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1. CONTENT OF THE 2015 WORK PROGRAMME 
1.1 Problem analysis and evidence base for the activities proposed in 2015 

Problem analysis regarding SO1 – mutual learning 
Although healthcare systems and their responses to specific vulnerability factors can be very different 
across Europe, the overall factors making people vulnerable in health and the challenges posed to 
NGOs working to tackle these vulnerabilities are very similar. Most (health) NGO organisations working 
with very specific target groups such as undocumented migrants, asylum seekers, Roma, drug users, 
sex workers, destitute EU citizens, homeless and destitute nationals, children and women facing 
multiple vulnerability factors, etc. face the same difficulties and challenges in how to provide the best 
possible services with very small means, how to integrate service users in the mainstream healthcare 
system, how to facilitate service user empowerment, collect data about the people they see and how 
to advocate in order to obtain positive social and legal changes. 
 
The members of the Network are all organisations reaching out to rejected populations at the margins 
and with complex physical, mental and social problems. Mainstream healthcare professionals would 
not find this a safe or comfortable space to operate in, but our field teams have invested years e.g. to 
build mutual trust within communities, to avoid violence despite working on the streets in the middle 
of the night, or to develop methodologies that give “hard-to-reach” people and groups the sense of 
emancipation needed to become partners in the construction of an adapted healthcare offer. 
 
These teams’ skills are specialised in appropriately responding to urgent social and health needs in 
complex situations, but most of them lack experience in data collection, advocacy or policy making. 
The impacts of the crisis throughout Europe and the consequent cuts in financial support by 
governments to NGOs, have only led the latter to focus even more on urgent needs. On the other 
hand, as explained in the FPA application, the communities we serve are locked in a vicious circle of 
permanent invisibility (no coverage by national public health monitoring systems nor by most 
healthcare research which subsequently leads to an absence in appropriate policy planning). 
 
The Network will provide its members – all situated at the ‘bottom-end’ of tackling vulnerabilities in 
health – perspective and context and help them connect effectively to health policy makers and health 
systems stakeholders. 
 

Problem analysis regarding SO 2 – improve quality of care 
People facing multiple vulnerabilities have even higher needs than the general population. The data 
collected by MdM over the years show how both their perceived and diagnosed health needs are 
worse, as they face social determinants that negatively impact their health. And yet, the NGOs that 
effectively deal with these vulnerabilities generally have few means to do so. Nevertheless, Network 
members have built a lot of expertise in developing strong links with the communities, maintaining a 
high level of quality contacts despite having to work with very limited resources. 
 
Improving quality of service delivery covers (not an exhaustive list): 
- How to work with interpreters, mediators and peer workers, and how to integrate other innovative 

patient-centric care formats; how to take into account socio-cultural contexts when providing 
medical, social or legal services; 

- How to make sure team members appropriately respond to patients’ low health literacy levels; 
- How to appropriately address violence (including female genital mutilation, domestic violence, 

etc.) and also assess the risks for future violence; 
- How to organise local networks and develop skills for doctors to detect and handle mental health 

problems 
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- How to manage rather than control demand if the number of patients seeking care is too large for 
everyone to be received the same day, managing waiting lines or making sure the most vulnerable 
(e.g. pregnant women) get seen first; 

- How to use the social and medical questionnaires for data collection as a tool to harmonise 
practices, e.g. some doctors take less time than others for consultations – a written framework 
results in a ‘good practice’ consultation that covers all important aspects, including experiences of 
violence. Data collection is not only valuable to make invisible vulnerabilities more visible, it also 
provides a tool to monitor our own actions. 

- Training on conflict resolution, e.g. how to de-escalate conflict situations with patients, but also 
how to prevent conflicts between salaried and volunteer staff, etc. 
 

- How to effectively organise multidisciplinary work between doctors, social workers and sometimes 
legal aid professionals 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. One of their objectives is to raise awareness among the other team members on 
patients’ psychological suffering and/or mental condition in order to organise a proper caring 
environment. We also need to raise awareness among external mental healthcare partners about 
the specificities of the patients facing multiple vulnerabilities. Effective multidisciplinary 
collaboration can be improved by appropriate multidisciplinary patient files, debriefings after each 
consultation session, multidisciplinary team meetings or trainings, etc. 

- How to map which mainstream or NGO healthcare providers offer what kind of services and 
whether there are any unserved populations or unmet needs. 
 

Some examples of how to better involve service users in our programmes (which is a concrete way of 
obtaining patient empowerment): Members want to share about how to… 
- create an informal meeting space (e.g. through a meal), 
- ask for feedback from patients, e.g. through formal consultancy sessions, through a written survey 

or simply by organizing focus groups on one specific question in a waiting room, on harm reduction 
or prevention tools, on the way in which a program functions, etc., 

- organize group discussions on what patients (dis)like, 
- involve former or current service users as volunteers, e.g. as mediators, interpreters, peer 

educators or as outreach experts, ask them to accompany others to a hospital, etc., 
- involve service users in training programs or in advocacy, 
 
- avoid classic mistakes when involving patients: e.g. involving people too late, not questioning  

whether a community can be represented or not, and which power issues might be at stake, 
involving patients as volunteers might put them in difficult situations towards their community 
(higher expectations of getting things done, perception of ‘traitors’, difficulties when using former 
patients as interpreters because potential reactivation of personal trauma or patient feels unsafe 
because of confidentiality issues, etc.), asking people’s advice and then not acting upon it, serve 
our own organisational communication needs instead of that of the patients, asking service users 
to disseminate messages that are not adapted to their own knowledge in outreach activities,  not 
allowing drug users and sex workers time for their practices. 

