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 Foreword 

About the Consultants 
 
Ms Gaël Lescornec is the CSI+ Regional Director for Southern and East Africa and 
has over 14 years’ experience in international development particularly in develop-
ment management including monitoring and evaluation and resource mobilization 
with a specific focus on public health.  
 
Ms Aguil Lual Deng is a consultant for CSI+ with extensive experience in public 
health programming across sub-Saharan Africa. She brings with her solid skills in 
organizational development, program design and management, monitoring and advo-
cacy.  
 
About Coxswain Social Investment Plus (CSI+) 
 
Coxswain Social Investment plus (CSI+) is a development consultancy company ded-
icated to getting development right and contributing to meaningful social impact. It 
does this by providing high quality services to international organizations, govern-
ments, civil society and the private sector across Africa.  

The company focuses on tailored approaches to research, strategic planning, moni-
toring and evaluation as well as skills development, resource mobilization and institu-
tional change management intended to change behaviours, lives and bottom lines. 

CSI+ was founded in 2005 in Johannesburg and maintains regional offices for 
Southern and East Africa (Johannesburg), Northern Africa and Middle East (Tunis) 
and West and Francophone Africa (Lagos). Each regional office has a regional direc-
tor with overall managerial and programmatic responsibilities and a core staff repre-
senting talent and expertise relevant to the region.  
CSI works through a pan-African network of over 400 local consultants who have 
solid expertise and experience in a variety of areas. All our consultants adhere to our 
“Business Integrity Management Policy and Code of Conduct” which guides all our 
assignments. As a result, CSI+ has a strong track record of outstanding client satisfac-
tion from international development organizations, the private sector and NGOs 
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 Executive Summary 

 
 

PART 1.  EVALUATION SCOPE & METHODOLOGY  
This evaluation is being undertaken to ensure accountability and learning and inform 
the next phase of PHAMESA. It examines achievements, assesses the programme in 
terms of its effectiveness, efficiency, relevance and design as well as its impact and 
sustainability, it consolidates lessons learned and provides specific recommendations 
aimed at moving the programme forward. The evaluation is anchored in a methodol-
ogy that uses document reviews, interviews with key informants, on-site visits to se-
lected countries (South Africa, Mozambique, Kenya and Uganda), focus group dis-
cussions with beneficiaries and an online survey.  
 

PART 2.  PROGRAMME CONTEXT & OVERVIEW  
PHAMESA has evolved in scope, scale and structure from two previous programmes 
known as PHAMSA I and PHAMSA II. It is anchored within a policy and institution-
al context that guides the programme and its components, including the WHA resolu-
tion 61.17 and IOM Migration Health programme areas. PHAMESA is a unique pro-
gramme, which cuts across two regional offices and whose overall management lies 
within the South Africa country office. Specific countries have benefited from opera-
tional start-up funds, while others received seed funding with the aim of having 
PHAMESA play a catalytic role in mobilising resources among stakeholders in coun-
try and at a regional level.  

 

PART 3.  RELEVANCE AND DESIGN 
In a region characterised by high mobility and the world’s worst epidemics of HIV 
and TB, having a regional programme focusing on migration and health is critical. It 
also contributes directly to fulfilling global commitments on the health of migrants. 
At a design level, PHAMESA provides a good balance between (i) a standard ap-
proach in line with global WHA priorities and IOM programme areas and (ii) a flexi-
ble approach based on country needs and gaps that enables each country to meet and 
prioritise its own needs. However, the way the programme provides this flexibility 
needs to be carefully managed to ensure proper ownership of the programme. An im-
portant aspect of the design of the programme is around the catalytic role it plays in 
brokering partnerships. In terms of the design of the intervention logic, the existing 
PHAMESA framework has several challenges. The most important is that 
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PHAMESA is currently managed by objectives and interventions and does not articu-
late overall programme results. This significantly limits the programme’s capacity to 
monitor and manage results at different levels. More importantly, it poses fundamen-
tal challenges when it comes to demonstrating progress in relation to the overall pro-
gramme.  
 

 

PART 4.  EFFECTIVENESS AND IMPACT 
The evaluation examined results at the level of change in knowledge and capacity 
where the programme is able to show clear and consistent results. At the level of be-
haviour and institutional change, the picture is more mixed with more progress being 
witnessed in Southern Africa where the programme has been going for longer but 
also in countries where all components collectively contribute to the results. At the 
level of impact, this is experienced mainly in South Africa where the programme has 
been in existence for nearly 10 years and changes are being felt at the level of peo-
ple’s quality of life.  
 

 

PART 5.  EFFICIENCY 
Despite important efforts to establish management processes and structures to im-
prove programme implementation, PHAMESA has evolved as a regional programme 
in terms of scope, coverage and structure but is limited by management systems and 
procedures that are no longer suitable. The programme is also anchored in a central-
ised management structure, linked to one country office, which limits the level of 
collective ownership and accountability. There is a real opportunity for PHAMESA 
to benefit from more efficient management systems and structure.  
 

PART 6.  SUSTAINABILITY & CROSS-CUTTING  
ISSUES  
According to respondents to the online survey, PHAMESA’s greatest added value 
involves (i) increasing the visibility of migrant populations, (ii) increasing partner-
ships around resources and expertise, and (iii) facilitating policy formulation and im-
plementation both at national and regional levels. These contribute to a more general 
added value identified by the evaluation around sustainability. The design of the pro-
gramme and the ways in which the programme components are implemented takes 
careful consideration of sustainability. In addition, the human rights based approach 
in which PHAMESA is anchored is an important one to capitalise on. Linked to this 
is the promotion of gender within PHAMESA interventions, which has the potential 
to be strengthened and addressed more consistently.  
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PART 7.  RECOMMENDATIONS  
 

1.7.1 Results Based Management 
PHAMESA is currently managed by objectives and interventions. It does not articu-
late overall programme results and does not have systems in place to monitor or man-
age results.  

• In order to measure and report on results, PHAMESA must start to manage 
around results which include planning, monitoring, budgeting and reporting 
around results. This will help the programme become more integrated and 
demonstrate more meaningful impact. 

• As a first step, PHAMESA must go back to the drawing board to establish a 
common theory of change to establish the changes it wants to contribute to 
based on the problem identified (and not based on objectives, i.e. what we 
want to do, or interventions, i.e. how we do it).  

• The theory of change should be the basis for the development of a results 
based logic framework that identifies results (or changes) at the different 
levels: output, outcome and impact.   

• Underlying Results Based Management is the key principle of collective ac-
countability.  Planning with all relevant players to ensure ownership and ac-
countability is key to the planning process.  

• The results based logic framework will be the basis on which to identify 
measurable and meaningful indicators as well as baselines and targets for each 
indicator. Measuring progress is dependent on the establishment of baselines 
for each indicator so as to enable the programme to measure progress over 
time. This will form the basis for results based monitoring and evaluation 
plan.  

• Results need to be managed throughout the management cycle including the 
budgeting stage. Results based budgeting will need to replace the activity 
based budgeting.  

• In terms of human resources, positions and job descriptions need to reflect 
the management of results.  Appropriate management functions should be es-
tablished to lead this process. Job descriptions should be performance based 
or at the very least clear on what specific result(s) the job is aiming to contrib-
uting to.  

 
 

1.7.2 Management Processes 
Management systems and procedures to support the effective programme implemen-
tation and expansion of PHAMESA need to be strengthened.  

• The process of strategic planning should be systematic, consistent and inclu-
sive. Systems should be in place to allow for collective accountability and 
ownership of the programme. This means a more decentralised approach and 
management of the programme.  

• It is important to nurture an internal culture of monitoring, reporting, sharing 
and learning. More regular internal narrative reports, such as those used in 
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East Africa, promote a culture of reflection and sharing of lessons learned out-
side of official reporting requirements.  

• Monitoring should be a more integrated process that takes within planning 
and with programme staff.  

• Collectively developing meaningful and measurable indicators and baselines 
for the overall programme is critical for measuring progress and advancing the 
programme as a whole.  

• There is an opportunity for improved internal communication. One platform 
that may be relevant and useful is KARL (http://karlproject.org) which is an 
open source web system for collaboration, organizational intranets, and 
knowledge management 

• Learning should be promoted across the regions. The same way in which 
South Africa is a learning site for the Southern Africa, a learning site could al-
so be identified and invested in East Africa. 

• As PHAMESA enters a new phase, there is an opportunity to adopt a more 
strategic and decentralised approach to resource allocation. Funding at coun-
try level should be anchored within the IOM country strategies that country 
level stakeholders can mobilise around. This means establishing a system of 
planning that involves IOM country offices and Chiefs of Missions more 
closely. In addition, the programme should also be anchored more closely 
with the regional strategies of the IOM regional offices in both Southern and 
East Africa  

• Also on resource allocation, PHAMESA needs to strike a balance between 
(i) prioritising countries and sites and making sufficient funds available for 
these and (ii) supporting all countries to fulfil their obligations to the WHA 
resolution on migrant health by providing financial as well as capacity support 
determined by and aligned to the IOM country strategy. 

 

1.7.3 Management Structure 
The overall internal PHAMESA management structure has largely evolved to reflect 
the programme’s components. There are several challenges with the current manage-
ment structure which need to be addressed in moving forward. 

• In this regard, as PHAMESA moves into a new phase, it would benefit from 
revising its current management structure to accommodate a structure that re-
flects management functions to ensure the achievement of overall pro-
gramme results instead of only programme components. This proposed revi-
sion of the management structure would also be more in line with the new 
proposed results framework of PHAMESA, which looks to be results based 
instead of based on programme components. The programme components 
would then form part of the interventions or activities that collectively lead to 
results.  

• It is recommended that a Senior Management Team (SMT) be established, 
which would include senior regional staff from each of the regional teams as 
well as relevant staff from selected country offices including migration health 
country coordinators. This SMT should establish clear terms of references 
aimed at providing guidance on overall programme planning, monitoring, 
budgeting, reporting, etc. The role of the team and its individual members 
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should be clearly stated. This would help to address the challenges around col-
lective ownership and accountability.  

• An organisational arrangement should be explored to ensure that: (i) 
PHAMESA is not associated with a country office and (ii) PHAMESA is not 
headed by a country chief of mission.  

• PHAMESA would benefit from clarifying the roles and authorities of each 
regional teams and the relationship between the two for the benefit of the 
overall programme 

 
 
1.7.4 Programme Components 

• Service Delivery and Capacity Building.  
-­‐ This evaluation has found that the real value of SDCB is around capacity 

building of governmental and non-governmental entities; 
-­‐ The approach around SBCC and gender responsiveness should continue to be 

promoted and adapted to different countries and in East Africa;   
-­‐ In ensuring access and use of services, SBCC needs to be seen as one element 

within “HIV combination prevention” as outlined in the global UNAIDS In-
vestment framework. In this regard, it is important for PHAMESA to promote 
the other activity areas as well as the social and programme “enablers” (see 
UNAIDS Impact Investment Framework 2011). 

• Research and Information.   
-­‐ It is important that the rich baseline generated at the beginning of the pro-

gramme be complemented with end-of–programme data to fully measure pro-
gress in knowledge and behaviour. In this regard, it would be useful to con-
duct similar studies or even rapid assessments such as KABP with targeted 
communities to compare levels of knowledge as well as the extent of the orig-
inal problem and whether it has been mitigated or not. 

-­‐ Most Indicators are process or activity based and do not have baselines.  
• Advocacy and Policy Development 
-­‐ It is critical for advocacy efforts to be clearly defined using similar criteria so 

as to provide clear and consistent guidance and for the programme to be better 
able to be measure progress across the board. A useful guide in this regard is 
the “Guide to measuring advocacy and policy, ORS, 2001” 

• Regional Coordination.  
-­‐ Regional coordination can only benefit from having a more solid overall pro-

gramme where its role in terms of facilitating regional work but also in sup-
port to countries should be made more clear.   

-­‐ With the wealth of experience accumulated over the recent years around re-
gional coordination on migration health in Southern Africa, it would be useful 
to document lessons learned including models and approaches used either 
with one specific stakeholder such as SADC or on a specific issue such as TB 
in the mining sector. This would be useful for learning purposes but also 
would benefit current similar efforts in East Africa.  

-­‐ There is a real opportunity for PHAMESA II to be increasingly shaped by the 
specific migration health dynamics and experiences in other sub-regions in-
cluding East Africa as well as the Indian Ocean and the Horn of Africa.  
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1.7.5 Sustainability and Cross-Cutting 

• Capacity building interventions with national and local government depart-
ments and service providers to design and manage their own programs in a 
sustainable basis should be continued in the next phase of PHAMESA, espe-
cially in those countries where this capacity is still weak.   

• It is important to continue to emphasise the need for PHAMESA to provide 
support in a sustainable way by avoiding parallel processes that may not have 
the potential to be absorbed by government service providers.  

• Ensure that gender is more integrated within the results framework and indi-
cators of PHAMESA as it enters a new phase 

• Integrate environmental aspects when conducting baseline assessments with 
partners and beneficiaries 
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 1 Evaluation Scope & Methodology 

1.1 EVALUATION OBJECTIVES 
Rationale. The International Organisation for Migration (IOM) is conducting an end-
of-programme evaluation (EOP) of its Partnership on Health and Mobility in East and 
Southern Africa (PHAMESA). The EOP is primarily intended to provide accountabil-
ity and learning for programme staff and donors. It is being undertaken as the pro-
gramme comes to an end and coincides with planning for the next phase of 
PHAMESA.   

Purpose. The purpose of the evaluation is in line with the learning and accountability 
functions of evaluations as defined in the OECD Development Evaluation standards. 
Specifically, the EOP aims to: (i) provide accountability of funding to donors; (ii) 
provide lessons to improve the programme; and (iii) inform the next phase of the pro-
gramme.  

Objectives. The evaluation set itself the following specific objectives: 
 
• To examine achievements (focusing on outcomes and outputs) against what 

was planned (including baselines and targets); 
• To assess the programme in terms of its effectiveness, efficiency, relevance 

and design as well as its impact and sustainability; 
• To consolidate lessons learned by highlighting what has worked and what can 

be improved; and  
• To provide observations and recommendations. 

 

1.2 EVALUATION SCOPE 
The scope of the evaluation is defined in terms of the programme funds, duration of 
the programme, geographical coverage, target groups, and interventions or “compo-
nents” defined by the programme.  

 

PHAMESA PROGRAMME SCOPE 
Overall Objec-
tive 

To contribute to the improved standard of physical, mental and 
social wellbeing of migrants by responding to their health needs 
throughout all phases of the migration process, as well as the 
public health needs of host communities using IOM’s network 
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Key Compo-
nents 

1) Improved service delivery and capacity building;  
2) Advocacy for policy development;  
3) Research and information dissemination;  
4) Improved regional coordination; and  
5) Governance and control. 

Target Groups Mobile workers, labour migrants, forced migration and irregular 
migrants, including those in an irregular status as well as asylum 
seekers, refugees and other displaced persons; the more compre-
hensive concept of “Spaces of Vulnerability” is used to target 
entire communities affected by migration. 

Geographical 
Coverage 

18 Countries in East and Southern Africa: Angola, Botswana, 
Djibouti, DRC, Ethiopia, Kenya, Lesotho, Mauritius, Mozam-
bique, Namibia, Tanzania, Somalia, South Africa, South Sudan, 
Swaziland, Uganda, Zambia and Zimbabwe 

Duration 1 July 2010 – 30 June 2013, 36 Months (plus 6 months exten-
sion until Dec 2013) 

Budget USD 9,189,600 
Donors  
 

SIDA, plus additional funding mobilised from the Netherlands 
for TB in the mining sector in Southern Africa (USD 5 mil) 

Partners Regional Economic Communities (SADC, COMESA, EAC, 
IGAD), National AIDS Councils, Ministries of Health, Minis-
tries of sectors dealing with mobile and migrant workers (Mari-
time, Agriculture, Transport, Public Works, Mining, Home Af-
fairs, etc.), private sector companies, unions, UN Partners (UN-
AIDS, WHO, ILO, UNHCR, UNICEF, WFP), and international 
and local NGOs. 

 
  
 

1.3 EVALUATION DESIGN 
Criteria. The evaluation applies the five OECD DAC criteria for evaluating devel-
opment assistance: relevance, efficiency, effectiveness, impact and sustainability. 
Specific questions were developed to further define each criterion. Due to the dura-
tion of the programme, specific emphasis was placed on relevance and design, effi-
ciency and effectiveness.  

Questions. A set of guiding questions for this evaluation was developed using the 
OECD DAC criteria to guide the desktop research, interviews and observations dur-
ing field visits. Some questions were modified from the original proposed questions 
included in the inception report (Annex 1). 

Intervention logic and findings. The evaluation describes and assesses the pro-
gramme intervention logic which is based on objectives and interventions. It proposes 
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a new results logic framework in order to allow for the full measurement of results at 
different levels, particularly outputs and outcomes. 

