Workshop: Implementation of tailored interventions
for vaccine uptake: Engaging underserved
communities

At the 18th European Public Health Conference (EPHC 2025) in Helsinki, the
RIVER-EU project organized a 1-hour scientific workshop and roundtable discussion on
Wednesday, 12 November 2025. The session showcased how participatory,
context-specific interventions can remove health system barriers to vaccination and
promote equity for underserved communities.

RIVER-EU has worked with five underserved communities across Europe to identify
and remove barriers to HPV and MMR vaccination. Using a participatory approach and
the PIET-T transferability model, the project assessed six evidence-based interventions
through 25 workshops and 39 interviews/focus groups with communities and
stakeholders. These interventions were then tailored to local contexts and implemented
in close partnership with community members.

The workshop presented the outcomes of these implementations and highlighted key
opportunities, challenges, and lessons learned.

Full transcription of the workshop.
Michael Edelstein:

And another particularity or another added value is that there's a lot of discussion about
vaccine hesitancy and vaccine confidence. And of course, it's a very important issue to
tackle. But in River EU, we decided to focus on system barriers, on the side of the
health care system, looking at how we can make changes to improve vaccine uptake.
And very quickly, it's a large consortium of eight countries that were divided into two
groups. One thing we did was looking at positive examples, examples of underserved
communities that managed to achieve high vaccine coverage. And we have three
examples-- the Somali community in Finland, the Arab community in Israel, and the
Bangladeshi community in the United Kingdom. And then we took lessons from these
communities and transferred them to five communities in four countries that you're
going to hear from today-- the Ukraine migrant community in Poland, the marginalized
Roma community in Slovakia, the refugee populations in Greece, and Turkish and



Moroccan adolescents in the Netherlands. So today, we're going to hear about our
experience from intervening in these five communities in these four countries. So I'm
going to hand over to my co-chair, Tomara, who will tell you a little bit more about
knowledge transfer and introduce the speakers. Thank you.

Tamara Schloemer:

Thank you very much, Michael. Yeah, that's really a pleasure to be here today and to
introduce to you our project. So | would like to, yeah, start with introducing a little bit
about knowledge transfer. So what we did was the specific aspect of RivierU is that we
wanted to engage, as you can see in the title, underserved communities. So not only
finding interventions that we think might be suitable for them, but really to work with
them. And this is building a bridge between what we've heard. If somebody of you was
in the plenary, then we've heard sharing best practice, that's the key word. But how to
do? We don't know how to do often, because we really don't grab the needs on site. So
what we did is we looked into the literature, and we looked at evidence-based
interventions that were successful in other contexts, and we assessed if they would be
transferable to our underserved communities by working, collaborating, and co-creating
knowledge together with them. So this is something that is not an easy task, and | think
we will hear a lot from our speakers today. So what we found is that one approach with
health promoters might be adaptable in all countries. And we had some other
intervention approaches that were also used that were very specific in each of the
countries. But now | would like to hand over to all our speakers that can speak a little bit
more about how these interventions were found, and how they look like, and the whole
implementation process as well. So our speakers are, | see, | start with Daniela
Pilakovska-Bovakova, | hope that's right, from Safarg University in Kosice in Slovakia.
And then we have Janine De Zeo, University of Groningen in the Netherlands. And
Maria Ganczak, from the University of Silona Gora in Poland, and Pania Kanaki, and
now | will say the whole civil law non-prolepsis. It's the Prolepsis Institute of Greece. So
it's a pleasure to hear from you. And | would like to hand over to Daniela to talk about
the intervention in Slovakia. Thank you so much.

Daniela Fifakovska Bobakova:

Hello, everybody. Pleasure to be here. So first of all, maybe just a few words about
characteristics of our target population. So | will start with marginalized Roma
population. As many of you maybe know, Roma are among the most disadvantaged
ethnic minorities in Europe. And yet, they represent a very heterogeneous group. Half of
the Roma in Slovakia reside in so-called marginalized Roma communities. And what



you can see there is a generational poverty, discrimination, institutional neglect, and, of
course, also problems with assessing services, including health care. And due to their
history of discrimination and institutional neglect, their trust and willingness to engage in
any kind of the project or research might be difficult. So this is, in short, marginalized
Roma communities in Slovakia. And | will hand over to Janine.

