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1. CONTRIBUTION TO PUBLIC HEALTH AT THE EU LEVEL 
1.1. Mission, vision statement and values 

Mission, vision and overall purpose 
Médecins du monde (MdM) – Doctors of the World, the hosting organisation for the European 
Network to reduce vulnerabilities in health, is an independent international movement of 15 
organisations working across the world, both at home and abroad since 1980, and led by volunteers. 
More than half of MdM programmes are domestic (a 160 health programmes across Europe). Our 
main mission is to provide access to healthcare through freely accessible frontline medical and social 
services for people and communities who face barriers to the mainstream healthcare system. Through 
innovative socio-medical programmes, data collection and patients’ and communities’ empowerment 
in claiming their right to health, we advocate for universal access to preventive and curative 
healthcare. 
 
Our vision is that of a world where barriers to health have been overcome and where healthcare is 
acknowledged a fundamental human right with effective access for all. This implies that national public 
health systems should be built on solidarity, equality and equity, open to everyone regardless of ethnic 
origin, gender, financial resources, sexual orientation, residency or social status, etc. Health coverage 
should be universal. 
 
Universal access to healthcare cannot and should not be achieved by NGOs and voluntary associations 
creating parallel systems. Therefore, when setting up programmes, Network members do not compete 
with or replace an existing healthcare offer. Instead, our programmes take place in the ‘margin’ and 
serve to facilitate access to mainstream health services. We also use our experience of innovative 
patient-centric care to raise awareness among healthcare providers and authorities about how to 
effectively integrate people facing vulnerabilities into the mainstream healthcare system. We always 
work in partnership with other civil society actors – both on local, regional, national and European 
levels, creating wide alliances when needed in order to obtain social change: we empower smaller 
organisations and support the creation of self-support groups, and raise awareness about health issues 
with other advocate groups. As often as possible, we build a constructive dialogue both with other 
healthcare professionals and with health authorities. 
 
Our overall purpose is to build societies where barriers to health have been overcome, and where 
health and healthcare are acknowledged a fundamental human right. In order to achieve this purpose 
on a European level, there is a need for a European network that brings together relevant civil society 
partners that share best practices on how to provide and obtain health services adapted to multiple 
vulnerabilities, and that provide EU institutions and Member States with data that is not captured by 
national health monitoring systems. The guiding values of this network are social justice, 
empowerment, solidarity, activism, independence and balance (e.g. between service delivery and 
advocacy). 
 

Problem analysis for the Network’s main activities 
The Commission recalls that addressing health inequalities “requires policies which include both 
actions to address the gradient in health across the whole of society and actions targeted to the most 
vulnerable1”. Concerning the latter, ‘vulnerable groups’ can e.g. be found in high incidence and 
prevalence rates. For instance, injecting drug users across Europe are disproportionally hit by hepatitis2 
and the ECDC reports that individuals from high incidence countries, prisoners, drug addicts, 
alcoholics, undocumented migrants, homeless, etc. are more likely to have TB. 

                                                 
1 Report on health inequalities in the European Union, Commission Staff Working Document (2013) 328 
2 PERSPECTIVES ON DRUGS: Hepatitis C treatment for injecting drug users. European Monitoring Centre for Drugs and Drug 
Addiction. Updated 20/05/2014. Prevalence rates vary from 18% to 80%. 

http://ec.europa.eu/health/social_determinants/docs/report_healthinequalities_swd_2013_328_en.pdf
http://www.emcdda.europa.eu/attachements.cfm/att_212353_EN_EMCDDA_POD_2013_Hep%2520C%2520treatment.pdf
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Yet defining ‘vulnerable groups’ in a static manner ignores the subjective, interactional and contextual 
dimensions of vulnerabilities, as well as their dynamic nature, as described by social scientists such as 
Delor & Hubert3. Two individuals in the same difficult situation do not necessarily take the same risks, 
and a given individual does not necessarily have the same vulnerability in different contexts, in 
different relationships, and at different points of his or her trajectory. In reality, everyone is likely to 
be ‘vulnerable’ at a given moment in his or her life. 
 
On the other hand, many members of “vulnerable groups” are actually quite resilient. One example is 
the “healthy migrant effect”, the observation that recent migrants are generally healthier than native-
born populations in spite of the fact that they frequently have a lower socioeconomic status and less 
access to healthcare services4. Therefore, when tackling health inequalities through targeted actions, 
the concept of ‘vulnerability’ seems more useful, inclusive and yet at the same time more precise 
than ‘vulnerable groups’. 
 
In the experience of Network partners, here are some circumstances that can make a given person 
‘vulnerable’. These vulnerability factors can be related to 
 
- mental health:  low self-esteem; post-traumatic stress symptoms; being a victim of violence 

(including institutional forms of violence); addiction; social isolation; homelessness; psychiatric 
pathologies; impact of discrimination & stigma (for ethnic, sexual or gender identity reasons; 
related to sex work or drug use; related to serological status, etc.); 

 
- ethnic origin, migration and residency status: language barriers or illiteracy – difficult access to 

information; difficult access to specific legal help; personal migration history (exile, isolation, 
feelings of failure, financial or sexual exploitation, acts of violence suffered); racism and 
xenophobia; criminalisation of migration; specific gender issues (e.g. migrant women or LGBTQI); 
specific institutional violence because of migration status with the loss of many rights (work, free 
movement, fear and actual risk of being detained and expulsed, etc.); 

 
- social situation: lacking financial resources or administrative address; indebtedness; difficult 

access to justice, to education (health literacy), to housing or to healthy nutrition; gender issues; 
dangerous working conditions and labour exploitation; unemployment; family circumstances (e.g. 
single parent, carer for a dependent child or adult, children of parents with addiction or mental 
health issues); specific negative impact of social deprivation on children’s development; being an 
elder. 

 
- chronic illness or specific diseases: discrimination and stigma (e.g. related to HIV or TB), possible 

loss of employment, increased social isolation. 

 
- barriers to access care and poor quality of care exacerbate vulnerabilities: administrative and  

financial barriers; lacking knowledge about rights & procedures; discrimination; low-quality of 
follow-up by healthcare providers (e.g. chronic diseases), etc. Barriers can also lead to an 
interruption of care, dangerous to both individual patients and public health (e.g. antimicrobial 
resistance), as we have observed in Greece5. 

 

                                                 
3 Delor F., Hubert M. Revisiting the concept of ‘vulnerability’. Social Science & Medicine 50 (2000) 1557-1570. 
4 Domnich A., Panatto D., Gasparini R., Amicizia D. The “healthy immigrant” effect: does it exist in Europe today? IJPH - 2012, 
Volume 9, Number 3 
5 In Greece, the particularly low rate (3.3%) of patients which had not been treated before coming to the MdM Greece health 
clinics, indicates frequent breaks in continuity of care (due to the economic crisis and subsequent austerity measures that 
affected the poor worst). 
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Legal barriers are the greatest challenge, which is why we are focussing on a legal analysis of the 
structural and legal barriers that effectively exclude people from accessing essential public services 
such as health. Evidently, people can (and often do) accumulate several vulnerability factors and these 
have a mutually reinforcing effect. 
 

Evidence base 
In the 19 countries covered by our network today, we find significant gaps in access to preventive and 
curative healthcare, as documented through the data we systematically collect on the social 
determinants of health and the patients’ state of health. Such data should be robust and comparable 
across countries. This is why MdM has invested a lot of effort over the last 10 years in improving the 
quality of its routine quantitative data collection, in which an increasing number of freely accessible 
first line socio-medical clinics participate. The complete methodological process is described in the 
2015 SGA application. In short, we try to obtain that for every patient consultation by a health 
professional and support worker, at least one of three standardized, multilingual, common 
questionnaires is used (the social, medical and follow-up medical questionnaire can be downloaded 
by clicking on the hyperlinks). The questionnaires allow us to obtain an analysis of demographics and 
countries of origin, legal status, reasons for migration, living conditions, social isolation, work and 
income, violence, coverage of healthcare costs, barriers to accessing healthcare, giving up seeking 
healthcare, perceived health status (physical and psychological), health conditions, acute and chronic 
disease and necessary treatment. 
 
The previous reports of the MdM International Network Observatory on access to healthcare offer a 
representative sample of both the programmes run by the Network, the main groups served and the 
vulnerability factors they face. Hereunder some of the key results of the 2013 data collection (based 
on 29,400 consultations across 25 cities in eight European countries): 
- 26.1% of patients who have received support, perceived their health to be bad or very bad (27.6% 

said the same about their mental health), despite the median age being 32; 
- 70% of the minors on average had not been vaccinated, or did not know whether they had been 

vaccinated, against hepatitis B, whooping cough and measles; 
- 65.9% of pregnant women had no access to antenatal care when we first met them; 
- 93% were living below the poverty line; 
- 11.4% had no fixed abode – 34.8% felt their housing was affecting their or their children’s health; 
- 15.6% had no-one they could rely on if they needed it; 
- 5% were nationals and another 14.9% are EU citizens;  
- The average length of stay of foreign nationals before coming to consult was almost three years; 

their declared reasons for migration were mainly economic (48.1%), for political, religious, ethnic 
or sexual orientation reasons (23.7%). Personal health reasons were extremely rare (2.3%), 
demonstrating how the discourse on health tourism (for destitute migrants) is without foundation. 

- 56.5% had no right to reside – 48.6% are non EU-citizens and 7.9% were EU citizens 
- 60.7% of individuals without permit to reside said they restricted their movement or occupation 

due to fear of arrest; 
 

- 76.3% of patients who agreed to speak about violence reported having experienced it on at least 
one occasion. 72% of victims originated from the Near or Middle East. We noted as well that about 
20% of the reported violence occurred after arrival in the host European country. 
 

- 64.5% of patients had no coverage for healthcare charges when they first came to MdM centres; 
22% said they had given up trying to access healthcare or medical treatment in the course of the 
previous 12 months. 

 
- More specific data is available in the 2013 report that was published in May 2014. 

https://mdmeuroblog.files.wordpress.com/2014/08/social-form-int-obs-2014.pdf
https://mdmeuroblog.files.wordpress.com/2014/08/medical-form-int-obs-2014.pdf
https://mdmeuroblog.files.wordpress.com/2014/08/medical-reconsultation-form-int-obs-2014.pdf
http://mdmeuroblog.files.wordpress.com/2014/05/access-to-healthcare-27-cities-10-countries-doctors-of-the-world1.pdf


 

European network to reduce vulnerabilities in health  5 / 30 

Two thirds of the patients in this sample had no healthcare coverage whatsoever when they first came 
to the programmes, meaning that most of them are invisible to national public health monitoring 
systems. As a result of being invisible, their health needs are not taken into account in the planning of 
health services or healthcare policy. Consequently, their health status or the outcome of the little care 
they receive is not being monitored, thereby making the circle of permanent invisibility complete. 
 