 

1.4 EVALUATION METHODS AND INFORMATION 
SOURCES 

 
The methods used for this evaluation are a combination of (i) document reviews, (ii) 
semi-structured interviews, (iii) focus group discussions, (iv) observations from site 
visits, and (iv) online surveys.  
 
Document Review. The evaluators reviewed a wide range of documents covering 
programme design, implementation, and monitoring and evaluation as well as finan-
cial, administrative, management and programmatic documents, and country level 
documents. A set of documents were initially identified and provided by programme 
staff at regional and country level and other documents were identified and requested 
by the evaluation team, which were duly provided. All documents were assessed for 
validity and reliability (Annex 2). 

 
Interviews with Key Informants. In close collaboration with IOM, an initial list of 
key informants was identified for this evaluation which evolved during the evaluation 
(see table below). All contacts were assessed for validity and reliability and on some 
occasions it was determined by the evaluators that specific contacts were not relevant 
to the evaluation. The evaluators conducted face-to-face and telephonic interviews 
with a wide range of stakeholders using semi-structured interviews. Key informants 
were initially contacted by email and were followed either by another email or a 
phone call if a number was available (see Annex 2 for a full list of key informants; 
See Annex 3 for Interview guides). 

 
IOM PHAMESA staff; IOM country and regional offices involved in 

the programme; IOM MH Geneva; etc. 
Doners SIDA; Dutch; USAID/ PEPFAR/TEBA; SADC, UN 
REC SADC, EAC, IGAD 
Government Relevant Ministries or Departments in each country including 

health; Immigration and border control, Transport, Local Gov-
ernment; National AIDS Control Councils; National AIDS and 
STI Control Programmes; National TB Management Pro-
grammes for some countries 

United Nations Relevant UN agencies at country and regional level 
Research and 
Academic Insti-
tutions 

African Population and Health Research Centre (APHRC); Uni-
versity of Nairobi; Great Lakes University of Kisumu; Universi-
ty of Witswatersrand African Centre for Migration and Society 
(ACMS) 
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Private Sector Global Business Coalition on Health 
Beneficiaries Representatives of migrant workers, their family members, asy-

lum seekers, refugees and displaced persons, communities af-
fected by migration. 

 
 
 

Focus Group Discussions. Focus group discussions were conducted primarily with 
beneficiaries during country visits. A total of nine focus groups discussions were 
conducted and a total of 86 beneficiaries interviewed (41 in South Africa, 17 in 
Uganda, 14 in Kenya and 14 in Mozambique). The main criterion used for the selec-
tion of beneficiaries was availability. The same questions were used in all the focus 
group discussions (see Annex 3 for the Focus Group Discussion Guide).  
 
Site visits. The evaluators conducted site visits in four selected countries -- Mozam-
bique, South Africa, Kenya and Uganda. The focus of the site visits was to get first-
hand experience of the programme by speaking to beneficiaries as well as to observe 
implementation and management processes and results on the ground. The selection 
of the specific sites was made in consultation with IOM staff and based on the most 
relevant projects that best reflected the scale and scope of the PHAMESA pro-
gramme.  
 
Sites visited in each country:  

• South Africa – Musina, Hoedspruit, and Mopani; Polokwane and Pretoria 
• Mozambique – Maputo, Ressano Garcia and Xai-Xai 
• Uganda – Kampala, Kiryadongo, Lyantonde and Rakai  
• Kenya – Eastleigh in Nairobi 

 
An additional four countries were assessed remotely – Mauritius, Namibia, Tanzania 
and Zambia. Tanzania had originally been selected for a visit but the evaluators sug-
gested replacing it with Uganda after a rapid review demonstrated that Tanzania does 
not have any direct beneficiaries, which was one of the primary reasons for conduct-
ing the site visits.  
 
Online Survey. An online SurveyMonkey was administered to all relevant IOM staff, 
implementing partners and technical partners at regional and country level. The aim 
of the SurveyMonkey was to provide an additional layer of back up to the evaluation 
findings. The survey was developed in a way that could be understood by both inter-
nal IOM staff and external partners (including explaining terminologies). The survey 
was not meant to be exhaustive or address all the evaluation questions. Instead, it was 
meant to provide qualitative data based on a few pertinent questions related to the 
evaluation’s guiding questions (see Annex 4 for the SurveyMonkey questions and 
findings). 
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1.5 QUALITY ASSURANCE 
 
Triangulation. Quality control was exercised throughout the evaluation process. The 
evaluators made every effort to triangulate findings based on the different sources of 
information available, including documents, interviews, observations and surveys. In 
triangulating the findings from different sources, the evaluators assessed patterns be-
tween (i) what people were saying, (ii) what was being reported and (iii) what they 
were seeing and hearing. Where specific examples or quotes are used in the evalua-
tion report, it is to articulate or illustrate a trend or common finding and is not meant 
as a stand-alone finding.   
 
Validity of Findings. The findings included in part 3-6 have been made based on a 
combination of document reviews, online survey results, interviews with key inform-
ants, and observations. Specific examples to substantiate these findings are included 
throughout the report. References to specific pieces of data to back up these examples 
are made where relevant. The result is a set of key findings and lessons learned that 
are highlighted in red throughout the report. Some of these findings and lessons 
learned have led to recommendations. Several findings and lessons learned lead to the 
same recommendation. A summary table linking findings and recommendations is 
included in the last section under recommendations (part 7).  

Validation by IOM. Relevant IOM staff were given the opportunity to comment on 
findings through two sets of initial presentations and overview of findings. The eval-
uation report reflects these collective comments. A formal set of consolidated and 
anonymous comments were provided based on the first draft of the evaluation report. 
This included a document with general comments and a copy of the draft report with 
comments in track changes. Each of these comments were pulled out and addressed 
individually in a table included in annex 10 of this final report.  

Independence. The evaluators were independent from any functions of the IOM 
were able to provide objectivity and neutrality. The evaluators worked under the 
CSI+ Business Policy on Code of Conduct (Annex 5). The evaluation process made 
every effort to show sensitivity to the gender, beliefs, manners and customs of all 
stakeholders and the process was undertaken with integrity and honesty. The rights 
and welfare of participants in the evaluation were protected.  

Confidentiality. The anonymity and confidentiality of individual informants was 
protected and requests to not be cited were respected. All interviews were conducted 
in confidence and in a closed environment (whether by phone or face-to-face). No 
respondent was mentioned by name. 
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1.6 EVALUATION PROCESS AND LIMITATION 
The evaluation benefited from a free and open process facilitated by the IOM South 
Africa office in Pretoria. Every effort was made by IOM to provide requested infor-
mation, facilitate meetings and accommodate the evaluators as needed. A mutual de-
gree of flexibility and accommodation was exercised by both the IOM and the evalua-
tors in order to get the most out of this evaluation. 

The only area of confusion observed by the evaluators was around the quality as-
surance process of the evaluation. At the inception of the evaluation process, a refer-
ence group was established to provide quality assurance and guidance. After this ini-
tial interaction with the reference group, there was no further mention of the reference 
group and instead, the evaluation team was introduced to an external consultant to 
IOM as the person overseeing the quality assurance of the evaluation process and 
who continued to oversee the process until the end.   

From the start, it was recognised that the evaluation was to be conducted within a 
very tight timeframe. This presented significant limitations in terms of: (i) the lack of 
time to process and analyse information, (ii) the need to constantly prioritise docu-
ments and key informants and (iii) limitations to the level of depth that could be 
achieved. As much as the evaluators tried to work within the set time constraints (see 
detailed schedule in Annex 6), some deliverables were impossible to complete on 
time. For example, after finishing site visits to East Africa the team only had one day 
to come together to discuss findings, triangulate information, make their analysis and 
write up their note on final findings. This was simply not possible and a one week 
extension was requested and granted.  

There seemed to be different expectations on some of the deliverables. For exam-
ple, because of the tight schedule it was agreed to provide IOM with a note on initial 
findings and a note on final findings to allow IOM to share some direction with 
SIDA. However, the process that accompanied the note on final findings was similar 
to a process that follows a draft report. In hindsight, one overview of initial findings 
would have been sufficient followed by a presentation on the final report.
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 2 Programme Context & Overview 

2.1 POLICY CONTEXT  
The global policy context around migration and health was previously underpinned 
by a human rights based approach, which focused primarily on the rights of migrants. 
However, this has evolved in recent years into a more public health based approach, 
which is centred on the health of migrants as a response to global health challenges. 
There have been a number of landmark global initiatives, including the: 

ü Resolution 61.17 on the Health of Migrants, 61st World Health Assembly, 2008; 
ü Declaration of Commitment on HIV/AIDS, United Nations General Assembly 

Special Session on HIV/AIDS (UNGASS), 2001; 
ü International convention on the protection of the rights of all migrant workers and 

members of their families adopted by GA resolution 45/158 of 1990; and 
ü Protocol to prevent, suppress and punish trafficking in persons, especially women 

and children, supplementing the United Nations convention against trans-national 
organized crime, GA 2000. 

At a regional level, migration and health has been addressed within the context of 
communicable diseases and specifically within the response to HIV and AIDS. Key 
policies adopted by the AU and regional economic communities, such as SADC and 
EAC, as well as donors such as SIDA have helped to contextualize and guide the re-
sponse to migration health. These include the:  

ü African Union Abuja Declaration on HIV/AIDS, TB & Other Related Infectious 
Diseases, 2001; 

ü SADC HIV and AIDS Strategic Framework, 2008 -2015; 
ü SADC Declaration on HIV/AIDS, 2003 (referred to as ‘Maseru Declaration’); 
ü SADC Policy Framework on Population Mobility and Communicable Diseases; 
ü EAC Regional Integrated Multi-sectoral Strategic Plan for HIV&AIDS 2008–

2012; and 
ü SIDA’s International HIV/AIDS policy efforts ‘The Right to a Future’ 2008. 

 

2.2 INSTITUTIONAL CONTEXT 
At an institutional level, IOM’s global Migration Health Department in Geneva is 
responsible for the provision of policy guidance and technical assistance to the re-
gional and country missions, while leading or engaging in global initiatives and poli-
cy dialogues on Migration Health.  
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IOM’s Strategic Objectives on Migration Health 

IOM’s strategic objectives on migration 
health are derived from the 2008 WHA 
Assembly Resolution on the health of 
migrants. This recommended action in 
four key areas, which were further opera-
tionalized and agreed upon during the 
2010 Global Consultation on the Health 
of Migrants that was organised by WHO, 
IOM and the Government of Spain: 

 
1. Monitoring migrant health; 
2. Enabling conducive policy and legal frameworks on migrant health; 
3. Strengthening migrant friendly health systems; and, 
4. Facilitating partnerships, networks and multi-country frameworks on migrant 

health. 
 
At a programmatic level, IOM’s Migration Health strategy consists of three areas:  
1. Migration Health Assessments to ensure that migrants benefit from health as-

sessment services as well as travel assistance for migrants; 
2. Health promotion to ensure equitable access to quality health services for mi-

grants and mobile populations; and 
3. Health of Migrants in Crisis to ensure that health is addressed as an integrated 

and cross cutting component of IOM's humanitarian response. 
 
PHAMESA features within the health promotion area but overlaps with the other two 
areas depending on the specific context.  
 

2.3 PHAMESA AT A GLANCE 
 
The IOM’s PHAMESA programme is the only regional programme responding to the 
health needs of migrants and communities affected by migration in East and Southern 
Africa. The high levels of communicable diseases in the region, particularly HIV, TB 
and STIs, combined with complex mobility patterns translates into a real need to pay 
special attention to how migrant communities can access quality health care and pre-
vention services.  

The PHAMESA programme has evolved in scope, scale and structure from two 
previous programmes known as PHAMSA I and PHAMSA II (see table below). The-
se originated as HIV prevention initiatives for specific migrant populations and sec-
tors in Southern Africa. The programme has since expanded into a more comprehen-
sive public health response programme targeting migrants or communities affected by 
migration – referred to as ‘spaces of vulnerability’ – in both Southern and East Afri-
ca. 

 

IOM's Vision on Migration Health: Migrants 
and mobile populations benefit from an im-
proved standard of physical, mental and social 
wellbeing, which enables them to substantially 
contribute towards the social and economic de-
velopment of their home communities and host 
societies. 
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   PHAMESA PHAMSA II PHAMSA I 

Overall 
Objective 

To contribute to the improved 
standard of physical, mental and 
social wellbeing of migrants by 
responding to their health needs 
throughout all phases of the mi-
gration process, as well as the 
public health needs of host 
communities using IOM’s net-
work. 

To contribute to the 
reduction of HIV 
incidence and the 
impact of AIDS 
among migrant 
workers and their 
families in selected 
sectors in the SADC 
region. 

To reduce the vul-
nerability of mobile 
populations to HIV 
and AIDS in the 
SADC region, by 
bringing together 
relevant stakeholders 
to develop pro-
grammes for mobile 
populations. 

Key 
Compo-
nents 

1. Improved service delivery 
and capacity building;  

2. Advocacy for policy devel-
opment;  

3. Research and information 
dissemination;  

4. Improved regional coordina-
tion; and  

5. Governance and control. 

1. Advocacy for 
policy develop-
ment;  

2. Research and 
learning;  

3. Regional coordi-
nation and tech-
nical coopera-
tion; and  

4. Pilot projects 

1. Policy develop-
ment; 

2. Information dis-
semination; 

3. Capacity devel-
opment; 

4. Research; and 
5. Advocacy 

 

Target 
Groups 

Mobile workers, labour mi-
grants, forced migrants and ir-
regular migrants, including those 
in an irregular status as well as 
asylum seekers, refugees and 
other displaced persons; the 
more comprehensive concept of 
‘Spaces of Vulnerability’ is used 
to target entire communities af-
fected by migration. 

Migrants and mobile 
workers, including 
those from the fol-
lowing sectors: (i) 
construction work-
ers, (ii) transport 
workers, (iii) farm 
workers, (iv) fisher 
folk, (v) minework-
ers, (vi) informal 
cross border traders, 
and (vi) border offi-
cials, including po-
lice and immigration 
officials. 

Sectors: (i) Com-
mercial agriculture; 
(ii) Public 
works/construction; 
(iii) Mining; and (iv) 
Uniformed services 
sector. 
 

Coverage 18 countries in East and South-
ern Africa – Angola, Botswana, 
Djibouti, DRC, Ethiopia, Kenya, 
Lesotho, Mauritius, Mozam-
bique, Namibia, Tanzania, So-
malia, South Africa, South Su-
dan, Swaziland, Uganda, Zambia 
and Zimbabwe. 

All 15 SADC coun-
tries 

8 SADC countries – 
Botswana, Lesotho, 
Mozambique, Na-
mibia, South Africa, 
Swaziland, Zambia 
and Zimbabwe. 
 

Duration 1 July 2010 – 30 June 2013, 36 March 2007 – Octo- January 2004 – De-
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Months (plus 6 months exten-
sion until Dec 2013) 

ber 2010 
 

cember 2006 
 

Budget USD 9,189,600 (plus USD 5 mil 
on TB in mining from the Neth-
erlands) 

USD 6.5 million 
(SEK 45.5 million) 
 

USD 2,058,000 + 
Euro 400,000  

Donors  
 

SIDA 
Plus funding on TB in the min-
ing sector from the Netherlands  
 

SIDA (Regional 
Swedish-Norwegian 
HIV/AIDS Team for 
Africa) 
Plus USAID RHAP 
funding to do re-
gional research, and 
SADC HIV Special 
Fund to do research 
on ports 

SIDA: USD 2million 
EU via SADC Secre-
tariat: Euro 400,000 
Dutch Regional 
AIDS Programme: 
USD 58,000 
 

Partners Regional Economic Communi-
ties (SADC, COMESA, EAC, 
IGAD), National AIDS Coun-
cils, Ministries of Health, Minis-
tries of sectors dealing with mo-
bile and migrant workers (Mari-
time, Agriculture, Transport, 
Public Works, Mining, Home 
Affairs, etc.), private sector 
companies, unions, UN Partners 
(UNAIDS, WHO, ILO, UN-
HCR, UNICEF, WFP), and in-
ternational and local NGOs 

SADC Secretariat 
(HIV/AIDS unit), 
national government 
ministries, NACs, 
UNAIDS RST, UN 
at national level, 
sectors employing 
mobile workers, 
TEBA Development, 
Hoedspruit Training 
Trust, Sonke Gender 
Justice Network, 
Sibambene Devel-
opment Communica-
tions, CHAMP, 
Royal Swaziland 
Sugar Corporation 

Relevant stakehold-
ers from the SADC 
Secretariat, SADC 
governments, sectors 
employing mobile 
workers, NGOs, ac-
ademia and interna-
tional organisations 
in the SADC region  
 

 

2.4 IMPLEMENTATION AND MANAGEMENT AR-
RANGEMENTS 

 
Implementation. The PHAMESA programme is implemented through four key 
components, which are aligned to IOM’s global programmatic areas: (i) Research and 
Information Dissemination, (ii) Advocacy for Policy Development, (iii) Health Ser-
vice Delivery and Capacity Building, and (iv) Strengthening Inter-country coordina-
tion and partnership. PHAMESA’s intervention logic is based on these four pro-
grammatic areas. A fifth component looks at the internal governance and control of 
the programme.  
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The support provided by SIDA goes to the core structure of the programme (ap-
proximately 60%) and to programme activities (approximately 40%). Under this 
funding agreement, PHAMESA is meant to serve as a catalyst to secure additional 
funding to further address specific sectors, geographic locations or results areas as 
outlined in the PHAMESA project proposal document.  
 