Janine de Zeeuw:

Yes. So thank you very much. And indeed, it's a pleasure to be here and also to share
what we are doing with all of you. So in the Netherlands, we have been working with the
Turkish and Moroccan communities. And also to give you a little bit of background,
people with Moroccan or Turkish migration background, they have moved to the
Netherlands since the '60s. They mainly reside in the four larger cities in the
Netherlands. But of course, they are also living in cities like Groningen, so in the north
of the Netherlands. And if you compare the HPV uptake, you see that it is really much
lower as compared to the national uptake. So what we know from the data is that it is
around 10% to 20%, so really substantially lower as compared to the national uptake.
So that's giving you a little bit of context on the Dutch community we have been
focusing on.

Maria Ganczak:

Hello, everybody. | will talk a little bit about our community, which is Ukrainian migrants
and refugees in Poland. So just to let you be familiar with what was going on with
Ukrainians in the last decades, | would just very, very shortly give you this information
that, as you all know, as the result of the Russian invasion in 2014, we were inviting, we
are hosting mainly male working-age economic migrants from Ukraine. And this
landscape shifted, notably with the escalation of Russian aggression in 2022. And since
then, refugees, but primarily highly educated women and children, have been arriving,
making a shift from economic to forced migration. So this surprised us and forced us to
redefine our target population. Ukrainian migrants and refugees are a mobile, diverse,
and hard-to-reach community. So this posed a challenge for us researchers regarding
the outreach in this project. And finally, HPV immunization rate in Ukraine has not been
reported so far to the WHO, but from some very, very scant publications, we may
estimate it as low as 1.7%. And this vaccination is not free of charge. and the patient
has to pay for, or the parent has to pay for this vaccination. Thank you. Over to Pania.

Pania Karnaki:

Thank you. Very nice to be here. Thank you so much for attending the workshop. In
Greece, we work with migrants and refugees. The particular situation with Greece is



that this group is very diverse. So we have migrants and refugees coming to Greece for
different reasons, escaping political unrest, escaping war, but also people who are
seeking a better life, escaping poverty. And so we have migrants and refugees having
diverse migrant journeys, diverse destinations, diverse cultures, diverse countries. And
this was our main challenge because it's not a homogeneous by no means group. And
we worked with diverse settings. We worked with schools. We worked with many, many
different community leaders. The problems that this group faces in terms of accessing
vaccination services are mainly structural and we also had to deal with other issues like
low health literacy and insecurities and many other issues coexisting with vaccination
like occupational uncertainty, low educational attainment.

Michael Edelstein:

Thank you for introducing the populations you worked with. Can you tell us a little bit
about the intervention that you developed? How was it developed? How was it
implemented? The challenges that you encountered in terms of implementation? So
maybe we'll go in the same order.

Daniela Fifakovska Bobakova:

When working with marginalized Roma communities, we mainly focused on the most
prominent barrier, and that is that there was a lack of information in a culturally
competent form that would be reaching these communities so they were basically not
informed about HPV, HPV vaccination, prevention, nothing from that was present in the
communities at the time when we started our intervention. So Our goal was to bring that
information to people and enable them to make informed decisions about vaccination.
So we closely cooperated with our partner, Healthy Regions, to deliver intervention
tailored to the needs and wishes of community members. Healthy Regions is actually a
contributory organization of the Ministry of Health that started as an NGO, but now it's
under the state. and it's funded from European funds as well. And Roma Health
Mediators represent or are also known as health promotions assistants. These are local
men and women who are extensively trained to deliver educational sessions to increase
health literacy of community members and also to bridge them with healthcare
providers. We used this existing network to organize and deliver educational sessions
for parents in community centers, but also for children at schools. And Roma Health
Mediators also played a crucial role in subsequent navigation and assistance
throughout the vaccination process. So this is, in short, the intervention. Janine.