Healthcare systems should be effective, efficient and financially sustainable. In order to do so, they 
have to cover the whole population, leaving no gaps; in particular they should not exclude from the 
system people confronted with multiple vulnerability factors. But the results of the surveys taken by 
MdM remain consistent over the years: the major barriers to access healthcare for the people who 
come and seek healthcare in our centres are financial hardship (25%), administrative problems (22.8%) 
and lack of knowledge about or understanding of the healthcare system and their rights (21.7%)6. 
 
Based on its first line service delivery programmes and on the data collection expertise developed over 
the years, the European network to reduce vulnerabilities in health” will offer a unique source of 
robust, comparable data on this section of the population that is “invisible” to policy makers. This is 
why MdM data is regularly being used for academic analysis, as can be seen by the following academic 
examples: 
 

- Arie S. “Are migrant patients really a drain on European health systems?”, British Medical 
Journal, BMJ 2013;347:f6444. 

- Biswas, D et al. Access to health care for undocumented migrants from a human rights 
perspective: A comparative study of Denmark, Sweden, and the Netherlands. Health and human 
rights, Volume 14, No. 2, December 2012. 

- Cambridge Journals. Social Policy Digest. 2013 
- Constant A and Zimmerman K. International Handbook on the Economics of Migration. Edward 

Elgar Publishing Limited, 2013. 
- Dubois, H and Anderson R. Impacts of the crisis on access to healthcare services in the EU. 

Eurofound 2013. 
- Feinmann, J. Why ordinary Greeks need medical aid, British Medical Journal;348:g1171. 
- "Europe – Doctors warn of rising xenophobia in Europe’s healthcare systems", International 

Journal of Health Care Quality Assurance, Vol. 26 Iss: 7 
- Keygnaert I. Sexual and reproductive health of migrants: Does the EU care? Health Policy. 2014 

Feb;114(2-3):215-25 
- Legido-Quigley H, Urdaneta E, Gonzalez A, La Parra D, Muntaner C, Alvarez-Dardet C, Martin-

Moreno JM, McKee M. Erosion of universal health coverage in Spain. The Lancet, Volume 382, 
Issue 9909, Page 1977, 14 December 2013. Followed by an article in the Economist: “Is Spain on 
the verge of a public health-care crisis?” 

- Miguel Ángel Royo-Bordonada, Marcos Díez-Cornell, José María Llorente. Health-care access for 
migrants in Europe: the case of Spain. The Lancet, Volume 382, Issue 9890, Pages 393 - 394, 3 
August 2013. 

- International Medical Travel Journal. Europe: Struggling healthcare systems deny access to 
tourists and migrants. April 2013. 

- Tiago Villanueva Gutierrez Arruda Marques. Refugees and migrants struggle to obtain health 
care in Europe. CMAJ. 2012 July 10; 184(10): E531–E532. 

- Triandafyllidou A. Irregular Migrant Domestic Workers in Europe: Who Cares? Ashgate 
Publishing 2013. 

                                                 
6 Results taken from the 2013 data (analysis of 29.400 consultations provided to 16.881 patients who have received support 
from 25 of our 160 European programmes providing access to healthcare. See Chauvin P., Simonnot N., Douay C., Vanbiervliet 
F. Access to healthcare for the most vulnerable in a Europe in social crisis. May 2014. 

http://mdmeuroblog.files.wordpress.com/2014/05/mdm-access-to-healthcare-europe-2014.pdf
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- Woodward A et al. Health and access to care for undocumented migrants living in the European 
Union: a scoping review. Health Policy Plan 2013. 

- Zafiropoulou M et al. Impacts of the crisis on access to healthcare services: country report on 
Greece. Eurofound 2013. 

- Verri, G. and França A. Xenophobic and Racist Legislations. United Nations Human Rights 
Council, 2013. 

 

Target groups of the Network members 
In terms of socio-medical care provision and patient empowerment, the members of the European 
network to reduce vulnerabilities in health work mainly with communities and individuals that 
experience multiple vulnerabilities. E.g. this can include drug users, sex workers, destitute EU citizens 
and Roma communities, homeless and destitute nationals, undocumented migrants and asylum 
seekers, children and women facing multiple vulnerability factors. In line with our choice to tackle 
‘vulnerabilities’ instead of targeted interventions towards specific groups, Network members never 
exclusively serve a given group thereby discriminating or denying access to their services to others. 
But we do always seek out the most underserved in a given context. 
 
Because many of these groups are so invisible, it is difficult to provide exact data about the magnitude 
of the target groups. E.g. only 11 EU MS can provide data on the number of injecting drug users (see 
most recent EMCDDA data) and the number of female sex workers across Europe is estimated to be in 
a range as broad as 0.1% to 1.4%7. Although the number of asylum applications is easy to grasp 
(Eurostat8), estimating how many asylum seekers are ‘vulnerable’ or how many EU-citizens are 
destitute or without authorisation to reside is difficult. Estimating undocumented migrant flows too 
has been proven to be quite the methodological challenge9, as is counting the number of homeless 
across the EU10. 
 
In terms of advocacy targets, there are several recent examples of where our actions have resulted in 
positive changes in the law or in practice, which we have then started to disseminate across the EU. In 
order to obtain long-lasting positive changes in accessibility of high-quality healthcare, we target: 
 
- Healthcare professionals and their national and European umbrella associations (e.g. see the 

Derecho A Curar video and campaign by Médicos del Mundo that targeted Spanish healthcare 
providers, e.g. see the training on quality of management for professionals working with young 
people with learning disabilities by the Bulgarian Family Planning and Sexual Health Association); 
 

- Local, regional and national governments (e.g. see the campaign by the Consortium of Migrants 
Assisting Organisations in the Czech Republic about migrants’ right to get proper health insurance); 

 
- EU institutions such as the Commission, the European Parliament and the Council, as well as EU 

agencies such as the FRA, ECDC, Eurofound, etc. (e.g. see the summary report of the round table 
MdM organised in November 2013 in the European Parliament, co-hosted by 4 MEPs from EPP, 
S&D, ALDE and the Greens and with partners PICUM and Eurochild, “Impact of the crisis on 
children’s and women’s health”; see the SANCO funded Nowhereland research (improving services 
for undocumented migrants in the EU) coordinated by the team that now leads the Austrian Centre 
for Health and Migration 

                                                 
7 Vandepitte J. e.a. Estimates of the number of female sex workers in different regions of the world. Sex Transm Infect. Jun 
2006; 82(Suppl 3): iii18–iii25. Estimates of male sex workers would be even more difficult to obtain. 
8 See http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Asylum_statistics and 
http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Migration_and_migrant_population_statistics. 
9 Clandestino project. Final report. November 2009. 
10 Measurement of homelessness at EU level. European Commission (DG EMPL). March 2007. 

http://www.emcdda.europa.eu/data/2014#displayTable:PDU-01-2
https://www.youtube.com/watch?feature=player_embedded&v=GbsFF_Jn0ww
http://www.medicosdelmundo.org/derechoacurar/
http://www.safesex.bg/en/news/24-2010-03-25-09-43-55/167-2014-08-18-10-24-57
http://www.safesex.bg/en/news/24-2010-03-25-09-43-55/167-2014-08-18-10-24-57
http://www.konsorcium-nno.cz/zdravotni-pojisteni-migrantu.html
http://mdmeuroblog.files.wordpress.com/2014/01/summary-mdm-nov-2013-roundtable.pdf
http://mdmeuroblog.files.wordpress.com/2014/01/summary-mdm-nov-2013-roundtable.pdf
http://www.nowhereland.info/
http://www.nowhereland.info/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2576726/#!po=78.5714
http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Asylum_statistics
http://epp.eurostat.ec.europa.eu/statistics_explained/index.php/Migration_and_migrant_population_statistics
http://clandestino.eliamep.gr/wp-content/uploads/2010/03/clandestino-final-report_-november-2009.pdf
http://ec.europa.eu/social/BlobServlet?docId=114&langId=en
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Adequacy of our activities with the social, cultural and political operating context 
All the Network core partners have a track record in serving the most marginalised communities, 
seeking to deliver services in an innovative way, meeting individuals and groups in their own territory, 
reaching out to them and responding to their needs in an appropriate and respectful manner. 
 
Multidisciplinary prevention and healthcare provision through active outreach 
About 15% of MdM programmes are healthcare and advice centres for the access to healthcare and 
social rights. Doctors, social workers and sometimes legal aid professionals collaborate in order to refer 
patients to the mainstream healthcare system but also to offer urgent care before the referral is 
effective. Many teams also include mental health professionals who work in the same way. 
 
However, the vast majority (85%) of MdM programmes are mobile, proactively going to the places 
where people having the most difficulties in accessing mainstream healthcare services live: doing 
street work, visiting squats and slums, going to isolated villages and islands, and going to partner 
organisations working with different groups. We adapt our working hours to those of the people (e.g. 
sex workers, drug users and homeless people are more likely to be met in the evenings), as well as our 
methods (e.g. rapid HIV and hepatitis tests when needed). Some more specific programmes are 
dedicated to the fight against female genital mutilation, or to specific vulnerabilities like being 
homeless and having to deal with mental health problems or disabilities, or to health promotion and 
protection for sex workers or to the Roma communities, etc. All our work is free of charge to the service 
users, as a principle in all our actions, but also thanks to the high proportion of volunteers. 
 
Healthcare professional volunteers as ambassadors for change 
MdM makes the deliberate choice to work with volunteers: they make up 90% of our teams. Strict 
criteria are applied in recruiting them, and we offer regular trainings and frequent debriefings 
(preferably after each consultation): the most marginalised must access the best quality healthcare, 
because their needs are even higher than those of the general population. Including the volunteers, as 
much as possible, in strategic discussions empowers them in order to become active ambassadors for 
people facing multiple vulnerability factors. Their experience as volunteers allows them to raise 
awareness among their colleague health professionals about social determinants of health and how 
to deal with vulnerabilities. Their direct experiences with migrants, sex workers, drug users, Roma, 
transgender people, etc. also make them particularly legitimate when confronting negative 
stereotypes and stigmatising discourse in their places of work (but also sometimes among family 
members and friends). 
 
