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Introduction 
Vaccination is a key issue for vulnerable people’s health. Firstly, although vaccination is an objective 
in itself, vaccine coverage offers a good overall performance indicator of a health system. The 
concept of avoidable mortality1 is used to monitor and assess the quality of healthcare and policies, 
both geographically and over time. Secondly, immunisation is a major resource for fighting against 8 
of the 25 most common preventable causes of death (i.e. avoidable by public health interventions). 
In addition, many vaccines not only protect the individual but also the community through the 
mechanism of herd immunity. Among primary prevention tools (screening, modification of 
behaviour, etc.), vaccination requires a particularly high quality healthcare system: a delivery system 
with reliable refrigeration capabilities, effective access to the population to primary care and global 
paediatric follow-up (because coverage targets are at least 85% of the population), and an effective 
relationship of trust between doctor and patient. 
  
Unfortunately, the most destitute people around the world are in the worst state of health. The work 
of the WHO has confirmed that this social gradient in health runs from top to bottom of the 
socioeconomic spectrum, both in low, middle and in high income countries. This principle also 
applies to vaccine-preventable diseases: across the EU, groups facing multiple vulnerability factors 
have a disproportionately higher incidence of communicable diseases2.  
 
This paper first covers a selection of vaccines. Most of them are considered essential throughout the 
world. Others were chosen because the diseases they prevent are typically associated with poverty 
or entail particularly serious complications and / or their eradication is considered to be essential. 
Offering universal access to vaccination is more cost-effective than having to treat high morbidity 
and being confronted with higher mortality rates. Chapter 2 focuses on some of the scientific 
evidence that sheds light on this aspect. 
 
The third chapter focuses on the reasons why population groups most in need of vaccination often 
do not have access to them. These are the same groups that are also the most exposed to higher 
rates of incidence and morbidity. Social determinants such as poor or no housing, malnutrition, 
limited access to water and basic sanitary installations, etc. play a crucial role in explaining the 
disproportionately higher incidence and morbidity rates. 
 
And yet, the right to preventive care is a basic human right – chapter 4 gives an oversight of the 
relevant international human rights instruments covering this point. Although health is not a formal 
competence of the EU, the European Commission does undertake some action – directly or through 
its European Centre for Disease Prevention and Control (ECDC) – to manage the spread of vaccine-
preventable diseases and to encourage Member States to improve vaccination coverage. 
Consequently, chapter 5 focuses on recent EU policy documents relating to immunisation of people 
facing multiple vulnerability factors. Lastly, chapter 6 focuses on what the International Network of 
Doctors of the World, based on its field experiences throughout Europe, asks from the EU and from 
the EU Member States where it is present.  

                                                           
1
 See the UK Office for National Statistics (2011) on the “Definitions of avoidable mortality”. Deaths which could be avoided 

through the efforts of healthcare services are ‘amenable’. Deaths which could be avoided by broader interventions, e.g. 
accident prevention, are ‘preventable’. ‘Avoidable’ deaths are the sum of the ‘amenable’ and ‘preventable’ sub-categories. 
Avoidable mortality thus designates deaths from particular conditions, at certain ages, as ones that should not occur in the 
presence of timely and effective healthcare or other appropriate interventions.  
2
 Semenza JC, Giesecke J. Intervening to reduce inequalities in infections in Europe. Am J Public Health. 2008 May; 

98(5):787-92. And the latest European Health Report 2012: Charting the Way to Well-Being. World Health Organization, 
2013 which has shown that health inequalities only continue to rise. 

http://www.ons.gov.uk/ons/about-ons/user-engagement/consultations-and-surveys/archived-consultations/2011/definitions-of-avoidable-mortality/consultation-on-definitions-of-avoidable-mortality.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2857253/
http://www.euro.who.int/__data/assets/pdf_file/0003/184161/The-European-Health-Report-2012,-FULL-REPORT-w-cover.pdf
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1. Clinical focus on specific vaccine-preventable diseases 
Many different vaccines are included in national immunisation schemes across Europe. In this 
document, we have decided to focus on diphtheria, tetanus, and pertussis (DTaP3), on hepatitis B 
(Hep B) and on measles.  These vaccines are all considered essential by the GAVI Alliance4. 
 
For children, DTaP is often associated with poliomyelitis, Haemophilus Influenzae type B (HiB) and 
eventually Hep B, in tetravalent, pentavalent or hexavalent vaccines. Measles immunisation is 
available through a measles-mumps-rubella (MMR) vaccine. Measles eradication is a primary goal for 
the WHO Europe and for the European Centre for Disease Prevention and Control (ECDC). The 
Doctors of the World – Médecins du monde (MdM) International Network Observatory collects data 
on MMR, tetanus and Hep B vaccination coverage. 
 
This focus systematically includes: 
- Relevant clinical aspects (including infectiousness, morbidity and mortality rates) and treatment; 
- Epidemiology, including specificities (when available) for population groups facing multiple 

vulnerability factors; 
- The public health objective concerning the disease (e.g. the herd immunity threshold required 

for eradication) and the characteristics of the vaccine (e.g. lifelong vs. limited protection). 
 
As hepatitis A, tuberculosis, poliomyelitis, pneumococcal infections and HPV are vaccine-preventable 
diseases that imply a particular threat to population groups facing multiple vulnerability factors, they 
are (partly) covered as well. We have decided not to include a focus on rotavirus infection (yet). 
Although a safe and effective RotaTeq® vaccine exists, it is only recommended in 7 EU countries5 and 
there is discussion about its cost-effectiveness. 
 
Immunisation is not only a matter of individual protection, but it can also decrease the number of 
people susceptible to getting the disease in the aim of eradicating a transmissible disease. Herd 
immunity is an important mechanism for infections that are transmitted person to person, by which 
increasing the number of non-susceptible individuals in a population decreases the risk of a 
susceptible person becoming infected, such as measles, rubella, varicella), and for those infections in 
which humans are an important reservoir for infection (e.g. polio, malaria). There is no ‘herd effect’ if 
humans do not form a reservoir (e.g. tetanus, rabies)6. 
 
