considered under travel cost 
(other goods and services (C3), 
here they could be mention only 
when you plan to pay fees based 
on a subcontracting made.  

2.9.2 Each meeting will be attended by an 
average of 6 experts (we have 
calculated to pay max. 4 experts), 
whose fees for technical contribution 
will be around 1000 €. These costs are 
allocated to the coordinator, as EASP 
will be assuming all these costs. The 
costs related to travel are included in 
the corresponding section. 

18/12/2015 Partner no 4 ICRH.  
Request to specify the nature of 
costs related to subcontracting
(2000 euro and 9.565 euro) in 
the technical annex and 
providing the justification in the 
budget

2.9.2  Costs related to “meeting logistics” 
have been correctly included in 
section “other goods and services 
(C)”. The amount of 300 € is foreseen 
for interpreters and other support 
services for seminar organizations. 
The amount 9.565 is related to the 
subcontracting of the consultant Birgit 
Kerstens (services to perform in 
relation with WP 1, 2 and 4)". Correct 
final person-month for this partner is 
9.4. ICRH removed person-month 
in “Staff Function” and included in 
“subcontracting costs” consultancy 
work to be performed by Birgit 
Kerstens. Final minor adaptations 
were made in order to maintain 
final total costs of this partner as 
indicated in the proposal. Costs are 
mentioned in technical annex under 
“justification” in section 2.9.2. 

18/12/2015 Travel costs under EASP and 
other partners budget 
- Request to remove the 
comment related to the Polish 
partner error in the excel spread 
sheet, please leave the 
calculation.
- Request to specify the number 
of meetings, no of person and 

2.9.2 - Comment removed. 
- EASP costs: The average number of 
invitees in each meeting will be 20, 
with the exception of the meeting in 
Slovakia in WP6 where the meeting 
will be for coordination and therefore 
have fewer invitees. The detail for the 
rest of the meetings is as 
follows: 1 in Belgium (WP1 with 20 
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average cost for a person participants), 1 in Denmark (WP2/3 
with 20 participants, 1 in Italy (WP4/5 
with 20 participants, 2 in Granada, 
Spain (1 for WP5 with 20 participants 
and 1 for WP6 with 20 participants) 
and 1 I Slovakia (WP6 with 7 
participants). The costs of travel and 
perdiem in meetings have been 
calculated at 900 Euros per person for 
a planned total of 107 participants 
(900 Euros x 107 = 96.300 Euros). 
The travel costs of 4 professionals 
from the EASP to other planned 
workshops or meetings is estimated at 
4 x 900 = 3.600 Euros. We have also 
included in the budget the cost of 6 
trips by EASP professional staff to 
CHAFEA (3 trips x 2 professionals), 
using the same estimate of 900 Euros 
per trip, for attending the kickoff 
meeting and any other project 
management meetings. In addition, 
the budget includes the travel 
costs of 2 professionals to undertake 
14 missions of 2-3 days duration, each 
mission to a different target country. 
This cost is calculated as 3.500 Euros 
x 14 missions = 49.000 Euros. 
EASP and other Partners: Each 
partner assumes the costs of their staff 
(1 person per partner per meeting). 

This information is also included in 
technical annex under “justification” 
in section 2.9.2. 
Please see additional changes made 
on 22/12/2015. 

21/12/2015 Request to include a detailed 
plan of the SH CAPAC 
meetings/regional workshops 
and trainings under the planning 
of the action (2.8.1) 

2.8.1. Detailed plan is included. 

22/12/2015 Request to include travel costs 
for subcontractors in "B . Direct 
costs of sub-contracting”. 

2.9.2 Travel costs have been correctly 
added to “B. Direct costs of sub-
contracting”. Further information 
related to calculation for costs 
included in “B. Direct costs of 
subcontracting” and “C1.Travel” is 
included under “justification” in both 
mentioned sections. 
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2.1. Problem analysis including evidence base

A. Introduction 

The most recent assessment conducted by ACAPS on the refugees and other migrants entering the EU by land and 
sea without authorization in 2015 reveals a figure of over 800,000 people who have entered the Region by land and 
sea in 20151. The initial route from North Africa to Italy has shifted to a route where people travel through Greece 
and then through the Western Balkans to reach destinations in northern and western Europe. This only concerns 
unauthorized entry into Europe. 

In addition to people fleeing countries in conflict there are many other migrants not be regarded prima facie as 
refugees. In 2013 (the last year for which Eurostat has figures) approximately 1.4 million migrants entered Europe 
legally, and the figure for 2015 is unlikely to be very different. 

As of 5 November 2015, Greece had received the highest number of unauthorized entrants in decades. Over 
650,000 people have arrived by sea in 2015. More than 93% come from the world’s top 10 refugee producing 
countries and over 60% are from Syria. In the same period, there were over 141,000 arrivals to Italy, nearly 4,000 
to Spain and 102 to Malta, while at least 3,455 migrants (0,4%) are known to have died making the crossing2.
These figures are considered an underestimate since, according to UNHCR, only one third of refugees and asylum 
seekers may register on arrival in transit countries.3

Greece lacks proper reception facilities to register asylum seekers, let alone to accommodate them and process their 
applications. Future plans for ‘hotspots’ include the possibility of transporting asylum seekers by conventional 
means to other destination countries. However, as long as these are not functional, migrants who are physically and 
financially capable of travelling further will continue to do so. Currently, the main pattern of movement is from 
Greece to the Former Yugoslav Republic of Macedonia, continuing to Serbia, Croatia and Slovenia towards Austria 
and Germany. 

It is expected that the flow of people will continue, possibly aggravated by more border closures, leaving people 
stranded with limited accommodation and assistance. Some estimates consider that the asylum seekers flow into 
Europe may reach figures of over 2 million people during the next six to nine months4.
Figure 1. European Migrant Crisis 

1 ACAPS. The Balkans. Asylum seekers, migrants and refugees in transit. Briefing note 6 November 2015.Geneva.
2 IOM, As Migrants Continue to Arrive in Europe, Asylum Seekers Relocated. 11 November 2015. Geneva
3 UNHCR Webpage October 2015
4 ACAPS. European asylum-Seekers Crisis: Scenarios. Possible developments in transit countries over the next 6-9 months. Geneva 4 November 
2015
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The approaching winter poses particular challenges in terms of supply of adequate shelter and creates greater health 
vulnerabilities especially in terms of respiratory tract infections. Boat crossings during the winter form Turkey to 
Greece months will exacerbate cases of hypothermia and drowning. 

A vast array of humanitarian needs has arisen, potentiated by “obstacles at the borders, overcrowded and expensive 
transportation, tensions between host communities and refugees, long waits for registration, the risk of exploitation 
by smugglers, as well as inadequate assistance and shelter. Local and international capacities are under strain, and 
the arrival of winter is expected to exacerbate needs”. 

The identified priorities for humanitarian interventions encompass: shelter, blankets and winter regular clothes, 
protection, water and basic sanitation and access to health care and psychosocial support. 

The main acute health conditions observed have been respiratory problems, joint pain, exhaustion and dehydration, 
with pregnant women, older people and young children particularly affected. Psychosocial services are also needed 
to reduce health and mental health risks associated with the mass movement of people5.

As far as the health related needs are concerned we are observing a compounded effect of acute critical 
health needs that warrant humanitarian interventions as well as a burden of health needs that require access 
to regular comprehensive health care and public health interventions provided by the countries’ health 
systems. This requires an enormous coordinated effort of governments, Red Cross societies, NGOs, the European 
Union, UN agencies, especially UNHCR, WHO, UNICEF and OCHA, and the IOM. This will also need significant 
support both from Member States and from the International community. 

The health needs of a vulnerable population of at least 800,000 people, which soon may amount to two million 
refugees, asylum seekers and other migrants, should not be ignored. Many are survivors of violence and have 
serious medical conditions. Hundreds of thousands of refugee, asylum seeker and other migrant’s children should 
keep on track with their vaccination schedule. Hundreds of refugees, asylum seekers and other migrants are 
amputees needing prostheses and thousands of cancer patients and victims of trauma need specialized treatment. 
Access to care other than emergency care is limited. Gaps exist in the national health information and disease 
surveillance systems, which increase the risk of vaccine preventable diseases and epidemic outbreaks. The 
deteriorated purchasing power of the refugees and asylum seekers may, among others things, lead to rising 
malnutrition rates. And the profile of the displaced population indicates an increased need for reproductive and 
child health services, as well as geriatric care. 

Sexual and reproductive health and sexual violence are critical elements of refugees’ asylum seekers and other 
migrants’ health. Sexual violence is now also a specific reason for claiming asylum and as in international 
humanitarian crisis settings they are considered priority health concerns which requires specific screenings and 
interventions.

In some Member States like Croatia and Slovenia the governments are providing health services at transit, 
reception or accommodation centres (either through community health centres or mobile health facilities run by the 
army). Some patients had to be hospitalized in the regional hospitals. In neighbouring non-EU Member States like 
Former Yugoslav Republic of Macedonia and Serbia health is being provided at reception centres or is severely 
lacking both at border crossing and while in transit. 

Over the past months and most likely over the entire next year, the countries in the region and other neighbouring 
countries have been and will be challenged by this migratory pressure. The following graph contained in a recent 
ECDC report shows the peak experienced since mid-2015.  

 
 
 
 
 
 
 
 
 
 

5 IOM. October 5 2015
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Figure 2. Number of applications for international protection in the EU-28 plus Norway and 
Switzerland, August 2015
 
 

 
.

Source: European Asylum Support Office. Latest Asylum Trends - August. Valetta: EASO; 2015. Available from 
https://easo.europa.eu/wp-content/uploads/Latest-Asylum-Trends-Snapshot-September2015.pdf 

One way or the other, they will have to reinforce their public health actions and the delivery of health services 
directed to the refugee, asylum seekers and other migrants influx This represents a substantial effort that should be 
optimized through support mechanisms like the ones proposed by the project. Otherwise the burden on their health 
systems will become overwhelming and will require immediate and urgent support from the international 
community. 

There is also a need for a coherent and coordinated trans-border approach for identifying the basic health needs of 
displaced people entering the EU, in particular in countries like Italy, Greece, Slovenia, Hungary, Slovakia and 
Croatia. Other EU Mediterranean countries like Spain, Portugal, Malta and France could soon be affected as well 
and should also be prepared. The major destination countries are under very serious strain and have been for 
months. The large numbers which have arrived over the past months put an enormous strain on the already 
overstretched public services and pose major challenges to the national and local governments, national Red Cross 
societies, NGOs operating in the affected Member States and even on International Organizations. 

B. Different types of migratory pressure 
 

a. EU countries of first arrival experiencing a large influx of unauthorized migrants 

As we have seen, the country most affected at the moment is Greece, but changing political circumstances and 
seasonal variations can lead to shifts in migration routes. Greece is having to shoulder the burden of 
accommodating and caring for large numbers of migrants, including providing them with health care. Most 
migrants will travel northwards if they can, and the proposed ‘hotspots’ may facilitate this movement. Many will 
remain, however, so Greece faces a large increase in numbers of asylum seekers, as well as irregular migrants. The 
latter include those who do not register at all, those who register without applying for asylum, those who apply for 
asylum but decide to go underground, and those whose application is refused (either immediately or after legal 
consideration).
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The well-known “waterbed” phenomenon leads to the expectation that if attempts to block the irregular migration 
route between Turkey and Greece are successful, this is likely only to divert the flow to other countries. They will 
then experience similar problems to those of Greece today. 