Peers as ambassadors for change 
Network members try, as often as possible, to work with peer support workers, or cultural mediators. 
This gives better inside knowledge of the communities thanks to peers’ experience, more effective 
interventions and greater project credibility; better ownership of and participation in the project; and 
greater self-reliance. 
 
Raising awareness about the importance of Europe 
Most of our volunteers (more than 5.000 across Europe) are health professionals and support workers 
who play a key role in informing their colleagues and peers about vulnerabilities in health. Before 
stepping up our European advocacy strategy, MdM volunteers lacked awareness about the 
increasingly important EU role in health. MdM recently held several public debates about Europe’s 
role in health policy. For instance, the MdM France hosted ‘Revue Humanitaire’ (120,000 website 
visitors / year) has recently dedicated an entire edition to EU health policy and social protection: “Accès 
aux soins et protection sociale : une autre Europe est-elle possible ?” Several European partners such 
as the European Public Health Alliance, the European Social Observatory, Global Health Advocates and 
the TB Europe Coalition also contributed. 
 

http://humanitaire.revues.org/
http://humanitaire.revues.org/2880
http://humanitaire.revues.org/2880
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MdM has regularly been mentioning EU health policy issues in donor publications and the wider media. 
For instance, one of the most recent editions of the Spanish Médicos del Mundo magazine to donors 
(31.000 printed copies sent to individual donors and 10.000 printed copies for general distribution in 
the national and regional offices) was entirely dedicated to Europe, “Europa enferma: El acceso a la 
sanidad de las personas en situación de mayor precariedad”. 
 
It is difficult to provide an extensive overview about all the media work done by individual network 
members, but as an example: the presentation of the most recent MdM European publication (May 
2014) with a focus on pregnant women and children generated about 240 printed and online written 
articles across Europe, about 217.000 Facebook views and more than 7 million Twitter views, 3 
television reports (including one primetime Spanish TV show Intermedio with an estimated 3 million 
viewers) and 4 radio reports. In March 2014, team members of MdM Greece participated to a Euro 
parliament TV report on an MEP committee country visit to Ireland and Greece: Assessing the work of 
the Troika: an overdose of austerity or a remedy for Europe’s weakened economies? 

 

Civil dialogue processes at Union level 
In 2007, the hosting organisation of the Network (MdM) created the HUMA network (Health for 
Undocumented Migrants and Asylum seekers) with the financial help of DG SANCO11. HUMA published 
a report that covered access to healthcare legislation in 11 EU Member States, and another report on 
access to healthcare in Cyprus, Malta, Poland and Romania. Its members also drafted and circulated a 
petition12 among European health professionals – declaring that they will not deny treatment to 
patients whatever their residency status – that was signed by 147 health professional bodies and was 
submitted to the European Parliament13. 
 
With this newly proposed Network to reduce vulnerabilities in health, we want to build further on the 
HUMA expertise by moving from an exclusive, targeted approach (limited to undocumented migrants 
and asylum seekers) to a broad, inclusive approach, focusing on vulnerabilities instead of on two 
specific vulnerable groups. Two partners of the European network to reduce vulnerabilities in health 
have been former HUMA network members: the Polish Association for Legal Intervention (SIP) and 
Slovenian Philanthropy. 
 
Since 2012, the MdM International Network stepped up its European advocacy in order to obtain more 
universal healthcare coverage across Europe. As a recognised INGO, we regularly turn to the 
institutions of the Council of Europe in order to obtain better protection of fundamental rights: 
- E.g. regular reporting to the CoE Human Rights Commissioner, 
- Comments on country reports concerning the application of the European Social Charter and filing 

of collective complaints (e.g. n° 67/2011 leading the Committee of Ministers to adopt Resolution 
CM/ResChS(2013)6) 

- Written contributions & participation to hearings related to work of PACE members, resulting in 
Parliamentary Resolutions, e.g. PACE Resolution 1946 (2013) on “Equal access to health care” 

 
Towards the European Parliament: 
- Regular sharing of our data and findings on gaps in access to healthcare with MEPs, which have 

been the basis of several written questions by MEPs to the Commission; 

                                                 
11 Title of the initial proposal: AVERROES Network – Improving access to health care for asylum seekers and undocumented 
migrants in the EU. 
12 Find the European Declaration of health professionals here: http://mdmeuroblog.files.wordpress.com/2014/01/european-
declaration-health-professionals.pdf. 
13 The Declaration has contributed to the outcome of EP resolution of 08/03/2011 on reducing health inequalities in the EU 
(2010/2089(INI)). 

http://www.medicosdelmundo.org/index.php/mod.biblio/mem.detalle/id.389/relcategoria.4999/relmenu.133
http://www.medicosdelmundo.org/index.php/mod.biblio/mem.detalle/id.389/relcategoria.4999/relmenu.133
http://europarltv.europa.eu/en/player.aspx?pid=63b45818-e5aa-4360-b6bd-a2dc009c74df
http://europarltv.europa.eu/en/player.aspx?pid=63b45818-e5aa-4360-b6bd-a2dc009c74df
https://wcd.coe.int/ViewDoc.jsp?Ref=CM/ResChS(2013)6&Language=lanEnglish&Ver=original&Site=COE&BackColorInternet=C3C3C3&BackColorIntranet=EDB021&BackColorLogged=F5D383
http://assembly.coe.int/nw/xml/XRef/Xref-DocDetails-EN.asp?FileID=19991&lang=EN
http://mdmeuroblog.files.wordpress.com/2014/01/european-declaration-health-professionals.pdf
http://mdmeuroblog.files.wordpress.com/2014/01/european-declaration-health-professionals.pdf
http://www.europarl.europa.eu/sides/getDoc.do?type=TA&reference=P7-TA-2011-0081&language=EN&ring=A7-2011-0032
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- Regular participation in hearings and written contributions: e.g. with MEP Jean Lambert on a 
Resolution on the impact of the crisis on access to care for vulnerable groups – 2013/2044(INI)), 
with MEP Alejandro Cercas on a Resolution on employment and social aspects of the role and 
operations of the Troika with regard to euro area programme countries – 2014/2007(INI)); 

- Round table in November 2013 on the Impact of the crisis on children’s and women’s health co-
hosted by 4 MEPs from the EPP, S&D, ALDE and the Greens and presence of 5 other MEPs + 95 
participants. See the 5 page summary about the event on www.mdmeuroblog.wordpress.com. 
MEP Antonio LÓPEZ-ISTÚRIZ WHITE, Secretary-General of the EPP, declared at our event: “I believe 
that all people, whatever their residence status, have right to accessible universal healthcare and 
this is what we need to maintain in the whole of the EU.” 

 
As a member of the Fundamental Rights Platform of the EU Agency for Fundamental Rights, we provide 
regular input into their work e.g. see the several MdM quotes in the 2011 FRA publication “Migrants 
in an irregular situation: access to healthcare in 10 European Union Member States”. 
 
As a member of PICUM, the Platform for International Cooperation on Undocumented Migrants 
(including board membership and chair of the health work group) and EPHA, the European Public 
Health Alliance, we provide regular input into their EU policy work. E.g. active contribution on health 
to common NGO Recommendations to Urgently Address Criminalisation and Violence Against 
Migrants in Greece (March 2014). 
 
As a member of the EU HIV/AIDS Civil Society Forum, we intend to raise more awareness about the 
barriers to HIV testing, care and treatment that add hurdles for people facing already many other 
vulnerabilities. MdM also increasingly collects routine data on HCV, HBV and HIV prevalence (including 
whether service users have had previous screening opportunities and are aware of their serological 
status). As a member of the European Initiative on Hepatitis C and drug use (Correlation), we share the 
expertise we have developed on innovative screening techniques for HCV, on harm reduction through 
education about intravenous injection, and on working with peer educators.  
 
In the past two years, we have had several meetings with DG JUSTICE (including written contributions 
about Roma health14, part of the Roma integration strategies) and DG SANCO officials, presenting some 
of our findings. We learnt more about how they work and the scope of their mandate. We have also 
written to the Commission to launch two “alerts” about the access to pre- and perinatal care as well 
as vaccinations for children in Greece. In March and September 2014, we met with Health 
Commissioner Borg, discussing the Commission’s role in defending undocumented migrants’ basic 
right to healthcare towards Member States. 
 
Examples of other EU-wide advocacy work: 
- During EUPHA’s 5th European Conference on Migrant and Ethnic Minority Health in Granada, MdM 

had 3 oral presentations including a plenary session, 7 posters and a parallel session on 
undocumented migrants and HIV, together with PICUM and EATG. We also actively contributed to 
disseminating the Granada Declaration (asking for better protection of ethnic minorities’ and 
migrants’ health) that was later on sent to the EU stakeholders); 

- Participation in the DG SANCO workshop on discrimination in health at the 2013 Gastein health 
forum, key speech at the 18/03/14 DG SANCO Conference 'Health in Europe, making it fairer' 

- The data we produce are regularly used in academic work on the impact of the crisis, e.g. work by 
Eurofound on the Impacts of the crisis on access to healthcare services in the EU (which in turn 
was used in European Semester work), work by the European Economic and Social Committee 

                                                 
14 See also the 09/2014 “Roma Health Report - Health status of the Roma population - Data collection in the Member States 
of the European Union” with significant contributions by MdM France. 

http://www.europarl.europa.eu/oeil/popups/summary.do?id=1284376&t=d&l=en
http://www.europarl.europa.eu/sides/getDoc.do?type=TA&reference=P7-TA-2014-0240&language=EN&ring=A7-2014-0135
http://www.europarl.europa.eu/sides/getDoc.do?type=TA&reference=P7-TA-2014-0240&language=EN&ring=A7-2014-0135
http://mdmeuroblog.files.wordpress.com/2014/01/summary-mdm-nov-2013-roundtable.pdf
http://www.mdmeuroblog.wordpress.com/
http://fra.europa.eu/en/publication/2012/migrants-irregular-situation-access-healthcare-10-european-union-member-states
http://fra.europa.eu/en/publication/2012/migrants-irregular-situation-access-healthcare-10-european-union-member-states
http://picum.org/picum.org/uploads/publication/Recommendations%2520to%2520address%2520criminalisation%2520and%2520violence%2520against%2520migrants%2520in%2520Greece_March%25202014.pdf
http://picum.org/picum.org/uploads/publication/Recommendations%2520to%2520address%2520criminalisation%2520and%2520violence%2520against%2520migrants%2520in%2520Greece_March%25202014.pdf
http://ec.europa.eu/health/sti_prevention/hiv_aids/civil_society_forum/index_en.htm
http://www.hepatitis-c-initiative.eu/
http://www.eupha-migranthealthconference.com/?page_id=1766
http://ec.europa.eu/health/social_determinants/events/ev_20140318_en.htm
http://www.eurofound.europa.eu/publications/htmlfiles/ef1385.htm
http://ec.europa.eu/health/social_determinants/publications/index_en.htm
http://ec.europa.eu/health/social_determinants/publications/index_en.htm
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about discrimination in healthcare among Roma throughout Europe, articles in the Lancet, the 
British Medical Journal, Prescrire… 

 
For practically all our EU advocacy work and high-level meetings, we work with professional volunteers 
who have experience in the field that is being debated (e.g. a paediatrician would go to a hearing about 
child vaccination issues, a Roma health mediator to an event about national Roma integration 
strategies, a social epidemiologist to an expert meeting on health information systems, etc.). Bringing 
in experts from the field brings authentic voices to the policy debate. It is also an opportunity for the 
volunteers to understand and appreciate the European policy context. 
 