- Here are some other ways to empower patients that we know members use and could share 
expertise on: the organisation of simple sport activities for stressed out patients or cooking 
workshops with service users (creates a casual meeting space for people while shopping and 
cooking together + direct advantage of a free meal + possibility to pass key prevention messages 
on healthy food), the provision of internet / skype to service users (enables them to communicate 
with their families at home), empowering smaller organisations and self-support groups, etc. The 
attitude of the team (trusting the people and respect their time and will) is crucial to create a 
climate that enables empowerment. 
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Problem analysis regarding SO 3 – data collection & academics  
Data collection as a basis for partnerships with academic partners 
Evidently, our yearly Network flagship publication will be an important tool in meeting our specific 
objectives 3 and 4. The calendar set out in the FPA (a 2015 flagship publication based on quantitative 
data from 8 countries, a 2016 publication based on data collected in 9 countries throughout 2015, a 
2017 publication based on data collected in 11 countries throughout 2016 etc.) is provisional, in the 
sense that it might take more or less time to integrate Network partners into the common data 
collection. 
 
However, implementing high-quality comparable data collection is a process that takes a long time. 
First, a team providing social and/or medical services needs to be convinced of the advantages of data 
collection: it is an easy tool for basic quality monitoring and a strong basis for advocacy. Then, the 
questionnaires and the software interface need to be appropriately translated into local languages in 
order to guarantee cross-country validity and reliability. All people involved in the process of data 
collection and analysis need to have a similar understanding of the meaning of the concepts in the 
questionnaire, particularly given the diversity of health systems throughout Europe. Then, team 
members need to integrate the questionnaires’ items in their consultations in a semi-structured way, 
and the people responsible for encoding also need to understand the questions and how to manipulate 
the encoding software. In the first year, systematic errors often occur that require follow-up training 
and individual support by the data collection manager. Every year, the analysis of the quantitative data 
is cross-referenced with qualitative analysis at country level (e.g. important positive or negative 
changes in law or practice that affect healthcare access, case studies…) in order to interpret the 
comparative quantitative results between countries. 
 
To continuously improve the quality of the data collection and analysis, the MdM data collection 
coordination team discusses their feedback about the questionnaires and evaluation of the analysis 
made with the participating field teams. This allows us to check which indicators might not have been 
collected properly, and understand how to express the questions better in order to enhance the 
validity and reliability of the data. 
 
Many lessons have been learned throughout the years, e.g. from the technical data collection meetings 
that the MdM International Network Head Office has organised, e.g. on how the data is captured and 
backed up on a central server using Sphinx software, on the feasibility of an electronic patient file that 
would allow the questionnaires to be integrated with anonymous meta-analysis, data protection 
issues, etc. Recommendations from the social epidemiology research team that we work with for the 
data analysis have been a strong basis for changes too. And so each year we seek to improve the 
questionnaires. 
 
The large majority of organisations in the Network are first and foremost service providers – our 
ambition therefore is to produce a statistical testimony: data collection of an acceptable standard of 
quality rather than a gold standard academic piece of research. In our experience, with training and 
support, service providers are able to collect quality data, and therefore we plan a quantitative data 
collection workshop early on in the three-year programme, in October 2015. During the first year, the 
Programme Leader and Data Collection Manager will document the lessons learned in the form of 
written guidelines on data collection, to be disseminated among Network members in advance of their 
training (quantitative data collection workshop in October 2015). 
 
Vulnerabilities instead of vulnerable groups – obtaining a shift in vocabulary 
As indicated in the FPA application, defining vulnerable groups in a static manner ignores the 
subjective, interactional and contextual dimensions of vulnerabilities, as well as their dynamic nature. 
Everyone is likely to be vulnerable at a given moment in his or her life. Vulnerability factors can be 
accumulated and have a mutually reinforcing effect. And on the other hand many members of 
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“vulnerable groups” are actually quite resilient. Academics and policy makers need to be made aware 
that the concept of ‘vulnerability’ is more useful, inclusive and more precise. The Network intends to 
do this by coming to an agreed understanding about what vulnerabilities actually mean, sharing 
experience about the specific groups different members serve so that the full spectrum of 
vulnerabilities is acknowledged and explored. To this end, they will draft and publish a position paper 
on the issue that also sets out the values and principles Network members adhere to and that includes 
positive examples of how the health systems could respond. 
 

Problem analysis regarding SO 4 – policy makers 
The social systems in Europe have been shaken under the strain in recent years. People confronted 
with numerous vulnerability factors were already facing major health inequalities before the economic 
and social crisis hit Europe. According to OECD health data1, 65 to 82% of the general population 
perceived themselves to be in good or very good or good health. For the patients seen by MdM in 
2013, this number drops to only 36.9% even though MdM patients are much younger on average. 
According to Eurostat, the estimated share of the population perceiving an unmet need for medical 
examination or treatment (28 MS) in the first (lowest) income quintile is 4.5%. But among MdM 
patients, more than one in five (22.1%) said that they had given up trying to access healthcare or 
medical treatment in the course of the previous 12 months. 
 
The proportion of people at risk of poor mental health increased by over 3 million in the EU between 
2007 and 2011. Housing and job insecurity have predominantly been responsible for this increase2. 
The number of suicides3 among people under the age of 65 has risen in the EU since 20074. The high 
vulnerability to mental health problems among the most disadvantaged may be explained by factors 
such as feelings of insecurity and hopelessness, poor education, unemployment, indebtedness, social 
isolation and poor housing5. Among patients seen in Doctors of the World open health centres in 2013, 
27.6% declared they were in poor or very poor mental health. 
  