Management Arrangements. The country office in Pretoria is the executing agency 
for PHAMESA and functions as the main management site of the programme, ensur-
ing implementation of the entire programme as well as all activities in South Africa 
and Southern Africa. The country office in Pretoria is also responsible for overall 
coordination, reporting to the donor agencies, and channelling funding to the Nairobi 
country office and countries in the Southern African region. The Nairobi country of-
fice is responsible for implementing regional activities and overseeing the develop-
ment, implementation and monitoring of country missions’ programmes in East Afri-
ca. The Nairobi country office reports to the Pretoria country office. The head of the 
Pretoria country office is the IOM Chief of Mission for South Africa1 and the head of 
PHAMESA (see organogram in Annex 7). 
 
Country Selection. The two country offices are responsible for regional activities in 
their respective regions, as well as managing the activities of specific country mis-
sions: 
• Nairobi country office – Kenya, Tanzania and Uganda 
• Pretoria country office – Angola, DRC, Lesotho, Mauritius, Mozambique, Na-

mibia, South Africa and Zambia.  
There is no articulated strategy or criteria for the selection of PHAMESA coun-

tries. However this evaluation concluded that the selection of countries was based on 
a combination of (i) existing IOM country capacity and (ii) previous experience with 
PHAMSA I and II. Resources were allocated to countries in the following way: 

 
 
 
 
 
 
 
 
 
 

 
                                                                                                                                      
 
 
1 The position of IOM Chief of Mission for South Africa has been an ‘acting’ position over the past three 

years and is currently being advertised (December 2013). 
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IOM also planned to continue to offer technical support to IOM missions in other 
countries not covered by PHAMESA, namely all countries under IGAD and SADC 
such as Burundi, Djibouti, Ethiopia, Rwanda, Somalia, Sudan, and Madagascar. 

The tier 1 countries (Mozambique, South Africa, Tanzania and Zambia) received 
between USD 400,000-500,000 to cover operational costs. Tier 2 countries (Angola, 
DRC, Kenya, Mauritius and Uganda) received seed funding (staff and office costs) of 
up to USD 60,000 to set up migration health activities and develop projects, which 
could then be used to secure future funding. In addition, PHAMESA also supported 
work in Somalia, Ethiopia, South Sudan, and Djibouti. A system of concept notes was 
developed to allow countries to motivate for funding according to interventions they 
wanted to embark on.  

Under PHAMESA, Migration Health Coordinators were expected to be placed in 
each country, pending funding availability, except for Lesotho and Swaziland, which 
would be overseen by the South Africa PHAMESA Coordinator. Namibia recently 
joined IOM as a Member State, and an IOM country office was only established in 
2011. Up to that point, South Africa oversaw activities in Namibia. Zimbabwe is only 
indirectly included in the PHAMESA programme (i.e., via the provision of technical 
assistance, coordination and collaboration) and specific activities were not planned 
under the PHAMESA umbrella due to its specific socio-political situation and the 
need for humanitarian and emergency health interventions.

Tier 1 Countries 
(Received between 

USD 400,000-500,000 
for staff and office costs) 

Tier 2 Countries 
(Received USD 

60,000 as seed funding) 

-­‐ Mozambique 
-­‐ South Africa 
-­‐ Tanzania 
-­‐ Zambia 

- Angola    - Mauritius 
- DRC        - Uganda 
- Kenya 
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 3 Findings on Relevance and Design: 
Why PHAMESA? 

3.1 RESPONDING TO THE NEED 
Migration health is a critical issue in East and Southern Africa because of the high 
levels of mobility in the region combined with the world’s largest HIV and TB epi-
demics in the world. As a result, regional and national health targets increasingly rec-
ognise mobility and migrant populations as a key focus in the response. Indeed, mo-
bile populations and migrant communities have been identified as critical populations 
in most national and regional responses to HIV and AIDS in both East and Southern 
Africa. In several cases, PHAMESA has been instrumental in ensuring that migrants 
are recognised as a key population in regional and national responses to specific pub-
lic health challenges, including HIV and AIDS, STIs and TB.  
 
 HIV National Plans and 

Policies 
Inclusion of Migrants 

Southern Africa 
South Africa 
 

National Strategic Plan on 
HIV, STIs and TB 2012-
2016 

Migrant populations are identified as a 
key population group 

Mozambique 
 

National Strategic HIV and 
AIDS Response Plan 2010 – 
2014 

Highly mobile populations are identi-
fied as a key population group for 
tailored interventions 

Zambia National AIDS Strategic 
Framework 2011-2015 

Mobility and migration is identified as 
a key factor contributing to HIV and 
AIDS. Labour migration and mobility 
is one of the six key drivers of HIV 
identified in the national strategic 
plan. 

Namibia  
 

National Policy on 
HIV/AIDS 

Mobile populations are identified as 
vulnerable key populations 

Mauritius National Strategic plan on 
HIV 2012-2016 

Mobile populations identified as key 
population 
 

East Africa 
Kenya  
 

Kenya National AIDS strate-
gic plan 2009/10-2012/13 

Mobile populations are identified as a 
group vulnerable to HIV infection 

National Strategy on HIV & 
AIDS, STI Programming 

Entirely dedicated to mobile popula-
tions and developed through IOM's 
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along Transport Corridors in 
Kenya 

leadership. 

Tanzania National multi-sectoral stra-
tegic framework on HIV and 
AIDS 2009-2012 

Mobile populations and migrant 
workers are amongst the key target 
groups identified in the prevention 
strategy 

Uganda  
 

National Strategy on Combi-
nation HIV Prevention 
(CHIPS) for high-risk mi-
grant and mobile populations 
2012-2016 

Entirely dedicated to migrants and 
mobile populations; 
 
 

The National HIV Prevention 
Strategy for Uganda 2011-15 

No specific reference to migrant 
communities but inclusion of truck 
drivers and sex workers (considered 
as mobile populations) 

 
 
 
In Southern Africa, several recent initiatives have highlighted the extent of the prob-
lem of migration and health, including the 2009 SADC Framework on Communica-
ble Diseases and Population Mobility, the 2012 SADC Declaration on TB in the Min-
ing Sector and the 2011 SADC Cross-border Initiative on HIV. As will be examined 
in a later section, PHAMESA (or its predecessor PHAMSA) has directly contributed 
to each of these and to supporting SADC more generally on migration and health. 

In East Africa, recognition of the need to address communicable diseases among 
mobile populations is growing. Since the establishment of the EAC Multi-sectoral 
Technical Committee of Experts on Migration Health and Migration Human Re-
sources for Health, there has been close collaboration between the EAC and IOM 
through PHAMESA, including on HIV programming in the transport sector, as well 
as the One-Stop Border Posts (OSBP) initiative with the EAC Secretariat Health De-
partment. 

From the evidence gathered by IOM and partners at global, regional and country 
levels (see section 2.1), a strong case has been made for the need to address migration 
and health as a necessary step towards achieving the development targets of the re-
gion and of specific countries.  

PHAMESA is the only regional programme focusing on migration and health both 
at a strategic and technical level in East and Southern Africa. PHAMESA’s geograph-
ical scope across East and Southern Africa, its focus on ‘spaces of vulnerability’ and 
its wide range of partnerships, including with governments, NGOs, the private sector, 
academia and the media, are all aspects that make the programme unique in respond-
ing to this need in a holistic manner. From the sample of partners and beneficiaries 
that were interviewed for this evaluation, nearly 100% regarded PHAMESA as a 
unique programme that is able to facilitate strategic and technical partnerships, coor-
dination, advocacy, research and capacity building on migration and health. 
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Beyond the region, PHAMESA directly contributes to the implementation of the 
WHA resolution on the health of migrants by providing a platform as well as tech-
nical and strategic support to signatory countries to fulfil their commitments around 
migration and health.   

3.2 RELEVANCE OF PROGRAMME OBJECTIVES 
 
PHAMESA includes overall and strategic programme objectives as well as long and 
short term goals as outlined below. 

The overall programme objective of PHAMESA is to ‘contribute to improved 
standards of physical, mental and social wellbeing of migrants by responding to their 
health needs throughout all phases of the migration process, as well as the public 
health needs of host communities, using IOM’s network of regional and country mis-
sions, and partnerships with Regional Economic Communities, National AIDS Coun-
cils, Ministries of Health, Ministries of sectors dealing with mobile and migrant 
workers, private sector companies, unions, UN Partners, and international and local 
NGOs’. 

In addition, PHAMESA has a strategic objective to ‘improve the standards of 
physical, mental and social wellbeing of migrants, host communities and their fami-
lies by responding to their health needs throughout all phases of the migration pro-
cess, as well as the public health needs of host communities by programme end-date’. 

PHAMESA also has a long term goal to ‘improve the management of migration-
health and decrease vulnerability to HIV in the context of Migration Health among 
selected migrant populations’ in the selected countries 
It plans to achieve this through a series of short term goals under each of the five 
following ‘distinct, yet inter-related’ components2.  

 
 
 
 

 
 
 
 
 
 
 
 
 
                                                                                                                                      
 
 
2 PHAMESA 2010-2013 Final Proposal, March 2010 

PHAMESA Short Term Goals 
1.1) To facilitate, provide and promote equitable access to comprehensive health services 

(health promotion, disease prevention and care) for migrants, without discrimination 
on the basis of gender, age, religion, nationality or race. 

2.1) To advocate for regional, national and sectoral policies that contribute to the improved 
standard of physical, mental and social well being of migrants. 

2.2) To facilitate a conducive environment for policy development through increased aware-
ness of and support for the importance of addressing Migration Health. 

3.1) To strengthen the understanding of Migration Health. 
3.2) To mainstream Migration Health as a research agenda and national statistical plans 
4.1) To strengthen and harmonise IOM’s Migration Health programmes. 
4.2) To complement and strengthen mutual outputs of PHAMESA, regional partners and do-

nors and make efficient use of available resources through partnerships, strengthened 
networks, coordination and collaboration. 

5.1) To facilitate efficient and effective PHAMESA programme management. 
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In determining whether the programme objectives are relevant to the priority needs in 
the region, we first need to examine how those needs have been identified and how 
they have informed the programme’s objectives. According to IOM’s Health Strategy 
for East and Southern Africa 2012-2017, there are four key factors that justify the 
need to consider migration and health (including the source of information to back up 
these factors): 
 
-­‐ High levels of migration in East and Southern Africa, both cross-border and inter-

nal (2009 UNDP Human Development Report); 
-­‐ High prevalence of communicable diseases such as HIV, TB, cholera, malaria and 

measles (2010 World Health statistics; UNAIDS 2008 Report on the global 
HIV/AIDS Epidemic); 

-­‐ Struggling public healthcare systems and migration of health workers (2011 IOM 
Migration and Health in SADC: A review of Literature; 2007 Clark et al, Return-
ing Home to Die: Circular Labour Migration and Mortality in South Africa); and 

-­‐ Increasing recognition that healthy migration is required to achieve development 
targets in East and Southern Africa (2011 IOM Migration and Health in SADC: A 
review of Literature). 

 
Against this background, the programme objectives are relevant to the need in so far 
as they address a general problem. However, the way in which the programme’s in-
tervention logic has been designed makes it difficult to see clear linkages between the 
specific need and how that informs the specific response of the programme. More on 
this will be addressed in section 3.4. 

 
 

3.3 RELEVANCE OF PROGRAMME DESIGN 
The design of PHAMESA – as it is interpreted by this evaluation – consists of two 
levels: (i) the conceptualisation and approach of the programme, and (ii) the interven-
tion logic of the programme (examined in the next section 3.4). 

In terms of the conceptualisation and approach of the programme, PHAMESA 
demonstrates a good balance between (i) a standard approach in line with global 
WHA priorities and IOM programme areas and (ii) a flexible approach based on 
country needs and gaps that enables each country to meet and prioritise its own 
needs. However, the way the programme provides this standard approach and this 
flexibility needs to be carefully managed to ensure collective ownership and account-
ability of the programme at all levels. 

An important aspect of the design of the programme is around partnerships. This 
is an aspect that was highlighted by partners across the board as a key success factor 
of the programme. Through PHAMESA, IOM has positioned itself as a real partner-
ship broker on the issue of migration and health in the region. The description of one 
partner pinpoints what many interviewees expressed in different ways – ‘IOM leads 
from behind by empowering partners with information on the problem and involving 



 

34 
 

3 .  F I N D I N G S  O N  R E L E V A N C E  A N D  D E S I G N  

everyone in the solution.’ These partnerships take place at different levels and lead to 
different levels of results:  
 

Examples of Partnerships and their Achievements 
 

Partnership between IOM, the Dutch 
and SADC in Southern Africa on TB 
and mining 
 

Funds mobilised (USD 5 million) to support 
countries Lesotho, Mozambique, South Af-
rica, Swaziland and Tanzania to implement 
the SADC Declaration on TB in the Mining 
Sector 

Partnership between IOM, 
USAID/PEPFAR, local government, 
selected service providers and com-
mercial farm owners in Limpopo, 
South Africa 

Improved wellbeing of farm workers evi-
denced by decreased rates of mortality and 
illness among of farm workers in selected 
farms  

Partnership between the Government 
of Mozambique, IOM, UN Joint Team 
on HIV, Teba and Amimo  

Ensuring services are available for miners 
and their family 

Bi-regional partnership in East Africa 
between REC, IOM, UN, NACs and 
MOHs on OSBP 

Facilitating and Strengthen national and 
regional coordination on addressing 
migration health 

Partnership between IOM and private 
sector clinics in Uganda  

Resulted in improved and friendly health 
service provision for sex workers, truckers 
and migrants in HIV hotspots in Uganda 

Partnership between the district health 
management team and Eastleigh well-
ness centre (IOM clinic) in Kenya 

Increased immunization coverage and in-
creased access to health services for mi-
grants 

 
 
These examples of partnerships initiated by PHAMESA demonstrate a catalytic role 
of the programme in brokering strategic partnerships. The programme, however, is 
not in a position to measure the result of such partnerships with the existing interven-
tion logic and indicators.  

The ability of the programme to successfully broker partnerships generates buy in 
and ownership which feeds into an important element of sustainability in the design 
of the programme. If we take the example of one of the longest standing interventions 
in South Africa which PHAMESA has inherited from PHAMSA I and II, Hoedspruit 
Training Trust (HTT) known as Hlokomela, its community health workers are cur-
rently being integrated into the district health system. This demonstrates at least the 
potential for PHAMESA to become sustainable across the board. Again, the chal-
lenge of the programme is to be able to measure specific efforts towards sustainability 
and demonstrating progress towards this.   

The design of the PHAMESA programme is different from other IOM pro-
grammes in terms of bringing two regional offices together. Also in terms of content, 
although it officially falls under health promotion, it overlaps with both health as-
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sessments and health in emergencies, particularly in the context of East Africa. IOM 
can learn a lot from the PHAMESA programme both in terms of inter-regional pro-
gramming but also in terms of an integrated approach to migration health.  

 
 

3.4 RELEVANCE OF INTERVENTION LOGIC 
While there is clear evidence around the extent of the 
problem (as outlined in section 3.1 as well as the num-
ber of studies and research conducted in the region3) 
there is less clarity on the specific evidence that in-
forms PHAMESA’s objectives and interventions. As 
far as the evaluation can tell, these objectives and in-
terventions are informed by IOM’s global programme 
areas alone. There is an assumption that collectively 
these should come together to have some kind of result but those results are not de-
fined in any logical way or based on any explicit evidence.  In short, the existing 
PHAMESA intervention logic is not clear on how the local research and information 
available on migration and health in Southern and in East Africa shapes the pro-
gramme and how the objectives and interventions are meant to lead to results. 

Establishing an evidence based strategy based on (i) identifying the problem, (ii) 
the changes that need to happen and (iii) how the programme will contribute to these 
changes is known as a 
“theory of change” 
which is currently miss-
ing within PHAMESA. 