The approximate herd immunity threshold needed for eliminating an infection depends on the 
average number of people an infectious person will infect with an agent in a completely susceptible 
population (the ‘basic reproductive number’). This number depends on variables such as population 
density, but first and foremost on the degree of infectiousness of an agent: 

- how long an agent survives in the environment; 
- the necessary dose for infection; 
- the duration of infectiousness in the host; 
- whether or not infectiousness precedes infection symptoms. 

                                                           
3
 In France and the Netherlands, the P in DTP refers to polio vs. pertussis (wooping cough – coqueluche) in the rest of 

Europe. In this document, we use the conventional DTaP for Diphtheria, Tetanus, and acelullar Pertussis vaccine.  
4
 GAVI’s mission (Global Alliance for Vaccines and Immunisation) is to “save children’s lives and protect people’s health by 

increasing access to immunisation in poor countries”. GAVI also includes the WHO as a partner, who started the Expanded 
Program on Immunization (EPI) in 1974, with the aim of “achieving a world in which all people at risk are protected against 
vaccine-preventable diseases. Its efforts are focused on maximizing access to high quality immunisation services in order to 
eradicate, eliminate or control vaccine preventable diseases.” 
5
 See the ECDC vaccine schedule application. 

6
 Smith P., Concepts of herd protection and immunity. London School of Hygiene & Tropical Medicine, 2009. 

http://www.gavialliance.org/index.aspx
http://www.gavialliance.org/support/nvs/pentavalent/
http://www.ncbi.nlm.nih.gov/pubmed/15063556
http://www.who.int/immunization/aboutus/structure/en/index.html
http://www.who.int/immunization/aboutus/structure/en/index.html
http://www.sciencedirect.com/science/article/pii/S1877282X10000299
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The ECDC has a programme on vaccine-preventable diseases and invasive bacterial infections, 
covering diphtheria, tetanus, pertussis, HiB, poliomyelitis, measles, mumps and rubella, 
meningococcal disease, pneumococcal infections, varicella-infection and influenza. But “at European 
level there is little information on vaccination coverage among hard-to-reach7 populations, and if 
reported it is usually in the context of outbreaks, when coverage is determined through surveys or 
administrative data from the outbreak area. (…) Few countries collect information on ethnic, religious 
and migrant status”8. 
 
The WHO has an extensive monitoring system for vaccine-preventable diseases per country9, with 
number of reported cases of diseases, estimated vaccination coverage, national immunisation 
schedules, etc. that has been included as a source in this document. They also have a large series of 
vaccine position papers10, e.g. on BCG, diphtheria, Hib, Hep A, Hep B, HPV, measles, mumps, 
pertussis, pneumococcus, polio, rubella, tetanus, etc. 
 
To designate the groups that visit our mobile units and health centres, the wording of “groups that 
face multiple vulnerability factors” is explicitly and consistently used. It refers to destitute or 
homeless people (whatever their residence status), undocumented migrants, asylum seekers, 
destitute EU citizens, drug users, sex workers, Roma communities, etc. The term ‘multiple’ refers to 
the fact that the combination of several vulnerability factors amounts to a more detrimental 
situation than just the sum of both factors. These factors have a multiplying effect when combined. 
For instance, being an undocumented migrant unable to read or write makes a person particularly 
vulnerable or belonging to a Roma group and having to deal with a chronic disease, etc.  

  

                                                           
7
 MdM does not agree with this way of designating vulnerable people as if they tried to hide and becoming hard to reach: 

we believe that health professionnals have to develop ways of working with the most vulnerable (mobile units, low 
threshold, harm reduction attitude, adapting our working hours to those of the people, etc.) 
8
 European Centre for Disease Prevention and Control. Review of outbreaks and barriers to MMR vaccination coverage 

among hard-to-reach populations in Europe. Stockholm. 2013. 
9
 http://apps.who.int/immunization_monitoring/globalsummary 

10
 http://www.who.int/immunization/documents/positionpapers/en/index.html 

http://apps.who.int/immunization_monitoring/globalsummary
http://www.who.int/immunization/documents/positionpapers/en/index.html
http://www.ecdc.europa.eu/en/publications/publications/mmr-vaccination-hard-to-reach-population-review-2013.pdf
http://www.ecdc.europa.eu/en/publications/publications/mmr-vaccination-hard-to-reach-population-review-2013.pdf
http://apps.who.int/immunization_monitoring/globalsummary
http://www.who.int/immunization/documents/positionpapers/en/index.html
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Diphtheria 
 
CLINIC 
Diphtheria is typically caused by toxin-producing strains of C. diphtheria or other Corynebacterium 
species (i.e. C. ulcerans). Transmission frequently occurs through close contacts with respiratory 
secretions and through cutaneous wounds contaminated by contact with animals. The most common 
symptoms are a sore throat and low grade fever. The toxin locally brings a highly adhesive pseudo-
membrane that extends to the respiratory tract (croup). Systemic toxicity can lead to cardiac and 
neurologic damage. 
 
The treatment of respiratory diphtheria consists of antibiotic therapy and diphtheria antitoxin serum, 
often in a reanimation ward. The antitoxin serum may have severe side effects. Careful airway 
management (with often transient mechanical ventilation) is important due to the risk of airway 
obstruction. Patients need to be carefully monitored for cardiac and neurologic damage. Isolation 
has to be maintained for a long time. Finally, patients need diphtheria toxoid immunization during 
their convalescence since natural infection does not induce immunity. 
 
EPIDEMIOLOGY 
The incidence of the disease has dramatically fallen since the late 1950s. But following a decrease of 
the vaccine coverage, an epidemic of diphtheria has re-emerged in the former Soviet Union states 
since 1990. Russian research (2001-2002, when the epidemic was still running) has shown that 
immunisation led to a milder course of the disease if a person did nevertheless get infected. The 
proportion of severe cases among unvaccinated patients was estimated to be from 42 to 52% and 
lethal outcomes to be from 9 to 15%. The highest percentage of children not vaccinated during the 
first years of their life, was registered among those in destitute families, refugees and homeless 
persons. Among adults these were persons above 50 years old, as well as jobless persons of working 
age, pensioners and invalids, who had limited possibilities of undergoing vaccination due to their 
social position11. 
 
Injecting drug users (hereinafter IDUs), especially those with hepatitis C, people living with HIV/AIDS 
and homeless persons are particularly vulnerable to cutaneous diphtheria12. 
 