 

b. Transit countries 
 

These countries are characterized by a large influx, but at the same time a large outflow of migrants. (Greece 
therefore also belongs in this category.) The FYR Macedonia, for example, has experienced a steady flow of transit 
migrants. It has responded by setting up facilities to register as many of them as possible on arrival, and relaxing 
the legal restrictions on their use of conventional transport to reach the next destination. Transit countries can be 
placed under great strain, but the strain is temporary in nature. Similarly, only immediate and stopgap forms of 
health care – first aid – can be administered to migrants in transit, unless they are so incapacitated that they are 
unable to travel further. The provision of ‘health cards’ containing essential information, as well as vaccinations, 
can also be done in transit countries. 

Other transit countries currently include Serbia, Croatia, Slovenia and Austria. The Baltic States and Poland have 
long been transit countries for migrants arriving via Russia. France, Germany and Denmark may be transit 
countries for migrants trying to reach the UK and Sweden respectively, while a route even exists via Northern 
Russia and Norway. From this two things are clear: 

i. It is possible to be a transit country at the same time as a country of arrival and a country of destination. 
ii. The migratory pressure on transit countries may change suddenly and unpredictably (as it did, for 

example, when Hungary erected fences along its borders). 

c. Traditional destination countries 

Countries of destination are at present chosen by the asylum seekers themselves, or by those transporting them. 
This may change when a compulsory system of redistribution is put in place. Little research has been carried out on 
the criteria that are most important to asylum seekers, or where they get their information from. It seems likely that 
the chance of obtaining international protection, the conditions of asylum, the presence of relatives and ethnic 
networks, the language, and likely future prospects all play a role. Therefore, the most popular countries of 
destination tend to be relatively wealthy countries with a history of granting asylum, such as Sweden, Germany, the 
UK and the Netherlands. 

The migratory pressure experienced by these countries can be considerable, but it is of a different kind to those 
described above. In several of the destination countries listed, reception and accommodation facilities (including 
health services) have already reached or exceeded the limit of their capacity. These countries may be familiar with 
the typical health needs of asylum seekers, but unable to meet them adequately because of restrictions on 
entitlement, poor accessibility of services and inadequate resources for overcoming linguistic and cultural barriers. 

Although the Call for Proposals is concerned with ‘immediate’ problems (those arising in countries of arrival), the 
other problems described above are happening now – in fact they have been getting worse for some time. In 
Germany, for example health care services for asylum seekers in some areas are said to be close to breaking down. 
In some cases, the first health assessment will indicate a need for long-term treatment. However, organizing such 
treatment is an immediate problem, which has to be solved in the here and now. 

d. New destination countries 

In the current situation, many countries with very little previous experience of providing asylum are experiencing 
an increase in asylum applications and numbers of irregular migrants. Most of these countries are in Eastern 
Europe, but Spain and Portugal also fall in this category. Such countries have in the past received extremely small 
numbers of asylum seekers, and may also have given little consideration to the issue of undocumented migrants. 
They are now faced with the problem of scaling-up provisions and acquiring new skills and resources. This 
problem will become even more acute if the EU’s plans for relocating asylum seekers are realized. 
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C. The state of preparedness in the four types of country

Comprehensive and up-to-date information already exists about the adequacy of the provisions for providing health 
services to asylum seekers and irregular migrants. The MIPEX health strand was jointly created by the IOM, MPG 
(Migration Policy Group) and COST Action IS1103 ‘ADAPT’. This empirical study of migrant health policies 
covered EU/EFTA countries (minus Liechtenstein), plus Turkey, FYR Macedonia and Bosnia-Herzegovina. Data 
from six non- European OECD countries are also available for comparison. The data are available at 
www.mipex.eu and preliminary analyses have already been carried out. 

These analyses concern four dimensions of policy on migrant health: Entitlement to health services (including 
administrative barriers to entitlement), Policies to facilitate access, Responsive health services, and Measures to 
achieve change. Scores on each dimension can vary from 0 (where nothing is done to adapt health services to the 
needs of migrants) to 100 (where migrants have complete equity with national citizens). Many questions are 
answered separately for ‘legal’ third- country migrants, asylum seekers and irregular migrants. 

To assess the likely needs in the four types of countries listed above, we have looked at the pattern of strengths and 
weaknesses that they show. 

Concerning entitlements, even for ‘legal’ migrants the average score in all countries was only 72% of the 
possible maximum. For irregular migrants it was a mere 35%, while asylum seekers occupied an intermediate 
position with 61%. 

Entitlements for asylum seekers in traditional destination countries6 were no better than in other countries. 
Wealthier countries might be expected to give better entitlements, but in Germany (for example), there are 
severe restrictions on the types of care available to asylum seekers in the first 15 months of their stay. Some of 
these restrictions were relaxed on 1st November 2015, but the most serious ones remain in force. Further 
urgent measures will be required if Germany is to be able to provide adequate health services for up to a 
million newcomers by the end of 2015. In Malta, entitlements are not regulated in detail, resulting in a low 
score. Asylum seekers in the UK also face legal or administrative barriers. 

Entitlements for irregular migrants, on the other hand, are slightly better (p < .05) in the traditional destination 
countries – though there are considerable variations. It is above all in the countries not used to dealing with 
migrants at all that serious problems are bound to arise for this group. As long as services are provided by 
NGOs, the legal barriers to care can be circumvented, but laws only allow regular health services to provide a 
limited amount of help. These issues must be urgently placed on national agendas. 

Concerning accessibility, information for asylum seekers tends to be better and pathways to care easier than 
for other groups of migrants. This may, however, only be true for primary care (which is generally provided in 
the centres). The traditional destination countries showed a weakly significant superiority (p < .03). Very few 
countries of any type provide information for irregular migrants. This task is usually left to NGOs. 

Concerning the responsiveness of health services to the special needs of migrants, there is a very large 
difference between traditional destination countries and the others (55% versus 18%, p < .000). There is thus 
an urgent need in the latter for interpreter services, training courses on the needs of migrants, and migrant 
participation.

Measures to promote change in migrant health policy (including data collection, research, stakeholder 
involvement and leadership by government) also showed a large difference between the two groups of 
countries.

To sum up, it is clear that health systems in certain traditional destination countries are currently handicapped by 
the restrictions they impose on the entitlements to care of both asylum seekers and irregular migrants. The other 
countries above show serious failings in their responsiveness to the needs of migrants (affecting all groups). 
Thus, training courses and interpreter services should have a high priority. 

6 Defined as AT, BE, DK, FR, DE, IT, MT, NL, NO, SE, CH, UK 
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As the Regional Director of the WHO European Regional Office has stated recently: “The challenges of migration 
require migrant-sensitive health systems (…) It is therefore vital to take a long-term view and to (…) strengthen 
health policies and systems in a way that will help to address the health challenges of migration today and in the 
future., (…) The refugee and migrant crisis of today clearly demands immediate action from the health sector and 
many other crucial actors (…). However, the inevitable enduring impact also demands that we support health 
systems with policies and programmes relevant to migrant health needs in the future”7.
 
2.2. Aims and objectives of the project 

2.2.1. General objective of the project

The general objective of the project is to: 

Support Member States under particular migratory pressure in their response to health related challenges”  

2.2.2. Specific objective(s) of the project 

The specific objectives of the project are to: 

1. Support Member States, in close collaboration with WHO, IOM, OCHA and UNHCR, in the establishment of 
national and international health sector coordination mechanisms (similar to the architecture of the 
humanitarian health cluster) for implementing a coherent and consolidated national and international response 
to the health needs of the refugee  asylum seekers and other migrants population especially in Member States 
of the Western Balkans’ route and of the Mediterranean coast under migratory pressure, 

2. Support Member States in the analysis of health challenges and unmet health needs that the massive 
refugee, asylum seekers and other migrants flow poses, as well as in conducting periodic assessments of the 
health care response and public health interventions needed (to be implemented by governments, Red 
Cross and NGOs) by the refugee and asylum seeker population,  

3. Support Member States in developing action plans for implementing a public health response and for 
reinforcing their health systems in order to respond  to the challenges of the refugee, asylum seekers and 
other migrants influx , 

4. Support Member States in promoting and ensuring access of the refugee, asylum seekers and other migrants 
populations to health care and public health interventions through the development and dissemination of a 
resource package to reorient local strategies and plans. 

5. Build national capacity through training of trainers in affected countries who can implement training 
activities for health workers, so they can develop intercultural competences and have a clear understanding of 
a migrant sensitive health care delivery model, respecting human rights and dignity. 

7 The challenges of migration require migrant-sensitive health systems for today and for the future .Statement by Dr Zsuszanna 
Jakab,WHO Regional Director for Europe. Copenhagen October 2015.
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The ultimate beneficiaries are: 

Registered and unregistered refugees asylum seekers and other migrants (currently 800.000 possibly rising to 2 
million or more at the end of 2016) entering the European Union as a consequence of conflict, violence, or 
persecution in origin countries (mainly but not exclusively from Syria, Afghanistan and Iraq).as well as other 
migrants who are fleeing other kinds of hardship (poverty, climate change,,.) consequences of adverse life in 
“failed States”.  

The direct beneficiaries are: 

1) National and regional health authorities of health systems of each EU Member State is faced with the 
challenge of providing a coordinated response to the current influx of refugee, asylum seekers and other 
migrant’s population, entering the EU space temporarily or permanently. 

2) The health workers of health districts, local health systems, community health centres and local hospitals in 
government institutions, NGOs and Red Crescent facilities, who are responsible for the provision of health 
services, the organisation and management of public health interventions, and the conduct of health 
assessments in connection with the refugee, asylum seekers and other migrants’ population. 

2.4. Political Relevance 

2.4.1. Contribution to meeting the objectives and priorities defined in the annual work programme

The project will contribute to meeting the following objectives and priorities, which are defined in the amended 
Annex I of the Annual Work Programme 2015: 

Co-operate, coordinate and communicate effectively with the health authorities at local, regional and, as 
needed, at national level, with the International Organization for Migration (IOM), as well as with other actors 
engaged in the assistance to refugees in the same geographical setting, taking into consideration the needs 
expressed by the local authorities and by other organizations operational in the field. 

Take stock of the available tools and measures to support the integration of refugees in the Member States' 
health systems. 

The project will contribute by developing coherence and coordination practices, conducting needs assessments, 
planning actions to strengthen local health systems, supporting Member States’ actions for improving access of the 
migrant population to health care, and by capacity building efforts to develop health workers’ competencies for 
delivering migrant/refugee sensitive health services. It will build upon the work done recently on situation 
assessments by WHO-EURO, by the IOM (in their "situational assessments" for Equi-Health), and by the MIPEX 
project, taking stock of the tools and available information so no duplication takes placed and  adapting them to the 
local circumstances with an orientation geared towards decision making for the delivery of health services and 
public health interventions.  

The project will also take stock of the work produced by ECDC in this area. On 6 August 2015 ECDC was 
requested by the European Commission (Directorate-General for Health and Food. 

Safety) to produce scientific advice on the main health needs of certain migrant populations, and the options for 
addressing these, in relation to the prevention and control of communicable diseases. 

The Commission asked ECDC to focus on migrants entering the EU, particularly those who may be irregular or are 
applying for asylum or refugee status and who originate from Africa or the Middle East. The options to address 
health needs of migrants should concentrate on actions which can be taken at the point of entry or after arrival. The 
Commission asked ECDC to include information on recent health threats addressed in ECDC Rapid Risk 
Assessments (diphtheria, meningococcal meningitis, louse-borne relapsing fever) as well the prevention and control 
of other relevant communicable diseases. 