Once we refer to 
“change” we can no 
longer plan and manage 
according to objectives 
and interventions. Objec-
tives limit us to measure 
only what we do, focus-
ing on the “how” as the 
entry point instead of the 
“what.” It provides the 
 
                                                                                                                                      
 
 
3 Examples: Emerging Good Practices in Migration and HIV Programming in Southern Africa, IOM 

March 2011; Health vulnerabilities study of mixed migration flows from the East and Horn of Africa and 
the Great Lakes region to Southern Africa, IOM 2013; Migration and Heath in SADC: A Review of the 
Literature, IOM 2010 

Theory of Change 
 Defines all building blocks  

required to bring about  
a given long-term goal  

(www.theoryofchange.org) 
 

What is the 
problem that 
needs to be 
changed? 

What 
changes 

does 
PHAMESA 
want to 

contribute to? 

What will 
PHAMESA do 

to make 
those 

changes? 
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perspective of the doer instead of the people whose lives will be changed which is 
fundamental to a human rights approach.  

In order to start measuring change PHAMESA needs to begin planning and man-
aging for results. A logic chain of results needs to make clear the links between the 
problem (a combination of sound evidence and analysis), the different levels of 
change that need to take place (answering the ‘so what’ question) and what needs to 
be done to achieve change at these different levels. 
More specifically, the following challenges have been observed with the PHAMESA 
logic framework: 

1. At an overall programme level, it is not clear what changes PHAMESA is 
contributing to and at what level these changes should be (see box below de-
fining levels of changes) 

2. Because the programme is not based on results, it is difficult to measure pro-
gress in terms of overall results  

3. The PHAMESA logic framework does not demonstrate any logical linkages 
between outputs and outcomes.  

4. There is no clear documented and evidence based cause and effect rela-
tionship demonstrating how one outputs lead to outcomes.  

5. The logic framework uses a combination of approaches and terminologies, 
including objectives, results and indicators, which are not consistent with 
common understandings, particularly when it comes to output and outcome 
results, indicators and targets.  

 

 
As a first step towards establishing a meaningful and measurable logic framework, it 
is important for PHAMESA to: 
-­‐ Identify the different levels of change it wants to contribute to based on evidence 

demonstrating cause and effect, i.e. establishing a Theory of Change; 
-­‐ Define logical chains of output, outcome and impact level results, i.e. by asking 

the ‘so what’ question after each level of result; 
-­‐ Define meaningful and measurable indicators for each level of results; and 

Identify a set of interventions based on the four programmatic components of 
PHAMESA; 

 
Results based management requires for the entire 

management cycle to be geared towards results – from 
results based planning to results based monitoring (part 
of the four steps outlined above) to results based budget-
ing to ensuring that human resources are managed to-
wards results. 

Defining Levels of Change 
- Change in quality of life (Impact Results) 
- Institutional and behavioural change (Outcome Results) 
- Change in knowledge and capacity (Output Results) 

 

A Result is a Change 
we want to see 

at a certain level 
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3.5 RELEVANCE OF PROGRAMME EXPANSION 
 
The expansion of the programme from PHAMSA I and II to PHAMESA involved 
both opportunities and risks, which needed to be managed efficiently. Naturally, with 
the expansion of the programme comes expansion of its scope. This is not only in 
relation to wider geographical coverage but also in terms of addressing different con-
texts, migration dynamics (such as economic migration versus internal displacement) 
and health burdens. It is also about expanding the scope in terms of the people being 
targeted by the programme from sectors or sites to ‘spaces of vulnerability’, which is 
a concept that may be more relevant or useful in some areas than in others. 

Due to the evolution of PHAMESA from PHAMSA I and II, the scope of the pro-
gramme and the design of its interventions – as well as the technical support content 
and approach - seems to stem mainly from Southern Africa and South Africa in par-
ticular. As PHAMESA enters a new phase, there is an opportunity for the programme 
to be increasingly shaped by the migration health dynamics and experiences in East 
Africa as well as the Indian Ocean and the Horn of Africa.
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 4 Findings on Effectiveness and  
Impact – What has PHAMESA achieved? 

4.1 IDENTIFYING RESULTS TO MEASURE 
PHAMESA achieves results by providing support to stakeholders and partners 
through a combination of clearly defined interventions and approaches around capaci-
ty building, advocacy, research and coordination at country and regional level. These 
collectively reinforce each other to maximise impact on migration health. However, 
the actual results from these interventions do not fully appear using the existing logic 
framework as outlined in the previous section. 

In order to measure RESULTS or CHANGES brought about by the programme, 
we need to move away from stating what we want to do (i.e. objectives) and instead 
state the results we want to see. This requires asking the critical question ‘so what?’ 
for each intervention embarked on. We promote access to services, we advocate for 
policies, we increase understanding on migration health – to what end exactly? 

In order to be able to start measuring programme results, this evaluation has pulled 
existing programme objectives and indicators outlined in Annex 8 and turned them 
into a results based intervention logic illustrated in Annex 9. This allows for the eval-
uation to be in a better position to measure the programme’s effectiveness at the lev-
els of: (i) change in knowledge and capacity; (ii) institutional and behavioural change; 
and (iii) quality of life. This was found to be a more useful way to determine progress 
and do full justice to the programme. 

The lack of appropriate indicators and in most cases the absence of baseline hin-
dered the measurement of progress. The evaluation placed existing programme indi-
cators under relevant results and in some cases proposed relevant indicators. In prac-
tice, several of the same indicators would contribute to different results (e.g. indica-
tors around advocacy, research and capacity building may all contribute to ensuring 
access to services) but for the sake of this framework they have been put in the most 
logical place.  

 
Result Based Intervention Logic used for End-of-Programme 

Evaluation 
Corresponding 

PHAMESA 
Indicators (Annex 1) 

1. Change in Knowledge and Capacity  
1.8.  Increased knowledge and awareness of health rights and services 

among mobile populations and migrant communities 
1.9.  Increased capacity of health workers to provide services to migrants  
1.3.  Increased Information on Migration Health available and promoted  
1.4.  Increased understanding of migration health among key stakeholders 

 
 
-- 
1.2 
3.1 (1-3), 3.2 
3.1 (4) 3.3. 2.1 (1.3) 
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1.5.  Increased resources mobilised for migration and health  
 

4.1 (2) 

2. Institutional and Behavioural Change  
2.1.  Access to and use of quality services by migrants and communities 

affected by migration 
2.2. Improved legal and policy environment addressing migration and 

health at regional, national and local levels  
2.3.  Improved coordination at regional, nation and local levels on migra-

tion health  
2.4.         Efficient and effective use of resources on migration health 
 

 
 

1.1 
 

2.1 (2) 
 

2.2, 4.1 (-2) 
-- 

3.  Change in Quality of Life   
3.1.  Improved physical, mental and social wellbeing of mobile popula-

tions and migrant families in selected countries in East and Southern 
Africa 

 

 
 
 
-- 

 
 
The following sections examine these different levels of results by assessing relevant 
indicators and baselines, including if they exist or not, providing relevant analysis 
based on information collected by the evaluation, and using specific country and re-
gional level examples to illustrate these findings.  
 

4.2 MEASURING OUTPUT LEVEL RESULTS 
 
The first level of change takes place at a knowledge and capacity level. In terms of 
timeframe, these are the most immediate results that can be measured as a direct re-
sult of the programme’s interventions. These are known as output results. 

Increased knowledge and awareness of health rights and services among mobile 
populations and migrant communities 

 
 

 
 
 
 

 
 
Initial research has been effective in providing baseline information on knowledge 
and behaviour among migrant communities in selected countries. The HIV Integrated 
Biological and Behavioural studies (IBBS), which were conducted in several sites or 

Note on measurement: Since there are no results on the level of increased 
knowledge and capacity of beneficiaries, there are no indicators to measure 
progress in this area. The evaluation uses anecdotal information collected dur-
ing site visits from interviews and discussions with beneficiaries. 
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‘spaces of vulnerability’ in South Africa, Kenya and Somalia4, provide important 
baseline information in this regard. To measure how PHAMESA has contributed to 
progress in knowledge and capacity so far, it would be useful for the programme to 
conduct similar studies or even rapid assessments, such as KABP studies, with simi-
lar communities to compare levels of knowledge as well as the extent of the original 
problem and whether it has been mitigated or not. 

Other assessments have been conducted – such as an “Assessment of Health and 
Social-Economic Vulnerabilities of Rodriguans in Mauritius,” a “Baseline Assess-
ment of Community-based Responses to HIV/AIDS in Mine worker communities of 
origin” in Mozambique and an “Assessment of Mobile Banking Opportunities in Mi-
grant Communities” in Zambia – which all provide some level of baseline infor-
mation on the knowledge and capacity of specific target groups or communities. The-
se have been used mainly to increase awareness among stakeholders and mobilise 
stakeholder support and less to actually measure progress among beneficiaries them-
selves. Without a uniform baseline for the entire programme it is not possible to com-
pare information across countries and to have an overall picture of the state of 
knowledge and capacity in relation to migrant health in the region. This reinforces the 
importance of identifying programme level results together with specific indicators 
and baselines. 

In the four countries where onsite visits were conducted (South Africa, Mozam-
bique, Uganda and Kenya) interviews were conducted with beneficiaries, change 
agents, service providers, implementing partners and technical partners, including 
government. According to these interviews, it was clear that the programme directly 
contributes to increasing the knowledge and awareness of beneficiaries targeted by 
the programme in terms of their health rights and services. One of the key factors 
reported as a reason for this – 
especially in South Africa, 
Mozambique and Uganda – was 
the use of social behaviour 
change communication and the 
peer-to-peer communication us-
ing change agents. 

In South Africa, five focus 
group discussions were conducted 
with 41 beneficiaries from three 
service providers (Centre for Pos-
itive Care, Hlokomela and 
ChoiceTrust). 95% of these bene-

 
                                                                                                                                      
 
 
4 In Mozambique, IOM was also involved in the formative stage of an IBBS conducted by CDC  

 
“Knowing that I do not have to have sex with the 

farm supervisors in order to keep my job” 
 

“If I get sick I know immediately what to do and 
where to go” 

 
“I have acquired new knowledge that I use to 
help my colleagues as well as my friends and 

family back home” 
 

- Testimonies from farm workers at Moroi 
Farm in Musina, Limpopo Province 
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ficiaries shared a ‘significant change’ story at a personal level and within their work-
place, which resulted from increased knowledge and capacity. 

It should be noted that the change experienced by the majority of beneficiaries met 
by the evaluators in South Africa went well beyond increased knowledge and capaci-
ty. The fact that service providers, employers and government officials in South Afri-
ca all report significant increases in testing, adherence to treatment and demand for 
condoms and other prevention services is an indicator that change is taking place not 
only at the level of knowledge but also at the level of behaviour. 

Although Zambia was not visited, similar changes were reported in a recent eval-
uation of cross border traders and truck drivers trained as change agents as part of a 
project to address the ‘health and HIV vulnerabilities of cross border traders and truck 
drivers in Lusaka and Central provinces in Zambia’5. Truck drivers and cross border 
traders reported an increased level of understanding of migration health risks and 
rights. 

In Uganda, discussions with sex workers and fisher-
folk in Rakai district revealed increased knowledge 
around the importance of HIV testing and referral, 
where they are made aware of other general health risks. 
Truck drivers also reported being better equipped to 
know what to look out for in terms of ‘friendly service’ 
clinics, which in Uganda have been branded using a 
symbol designed collectively by beneficiaries, the Min-
istry of Transport, the Ugandan AIDS Commission and 
IOM 

 
 
In Eastleigh clinic in Kenya, clients also reported increased awareness, which was 

evidenced by an increase in the number of clients coming for services. This increase 
was mainly attributed to the involvement of communities in outreach efforts. In this 
particular case, direct attribution to the PHAMESA programme – rather than IOM in 
general – is difficult since the clinic is an IOM clinic and PHAMESA provides mini-
mal, albeit complementary, support linking health promotion to health assessments. 

In Mozambique, discussions with the ‘Activistas’ in Xai-Xai highlighted several 
benefits from the knowledge and training they are receiving. They are now able to 
make better decisions for themselves, such as living positively, and are better able to 
understand the different aspects of positive prevention. They also reported being bet-
ter equipped to encourage others to take better decisions around living positively. 

 
                                                                                                                                      
 
 
5 Addressing the health and HIV vulnerabilities of cross border traders and truck drivers in Lusaka and 

Central provinces in Zambia, IOM Zambia change agents training outcome evaluation, July 2013 

Branded Sign for mi-
grant friendly health 
services in Uganda 
Photo: Aguil Lual Deng 
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Lastly, in Mauritius, while no assessments have been conducted yet, partners re-
port that IEC material and DVDs shown to people from the outer island of Rodrigues 
before they travel has helped to increase awareness about the importance of being 
well prepared before moving to the main island, and about understanding and re-
sponding to the different risks involved.  

 
 

 
INCREASED CAPACITY OF HEALTH WORKERS TO PROVIDE SERVICES TO MIGRANTS 

 
PHAMESA Indicators PHAMESA Targets Status at End-of-

Programme 
(Aug 2013)6 

So What?7 

Number of IOM 
Health Promotion 
and Service De-
livery Model 
Training Curricu-
la and Training 
Materials Devel-
oped 

The Health Promotion 
and Service Delivery 
Model training curricula 
& training materials 
developed or adapted in 
6 countries 

16 training curricula 
and materials have 
been developed and 
adapted in Kenya, 
Lesotho, Mozam-
bique, South Africa, 
Swaziland, Uganda 
and Zambia 

What have these 
trainings led to? 
Changes in 
knowledge, behav-
iour, policy, prac-
tice? Whose lives 
have been changed 
through these train-
ings? 

Number of Indi-
viduals Capaci-
tated as per the 
IOM Training 
Curricula 

690 individuals trained 
as per the IOM training 
curricula 

2,468 individuals 
including govern-
ment officials, health 
care workers, repre-
sentatives of civil 
society and local 
Implementing Part-
ners, and change 
agents have been 
trained to support the 
provision of migrant 
sensitive health ser-
vices 

Have these trainings 
led to migrant sensi-
tive health services? 
How do we know? 

 

Percentage of 75% of individuals who 1 survey was under- This is a good indi-
 
                                                                                                                                      
 
 
6 Information from this column is taken from the latest PHAMESA Database of indicators (from July 

2010 – Aug 2013) unless specified differently such as observations from this evaluation based on a 
combination of document review, interviews and on site observations 

7 In light of the guidance provided under section 3.4 on page 22 on the importance of the “So What” 
question, a column has been included in these tables to articulate the type of questions we should be 
asking ourselves in order to get the maximise the value of PHAMESA. 
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Individuals Six 
Months after Ca-
pacity Building 
Interventions 
Who Report En-
hanced Capacity 

completed the training 
later report enhanced 
capacity 

taken in Tanzania cator to measure the 
level of capacity 
built as a result of 
the trainings  

 
Number of Tech-
nical Assistance 
provided to 
Stakeholders 

On-going technical as-
sistance provided to 18 
sites and ad hoc support 
to stakeholders 

144 sites in various 
countries in East and 
Southern Africa 

What has changed as 
a result of this? 
Whose lives have 
been affected and at 
what level? 
 

 
An important component of PHAMESA is the capacity building of implementing 
partners or service providers as well as technical partners, including relevant govern-
ment departments, to provide adequate services to migrant communities. PHAMESA 
interventions recognise the importance of establishing partnerships and working 
closely with relevant government departments (i.e. MOHs), communities, businesses 
and academic institutions to increase long term capacity to provide services to mi-
grants. That having been said, it is important to continue to emphasise the need for 
PHAMESA to provide support in a sustainable way by avoiding parallel processes 
that may not have the potential to be absorbed by government service providers. 

In South Africa, PHAMESA has contributed to training a wide range of state em-
ployees, including officials from the police, immigration, health and social services, 
about migration and health with an important focus on gender. According to the Of-
fice of the Premier in Limpopo province8, these trainings have made a dramatic dif-
ference in improving the health of migrants in targeted areas, such as Musina (Zim-
babwe border), including changing negative attitudes towards migrants which in 
South Africa is very pertinent given recent xenophobic violence. 

Community Health Worker (CHW) is a new denomination within the Health De-
partment in South Africa which is in need of large scale capacity building. 
PHAMESA is directly contributing to this by providing training to CHWs through the 
establishment and empowerment of ‘change agents’ in selected ‘spaces of vulnerabil-
ity’. The training provided to change agents on Social Behaviour Change Communi-
cation (SBCC) has helped to significantly enhance the work of CHWs, including con-
tributing to progress towards national HIV testing and treatment targets. For example, 
with Hlokomela in Hoedspruit – one of the four service providers supported by 
PHAMESA in South Africa – the local department of health took a decision (during 

 
                                                                                                                                      
 
 
8
 See also: Special IOM Report for the Limpopo Office of the Premier, April 2013 
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the time of the evaluation visit) to absorb the Hlokomela health workers into govern-
ment structures. This demonstrates an important element of sustainability with local 
institutions having the capacity and resources to continue services beyond the dura-
tion of PHAMESA. 