PUBLIC HEALTH OBJECTIVE 
The vaccine induces long term immunisation: over 80% of patients having received only one dose 
kept a sufficient level of antibodies for more than 10 years13. High vaccine coverage in the EU holds a 
barrier against the reintroduction of the disease, but asymptomatic carriage is important in the 
transmission and remains unpreventable by natural immunity or vaccine-induced immunity. 
Diphtheria can cause new outbreaks in Europe when population immunity becomes suboptimal. 
Vaccine coverage above 85% is assumed to protect the population against imported epidemics 
through herd immunity14. This underlines the need for maintaining high vaccination coverage 
through all age groups, including boosters for adults. 
 

                                                           
11

 Markina SS, Maksimova NM, Lazikova GF. Diphtheria morbidity in Russia today. Zh Mikrobiol Epidemiol Immunobiol 
2005;(1):31-7. 
12

 Lowe CF, Bernard KA, Romney MG. Cutaneous diphtheria in the urban poor population of Vancouver, British Columbia, 
Canada: a 10-year review. J Clin Microbiol 2011;49:2664-6. 
13

 Halperin SA. Immune responses in adults to revaccination with a tetanus toxoid, reduced diphtheria toxoid, and acellular 
pertussis vaccine 10 years after a previous dose. Vaccine 2012, 30:974-982 
Amanna IJ, Carlson NE, Slifka MK. Duration of humoral immunity to common viral and vaccine antigens. N Engl J Med 2007; 
357:1903-15. 
14

 Paul E.M. Fine. Herd immunity: history, theory, practice. Epidemiologic reviews 1993;15:265-302. 

http://www.ncbi.nlm.nih.gov/pubmed/15773397
http://jcm.asm.org/content/49/7/2664.full
http://jcm.asm.org/content/49/7/2664.full
http://www.sciencedirect.com/science/article/pii/S0264410X11018202
http://www.sciencedirect.com/science/article/pii/S0264410X11018202
http://www.ncbi.nlm.nih.gov/pubmed/17989383
http://op12no2.me/stuff/herdhis.pdf
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Tetanus 
 
CLINIC 
Tetanus is a life-threatening but preventable disease caused by the toxin of Clostridium tetani, a 
ubiquitous telluric bacillus found in animal excrements and on dirty and rusty metal. Contamination 
occurs through soiled skin wounds. This includes umbilical cord septic section which is the way of 
contamination for neonatal tetanus. Although tetanus in new-borns has disappeared from Europe 
decades ago (only occurring in developing countries), it is associated with a high lethality. 
 
After an incubation period averaging two weeks, the toxin produced by the bacteria in the wound 
spreads and its effects appear. The tetanus toxin blocks neurotransmission, increases muscle tone 
and causes painful paroxysms (attacks) of spasms and widespread instability of the autonomous 
nervous system. It can lead to the ‘locking’ of the jaw (trismus) so the patient cannot open their 
mouth or swallow. According to the ECDC15, the overall death rate from tetanus is close to 50%. The 
prognosis depends on the clinical presentation, the patient’s age and the available medical support. 
 
Therapy is based on cleaning the infected wound, administration of antibiotics and specific 
immunoglobulins, and expensive and prolonged intensive care support. Muscle spasms and 
autonomic hyperactivity have to be controlled with prolonged sedation and other drugs, often in a 
reanimation ward. Supportive care is very intensive but of utmost importance to avoid even more 
serious complications. 
 
Tetanus vaccination has to be considered for any patient with an important wound. The injection 
protocol for patients depends on their past vaccine status and the soil contamination of the wound. 
In addition, human tetanus immune globulin might be indicated in individuals who have a higher risk 
of tetanus (a dirty wound and an incomplete or unknown vaccination status). 
 
EPIDEMIOLOGY 
According to the ECDC, 74 confirmed cases were reported by 28 EU/EEA countries in 2010 (0.02 per 
100 000). Thus, the case rate of tetanus remains low in the EU. This may be explained by the 
widespread use of tetanus vaccination in EU/EEA countries and its prolonged efficiency with 
immunity over 20 to 40 years16, even with only two doses for the primary vaccination. 
 
Many cases are reported among the elderly. These are probably related to lower coverage or waning 
immunity when aging. The countries with the lowest vaccine coverage have most of the reported 
cases (Italy, Poland, France, Romania, the United Kingdom and Spain)17. 
 
In the United States during 2001-2008, IDUs represented 15% among all cases and 40% of cases had 
received no vaccine18. In England in 2003, a cluster of 5 tetanus cases occurred in IDUs19. Possible 

                                                           
15

 http://ecdc.europa.eu/en/healthtopics/tetanus/Pages/index.aspx 
16

 Gardner P., Peter G. Recommended schedules for routine immunization of children and adults. Infect. Dis Clin North Am. 
2001; Goncalvez C e.a. Levels of diphtheria and tetanus specific IgG of Portuguese adult women, before and after 
vaccination with adult type Td. Duration of immunity following vaccination. BMC Public health 2007; 7:109 
Amanna IJ, Carlson NE, Slifka MK. Duration of humoral immunity to common viral and vaccine antigens. N Engl J Med 2007; 
357:1903-15. 
17

 ECDC. Annual Epidemiological Report. 2012 
18

 Center for Disease Control and Prevention. Tetanus surveillance – United States, 2001-2008. Morbidity and Mortality 
Weekly Report 2011;60:365. 

http://ecdc.europa.eu/en/healthtopics/tetanus/Pages/index.aspx
http://ecdc.europa.eu/en/healthtopics/tetanus/Pages/index.aspx
http://www.ncbi.nlm.nih.gov/pubmed/11301810
http://www.biomedcentral.com/1471-2458/7/109
http://www.biomedcentral.com/1471-2458/7/109
http://www.ncbi.nlm.nih.gov/pubmed/17989383
http://ecdc.europa.eu/en/publications/Publications/Annual-Epidemiological-Report-2012.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6012a1.htm
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infection routes for IDUs “can be explained by contamination with tetanus spores at any stage during 
the production, distribution, storage, cutting, or injection of heroin”20. 
 