1.2. Strategic relevance and contribution to the Third Health Programme and other 
relevant EU policies 

Relevance to the Third Health Programme 
In order to contribute to decreased EU-wide health inequalities and to more resilient health systems 
across Europe, better equipped to deal with the vulnerabilities that contribute to health inequalities, 
the key strategic objectives of the European network to reduce vulnerabilities in health will be to 
increase capacity and skills among network members on reducing (multiple) vulnerabilities in health. 
This will ensure that people facing multiple vulnerabilities get access to higher quality preventive and 
curative care in the programmes run by Network members as well as in mainstream healthcare 
systems. The Network’s common data collection will allow more academic analysis on vulnerabilities 
to be produced within the broader health inequalities knowledge stream. It will also provide local, 
regional, national and EU health authorities with an enlarged evidence based knowledge concerning 
vulnerabilities in health that can be integrated into health policy-making. The activities related to these 
objectives will primarily contribute to specific and operational objective 3 of the Third Health 
Programme (innovative, efficient and sustainable health systems) and also support specific and 
operational objective 4 (facilitate access to better and safer healthcare). 
 
Providing a bottom-up perspective on health inequalities 
Regulation 282/2014 that defines the Third Health Programme clearly shows how important, in the 
context of the economic crisis, addressing health inequalities and the promotion of equity and 
solidarity are considered. For one, reducing inequalities in health is important for the purposes of 
achieving ‘inclusive growth’. ‘Europe 2020: A strategy for smart, sustainable and inclusive growth’ also 
recognises the importance of “combating poverty and social exclusion and the reduction of health 
inequalities to ensure that everybody can benefit from growth”; and “identifying ways to ensure better 
access to health care systems” is explicitly part of the Commission’s ambition. The importance of 
reducing health inequalities has already been acknowledged by the Commission in the past. For 
instance, the EU-funded Joint Action on Health Inequalities (2011-2014) and the Marmot reviews led 
to many useful insights, confirming that there is a social gradient in health (the lower a person’s social 
position, the worse his or her health) and that income, unemployment levels and levels of education 
are important drivers of health. 
 
Nevertheless, a population approach to health inequalities and social determinants by itself does not 
provide enough information for health policy making. For instance, the Marmot reviews showed how 
behavioural risk factors such as smoking, alcohol and drug use, physical inactivity and obesity increase 
towards the lower ends of the social gradient. Other research suggests that health literacy levels 
decrease in function of income and education levels15. And yet “the most advantaged groups are often 

                                                 
15 Comparative report on health literacy in eight Member States. HLS EU – European Health Literacy Project 2009-2012. 

http://eur-lex.europa.eu/legal-content/EN/TXT/HTML/?uri=CELEX:32014R0282&from=EN
http://ec.europa.eu/eu2020/pdf/COMPLET%2520EN%2520BARROSO%2520%2520%2520007%2520-%2520Europe%25202020%2520-%2520EN%2520version.pdf
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better resourced to take advantage of population-wide interventions16”; the poorest of the poor often 
do not benefit from classic lifestyle interventions17. 
 
There is a knowledge gap about health inequalities: a bottom-up perspective is missing that can 
actually explain e.g. why some people might not be able to access healthcare despite their higher 
education, why an important number of children from destitute parents remain unvaccinated despite 
the fact that a local municipality offers vaccinations for free, or why providing information about the 
negative consequences of drug use or unhealthy eating habits doesn’t actually lead to changed 
behaviour and better health. In order to fill this knowledge gap, the existing population approach 
needs to be complemented by concrete experience coming directly from people confronted with 
multiple vulnerability factors and by the health professionals working with them. The quantitative and 
qualitative data collection proposed by the Network, including patient testimonies and case studies, 
de jure and de facto legal analysis of the access to healthcare systems, the identification of good 
practice and evaluations of innovative integrated patient-centric care formats, can help build policies 
that will effectively tackle health inequalities. 
 
Reducing health inequalities is not the sole responsibility of the health sector, but resilient healthcare 
systems that are better equipped in dealing with multiple vulnerabilities and that collect relevant data 
about social determinants of health can certainly contribute to reducing them. Similarly, healthcare 
providers with experience of meeting the needs of patients with multiple vulnerabilities, will also be 
better equipped to deal with more straightforward patient needs. If health information data stemming 
from national monitoring systems is completed with ‘invisible’ data, not currently captured by the 
regular system, policy makers will be better equipped to build healthcare policies. This will lead to a 
greatly improved quality of care and patient safety. 
 
Based on the data collection expertise of partners such as MdM18 or the Center for Health and 
Migration in Austria, the European network to reduce vulnerabilities in health will be able to develop 
common indicators that offer a unique and comparative insight, a ‘barometer’ of the degree of 
accessibility of Member State healthcare systems towards the most vulnerable, for example 
concerning the basket of care (depth of coverage) and affordability (degree of co-payment). In 
addition, analysing legal and administrative barriers to obtaining public healthcare coverage can 
complement national monitoring tools that measure what share of the population is actually covered. 
 
Network members have expertise in collecting and comparing the following quantitative and 
qualitative data: 
 
- national and regional legal frameworks that regulate access to healthcare for authorised residents, 

destitute authorised residents, asylum seekers, undocumented migrants, (destitute) EU citizens, 
(unaccompanied) minors – specific analysis work has also been done concerning legal and 
administrative barriers to infectious or vaccine-preventable disease prevention, testing, care and 
treatment; to termination of pregnancy; and to protection against expulsion of seriously ill 
undocumented migrants without access to adapted healthcare in their country of origin; 

                                                 
16 Fair Society, Healthy Lives. Strategic review of health inequalities in England post-2010. The Marmot Review. 
17 One example to illustrate this: a 2009 MdM survey on the Access to healthcare for undocumented migrants in 11 European 
countries showed that 82.5 % of the people who didn’t want an HIV test refused because they “did not feel the need” 
(perception of not having taken any risks) – only 1/3 of the sample wanted a test. Only 35.4 % of all people that were 
questioned knew about the possibility of a free HIV test. Moreover, 50.1 % stated not knowing whether screening is free or 
not and 12.9 % (erroneously) stated that one has to pay for a test. 
18 See, for instance, the yearly reports by the French Observatory on access to healthcare, published with the support of the 
French Health Ministry, presenting data about an extensive set of indicators. The results of the 2012 data analysis – published 
on October 17 2013, were based on 63 212 consultations with 30 560 persons in 20 Healthcare and Advice Centres (Centres 
d’accueil, de soins et d’orientation). 

http://c-hm.com/chm
http://c-hm.com/chm
http://mdmeuroblog.files.wordpress.com/2014/01/european-observatory-2009-eng.pdf
http://mdmeuroblog.files.wordpress.com/2014/01/european-observatory-2009-eng.pdf
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- demographics (sex, age, nationality and nationality) of the patients who seek support from MdM 
programmes, as well as length of stay by foreign nationals in the survey countries, reasons for 
migration; 

- living conditions: housing conditions, administrative situation, work and income, emotional 
support; 

- access to healthcare: coverage of healthcare charges, barriers to access healthcare, giving up 
seeking healthcare, racism in healthcare services, denial of access to healthcare; 

- health status: self-perceived health status (general, physical and mental), chronic health 
conditions, healthcare received before coming to an MdM programme, knowledge of chronic 
conditions prior to arrival in Europe, diagnosed health status using the WHO-approved 
International Classification of Primary Care (ICPC-2); 

- violence (type of violence, rates of violence by sex, rates of violence during different stages of 
migration); 
 

- Testimonies by patients, case studies and photo material, using methodologies that are in line with 
recent social science methodologies on qualitative data collection. 

 
The results of this comparative data collection and legal analysis can feed into Member States’ Health 
Systems Performance Assessment (HSPA) and Country-Specific Recommendations (European 
Semester) by providing performance assessment measures and indicators related to vulnerability 
factors. The Network will thereby contribute to evidence-based decision-making by fostering a health 
information and knowledge system. 
 
Raising awareness about barriers to access healthcare related to increasing EU population 
movements. In the light of the evaluation of the implementation of the Directive on cross-border 
healthcare (2011/24 – progress report due in 2015) and Directive 2004/38/EC on the right of citizens 
of the Union and their family members to move and reside freely within the territory of the Member 
States, many Network members are increasingly confronted with mobile EU citizens who have 
difficulties accessing healthcare. Last year, EU citizens (14.9%) ranked in second place after Sub-
Saharan Africans (29.4%) among the patients seen in MdM programmes. We observe several 
problems: 
- insured EHIC holders that are being denied access to public healthcare systems, 
- destitute EHIC holders who cannot afford to advance costs when required, 
- public health insurance providers unable to deliver a EHIC; consequent unreasonable waiting times 

before a patient can prove his/her health coverage status in his/her country of origin with no 
access to healthcare during this period (often > 6 months); 

- EU citizens without health insurance or revenues who overstay 3 months of residence and 
consequently lose the right to reside in the host EU country in accordance with Directive 
2004/38/EC – in most countries this group has no access to healthcare at all. 