Through this contribution of technical assistance to the target countries, Member States can better focus their 
efforts and resource allocation in the implementation of direct health care provision to the refugee population. 
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2.4.2. Added value at EU level in the field of public health  

The project fits within the larger objectives of the EU’s 3rd Health Program and within other regional and global 
public health priorities. It also falls within the second overarching objective of EC’s Second Programme of 
Community Action in the Field of Health 2008-2013, namely “to promote health and reduce health inequalities” 
and supports the EU policies on the reduction of such inequalities. It is also consistent with the  provisions was 
made in the 2013 Work Plan of the EU Health programme for training and capacity building projects for 
professionals in ethnic and migrant health. 

In several EU Directives and resolutions (e.g. 2013/32/EU, 2013/33/EU, 2012/2263) it is specified that asylum 
claims should take sexual victimisation into account. Also Chapter VII of the European “Istanbul Convention”-
which is ratified by several of the target countries and entered into force in 2014- provides specific opportunities 
regarding asylum claims, residence status and non-refoulement on the basis of a.o. sexual victimisation. Finally, the 
2013 recast of the Directive of Minimum Standards for reception of asylum seekers (2013/33/EU) requests EU 
Member States to take appropriate sexual violence prevention measures within reception centres and 
accommodation facilities, and to ensure access to appropriate medical and psychological treatment or care for 
victims of sexual violence. 

A series of WHO resolutions, adopted at global and regional levels and relating to social inclusion, poverty and 
health, are relevant to refugees and migrants. These include the World Health Assembly resolution on reducing 
health inequities through action on the social determinants of health, work following up the Regional Committee 
Resolution EUR/RC52/R7 on poverty and health, and the resolution on the health of migrants, WHA61.17, adopted 
by the World Health Assembly in 2008. 

The products of this project are aligned with the recommendations of a global consultation on migrant health, held 
in 2010 in Madrid. In this consultation, which was convened by WHO, IOM and the Government of Spain, four 
priority areas were identified: improving the information on refugees’ and migrants’ health, developing policies 
and strategies for improving the health of migrants and refugees, developing migrant-sensitive health systems, and 
strengthening partnerships in the areas of migrants’ and refugees’ health. Strengthening health professionals’ 
competences heavily supports one of these priority areas, namely the development of migrant- sensitive health 
services. The multiplier effect of mainstreaming the training approach into the health care and health professionals’ 
education sectors is therefore particularly important. 

Health 2020 provides the agreed European health policy framework for action for health development across the 
European Region, offering a framework for considering migration and health needs and responses. Health 2020 
aims to improve health and wellbeing overall, focusing on equity and improved governance for health. It aims to 
prevent and control communicable and non-communicable diseases, and ensure sustainable, universal and equitable 
people-centred health systems. It draws attention to essential values, such as health as a human right, dignity, 
solidarity and protection of the vulnerable. In this regard, addressing the health of refugees and migrants and the 
public health implications of migration are essential components for the implementation of Health 2020 

The adoption of the Sustainable Development Goals (SDGs) and in particular SDG 3 on ensuring healthy lives and 
promoting well-being for all at all ages, as well as the health targets and indicators of the other SDGs, further 
provides a framework for action on the promotion and protection of refugee and migrant health. Moreover, SDG 10 
on reducing inequalities within and among countries includes a target on safe and responsible migration policies, to 
which health is a crucial input and outcome. 

2.4.3. Pertinence of geographical coverage

The proposed activities will be carried out in nineteen Member states eligible under the 3rd Health Programme. 
These countries are either Countries of first arrivals, Transit Countries, Traditional Destination Countries and New 
Destination Countries.

D) Countries of first arrival and Transit Countries: 
Bulgaria
Croatia
Greece 
Hungary 
Italy 
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Romania 
Slovakia
Slovenia

E)  Traditional Destination Countries 
Austria
Belgium 
Denmark 
France
Germany 
Malta
Sweden
The Netherlands 

F) New Destination Countries 
Portugal
Poland
Spain

2.4.4. Consideration of the social, cultural and political context 

The social, cultural and political context will be critical to the proposed activities, but may in turn be affected by 
the impact of the activities. 

Within the EU, nearly 20 million residents (or 4%) are non-EU citizens. The rate of increase of immigration has 
increased dramatically since 2013 because of the large numbers of refugees and asylum-seekers fleeing Syria, Iraq 
and Afghanistan, in particular, and is expected to continue growing within the foreseeable future. In 2014, the 
increase in immigration evoked negative feelings in 57% of EU residents, especially in the Baltic, Central and 
Southeast Europe. The support for far right political groups has been at record levels during this time and seems to 
be related to the increase in the actual and perceived rate of immigration. 

Public perceptions are more important than the actual facts, and the perceived numbers of immigrants are usually 
greater than the actual numbers. The presence of large groups of refugees and asylum-seekers is generally 
associated with an increase in prejudice or negative feelings. This is generally associated with the perceived threat 
and reality of competition for jobs and resources. Fear of religious-based terrorism has also increased and will 
certainly be important following the recent incidents in Paris. 

The connection between public opinion and public policy regarding immigrants and asylum-seekers and their 
integration is still not entirely clear. MIPEX analyses have so far concentrated on the connection with the overall 
migrant integration policy index rather than any one of the individual contributory indices. Studies suggest that 
public opinion has had little impact on policy development because policy change has mainly been initiated by 
elites representing employer associations, immigrant associations and human rights groups. The current consensus 
is that causality seems to flow from integration policies to public opinion rather than the other way round. The 
presence of more inclusive policies tends to improve attitudes towards migrants and reduce the sense of threat 
among the general public. Part of this is by the establishment of norms for intergroup relations. Exclusionary 
policies, however, tend to harden anti-immigrant sentiments. 

Among our target countries, the three groups are different in their overall integration policy rankings. The transit 
countries of central and South-eastern Europe have indices that are less than 50% of the optimal. The high rate of 
negative feelings towards migrants already noted in these countries would seem to match the state of policy 
development. The traditional destination countries generally have slightly favourable levels of policy development. 
The low outliers in this group are Austria and France. Of the four new destination countries, Spain and Portugal are 
both in the slightly favourable group, and Poland and Malta are in the slightly unfavourable group. 

The state of preparedness of health policies of each of the groups of target countries (Section 1.C) is reflective of 
these patterns of overall integration policies. Health workers are also reflective and representative of the social, 
cultural and political situation in their respective countries. In this current refugee crisis, the beliefs, attitudes and 
behaviours of health staff will be interacting with those of immigrant clients, moulded by social, cultural and 
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political factors of their own. This is why objective 5, the training of health staff in each of the transit and receiving 
countries, is such an important component of this proposal. 

Even where there are clear entitlements to care for migrants, there are still many barriers to access and quality of 
care, both in the way the services are organised at district and facility level and in the way the clinical staff provides 
it. The training will emphasise intersectionality rather than just cultural competence, recognising the important 
overlap between gender, race, class, religion and age in stereotyping and prejudice. This affects both the provision 
of care by health staff and the seeking and access to care by the refugees. The training will therefore cover both the 
patterns of health needs of refugees and their determinants and also those social and cultural factors that influence 
health care use and barriers to access. 

 
2.5. Methods and means  

The partners that constitute the consortium for the implementation of the project SH-CAPAC, will function as a 
collective entity for: 

a)  Developing the necessary instruments and tools through a division of labour among the members of the 
consortium, 

b) Carrying out regional advocacy and capacity building activities (seminars and workshops), organized by 
the members of the consortium with the participation of relevant stakeholders in each of the target 
countries,

c) Conducting site visits to those target countries, which are interested in receiving technical assistance from 
the consortium to develop country specific activities within the scope of the project, 

d) Coordinate with the national health authorities in the target countries, as well as with other relevant 
national stakeholders (i.e. Red Cross and NGOs) involved in responding to the health needs of the refugee 
population, 

e) Coordinate with the international organizations working to respond to health needs of refugees, asylum 
seekers and other migrants in the target countries, especially WHO, IOM, UNHCR, OCHA and the EU and 

f) Coordinate with other grantees under this call for optimisation and coordination of resources and impact. 

The project will be coordinated by the Andalusian School of Public Health (EASP). The EASP will be responsible 
for planning, monitoring and evaluation of the project activities in close consultation with each partner, as well as 
for reporting to the European Commission on progress attained and the final results obtained. 

Once the project is approved, a one-day coordination meeting with all the partners will be convened in Granada, 
Spain. In this meeting, tentatively planned for early January 2016, the detailed planning will be completed, and the 
detailed timelines of each WP prepared and coordinated. Another one- day coordination meeting, back to back with 
the previous one, will be held with IOM, WHO, UNHCR, OCHA and EU to identify possible synergies with their 
activities and other projects approved under this call. 

Once these two meetings take place, the Consortium, in consultation with CHAFEA, will write to all relevant 
stakeholders in all target countries, especially MOHs, and to relevant international organizations working in this 
field to inform them of the project’s activities under the umbrella of a EC grant explaining them our activities and 
offering them the possibility of participating in the different workshops. 

The EASP, in collaboration with the rest of the consortium partners, and in close dialogue with the EU, WHO and 
IOM, will establish a directory of key stakeholders in each target country. This will make it possible to identify the 
appropriate participants for the different regional workshops. The consortium will contact the national health 
authorities of all target countries. It will explain to them the portfolio of technical assistance options, as well as the 
list of regional workshops to be organized that they could attend throughout the year. This is to ensure that these 
authorities are aware of the services that they can obtain from the consortium, funded by the EU. 

The tools and instruments that will be developed as part of the project are identified in the Work Packages (WPs). 
They will be completed during the first three months. Each partner will take the lead on developing one instrument, 
as stipulated in the WPs. A short meeting with the participation of all the partners will be convened in April 2016   
for sharing among the members of the Consortium all instruments developed and for ensuring, coherence and 
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complementarity of all of them. This will be done before disseminating them to target countries through regional 
workshops and before providing assistance through country missions.  

The objective will be to rationalize the knowledge management and training in different tools and frameworks 
developed as part of this project, and to maximise local participation. Therefore, preference in convening the 
regional workshops (detailed in the WPs) is to hold them in the target countries. Where this is not feasible, they 
will be organised in countries where partners are located, always ensuring that relevant stakeholders of target 
countries participate in them. 

Technical assistance missions by specialised consultants, who are part of the institutions of the consortium or 
subcontracted by it, will be scheduled on demand from Member States. The purpose of these missions is to provide 
support for establishing coordination platforms, needs assessment, planning, development of strategies and action 
plans, and design and implementation of capacity building activities. 

The generic sequence of activities of the different Work Packages will follow the logic described below. 

The  architecture of the Work Packages is organized, as described in the following figure, as a set of processes that 
will not be operating in silos or in isolation of each other, but rather will be structured as  complementary, 
intertwined and synergistic streams of  work, mutually reinforcing each other. They are intended primarily to 
support Member States experiencing major migratory pressure to strengthen their health systems for addressing 
the health needs of the refugee, asylum seekers and other migrant populations.
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WP1 is geared towards the development of coordination platforms that can permit the optimization of the different 
efforts of multiple stakeholders engaged in addressing the needs of the refugee asylum seekers and other migrants 
influx into the EU. 

WP2, WP3, WP4 and WP5 are all intended to contribute to the primary objective though different building blocks 
for the strengthening of country’s health systems. They concentrate on the reinforcement of the diagnostic 
capacities of the situation, on the development of action plans for implementing a public health response to the 
challenges, , on promoting and improve access to  healthcare and on the training of health workers for building of 
institutional capacity to have migrant-sensitive health services. 

Finally, WP6 contains the activities needed for managing successfully the implementation of the project and the 
collaboration of the Members of the Consortium. 
 
Each of the WPs will relate to the four types of target countries, joining up some of their activities and making a 
logical schedule for them. 