In France, chronic wounds were associated with 25% of the cases and 28% were related to a fall with 
a dirty wound or a rat bite. All the cases were incompletely or not vaccinated21. These mechanisms 
alert for the specific exposure associated with poor living conditions. Systematic data are still missing 
in Europe for cases occurring in populations facing multiple vulnerability factors, especially those 
unvaccinated during youth. Through soiled skin wounds, these populations are highly exposed to this 
telluric pathogen. 
 

PUBLIC HEALTH OBJECTIVE 
There is no herd immunity for tetanus since there is hardly any inter-human transmission. 
Consequently, everyone needs to be vaccinated to be protected.  
 
In 2012, we observed that almost 35% of children up to the age of 5 who came to MdM health 
centres had not been vaccinated against tetanus or presented uncertainty about their vaccination 
status (n=69). This figure rose to 39% for children between 6 and 10 years old (n=95). For adults, 
this figure rose to 61% (n=1500)22. 
 
In 2013, we observed that only about one minor in two was vaccinated against tetanus, 20 to 30% 
weren’t or didn’t know, 20 to 30% think they are without being certain (n = 1024). Nevertheless, the 
number of missing data is extremely high: in Belgium, the question about vaccination has been asked 
in less than 10% of the 257 cases of minors. In Switzerland, 30.4% of the data for tetanus was lacking, 
in France 59.1%. 
 

Pertussis (whooping cough – coqueluche – tos ferina) 
 
CLINIC 
Pertussis infection is caused by the toxin of Bordetella pertussis. Pertussis infection is spread via 
aerosolised respiratory droplets. The clinical definition of pertussis is a cough lasting for two weeks 
without clear cause, and one of the following symptoms: paroxysms (sudden attacks) of coughing, 
inspiratory whoop (gasp) or post-tussive emesis (vomiting). Pertussis infection in individuals without 
immunity is characterised by three phases: the catarrhal phase (a moderate fever with a highly 
contagious dry cough), the paroxysmal phase with whooping cough, and the convalescent phase. 
Infants and children may develop severe cough, apnoea, cyanosis, or gagging with cough, post-
tussive emesis, and have poor weight gain. In France in 1999 and 2000, pertussis was the first cause 
of death in infants aged 10 days to 2 months23. 
 
Antimicrobial therapy has to be given as soon as possible to shorten the duration of symptoms and 
decrease the possibility of transmission to close contacts. Supportive care is the mainstay of 
treatment for pertussis in infants and children. Particular attention must be paid to the child's fluid 

                                                                                                                                                                                     
19

 Hahné S, Crowcroft N, White J, Hope V, De Souza-Thomas L. Cluster of cases of tetanus in injecting drug users in England: 
European alert. Euro Surveill 2003;7: 2328. 
20

 http://www.eurosurveillance.org/ViewArticle.aspx?ArticleId=2371 
21

 Antona D. Le tétanos en France entre 2008 et 2011. BEH 2012;26. 
22

 Chauvin P, Simonnot N. Access to healthcare of excluded people in 14 cities of 7 European countries. Final report on 
social and medical data collected in 2012. Paris. Doctors of the World International Network, 2013. 
23

 Floret D and al. Pediatric deaths due to community-acquired bacterial infection. Survey of French pediatric intensive care 
units. Arch Pediatr. 2001 Sep;8:705s-711s. 

http://www.larousse.fr/dictionnaires/espagnol-francais/tos/230165
http://www.eurosurveillance.org/ViewArticle.aspx?PublicationType=W&Volume=7&Issue=47&OrderNumber=1
http://www.eurosurveillance.org/ViewArticle.aspx?PublicationType=W&Volume=7&Issue=47&OrderNumber=1
http://www.eurosurveillance.org/ViewArticle.aspx?ArticleId=2371
http://www.invs.sante.fr/Publications-et-outils/BEH-Bulletin-epidemiologique-hebdomadaire/Archives/2012/BEH-n-26-2012
http://mdmeuroblog.files.wordpress.com/2014/01/access-to-healthcare-of-excluded-people-in-14-cities-of-7-european-countries.pdf
http://mdmeuroblog.files.wordpress.com/2014/01/access-to-healthcare-of-excluded-people-in-14-cities-of-7-european-countries.pdf
http://www.ncbi.nlm.nih.gov/pubmed/11582916
http://www.ncbi.nlm.nih.gov/pubmed/11582916
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and nutritional status. Infants above 3 months have to be hospitalized near (and often in) a 
paediatric intensive care unit. Family members in close contact with the child and individuals at high 
risk for complications need antimicrobial prophylaxis. Their prior vaccination with DTaP is not 
considered sufficiently protective. Post-exposure immunization does not protect people in close 
contact with the infected individual, except for children under 7 years of age who are incompletely 
vaccinated and who can receive further shots. 
 
EPIDEMIOLOGY 
Early diagnosis is important for disease control. When exposed to a contact case one household out 
of three effectively develops pertussis.  Moreover, nearly one-half of asymptomatic subjects also 
show laboratory evidence of infection and the remainder has a mild respiratory illness24. Atypical 
presentations (such as exclusive prolonged cough) in infants, children and adults previously 
vaccinated contribute to under-diagnosis. 
 
According to the ECDC (2012), 13 964 confirmed cases were reported by 28 EU/EEA countries in 2010 
(3.87 per 100 000). The epidemiologic evolution of pertussis in the era of vaccination has shown an 
advance in the age of cases. For instance, an increased number of deaths were noticed among 
infants too young to be vaccinated in England in 2012. They get infected from their households and, 
while pertussis in toddlers had only a moderate mortality, infants develop more severe forms. 
Childhood pertussis vaccination does not confer lifelong immunity. Protective immunity wanes after 
5 to 10 years25. Among infant pertussis cases, household members were responsible for 80% of 
transmissions26.  
 
The investigation of a community-wide outbreak of pertussis in Oregon, United States in 2003 
identified jail inmates (and employees), drug users and low-income social housing residents as 
particularly vulnerable. Adult patients were more likely to report an incomplete childhood 
vaccination history27. Repeated close contacts in precarious conditions and delays in diagnosis might 
explain the risk. Also, chronic cough is often neglected by smokers. 
 