 
Patient empowerment through greater health literacy 
Patients’ lack of knowledge about or understanding of the healthcare system and their rights is part of 
the main barriers to accessing healthcare (21.7%) for patients who come to MdM. Knowing about how 
to access healthcare is part of health literacy. Making patients aware of their rights – on an individual 
and community level – is a way of patient empowerment. By targeting healthcare professionals and 
providers, and making them aware about patients’ rights as well, and by making health authorities 
aware about gaps in information dissemination, we contribute to transparent healthcare systems that 
offer reliable, independent and user-friendly information to patients. 
 
Innovation through multidisciplinary healthcare delivery  
The Third Health Programme mentions mental health problems as a source of vulnerability and a 
significant contributor to health inequality. The economic crisis has shown to have a great impact on 

http://www.who.int/classifications/icd/adaptations/icpc2/en/
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overall mental health. In turn, poor mental health has a significant economic impact on health systems 
and on the wider economy, with implications for the potential achievement of the Europe 2020 
strategy on economic growth. As explained in part 1.1, improved mental health is clearly included in 
the Network members’ service delivery, data collection and awareness raising activities. 
 
Relevance to other European Commission policies 
Through its first line work with people confronted with multiple vulnerabilities, the European network 
to reduce vulnerabilities in health will also be able to provide the Commission with information on the 
way the following work is being implemented by Member States: 
 
- the Reception Conditions Directive 2013/33/EU laying down standards for the reception of 

applicants for international protection as well as the Dublin Regulation (EU) 604/2013 establishing 
the criteria and mechanisms for determining the Member State responsible for examining an 
application for international protection lodged in one of the Member States by a third-country 
national (national of a non-member country) or stateless person; 

- Directive 2008/115/EC on common standards and procedures in Member States for returning 
illegally staying third-country nationals; 

- Directive 2012/29/EU on establishing minimum standards on the rights, support and protection of 
victims of crime (DG JUSTICE) – Member States must bring into force the laws, regulations and 
administrative provisions necessary to comply with the Directive by 16 November 2015; 

- National Plans for Roma integration (DG JUSTICE) concerning the key area of health; 
- Free movement of persons within the EU and coordination of social security schemes (DG EMPL) 
 

EU added value and expected impact of the applicant organisation's actions 
Although healthcare systems across Europe are sometimes very differently organised, the factors 
making people vulnerable, the responses by healthcare providers and the challenges posed to 
healthcare systems concerning vulnerabilities are very similar. The fact that healthcare systems have 
a commitment to universality is acknowledged in several important reference texts including the 
Lisbon Treaty. 
 
In order to meet the goals at EU level stated by the Third Health Programme (“addressing health 
inequalities and the promotion of equity and solidarity”), civil society (including academic actors), 
healthcare providers and health authorities need to work together in order to close those gaps. 
 
This can be done through cross-country exchange of information and expertise on: 
- new models of innovative patient-centric service provision that tackle vulnerability factors in new 

ways (identification, testing and promotion of good practices, evaluations of the effectiveness of 
interventions, etc.) 

- how civil society actors can effectively provide health authorities with quantitative and qualitative 
data on vulnerabilities (quantitative data on patients’ state of health and social determinants of 
health, patient testimonies and case studies, 

- Comparing the effectiveness of health systems across the EU with regards to the most vulnerable. 
 
The organisations part of the Network are all working with people facing extreme living conditions. As 
frontline service providers reaching out to people in distress with complex physical, mental and social 
problems, they focus on meeting their urgent needs. These teams’ skills are specialised in responding 
to these urgent needs, rather than detailed data collection, advocacy or policy making. This is exactly 
why this European network is so needed. Its added value is in the creation of a space for organisations 
facing similar challenges to share, learn and develop new competencies. As a result, the communities 
we serve and the vulnerabilities they are confronted with, will become more visible; and their health 
needs more likely to be met.  
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Structure, membership and working methods & effective outreach across the EU 
In its first year, the European network to reduce vulnerabilities in health will start with core partners 
in 19 countries: 17 in EU Member States and 2 in EFTA/EEA countries: MdM organisations in Belgium, 
France, Germany, Greece, the Netherlands, Spain, Sweden, and the United Kingdom; the Center for 
Health and Migration in Austria; the Association for Legal Intervention (SIP) in Poland, the Consortium 
of Migrants Assisting Organizations in the Czech Republic, Slovene Philantropy, the Migrant Rights 
Centre Ireland, MENEDEK in Hungary, Carusel in Romania, NAGA in Italy and the Bulgarian Association 
of Family Planning. The 2 partners from EFTA/EEA are MdM Switzerland and the Health Centre for 
Undocumented Migrants in Norway. 
 
The founding members of the network will build a common understanding of vulnerabilities, how to 
address them and how to successfully advocate (together) for positive change: during a yearly business 
meeting of the network (with one representative per network member) coupled to an advocacy skill 
building training, through learning workshops, webinars and a bimonthly teleconference. 
 
Network core membership will be open and inclusive towards NGOs and academic partners across the 
EU that share a common understanding of vulnerabilities and a core set of values on how to address 
them. From the second year onwards, our method will be to actively reach out to partners in countries 
not covered yet and to include academic partners as well as local and regional authorities (e.g. the 
French association “Elus, santé publique et territoires”). Through collaborative partnerships with 
relevant civil society stakeholders (cf. part 2.3 of the application), we will ask the latter to disseminate 
invitations to NGOs and academic partners to contact us in order to explore membership, and to 
provide us with the coordinates of interesting stakeholders we can proactively contact. Furthermore, 
the participation of network members and the Secretariat team to relevant European conferences will 
provide opportunities to meet new and potentially interesting partners. Given proper funding for the 
network, our objective will be to arrive at members from at least 26 European Member States in year 
3 (2017). 

 

2. 2015-2017 MULTIANNUAL WORK PROGRAMME 
2.1. Objectives, means and methods, as well as expected outputs 
 
General objective: contribute to decreased EU-wide health inequalities and to more resilient health 
systems across Europe, better equipped to deal with the vulnerabilities that contribute to health 
inequalities 
 
Specific objectives 
1. Members of the European network to reduce vulnerabilities in health obtain increased capacity 

and skills on reducing (multiple) vulnerabilities in health through improved service delivery, 
greater patient empowerment, improved data collection and advocacy. 

 
2. People facing multiple vulnerabilities will get access to higher quality preventive and curative care 

in the health programmes run by Network members. They will obtain the skills and knowledge 
they need to get easier access to higher quality care in mainstream healthcare systems. 

 
3. Based on the Network’s data collection, academics will be able to acquire greater understanding 

about how vulnerabilities contribute to health inequalities, more academic analysis on 
vulnerabilities will be produced within the broader health inequalities knowledge stream. 

 
4. Local, regional, national and EU health authorities have an enlarged evidence base concerning 

vulnerabilities in health that can be integrated into health policy-making. 

http://c-hm.com/chm/metanavi/ber-uns
http://c-hm.com/chm/metanavi/ber-uns
http://www.interwencjaprawna.pl/
http://www.konsorcium-nno.cz/index.html?lang=EN
http://www.konsorcium-nno.cz/index.html?lang=EN
http://www.filantropija.org/en/
http://www.mrci.ie/
http://www.mrci.ie/
http://menedek.hu/
http://carusel.org/
http://www.naga.it/
http://www.safesex.bg/
http://www.safesex.bg/
http://www.espt.asso.fr/
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Methods 
The 3 year work plan is characterised by a cyclical rhythm… 
 
- Every year in February: a Network business meeting and an advocacy skill building training. The 

business meeting part will cover discussions on the state and governance of the Network, signing 
off on the budget and activities of the previous year, evaluating progress made in several areas 
and discussing strategy, validating new membership applications, etc. The advocacy skill building 
training will be about sharing successes and failures concerning advocacy and civil dialogue 
activities. 

 
- In addition to continuous dissemination activities, the release of an annual flagship publication 

(around May) featuring the results of the data collection, legal analysis and other information 
gathering. It will be launched with a press conference (2015), a dissemination event in the 
European Parliament (2016) and a high-level political event with all core and collaborative partners 
and stakeholders involved (2017). 
 

- Every year in October: an intensive learning moment (workshop) for Network members’ teams, on 
one of the four pillars of quality of service delivery, patient empowerment, gathering data or 
advocacy. 

 
…as well as by a progressive build-up 
Year 1: laying the foundations of the Network 
- kick-off meeting in Amsterdam (02/2015) to create common understanding among the 19 

founding members about what vulnerabilities actually imply (general definition, different 
vulnerability factors and how they interact) and mutual learning about advocacy; 
 

- a first Network flagship publication and common press conference concerning data collected in at 
least 8 countries in 2014 (including 8 country reports with legal analysis); 
 

- learning focus on quantitative data collection through written guidelines in order to ensure 
question reliability and validity, a 1 ½ day workshop about implementation, training of volunteers, 
encoding of results, etc. + a follow-up webinar + individual member follow-up by the data 
collection manager (part of the Secretariat team). 

 
Year 2: consolidating activities 
- at least 11 Members effectively start collecting common quantitative data by 01/2016 and more 

new Members join the Network; 
 

- mutual learning on other information gathering techniques but main learning focus on quality of 
care and patient empowerment: through 2 one day workshops followed by peer reviews based on 
objectively verifiable indicators; 
 

- dissemination of a second Network publication (with a growing evidence base) through a European 
Parliament event. 

 
Year 3: enlarging ambitions 
- at least 13 Members effectively start collecting common quantitative data by 01/2017 and 

common data collection among 15 Members will be made possible by 01/2018; 
 
- focus on capturing of lessons learned as well as their dissemination through a high-level event with 

support of the European Commission and the Maltese Presidency (proposition to be discussed with 
DG SANCO), involving all core and collaborative partners and stakeholders; 
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- further dissemination through public webinars targeted towards healthcare professionals (about 

high-quality service delivery), NGOs (patient empowerment) and academics and policy makers 
(about data collection & results) 
 

- by 01/2018 possibility to launch of a European Platform to reduce vulnerabilities in health (given 
proper funding) that can include all core and collaborative partners, with representation from at 
least 26 countries 

 
The following activities will be ongoing: 

- quantitative data collection and gathering of other information, including legal analysis, 
- methodological support to members about common data collection, 
- communication and dissemination of findings, good practices, etc. 
- European civil dialogue coordination for the Network, combined with representation activities 

of the Network by its members 
 
In summary, the milestones throughout 2015-2017 will be… 
Year 1 
- Launching the Network, 
- First flagship publication (based on the data collection already in place in 2014 among 8 network 

members), 
- Members will have acquired expertise concerning quantitative data collection, 
 
Year 2 
- More members effectively join the Network and at least 11 are collecting common quantitative 

data; Members have acquired expertise about other information gathering techniques, 
- The Network enlarges to include academic partners and public authorities, 
- Flagship publication presented at a dissemination event in the Brussels European Parliament, 
- Network members have learned from each other about how to improve their service delivery and 

about patient empowerment. Peer reviews begin and will continue until March 2017. 
 