A communication plan, both including internal and external aspects, will be elaborated within 30 days after 
signature of the grant agreement. This plan will include short key elements of the project (goals, strategy, expected 
results, etc.) as well as information regarding the actions, instruments and tools to be developed in order to meet the 
projects objectives and results (including visibility aspects). 

2.6. Expected outcomes 

The general expected outcome is to provide Support to Member States under particular migratory pressure in their 
response to health related challenges. This will be done through: 

1.   Supporting Member States, in close collaboration with WHO, IOM, OCHA and UNHCR, in the 
establishment of national and international health sector coordination mechanisms  for implementing a 
coherent and consolidated national and international response to the health needs of the refugee  asylum 
seekers and other migrants population especially in Member States of the Western Balkans’ route and of 
the Mediterranean coast under migratory pressure, The expected outcome at the end of the project is to 
have  coordination platforms for implementing a coherent national and international response to meet the 
health needs of the refugees, asylum seekers and other migrant’s population in at least 6 target countries. 

2. Supporting Member States in the analysis of health challenges and unmet health needs that the massive 
refugee, asylum seekers and other migrants flow poses, as well as in conducting periodic assessments of 
the health care response and public health interventions needed (to be implemented by governments, Red 
Cross and NGOs) by the refugee and asylum seeker population, The expected outcome at the end of the 
project is to have aassessments of health challenges posed by the massive refugee flow and of the health 
care response and public health interventions needed for the refugee refugees, asylum seekers and other 
migrants’ population conducted in at least 8 affected countries 

3. Supporting Member States in developing action plans for implementing a public health response and for 
reinforcing their health systems in order to respond  to the challenges of the refugee, asylum seekers and 
other migrants influx , The expected outcome at the end of the project is to have action plans to 
implement a public health response and strengthen a country’s health system in order to address the needs 
posed by the refugees, asylum seekers and other migrants’ influx formulated in at least 8 affected 
countries.

4. Supporting Member States in promoting and ensuring access of the refugee, asylum seekers and other 
migrants populations to health care and public health interventions through the development and 
dissemination of a resource package to reorient local strategies and plans. The expected outcome at the 
end of the project is to have an adoption of tools and measures contained in the resource package in  at 
least 8 countries targeted. 
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5. Building national capacity through training of trainers in affected countries who can implement training 
activities for health workers, so they can develop intercultural competences and have a clear 
understanding of a migrant sensitive health care delivery model, respecting human rights and dignity. The 
expected outcome at the end of the project is  to have a framework developed  by the consortium for a 
migrant-sensitive health care delivery model to be implemented in entry, transit and destination countries 
and  to have 240 health workers of health districts with a high case load of refugees in at least 8 target 
countries trained using the MEM-TP modules 

The changes that are expected to occur as a result of the different components of the project  once the objectives are 
reached  could be summarized as follows: 

Target countries that participate in the project will have implemented a coordinated approach  to organize 
the multistakeholder health sector response to the refugee influx in their territory  
Target countries that engage in the activities of the project will have comprehensive public health and 
health systems assessments of the situation of the impact of the migratory pressures and the response 
needed by the national health systems 
 Target countries that participate in the project will have developed action plans for  addressing the health 
needs of refugees, asylum seekers and other migrants. 
Target countries that engage in the project will have taken the necessary measures to improve access to 
health care and public health interventions  for the refugees, asylum seekers and other migrants in their 
territories and health systems 
Target countries participating in the project will have developed institution capacity and workforce 
competence to provide migrant sensitive health services 

2.7. Timetable or Gantt Chart (see next page) 
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Training of Trainers workshop June 2016 
Online Training course October 2016 
Seven country assessments of health challenges posed by the 
massive refugee flow, and of the health care response and public 
health interventions needed for the refugee population 

November 2016 

Seven country missions to support Member States in the 
preparation of action plans 

November 2016 

2.8.2. Capacity of the staff  

1. Coordinator Institution: EASP 

The Andalusian School of Public Health (EASP, Escuela Andaluza de Salud Pública) is a publicly-owned entity 
that offers services in training, consultancy, research and international cooperation in the fields of public health and 
health services management. The EASP was founded on 1985 by the Andalusian Autonomous Government. 
Professionals of the Andalusian School of Public Health have participated since 2003 in the development of 
projects for training, research and consultancy related to health care for migrant population (access, use, health care 
needs, satisfaction of users), planning and evaluation of health and migration on a European, national and regional 
level, training of professionals in cultural competence and health care for migrants; professional migration, patient 
mobility in the EU (OSE, Observatorio de Salud en Europa), health care in border regions (OSE, Observatorio de 
Salud en Europa), and  approaches focused on childhood and migration (OIA, Observatorio de la Infancia en 
Andalucía). EASP has also created and managed networks and forums of communication between professionals 
interested in this area, and prepared publications on these topics. 

Currently, EASP is the leading institution of the Migrant and Ethnic Minorities Training Packages (MEM-TP) 
project, funded by the European Commission Health Programme 2008 – 2013). 

The work of the EASP in migration and health is focused on: 

Professional Training: Sexual and reproductive health addressed to migrants; Multiculturalism and health; 
Development and validation of training materials and training strategies of teachers and trainers, with the objective 
to acquire skills and attitudes for sensible and effective diversity awareness in the professional world; Developing 
WP training materials in the Project MEM-TP and collaborating with IOM (International Organisation for 
Migration) in project “PHBLM, Increasing Public Health Safety Alongside the New Eastern European Border 
Line” and “EQUI-HEALTH, Fostering health provision for Migrants, the Roma, and other vulnerable groups”.   

Research: a) Policies, utilization and access to health services: Developing Public Health Work Force Health for 
Migrants in Europe; quantitative and qualitative analysis of the main reasons for seeking health care, as well as 
unmet needs in migrated population; qualitative evaluation of the Second Comprehensive Plan for Immigration in 
Andalusia. b) Professional Practice: “Immigration and professional practices: aspects for bringing worlds closer”. 
c) Gender and Health: “Gender violence against women performing sex work”. 

Networking, materials production and resource management: Red ISIR (Network of Migration and Health) to 
improve health care for the migrant population (www.redisir.net); Internet Resource Centre to promote the health 
of migrants; Production of audiovisual materials for training in cultural diversity awareness. The produced 
materials for training are presented in several formats: Videos, content guides, handbooks, PPT presentations and 
practical exercises. 

Professional Migration: Migration of health professionals between Latin America and Europe: analysis and 
generation of opportunities for shared development; Qualitative study of health professionals’ migration from 
Andalusia.
Patient mobility and cross-border health care: Directive proposals for the rights of patients and cross-border health 
care, mobility of patients and health care in the EU; “The Migrant Friendly Hospitals - A European Initiative to 
Promote Health and Health Literacy of Migrants and Ethnic Minorities”; “Quality in and Equality of Access to 
Health care Services – HealthQuest”; “III Forum OSE on health politics in the EU”, “Forum on Patient Mobility 
and Cross-Border Care”. 
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Migration and minors: “Children at risk or in disadvantage; “A gaze on childhood”; Training of migrant minor 
educators and children of migrants. 

In addition to experience in the Health and Migration, the Andalusian School of Public Health has extensive 
experience in different training methodologies from purely face to face to entirely virtual formats to delivery: 
Training of trainers, based on adult learning methodologies, peer to peer education as well as networking.  

Key staff of the EASP:
 
Daniel López-Acuña graduated as a Medical Doctor from the National Autonomous University of Mexico in 1978 
and did both his Masters and Doctoral studies in Public Health at the Johns Hopkins University School of Hygiene 
and Public Health in Baltimore, Maryland, USA. Faculty member of the School of Medicine at the National 
Autonomous University of Mexico and at the School of Public Health of Mexico, and visiting professor at several 
Universities in the United States, Spain and Latin America in fields such as Epidemiology, Health Systems, Health 
Planning and Health Economics. He worked for the Pan American Health Organization WHO Regional Office for 
the Americas (1986-2005) as Director of Health Systems and Director of Program Management. Director Health 
Action in Crisis in the World Health Organization HQ in Geneva (2006-2011), he was responsible for coordinating 
the humanitarian health cluster of the IASC, for organizing the discussions on Migrants Health during the 2008 
World Health Assembly and of coordinating the WHO work for implementing the resolution approved to that 
effect. He also coordinated the Global Consultation on Migrant’s Health (2010). He represented WHO at the 
Global Migration Group. Adviser to the Director General of the World Health Organization (2011), supporting the 
design and implementation of WHO's Reform. Director of Country Cooperation and Collaboration with the United 
Nations System at the World Health Organization (2013). Retired from WHO in 2014, currently he is Adjunct 
professor of the Andalusian School of Public Health (EASP). He has published several books and is a member of 
the editorial boards of several technical and periodical journals.  . 
 
Riitta-Liisa Kolehmainen-Aitken, public health physician with  35 years of experience in health and human 
resource policy, planning and evaluation and governance of health systems in resource-poor settings.  Adjunct 
professor at the Andalusian School of Public Health, she directs the EC-funded project MEM-TP focused on 
developing and testing training packages for health professionals caring for migrants and ethnic minorities. Under a 
previous EC-funded project, she co-authored a background paper on the development of a public health workforce 
to address migrant health needs in Europe. She has worked for World Bank, USAID, and WHO as consultant in 
Africa, Asia, Latin America and the Caribbean. She worked for 14 years by Management Sciences for Health 
(MSH), a non-profit organisation working to strengthen health systems in developing countries. She has taught at 
various universities and authored several publications. She received her MD from the University of Helsinki in 
Finland and her MPH and DrPH from the Harvard School of Public Health.  
 
Jose Ignacio Oleaga is family doctor. He also holds a diploma in emergency medicine, a master’s in public health 
and health management a degree in public health and diplomas in health and epidemiology. His fields of 
specialization are public health, health policy and analysis of health systems, management and planning strategies, 
management training, human resource training and management, migration and health, cooperation for health 
development, global health. He is professor, researcher and consultant in public health and health management at 
the Andalusian School of Public Health. Since 2004 he is coordinator of EASP’s global health area. He has been 
responsible at the EASP of the design, organisation and carrying out of training activities (diplomas, training 
courses and study-tours in the fields of strategic planning, primary health care and hospital management, health and 
migration, senior management training and design of health policies).  
 
Ainhoa Ruiz Azarola is BA Psychology, Expert in Health Promotion in Health Care, Education and Social 
Contexts, PhD Candidate Health Sciences. Professional activity in research, consultancy and teaching, Andalusian 
School of Public Health (EASP), Social Affairs, Citizenship and Participation Department, Granada, Spain. 
Research areas: migration and health, access to health care for migrants, health care of vulnerable groups, training 
of health professionals in intercultural competences, training of trainers methodologies, civil society participation 
in health and qualitative research methodologies. Currently, coordinator of Red Isir: Migration and Health 
Network. Additionally, she is member of the EASP team leading the Migrant and Ethnic Minorities Training 
Packages (MEM-TP) project, funded by the European Commission Health Programme 2008 – 2013). Furthermore, 
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she worked as a researcher in the Project Equi-Health: “Fostering health provision for Migrants, the Roma and 
other vulnerable groups”, International Organization for Migration (funded by European Commission, 2013-2014).  
 
Olga Leralta Piñán is BA in Political Sciences and Sociology, Expert in Migration Policies and Legislation, 
Intercultural Mediation and Health Promotion in Health Care, Education and Social Contexts. Professional activity 
in research, consultancy and teaching, Andalusian School of Public Health (EASP), with focus on migration and 
health, access to health care for migrants, health professionals training networks, training of trainers methodologies 
and qualitative research methodologies. Additionally, she is member of the EASP team leading the Migrant and 
Ethnic Minorities Training Packages (MEM-TP) project, funded by the European Commission Health Programme 
2008 – 2013). Furthermore, she worked as a researcher in the Project Equi-Health: “Fostering health provision for 
Migrants, the Roma and other vulnerable groups”, International Organization for Migration (funded by European 
Commission, 2013-2014). Previously she worked as Social mediator with Asylum Seekers and Refugees at the 
Spanish Commission for Refugees Support (Comisión Española de Ayuda al Refugiado, CEAR) Madrid, Spain.  
 