PUBLIC HEALTH OBJECTIVE 
The herd immunity threshold for pertussis is estimated to be at 92 to 94%28. Among young adults, 
cyclical epidemics occur like in the pre-vaccine era. This suggests that the overall circulation of 
pertussis in the population has not been affected by the vaccine. Although pertussis mortality is 
related to young children, the vaccination of adolescents and young adults in close contact with 
young infants or about to be parents is a major weapon against infant pertussis. 

  

                                                           
24

 Deen JL, Mink CA, Cherry JD, Christenson PD, Pineda EF, Lewis K, Blumberg DA, Ross LA. Household contact study of 
Bordetella pertussis infections. Clin Infect Dis. 1995;21:1211-9. 
25

 Jenkinson D. Duration of effectiveness of pertussis vaccine: evidence from a 10 year community study. BMJ. 1988; 
296:612. 
26

 Wendelboe AM e.a. Infant Pertussis Study Group. Transmission of Bordetella pertussis to young infants. Pediatr Infect Dis 
J. 2007; 26:293. 
27

 Schafer S, Gillette H, Hedberg K, Cieslak P. A community-wide pertussis outbreak: an argument for universal booster 
vaccination. Arch Intern Med. 2006;166:1317-21. 
28

 Smith, P. Concepts of herd protection and immunity. London School of Hygiene & Tropical Medicine, Dec. 2009. 

http://www.ncbi.nlm.nih.gov/pubmed/8589145
http://www.ncbi.nlm.nih.gov/pubmed/8589145
http://www.ncbi.nlm.nih.gov/pubmed/3126927
http://www.ncbi.nlm.nih.gov/pubmed/17414390
http://www.ncbi.nlm.nih.gov/pubmed/16801516
http://www.ncbi.nlm.nih.gov/pubmed/16801516
http://www.sciencedirect.com/science/article/pii/S1877282X10000299
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Hepatitis B 
 
CLINIC 
The Hepatitis B virus is transmitted through blood and body fluids (saliva and sexual secretions), and 
from mother to baby at birth (WHO, 2000). It is highly infectious, 50 to 100 times more so than HIV. 
Hep B virus is able to remain on any surface it comes into contact with at least for a week, e.g. razor 
blades, syringes, blood stains, etc. without losing infectivity29. Furthermore, blood is already infective 
many weeks before the onset of the first symptoms. Consequently, many people are unaware that 
they might transmit a disease. 
 
Hep B serologic testing involves measurement of several Hep B virus-specific antigens and 
antibodies. Different serologic “markers” or combinations of markers are used to identify different 
phases of Hep B infection and to determine whether a patient has acute or chronic Hep B infection, is 
immune to Hep B as a result of prior infection or vaccination, or is susceptible to infection. HBsAg (or 
surface antigen) is an indicator for current acute or chronic infection. It indicates that the person is 
infectious. The body normally produces antibodies to HBsAg (Anti-HBs) as part of the normal immune 
response to infection. Anti-HBs also develop in a person who has been successfully vaccinated. The 
presence of Anti-HBs is interpreted as immunity from Hep B infection. Antibodies to the virus core 
(Anti-HBc) appear at the onset of Hep B infection, whatever the symptoms, and persist for life (its 
serological presence marks the difference between recovery and vaccination). 
 
After infection, acute Hep B remains asymptomatic for 70% of the patients. Symptoms are often 
vague: tiredness, vague abdominal discomfort, nausea, sometimes arthralgia and rash. Only 30% 
develop jaundice and 1 to 2% cases have a fulminant form. A chronic infection is defined by the 
persistence of HBsAg for more than 6 months after the infection. Chronic infection with Hep B can 
lead to progressive liver disease, cirrhosis or primary hepatocellular carcinoma. The earlier the 
infection occurred, the higher the risk that the infection turns to chronicity. This risk is more than 
80% for children infected before the age of one year while more than 90% of healthy adults infected 
with Hep B will recover and be completely rid of the virus within six months30. Many patients with 
chronic Hep B are asymptomatic with normal physical examination for a very long time unless they 
progress to decompensated cirrhosis or hepatocellular carcinoma. The WHO considers that 25% of 
adults with chronic infection contracted during their childhood die of cancer or liver cirrhosis. 
 
Several oral and injective medicines are available to treat chronic Hep B. They have been shown to 
delay the progression of cirrhosis, reduce the incidence of hepatocellular carcinoma and improve 
long-term survival. Treatment, however, is long lasting, complicated by the toxicity of the agents, 
antiviral resistance, the development of HBV mutants and the need for long-term follow-up. The 
optimal duration of therapy depends of the initial situation and often not well-established, requiring 
at least 16 weeks of treatment, but often up to four or five years of treatment, or for an even longer 
indefinite period. 
 
EPIDEMIOLOGY 
There are more than two billion individuals with serological evidence of Hep B infection worldwide. 
Of these, 400 million are chronic carriers and 500,000 to 1.2 million will die annually of cirrhosis and 
hepatocellular carcinoma. Many persons with Hep B are unaware that they carry the infection, and, 
of those who are chronically infected, only a minority receives routine, scheduled follow-up to 
monitor their disease status31. In Europe there are only low (< 2%) and intermediary (2 – 8%) 

                                                           
29

 Let’s remember that HEP C virus can survive up to 2 months! http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2932767/ 
30

 WHO position paper. Hepatitis B vaccine. WER 2009;84:405-420  http://www.who.int/wer/2009/wer8440.pdf 
31

  McMahon BJ. Epidemiology and natural history of hepatitis B. Semin Liver Dis. 2005;25 Suppl 1:3. 
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endemicity countries – the latter include southern and Eastern Europe. In intermediary prevalence 
countries, more than 50% of chronic Hep B infected patients have no history of any acute hepatitis. 
The Viral Hepatitis Prevention Board32 estimates that approximately 850 000 people die each year of 
Hep B and approximately 10 000 die each year of liver cirrhosis; 50% of which cases are sequelae of   
Hep B. 
 