Year 3 
- More members effectively join the Network and at least 13 members effectively collect data by 

January 2017 – 15 will be ready by the end of year 3, 
- The Network continues to expand in terms of academic partners and public authorities, 
- Flagship publication presented at a high-level European Commission dissemination event, 
- Dissemination of good practices through a toolkit and webinars, 
- launch of a Platform to reduce vulnerabilities in health that includes all core and collaborative 

partners. 
 

Expected outputs and outcomes 
Mutual learning among members of this Network will help them to become more confident, assertive 
and credible advocates towards local, regional and national policy makers in demanding change. It will 
show them what can be achieved when the data they have collected is endorsed by leading academics 
and offer them benchmarks for interventions that are possible when political will is present for 
evidence based policy. On a European level, the Network’s common advocacy will sensitize policy 
makers to the issue of vulnerabilities in health and provide options for ways that health systems can 
respond appropriately.  Together, the pressure for change at both national and European levels will 
create a critical momentum for change.
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2.2. Planning of activities for 2015-2017 
 

Activity Responsible person ‘15 
S1 

‘15 
S2 

‘16 
S1 

‘16 
S2 

‘17 
S1 

‘17 
S2 

Related deliverable 

1. Network building activities         

1.1 Drafting the network business plan and strategy 
as well as more precise membership criteria 

ENC X      Documents validated at 2015 Network 
kick-off meeting 

1.2 Developing a visual identity, logo, website and 
presentation leaflet with key messages for the 
Network  

EAC + ENC + MdM FR 
communication service 

X      Online website that produces visitor 
statistics, leaflet, visual identity guideline 

1.3 Organisation of a network kick-off meeting + 2 
annual network working meetings 

ENC + EAC X  X  X  Meeting reports & public document 
reflecting our common understanding of 
vulnerability published online 

1.4 Active outreach to potential new partners: NGO 
service providers and academic stakeholders with 
interest in tackling vulnerabilities in health 

ENC + EAC  X X X X X Additional MoUs signed with new partners 
+ needs assessment reports 

1.5 Project management activities (ongoing activities 
logging and accountancy, annual financial audit, 
interim & final contractual reports) 

ENC + PAC + External 
Financial Auditor + 
External Project 
Evaluator 

X X X X X X Yearly financial report, validated by an 
external auditor + interim & final 
contractual reports for the Commission 
3 yearly external evaluation reports 

2. Mutual learning & sharing of expertise         

2.1 Member learning needs assessment related to 
service delivery, patient empowerment, data 
collection and advocacy 

ENC + EAC X  X  X  Written reports – to be completed each 
time new members join the Network 
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2.2 6 electronic surveys about members’ needs and 
expectations before Network meetings + 6 
satisfaction surveys after meetings & workshops 

ENC + EAC + external 
project evaluator 

X X X X X X (Electronic) survey results will serve to 
adjust meeting & WS content accordingly 

2.3 advocacy skill building training: sharing about 
failures & successes & role-playing exercises 

EAC + external animator X  X  X  Meeting minutes – update at each annual 
Network working meeting 

2.4 1 ½ day ‘quantitative data collection workshop’ 
(implementation, training of volunteers, encoding 
etc.) + written guidelines + follow-up webinar 

DCM + epidemiologist  X     Written guidelines + webinar to remain 
online to ensure sustainable dissemination 
among Network members 

2.5 1 day ‘information gathering workshop’ (patient 
testimonies, case studies, photo material) 

EAC + 3 external 
academic trainers 

  X    Written guidelines online + WS video that 
will feed into the 2017 webinars 

2.6 1 day ‘quality workshop’ about how to improve 
quality of service delivery & innovative patient-
centric care 

ENC + PL    X   Guide with commonly agreed upon 
objectively verifiable indicators & best 
practices online 

2.7 1 day ‘empowerment workshop’ with help of 
grass-roots organisations representatives and peer 
workers 

EAC + PL    X   Output will also feed into quality guide to 
be published 

2.8 Peer reviews about quality of service delivery and 
about patient empowerment – matching up members 
who want to ‘test’ new methods with the help of 
more experienced members 

ENC + members directly    X X  Written report on each country visit, based 
on indicators previously developed. 

2.9 Network event – looking back on all lessons 
learned 

      X Output will feed into good practice toolkit 
as well as the 3 public webinars 

3. Data collection activities         

3.1 Ongoing data collection among Network 
members  

DCM & members 
IT 

X X X X X X Raw data to be analysed by DCM and 
epidemiologist 
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3.2 Individual support to members concerning data 
collection 

DCM + IT X X X X X X Raw data 

3.3 Intensive support of new Members starting data 
collection 

Network members with 
the help of DCM + IT 

X  X  X   

3.4 Review and analysis of data DCM and epidemiologist X  X  X  Output will feed into annual network 
flagship publication 

3.4 Legal analysis 3 x 8 Member States Network members of 
external consultant 

X  X  X  3 legal analysis reports, featuring each 
time 8 countries and updates about 
significant legal changes 

3.5 Other information gathering: testimonies, case 
studies, photo material 

Network members with 
help of EAC 

X X X X X X Used in various Network communications 

4. Dissemination and civil dialogue activities         

4.1 Yearly Network flagship publication with data 
collection results, legal analysis and other information 
gathering 

DCM + EAC + ENC + 
member contributions 

X  X  X  3.000 to 5.000 hard copies and electronic 
dissemination 

4.2 Press conference + dissemination of a short 4 page 
press kit in several languages 

EAC + members as 
speakers 

X      Press statement, press kit & media 
coverage evaluation report 

4.3 Online publication and dissemination of 3 x 8 legal 
country reports + production of a locally adapted 
leaflet targeting health professionals 

 X  X  X   

4.4 Brussels EP dissemination event with cross-party 
co-hosting by MEPs 

EAC + Members as 
speakers 

  X    EP event report with policy 
recommendations and summary of 
speeches published online + media release 

4.5 High level EC event with active support of the 
European Commission, including all core and 
collaborative partners 

EAC + Members as 
speakers 

    X  EC event report with recommendations 
and speeches published online + media 
release 
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4.6 Dissemination of lessons learned through 3 public 
webinars targeting health professionals, NGOs, 
academics and policy makers 

Entire Secretariat team 
+ Members as speakers 

     X Webinars will remain online for 2 years in 
order to ensure sustainability of 
dissemination 

4.7 publication of a toolkit containing good practices Network Coordinator / 
Advocacy Coordinator 

     X Good practices toolkit: hard copies and 
electronic dissemination 

4.8 Bi-monthly e-newsletter production & website 
maintenance 

ENC + EAC + member 
contributions 

X X X X X X Updated mailing lists 

4.9 Network representation by its members at local, 
regional and national level + presence at academic 
conferences + EU policy events and conferences 

Network members 
coordinated by EAC 

X X X X X X Bi-monthly progress reports sent to 
Network members 

4.10 Network Secretariat participation in EU civil 
dialogue opportunities (EP and EC) 

EAC X X X X X X Bi-monthly progress reports sent to 
Network members 

 
 
PL = Programme Leader (1/3 FTE) 
ENC = European Network Coordinator (1 FTE) 
EAC = European Advocacy Coordinator (1 FTE) 
DCM = Data Collection Manager (1 FTE) 
PAC = Programme Accountancy Manager (0.2 FTE) 
IT = IT processing officer (0.2 FTE)
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N° Deliverable name Resp. Content specification Delivery 
month 

Dissem 
level 

1.1 Network business plan 
Membership criteria 

ENC validated at Feb 2015 Network kick-
off meeting 

2 ER 
PU 

1.2 Visual identity ENC Logo, website lay-out, presentation 
leaflet 

3 PU 

1.3.1 Annual NW meeting minutes ENC + PL Major NW strategic decisions 2, 14, 26 ER 

1.3.2 Position paper ‘vulnerabilities’ ENC + PL Common understanding among 
Network members 

2 PU 

1.4 Additional MoUs signed ENC + PL Validation of membership at 
Network working meetings 

14, 26 ER 

1.5.1 Yearly financial report ENC + PAC Validation at Network working 
meetings + external auditor 

2, 14, 26 ER 

1.5.2 Interim & final contractual 
reports 

ENC + PL Overall Network progress report 2, 14, 26 ER 

1.5.3 Yearly external evaluation 
report 

External 
evaluator 

Overall Network progress report 14, 26, 
38 

ER 

2.1 Individual Member needs’ 
assessment reports 

ENC Concerning the 4 main pillars 3, 15, 27 ER 

2.2 Electronic survey results 
before each meeting and 
workshop 

ENC Members’ needs and expectations of 
every Network meeting and 
workshop 

1, 13, 25 
9, 21, 33 

ER 

2.3 Advocacy skill building training 
- minutes 

EAC  3 ER 

2.4.1 Written guidelines data 
collection 

DCM + PL Methodological guide helping 
members with medical / social 
service delivery to implement and 
use data collection 

10 ER 

2.4.2 Follow-up webinar data 
collection training 

DCM + 
epidemio 

Will remain online to ensure 
sustainable dissemination 

12 ER 

2.5 Information gathering 
guidelines 

EAC + ENC  14 PU 

2.6 
2.7 

Guidelines concerning quality 
service delivery & service user 
empowerment 

ENC + PL + 
members’ 
contribution 

objectively verifiable indicators & 
best practices 

22 PU 

2.8 Peer review reports Members Using the indicators previously 
developed 

22-27 ER 

2.9 Minutes of the ‘lessons 
learned’ event 

Entire 
network 

Content to feed into best practice 
toolkit & webinar 

34 ER 
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3.1 Raw data from common 
routine data collection 

DCM  1, 13, 
25, 37 

ER 

3.4 8 yearly country reports Members or 
external 
consultant 

Legal analysis of access to healthcare 5, 17, 29 PU 

4.1 Annual Network Flagship 
publication in EN / FR / ES 

Entire team All types of data collection, policy 
recommendations 

5, 17, 29 PU 

4.2.1 Press statement EAC + PL EU policy recommendations of the 
Network 

5, 17, 29 PU 

4.2.2 4 page press kit in several 
languages 

EAC + PL Summary of flagship publication and 
policy recommendations 

5, 17, 29 PU 

4.2.3 Media coverage evaluation  ENC + 
members 

Number of national / European 
articles, reports + social media 
impact evaluation 