Amets Suess has a BA Sociology, and an MA Art Therapy. He is a PhD Candidate in social anthropology in the 
University of Granada, Spain. He has experience in research, consultancy and teaching, and is based in the Area of 
International Health at the Andalusian School of Public Health (EASP), Granada, Spain. He is a member of 
CIBERESP, Centre for Biomedical Network Research – Epidemiology and Public Health, Spain. His research 
areas include migration and health; access to health care; economic crisis and health; human rights perspectives; 
mental health; intercultural, body and gender diversity; citizen participation in health; qualitative research 
methodologies, and ethics. 
 
Ainhoa Rodríguez García de Cortázar is a BA in Political Sciences and Sociology. She works in the Childhood 
Observatory (OIA), linked to the Andalusian School of Public Health, with focus on children and adolescent at risk 
or in social disadvantage. Since 2011, she combines her research at the OIA with teaching at the University of 
Granada, where she lectures on quantitative and qualitative social research methodology. She specialized in 
participatory research and theoretical and methodological aspects of childhood at social risk. She obtained her 
Advanced Studies Postgraduate Diploma in Social Anthropology, and is a PhD candidate in the programme: 
“Globalization, Multiculturalism and Social Exclusion: Development, Social work / Social policies, Migrations” at 
the University of Granada. She has published several book chapters and academic papers on the phenomenon of 
unaccompanied migrant children, and participated in several research and cooperation projects related to migration 
and childhood between Morocco and Andalusia. She has taught courses on child trafficking, and on intercultural 
and unaccompanied child migrants. 
 
Noelia García Toyos is BA Psychology, Expert in Women's studies and gender, PhD Candidate Health Sciences. 
Professional activity in research, consultancy and teaching, Andalusian School of Public Health (EASP), social 
welfare and Citizenship Department, Granada, Spain. Research areas: gender and health, training of trainers 
workshop and methodologies, civil society participation in health and qualitative research methodologies. 
Currently, she participated in Yorie project (http://yorie-project.eu/) aiming the construction of European identity 
based on the reemergence of regional identities through intergenerational support. 
 
Julia Bolívar-Muñoz Phd in Women´s health and gender Studies and BA Sociology from the University of 
Grenade-Spain. Since 2002 works at the Public Health department of the Andalusian School of Public Health in 
Spain. Researcher of the Program for Research on Social Determinants of Health at the National Center for 
Biomedical Research on Epidemiology and Public Health in Spain (CIBERESP). Participates of several research, 
training and consultancy projects in the area of social and gender determinants of health and health inequalities, and 
the impact of the current crisis in the health of populations. 
 
Luis Andrés Gimeno Feliu is a family doctor. For the past 15 years, he has worked in health centres of large 
proportion of migrant population and other ethnic minorities. Researcher on migration and health-related issues, he 
has published numerous original articles and reviews in international and Spanish journals, as well as congress 
communications. He has experience as associate and senior researcher in various research projects. Teaching 
experience as tutor for medical residents, university professor both for undergraduate and postgraduate degrees, 
with extensive experience in migration and health. Member of groups regarding health and migration from the 
Spanish Society of Family and Community Medicine. In the last 15 years he has been director and lecturer of 
numerous courses on migration and health and has produced an important number of training materials, in books, 
journals, on-line platforms, “train the trainers” programmes and face to face courses. 
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Pablo Perez Solis is a family doctor at Laviada Health Centre (Asturias, Spain). He is member of the Immigration 
and Health Group of the Spanish Society of Family Physicians (SEMFYC) since 2005.  He has actively 
participated in workshops focusing on Health inequalities in migrants and in the Regional Plan for migrant 
integration in the Region of Asturias. Teaching experience in workshops related to health care for migrant 
population in Primary Care, development of training contents for Red ISIR courses, teacher in courses from 
SEMFYC (Spanish Society of Family Physicians). He has published articles on improving intercultural 
communication skills and professional manuals for migrant’s health care.   

2. AUSL of Reggio Emilia, Italy 

The Azienda USL of Reggio Emilia (AUSL RE) is the statutory provider of health and social care in the province 
of Reggio Emilia in the central north of Italy. The Azienda USL of Reggio Emilia has approximately 4,000 
employees of which 480 are medical doctors, working in six health districts plus the “Presidio Ospedaliero”, a five 
hospital complex. The AUSL activities are organised into departments: eight for territorial activities, nine for 
hospital activities. 

The present proposal is submitted by a team working for the Department of Research & Innovation at AUSL-RE
within the specific role of coordinating the international Task Force on Migrant Friendly & Culturally Competent 
Health Care. The Department of Research & Innovation plays a specific role aimed at fostering the participation of 
health staff and departments in regional, national and international projects. The Department is staffed with six 
persons, including researchers and administrative staff and been involved in: 

MFH (2002–2005) Coordinator for Italy of the EU project (DG Sanco) “Migrant-Friendly Hospitals: a 
European initiative to improve health and health literacy of migrants and ethnic minorities”.  

TF-MFCCH (2005 – ongoing) Task force on Migrant-Friendly & Culturally Competent Health care. Since 
2005 the AUSL of Reggio Emilia coordinates the TF-MFCCH, a thematic group of experts established 
within the international Health Promoting Hospitals (HPH) network  

COST Action HOME (2007-2011). Coordinator of the Working Group “Health care for migrants and ways 
of improving it” within the COST project HOME “Health and Social Care for Migrants and Ethnic 
Minorities in Europe”.  

RACE, CRIMINAL JUSTICE & DRUGS (2007-2010). Coordinator for Italy. The project received funding 
from the EC under the PH Programme 2003-2008.  

ChAPAP (2007-2010). Coordinator for Italy of ChAPAP “Children affected by parental alcohol problems”.  

NOWHERELAND (2008-2011). Coordinator for Italy of the EU project “NowHereland - Health Care in 
NowHereland – Improving Services for Undocumented Migrants in the EU”. The AUSL was responsible 
of the WP on collecting European best practices. 

COST Action ADAPT (2012-ongoing). Coordinator of working group “Health system’s issues” within the 
COST action ADAPT “Adapting European Health Systems to Diversity”.  

PROMOVAX (2010–2013) - Promote Vaccinations Among Migrant Populations in Europe (2010-2013). 
External expert for the setting up of the evaluation tool aimed at selecting European Best Practices. Support 
to the revision of Project’s outcomes. 

MEM-TP (2012-2015) Migrant and Ethnic Minorities Training Packages, funded by CHAFEA within the 
European Commission Health Programme 2008-2013).  

Equity standards in Health care for migrants and other vulnerable groups. (2011-2014).  The project has 
involved 54 health care organisations in 16 countries. 

Key staff of AUSL RE:

Antonio Chiarenza, PhD Sociology from the University of Leicester (UK), works with the Local Health 
Authority of Reggio Emilia in Italy (AUSL-RE), where he is head of the Research & Innovation 
Department. His research interests have focused on health promotion, migrant health, and community 
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health. He leads, and collaborates with, several international networks focused on migrant health, as further 
specified in his CV. At present, he leads the international Health Promoting Hospitals’ Network Task Force 
on Migrant-Friendly and Culturally Competent Health Care (HPH-TF MFCCH) and the Coordinating 
Centre of the Regional Health Promoting Hospitals Network of Emilia-Romagna.  

Alexander Bischoff was born in Boston, Massachusetts, and trained as a nurse in Switzerland. He was 
involved in primary health care in Angola, received his Masters in Community Health at the Liverpool 
School of Tropical Medicine, and his PhD in Epidemiology at the University of Basel. He carried out 
short-term assignments and consultancies in countries including Rwanda, Zanzibar, Guinea-Bissau, 
Angola, Bosnia-Herzegovina, Kosovo, Belarus, Tanzania, Cameroon, South Africa, Togo and Tajikistan. 
He is with the University of Applied Sciences Western Switzerland, Fribourg, lecturer at the Institute of 
Nursing Science, University of Basel. He is a member of the TF-MFCCH. 

Hans Verrept, philologist and social and cultural anthropologist works with the Federal Public Service for 
Health, Safety of the Food Chain and Environment where he is the head of the Intercultural mediation and 
policy support unit. His research interests have focused on the use of medication in the Moroccan 
community, ethnic monitoring in health care and epidemiology, intercultural mediation and medical 
interpreting in health care, traditional healing in the Moroccan community and the provision of culturally 
competent care.  Since 1999 Hans Verrept is the head of the ‘Intercultural mediation and policy support 
unit’ at the Federal Public Service for Health, Safety of the Food Chain and the Environment. From 2003 – 
2006, he was involved in Council of Europe on ‘Health Services in a Multicultural Society’. He was also 
involved in the work of the Council of Europe on Intercultural Competences in Social Services and 
participated in the COST project HOME and is a member of the management committee of the COST-
project ‘ADAPT’.

Benedetta Riboldi, graduated in Sociology from the University of Milano-Bicocca, works in the Research 
and Innovation Department of the Local Health Authority of Reggio Emilia in Italy (AUSL-RE). From 
2004 to 2007 she has worked for the Health and Social Regional Agency of Emilia-Romagna. In 2005 and 
2007 she has collaborated with the WHO Office in Copenhagen in the project of Benchmarking Regional 
Health Management. She is involved in the international project on the development of Standards for 
Equity in Health Care for Migrants and other Vulnerable Groups. 

Ilaria Dall'Asta, graduated in sciences of culture (University of Modena and Reggio Emilia) and in 
sociology, culture and communication address (University of Milano Bicocca). She currently works in the 
Research & Innovation Department of the Local Health Authority of Reggio Emilia (Italy). She is 
interested in qualitative and social research about health promotion, migrant health, and community health, 
in particular focused on health inequalities and health service access barriers. She is involved in the 
European project MEM-TP, and in the International Task Force on Migrant Friendly. 

Anna Ciannameo, joint PhD in ‘Science, Technology and Humanities’ at the University of Bologna (Italy) 
and ‘Anthropology’ at the University of Tarragona (Spain). She works in the Research & Innovation 
Department of  the Local Health Authority of Reggio Emilia (AUSL-RE, Italy) and collaborates with the 
Centre of International Health (CSI) of the University of Bologna.  

 
3. Trnava University in Trnava (Slovakia) 

Today’s Trnava University in Trnava is inextricably connected to its historical past of being the only university in 
the Kingdom of Hungary during its time as a functioning University (1635-1777). Trnava University in Trnava was 
re-established in 1992, and the Faculty of Health Care and Social Work was founded in 1994. The Department of 
Public Health aims in research and development focuses on multicultural aspects of health care for minorities, 
patients’ rights, inequalities and international health care systems. The faculty has developed aid with special focus 
on public health, nursing and social work mainly in Africa (Kenya and Sudan).  The school was involved in several 
European research and development projects, such as: 
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MEM-TP Migrant and Ethnic Minorities Training 
Packages (funded by the EC Health 
Programme)

GENOVATE-Transforming organisational 
culture for gender equality in research. 

2013-2016. Project FP7 - Science in the 
Society, SiS 2012. 2.1.1-1 Programme 

FINALLY - Financial Literacy for the Roma 2012-2015. Project No: 527860-LLP-1-2012-1-
SI-GRUNDTVIG-GMP. Co-funded by the 
Lifelong Learning. 