In Uganda, PHAMESA supported clinics in key hotspots to not only provide mi-
grant-friendly services but also to deliver 24-hour services so that truck drivers would 
not have to disrupt their work schedule or wait in long lines. PHAMESA selected 
peer educators (change agents) from the targeted groups (transport workers, commer-
cial sex workers, fishermen, Ministry of Transport and Works staff) and these peer 
educators have been leading community outreach efforts. Since the start of the com-
munity campaigns, the private clinics have received more clients and government 
facilities have also experienced an increase in referrals and services.  

In Kenya, PHAMESA is training Kamkunji District Health Managers to provide 
friendly-services and to include migrants in their planning and programmes. Although 
this is just starting, Eastleigh is seen as a model of excellence. This is largely due to 
the fact that members of the Eastleigh migrant community are involved in providing 
outreach and translation services in the community through change agents and com-
munity radio shows. In this regard, there has been a noticeable increase in the uptake 
of services by the community, particularly in accessing TB treatment from an average 
of 300 clients per month prior to December 2012 (approximately 42% of whom were 
migrants) to an average of 1,543 clients per month in 2013 (approximately 46% of 
whom were migrants).  
 

 
INCREASED INFORMATION ON MIGRATION HEALTH AVAILABLE AND PROMOTED 

 
PHAMESA Indicators PHAMESA Targets Status at End-of-

Programme 
(Aug 2013) 

So What? 

Number of Re-
search Projects 
on Migration 
Health Conducted 
and Disseminated 

21 research projects 
conducted and dis-
seminated 

38 research projects 
conducted 

Have these research 
projects led to any 
changes? 

6 peer reviewed arti-
cles published 

Exact numbers not 
available but indica-
tion that this is being 
reached: 
-Mozambique report-
ed  recently publish-
ing in the Intl Journal 
of Health Services 
-Somalia IBBS was 
peer reviewed and 
published in an article 
titled "HIV preva-
lence and and charac-

Have these articles 
led to any changes? 
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teristics of sex work 
among FSW in Har-
geisa Somaliland, 
Somalia" in AIDS 
Volume 24 Supple-
ment 2 July 2010 

11 research projects 
presented at confer-
ences 

Exact numbers not 
available but Indica-
tion that this has been 
exceeded 

Have these research 
projects presented at 
conferences led to any 
changes? 

Number of New 
Research and/or 
Academic Collab-
oration Estab-
lished 

  Migration Health 
integrated into 1 aca-
demic curriculum 

2 What results has this 
led to? 

8 MOUs developed 
with research institu-
tions and academia 

6 What results has this 
led to? 

7 thesis facilitated 7 What results has this 
led to? 

 
PHAMESA has been effective in increasing the evidence base on migration health by 
promoting research at country and regional level, and by raising the overall profile of 
health rights and services for mobile populations and migrant communities among 
relevant stakeholders, including governments, service providers, media, academia and 
the private sector. 

Guidance provided to countries on migration health research has been noted as a 
major added value of the programme. The ‘Guide for Putting the East & Southern 
Africa Migration & Health Research Strategic Response into Action 2012-2017’ pro-
vides practical guidance on identifying research priority areas, building capacity for 
effective research implementation, bridging the gap between research, policy and 
programming, and establishing and managing partnerships to strengthen evidence 
based programming both at country and regional level. Linked to this guidance, a 
capacity building workshop was conducted in 2012 with 30 IOM research project 
teams from East, West, Southern and the Horn of Africa to enhance the capacity of 
country teams to identify and pursue research opportunities. 

IOM and the African Population and Health Research Centre (APHRC) recently 
signed a cooperation agreement to engage jointly in migration health research on the 
African continent to document health cases of migrants and mobile populations, and 
to generate health evidence that will support policies. 

In East Africa, PHAMESA is collaborating with academic institutions (University 
of Nairobi and Great Lakes University of Kisumu in Kenya, and Makerere University 
in Uganda) to promote migration health as a research topic. This will help to generate 
better data and information on migration and health, and increase information-
sharing, coordination and collaboration within the research community and partners 
in the region. The partnership includes an internship and fellowship programme for 
students and integrates migration and health into different academic curricula.  
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In Southern Africa, PHAMESA has partnered with national academic and re-
search institutions to conduct regional research on the Health Vulnerabilities of Mo-
bile Populations and Affected Communities in Selected Ports of Southern Africa. 
Another study on the “Health Vulnerabilities Study among Populations in Mixed Mi-
gration Flows from the East and Horn of Africa and the Great Lakes Region to 
Southern Africa” is currently being undertaken which is generating much interest 
among stakeholders in the region and complementing the work of the IOM regional 
office on mixed migration.  

Research has been identified as one of the main entry points for PHAMESA at 
country and regional level for informing advocacy, policy development, coordination, 
resource mobilisation and ultimately improved services. Translating this research into 
concrete results including increased awareness and improved policy is an explicit aim 
of the programme with good indicators to measure this (see next section). 
 
 

 
Examples of Research leading to Results 

 
In Kenya, the IBBS con-
ducted among migrant fe-
male sex workers  

led to a service delivery partnership with a PEPFAR implementing 
partner NOPE, which provides clinical services funded through 
UNAIDS.   

In South Africa, the IBBS 
conducted among farm 
workers 

led to significant press coverage, which had an impact on advocacy 
efforts to address the issue of health within the commercial agricul-
ture sector. 

In Mauritius, the assessment 
of vulnerabilities among the 
Rodriguan community  

led to the nationwide launch and dissemination of the study by the 
Prime Minister’s Office through national TV and local press. 

In Mozambique, the South-
ern Corridor research  

led directly to a grant from UNAIDS for a project to support vulner-
able communities along the southern corridors, and was also used by 
the primary recipient of the Global Fund Round 9 phase 2 pro-
gramme prevention component to identify the communities for im-
plementation.  
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INCREASED AWARENESS AND UNDERSTANDING OF MIGRATION HEALTH AMONG KEY 

STAKEHOLDERS 
 

PHAMESA Indicators PHAMESA Targets Status at End-of-
Programme 
(Aug 2013) 

So What? 

Number of Key 
Research Rec-
ommendations 
Translated into 
Policy and Pro-
gramming 

50% of individual 
IOM country research 
findings reflected in 
individual IOM coun-
try programming 
and/or national re-
sponse 

Exact numbers not 
available but Indica-
tion that this has been 
exceeded  

This is a good indica-
tor to measure the 
level of capacity built 
or institutional change 
as a result of the re-
search 

Number of In-
formation, Com-
munication and 
Awareness Inter-
ventions Devel-
oped and/or Dis-
seminated 

1 Migration Health 
Department (MHD) 
information and 
communication plan 
developed and im-
plemented for East & 
Southern Africa 

7 What result does this 
lead to? 

8 information and 
communication inter-
ventions developed 
and implemented for 
East and Southern 
Africa 

117 by IOM and 192 
by others (Although 
there is no uniform 
criteria on this so not 
valid). 
 

What result does this 
lead to? 

Number and Type 
of Advocacy In-
terventions Initi-
ated and Facili-
tated by IOM 

52 advocacy interven-
tions initiated and/or 
facilitated 

511 (although Criteria 
for ‘advocacy inter-
vention’ unclear so 
not valid) 

What result does this 
lead to? 

1 advocacy materi-
al/tool kit developed 

Information not found What result does this 
lead to? 

 
In Southern Africa, increased understanding of migration health developed much 
earlier on and was most likely attributable to IOM’s initial efforts with PHAMSA I 
and II. Although there are no indicators to measure increased awareness and under-
standing at regional level among key stakeholders (including government, service 
providers, RECs and UN agencies) this can be demonstrated through the following: 
coordination mechanisms, multi-stakeholder initiatives, resources mobilised, and pol-
icies developed. Progress in all these areas has been achieved. Most of these material-
ised during the implementation of PHAMESA in Southern Africa. 
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TITLE IOM SUPPORT DESCRIPTION DATE 

/DURATION 
SADC Policy Framework for Pop-
ulation Mobility and  
Communicable Diseases in the 
SADC Region 
 

Provided technical 
expertise and coordi-
nation (under 
PHAMSA II) 

Policy Frame-
work 

April 2009 

SADC Global Fund HIV Cross 
Border Initiative Project 
 

Chairs the Research 
and M&E Committee, 
and the Phase II Writ-
ing Task Team. 

5-year pro-
gramme 

July 2011 

SADC Declaration on TB in the 
Mining Sector 
 

Coordinated support 
leading to the declara-
tion 

Declaration Aug 2012 

Dutch funding of USD 5 million to 
implement the SADC Declaration  

Mobilised funding Funding 2013-2015 

Joint IOM-USAID Regional Con-
sultation on HIV and Aids Preven-
tion and Management Services for 
the Road Transport Sector in 
Southern Africa. 

Organisation and 
mapping of services 

Regional Con-
sultation 

2011 

SADC Human Resources for 
Health (HRH), which will inform 
the coordinated implementation of 
the SADC Strategic Framework on 
HRH 2007-2019 

Provided technical 
support to SADC 

Research 2007-2009 

IOM, ILO, UNAIDS, HEARD 
workshop on  ‘Development, 
Transport Infrastructure & HIV: 
Mobilising Evidence for the South-
ern Africa Transport Sector 
HIV/AIDS and TB Responses’ 

Co-facilitated and 
provided technical 
expertise 

Workshop September 
2011 

SADC/Donor/UN Coordination 
Meeting on Migration and 
Health/HIV in Southern Africa 

Lead facilitator Annual Meet-
ing 

2010,2011, 
2012,2013 

Research on Health Vulnerabilities 
of Mobile Populations and Affect-
ed Communities in Selected Ports 
of Southern Africa 

Lead institution Once-off re-
search  

2012-2014 

 
In East Africa, an increased understanding of migration health is starting to develop 
among key stakeholders, such as governments, academic institutions, RECS and 
CSOs, which is evidenced by a growing recognition of the need to address migration 
and health, and greater eagerness to work in partnership with IOM to make this hap-
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pen. However, migration and health in East Africa is anchored within a very different 
context. Health promotion has much more of an overlap with basic migration health 
assessments as well as with health in emergency situations, which creates a different 
dynamic and different opportunities. In this regard, there seems to be a need to have 
much more ‘home grown’ information, systems and approaches, which cater to this 
context.  

At a country level, there are several indications that awareness of migration and 
health issues has increased. In Mauritius, there has been an increased understanding 
of the key issues around migration and health, which has created a growing momen-
tum to address this beyond Mauritius and across all Indian Ocean islands in partner-
ship with the Indian Ocean Commission. In Namibia and Zambia, the establishment 
of a Technical Working Groups on specific Migration Health issues, which is led by 
the government in partnership with IOM, has been catalytic in providing leadership 
and creating momentum in this area.  

The establishment of Migration Health Forums in South Africa and in Kenya is 
also an important indication of the importance of migration health at national and 
local government levels. In Mozambique, the work of PHAMESA – through the 
technical working group on cross-border mineworkers – has led to mineworkers be-
ing able to access treatment where they work in South Africa and to continue this 
treatment when they return home, which they would not have been able to do before. 

 

Increased resources mobilised for migration and health 
PHAMESA Indicators PHAMESA Targets Status at End-of-Programme 

(Aug 2013) 
 

So What? 

Number of Bilat-
eral and/or Re-
gional Projects 
Developed, which 
Secured Funding  

2 bilateral 
and/or multilat-
eral projects 
secured funding 

TB in the mining sector 
in Southern Africa 
(Dutch, USD 5 Million 
2013-2017); 
 
IOM provided technical 
support to EAC, IGAD 
and COMESA on the 
application of HIV 
Combination Prevention 
Model within the 
transport sector, which 
led to a joint funding 
proposal to the Europe-
an Union 

This is a good 
indicator to 
demonstrate re-
sults at an institu-
tional level 
through resources 
being mobilised 

At least 1 project developed which 
secured funding in each country 
(Suggested new indicator) 

53 country project pro-
posals submitted and 30 
funded.  Additional  
resources were also 

What have the 
projects 
achieved? 
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leveraged in some 
countries  
 

 
PHAMESA was designed to encourage the mobilisation or leveraging of additional 
resources for migration health. This has been more successful in some countries 
(Kenya, Mozambique, South Africa and Uganda) than in others (Angola, DRC and 
Tanzania). Out of the first tier countries that received significant funds from 
PHAMESA, Tanzania has not been successful in mobilising or leveraging any exter-
nal or internal funding. This will be examined more closely in the section on efficien-
cy.  

At a regional level in Southern Africa, PHAMESA was able to mobilise USD 5 
million from the Dutch Government to implement activities related to TB in the min-
ing sector for 2013-2017. In East Africa, IOM provided technical support to EAC, 
IGAD and COMESA on the application of HIV Combination Prevention Model with-
in the transport sector, which led to a joint funding proposal to the European Union 
(EU).  

Below is a table capturing the amount of resources mobilised (IOM takes the lead 
in mobilizing funds which it manages including mobilizing in-house funds such as 
through concept notes) and leveraged (IOM has played a role in mobilizing the funds 
which are managed by external partners) against those provided by PHAMESA.  

 
                                                                                                                                      
 
 
9 The evaluation could not find documentation to clearly distinguish between (i) SA budget, (iii) 

Southern Africa regional budget and (ii) PHAMESA overall budget 

Country/ 
Region 

PHAMESA Funds 
(USD) 
(Staff and Office 

costs 31-08-13) 

Mobilised (USD) 
(including Concept Notes)  

Leveraged (USD) 

SOUTH-
ERN AF-
RICA and 
South Afri-
ca9  

5,966,908.72 
 

11 million (USAID/PEPFAR) Indication of lever-
aged funds but no 
cumulative figure 

Mozam-
bique 

514,502  
 
 

145,000 through Concept 
Notes 
1.7 million through UN 
MPTF & UNAIDS and 
EIDHR 
150,000 for AMODEFA from 

6 million  
(USAID Teba) 
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4.3 MEASURING OUTCOME LEVEL RESULTS 
 
Once knowledge and capacity have been enhanced, the next level of change is at a 
behavioural and institutional level. This is where practice is changed at a systematic 
level and is the type of change that can be measured at the end of a 3-5 year pro-
gramme, such as PHAMESA. These are known as outcome results. 

 
 

 
 

the Ministry of Communica-
tions and transport 

Mauritius 21,120.44 119,969 through Concept 
Note 

None 

Namibia Unavailable 90,000 through Concept Note None 
Zambia 514,502.03 105,000 through Concept 

Note 
185,000 (SIDA) 

None 

Angola 63,000.19 None None 
Swaziland None 36,000 None 
Lesotho None 180 000 (Teba) None 
EAST AF-
RICA 

2,249,685 
(2,404,645.90 for 

regional office) – 
154,960 for Kenya 
office)   

Concept Notes for other 
countries to be assessed (Dji-
bouti, Ethiopia, Somalia and 
South Sudan)  

EU proposal on 
HIV Combination 
Prevention Model 
within the transport 
sector  

Kenya 154,960  185,313 from PHAMESA 
530,200 (from UN Joint 
team, Irish aid and others  

None 

Uganda 106,817 171,699 549,264 (JUPSA) 
Tanzania 477,747 None None 
DRC 62,999.88 None None 

Drawings by farm workers on the walls of a farm in Hoedspruit 
Photo: Gaël Lescornec 
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Access and use of quality services for mobile populations and migrant communities 
 
PHAMESA Indicators PHAMESA Targets Status at End-of-

Programme (Aug 
2013) 

So What? 

Number of Sites Providing 
Sensitive Health Services for 
Migrants and Communities 
Affected by Migration 

18 sites providing 
accessible health 
services for migrants 
and communities 
affected by migra-
tion 

758 sites in various 
countries in East and 
Southern Africa  

Are migrants 
using the ser-
vices? 

Number of Networks of 
Strategic Partnerships 
Strengthened/Improved to 
Fill Programming Gaps 

17 networks of stra-
tegic partnerships 
identified, strength-
ened and improved 
to support pro-
gramming gaps 

85 (Although the 
criteria for defin-
ing  networks 
needs to be clari-
fied)  

Are these 
networks and 
partnerships 
supporting 
programming 
or policy 
gaps? 

Number of Beneficiaries 
Directly Reached Through 
the IOM Health Promotion 
and Service Delivery Model 

76,000 beneficiaries 
directly reached 
through the IOM 
Health Promotion 
and Service Deliv-
ery Model 

178,413 Does this 
mean they 
have access 
and are using 
services? 

Percentage of Beneficiaries 
and/or Clients Reporting 
Sensitive and Accessible 
Services 

22 beneficiary or 
client satisfaction 
surveys conducted 

1 in Kenya at the 
Drop clinic for 
migrant FSWs; 
In Uganda satis-
faction surveys 
completed in 8 
clinics in Arua, 
Gulu, Kasese, 
Lyantonde, 
Rakai districts 
 

What do we 
want to know 
from these 
surveys? That 
migrants are 
accessing and 
using ser-
vices? 