Janine de Zeeuw:



Thank you. So now we move back to the Netherlands. So in the Netherlands, we have
identified also the same barrier as Daniela just mentioned, and we also decided
together with the communities to select the intervention and to adapt the intervention to
address this barrier of this insufficient delivery of tailored information to both
communities. In the Netherlands, we really had to start to set up a network and to select
and also to identify potential health promoters we could collaborate with to tailor the
intervention to the community. And also, what was really a wish from the community
through the whole transferability adaptation was that not only the health promoter would
be there to provide the educational sessions to the community members, but also there
was this need for a health professional. that would be there just in case there were any
medical questions. And also this is a valued and trusted person by the community
members. So together with the community members and also the health professional,
we really co-creatively developed the training materials and it was adapted continuously
before we had a final version that we used for the first educational sessions. But it was
still adapted through the whole implementation of the intervention as well. That's what
we basically did in the Netherlands.

Maria Ganczak:

Thank you, Janine. In Poland, we at first had many, many focus groups, discussions,
and individual discussions with our Ukrainian community members. Despite the main
barrier, which both my colleagues have just mentioned, which is the lack of information,
there was a very important barrier, which is called the lack of trust in this community. It is
the lack of trust in the government, in the health care workers as a group. and in the
products, which means vaccinations. So there are also a very strong anti-vaccination
movements in Ukraine. So we had, in the start of the intervention, to deal with all these
problems, to the lack of trust, which was enormous. So just to make you-- to give you a
quick example, we as researchers were absolutely convinced that we would be the best
source of information for our Ukrainian community. However, they immediately stated
that they don't trust us, Polish experts. just because there's maybe a big pharma behind
us. So all these cars we are just using, all these houses in which we are living, who
knows how they were built or got. So we started just from this very point. to increase the
trust. How we did it? According to their requests or their comments, we hired Ukrainian
GPs working in Poland. So they were the healthcare workers who delivered information
regarding HPV. for our Ukrainian parents through educational sessions. And every
session was just took two hours. It was in a nice conference room, in a fancy hotel, and
catering was also available, et cetera. So we managed to skip this or to avoid this
barrier, which is the lack of trust, and to arm these migrants and refugees in knowledge
they should acquire. And This intervention was composed of four components:



outreach, education, navigation, and provision. So outreach, we invited all Ukrainian
parents eligible for our intervention, parents of children from the age of 9 to 17, to
participate in our study, and we invited them through the net of primary care clinics in
Zeschow. This is the Polish, the capital of the Polish province, which borders Ukraine.
So we were sure that we will get as many Ukrainians as we wanted for our project. So
that's from the Polish side.

Pania Karnaki:

Thank you, Maria. So in Greece, our intervention focused on working with health
promoters, who were people well-known in the communities. But through the
co-creation that we did, we also realized that migrants and refugees do look up to health
professionals. and they did want health professionals present. So we did work with
doctors, doctors mainly. It was necessary to train our health promoters and our health
professionals in aspects of cultural awareness and what issues to consider when
discussing about vaccinations. And given the diversity of the population in Greece, the
migrant and refugee population in Greece, we worked in very different settings. One of
our main implementation sites, let's say, was a multicultural school. And this was-- we
had access to many parents. But we also worked with religious leaders in religious
settings, in workplaces. So it was really very diverse, the way we implemented our
intervention. Co-creation and participatory methods were implemented from the
beginning, and we were able to adapt based on what the target group told us.

Tamara Schloemer:

Yeah, thank you so much. So you had a lot of preparation work to really get this
intervention. right to really serve the needs of your specific populations. So then, when
you had prepared these interventions, you implemented them for a longer period of
time, and what challenges did you face during these implementation periods, and what
were changes that you needed to make during the process Thank you.

Daniela Fifakovska Bobakova:

So with marginalized Roma communities, there were, of course, some challenges that
we were able to foresee. And we, already in the design, made some solutions to
different challenges. So one of the challenges, of course, that you need to bring that
educational sessions as close to the community as possible. So we were looking for
community centers, but these community centers are equipped very poorly oftentimes,
so you don't have a chance to present PowerPoint presentations or to play the videos
which were recorded and tailored to the wishes of the target population. So we also
prepared banners from which we can present information and We also had to take into