ACTION FOR HEALTH - Reducing health 
inequalities: preparation for action plans 

2012-2014 
Co –funded by Health Programme of EC 

COST Action IS1103:  Adapting European 
health systems to diversity (ADAPT) 

2011-2015. European cooperation in science 
and technology. COST is supported by the EU 
RTD

SRAP - Addiction Prevention within Roma 
and Sinti communities 

2010-2013. Executive Agency for Health and 
Consumers, Health Programme 

Capacity building of HR for Health in 
Slovakia for International Development Aid 

2010-2012. LPP, LEONARDO DA VINCI 
Transfer of innovation 

Risk assessment from policy to impact 
dimension – RAPID 

2009-2012  
EAHC of DG SANCO of EC, Grant n.2008105 

Erasmus Curriculum Development Project: 
Health/ Social Care for Migrants/Minorities 

2008-2010 
EC's Erasmus Programme 

Healthy Inclusion” - Development of 
Recommendations for Integrating Socio-
Cultural Standards in Health Promoting  

2008-2010 
Funded by the European Commission, DG 
Health and Consumers, Public Health 

COST Action IS0603: Health and Social Care 
for Migrants and Ethnic Minorities in Europe 
(HOME)

2007-2011. European cooperation in science 
and technology. COST is supported by the EU 
RTD Framework Programme 

Health impact assessment in new member 
states and pre-accession countries 

8/2005 – 7/2007. EU DG SANCO (HIANMAC 
grant No. 2004128) 

The Effectiveness of Health Impact 
Assessment 

5/2004 – 10/2007 
EU DG SANCO (Grant No.2003101)  

FIRCA Breast 
Cancer Case-Control Study in Slovakia 

8/2004 – 12/2007. National Health 
Institute – Fogarty International Center, USA 

Closing the Gap: Strategies for Action to 
tackle Health Inequalities in Europe 

2004-2007 
EU DG SANCO 

Key staff of TU:

Daniela Kállayová, PhD Assistant professor, researcher and teacher who has experience in teaching:  Qualitative 
and quantitative research in public health, Designing, planning and implementing intervention programs, Health 
promotion, Migrant and minority Health. She is a member of the management committee within the European 
cooperation in Science and Technology Action IS1103: ADAPT - Adapting European health systems to diversity 
(2011-2015) following the COST Action IS0603: HOME - Health and Social Care for Migrants and Ethnic 
Minorities (2007-2011). She has experience in the field of Scientific-residence at the University of Iowa in the 
U.S., where she successfully completed courses in 2007: Qualitative research in public health, Communication with 
community, Design and planning of health intervention programs. She coordinated the Minority Health and Health 
Disparities International Research Training (MHIRT) Program in cooperation with Iowa University, USA.  She has 
been involved in many projects funded by EC.  
 
Eva Nem ovská, PhD. Assistant professor, young science researcher, experienced as head of Public Health 
Department. She was a member of the many project implementation teams (Finally, SRAP, MEM-TP). She has 
experience and skills in teaching migrant health, minority’s health, epidemiology, occupational health, data 
analysis, objectivity factors and occupational environments and experience in study-scientific stay at the University 
of Iowa USA; she published articles in the field of public health. 
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Marek Majdan, PhD. Assistant professor, Vice-dean for Science and Research at Faculty of Health Care and 
Social Work.  Researcher with experience in quantitative processing of statistical data and expert specialized in 
statistical analysis, migrant health, minorities’ health, epidemiology, biostatistics and environmental health. He has 
teaching experience in the field of environmental and spatial epidemiology, data management, and geographic 
information systems and he published many professional CC publications in the field of Public Health.
 
Andrej Kallay, PhD., is a Professor Assistant and Research Fellow of the Faculty of Health Care and Social Work 
at Trnava University in Trnava in the Slovak Republic.  His research is oriented towards quantitative and 
qualitative methods, social service delivery systems and social policy in Slovakia and other countries.  He is a 
member of the Local Centre of Gender Equality in Trnava, European Research Institute of Social Work and others. 
He is member of the editorial board for the Journal of European research Institute Social Work (ERIS). He has 
teaching experience in Demography and Comparative Social Work.  
 
Peter Letanovsky, MPH is a part time lecturer at Faculty of Health Care and Social Work, he has teaching 
experience in the field of public health - Health Policy, Public Health legislation and organisation. He is employed 
at Ministry of Defense of the Slovak Republic and currently he is serving as expert consultant at Ministry of Health 
of the Slovak Republic. He has worked as public health professional at Ministry of Health of the Slovak Republic 
and at Public Health Authority of the Slovak Republic.  

4. ICRH – International Centre of Reproductive Health – Ghent University 

The International Centre of Reproductive Health (ICRH) is a multidisciplinary research institute operating within 
the faculty of Medicine and Health Sciences at Ghent University, Belgium. It is one of the largest academic units of 
its kind in Europe and enjoys a high-level profile both nationally and internationally. ICRH was established in 1994 
by Professor Marleen Temmerman in response to the International Conference on Population and Development 
(ICPD, Cairo, 1994), where sexual and reproductive health and rights (SRHR) became an important focus point on 
the international agenda. 

In the light of the ICPD recommendations, ICRH defined its vision as contributing to sexual and reproductive 
health and promoting it as a human right, and its mission as being an interdisciplinary academic centre of 
excellence for SRHR. ICRH maintains an international network of experts and partner institutions. This network 
includes two sister organizations in Kenya (ICRH-Kenya, founded in 2000) and Mozambique (ICRH-Mozambique, 
founded in 2009).   Since 2004, ICRH has been designated as a  World Health Organization (WHO) Collaborating 
Centre for Research on Sexual and Reproductive Health. 

As an academic institution, the centre’s activities revolve around three axes of research, capacity building and 
service delivery. Within these activities, the main focus is on 4 topics and 3 specific vulnerable population groups: 
Topics: 1) Contraception, maternal and newborn health 2) Interpersonal violence 3) Harmful cultural practices 4) 
Sexually transmitted infections. Specific group Migrants: Our objective is to improve sexual and reproductive 
health of migrants in an ethically sound and culturally competent way by identifying determinants of migrants’ 
SRHR, improving their access to sexual and reproductive health care and by contributing to the development, 
implementation and evaluation of response. We highlight 3 specific intervention projects that resulted in the 
development of tools useful for this project: 

1) Hidden Violence (EU Daphne, 2006-2008) researched in Belgium and the Netherlands the nature and 
magnitude of sexual and gender-based violence that refugees, asylum seekers and undocumented migrants 
experienced since their arrival in Europe as well as their framing of sexual and reproductive health.  

2) The EN-HERA! Project (ERF-2007-2009) founded the “EN-HERA! Network: the European Network for 
Promotion of Sexual and Reproductive Health of Refugees, Asylum Seekers and Undocumented 
Migrants in Europe and beyond. In addition we developed a “Framework for the identification of 
good practices in Sexual & Reproductive Health for Refugees, Asylum seekers and Undocumented 
Migrants”. Academia Press, Ghent, Belgium. ISBN 978-90-75955-69-9.” 

3) With the Senperforto Project (EU Daphne, 2008-2010) we researched knowledge, atttitudes and practices 
on sexual and gender-based violence in the asylum reception facilities in 8 European countries: Greece, 
Malta, Hungary, Spain, Portugal, the Netherlands, Ireland and Belgium applying community-based 
participatory research. For the community researchers a 30 hour training.
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Furthermore with this participatory consortium of stakeholders and asylum seekers in those 8 countries we 
developed a “The Senperforto Frame of Reference for Prevention of SGBV in the European 
Reception and Asylum Sector.” Magelaan cvba, Ghent. ISBN 978-9078128-205. This frame of reference
consists of SGBV Prevention Standard Operating Procedures, a Code of Conduct, a Sensitization Kit and 
the Make it Work! Training Manual. The Senperforto Frame of Reference was disseminated to all 
European Member States and is still promoted by UNHCR as a tool for SRH promotion and SGBV 
prevention in EU reception settings.  

ICRH is a WHO Collaborating Centre on SGBV, harmful cultural practices and migrants SRH. Ines Keygnaert 
was asked to write the background paper on migrant sexual health for the WHO EU expert meeting on sexual and 
reproductive health in Spain 2010. She is now also commissioned to lead a HEN-report for WHO on migrant 
maternal health in the WHO EU region (publication due in March 2015).  
 
Teaching: Ines Keygnaert is also co-lecturer in the course “Mother & Child Care: intercultural aspects” and 
“Medicine and Human Rights”. Together with the students in medicine of the Ghent University, ICRH is 
organising since 2010 a Summer School on “Health & Migration” for master students in Medicine, in which 
Ines provides the courses on SGBV & SRH. Finally, ICRH is also developing a Master after Master in Global 
Health with a substantive part on migrant health.    
 
ICRH is also the European leading expert on Female Genital Mutilation and other Harmful Cultural 
Practices as early marriages, forced marriages, honour-related violence, lead by Prof Els Leye. For FGM several 
prevalence studies have been conducted and many policy briefings and prevention and response tools developed 
from December 1997 until now  

ICRH was involved in the EuroNet-FGM project on developing national action plans on FGM (Daphne project, 
2009-2010) and the development of the national action plan in Belgium on violence against women (with specific 
part on FGM, 2008-2009). Els Leye was/is an invited expert to several expert panels on FGM organized by WHO, 
UN Division for Advancement of Women, UN special Rapporteur on Torture, the END FGM European Campaign, 
and Worldbank, among others. For the Association of European Parliamentarians with Africa (AWEPA), Els Leye 
wrote “Guidelines for Parliamentarians. Abandoning Female Genital Mutilation/Cutting” (2010-2011). She 
provided training on FGM for gynaecologists and midwives in Belgium (2013-2014). For Coventry University, she 
evaluated the Replace II project financed by the European Commission, that focused on behaviour change 
regarding FGM in migrant communities in Europe (2014-2015).  

Key Staff of ICRH:
 
Ines Keygnaert is a postdoctoral researcher and the team leader of the “Priority Team” which heads the research 
line on sexual and gender-based violence (SGBV), harmful cultural practices and gender in adolescent and migrant 
health at ICRH-Ghent University (Faculty of Medicine–Dpt Uro-Gynaecology). Dr. Keygnaert is holding a PhD in 
Medicine on the topic of sexual violence and health in refugees, asylum seekers and undocumented migrants from 
the Ghent University. In addition she holds a Masters in Eastern Languages & Cultures (UGENT), a Third Cycle 
Degree in Social and Political Development (UCL) and a postgraduate in Middle Eastern Studies (NVIC). Since 
2014, she is also researching migrant well-being through education (Faculty of Psychology & Pedagogy). Over the 
past nine years, Dr Keygnaert has been coordinating different European (multi-country) intervention research 
projects on prevention of and response to SGBV in the European reception and asylum sector (DG Justice & 
Internal Affairs- Daphne, ERF), European Neighbourhood (EU-Morocco), as well as several national projects 
(Public Health service) on holistic management of victims of sexual and domestic violence. Dr Keygnaert has 
published over 50 publications She is the founder of EN-HERA! The European Network for Sexual Health 
Promotion of Refugees, Asylum Seekers and Undocumented Migrants in Europe and beyond.  