 
At this level, we examine the extent to which the PHAMESA programme is able to 
contribute to the access and use of quality services for mobile populations and mi-
grant communities. This evaluation found that PHAMESA achieves this in countries 
that have benefited from a collection of interventions (particularly those around ser-
vice delivery and capacity building) but not in those where only one component of the 
programme has been implemented. It is also important to clarify that IOM does not 
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deliver services but build the capacity of service providers to ensure that these ser-
vices are improved, accessed and used by local institutions. In the specific sites where 
PHAMESA is present in Kenya, Mozambique, South Africa and Uganda, there is 
evidence that that migrants populations are able to access improved health services. 

The service delivery and capacity building framework developed and used by IOM 
provides clear parameters for project design and implementation using Social and 
Behaviour Change Communication (SBCC), which is a rights based and participatory 
approach that seeks to promote positive change through peer to peer communication. 
The framework has evolved to respond to emerging trends on the ground informed 
particularly from experiences in Southern Africa (South Africa and Lesotho). 
PHAMESA has supported the region and individual countries to be equipped to im-
plement the framework through extensive material, guidance and capacity building.  

In South Africa, service delivery and capacity building through SBCC in com-
mercial agriculture farms have created a lasting impact among beneficiaries and 
change agents on commercial farms. Among the beneficiaries interviewed the majori-
ty reported significant behaviour change, including going for HIV testing, sticking to 
one partner, adhering to treatment and having more general access to primary health 
care services. The graph below is based on information gathered from change agents 
in Zambia and demonstrates the value of behaviour change communications com-
pared to other forms of prevention interventions: 

 

 
 
In ensuring access and use of services, IOM should continue to promote SBCC as an 

effective approach but should also promote this approach as 
part of a larger framework of HIV combination prevention 
interventions as outlined in the 2011 UNAIDS Investment 
Framework.  

In Uganda, although resources were small, the partner-
ships created, the awareness generated, and the services 
provided by PHAMESA have had a significant impact in 
terms of promoting the migration health agenda. HIV Coun-
selling and Testing (HCT) served as an entry point for gen-
eral access to services. Through community awareness 
campaigns more people went for testing and as a result there 

0 
10 
20 
30 
40 
50 

Frequently used skills, after CA training -  
Lusaka, July 2013 

ART Clinic in Rakai 
province in Uganda 
Photo: Aguil Lual 
Deng 
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has been a general uptake in health services. In Rakai, prior to the community cam-
paigns, 500 patients were receiving ART. After just one campaign session, the num-
ber increased to 1,200 active ART patients. 

 
 In Kenya, polio campaigns and community outreach programmes carried out 

through the Eastleigh Wellness Centre have improved immunization coverage. 
PHAMESA interventions included engaging religious and community leaders and 
selecting health workers from the community. During the first round of campaigns, 
coverage was 65% and this has since increased to 100%. Also in Kenya, following 
the IBBSS on Migrant Female Sex Workers in Nairobi, advocacy was carried out for 
migrant female sex workers through press releases, conferences, printing and dissem-
ination of the IBBSS report. An evaluation conducted with this same group revealed 
that 70%10 reported improved access to health services.  

In Mozambique, through IOM’s partnership with government, 
organizations working with miners and their families (i.e. AMIMO 
and THEBA), and the community are now working in concert to 
ensure services are available for miners and their family. This sup-
ports the National HIV Positive Miners Technical Working Group 
including through an assessment of the health challenges faced by 
Mozambican mine workers, while they are in South Africa and also 
on their return to Mozambique. As a result of IOM’s interventions, 
the Mozambican government is advocating for legislation that ad-
dresses the health needs of mineworkers, including providing health 
passports. The health passport concept has been successful among 
farm workers in South Africa and there are now plans to institu-
tionalise this within government health services. 
 
 

4.4 MEASURING CHANGE IN QUALITY OF LIFE 
 
Improved physical, mental and social wellbeing of mobile populations and mi-
grant families in selected countries in East and Southern Africa 
 
Note on Measurement: There are no indicators and no criteria to measure improved 
wellbeing. This should easily be measured using national and regional health targets.  
 

 
                                                                                                                                      
 
 
10 PHAMESA Annual 2012 Report. 

Sister Lea Swart of 
Hlokomela in South 
Africa holding a 
‘health passport’ 
Photo: Gaël Le-
scornec 
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Change in quality of life is usually measured after a number of years and is usually 
not attributable to one programme or one initiative alone but to collective efforts at 
national and regional level. These are known as impact level results.  

While it is premature to measure the long term impact of the PHAMESA pro-
gramme as a whole, it is possible to identify aspects of the programme that demon-
strate the potential for such impact at an overall programme level. 

In South Africa, where IOM has its longest running interventions on migration 
and health promotion dating back to 2004, there are indications that lives are being 
saved and that the services provided are having a wide ranging impact including on 
local HIV and TB targets.   

Lives being saved and improved is a major indicator of improved physical wellbe-
ing. On one farm visited, the owner of the farm claimed that before the Ripfumelo 
programme there were between 2-3 fatalities a year and this has dropped to 0 since 
the start of the project on his farm two years ago. Anecdotal information further re-
veals that similar patterns are apparent on 1-2 other farms nearby.  Additional data 
and further documentation is required to determine whether these cases are part of a 
wider trend.  

In terms of mental and social wellbeing, beneficiaries are reporting improved ca-
reer opportunities, such as moving into better and higher paying jobs. The impact on 
women is particularly visible. There has clearly been a significant empowerment of 
women, which both men and women report benefiting from. There has been a drastic 
reduction in sexual harassment on the farms with several farms having made any type 
of fraternisation a sackable offence (e.g. Westfalia Farm). Women were also more 
likely to report improved health and general lifestyle.



 
 

56 
 

 

 5 Findings on Efficiency: How is 
PHAMESA managed? 

5.1 RESOURCE ALLOCATION AND MANAGEMENT 
PHAMESA is a ‘projectised’ regional programme, which means that it is 100% de-
pendent on external funds. PHAMESA received USD 9,189,600 from SIDA of which 
an estimated 60% has gone to staff and operational costs distributed across the re-
gions and countries as illustrated below.  

 

 
IOM’s resource allocation and management is quite particular and needs to be un-
packed in order to better understand the context in which PHAMESA is anchored. 

IOM country missions or country offices are entirely dependent on external funds, 
including for all staff costs from Chief of Mission downwards. IOM regional offices 
however are funded through IOM’s internal core funding to provide technical and 
strategic support to countries. Until recently IOM regional offices were not able to 
manage regional programmes (which are dependent on external funds) but this was 
changed as of July 2013. The IOM regional office for Southern Africa will now be 
managing regional programmes, including the Populations, Refugees and Migration 

Angola 
0.007% 

DRC 
0.005% 

Kenya 
3% 

Kenya Regional 
Office 

10% 

Mozambique 
5% 

Tanzania 
8% 

Uganda 
2% 

South Africa 
11% 

South Africa 
Regional 

49% 

Zambia 
11% 

PHAMESA Actual Staff Costs  
as of August 31, 2013   
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(PRM) programme in selected countries in the region. There is one IOM core-funded 
migration health expert based in the regional office in Dakar, Senegal, who currently 
covers all of Africa. There are plans to place an additional migration health expert 
within the regional office for Southern Africa in early 2014. 

According to online respondents, the major limitation of PHAMESA is the “lack 
of sufficient funding available to the project” which “limits the programme’s plans 
which end up being short term.” This funding problem is also evidenced in the “sti-
pends paid to change agents, which leads to lack of motivation from staff and thus 
limits the programme’s effectiveness.” This leads to “limited impact on the policy 
environment and on the sustainability of the programme.” This perception was ech-
oed by approximately 50% of the IOM staff interviewed during country visits. 

In terms of accountability and transparency, PHAMESA has undergone regular 
annual financial audits. The PRISM system provides a way for staff members to 
manage their finances and is reported to be a functional system by most respondents. 
When it comes to programmatic resource allocation (using the concept note ap-
proach), transparency is not optimal since these resources are not mobilised based on 
previous collective planning processes and decision making is centralised. Also in 
terms of transparency, it was difficult for the evaluation to get a clear and comprehen-
sive picture of how PHAMESA staff and operational costs are being allocated or to 
ascertain how much total staff time and level of effort goes into PHAMESA. Several 
staff members from the South Africa office provide a percentage of their time to 
PHAMESA but this percentage fluctuates on a monthly basis and is not recorded 
from what the evaluation could gather. 

In addition to the staff and office costs provided to Tier 1 and Tier 2 countries, the 
programme encouraged countries to mobilise resources with stakeholders in country 
and in-house through concept notes. While the evaluation recognises that IOM con-
siders resource mobilisation as mobilising resources external to PHAMESA, it exam-
ined the act of mobilizing resources both in-house and externally. 

Taking three Tier1 countries and three Tier2 countries as shown in the graph be-
low, the evaluation observed a mixed picture in terms of the efficient use of resources 
using resource mobilisation as a proxy indicator. The graph also shows that 
PHAMESA has been more catalytic in some countries than in others when it comes 
to resource mobilisation.  

The graph also shows demonstrates that there is no direct correlation between the 
provision of staff and office costs and the ability to mobilise resources. Instead, this 
evaluation has found that capacity to mobilise resources and efficiently use seed fund-
ing (in the form of staff and office costs) depends on buy-in from the IOM country 
office as well as on the donor environment in each country which varies greatly. 
There is a real potential for the programme as a whole to have a stronger and more 
uniform catalytic effect in terms of resource mobilisation both internally and external-
ly.  
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TIER 1 

• In Mozambique, where USD 514,502 was provided for staff and office costs, 
a total of USD 145,000 was mobilised through concept notes and an addition-
al USD 1,700,000 was mobilised from stakeholders in country.  

• In Zambia, where USD 514,502 was provided, USD 105,000 was mobilised 
through concept notes and USD 185,000 through SIDA in country.  

• In contrast, in Tanzania, where USD 477,747 was provided, no resources 
were mobilised among stakeholders in country or through PHAMESA.  

 
TIER 2 

• In Uganda, where USD 106,817 was provided as seed funding, USD 171,699 
was mobilised through concept notes and USD 549,264 was leveraged 
through the UN Joint Team on HIV and AIDS.  

• In Kenya, where USD 154,960 was provided, USD 68,527 was mobilised 
through concept notes.  

• In Mauritius, where USD 21,120 was provided as seed funding, USD 
119,969 was mobilised through concept notes. 

 
The introduction of the concept note approach came about to allow countries to moti-
vate for resources based on their identified needs, gaps and priorities. This approach 
has both advantages and disadvantages. On the one hand, it provides countries with a 
degree of flexibility and freedom to decide on what is needed. On the other hand, it is 
dependent on already existing capacity to motivate for funding and assumes a full 
understanding of the approach and a degree of confidence in using it. It also assumes 
that such a concept note is anchored within an overall country strategy, which has not 
been the case.  

As PHAMESA enters a new phase, there is an opportunity to adopt a more strate-
gic and decentralised approach to resource allocation. Funding at country level should 
be anchored within the IOM country strategies that country level stakeholders can 

0%	
  

50%	
  

100%	
  

Proportion of Resources Mobilised 

Resources Mobilised Staff and Office Costs 
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mobilise around. This means establishing a system of planning that involves IOM 
country offices and Chiefs of Missions more closely. In addition, the programme 
should also be anchored more closely within the strategies of the IOM regional offic-
es in both Southern and East Africa.    

Ultimately, PHAMESA needs to strike a balance between (i) prioritising countries 
and sites and making sufficient funds available for these, and (ii) supporting all coun-
tries to fulfil their obligations under the WHA resolution on migrant health by provid-
ing financial and capacity support, determined by, and aligned to, each IOM country 
strategy. 
 

5.2 MANAGEMENT SYSTEMS AND PROCEDURES 
 
The fact that PHAMESA is a programme that has evolved from previous programmes 
with a narrower scope, coverage and structure has its advantages and disadvantages. 
The advantages come from an approach and interventions that are grounded in expe-
rience. The disadvantages come from inheriting management processes and structures 
that are no longer inappropriate. While PHAMESA is evolving as a regional pro-
gramme in terms of scope, coverage and structure, it remains stuck in management 
systems and procedures focused on interventions or components. It is also anchored 
in a centralised management structure which overlaps with that of the South Africa 
country office and which limits the level of collective ownership and accountability. 
For example, the person responsible for managing this end-of-programme evaluation 
is from the South Africa country office which demonstrates important authority over 
a major management function of PHAMESA.     

It is important to note that IOM does not have a blueprint or previous experience 
that can inform the optimal management of a regional programme as unique as 
PHAMESA, which cuts across two IOM regional offices. The guidance that is avail-
able draws mainly from the IOM Project Handbook, which informs project manage-
ment world-wide. 

Strategic planning. In planning the development of PHAMESA, a series of con-
sultations took place with the two regional teams and country staff to agree on the 
scope and size as well as key interventions of the programme. Country strategic plan-
ning processes around migration and health promotion were initiated but never final-
ised nor formalised and not used to justify resource allocation. A concept note ap-
proach was introduced for countries to motivate for funding for specific interventions. 
Annual work plan meetings with all PHAMESA staff (regional and country level) 
were facilitated and monitoring visits were undertaken to countries. The logical inter-
vention framework and indicators were revised in 2011 and are currently being re-
vised again in preparation for a possible PHAMESA II.  

Despite these efforts, strategic planning within PHAMESA is weak – both at an 
overall programme level and at a sub-regional and country level. Challenges with 
planning have been observed at two levels: (i) the process of planning and (ii) the 
quality of planning. The quality of planning refers to the challenges mentioned 
around the logic framework in the previous section. The process of planning refers to 
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the management functions and systems in place, which allow for a collective pro-
gramme planning process to occur. The current systems for planning and decision 
making around planning processes do not allow for collective ownership or collective 
accountability. The management systems and procedures to support effective pro-
gramme implementation and expansion need to be strengthened. 

One of the most common recommendations from respondents of the online survey 
was the need to consistently ‘engage with all relevant players at all levels of planning, 
implementation, monitoring and evaluation’. Planning strategically is the linchpin of 
an efficient programme. It provides the parameters for the logic framework, budget-
ing, monitoring and reporting. The process of planning should be systematic, con-
sistent and inclusive. Systems should be strengthened and in some instances estab-
lished to allow for collective accountability and ownership of the programme. This 
means a more decentralised approach to the management of the programme. What we 
mean by a decentralised approach is more collective decision making. What we mean 
by management are the core functions around planning, implementation, monitoring 
and reporting on the programme.  

 
 

 
 
 
 

 
Implementation and capacity building. The technical support provided around 

programme implementation is excellent. Nearly 90% of all country level IOM staff 
members interviewed commend the technical support they receive, particularly with 
regards to research and service delivery. 

However, when it comes to capacity building for programme management the 
support from the regional programme is less clear, including on which people the 
programme relies on for key management functions. This resonates with one of the 
lessons learned from the PHAMSA II evaluation, which was that ‘Project success is 
dependent on both technical output/quality as well as organisational competence to 

New evidence or 
lessons learned from 
monitoring or new 
research informs 

roadmap for 
change:  

Theory of change 

Theory of change  
informs the 

development of 
Results Based  

Logic Framework 

Results Based Logic 
Framework informs 

indicators, baselines, 
targets and data 
collection tools:  

M&E plan 

The Logic 
Framework together 

with the M&E Plan 
informs  

Results Based 
Budgeting 

Collective Accountability – Collective Ownership 
IOM Country Offices|IOM Regional Offices 
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manage/deliver; in a complex, regional project, the latter requires significant strategic 
management capacity at the regional level, as well as close collaboration between 
regional and national management structures’.  

Because PHAMESA is managed in relation to interventions or components, there 
is a weak sense of an overall programme with collective results, which the different 
components feed into and which country offices see themselves contributing to. Once 
this is addressed at a regional level, there will be an opportunity for the regional pro-
gramme to provide capacity building around programme management, including:  
 

• Capacity to Plan for PHAMESA in country X/sub-region X; 
• Capacity to Monitor PHAMESA in country X/sub-region X; 
• Capacity to Mobilise and Manage Resources in country X/sub-region X; and 
• Capacity to Manage PHAMESA Programme (and not single compo-

nents/interventions) in country X/sub-region X 
 
Monitoring. Monitoring should be a more integrated process that takes within plan-
ning and with programme staff. The importance of having meaningful and measura-
ble indicators and baselines is critical for measuring progress and advancing the pro-
gramme as a whole. Moreover, it is important that monitoring is used as an internal 
learning and not only for obligation purposes only. The same goes with reporting – it 
is important that there is a culture of internal reporting, sharing and learning. Regular 
internal narrative reports, such as those used in East Africa, promote a culture of re-
flection and sharing of lessons learned outside of official reporting requirements.  
 