Due to budgetary cuts, people facing vulnerabilities are now even less likely to receive the necessary 
attention from healthcare providers, although the number of people facing precarious living conditions 
is increasing. On top of this, many NGOs taking care of the health needs of vulnerable people are also 
facing important budget cuts, both from private donors and from governments. Furthermore, the 
economic crisis, rising unemployment and lower levels of social protection have tended to increase 
scapegoating and blame on specific social groups that already faced exclusion. 
 
Throughout Europe, members of the Network have been faced with alarming increases in xenophobic 
violence aimed both at staff and service users, as well as an increase in xenophobic discourse in some 
media and from some politicians. This is why common Network advocacy will have to take into 
account in its analysis and common advocacy, the impacts of economic crisis, austerity measures 
and rising xenophobia. 
 

  

                                                 
1 OECD. Health at a Glance: Europe 2013. Paris: OECD Publishing, 2013. 
2 See Impacts of the crisis on access to healthcare services in the EU. Dublin: Eurofound, 2013. 
3 Karanikolos M, Mladovsky P, Cylus J, Thomson S, Basu S, Stuckler D, Mackenbach JP, McKee M. Financial crisis, austerity, 
  and health in Europe. Lancet 2013; 381: 1323–31. 
4 Sources: WHO Mortality Database and Eurostat, 2013. Impact of economic crises on mental health: WHO Europe, 2011. 
5 Stuckler D, Basu S. The Body Economic: Why Austerity Kills. New York: Basic Books, 2013. 

http://epp.eurostat.ec.europa.eu/portal/page/portal/health/health_care/data/main_tables
http://epp.eurostat.ec.europa.eu/portal/page/portal/health/health_care/data/main_tables
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1.2. The applicant organisation's key operational objectives for 2015 

1.2.1 Operational objectives related to SO1  
Members of the Network to reduce vulnerabilities in health obtain increased capacity and skills on 
reducing (multiple) vulnerabilities in health through improved service delivery, greater patient 
empowerment, data collection and advocacy. 
 
For the members of the new European network to reduce vulnerabilities in health, year 1 will be about 
laying the foundations of the Network by discovering our ‘diversity within unity’:  
 
- Getting to know in more detail about each other’s specific objectives,  activities, and expertise; 
- More in-depth sharing about everyone’s expectations about what this Network will be able to 

deliver. Face-to-face meetings are a valuable opportunity to assess learning needs, the strengths 
of individual members of the network, and their capacities.  

- One of the aims of the meeting already planned for February 2015, will be to develop a common 
understanding of ‘vulnerabilities’ and how that relates to health, resulting in a statement of values 
and principles of the Network that will be used for future work (making sure everyone’s experience 
contributes to a common position statement about vulnerabilities and what that means for 
individual health and how health systems can respond).  

- Discussing and validating the draft network business plan and strategy; 
- Exploring membership criteria and outreach strategies to enlarge the network. 
 
Advocacy is an essential element in the work of the members of the network, because it is how they 
achieve social change. Therefore, we’ve built into the cyclical rhythm of the three-year working 
programme an advocacy skill building training event linked to the annual business meeting. In 2015, 
this will be about sharing “Tops & Flops”: we are currently developing a format that will allow each 
participant to share in a safe way their successes and failures in order to learn from each other, and 
how to successfully undertake advocacy actions with high level stakeholders involved. Many of these 
organisations work in challenging environments and face hostility and prejudiced attitudes concerning 
the groups they serve. Therefore, the advocacy skill building will include mutual learning with an 
experienced trainer on how to develop and pass messages in these types of contexts. 
 
In addition to the Network kick-off meeting and advocacy skill-building training next February, regular 
teleconferences, frequent contacts with the Network Secretariat, and the data collection learning 
workshop will also contribute to building a Network with strong ties. 
 

1.2.2 Operational objectives related to SO2 
People facing multiple vulnerabilities will get access to higher quality care in the health programmes 
run by Network members. They will also obtain the skills and knowledge they need to get easier access 
to higher quality care in mainstream healthcare systems. 
 
Year 1 will be about kick-starting the Network and learning how to collect quantitative data. Specific 
learning activities on how to raise the quality of service and how to improve patient empowerment 
are only planned for 2016. However, in our experience, bringing together people who provide frontline 
services always leads to intensive exchange about service delivery issues. The programme is designed 
to facilitate formal and informal sharing, and we will seek to capture some of these exchanges to 
prepare for the 2016 focus on improving quality. Furthermore, implementing the data collection can 
also be a mechanism to systematically improve the quality of service delivery. 
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1.2.3 Operational objectives related to SO3 
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. 
 
One objective for 2015 will be to sensitize academics about gaps that exist, getting academic review 
and endorsement of the concept of vulnerability in health (changing the language from ‘vulnerable 
groups’ to vulnerabilities) through a position paper and the Network’s first flagship publication. The 
latter will be based on the data already collected in the course of 2014 by its more experienced 
members. The process will allow for a transfer of knowledge and capacity to the newer members of 
the Network on the process of data collection, how it is analysed and how the data can be used for 
advocacy. Based on the analysis and interpretation of the data collected, a user-friendly 48 page 
flagship publication will be issued in at least 3 languages (English, French and Spanish). A second, 
complete version with full lists of raw data, reasons for inclusion / exclusion of various data points, 
detailed interpretation, missing values and methodological challenges will be drafted in English. A 
different dissemination strategy is foreseen for both documents: the first is rather for policy makers 
(SO4), the second for academics (SO3). 
 
2015 will also be about achieving appreciation and understanding about what we mean by ‘quality 
data’ and why it should be comparable across countries. The Secretariat will document the lessons 
learned concerning data collection, disseminating it through members in advance of the training 
workshop given by the social epidemiologist, data collection manager and programme leader. At the 
end of year 1, at least 11 Network members should be ready to participate in the common data 
collection. Eight experienced Network members will also conduct a legal review (in theory and 
practice) about access to healthcare. 
 