Luk Van Baelen holds a masters’ degree in sociology from the University of Ghent and a PhD in psychology from 
the Manchester Metropolitan University. Between 2003 and 2011, he did several missions as a project coordinator 
for Doctors Without Borders (MSF) in Eastern Europe and Africa, where he was involved in programs related to 
mental health and sexual violence Currently he is coordinating the Daphne Project “Towards a better estimation of 
prevalence of female genital mutilation in the European Union (FGM-PREV)”. 
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Kristien Michielsen is a trained social scientist (2001) with a PhD in Social Medical Sciences from Ghent 
University in 2012. Her field of expertise is Global Sexual and Reproductive Health, with a specific focus on 
Sexual and Reproductive Health Behaviour. She has been working for ICRH since 2006, and in this period her 
research mainly focused on sexual and reproductive health and wellbeing of adolescents and young people, in 
several countries in Africa, Latin America and Europe. 
 
Birgit Kerstens is a health sector evaluator with educational background in (health) economics, mainly working in 
the area of health financing and health systems since 2001. Birgit Kerstens has conducted assignments on behalf of 
development institutions and agencies in Africa, the Caribbean, Central Asia and Europe. Just recently she was 
member of the UGent/UCL team that conducted a SWOT analysis of urgent medical aid for undocumented 
migrants in Belgium. From 2011 till 2013 she was involved in research and coordination of the MOMI project an 
intervention research project on maternal health funded within the 7th Framework Programme of the European 
Union, at the International Centre for Reproductive Health of the Ghent University. 
 
Lotte De Schrijver holds a master in Clinical and Health Psychology (KU Leuven, 2013), a master degree in 
Human Sexuality Studies (KU Leuven, 2011) and a master in World Religions, Interreligious Dialogue and 
Religious Studies (KU Leuven, 2011). She has four years of experience as a sex therapist and 2 years as a clinical 
psychologist with an intercultural set of patients. The variety of her education and professional expertise have 
spurred her interest in improving intercultural communication on sensitive issues as sexuality, relationships and 
cancer further. Currently she is also specialising in Cognitive Behavioural Therapy, focussing on psychological 
problems such as depression, anxiety, trauma and mental stress. At ICRH-Ghent University, she is a junior 
researcher on female genital mutilation and prevalence in Europe.  

5. Jagiellonian University Medical College (Poland) 

The Institute of Public Health in the Faculty of Health Sciences, Jagiellonian University Medical College, 
conductes research and development activities, as well as training within the broadly understood field of public 
health. Is a member of the Association of Schools of Public Health in European Region (ASPHER), an associate 
member of NETWORK: Towards Unity for Health. 

As an organisational unit of Jagiellonian University, it conducts large-scale educational activities, such as 
undergraduate and Master's courses in Public Health as well as  postgraduate courses and specialist training. The 
other important activity is cooperation with several European Universities in organisation of EuroPubHealth – 
Erasmus Mundus Master Programme in Public Health. 
Information Studies Department of the Institute participated in years 2006-2008 in the Public Health Programme –  

“MIGHEALTHNET - Information network on good practice in health care for migrants and minorities in Europe”.  
The project was supported by the EC's Directorate-General Health and Consumer Protection (DG SANCO) and the 
Stavros Niarchos Foundation.  

JUMC is participating (as a subcontractor) in MEM-TP project “Training packages for health professionals to 
improve access and quality of health services for migrants and ethnic minorities, including the Roma”, 2014 – 2016 
(funded by the European Union, Health Programme 2008 – 2013).  

Other activities related to migrants/ethnic minorities health issues are conducted in the Faculty of Health Science in 
years 2014-2016: “Improvement and better adaptation of health care to new demographic and epidemiological 
trends” and “Reducing social inequalities in health” (EEG and Norway Grants; PL07 and PL13). 

Key staff of JUMC:
 
Ewa Dobrogowska-Schlebusch, MA. Graduated in Polish Philology and Teaching Polish as a Foreign Language 
at Jagiellonian University in Kraków. She has worked for 10 years in Medical Library in Kraków (Institute of 
Public Health Library). Current position: assistant researcher at the Department of Information Studies (Institute of 
Public Health, Faculty of Health Sciences, Jagiellonian University). Main teaching area: intellectual property 
rights, information science. She participated in two DG Sanco Projects: MIGHEALTHNET- Information Network 
on Good practice in Health Care for Migrants and Minorities in Europe and euFAQT (euFamilies and Adolescents 
Quit Tobacco).
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Anna Maria Szetela, MA. Graduated in law from the Faculty of Law, Jagiellonian University, Krakow; studied 
also at the Faculty of Orientalistics of Jagiellonian University (Turkish language and culture). Current position: 
lecturer at the Institute of Public Health, Faculty of Health Sciences, Jagiellonian University Medical College. 
Member  of the World Association of Medical Law, Polish Association of Medical Law and the Public Health 
Association of Poland. Interested in the relations between health and law, medical law, the law of public health, the 
methodology of teaching law for non-lawyers, legal and cultural aspects of migrants and minority health. 
Researches: Changing employment policy in hospitals resulting from employment law modifications and health 
care reforms, Responsibility and liability in medical professions, Regulations of medical professions. 
Administrative coordinator of international master programme. 20 years of teaching experience in Polish, French 
and English, for Universities in Poland, visiting professor in Germany, Netherlands, Australia, teaching experience 
for health units, NGO’s and others. Leader of the JUMC team of MEM-TP project. 
 
Barbara Niedzwiedzka, PhD, Information Science.Dipl., MA. Assistant professor and a researcher at the Institute 
of Public Health, Jagiellonian University Medical College. Since 1995 she is the head of the Information Studies 
Department. Her interests encompass: information for evidence based health care, information behaviors, 
information literacy, education in area of information competency, problems of scientific information 
dissemination and use. Teaching: Curricula integrated programs in health information literacy, database and 
Internet searching and critical appraisal of information, EBM, health information dissemination and use. Managed 
international projects, among them: MIGHEALTHNET - Information network on good practice in health care for 
migrants and minorities in Europe (Public Health Programme) – leader  EATWELL (EU 7th FP) – Interventions to 
Promote Healthy Eating Habits, (2009-2011) – leader of the Polish arm of the project.  
 
Tomasz Bochenek, MD, MPH, PhD; assistant professor at the Department of Drug Management. Involved in 
management of public health projects and monitoring clinical trials. Senior consultant in nationwide projects aimed 
at restructuring Polish health care system. Pharmaceutical policy expert at the state’s level. He was educated in 
Poland, the USA, Belgium, the UK, the Netherlands, Sweden and the Baltic states. 
 
Roman Topór-M dry, Physician, PhD, public health specialist, epidemiologist. Currently working in the 
Department of Epidemiology and Population Studies, Institute of Public Health, Faculty of Health Sciences. 
Member of the teaching team of Polish pilot training in MEM-TP project: “Training packages for health 
professionals to improve access and quality of health services for migrants and ethnic minorities, including the 
Roma”, 2014 – 2016 (funded by the European Union, Health Programme 2008 – 2013). 

6. Faculty of Health and Medical Sciences, University of Copenhagen  

The Danish Research Centre for Migration, Ethnicity and Health (MESU) was established in January 2010 within 
the Department of Public Health at the Faculty of Health and Medical Sciences, University of Copenhagen. The 
Faculty of Health and Medical Sciences creates new knowledge and awareness through the core tasks of research, 
teaching, knowledge sharing and dissemination. The Faculty has more than 4,700 skilled employees, including 
1,500 innovative doctoral students and more than 8,000 dedicated students. The faculty publishes more than 3700 
peer-reviewed articles in leading scientific journals. The Faculty has an annual turnover of € 365 million, of which 
40% in basic government funding and 60% in external funding. 

MESU both initiates and conducts its own research and contributes to the development of the research of others in 
the field through professional guidance and advice. In addition, the centre contributes to establishing professional 
networks for Danish and international researchers through regular research seminars and academic meetings, 
exchange of information on research initiatives and information about on-going activities in Denmark. MESU’s 
researchers also give presentations to a wide range of organisations, municipalities and government agencies on 
topics such as cultural competences, diversity, migration and health. MESU assists health authorities such as 
municipalities, regions, The National Board of Health, hospital clinics, NGO’s etc. with advice regarding 
guidelines on migrant health and the centre is also often invited to provide contributions to publications by national 
authorities aimed at giving information and guidance for practitioners in the field of migrant and ethnic minority 
Health. MESU has experience with developing postgraduate courses with focus on diversity, migration, ethnicity 
and health. 
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The multidisciplinary team of researchers within MESU has broad experience in quantitative registry- and survey-
based as well as qualitative research. The research includes local, national and international studies of health and 
disease among immigrants and projects on good practices and policies and new preventive interventions focusing 
on the needs of migrants. MESU has a close collaboration with the National Institute of Public Health, Copenhagen 
School of Global Health and the Migrant Health Clinics at Odense University Hospital and at Hvidovre Hospital in 
Copenhagen, who are represented in MESU's steering committee.  

MESU have also been coordinators and partners in a wide range of national and international projects that focuses 
on migrant and ethnic minorities’ health. MEHO, EUGATE (http://www.eugate.org.uk/), MEM-TP 
(http://www.mem-tp.org) and C2ME are examples of the EU financed projects that MESU have been involved in. 
One of the larger projects which has been coordinated by MESU is the SULIM research project. One of MESUs 
newest projects is CAGE: Coming of Age in Exile (http://cage.ku.dk/) - a large research project with 5 Nordic 
partners funded by the Nordic Research Council. By cross-country comparisons the project identifies welfare 
policies that may promote health and socio-economic equity in young refugees compared with the majority 
populations.

Key staff of UCPH:
 
Signe Smith Jervelund, PhD. Her main scientific expertise lies within the field of migrant health and health 
services research with a particular focus on social and ethnic inequality in access to and use of health care services, 
international comparative studies and organisation of the health care system. As associate professor and research 
leader in the Danish Research Centre for Migration, Ethnicity and Health (MESU), Signe Smith Nielsen has been 
involved in the management of various research projects on migrant health. Presently, she is deputy PI of the 
research project “Coming of Age in Exile” that was funded by NordForsk. She is responsible for WP 6 in MESU’s 
research project SULIM, which is funded by the Danish Council for Strategic Research. Furthermore,  
 
Allan Krasniks, MD (specialist in public health), MPH, Ph.D. He is Professor in the Unit of Health Services 
Research, Department of Public Health at the Faculty of Medical Science. University of Copenhagen and former 
Director of the Master of Public Health Programme.  He is presently Director of the Centre for Migration, Ethnicity 
and Health (MESU) and also heading a research program as part of the Centre for Healthy Aging (CEHA) at the 
Faculty of Medical and Health Science, University of Copenhagen  and PI of the large research project “Coming of 
Age in Exile” that was funded by NordForsk – the Nordic research Council.  Allan Krasnik is presently president of 
the EUPHA section on Migrant and Ethnic minority Health. His main research has been focusing on evaluation of 
innovations and changes in health care services and the effect on the structure of the health service as to access and 
behaviour for different social and ethnic groups.  He is presently involved in projects on integration and continuity 
of health care, international comparative studies on health reforms, studies on the role of preventive drugs and 
Danish as well as European studies on migrant health and access to health care for immigrants in Europe.  
 
Claire Mock-Muñoz de Luna. Her main scientific expertise lies within the field of migrant health and health 
services research with a particular focus on migrant children and adolescents, social and ethnic inequality in access 
to and use of health care services, and social determinants of health. As research assistant and PhD fellow at the 
Danish Research Centre for Migration, Ethnicity and Health (MESU), Claire has been involved in various research 
projects on migrant health: generating ideas, planning and coordinating work, conducting research for and writing 
reports, and dissemination of results, including Nordic and EU collaborative projects. Additionally, she was lead 
author on WP 1 onMEM-TP project, funded by the European Commission. Furthermore, she has worked as a 
project coordinator at the Norwegian Centre for Minority Health Research (NAKMI) in Oslo, where she 
coordinated the Norwegian Network for Migrant Friendly Hospitals, as well as a number of other projects on 
Pakistani migrants in Norway and unaccompanied asylum seeking children.  
 