Knowledge management. This evaluation has found that there is satisfactory 
knowledge management when it comes to external communications and information 
sharing with stakeholders but a weak internal culture of communication, information 
sharing and learning. 

PHAMESA currently does not have an internal platform for regular information 
sharing, engaging on specific issues and learning. There is an opportunity to ensure 
more internal sharing and learning. PHAMESA would benefit from establishing a 
common internal platform to promote learning and sharing in-house. One platform 
that may be relevant and useful is KARL (http://karlproject.org), which is an open 
source web system for collaboration, organizational intranets, and knowledge man-
agement. Developed by the Open Society Foundations (OSF), it was first introduced 
to the market in 2008, and is now used by many international organizations, such as 
OXFAM GB, OSF, and more to establish online communities within an organization.  

In a programme like PHAMESA, learning is necessary to inform reprogramming 
and expansion. In this regard, as PHAMESA gains more experience from East Africa, 
learning should be promoted across the entire region. Also, the same way in which 
South Africa is a learning site for Southern Africa, a learning site could also be iden-
tified and invested in for East Africa. 
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5.3 MANAGEMENT STRUCTURE 
 
The overall internal PHAMESA management structure has largely evolved to reflect 
the programme’s components. The organisational management structure of 
PHAMESA is reflected in the PHAMESA organogram as well as the South Africa 
country office organogram for Migration Health (Annex 7b). There are several chal-
lenges with the current management structure which are described below. 

 
Internal PHAMESA management structure. There is a lack of clarity around the 
overall programme management functions in terms of (i) overseeing overall strategic 
planning processes, (ii) providing overall support to implementation and monitoring, 
(iii) providing overall administrative and financial management support, and (iv) en-
suring internal and external communication. Based on (i) the job descriptions and 
programme organigram reviewed, (ii) the relevant planning and monitoring docu-
ments, (iii) interviews with PHAMESA staff and (iv) first hand observations on how 
PHAMESA is managed (i.e. including this end-of-programme evaluation), this evalu-
ation found a lack of clarity on explicitly articulated roles and responsibilities – in-
cluding decision making authority and accountability - around key management func-
tions such as those mentioned above. 

As far as the evaluation can gather, key management processes are the responsibil-
ity of the head of PHAMESA (whose official title is Senior Regional Coordinator 
Migration Health for the Pretoria country office) with the support of a ‘Governance 
and Control’ staff position and in consultation with PHAMESA regional staff. Ac-
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cording to the TOR for the “Governance and Control” position, the three main func-
tions include: 
 

ü Organise and facilitate Migration Health Strategy Meetings; 
ü Contribute to donor reports including coordinating inputs from other IOM of-

fices; 
ü Provide and facilitate technical assistance to IOM MH staff in East and 

Southern Africa on Governance and Control matters, including M&E. 
 
This demonstrates limited scope to provide overall programme management func-
tions.  The delegation of full management functions of the overall programme cannot 
be established. This leads to levels of frustration on all sides. 

Firstly, at the level of the regional office, this creates a significant workload for the 
head of the programme and a lack of synergy and unity within the programme. And 
secondly, at the country and global level, this creates uncertainty in terms of who to 
engage with on the overall programme aside from the PHAMESA head. There are no 
designated managers with clear authority and accountability for the key management 
functions mentioned above.  

In this regard, as PHAMESA moves into a new phase, it would benefit from revis-
ing its current management structure to accommodate a structure that reflects man-
agement functions to ensure the achievement of overall programme results instead of 
only programme components. This proposed revision of the management structure 
would also be more in line with the new proposed results framework of PHAMESA, 
which looks to be results based instead of based on programme components. The 
programme components would then form part of the interventions or activities that 
collectively lead to results.  

It is recommended that a Senior Management Team (SMT) be established, 
which would include senior regional staff from each of the regional teams as well as 
relevant staff from selected country offices including migration health country coor-
dinators. This SMT should establish clear terms of references aimed at providing 
guidance on overall programme planning, monitoring, budgeting, reporting, etc. The 
role of the team and its individual members should be clearly stated. This would help 
to address the challenges around collective ownership and accountability.  
 
PHAMESA and IOM South Africa Country Office. Another concern around the 
management structure has to do with the fact that the PHAMESA programme sits 
within the IOM South Africa country office. This has created frustrations among the 
staff of the IOM South Africa office as well as regional PHAMESA staff. A number 
of staff from the South Africa office are providing a certain percentage of their time 
to PHAMESA, which is never predetermined. Meanwhile, PHAMESA staff members 
who are responsible for regional mobilisation are regarded as national staff, which 
affects the way PHAMESA is perceived at a regional level. More generally, this situ-
ation has an effect on the level of buy-in from other IOM country offices, which this 
evaluation regards as an important factor in the success of PHAMESA in country. 

The PHAMSA II evaluation cautioned against this arrangement, noting that ‘IOM 
is discussing the idea of placing regional projects under country offices, i.e. 
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PHAMESA would sit under the South Africa national office. This would be an unfor-
tunate development and could add significant challenges to the project’s successful 
delivery’. According to the respondents from the online survey, one of the top three 
limitations of PHAMESA has to do with the “problem with coordination both at a 
national and regional level, where organisational structures are not clear and there 
seems to be a centralisation of the programme in South Africa.” 

Equally important, in terms of accountability, is the fact that the head of 
PHAMESA is also the IOM Chief of Mission for South Africa. In addition to putting 
a lot of responsibility on one person, this situation has the potential to create conflicts 
of interest since both PHAMESA and the country office depend on external funding. 

In this regard, this evaluation suggests that an arrangement be found to ensure that: 
(i) PHAMESA is not associated with a country office and (ii) PHAMESA is not 
headed by a country chief of mission.  
 
The two regional teams. The PHAMESA programme coincided with IOM’s restruc-
turing, whereby East Africa became subsumed within the Southern Africa office and 
then went back to being a regional office. This did not facilitate the establishment of 
clear lines of responsibility and authority in relation to PHAMESA – a unique IOM 
bi-regional programme that was just starting up. Despite these challenges, which were 
exacerbated by human resource issues (including staff turnover, short term contracts 
and a general lack of capacity), PHAMESA was successful in gradually building a 
full and capacitated team in East Africa. With this in place, there seems to be an op-
portunity to clarify roles, responsibilities and authority between the two regional 
teams. 

While the programme organogram demonstrates a clear delineation between the 
two teams, in practice decisions around key management issues – including planning, 
implementation, budget allocation, monitoring and administrative and financial man-
agement (as was experienced first-hand though the management of this evaluation) – 
are made in Pretoria. There are pros and cons to this situation but the main challenge 
is not having a clear picture of the specific roles, responsibilities and authority in each 
region. In moving forward, PHAMESA would benefit from clarifying the roles and 
authorities of each regional team and the relationship between the two.  
 
The Pretoria regional team and Southern Africa country offices. Based on docu-
ments reviewed and interviews held, there is an indication of fragmentation between 
the regional team and the country offices in Southern Africa around programme man-
agement (but not around technical support which is going well). Despite the processes 
in place, there seems to be a disconnect between the regional programme and country 
offices around strategic planning, prioritisation, monitoring and communication, 
which ultimately affects buy-in at country level. The main reason given for this is a 
perception that management and decision making are too centralised and not suffi-
ciently inclusive. 

It should be noted that the management support provided by the regional team in 
Nairobi to the country offices in East Africa seems to work well mainly because there 
are less countries and they are starting with more or less similar capacity so it is easier 
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to manage. It is also clear from the management documents at a regional and country 
level that there is a direct synergy and close engagement between country needs and 
regional support in terms of planning, monitoring and reporting. These management 
processes and approaches may be worth looking into as good practice that could ben-
efit the Southern Africa region. 
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 6 Findings on Added Value, Sustain-
ability and Cross-Cutting issues 

PHAMESA’s added value, according to respondents from the online survey, lies in 
the following top three areas:  
 
1. Firstly, that PHAMESA increases the visibility of the migrant population 

through its advocacy and raising awareness. As such, the programme is able to 
raise profile of migrant health needs and thus reach vulnerable communities.  

2. Secondly, the programme has increased partnerships around resources and 
expertise, allowing for a comprehensive approach to health in the designated re-
gions.  

3. Thirdly, the way in which the programme has established itself has facilitated 
policy formulation and implementation both at national and regional levels. 
This ultimately leads to direct impact in terms of service delivery for the target 
mobile population.  

 
These points were all confirmed by the triangulated findings from this evaluation and 
contribute to a more general added value identified by the evaluation around sustain-
ability.  

Sustainability is a key aspect of the PHAMESA programme. The design of the 
programme and the ways in which the programme components are implemented takes 
careful consideration of sustainability. It is an aspect which has been identified by 
this evaluation as a key success factor and which needs to be capitalised on, moni-
tored better and documented in PHAMESA II.  

Both at a regional and country level, IOM through PHAMESA has been successful 
in significantly increasing the capacity of partners to address migration health includ-
ing with government departments and service providers. In some cases such as long 
standing programmes in South Africa, we are starting to see local government struc-
tures absorb projects aimed at migration health. In this regard, capacity building in-
terventions with national and local government departments and service providers to 
design and manage their own programs in a sustainable basis should be continued in 
the next phase of PHAMESA, especially in those countries where this capacity is still 
weak.  

Linked to sustainability, PHAMESA explicitly integrates and promotes a Human 
Right’s Based Approach (HRBA) within all its components – research, advocacy, 
capacity building and coordination. For example, when carrying out advocacy cam-
paigns there’s a need to look at the legal framework in a specific context. In Kenya 
for example, PHAMESA helped revise the Internally Displaced Population (IDP) and 
Refugee Bill.  
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An important indirect result from the PHAMESA programme in all countries as-
sessed is the change in negative attitude of migrant communities. Increased awareness 
on migration and health issues helps to address negative attitudes towards migrants 
including discrimination.    In South Africa, local government officials acknowledged 
a major change in attitude towards Zimbabweans crossing the border at Musina for 
work as a result of the IOM health promotion work.  

Efforts are also made to ensure that migrant communities benefit from equal ac-
cess to services as others and that there is no “targeted discrimination” where mi-
grants could end up having disproportionately better access to services. Facilities 
need to provide quality, comprehensive services to migrants and at the same time the 
programme raises awareness for migrants in terms of what they entitled to.  Through-
out the programme interventions there is an emphasis in countering negative attitudes 
towards migrant communities.   

The integration and promotion of gender has been an important aspect of the pro-
gramme that has been enforced in some countries (such as South Africa, Mozambique 
and Uganda) more than others. Efforts made by the PHAMESA programme to build 
capacity and provide relevant technical expertise to ensure gender responsiveness 
among partners has been significant. However, not all partners have been able to in-
tegrate let alone promote this into their work.  

South Africa is an example where gender responsiveness has been a major success 
of the programme. Several factors led to this including the fact that it was strongly 
incorporated into the design from the onset because it was not only an overall priority 
for SIDA which is funding PHAMESA but is also a requirement from PEPFAR 
which provided additional funding for Ripfumelo, the South African PHAMESA pro-
ject. The technical expertise provided by IOM on gender by partnering with experts 
such as Sonke Gender Justice has led to the Ripfumelo project in South Africa having 
visible impact on women’s empowerment, men accessing and using clinics, families 
addressing health issues as a family, and less incidences of gender based violence.   

There is an opportunity to ensure that gender is more integrated within the results 
framework and indicators of PHAMESA as it enters a new phase. In this way, report-
ing on specific aspects of gender responsiveness could be a drive to make the transi-
tion between theory and practice for certain partners (beyond disaggregating data 
between men and women). For example, the issue of male involvement in Southern 
Africa is a major challenge that could be explicitly targeted.  

There is no explicit effort around environmental integration but indirect opportu-
nities have been identified to integrate and promote environmental issues as part of 
“healthy environments” within the selected sites. In the commercial agriculture farms 
in South Africa one of the issues that came up repeatedly during interviews with ben-
eficiaries was the fact that people were now more attentive to their environment and 
that the desire to feel healthier naturally led to wanting to live in a clean environment 
with no waste and litter around. In Uganda and Kenya, the issue of biosafety proce-
dures in the clinics was tackled by health workers not just as an aspect to be ad-
dressed but as a general issue and not necessarily linked to migrants. There may be an 
opportunity to integrate environmental aspects when conducting baseline assessments 
with partners and beneficiaries in order to have a better understanding of the situation 
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and possibilities for environmental change through existing PHAMESA interven-
tions.
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 7 Recommendations 

Based on the findings and lessons learned highlighted in the evaluation in red, a set of 
recommendations has been articulated to take PHAMESA forward in an effective and 
efficient manner.  Below is a summary table showing the linkages between the find-
ings and recommendations followed by a more detailed articulation of the recom-
mendations.  

 
 

 FINDINGS / LESSONS LEARNED 
 

RECOMMENDATIONS PG 

1.  Results Based Management  
 -­‐ At an overall programme level, it is not clear 

what changes PHAMESA is contributing to 
and at what level these changes should be  

-­‐ The PHAMESA logic framework does not 
demonstrate any logical linkages between 
outputs and outcomes.  

-­‐ Because the programme is not based on re-
sults, it is difficult to measure progress in 
terms of overall results  

-­‐ There is no clear documented and evidence 
based cause and effect relationship 
demonstrating how one outputs lead to out-
comes.  

-­‐ The logic framework uses a combination of 
approaches and terminologies, including 
objectives, results and indicators, which are 
not consistent with common understandings, 
particularly when it comes to output and 
outcome results, indicators and targets.  

 

-­‐ In order to measure and report 
on results, PHAMESA must 
start to manage around results 
which include planning, moni-
toring, budgeting and reporting 
around results. This will help 
the programme become more 
integrated and demonstrate 
more meaningful impact. 

 
 
 
 
 
  

Pg 23 

2.  Management Processes 
 Planning. 

-­‐ Challenges with planning have been ob-
served at two levels: (i) the process of plan-
ning and (ii) the quality of planning. The 
quality of planning refers to the challenges 
mentioned around the logic framework in the 
previous section. The process of planning re-
fers to the management functions and sys-
tems in place, which allow for a collective 

-­‐ Systems should be strengthened 
and in some instances estab-
lished to allow for collective 
accountability and ownership of 
the programme. This means a 
more decentralised approach to 
the management of the pro-
gramme. What is meant by a 
decentralised approach is more 

Pg 44 
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programme planning process to occur. The 
current systems for planning and decision 
making do not allow for collective ownership 
or collective accountability. 

collective decision making. 
What we mean by management 
are the core functions around 
planning, implementation, mon-
itoring and reporting on the 
programme.  

 
Implementation / Capacity Building 
-­‐ The introduction of the concept note ap-

proach came about to allow countries to mo-
tivate for resources based on their identified 
needs, gaps and priorities. This approach has 
both advantages and disadvantages. On the 
one hand, it provides countries with a degree 
of flexibility and freedom to decide on what 
is needed. On the other hand, it is dependent 
on already existing capacity to motivate for 
funding and assumes a full understanding of 
the approach and a degree of confidence in 
using it. It also assumes that such a concept 
note is anchored within an overall country 
strategy, which has not been the case.  

 
 
 
 

-­‐ As PHAMESA enters a new 
phase, there is an opportunity to 
adopt a more strategic and de-
centralised approach to re-
source allocation. Funding at 
country level should be an-
chored within the IOM country 
strategies that country level 
stakeholders can mobilise 
around. This means establishing 
a system of planning that in-
volves IOM country offices and 
Chiefs of Missions more close-
ly. In addition, the programme 
should also be anchored more 
closely with the regional strate-
gies of the IOM regional offices 
in both Southern and East Afri-
ca  

-­‐ Also on resource allocation, 
PHAMESA needs to strike a 
balance between (i) prioritising 
countries and sites and making 
sufficient funds available for 
these and (ii) supporting all 
countries to fulfil their obliga-
tions to the WHA resolution on 
migrant health by providing fi-
nancial as well as capacity sup-
port determined by and aligned 
to the IOM country strategy. 

 
Monitoring 
-­‐ PHAMESA currently does not have an in-

ternal platform for regular information shar-
ing, engaging on specific issues and learn-
ing. There is an opportunity to ensure more 
internal sharing and learning (same as be-
low) 

-­‐ Because the programme is not based on re-
sults, it is difficult to measure progress in 
terms of overall results  

 
-­‐ It is important to nurture an 

internal culture of monitoring, 
reporting, sharing and learn-
ing. More regular internal nar-
rative reports, such as those 
used in East Africa, promote a 
culture of reflection and sharing 
of lessons learned outside of of-
ficial reporting requirements.  
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-­‐ Without a uniform baseline for the entire 
programme it is not possible to compare in-
formation across countries and to have an 
overall picture of the state of knowledge and 
capacity in relation to migrant health in the 
region. This reinforces the importance of 
identifying programme level results together 
with specific indicators and baselines. 