The Secretariat will explore the existing skill sets in communication by inviting members to prepare 
materials such as case studies, patient testimonies or articles and photos for the newsletters or 
website. 
 

1.2.4 Operational objectives related to SO4 
Local, regional, national and EU health authorities have an enlarged evidence base concerning 
vulnerabilities in health that can be integrated into health policy-making. 
 
During 2015, the European Advocacy Coordinator will develop more expertise on the European policy 
cycle, with detailed knowledge of timeframes for decisions, opportunities for input, more detailed 
knowledge of the competencies of different EU institutions and ways to have the greatest impact for 
advocacy at EU level. One of the roles of the Network will be to create fast and direct channels to high 
level policy making (e.g. warn policy makers about the ongoing impact of the crisis in terms of 
vulnerability factors in health). The EAC will also coordinate the shared mapping of external 
constituencies such as academics and policy makers, some of whom we seek to integrate in the 
Network in subsequent years. 
 
The Network will facilitate participation by small front-line organisations in EU policy discussions. This 
role will expand as the size of the data set and the number of members collecting data grows. But 
participation of network members in EU civil dialogue processes based on their direct frontline 
experience can already start early on in 2015. As MdM already does for all its EU advocacy work and 
high-level meetings, the EAC will facilitate volunteers with concrete experience in the field that is being 
debated to be the spokesperson. This will bring authentic voices to the policy debate and will, at the 
same time, represent an opportunity for national members to learn more about the EU policy context. 
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Year 1 will be about making the existence of the Network known among EU-level stakeholders through 
the development of the communication tools already listed in the FPA: the website, the bi-monthly 
newsletter, a leaflet, a recognisable logo for all communication materials, dissemination of the position 
paper mentioned earlier, etc. 
 

1.3. Target groups of the applicant organisations' main activities for 2015 
During year 1, the Network will have a more inward focus. Our theory of change is that to make 
vulnerability factors visible and to hold policy makers and health systems accountable for meeting 
their stated objectives of universality of coverage, we first need robust comparable quantitative and 
qualitative data as well as appropriate messages. Year 1 will be about getting all the Network members 
on the same page about this theory of change, and about discovering our ‘unity within diversity’ (very 
similar commonalities in the process of marginalisation). 
 
We will start targeting academics and policy makers through our position paper on vulnerabilities and 
a first Network flagship publication. Healthcare providers in 8 countries (those in which the legal 
analysis will have taken place) will be targeted through the dissemination of a leaflet in their local 
language about the rights of specific groups facing multiple vulnerability factors to access healthcare. 
But as the network members become more experienced in collecting evidence about the gaps in 
healthcare systems throughout year 1, more intensive targeting of academics and policy makers will 
follow subsequently. 
 

1.4. EU added value and expected impact of the 2015 activities 
Although the expected impact on EU level will be much higher in years 2016 and 2017, civil dialogue 
participation activities whereby members represent the entire Network with the support of the 
Secretariat (EAC) will start right away. E.g. during the drafting of the SGA proposal, Network members 
were offered speaking slots at the HepHIV 2014 Conference (HIV and Viral Hepatitis. Challenges of 
Timely Testing and Care) in Barcelona, at the Conference on Health in the Mediterranean (organised 
by the Italian Presidency of the Council), at the European Health Forum Gastein, at the 7th European 
Public Health Conference (EUPHA) in Glasgow, at a Brussels EP event with partners on access to 
medicines, and the upcoming Expert Group on Health Information in Luxemburg. Meetings are 
planned with the Italian health ministry and with several MEPs in order to start collaborating on health 
issues. Based on their specific expertise, members will be asked by the Secretariat to contribute or 
validate responses to Commission consultations or reports prepared for MEPs, represent the Network 
at parliamentary hearings, collaborate on position papers that can feed into some of the processes 
described in the FPA application (CSR related to the European Semester, HSPA, evaluation of Directives 
implementation, etc.). The Secretariat can also assist Members who already engage with local, regional 
and national stakeholders in preparing their meetings. 
 
As a new Commission mandate begins, we expect to see new policy guidelines and broad political 
frameworks and associated targets (e.g. post 2020). Where appropriate, the Secretariat would alert 
the members to these developments and opportunities and assist the network to formulate responses 
which highlight issues to do with vulnerabilities in health. An important objective of the Network will 
be to show how the impact of the economic crisis and austerity measures is still ongoing (elevated 
needs, especially among people facing multiple vulnerability factors, difficulties for healthcare systems 
to respond, ongoing xenophobia in some contexts). 
 
The European Advocacy Coordinator will monitor EU policies, identify opportunities for EU civil 
dialogue, identify member representatives based on their specific expertise, and inform the Members 
of the Network through a bi-monthly progress report that also includes a calendar of upcoming 
opportunities. 
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2. PLANNING AND IMPLEMENTATION OF THE 2015 PROGRAMME 
2.1. Planning of the applicant organisation's activities for 2015 

Activity 1 2 3 4 5 6 7 8 9 10 11 12 Related deliverable Resources* 

1. Network building activities               

1.1 Recruitment of ENC and DCM X             10 

1.2 Creating project management tools so that all Secretariat staff 
know their roles and responsibilities 

X X X           15 

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

X X           validated at kick-off 
meeting 

10 

1.4 Developing a visual identity, communication template, logo, 
website and presentation leaflet with key messages 

X X X          Website, leaflet and 
visual ID guideline 

10 

1.5 Logistic preparations Amsterdam kick-off and advocacy skill-
building training (travel and living accommodations, documents, 
translation cabins, interpreters, videoconference system, etc.) 