Within the EU, the overall incidence of Hep B has been falling for over a decade and the number of 
new cases remains relatively low (3.43 cases per 100 000 in 2010, or 14 745 cases of Hep B infection 
reported by 27 EU/EEA Member States according to the ECDC). Still according to the ECDC33 
comparing Hep B data between countries is complex due to the differences in surveillance systems 
and variations in the case definitions used (e.g. distinguishing between acute and chronic infections 
or not)34. In addition, there is wide variation in immunisation and screening programmes between 
countries, even if all EU countries have a passive mandatory reporting system for hepatitis B. Lastly, 
as Hep B (and C) infections can remain undiagnosed for many years due to the lack of symptoms, the 
number of cases being reported does not tell us the total number of people infected. 
 
Just as with tuberculosis, Hep B is common in environments of chronic poverty and is endemic in 
much of Africa, Asia, Latin America, where – according to the WHO35 – HBsAg carrier rates run up to 
10 to 15% of national populations. A cross-sectional survey was conducted in 2004 in France. 7% of 
adults were Anti-HBc positive and 0.7% were HBsAg carriers. The last represented 280 821 infected 
and infectious people. Risk groups for positive Anti-HBc included IDU, men having sex with men 
(hereinafter MSM), people with low socio-economic status, patients staying in a psychiatric facility 
or facility for the mentally disabled, having received less than 12 years of education and being born 
in a country with intermediary or high Hep B endemicity. Only 45% of HBsAg positive individuals 
knew about their status36. Stuver et al. also described evidence of lower socio-economic status being 
associated with high infection risk of Hep B37. One study estimated that there were 6.4 million IDUs 
worldwide who had recovered from Hep B and 1.2 million HBsAg positive38. 
 
Heterosexual transmission has been estimated accounting for approximately 39% of new Hep B 
infections among adults in the US and transmission among MSM for 24%39. For up to a quarter of all 
patients infected with Hep B, the exact mode of transmission could not be identified. People without 
access to testing, who are consequently unaware that they are infected, can cause intra-familial and 
inter-relatives contaminations. 
 
Data on 7 792 migrants to the US who voluntary integrated a protocol-based health assessment 
were collected from the GeoSentinel Surveillance network. Significant diagnoses identified in all 
migrant groups included latent tuberculosis, found in 43% of migrants, eosinophilia in 15%, and Hep 

                                                           
32

 http://www.vhpb.org/ 
33

 ECDC. Annual Epidemiological Report. 2012 
34

 Nevertheless, DG SANCO has attempted to offer estimative country comparisons through the HEIDI Data tool. Choose 
“health status indicators”  “selected communicable diseases”  data is available for hepatitis B, for mumps, etc. 
35

 http://www.who.int/csr/disease/hepatitis/whocdscsrlyo20022/en/index3.html 
36

 Meffre, C, Le Strat, Y, Delarocque-Astagneau, E e.a. Prevalence of hepatitis B and hepatitis C virus infections in France in 
2004: Social factors are important predictors after adjusting for known risk factors. J. Med. Virol.2010, 82: 546–555. 
37

 Stuver SO, Boschi-Pinto C, Trichopoulos D.e.a. Infection with hepatitis B and C viruses, social class and cancer. IARC 
France, 1997. 
38

 Nelson PK, Mathers BM, Cowie B, Hagan H, Des Jarlais D, Horyniak D, Degenhardt L. Global epidemiology of hepatitis B 
and hepatitis C in people who inject drugs: results of systematic reviews. Lancet. 2011; 378(9791):571. 
39

 Wasley A, Grytdal S, Gallagher K. Surveillance for acute viral hepatitis – United States, 2006. Centers for Disease Control 
and Prevention (CDC) MMWR Surveill Summ 2008;57(2):1. 
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B infection in 6%. Notably absent were infectious TB, soil-transmitted helminths (worm-like 
parasites), and malaria40.  
 
In Europe as well, “international migration has an obvious impact on Hep B prevalence”. However, 
due to differences in migration status monitoring, Hep B data on migrants are not easily comparable 
among Northern and North-Western European countries41. Furthermore, current data collection 
practices across Europe do not allow distinguishing between infections in the country of origin and 
infections due to living conditions and risk behaviours in the destination country42. 
 

PUBLIC HEALTH OBJECTIVE 
A safe and effective Hep B vaccine has been available since the 1980s and can prevent acute and 
chronic infection with an estimated effectiveness of 95%. Vaccination represents the cornerstone of 
public health measures to eradicate Hep B. The vaccine is not only effective in preventing the 
infection but also in preventing the sequelae of chronic Hep B infection. Thus, it was the first vaccine 
ever against a cancer.  
 
The herd immunity threshold for Hep B is estimated at 95% population coverage43. But since the 
epidemiology of HBV is complex (mother to child transmission and sexual transmission), herd 
immunity is less relevant; the dynamics of the epidemic are different among each specific group. This 
led to several evaluations of the impact of universal and selective vaccination plans. Universal infant 
vaccination was evaluated as the most cost-effective strategy in the UK44. 
 
Already in 1992 the WHO recommended universal vaccination against Hep B for new-borns in all 
countries with a Hep B prevalence rate higher than 5%. All other countries were recommended to 
implement universal vaccination in 1997. Six countries (Denmark, Finland, Iceland, Norway, Sweden, 
and the United Kingdom) still opt for a selective Hep B vaccination programme targeting risk 
groups45. 23 out of 29 EU/EEA countries have implemented a universal vaccination programme for 
infants and adolescents or both. In addition, a wide variety of risk-group vaccination programmes 
exist, most of them target those at increased risk due to occupational exposure. Only half of the 
countries with a routine vaccination programme indicated heterogeneous coverage rates, but the 
coverage rate in infants (one to two years) is declared to be above 95% (except in Austria, Malta, and 
France) – ECDC 2010 46. 
 
In 2012, we observed that almost 38% of children up to the age of 5 (n = 69) who came to MdM 
health centres had not been vaccinated against Hep B or presented uncertainty about their 
vaccination status. This figure rose to 41.5% for children between 6 and 10 years old (n = 95). For 
adults, this figure rose even up to 68% (n = 1500). 
 
In 2013, less than one minor in two was vaccinated against HBV (n = 1024).  