account that around 18th of each month, people get social benefits and they go
shopping. So during that time, we will not organize any educational sessions. No one
will come. And there were also some challenges that we were not able to foresee. We
kind of counted with low engagement of primary care providers. Because in Slovakia,
the only health care professionals who are entitled to vaccinate children for free, in this
age group which is eligible for free vaccination, that is between 12 and 14, they are
overburdened, they are burnt out, they don't want to engage in any activities that are
beyond what is necessary, so curative medicine, mandatory vaccinations, mandatory
checkups, et cetera. So we had to kind of design it in a way that we will take off the
burden of their shoulders rather than add something. That's why using roma health
mediators to engage with communities, to organize educational sessions, to navigate
people, was the better solution than ask primary care providers to provide information to
their patients because they don't have time for this. Then a big challenge was not
related as much to intervention itself as to the research because we of course wanted to
evaluate, but that comes with questionnaires and informed consents and people are not
willing to share their personal data. So that comes with a careful explanations again and
again that how we will use this data, how we will treat your data, and that by signing
informed consent, you don't agree to vaccination. You only agree to share the data from
the questionnaire, et cetera. So we had to be very careful about this. And also, mothers
often came with children. because traditionally Roma families are bigger. Many mothers
have maybe 4, maybe 8 children. And the youngest children, which are not at school,
were at our sessions. So we had to be careful about language and explanation
because, of course, HPV is a sexually transmitted disease. And in many communities is
this still the case that talking about sex is perceived as something disgusting. So we
have to pick up words carefully. So these are just a few challenges, but maybe
colleagues will share more.

Janine de Zeeuw:

Yeah, so in the Netherlands, we, of course, also faced challenges. And | think for us, the
main challenge was to really reach the community. We had to start with a lot of activities
to reach out to community members. And we started a collaboration with NGOs in two
cities. And that's really Also, a recommendation that if you want to undertake community
initiatives, reach out to centers or to NGOs that already have an established network
within the community, because that really gave us the opportunity to organize these
activities. At the same time, it was also a challenge to build this trust with the health
promoters affiliated to the NGOs or to the community centers. Because also, for them,
they might be involved in different projects. There is different initiatives. So that's also a
challenge to really build trust. So to not only take maybe information or activities, but it's



also crucial to bring back results, for example, or to bring back other things that go
beyond the project. So really, the connection was a challenge for us. And | didn't
foresee that in the beginning, but it was more difficult for us to connect with the Turkish
community members as compared to the Moroccan community members. So that was
also a challenge that we faced. And What is also really a challenge and also a big
lesson, | think, that we learned is although you think that you have, for example,
developed material that is culturally tailored, it's really crucial to collaborate with persons
from the communities to really ensure that you use the correct words. It's not only about
language, but it's simple words, it's culturally tailored words. How do you, indeed,
explain about the transmission on HPV, some communities really want to know about a
lot of details. For others, it's more a sensitive topic. And you also really have to consider
the regional differences, for example, because of course we work with two different
communities, but also if you work with a community, for example, in Froningen, it can be
different as compared to Utrecht. So that was also something we really had to be very
careful about. And that was really a challenge to find the right words, to find the right
language. And also, in that sense, the health promoters were, of course, crucial in this
part.

Maria Ganczak:

Thank you. In Poland, we faced numerous challenges and unexpected events. The first
one was that in the beginning of the project, we were dealing with Ukrainian migrants,
as | have just mentioned. And then in February 2022, there were we were facing
enormous exodus of Ukrainian refugees. And during the first year, 2022, there were 18
million refugees crossing Polish-Ukrainian border. So we had to re-adapt our -- and
rethink our project regarding the target population, which also was time consuming. And
we wanted also to invite these new members of Ukrainian community for our focus
groups discussions and individual discussions. And then the other challenge was a
change in legislation around payment for HPV vaccination. Because maybe you don't
know, but Poland was the last European country, which just gave up with this costly
HPV vaccine. And in 2023, so in the third year of our project, our government decided to
make it free of charge. So again, we had to change our information about the vaccine
itself just to readapt our brochures, leaflets, presentations, et cetera. So that was
another challenge. And Regarding this new members of Ukrainian community, which
were refugees, they were very much convinced that they that we would be forcing them.
to have this HPV vaccination, which is not mandatory in our national immunization
program, as well as in Ukraine. So we had to reassure them that this program, RiverEU,
is explicitly for them. And that with the help of this program, project, we are giving them
a chance to protect their children from HPV-related cancers, the chance that they would