X X            10 

1.6 Content preparations of kick-off meeting X X            10 

1.7 Animation of the network kick-off meeting  X           Meeting minutes 4 

1.8 Producing the vulnerability position paper X X X          Published online 20 

1.9 Active outreach to potential new partners      X X X X X X X  17 

1.10 Project management: ongoing accountancy activities, yearly 
financial report, organising the annual independent financial audit 

X X X X X X X X X X X X 2015 financial report 
validated by auditor 

48 

1.11 Project management: ongoing activities logging, contractual 
report and new SGA application, organising external evaluation 

X X X X X X X X X X X X 2015 narrative report, 
ext. evaluation report 

48 

1.12 Organising bi-monthly teleconferences X  X  X  X  X  X  Teleconference minutes 3 
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2. Mutual learning & sharing of expertise               

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

X X X         X Written reports 38 

2.2 Electronic survey about members’ needs and expectations 
before kick-off meeting and advocacy training + satisfaction survey 

X X           Survey reports 2 

2.3 Content preparation for the advocacy skill building training X X           Trainer Terms of Ref. 6 

2.4 advocacy skill building training “Tops & Flops”: sharing about 
failures & successes 

 X           Training minutes 4 

2.5 Producing written guidelines about quantitative data collection         X X   Written guidelines 20 

2.6 Electronic survey – needs and expectations before the 
quantitative data collection WS + satisfaction survey afterwards 

        X    Survey reports 2 

2.7 Logistic preparation quantitative data collection workshop         X X    6 

2.8 Content preparation quantitative data collection workshop         X X    10 

2.9 Animation of the quantitative data collection workshop          X    4 

2.10 Follow-up webinar concerning quantitative data collection            X  4 

3. Data collection activities               

3.1 Ongoing data collection among Network members  X X X X X X X X X X X X Raw data 618 

3.2 new Member joining common data collection          X X X (Member staff time) 57.5 

3.2.1 translation of questionnaires and interface in local language          X     

3.2.2 training the local team           X X   

3.2.3 integrating the questionnaires in the consultation            X   

3.2.4 intensive follow-up – quality of encoding             (01/2016)  
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3.2.5 follow-up training of the local team             (01/2016)  

3.3 IT assistance to members encoding data X X X X X X X X X X X X Raw data encoded 30 

3.4 Individual support to members concerning data collection X X X X X X X X X X X X Raw data encoded 40 

3.5 Intensive support of new Members starting data collection          X X X  24 

3.6 Other information gathering: high-quality testimonies, case 
studies, photo material (by Network members) 

X X X X X X X X X X X X Used in various Network 
communications 

 

3.7 Secretariat support in obtaining high-quality other information X X X X X X X X X X X X  20 

4. Dissemination and civil dialogue activities               

4.1 Yearly Network flagship publication               

4.1.1 “cleaning up” the data & basic checks for errors X X X X X X X X X X X X  16 

4.1.2 data analysis and interpretation with feedback of Members X X X          ( + social epidemiologist) 60 

4.1.3 writing exhaustive data analysis report in English  X X          academic dissemination 20 

4.1.4 writing 48 page Flagship report for large dissemination (in EN)    X         large dissemination 20 

4.1.5 48p report proofreading and translation in FR / ES    X         reports in EN, FR, ES 2 

4.1.6 writing the press kit     X        Press kit 1 

4.1.7 proofreading press kit and translation into 5 other languages     X         1 

4.1.8 Graphic design flagship publication and press kits + printing     X        e- and hard copies 1 

4.1.9 Drafting a media release tailored to each national context      X        min. 8 texts for media 1 

4.1.10 International Press conference (including logistic 
preparation) & media coverage evaluation 

    X        media release output 
report 

6 

4.1.11 Dissemination to relevant stakeholders     X X X X X X X X EAC progress report 50 
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4.2 legal country reports in eight countries               

4.2.1 drafting terms of reference and quality requirements X            TOR document 2 

4.2.2 Secretariat & Members identify who will take on the task  X           written contract 1 

4.2.3 national legal research – literature & primary legislation   X          Draft documents  

4.2.4 national legal research – jurisprudence review    X           

4.2.5 national ‘de facto’ analysis – stakeholder interviews (NGOs, 
healthcare and healthcare coverage providers, etc.) 

  X X X          

4.2.6 writing the country reports (English) – support and quality 
control by the Secretariat 

     X       8 country reports 10 

4.2.7 production of a leaflet for healthcare professionals / country      X       8 national leaflets 4 

4.2.8 proofreading legal country reports       X         

4.2.9 dissemination of country reports to relevant stakeholders      X X X X X X X Dissemination plan 50 

4.3 Bi-monthly e-newsletter production (including building and 
updating the related mailing list) & website maintenance 

 X  X  X  X  X  X Updated mailing lists 48 

4.9 Network representation by Members X X X X X X X X X X X X Bi-monthly reports 75 

4.10 Secretariat participation in EU civil dialogue opportunities X X X X X X X X X X X X Progress reports 75 

 
* Resources need to be specified in terms of persons / month. In order to get a detailed estimation, we mention the total number of working day / year 
needed to complete the task. The proposed Network Secretariat consists of 3.73 FTE (a full time Data Collection Manager, European Network Coordinator 
and European Advocacy Coordinator), supervised by a 0.33 FTE Programme Leader and assisted by a 0.2 IT officer and 0.2 Programme Accountant Manager. 
3.73 FTE x 12 months correspond to 44.76FTE or x 230 working days, it corresponds to a total of 858 working days in 2015. Activities in italic are undertaken 
by Network members – these working days are not included in the Network Secretariat total of 858 working days. 
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N° Deliverable name Content specification month level 