-­‐  

-­‐ Monitoring should be a more 
integrated process that takes 
within planning and with pro-
gramme staff.  

-­‐ Collectively developing mean-
ingful and measurable indica-
tors and baselines for the 
overall programme is critical 
for measuring progress and ad-
vancing the programme as a 
whole.  

 
 

  
Knowledge Management.  
-­‐ PHAMESA currently does not have an in-

ternal platform for regular information shar-
ing, engaging on specific issues and learn-
ing. There is an opportunity to ensure more 
internal sharing and learning. 

 
 

 
 

-­‐ PHAMESA would benefit from 
establishing a common internal 
platform to promote learning 
and sharing in-house. One plat-
form that may be relevant and 
useful is KARL 
(http://karlproject.org), which 
is an open source web system 
for collaboration, organization-
al intranets, and knowledge 
management. 

 

 

3.  Management Structure   
-­‐ Internal PHAMESA management struc-

ture. There is a lack of clarity around the 
overall programme management functions in 
terms of (i) overseeing overall strategic plan-
ning processes, (ii) providing overall support 
to implementation and monitoring, (iii) 
providing overall administrative and finan-
cial management support, and (iv) ensuring 
internal and external communication. Based 
on (i) the job descriptions and programme 
organigram reviewed, (ii) the relevant plan-
ning and monitoring documents, (iii) inter-
views with PHAMESA staff and (iv) first 
hand observations on how PHAMESA is 
managed (i.e. including this end-of-
programme evaluation), this evaluation 
found a lack of clarity on explicitly articulat-
ed roles and responsibilities – including deci-
sion making authority and accountability - 
around key management functions such as 
those mentioned above. 

-­‐ As PHAMESA moves into a 
new phase, it would benefit 
from revising its current man-
agement structure to accommo-
date a structure that clearly re-
flects roles, (including authority 
and accountability) around 
management functions for 
overall programme results. 
 

Pg 47 
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-­‐ The Pretoria regional team and Southern 
Africa country offices. Based on documents 
reviewed and interviews held, there is an in-
dication of fragmentation between the re-
gional team and the country offices in South-
ern Africa around programme management 
(but not around technical support which is 
going well). Despite the processes in place, 
there seems to be a disconnect between the 
regional programme and country offices 
around strategic planning, prioritisation, 
monitoring and communication, which ulti-
mately affects buy-in at country level.  

-­‐  

-­‐ A Senior Management Team 
(SMT) be established, which 
would include one senior team 
member from each of the sub-
regional offices and one senior 
team member from two country 
offices with clear terms of ref-
erences aimed at providing 
guidance on overall programme 
planning, monitoring, budget-
ing, reporting, etc.  
 

-­‐ The two regional teams. While the pro-
gramme organogram demonstrates a clear 
delineation between the two teams, in prac-
tice decisions around key management issues 
– including planning, implementation, budget 
allocation, monitoring and administrative and 
financial management (as was experienced 
first-hand though the management of this 
evaluation) – are made in Pretoria. There are 
pros and cons to this situation but the main 
challenge is not having a clear picture of the 
specific roles, responsibilities and authority 
in each region.  

-­‐ PHAMESA would benefit from 
clarifying the roles and author-
ities of each regional teams and 
the relationship between the 
two for the benefit of the over-
all programme 
 

-­‐ PHAMESA and IOM South Africa Coun-
try Office. Another concern around the man-
agement structure has to do with the fact that 
the PHAMESA programme sits within the 
IOM South Africa country office. This has 
created frustrations among the staff of the 
IOM South Africa office as well as regional 
PHAMESA staff. A number of staff from the 
South Africa office are providing a certain 
percentage of their time to PHAMESA, 
which is never predetermined. Meanwhile, 

-­‐ An organisational arrange-
ment should be explored to en-
sure that: (i) PHAMESA is not 
associated with a country office 
and (ii) PHAMESA is not 
headed by a country chief of 
mission.  
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PHAMESA staff members who are responsi-
ble for regional mobilisation are regarded as 
national staff, which affects the way 
PHAMESA is perceived at a regional level. 
More generally, this situation has an effect 
on the level of buy-in from other IOM coun-
try offices, which this evaluation regards as 
an important factor in the success of 
PHAMESA in country. 

-­‐  

4. Programme Components   
 Service Delivery and Capacity Building 

-­‐ The service delivery and capacity building 
(SDCB) framework developed and used by 
IOM provides clear parameters for project 
design and implementation using Social and 
Behaviour Change Communication (SBCC). 
PHAMESA has supported the region and in-
dividual countries to be equipped to imple-
ment the framework through extensive mate-
rial, guidance and capacity building.  

-­‐ An important component of PHAMESA is 
the capacity building of implementing part-
ners or service providers as well as technical 
partners, including relevant government de-
partments, to provide adequate services to 
migrant communities. 

 

-­‐ This evaluation has found that 
the real value of SDCB is 
around capacity building of 
governmental and non-
governmental entities; 

-­‐ The approach around SBCC 
and gender responsiveness 
should continue to be promoted 
and adapted to different coun-
tries and in East Africa;  

pg 29 

Research and Information 
-­‐ Research has been identified as one of the 

main entry points for PHAMESA at country 
and regional level for informing advocacy, 
policy development, coordination, resource 
mobilisation and ultimately improved ser-
vices. Translating this research into concrete 
results including increased awareness and 
improved policy is an explicit aim of the 
programme with good indicators to measure 
this. 

 

-­‐ It is important that the rich 
baseline generated at the begin-
ning of the programme be com-
plemented with end-of–
programme data to fully meas-
ure progress in knowledge and 
behaviour. In this regard, it 
would be useful to conduct sim-
ilar studies or even rapid as-
sessments such as KABP with 
targeted communities to com-
pare levels of knowledge as 
well as the extent of the original 
problem and whether it has 
been mitigated or not. 
 

Pg 26 

 Advocacy and Policy Development. 
-­‐ An enabling legal and policy environment for 

migration health comes as a result of a com-
bination of interventions, including evidence 

-­‐ It is critical for advocacy efforts 
to be clearly defined using simi-
lar criteria so as to provide clear 
and consistent guidance and for 

Pg 38 



 

74 
 

7 .  R E C O M M E N D A T I O N S  

based advocacy. There are different levels of 
understanding and interpretation of advocacy 
within PHAMESA which leads to challenges 
in measuring progress around advocacy and 
what results it leads to.  

 

the programme to be better able 
to be measure progress across 
the board. A useful guide in this 
regard is the “Guide to measur-
ing advocacy and policy, ORS, 
2001” 

 
Regional Coordination  
-­‐ PHAMESA has been catalytic in initiating 

and facilitating coordination around migra-
tion health at national and local levels.  

-­‐ Regional Coordination is critical (i) to ad-
dress cross-border issues and (ii) to provide a 
supportive regional environment for coun-
tries to strengthen their efforts on migration 
and health.  

-­‐ Regional coordination can only 
benefit from having a more sol-
id overall programme where its 
role in terms of facilitating re-
gional work but also in support 
to countries should be made 
more clear.   

-­‐ document lessons learned in-
cluding models and approaches 
used either with one specific 
stakeholder such as SADC or 
on a specific issue such as TB 
in the mining sector.  

-­‐ There is a real opportunity for 
PHAMESA II to be increasing-
ly shaped by the specific migra-
tion health dynamics and expe-
riences in East Africa as well as 
the Indian Ocean and the Horn 
of Africa.  

 

 

5.  Cross-Cutting Issues   
 -­‐ Sustainability is a key aspect of the 

PHAMESA programme. The design of the 
programme and the ways in which the pro-
gramme components are implemented takes 
careful consideration of sustainability. It is 
an aspect which has been identified by this 
evaluation as a key success factor and which 
needs to be capitalised on, monitored better 
and documented in PHAMESA II.  

 

-­‐ Capacity building interventions 
with national and local gov-
ernment departments and ser-
vice providers to design and 
manage their own programs in 
a sustainable basis should be 
continued in the next phase of 
PHAMESA, especially in those 
countries where this capacity is 
still weak.   

 
 

Pg 51 

-­‐ PHAMESA explicitly integrates and pro-
motes a Human Right’s Based Approach 
(HRBA) within all its components 

-­‐ It is important to continue to 
emphasise the need for 
PHAMESA to provide support 
in a sustainable way by avoid-
ing parallel processes that may 
not have the potential to be ab-
sorbed by government service 
providers.  

Pg 51 
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 -­‐ The integration and promotion of gender has 
been an important aspect of the programme 
that has been enforced in some countries 
(such as South Africa, Mozambique and 
Uganda) more than others. Efforts made by 
the PHAMESA programme to build capacity 
and provide relevant technical expertise to 
ensure gender responsiveness among part-
ners have been significant. However, not all 
partners have been able to integrate let alone 
promote this into their work.  

 

-­‐ Ensure that gender is more in-
tegrated within the results 
framework and indicators of 
PHAMESA as it enters a new 
phase 

 

Pg 52 

-­‐ There is no explicit effort around environ-
mental integration but indirect opportunities 
have been identified to integrate and pro-
mote environmental issues as part of 
“healthy environments” within the selected 
sites 

-­‐ Integrate environmental aspects 
when conducting baseline as-
sessments with partners and 
beneficiaries 

 

Pg 52 

 
 
1. Results Based Management 
PHAMESA is currently managed by objectives and interventions. It does not articu-
late overall programme results and does not have systems in place to monitor or man-
age results.  
 
1.1. In order to measure and report on results, PHAMESA must start to manage 

around results which include planning, monitoring, budgeting and reporting 
around results. This will help the programme become more integrated and 
demonstrate more meaningful impact. 

1.2. As a first step, PHAMESA must go back to the drawing board to establish a 
common theory of change to establish the changes it wants to contribute to 
based on the problem identified (and not based on objectives, i.e. what we 
want to do, or interventions, i.e. how we do it).  

1.3. The theory of change should be the basis for the development of a results 
based logic framework that identifies results (or changes) at the different 
levels: output, outcome and impact.   

1.4. Underlying Results Based Management is the key principle of collective ac-
countability.  Planning with all relevant players to ensure ownership and ac-
countability is key to the planning process.  

1.5. The results based logic framework will be the basis on which to identify 
measurable and meaningful indicators as well as baselines and targets for each 
indicator. Measuring progress is dependent on the establishment of baselines 
for each indicator so as to enable the programme to measure progress over 
time. This will form the basis for results based monitoring and evaluation 
plan.  

1.6. Results need to be managed throughout the management cycle including the 
budgeting stage. Results based budgeting will need to replace the activity 
based budgeting.  
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1.7. In terms of human resources, positions and job descriptions need to reflect 
the management of results.  Appropriate management functions should be es-
tablished to lead this process. Job descriptions should be performance based 
or at the very least clear on what specific result(s) the job is aiming to contrib-
uting to.  

 
2. Management Processes 
Management systems and procedures to support the effective programme implemen-
tation and expansion of PHAMESA need to be strengthened.  
 
2.1. The process of strategic planning should be systematic, consistent and inclu-

sive. Systems should be in place to allow for collective accountability and 
ownership of the programme. This means a more decentralised approach and 
management of the programme.  

2.2. It is important to nurture an internal culture of monitoring, reporting, sharing 
and learning. More regular internal narrative reports, such as those used in 
East Africa, promote a culture of reflection and sharing of lessons learned out-
side of official reporting requirements.  

2.3. Monitoring should be a more integrated process that takes within planning 
and with programme staff.  

2.4. Collectively developing meaningful and measurable indicators and baselines 
for the overall programme is critical for measuring progress and advancing the 
programme as a whole.  

2.5. There is an opportunity for improved internal communication. One platform 
that may be relevant and useful is KARL (http://karlproject.org) which is an 
open source web system for collaboration, organizational intranets, and 
knowledge management 

2.6. Learning should be promoted across the regions. The same way in which 
South Africa is a learning site for the Southern Africa, a learning site could al-
so be identified and invested in East Africa. 

2.7. As PHAMESA enters a new phase, there is an opportunity to adopt a more 
strategic and decentralised approach to resource allocation. Funding at coun-
try level should be anchored within the IOM country strategies that country 
level stakeholders can mobilise around. This means establishing a system of 
planning that involves IOM country offices and Chiefs of Missions more 
closely. In addition, the programme should also be anchored more closely 
with the regional strategies of the IOM regional offices in both Southern and 
East Africa  

2.8. Also on resource allocation, PHAMESA needs to strike a balance between 
(i) prioritising countries and sites and making sufficient funds available for 
these and (ii) supporting all countries to fulfil their obligations to the WHA 
resolution on migrant health by providing financial as well as capacity support 
determined by and aligned to the IOM country strategy. 

 
3. Management Structure 
The overall internal PHAMESA management structure has largely evolved to reflect 
the programme’s components. There are several challenges with the current manage-
ment structure which need to be addressed in moving forward. 
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3.1. In this regard, as PHAMESA moves into a new phase, it would benefit from 

revising its current management structure to accommodate a structure that re-
flects management functions to ensure the achievement of overall pro-
gramme results instead of only programme components. This proposed revi-
sion of the management structure would also be more in line with the new 
proposed results framework of PHAMESA, which looks to be results based 
instead of based on programme components. The programme components 
would then form part of the interventions or activities that collectively lead to 
results.  

3.2. It is recommended that a Senior Management Team (SMT) be established, 
which would include senior regional staff from each of the regional teams as 
well as relevant staff from selected country offices including migration health 
country coordinators. This SMT should establish clear terms of references 
aimed at providing guidance on overall programme planning, monitoring, 
budgeting, reporting, etc. The role of the team and its individual members 
should be clearly stated. This would help to address the challenges around col-
lective ownership and accountability.  

3.3. An organisational arrangement should be explored to ensure that: (i) 
PHAMESA is not associated with a country office and (ii) PHAMESA is not 
headed by a country chief of mission.  

3.4. PHAMESA would benefit from clarifying the roles and authorities of each 
regional teams and the relationship between the two for the benefit of the 
overall programme 

 
4.  Programme Components 

 
4.1. Service Delivery and Capacity Building.  

-­‐ This evaluation has found that the real value of SDCB is around capacity 
building of governmental and non-governmental entities; 

-­‐ The approach around SBCC and gender responsiveness should continue to be 
promoted and adapted to different countries and in East Africa;   

-­‐ In ensuring access and use of services, SBCC needs to be seen as one element 
within “HIV combination prevention” as outlined in the global UNAIDS In-
vestment framework. In this regard, it is important for PHAMESA to promote 
the other activity areas as well as the social and programme “enablers” (see 
UNAIDS Impact Investment Framework 2011). 

4.2. Research and Information.   
-­‐ It is important that the rich baseline generated at the beginning of the pro-

gramme be complemented with end-of–programme data to fully measure pro-
gress in knowledge and behaviour. In this regard, it would be useful to con-
duct similar studies or even rapid assessments such as KABP with targeted 
communities to compare levels of knowledge as well as the extent of the orig-
inal problem and whether it has been mitigated or not. 

-­‐ Most Indicators are process or activity based and do not have baselines.  
4.3. Advocacy and Policy Development 

-­‐ It is critical for advocacy efforts to be clearly defined using similar criteria so 
as to provide clear and consistent guidance and for the programme to be better 
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able to be measure progress across the board. A useful guide in this regard is 
the “Guide to measuring advocacy and policy, ORS, 2001” 

4.4. Regional Coordination.  
-­‐ Regional coordination can only benefit from having a more solid overall pro-

gramme where its role in terms of facilitating regional work but also in sup-
port to countries should be made clearer.   

-­‐ With the wealth of experience accumulated over the recent years around re-
gional coordination on migration health in Southern Africa, it would be useful 
to document lessons learned including models and approaches used either 
with one specific stakeholder such as SADC or on a specific issue such as TB 
in the mining sector. This would be useful for learning purposes but also 
would benefit current similar efforts in East Africa.  

-­‐ There is a real opportunity for PHAMESA II to be increasingly shaped by the 
specific migration health dynamics and experiences in other sub-regions in-
cluding East Africa as well as the Indian Ocean and the Horn of Africa.  

 
5. Sustainability and Cross-Cutting 
5.1 Capacity building interventions with national and local government depart-

ments and service providers to design and manage their own programs in a 
sustainable basis should be continued in the next phase of PHAMESA, espe-
cially in those countries where this capacity is still weak.   

5.2. It is important to continue to emphasise the need for PHAMESA to provide 
support in a sustainable way by avoiding parallel processes that may not have 
the potential to be absorbed by government service providers.  

5.3. Ensure that gender is more integrated within the results framework and indi-
cators of PHAMESA as it enters a new phase 

5.4. Integrate environmental aspects when conducting baseline assessments with 
partners and beneficiaries 
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