5, 17, 29 ER 

4.3 National leaflets raising 
awareness among healthcare 
professionals (3 x 8 countries) 

EAC + PL + 
members 
doing legal 
analysis 

Good practices in tackling 
vulnerabilities & specific patient 
groups’ rights to access healthcare 

6, 18, 30 PU 

4.4 EP event report EAC Policy recommendations, summary 
of speeches, good practice examples 

17 PU 

4.5 High-level 2017 conference 
report 

EAC Policy recommendations, summary 
of speeches, good practice examples 

29 PU 

4.6.1 Webinar on high-quality 
service delivery 

ENC Targeting healthcare professionals 
and health policy makers 

34 PU 

4.6.2 Webinar on patient 
empowerment 

EAC Targeting NGOs 34 PU 

4.6.3 Webinar on data collection & 
results 

DCM Targeting academics and policy 
makers 

34 PU 

4.7 Best practice toolkit Entire team Summary of lessons learned in all 
areas 

35 PU 

4.8 Bi-monthly newsletter and 
website 

ENC + EAC + 
member 
contributions 

Relevant EU and national policy 
changes, concrete examples of good 
practices in terms of service delivery 
or patient empowerment, 
announcing relevant events, 
conferences and publications etc. 

On-
going 

PU 

4.9 Bi-monthly advocacy progress 
reports + PPT presentations 
and other materials produced 
for events 

EAC Future civil dialogue opportunities 
for the Network, representation 
activities of the past two months, 
etc.  

On-
going 

ER 
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2.3. Dissemination and evaluation of the multiannual work programme 
Stakeholder analysis 
- Local, regional and national health policy makers and their representation at EU level (e.g. 

Eurohealthnet, Eurocities, ERRIN, Euregha, etc.), national health ministries in their respective 
home countries as well as through their permanent representations in Brussels; 

 
- Local, regional and national civil society partners 

 
- European civil society networks that produce work relevant to vulnerabilities in health, including 

EPHA (the European Public Health Alliance), CPME (the Standing Committee of European Doctors) 
and related more specialist networks, EPF (the European Patient Forum), The EU Alliance for 
Investing in Children, PICUM (the Platform on International Cooperation on Undocumented 
Migrants), FEANTSA (the European Federation of National Organisations working with the 
Homeless), EAPN (the European Anti-Poverty Network), EWL and ENoMW (the European Women’s 
Lobby and European Network of Migrant Women) and others. 
 

- Academics with an interest in vulnerabilities in health, academic networks such as the French 
ADELF-SFSP, EUPHA, as well as the WHO European Office for Investment for Health and 
Development that monitors, reviews and systematizes the policy implications of emerging 
research findings on the social and economic determinants of health; the European Observatory 
on Health Systems and Policies;  

 
- European Parliament (e.g. LIBE, FEMM, EMPL and ENVI committees), 

 
- the European Commission: DG SANCO concerning health, but also 

 DG EMPL (e.g. concerning mobile EU citizens, homelessness) 
 DG HOME (e.g. migration issues) 
 DG JUSTICE (e.g. respect for fundamental rights, Roma integration strategies) 

 
- EU agencies such as the Fundamental Rights Agency, the European Center for Disease 
Prevention and Control, Eurofound, EMCDDA, the Gender Institute, etc. 

 
In order not to duplicate any efforts and to maximize mutual learning, we want to create collaborative 
partnerships with the above mentioned academic and NGO partners, most of which we already have 
formal or informal partnerships with. These partnerships would consist of giving and receiving input in 
relevant work as well as the mutual and regular dissemination of electronic materials (website, leaflet, 
reports) to their members in the 28 Member states.  
 
Dissemination strategies include: 
- Actively propose speakers at relevant EU policy events and conferences, e.g. those organised by 

the civil society networks listed above; proactively contact MEPs (e.g. those designated rapporteur 
on EP work with relevance to vulnerabilities in health) – support national Networks to do the same 
on local, regional and national levels; 

- Network website and (bi-)monthly newsletters; 
- Support Network members and their teams in the dissemination of Network website material 

(yearly Network reports, position papers, webinars) through social media. In order to ensure 
sustainability of electronic dissemination, the hosting organisation of the Network can keep its 
website online for at least two years after the end of the 2015-2017 programme; 

- Dissemination of printed Network materials during meetings with local, regional, national and 
European policy makers and at relevant policy events and conferences 

- Organisation by the Network of a 2016 dissemination event in the Brussels European Parliament, 
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- Proposition to organise a 2017 high-level dissemination event with the support of the European 
Commission and the Maltese Presidency of the EU, 

- Annual flagship publication + short leaflet in the national language, targeting health professionals 
at local, regional and / or national level. 

 
Evaluation: the Network Secretariat team will be responsible for evaluating the activities of the 
network and assessing satisfaction of Members, e.g. through satisfaction surveys after each Network 
meeting and workshop, through an annual discussion about progress made during the Network 
business meetings. In addition, an external consultant will be hired to make a yearly independent 
evaluation by speaking to members and key stakeholders about the extent to which key objectives are 
being met by the Network. 
 

1. Network building activities 

Process indicators 

Number of Network members & countries represented at 
3 effectively delivered annual Network meetings 
Number of new MoUs 

Kick-off 2015: 19 
Feb 2016: at least 24 (5 new MoUs) 
Feb 2017: at least 29 (5 new MoUs) 

Number of meeting & WS participants filling out the 
satisfaction survey 

At least 80% of participants reply 
At least 6.5 / 10 global satisfaction rate 

Number of Network participants to meetings & WS At least overall 80% participation rate 

2. Mutual learning & sharing of expertise 

Process indicators 

Number of learning needs assessment reports Kick-off 2015: 19 
Feb 2016: at least 24 (5 new Members) 
Feb 2017: at least 29 (5 new Members) 

Number of member representatives filling out electronic 
expectations survey before meetings & surveys 

On average, at least 80% of members 
reply 

Number of peer reviews among Network members 
about improving quality & patient empowerment 

At least 3 peer reviews on quality, 
At least 3 on empowerment (03/2017) 

Output indicators  

Number of members with a written advocacy strategy At least 80% of members 

Data collection written guidelines Disseminated among members before 
October 2015 

Number of members joining the common quantitative 
data collection 

Jan 2015: at least 9 members 
Jan 2016: at least 11 members 
Jan 2017: at least 13 members 
Jan 2018: at least 15 members 

Decreased missing values rates of current data collection Overall 15% reduction 

Other information gathering written guidelines Published online after the information 
gathering workshop (02/2016) 
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Number of members contributing to the yearly Network 
flagship publication with other information 

Jan 2015: at least 9 members 
Jan 2016: at least 19 members 
Jan 2017: at least 24 members 

Quality service delivery – methodological guide Published online by end of 10/2016 

Number of members with a detailed written quality & 
empowerment progress report by the 2017 ‘lessons 
learned’ event 

At least 60% of members 

Toolkit on good practices Published by 10/2017 

Outcome / impact indicators  

Higher patient satisfaction (related to SO 1 and 2) Punctual patient satisfaction surveys 

More effective referrals to mainstream services 
(SO 1 & 2) 

Punctual surveys 

Number of healthcare professionals outside of the 
Network interested in using the good practices toolkit 
(related to SO 1 and 2) 

Number of downloads of the toolkit, e-
mail requests and feedback from 
members 

Other outcome indicators to be developed during quality 
& empowerment workshops 

Members’ progress reports by 03/2017 

3. Data collection activities 

Process indicators 

Sample size social and medical consultations At least 30.000 consultations in 2015 

Number of legal analysis country reports 3 reports, featuring each time 8 
countries – published at the same time 
of the annual flagship report in May 

Number of testimonies, case studies and photos At least 2 testimonies or case studies / 
participating Member 

4. Dissemination and civil dialogue activities  

Process indicators 

Number of participants to a 2016 EP event  At least 100 

Number of participants to the 2017 high-level event  At least 200 

Number of meetings with political stakeholders / year  At least 2 MPs and 2 MEPS per member 
 and per year 

Number of readers of 6 to 12 yearly e-newsletters  At least 300 + 5% increase / year 

Number of website visitors  3000 in 2015 + 5% increase / year 

Number of participants / public webinar  At least 3 x 40 participants 

Output indicators 
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Yearly number of hard copies of Network flagship 
publication disseminated + number of downloads 

3.000 to 5.000 hard copies 
300 to 500 downloads / year 

Number of downloads of other Network deliverables: 
position papers, minutes of EP and EC policy events, good 
practices toolkit, public webinars, etc. 

 

Impact of media releases (including press conference and 
EP / EC event) 

At least a 100 media articles / release 

Number of academic conferences where Network 
members provide a presentation 

At least 3 / year 

Number of policy debates or conferences where Network 
members provide a presentation 

At least 3 / year 

Outcome / impact indicators 

Number of academic publications that refer to Network 
data (linked to SO 3) 

 Screening of publications 
 

Increased interest and awareness about vulnerabilities in 
health by  policy makers (linked to SO 4) 

Specific mentions in local, regional, 
national and EU policy texts (screening) 

 
 

3. MANAGEMENT & IMPLEMENTATION OF THE 2015-2017 WORK 
PROGRAMME 
 

3.1. Overall structure and processes regarding the planning, execution and monitoring 
Role of the Board of Directors or equivalent in setting the strategy 
MdM FR, the hosting organisation for the European network to reduce vulnerabilities in health, will 
implement the following activities, operationalized by the International Network Head Office: 
- General coordination of the Network, including ensuring regular information flow; 
- Coordination of the common data collection throughout the Network; 
- Coordination of the common European advocacy of the Network; 
- Organisation of regular Network meetings and workshops as well as organising individual learning 

opportunities between members in function of their specific needs; 
- Provision of the necessary human resources, through the International Network Head Office (DRI): 

▪ A full-time Data Collection Manager, based in Paris, 
▪ A full-time European Advocacy Coordinator, based in Brussels, 
▪ A full-time European Network Coordinator,  
▪ Part-time (1/3) supervision by the Programme Leader (the MdM International Network Deputy 

Director in charge of domestic projects, communication and advocacy), based in Paris. 
▪ A part-time (0.2 FTE) Programme Accountancy Manager and part-time (0.2 FTE IT processing 

officer) 
 
Transparent decision making 
The Network will be governed by a steering committee, composed of 1 representative per network 
member. Consensus will be sought for important decisions to be taken. If necessary, a vote can be 
organised, whereby every Network member including the host organisation will dispose of 1 vote. 
There will be at least one yearly international meeting and bimonthly teleconferences for the steering 
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committee (organized by the MdM International Network Head Office) – meeting minutes will be 
made available by mail and on a private member space on the Network website where members who 
were unable to attend will always be able to consult them. 
  