not have in their home country. So we started reassuring them that we are just giving
them the fishing rod instead of fish. And this fishing rod was obviously the chance for
vaccination. If they take this chance, it would be absolutely up to them. So this was
another challenge. Money, money, money. So we had to pay our Ukrainian GPs working
in Poland to participate in our project. to give all our participants coupons for some
shopping. The same refers to our Ukrainian receptionists, health coordinators, and
vaccination nurses. And last but not least, the most significant change was in the third
month of the implementation of this intervention. So a 13-year-old boy took his first dose
of Gardasil vaccine, and six days after, he was hospitalized with the viral meningitis. and
a very thorough investigation confirmed that there were no adverse effects following this
specific immunization. Nevertheless, this news of the hospitalization has spread
throughout the Ukrainian community, especially through social media, and it caused a
dramatic decrease in their participation in our educational sessions as well as in
vaccinations. So we immediately, we as a research team immediately met with our
Ukrainian GPs and we decided to shift the intervention format to switch it from group to
individual sessions. So we approached parents who were already attending their GP
clinics and accessing the population through this network of GPs. It worked well. So
thank you and Panya, the floor is yours.

Pania Karnaki:

Thank you. So in Greece, our challenges basically stem from the fact that we had such
a diverse population group. This required a very long preparatory phase to identify the
suitable promoters, to identify suitable settings, a lot of repeated visits, a lot of
communication that had to happen before we actually intervened. Another challenge
was the fact that vaccination for this underserved population is by no means their first
priority. There are many everyday struggles that people have to deal with, so
vaccination is not definitely, it's not the top of their list. We had, because of the diverse
population and diverse cultures especially, we had to adapt our materials, change our
language, be very careful of our language. Our health promoters had to change their
approaches according to the people, the country that we had to work with. Many
organizational issues. We should not underestimate the organizational issues. When,
where was also, for us, was really a big deal. Even when we worked with the schools,
where you would assume that things could be more controlled, we still had to take into
consideration many different organizational factors.

Michael Edelstein:

So after all these challenges, what happened? Can you tell us a little bit? | know that it's
not fully done and fully final and some of these interventions are ongoing, but can you



tell us a little bit about the impact of the work, what worked, what didn't work? Do you
have any numbers to share or experience?

Daniela Fifakovska Bobakova:

Regarding numbers to share, We already have. They might not seem at the first glance
to be like striking numbers. It's not like 90 percent vaccine coverage, no. But what we
were able to achieve is that with the children affected by our intervention, we were able
to come closer to the national average, or at least to the regional average, because in
our region, the vaccination rates are the lowest from Slovakia. And it also taught us
some lessons, especially regarding participatory action research, which guided the
whole process we went through when designing and implementing intervention. And my
advice would be, don't do participatory action research just on the paper. Of course, it's
extremely time-consuming, extremely demanding, but it's definitely worth it. And plan
wise, because as it is so demanding, it might happen that your stakeholders will have a
workshop fatigue. So don't plan like too much, plan wisely, but definitely do it and don't
ask for the feedback without taking action, because that damages the credibility. Then
the flexibility is, of course, important because never ever everything goes as planned.
So maybe just keep the core and flex the form, like have a stable messages, adjustable
delivery based on available technology, et cetera. And maybe | would highlight the trust.
because that is a currency. That is mistrust spans systems, vaccines, messages,
providers, outsiders. So for us, working with trustful intermediaries and then maintain
the trust was crucial. So you need to show up reliably, be clear, non-coercive, align
words with actions, and definitely protect the mediator's reputation, because they are
taking the risk by opening the door for you.

Janine de Zeeuw:

Yes, so for us, we're still in the data entry phase, also still doing some work on the
educational sessions, so we're in a different phase still as compared to you. But what |
can already share with you is that the sessions are really highly appreciated by the
community members. And what we really see is that not only from the sessions itself,
but there's really this snowball effect that through others, we just get questions to the
health promoters on additional questions in relation to vaccination, but also in relation to
other health-related aspects. So | think it's, of course, very relevant that people can
make informed decisions in relation to their HPV vaccination, but it also resonates in
other activities. And what we see-- but as | said, we're still in the implementation phase.
the intention to vaccinate is increased as compared to the measurement before the
intervention. As Daniela indicated, indeed, one of the biggest lessons learned also for
the Netherlands was that trust and collaboration and co-creation is really key in