                                                           
40

 Barnett ED, Weld LH, McCarthy AE, So H, Walker PF, Stauffer W, Cetron M; GeoSentinel Surveillance Network. Spectrum 
of illness in international migrants seen at GeoSentinel clinics in 1997-2009, part 1: US-bound migrants evaluated by 
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 Chu JJ, Wörmann T, Popp J, Pätzelt G, Akmatov M. K, Krämer A, Reintjes R,  Changing epidemiology of Hepatitis B and 
migration—a comparison of six Northern and North-Western European countries. European Journal of Public Health 2012, 
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 Fernandes e.a. Migration and Health in the European Union. WHO 2009. 
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 Solet J. L. e.a. Vaccination coverage survey in Mayotte (France), 2010. BEH 2013. 
44
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UK. Vaccine, Volume 29, Issue 3, 10 January 2011, Pages 466–475. 
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 http://vaccine-schedule.ecdc.europa.eu/Pages/Scheduler.aspx 
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Measles (rougeole – sarampión) 
 
CLINIC 
Measles virus is transmitted by infectious aerosol droplets that remain stable for hours. Its acute 
eruptive infection is characterised by four stages: silent incubation, invasive catarrh (inflammation of 
the mucous membranes in the airways) with fever, a morbilliform rash (red macular lesions, usually 
2–10 mm in diameter) and scaling of the skin with a state of persistent fatigue.  
 
Complications occur in variable frequency (estimated to 23% in the US): respiratory tract infections, 
severe neurologic syndromes, keratitis, secondary infections, etc. They are known to be enhanced by 
poor nutritional status (including vitamin A deficiency). The case-fatality rate of measles ranges from 
0.3% in the US to 4 to 10% in developing countries. In 2010 in Europe, 21 measles-related deaths 
were reported; 18 deaths were reported in Bulgaria and one in France (ECDC, 2012). In France in 
2010, 38% of the cases aged less than one year and 46% of the cases among young adults were 
hospitalised47. In 2011, 15 000 measles cases where diagnosed in France, among them about a 
thousand with severe pneumonia, 26 with neurologic complications and 10 who died. This major 
outbreak led MdM to launch a vaccination campaign with the local government health institutions in 
Seine-Saint-Denis (Paris region), where 288 measles cases were diagnosed in 2011, compared to 79 
in 2010 and 38 in 2009. In the 13 settlements where MdM was leading vaccination actions, 250 
persons got a measles vaccine injection. 
 
No specific antiviral treatment exists for the measles virus. Care for complications from measles 
includes many expensive supportive care measures (nutrition, treatment of dehydration, general 
antibiotics, respiratory support, and encephalopathy treatment). Several complications leave long 
lasting or definitive sequels or are fatal, e.g. the rapidly evolving subacute sclerosing panencephalitis 
(SSPE) that develops on average after 6 to 10 years of measles remission. 
 
The MMR vaccine is safe and effective: with two doses, 98% of recipients develop immunity (lifelong 
for most). It is indicated from the age of 1 year and the second dose has to be injected at least 1 
month after the first. For children missing a vaccine certificate, there is no risk of “over-vaccinating” 
by giving another dose (live vaccines are eliminated by the immune system before any multiplication, 
no case of an over-vaccination side effect has ever been published for MMR). 
 
EPIDEMIOLOGY 
The contagious period begins five days before the rash and lasts up to 5 days after. Consequently, 
contagion is already possible before diagnosis. Furthermore, measles is highly contagious in itself. 
The attack rate in a susceptible individual exposed to measles is 75%. The transmissibility is increased 
in crowded and confined areas. 
 
More than 30 000 cases were reported by EU and EEA/EFTA countries in 2010 and 35 000 cases in 
2011, a fivefold increase compared to the annual average for the preceding five years. 85% of the 
reported patients were unvaccinated. The dramatic increase was due to outbreaks in Bulgaria, 
Romania and France, but other countries such as Belgium, Germany, Italy, Ireland, UK, Switzerland or 
Spain also reported a considerable increase (ECDC 201248). 
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 Epidémie de rougeole en France. Données de déclaration obligatoire en 2010 et données provisoires 
pour début 2011. Institut de veille sanitaire, 2011. 
48

 See the 2011 notification rate EU map on the ECDC web site: 
http://www.ecdc.europa.eu/en/activities/surveillance/euvac/data/pages/measles_maps.aspx 
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There have only been 8 499 cases between March 2012 to February 2013 (see weekly ECDC 
communicable disease threats report) – France, Italy, Romania, Spain and the UK accounted for 94% 
of the cases. “However,” the ECDC remarks, “this is just one single annual incidence figure. It does 
not signify a longer-term downward trend in measles notifications. The risk of new outbreaks 
increases as the unvaccinated population grows over time.” 
 
Reported cases of measles in EU and EEA countries and two doses vaccine coverage (CISID), January 
to December 2011 
 

 
 
Only few cases need to be introduced into a community to start an epidemic. In 2011 in Canada 
there were only 21 measles importations but 725 resulting cases49. One singular importation even 
resulted in 678 cases. In today’s globalised world, an epidemic can easily develop following the 
introduction of a single index case in any locality characterised by an accumulation of unvaccinated 
individuals. 
 
In 2009, the epidemic in Bulgaria was reported to affect the Roma community50. The specific high 
incidence in this community was explained by a poor vaccination level, poor access to healthcare, 
the higher morbidity and mortality rates by factors such as malnutrition, pneumococcal super-
infections, etc. 
 
A French team recently discovered vitamin A deficiency (above 20 µg/dl of blood) with a clear need 
for supplements – among 64 children living in slums in Marseille in 2012-2013 (R. Laporte, 
unpublished). Vitamin A supplements have been shown to reduce the number of deaths from 
measles by 50%. All children in developing countries diagnosed with measles should receive two 
doses of vitamin A supplements, given 24 hours apart. This treatment decreases the morbi-mortality 
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of measles and prevents eye damage and blindness51. Yet, because this deficiency is thought to be 
restricted to populations in developing countries, no such treatment is generally proposed in Europe. 
 
PUBLIC HEALTH OBJECTIVE 
Because humans are the only hosts for measles virus, because recovery from disease provides 
lifelong immunity, and because the vaccine provides long-term protection from infection, measles 
eradication is effectively feasible. High vaccine coverage is difficult to obtain. Some parents do not 
allow their children to be vaccinated, but these refusals do not concern the population we see in 
MdM health centres. 
 