1.3 Network business plan 
Membership criteria 

validated at Feb 2015 Network kick-off business meeting 2 
2 

ER 
PU 

1.4 Visual identity Logo, website, communication template, presentation leaflet of the Network 3 PU 

1.7 Amsterdam kick-off meeting minutes Comments on business plan, membership criteria, visual ID & position paper 3 ER 

1.8 Vulnerability position paper Common understanding, values, principles, good practices, why ‘vulnerabilities’ 3 PU 

1.9 New MoU proposals & needs assessments To be submitted at Feb 2.16 Network business meeting 14 ER 

1.10.1 Accountancy guidelines for Members With clear financial rules 1 ER 

1.10.2 Accountancy codes Linked to creation the development of accountancy follow-up tools 1 ER 

1.10.3 Yearly financial report Validated by an independent financial auditor & by Members in Feb 2016 14 PU 

1.11.1 Contractual narrative report Validated by Members in Feb 2016 14 PU 

1.11.2 Written external evaluation report By an independent external evaluator 14 ER 

1.11.3 New SGA proposal Taking into account Secretariat and Members’ feedback 10 ER 

1.12 Teleconference minutes Disseminated among Members and archived on website member space Ongoing ER 

2.1 Needs assessment reports Completed by March for 19 founding members + new candidate-members later 3 ER 

2.2.1 Survey report Needs and expectations about advocacy skill-building training 1 ER 

2.2.2 Satisfaction survey report After training: results will feed into preparation of other trainings and WS 2 ER 

2.3 Terms of reference advocacy trainer Using the outcome of the survey results 2 ER 

2.4 Advocacy training minutes Disseminated among Members and archived on website member space 2 ER 

2.5 Written data collection guidelines Methodological help to implement and use data collection 10 ER 

2.6 Survey report Needs and expectations about the quantitative data collection workshop 10 ER 
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2.9 Quantitative data workshop minutes Disseminated among Members and archived on website member space 10 ER 

2.10 Follow-up webinar Will remain online to ensure dissemination among members 12 ER 

3.1 Raw data Working basis for social epidemiologist and data collection manager 13 ER 

3.2.1 Translated questionnaires  10 ER 

3.6 Testimonies, case studies, photos High-quality ensured with the support of the Secretariat 12 ER 

4.1.3 Exhaustive data analysis report in ES detailed interpretation, missing values and methodological challenges 3 PU 

4.1.4 Annual Flagship report in FR, EN, ES More user-friendly version, highlights 4 PU 

4.1.7 Press kit in 8 languages Summary of the Flagship publication 5 PU 

4.1.8 Reports available in PDF and hard copies Hard copies 2000 EN + 1500 FR + 500 ES 5 PU 

4.1.10 Media release output report # of radio and TV articles, printed and online press publications per country 6 ER 

4.1.11 Dissemination plan and progress report  5 ER 

4.2.1 Terms of reference legal country report Quality requirements literature review, jurisprudence, and interviews 
stakeholders 

1 ER 

4.2.2 Written contract Between MdM France and Member / external consultant 2 ER 

4.2.6 8 written country reports Including a dissemination plan 6 PU 

4.2.7 8 national leaflets for healthcare providers Summary of the legal report + good practices 6 PU 

4.3 Bi-monthly newsletter Events calendar, Member publications, EU news related to vulnerabilities ongoing PU 

4.9 Bi-monthly progress reports to members Representation activities, future opportunities, etc. ongoing ER 
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2.2. Dissemination and evaluation of the 2015 work programme 
Dissemination 
All dissemination targets listed in the FPA will be contacted. Concerning local, regional and national 
stakeholders, the focus of the Secretariat’s support will be on those Members in countries where a 
legal analysis and leaflet for healthcare professionals will be produced. 
 
Evaluation 

1. Network building activities 

Process indicators 

# Members at kick-off meeting and advocacy training 19 present 

# of potential new Members contacted in 2015 At least 5 in-depth contacts 

# participants bi-monthly teleconference At least overall 65% participation rate 

2. Mutual learning & sharing of expertise 

Process indicators 

# of learning needs assessment reports 19 reports 

# Members filling out electronic expectations survey 
before meetings & surveys 

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

# Members at quantitative data collection workshop At least 65% of Members participate 

# Members participate / watch follow-up webinar At least 65% of Members 

Output indicators  

Data collection written guidelines Disseminated before October 2015 

# members joining common quantitative data collection Minimal total of 11 in Jan 2016 

Decreased missing values rates of current data collection Overall 15% reduction by 12/2015 

# members contributing to the yearly Network 
communications with other information 

At least 19 Members throughout 2015 

3. Data collection activities 

Process indicators 

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

# legal analysis country reports responding to quality 
requirements 

8 country reports 

# testimonies, case studies and photos At least 2 testimonies or case studies / 
participating Member in 2015 

4. Dissemination and civil dialogue activities  

Process indicators 

# journalists present at 05/2015 press conference  At least 12 
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# meetings with political stakeholders / member in 2015  At least 2 MPs + 2 MEPS / member 

# readers of 6 to 12 yearly e-newsletters  At least 300 

# website visitors  3000 in 2015 

Output indicators 

Number of downloads of position paper At least 100 

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 

Impact of 05/2015 media release & press conference At least a 100 media articles across EU 

# academic conferences with Network speaker At least 3 / year 

# policy debates or conferences with Network speaker At least 3 / year 

Outcome / impact indicators 

# academic publications referring to Network data (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) 

 

2.3. Operational management of the applicant organisation for 2015 
During the process of signing the MoUs, it became clear that the 19 partners involved are all committed 
into making this mutual learning and common advocacy happen. The need for this Network is 
unquestionably there. Therefore, if this grant application proves unsuccessful, we still plan to go ahead 
with the creation of the Network, albeit with a somewhat scaled-down set of activities. The kick-off 
meeting in February is already under preparation and sufficient budget is foreseen to bring together 
at least 1 representative / founding partner. The terms of reference for the advocacy skill-building 
trainer are also in the process of being drafted. The data collection to feed into the 2015 Flagship 
report is also underway. 
 