Conflict management 
Membership of the Network can be terminated by any of its members by unilateral or mutual 
agreement. In case of unilateral decision of suspension, a prior written notice must be delivered to the 
other party at least one month before the end of cooperation. In each case, a written notice shall be 
sent to the other Party by registered letter or any other appropriate means providing proof of receipt 
by the other Party. Any dispute between the Parties arising from the interpretation and the execution 
of the MoU related to the Network shall first be resolved through mutual consultations and amicable 
settlement proceedings. If no amicable solution can be found, the dispute shall be submitted to a 
competent French court of law. 
 
Risk management plan 

Identified Risk Likelihood Impact Contingency planning 

High turn-over among 
Member 
representatives 

High Loss of vital information Sufficient documentation of 
learning built in at every stage 

Decreased Members’ 
capacity to uptake and 
implement lessons 
learned because of 
significant decrease in 
(public) funding 

Medium risk 
(context of 
economic 
crisis) 

Common understanding 
of vulnerability, 
programme objectives, 
lessons learned could 
get lost. 
 
Limited capacity to 
implement data 
collection, conduct legal 
analysis and other 
information gathering  

- Sufficient documentation of 
learning built in at every stage: 
e.g. written reports after each 
workshop & meeting 
- If needed, workshops can focus 
on easily implementable ‘quick 
wins’ concerning the 4 pillars. 
- Legal analysis could also be done 
by external consultants 

New members do not 
get OK from their 
national authority on 
data protection in time 

Medium risk Planned participation to 
common data collection 
would have to be 
postponed. 

Secretariat assists members early 
on (01/15) in order to prepare and 
obtain authorisation. 

Difficulties regarding 
the implementation of 
quantitative data 
collection 

Medium risk - Data set collected in a 
particular country 
cannot be compared to 
other results. 
- Data would not reliable 
enough, not credible 
enough towards 
academics and policy 
stakeholders 

- Individual coaching by DCM 
- In case of long-term structural 
difficulties, a short-term survey 
can be set up instead of 
continuous data collection. 
- current data collection 
implementation calendar is 
realistic and not overly ambitious. 

EC doesn’t agree to 
support organisation 
of dissemination event 
in 06/2017 

Low risk Overall dissemination of 
the outcomes of the 
programme would be 
less effective. 

Ensure maximal support from civil 
society stakeholders in order to 
maximise the impact of 
dissemination efforts. 
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3.2. The Network operational capacity 
Nathalie Simonnot – working with MdM since 1993 – is Deputy Director of the MdM International 
Network Head Office, in charge of domestic projects, communication and advocacy. She led the French 
programmes of MdM FR and built the advocacy capacities, created the Observatory on Access to 
Healthcare at French level and later on also on a European and International level. Nathalie has full 
native / bilingual proficiency in French, English, Greek; full professional proficiency in German, Italian 
and Spanish; and limited working proficiency in Portuguese and Chinese. 
 
Nathalie Simonnot will act as Programme Leader for the Network and will ensure: 
- supervision of the Network Secretariat staff, 
- the overall coherence of learning activities and of the common European Network advocacy 

strategy in line with all Members’ mission and values. 
 
Dr Pierre Chauvin has a MPH and a PhD in epidemiology and public health. As Director of research at 
the French National Institute of Health and Medical Research (INSERM), he created a research group 
on the social determinants of health and health care in 2001. Since January 2014, he is at the head of 
the Department of social epidemiology of the Pierre Louis Institute of Epidemiology and Public Health. 
He is author / co-editor of 11 books and of more than 100 publications in international peer-reviewed 
journals. Dr Chauvin has full native / bilingual proficiency in French and English. He has worked with 
MdM since 1997 and, since 2006 he has overseen the analysis of the quantitative data collection 
produced at European level. His expertise is matched by a financial contribution towards his research 
team. 
 
Frank Vanbiervliet has worked with MdM since 2009. He is an experienced psychiatric nurse and a 
social & cultural anthropologist who has worked with different groups facing multiple vulnerability 
factors – sex workers, homeless people, people with both acute and chronic mental disorders, HIV-
positive and undocumented migrants. Frank has full native / bilingual proficiency in Dutch, French and 
English; and limited working proficiency in German and Spanish. After coordinating the domestic 
projects of MdM Belgium, he currently coordinates the European advocacy for MdM: 
- organising and preparing contacts between Network representatives on the one hand and EU 

stakeholders on the other; ensures daily representation of the Network towards European 
institutions and stakeholders, including building a network with other civil society actors; 

- monitoring EU policy evolutions and agenda concerning health and social policies that impact on 
people faced with multiple vulnerabilities; organising European events of the Network (e.g. round 
table in the EP) 

 
The Data Collection Manager (DCM) will: 
- elaborate and regularly update data collection tools together with the teams, coordinate the input 

of methodological experts, follow-up the quality and coherence of data continuously collected by 
members, setting up smaller-scale specific surveys when needed, 

- support field teams in the use and analysis of the data they collected, organize collective and 
individual trainings and be the focal point for the use and evolutions in the data collection software 

- coordination of the annual Network flagship report: contributing to its drafting, layout, double 
checking data (interpretations) and overall coherence, as well coordinating its actual publication: 
coordination of translations, printing etc. 

 
 
The person will need to have solid knowledge of Public Health and Epidemiology, proven coordination 
and project management skills, excellent oral and writing skills in French and English (and preferably 
also proficiency in Spanish or another language). 
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The European Network Coordinator (ECN) will: 
- ensure project management activities: logging of ongoing Network activities with regular reporting 

to members, overseeing accountancy (with the help of a 1/5 FTE accountancy support from MdM 
FR) and the annual financial audit, coordinating the interim & final contractual reports linked to 
the project; 

- ensure Network coordination: drafting the network business plan and strategy as well as more 
precise membership criteria, contributing to members’ assessment of learning needs and 
evaluation of progress, coordinating the redaction process of different written deliverables of the 
programme; 

- organisation of annual Network meetings, workshops and webinars; 
- coordination of the publication of electronic newsletters (in close collaboration with the EAC). 
  
The person will need to have solid knowledge of vulnerabilities and health, as well as proven 
coordination and project management skills, and excellent oral and writing skills in French and English 
(and preferably also proficiency in Spanish or another language). 
 

 
 
 
Financial governance and management 
The financial operations of the Network will be managed on the principle of transparency, value for 
money and accountability. The Network Secretariat team prepares the draft network budget and cash 
flow forecast which is reviewed and approved by the Steering Committee and then shared with all 
members and approved at the annual network business meeting. The secretariat ensures that the 
financial management of the network meets high standards of transparency and that value for money 
is sought for all expenditure. Ongoing record-keeping and accountancy is maintained by the qualified 
and experienced members of staff within the network secretariat using specialist accountancy 
software. It is reviewed by the MdM accountant according to French law. An external independent 
auditor is commissioned to review the accounts and deliver and audit report which is submitted to the 
membership at the Annual network meeting. 
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3.3. Budget overview in support of the multiannual work programme 2015-2017 
 

Year (a) (b) (c) Total 
costs  

Max. 
rate 

(f) (g) (h) (i) Total 
receipts 

2015 343195 21052 126860 491107 60% 294664 0 196443 0 491107 

2016 376203 19800 141970 537973 60% 322784 0 215189 0 537973 

2017 403587 20500 146530 570617 60% 342370 0 228247 0 570617 

 
(a) = direct personnel costs, (b) = general administrative expenditure, (c) = normal operation 
(f) = requested grant, (g) = operating income, (h) = applicant’s contribution, (i) = financial 
contributions given by third parties 

 

4. EXAMPLES OF RELEVANT CURRENT AND PAST APPLICATIONS FROM 
PUBLIC AUTHORITIES 
MdM Greece 
2011-2013 – €990.490 – European Refugee Fund (ERF) through the Greek Ministry of Health and Social 
Solidarity / Ministry of Labour, Social Security and Welfare – Reception Center for Asylum Seekers in 
Athens 
 
2013-2015 (24 months) – €2.228.774.00 – External Borders Fund up to 90% – Support of the First 
Reception Mobile Units Operation for the First Reception Procedures in areas that are under pressure 
by high migration flows. 
 
MdM France 
2012-2014 – €110.000 / year – National Ministry of Social Cohesion – « Prevention of exclusion and 
inclusion of people facing vulnerabilities » including €10.000 for the MdM International Network 
Observatory on access to healthcare 
 
2014-2017 – €2.063.738 – National Ministry of Social Affairs and Health – HIV, AIDS and hepatitis risk 
prevention & “Health of populations in difficulty” 
 
2014 – about 3.000.000 to 3.300.000 / year – regional health authorities throughout France 
 
MdM Belgium 
2011-2014 – €600.000 / year – National Insurance Institute for Sickness and Invalidity – operating grant 
for 2 Healthcare and Advice Centers (Antwerp and Brussels) 
 
Slovenian Philanthropy 
2014 – €24.000 – City of Ljubljana – Social counselling in the clinic for people without health insurance 
 
2014 – €16.560 – National Ministry of Health – Counselling for people without health insurance 
 
Carusel (RO) – 2013 – In-kind contribution of 400.000 syringes (€3.490) – National Anti-Drug Agency 
 
Center for Health and Migration (Austria) 
2014 – €39.876 – Department of Health, Regional Government Styria – Evaluation of 6 organisations 
providing health promotion and prevention for migrants 