collaboration with communities, and especially on the topics such as vaccination that's
really important to ensure that your message is common across, that your intervention
is culturally tailored. And indeed, flexibility. You think you plan ahead, but you really
have to adapt the implementation of your intervention. You should think out-of-the-box in
terms of what you would like to do and what you would like to plan. You really should
plan your activities in alignment with activities from the community members. The
majority of the sessions were done, for example, in the evenings, or during the
weekends, or indeed when children could also just join the session. And there was
somebody else present who kind of took care of the children. So that you should be
very flexible in that approach. And it's crucial to trust the health promoters in that sense,
because they really know what fits the community and what is best to invite community
members and how to organize these activities.

Maria Ganczak:

Thank you. So in Poland we are in the face of presenting results and what we know now
from the intervention that the knowledge level increased after this educational
intervention, and no matter gender or age or socioeconomic status, et cetera, et cetera.
And in all questions, as we see before and after or pre and post evaluation, so we were
very successful regarding the knowledge level. in this intervention and regarding the
intent to vaccinate a child, we were successful regarding mothers. However, we were
not successful regarding fathers. So P value is 0.06. This means that even if we
increase knowledge in all possible ways. Even if we provide our participants with the
skills to make decisions regarding vaccination, et cetera, there are still some reluctant
persons, mainly males. So we've got, in the future, to tailor our interventions separately
for mothers and for fathers, using different tools, a sequence of tools, maybe, to reach
what we would like to reach. And regarding vaccination rates, among only separately
these parents who are participating in our study. So from 0 to 18%, we increased the
vaccination uptake, which is more than 10 times more than in Ukraine. So | think that it's
still a success. we were not expecting 90% of vaccination rate after the intervention.
And regarding, | mean, all children who were registered at our vaccination point, so it
was just two times more. So it means that every single parent just, just to visualize this,
every single parent took another parent to the vaccination point to vaccinate this very
child. And indeed, our mothers usually stated, when they were just sitting and waiting
for the vaccination, that they were so happy just knowing more about HPV from our
educational sessions that they immediately informed their colleagues, coworkers,
neighbors, relatives, sisters, whoever, that there is a chance. So why not to go and
vaccinate their children? And regarding lessons learned, so | will not just repeat what
my distinguished colleague have just said. Trust is earned, not given, so build trust to



highlight teamwork. One site does not fit all, so build your intervention on previous
research. However, don't hesitate to adapt and to transfer it. And of course, consider the
help of various stakeholders, numerous stakeholders. Now | would like to refer to my
favorite Beatles song, which is Don't Pass Me By. Of course, this song, by the way. OK,
some people-- Can you sing it? I'm not a good singer. My son plays guitar, but he's not
here. So, yeah, so don't pass me by, which means don't pass migrants by. And this also
means that you need to try to wear their shoes. and do everything, every intervention
with the help of migrants. There's one lesson learned, which is quite stressful for us
experts in the field. | entitled it, Not all that glitters from above is gold. And this means
that sometimes we experts treat migrants sort of patronizingly, which means that we
know, we think we know better than anyone else. So try to be, to find this, you know,
middle somewhere. Two are better than one, which means that for Ukrainian migrants
specifically, they want as many information channels as possible, so leaflets, brochures,
educational sessions, but also, for example, a science festival we have organized in
which there was tents, balloons, you know, some gifts for children, et cetera, something
like that. Check, check, and recheck. So continuously monitor intervention. Identify
problems early and evaluate this intervention. Don't let others repeat your mistakes. So
share the failures, not only successes, but we would love to share only successes. | just
give you some feedback about our failures. And another Beatles song, but it's just the
end of my speech. It's a long and winding road. So community engagement is not
enough. To succeed, we need to include health systems, and they are really essential
for continuity. Thank you.