Kathrine Vitus, PhD in Sociology. She is an associate professor at Danish Research Centre for Migration, 
Ethnicity and Health (MESU). Kathrine has extensive experience in studies of health and wellbeing, inclusion and 
exclusion, identity and belonging among ethnic minorities, immigrants and refugees, with a particular focus on 
children and young people. She works qualitatively and her project portfolio includes multidisciplinary collective 
projects with international participation (including EU-projects) and project manager experience from several 
projects. Project leader of WP 4 of the research project “Towards Sustainable Healthy Lifestyles Interventions for 
Migrants (SULIM, www.sulim.ku.dk
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Janne Sørensen, MSc. She is senior advisor and the Centre Coordinator of the Danish Research Centre for 
Migration Ethnicity and Health. She has extensive experience with administration and coordination of large 
research projects. She also has comprehensive experience in organizing research conferences and  

 
7. Academic Medical Center (AMC) - University of Amsterdam 

The University of Amsterdam (UvA) with around 25000 students and 5000 staff ranks among the largest 
comprehensive universities in Europe. The faculty of medicine has around 2500 students (bachelor and master). 
The Academic Medical Center (AMC) is one of the foremost research institutions in the Netherlands, as well as 
one of its largest hospitals. Over 7000 people work here to provide integrated patient care, fundamental and clinical 
scientific research, and teaching. The AMC is situated in one of the most diverse regions of the Netherlands, South-
East Amsterdam, where more than 90 different ethnic groups live. The AMC medical school has defined the 
integration of patient diversity in the curriculum as an important asset in order to prepare medical students 
optimally for their future work with a diverse patient population. It has  a centre for evidence-based education.  

Prof Dr. Karien Stronks and  Dr. Jeanine Suurmond are (Phd) are connected to the AMC, Department of Public 
Health. Karien Stronks leads thhis department which is one of the leading research institutes in public health in the 
Netherlands, with an interdisciplinary staff of around 65 scientists. The department has specialized in research on 
ethnic and socioeconomic inequalities in health and health care. Furthermore, research projects focus on the 
development of cultural competence assessment in medical schools, equity in health care, health literacy and 
development of evidence-based interventions to improve health care outcomes of vulnerable groups. The 
department has previous experience in EU funded projects on health care to immigrants 

Dr. Jeanine Suurmond was the coordinator of a project cofunded by EACEA ERASMUS Lifelong Learning 
Program (2013). This project ´Culturally Competent in Medical Education´ (C2ME) aims to develop an 
overarching faculty programme for faculty staff as well as educational leaders.   She was also the coordinator of a 
project supported by the European Integration Fund (2012-2013) on improving access to colon cancer screening for 
elderly migrant.- Members of the department (Prof. Dr. M.L. Essink/Bot, C. Seeleman) were participant in the 
WHO Task Force on Migrant-friendly culturally-competent health care. In this project a self asessment tool for 
health care organisations was developed with others (Antonio Chiarenza and David Ingleby who are also presented 
in the consortium) to carry out an equity evaluation of their own services against a set of standards. With these 
Standards the Task Force aims to support member organisations in the process of developing policies, systems and 
competences for the provision and delivery of equitable and accessible health care services for migrants and other 
vulnerable groups. 

Members of the department (Prof. Dr. K. Stronks, Dr. C. Agyemang) coordinated the EU funded (FP7) RODAM 
project (Diabetes and obesity among Ghanaian native & Ghanaian migrants), a project that aimed to understand 
changes in risk of obesity and diabetes among migrants, in relation to environmental changes, and gene-
environmental interactions by comparing Ghanaian migrants, migrating to London, Amsterdam, and Berlin, with 
their compatriots in rural and urban Ghana (2012-2015). Recently, the project Innovative Prevention Strategies for 
type 2 Diabetes in South Asians Living in Europe (InPreSD-SA) (supported by CHAFEA started (2015-2018) 
started, leaded by Karien Stronks. 

Key staff of UvA:
 
Dr. Jeanine Suurmond has over 10 years of experience in qualitative research about health care and ethnic 
minority patients living in the Netherlands, including refugees and asylum seekers. She wrote several peer-
reviewed articles on the needs of newly arrived asylum seekers and the competencies care providers need to 
address them. She is supervising a PhD-trajectory on barriers to the screening on tuberculosis among asylum 
seekers and refugees in the Netherlands. She was coordinator of a project cofunded by EACEA ERASMUS 
Lifelong Learning Program (2013-2015). This project ´Culturally Competent in Medical Education´ (C2ME) aimed 
to develop an overarching faculty programme for faculty staff as well as educational leaders. Thirteen partners 
were involved from 12 different countries (11 EU and 1 US). She is involved in the MEM-TP. She is member of 
the European COST/ADAPT group that aims to promote the adoption and implementation of policies in European 
health systems responding to increased ethnic and cultural diversity. Jeanine Suurmond is connected to the AMC, 
Department of Public Health where she is also teaching ethnic diversity in the medical curriculum (Bachelor and 
Master).
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Karien Stronks (PhD) is a professor of Social Medicine and Chair of the Department of Public Health Academic 
Medical Centre/University of Amsterdam, which is one of the leading research institutes in public health in the 
Netherlands with an interdisciplinary staff of around 65 scientists. The department has specialized in research on 
ethnic and socioeconomic inequalities in health and health care. Karien Stronks has over 200 publications, 
including several publications on health of asylum seekers and refugees. She has acquired grants, for example to 
carry the HELIUS-study,. She chaired the task group WHO commission ‘European Review on Social 
Determinants’ (2010-2012) and is member of the Dutch Health Council (Gezondheidsraad). 

2.8.3. Financial management  

The coordinator is responsible for the financial and administrative monitoring of the project. During the first 
meeting in Granada and with presence of all partners, a specific session for economic issues will be organized with 
the following agenda: 

1) Discussed reading of the Grant Agreement. Consortium Agreement proposal and annexes. 
2) Review of the final approved Budget and distribution among partners. 
3) Elegible costs. Types and special characteristics. 
4) Procedures to be followed for reports and justification. 

a. Staff Costs. 
b. Subcontracting Costs. 
c. Other Costs. Travel Costs. Carrying out travel costs in meetings and missions. 

5) Official interim and final reports. 
6) Other reports for quality control. Implementation forecast. 
7) Procedures regarding changes of budget items. 
8) Fixed deadlines.
9) Knowledge of H2020 online Tools. The Participant Portal. 
10) Other financial or administrative issues. 
11) Financial contacts of each partner. 

Next actions are scheduled for the period of performance of the project. 

First month:  Distribution of pre-financing payment. 
  Drawing up a consortium agreement. 
  Inception meeting. Session for economic issues. 
Third month:  Quality control of financial subjects. 
Seventh month: Second Quality Control of financial subjects. 
Ninth month: Internal report for quality control and closing forecast. 
Twelfth month: Final report. Monitoring with partners. 
Thirteenth month:  Delivery of final report. 
Fourteenth month: Distribution of payment of the balance among partners. 
 
2.9. Budget 

2.9.1. Content description and justification  

According to the person months that every partner has applied in each WP (approved by the coordinator) and 
following partners’ information regarding monthly costs, the item “personnel costs” has been filled in.

Related to the item “subcontracting costs”, the main amount applies to fees for experts who will be attending 
workshops and meetings. The number of meetings has been calculated and reduced to the minimum possible. A 
small amount for logistic has been allocated to each partner involved in organizing a meeting or workshop in its 
country. 

Travel costs have been adjusted taking into account that almost 30 persons are supposed to assist to each 
workshop/meeting, including partners’ staff, international experts and experts in the target countries. 800 Euros per 
person have been estimated for items including airfare, other transport costs and per diem. 
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Javier Segura Independent Consultant Madrid, Spain 
Richard Aldersdale Independent Consultant London, England 
Jacqueline Gernay Independent Consultant Brussels. Belgium 
David Ingleby Independent Consultant Amsterdam, The Netherlands 
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Associated with document Ref. Ares(2015)6021480 - 23/12/2015

ANTONIO CHIARENZA with ECAS id nchiarea signed in the Participant
Portal on 23/12/2015 at 15:56:34 (transaction id SigId-164-
Vzho5uttCpei7nkezXcpwtMeQq03pRtwCtPF9zzYbAza3qaBEqz LTuAy
BSTBAgvHPzlmDLHjtMPm12JgqsjlOVK-PHslUMVSXYCMzedAwtPTlE-
vREzQ9EpQ6pTjfzzozzh5KIE6DFmCgjV1HcjrbzQcztLy). Timestamp by
third party at
Wed Dec 23 15:56:38 CET 2015
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Marek ŠMID with ECAS id nsmimare signed in the Participant Portal on
29/12/2015 at 10:07:14 (transaction id SigId-771-
zXqWYWDUDKxrlGgajG4fZLSPHMbTAEOkLMhyh0cM9xmx24TibU1Ji5Q
o9xwds2BekNsScnCz 0iEQ0HUnuzzxaa-PHslUMVSXYCMzedAwtPTlE-
CzOGjMpCiNvJ20GvPkvxDvazoJzKr7GUDcPgBzbcL8tc). Timestamp by
third party at
Tue Dec 29 10:07:20 CET 2015
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Anne DE PAEPE with ECAS id npaeanne signed in the Participant Portal
on 23/12/2015 at 15:45:58 (transaction id SigId-156-
o8dnd6PKO05Bzq2OTH2ui4zd7tmeKpozknxRdvSyzTbCcawenthsynzmTR
MBzzKXQmqL29zJQcH40D7BxcR9khaj-PHslUMVSXYCMzedAwtPTlE-
DaArcQlN8G3Nev2ThULhcCq4EqEeVpqtNYg5TsYgL5O). Timestamp by
third party at
Wed Dec 23 15:46:03 CET 2015
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Maciej MALECKI with ECAS id nmalecme signed in the Participant Portal on
28/12/2015 at 10:49:46 (transaction id SigId-518-
21MNqPKBdXLvzgwOMLsRAzoeFgkN3GbomXFiXcZHKPFrpzWFd212lV5Z
98j9O8WRUm3913qfL7CM5ipgUbbOAW0-PHslUMVSXYCMzedAwtPTlE-
qDaSKG4sC4V3T8mjcIgKj8OX7JmGTfIYDRH9NjFYlzZ). Timestamp by
third party at
Mon Dec 28 10:49:51 CET 2015
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Tina LEWIS with ECAS id nlewtina signed in the Participant Portal on
23/12/2015 at 16:06 51 (transaction id SigId-174-
tUzd1VRohDszeoYBXsH041FF1caqSC885jZxA6YRr85qJaWeuuFA3VzZ8
2SBC0RtxjNKsQU3AFq6WW9dhqzLHvi-PHslUMVSXYCMzedAwtPTlE-
bak9eoa9THXBO29aNsombNU2orOVJ90JUuKpzyUOwSq). Timestamp by
third party at
Wed Dec 23 16:06:55 CET 2015
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Marcel LEVI with ECAS id nlevmarc signed in the Participant Portal on
23/12/2015 at 16:13 50 (transaction id SigId-177-
4KF1MJGMSS6vZzzUhaCcvS5lpMzth97yOxP0eRMzOxdkKDRRkxWsf4iz
zrK6DjmfArxUSzyAFdBm81UvvGUO2zdF-PHslUMVSXYCMzedAwtPTlE-
cq5e9pSYs6YP9lfzQjs0zhSV2h3WeoM5MZwraxWssW0W). Timestamp by
third party at
Wed Dec 23 16:13:55 CET 2015
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