All Network members have relevant expertise to bring to the Network. The purpose of the Network 
Secretariat will be to facilitate exchange, rather than to direct or control it. Ensuring exchange outside 
of the business meeting and workshop will happen through a bi-monthly teleconference right after 
the bi-monthly written progress report is sent out by the Secretariat: it will allow the steering 
committee to comment on progress, decide who will represent the Network at upcoming 
opportunities, initiate thematic discussions (possibly in smaller working groups) etc. Furthermore, we 
will develop a standard sign-off procedure for signing or releasing common positions, as well as a fast 
track emergency procedure for alerting each other or sign-off on urgent issues where a public network 
response would be useful. 
 
In case of a successful grant application, we will set in motion a recruitment procedure for the posts 
of DCM and ENC right away, set up clear procedures and protocols for the functioning of the 
Secretariat, prepare a detailed business plan to be validated at the February meeting, draft quality 
requirements for the legal analysis, etc. 
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3. BUDGETING AND FINANCIAL MANAGEMENT OF THE 2015 WORK 
PROGRAMME 
Staff costs 
In order to deliver the outputs of year 1, the following Network Secretariat staff will be necessary: the 
MdM Network Deputy Director will spend 1/3 of her time as Programme Leader (PL) supervise the 
Secretariat staff: a full time European Network Coordinator (ENC), Data Collection Manager (DCM) and 
European Advocacy Coordinator (EAC). MdM staff members work at salaries determined according to 
transparent salary scales approved by the relevant MdM Board of Directors. All salaries listed include 
all costs and charges the employer bears in accordance with national law: contributions, taxes, 
insurances, etc. 
 
Other staff is also necessary to ensure the daily functioning of the Network: 
- MdM France, the hosting organisation of the Network, has its own internal accounting service. 

Consequently, one of the service’s Programme Accountancy Managers (PAM) will spend on 
average 1 day a week on the financial management of the program (0.2 FTE). 

- The MdM France IT department will provide a full range of technical support including website 
hosting, mailing software, troubleshooting for teleconferences and the webinar, ensuring that the 
software used for encoding the data collection runs smoothly as well as assisting Members and 
the Data Collection Manager in solving technical IT issues. It is estimated that this support from 
the IT department would be the equivalent of 1 day / week (0.2 FTE). 
 

- In our experience over the past decade of gradually integrating more countries into common 
quantitative data collection, on average, coordination of data collection at local, regional or 
national level – in Belgium, France, the Netherlands, Germany, Switzerland, the UK and Spain – 
takes about 25% of a project coordinator’s time: 
- providing training to the volunteer health professionals as well as support and logistic workers 

about how to use the social, medical and / or follow-up medical questionnaire and how to 
encode the results in the online database, 

- giving feedback and additional support to the team in order to improve the quality of data 
collection, give feedback about the questionnaires to the European Secretariat team, 

- contribute / validate the interpretation of the data collection results in function of the local, 
regional and national context in which the data has been collected, 

- disseminating the results of the data collection on a local, regional and national level. 
- The salaries in the table correspond to the going salary rates in the given national context. 

 
- Due to the high number of data collection sites in Greece (Athens, Thessaloniki, Patras, Perama 

and Mytilene), coordinating the data collection takes about 75% of a project coordinator’s time 
there. 

 
- Implementing data collection for the first time takes more time: about 3 months of full-time work, 

followed by a 0.25 FTE to monitor the data collection process once it has been set up. 
 

General administrative expenditure 
MdM France is the owner of its Paris offices and is therefore, as a part of its role in hosting the Network, 
able to offer workspace. This includes water, electricity, heating, internet, phone line, and building 
insurance). The workspace can host the PL, ENC, DCM, PAM and IT Officer. The EAC is based in Brussels 
at the MdM BE office, which invoices 300€ / month for a workspace where 2 people can work (salaried 
staff worker and an intern). This monthly amount includes water, electricity, heating, internet, phone 
line, building insurance). 
 

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
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The Network disposes of sufficient IT capacity to provide a desktop computer for all the staff members 
and yet to be recruited staff, of both the Secretariat and the Network members. However, we envisage 
buying two portable computers as Secretariat staff will frequently travel across Europe. The software 
licenses have been included in the purchase cost. 
 
After a comparative study several year ago, MdM has opted to work with Sphinx survey and statistics 
software. MdM has a support contract whereby Sphinx assists in adapting the online interface to a 
new country (i.e. optimizing and matching the web interface for a particular country to the 
standardized translated questionnaires), in giving support for specific result analysis and preparation 
of a survey report (e.g. new specific dynamic cross table queries). MdM has started a project in order 
to have high security IT patient files. The process is long but we will do the first tests in 2015 and 
implement this new tool in 2016. 
 
In line with our policy to seek high value for money for all expenditure, the Network will rely on 
http://en.netvisio.com for its conference calls. Having 6 (bi-monthly) conference calls of 1 hour with 
participants from 19 countries is estimated to come down to only €170 / call. The costs for a 
professional webinar license will be €432. Again, a market study (in the country of the hosting 
organisation, France) has shown www.webex.fr to correspond most to the Network needs at the 
highest value for money. 
 