Pania Karnaki:

What can | say now? And | won't repeat the lessons learned. In terms of results, we
have positive results. We're still analyzing our data for satisfaction with the material and
the educational sessions and the intention to vaccinate. Very quickly, the lessons
learned, adapt, be flexible, be creative, improvise. Everything that was said happened
also to us. trust, allocating enough time, being sincere and answering questions very
sincerely. Promoters are very significant people who use, in a good way, unexpected
allies. We did have unexpected allies in our intervention, whether it was members of the
target group that stepped up to help us overcome some problems that we encountered.
Children, migrants may be diverse between them, but their children unexpectedly
shared common values, so we use this in a good way. And finally, offer solutions for
structural barriers, no matter how well our educational sessions were. At the end of the
day, you had to offer solutions for the structural barriers that this underserved population
encounters. So I'll stop.

Michael Edelstein:



Thank you to all the panelists. We have a few minutes for questions, and I'm sure some
of you are involved, either from the operational side or the academic side, in
implementing public health interventions in complex population, underserved
populations, and here you have collectively | can say collectively decades of experience
uh in this work so if you have any questions on uh any aspects that we touched on that
now is the time does anyone want to open okay so maybe oh there's a question over
there great.

Question 1 from the public:

can you hear me? yeah okay. We were thinking that we rarely have a community in any
group, which is homogeneous. You often find people who are positive from the start.
And of course, one way that we have learned to reach people who are difficult to reach
is to use peers, people from their own community who can talk to them. So maybe you
mentioned that, as there was a lot of information. What's your experience of working
with mothers who are already positive to their children or their girls-- their children,
actually, getting HCV, et cetera? Thank you.

Daniela Fifakovska Bobakova:

This peers aspect, | think, that occurred in all of our interventions and within the
marginalized Roma communities, Roma health mediators are really actual peers. They
live in the communities. Of course, they are trained to deliver health-related information
to make that bridge between community members and healthcare professionals, but
they stay and live there with the people. They possess all the possible trust that they
know the families, they know the dynamics of the community, and they have trust of the
people. So That's what we borrowed a little bit from them. Yeah. Yeah. And also with the
children, we trained our medical students to deliver sessions for children with us in
cooperation, and that work all worked also very well.

Maria Ganczak:

Yeah. Regarding the Ukrainian community, they were not willing to get information from
the members of the other members from this community, just because they again
received their knowledge as very poor plus, they would suspect that these community
members would get some money from big pharma. But what we managed to do is to
train Ukrainian students working, studying in Poland. And that's what our Ukrainian
community members accepted. So there is a hope that even if we finish this project,
they will just take this role of educators. So this is just for your question.

Michael Edelstein:

Is there any other questions? We have one more minute. Last chance.



Question 2 from the public:

How have you been able to mitigate some of the risks to the health promoters in
working with the community when they're in a different role and how they're able to then
continue to be both that peer, but also working in a health promoter role? Similar to what
we were just talking about. How do you observe those risks?

Pania Karnaki:

Yeah, | wouldn't call them exactly risks. What we realized by doing the co-creation and
the participatory work was that it wasn't enough, but for the audience to increase trust
towards the intervention, we understood that we also needed the health professionals to
be present. Most of the work was done by the health promoter, and they stepped up and
did an amazing job, really, many times stepping up, translating, or doing things that
unexpectedly happened and they had to deal with. But having the health professional
there increased trust and credibility. So That's what we did, at least, in Greece. Other
risks-- | can't say that we encountered other risks towards the promoter.

Michael Edelstein:

Do you want to add anything? | think we're out of time. So | just want to finish by asking
each of the presenters for one sentence, one piece of advice. Summarize five years of
work in one sentence for someone to work. Well, that's impossible. If you had one piece
of advice to give to someone who would start on this journey, what would it be?

Daniela Fifakovska Bobakova:

Don't underestimate the knowledge that lies right in front of your eyes in that
communities. They will guide you. Let them guide you.

Pania Karnaki:
| would say adapt, be flexible, be creative, improvise in your delivery methods.
Maria Ganczak:

| would say be prepared for this long, bumpy, and winding road. And additionally, please
listen to them first, before you start the intervention, because This is the main
knowledge which we then use for our projects.

Janine de Zeeuw:

Yeah, so | think it's really crucial to start co-creation really at the beginning, even before
the project. | mean, this collaboration, this co-creation in our project. It has been part of
a project, but | think it's really crucial. to start it from the beginning and to not only work



with community members, health promoters, but also with professionals or even

program managers who can also ensure sustainable effects of the project that you have
been doing.

Michael Edelstein:

Great. Thank you very much. Thank you.
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