For office supplies, we have foreseen a flat rate of 100€ / month for the Secretariat. Bank charges 
(transnational banking fees for external services) are estimated at 50€ / month. No other banking 
charges are foreseen to apply, given the relatively low overall financial volume of the programme. We 
have foreseen 2.500€ to send printed Network materials across Europe – during the first year, most 
material shipping will be addressed to the Members in those countries that participate in the data 
collection. A flat rate of 200€ / month has been foreseen for all landline and mobile telephone costs. 
 
At least 3 offers will be compared in order to identify the audit service that will perform the yearly 
review of the financial reporting of the Network according to French law – we have foreseen a yearly 
amount of 5.000€ for this task. 
 

Normal operations 
Breakdown for budget item 31 “meetings, conferences, workshops” 
1. The Amsterdam kick-off business meeting of the Network will be followed by an advocacy skill 

building training. We are counting on 1 to 2 participants per Network member. Including the 
Network Secretariat team, this brings us to a total of about 40 people travelling and a total 45 
participants (more people will participate from the organizing member, MdM Netherlands. 
 
Some of the meeting costs for external suppliers such as hiring the translation cabins, the fees for 
the interpreters and the advocacy skill building trainer’s fee, have not been included in the 
Amsterdam meeting budget. They have been listed under section 351 “studies, consultancy, 
translation, interpretation and other” but are mentioned below in italic. 

 
2. The data collection workshop in Paris: even if not all the Members will be able to implement data 

collection (immediately), we are counting on each Member’s presence for this technical learning 
workshop given by the social epidemiologist, the Data Collection Manager and the Programme 
Leader – 1 representative per Member. Again, the workshop trainer’s fee is not included in the 
budget, but filed under section 351. 

 
 
 

http://www.sphinxsurvey.com/
http://en.netvisio.com/
http://www.webex.fr/
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Amsterdam kick-off Network annual business meeting & advocacy training   

rent large meeting room & videoconference 750 

Per diem hotel, local transport, food 160 x 45 7200 

Extra day for 15 participants x 160 
(only required in case of limited flight options) 

2400 

travel flat rate 350€ pp x 40 persons 14000 

Amsterdam sub-total 24350 

Amsterdam translations cabins 3x2 ES FR EN 2000 

Amsterdam interpreters allowance 500 x 6 x 2 days 6000 

Advocacy skill building - trainer's fee 500 

Data collection workshop in Paris   

Printing costs data collection guideline 500 

Per diem hotel, local transport, food 150 x 18 2700 

extra day for 6 participations 
(only required in case of limited flight options) 

900 

Travel flat rate 350€ pp x 17 persons 5950 

Paris sub-total 10050 

social epidemiologist workshop training fee 600 

MEETINGS TOTAL 34400 

 
Mission costs will include travel and living expenses of both the Network Secretariat staff and of 
members who will represent the Network at conferences and European stakeholder meetings. The 
estimate amount of 15.500€ is based on a pro-rata extrapolation of the travel and living costs of an 
ongoing European advocacy project with a smaller staff and number of members, which is about 
7.000€ / year. Where possible, we would seek cost-effective solutions for participation in conferences 
or events such as being a speaker, or linking Network missions to attendance to international events 
in order to save travel costs. 
 
Breakdown for budget item 34 “information and publication” 
The website of the Network will be developed by an experienced developer working in the MdM 
France communications department – it will (only) take him two full days to develop the site. Again, in 
its function as host of the Network, MdM France is able to offer this at no cost. In addition, the Network 
Secretariat (ENC and EAC) will manage the mailing lists and newsletter dissemination, meaning that no 
additional costs are required. 
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The breakdown for the yearly flagship publication is as follows: 
 

Yearly flagship publication 2015   

graphic design report (48 pages) & associated materials 6000 

graphic design press kit (4 pages) 600 

printing 48p report - 2000 EN + 1500 FR + 500 ES 8000 

printing 200 press kits (4p) x 8 participating countries in 2015 4480 

printing costs national leaflets for health professionals 4480 

05/2014 press conference Brussels meeting room 500 

Report subtotal 23060 

expert fee social epidemiologist research team - 20 working days 12000 

48p report: translation FR EN ES and proofreading 6400 

translation 4 A4 pages in 5 languages FR, NL, DE, EL, ES 1000 

press conference interpretation 1000 

 
In addition to the graphic design for the flagship publication in three languages (English, French and 
Spanish), we intend to disseminate a 4 page press kit. The latter will be translated in the languages of 
the countries that participated in the 2014 data collection that leads to the 2015 flagship publication: 
BE, CH, DE, EL, ES, FR, NL and UK, meaning that the press kit will be made available in 6 languages 
(Dutch, French, German, Greek, Spanish and English) and will consequently need to be translated in 5 
other languages than the original English one. We expect the overall printing costs for these materials 
to be about 8.000€. Besides this European publication, we also intend to publish national leaflets 
targeting health professionals at local, regional and/or national level in those countries where a legal 
analysis of access to healthcare has been made. 
 
Some expenses for external suppliers have been listed under section 351 “studies, consultancy, 
translation, interpretation and other” but are mentioned in italic. 
 
Concerning budget section 351 “studies, consultancy etc.” two budget lines merit special attention: 
- The Network foresees 20.000€ / year for 8 country reports with legal analysis (in theory and in 

practice) about access to healthcare. The Network Secretariat will oversee a process where terms 
of reference for each country’s legal analysis are developed and Members will be invited to bid for 
the work or external consultants if the expertise is not available in the Network. 

- A budget of 3.500€ is foreseen for the task of independent external evaluation. We estimate that 
if the Network Secretariat supports this process by setting up appointments for interviews with 
network members and key stakeholders, an experienced consultant will be able to do all the 
interviews in two full working days, and write the report in 5 working days, at 500€ / day. 