Although measles vaccination is recommended around an index case of measles, there is very little 
time to vaccinate relatives. People only have 3 days to be vaccinated after a single contact. But at the 
time measles is diagnosed, the patient has often been infected for 3 to 7 days. Consequently, this 
strategy is especially efficient when eradication is near (a few cases in a population with high vaccine 
coverage). At a stage when regular epidemics occur, in a population with low vaccine coverage, 
vaccinating relatives is necessary but insufficient. There is also the risk of introducing negative 
attitudes towards vaccination, as people who got vaccinated too late will still develop the disease 
and believe that the vaccine did not work or contaminated them.   
 
WHO Europe countries have “committed to eradicate measles by 2015” which requires the 
fulfilment of several conditions: sustained vaccination coverage above 95% with two vaccine doses, 
a sustained incidence of less than 1 case per million population per year, 80% of outbreaks 
associated with <10 cases and the transmission of indigenous or imported measles for no longer than 
12 months in a defined region. 
 
The ECDC has made an interesting interactive Measles Atlas52 that shows how close or far different 
EU countries are from the “95% coverage with 2 doses” objective; e.g. for 2011: Belgium 83%, 
Bulgaria 94%, France data not available…, Germany 92%, Greece 77%, the Netherlands 93%, Portugal 
96%, Romania 91%, Spain 91%, Sweden 95% and the UK 88%. These numbers are sometimes very 
different from the ones given by the WHO… 
 
 
Vaccination coverage for selected diseases in EU countries where MdM is present (2012, source 
WHO53) 
 

  BE BG CH DE EL ES FR NL PT RO SE UK 

BCG   97     35       99 99 24   

DTaP 1 100 96 95   100               

DTaP 3 99 95 95   100 97 99 97 98   98 97 

Hep B birth   98           99 97 99     

Hep B 3 98 95   86 98 96 74   98 96 30 97 

measles 1 96 94 92 97 99 97 89 96 97 94 97 93 

measles 2 93 94 83 92 83 90 67 93 96   95 87 

polio 3 99 95 96 95 100 97 99 97 98 92 98 97 
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 http://apps.who.int/immunization_monitoring/globalsummary/ 
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Mumps (oreillons – paperas) 
Mumps is a highly infectious viral infection that spreads rapidly among susceptible people having 
close contact. Mumps infection symptoms include fever followed by parotitis (infection of the major 
salivary glands located on either side of the face). The virus usually causes mild disease in children, 
but in adults can lead to complications, such as meningitis and orchitis (WHO). It is asymptomatic in 
20% of cases but on the other hand the infection has an estimated 12% hospitalisation rate with 
possibly serious consequences (meningitis, encephalitis, pneumonia, pancreatitis, orchitis with 
secondary sterility, deafness, etc.). Pregnant women have a specific risk of foetal death. 
 
There is no specific treatment for mumps and supportive care has to be specific for each complication. 
Despite the impressive decline in the incidence of mumps cases since the introduction of the vaccine, 
sporadic mumps outbreaks do still occur. These outbreaks frequently involve older individuals who 
are at risk for more serious morbidity. 85 to 90% vaccine coverage is required to achieve effective 
herd immunity against mumps. 
 
 

Rubella (rubéole – rubéola) 
Rubella is a viral infection typically characterised by rash, fever, and adenitis (inflammation of a gland 
or lymph node). It is acquired through the inhalation of infectious secretions. Patients may be 
contagious one to two weeks before the infection becomes apparent. Prior to the introduction of the 
rubella vaccine, outbreaks occurred at variable intervals with the highest incidence among school 
children. Acquired rubella during the first 20 weeks of pregnancy exposes the foetus to a severe 
congenital rubella syndrome, with hearing loss, developmental delay, growth retardation, cardiac 
and ophthalmic defects, premature delivery and foetal death. Immunity to rubella in pregnant 
women should be documented as part of initial prenatal care. 
 
Rubella vaccination can effectively protect against subsequent infection and is the best strategy to 
eliminate cases of CRS.  In 1993, the herd immunity threshold was estimated at 85% (Fine 1993). All 
EU Member States recommend at least two doses of vaccination for both boys and girls. 
Nevertheless, 21 549 cases of rubella were declared in Europe from 03/2012 to 02/2013, mainly in 
Poland and Romania. 
 
In areas that note declining vaccination rates, an increase in cases can provide a reservoir for 
transmission. In Greece, a major epidemic occurred in 1993 and the incidence of the congenital 
rubella syndrome rose dramatically54. 
 
 
In 2012, we observed that more than 38% of children up to the age of 5 (n = 69) who came to MdM 
health centres had not been vaccinated for MMR or presented uncertainty about their vaccination 
status. This figure rose to almost 40% for children between 6 and 10 years old (n = 95). For adults, 
this figure even rose to 65% (n = 1500). 
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Hepatitis A 
According to the ECDC, the Hep A vaccine has only been recommended in four European countries 
(including one where the vaccine is only given on specific indications). Vaccination is also 
recommended for specific groups in France and in the UK55. Although the direct burden of this 
disease is low for the general population, we decided to include it as it is a marker for access to water 
and sanitation. 
 
CLINIC 
Hepatitis A infection is transmitted through food and water. Epidemics happen following collective 
food poisoning or because of lack of access to water and hygiene facilities. Due to the resistance of 
the virus in the environment, indirect transmission occurs through vectors such as contaminated 
water, shellfish, vegetables and all food products that have undergone manipulation prior to 
consumption. 70% of cases remain asymptomatic until the age of 5 years. However, more than 70% 
of adult cases have jaundice for 10 to 15 days. Prolonged forms are found in 15% of cases, and 
relapses in 1-2% of cases. In less than 1% of cases, acute liver failure (fulminant hepatitis) occurs. Its 
prognosis is very unfavourable despite an urgent liver transplantation. 
 
There is no specific treatment for Hep A infection. Supportive care has to insure sufficient nutrient 
supply during the acute phase and the risk of hepatic failure has to be surveyed. Acute liver failure 
has a high mortality, even when urgent hepatic transplantation is possible. 
 
EPIDEMIOLOGY 
The epidemiological characteristics of Hep A depend on the socio-economic and health status of 
countries. In industrialised countries, hygiene progress has contributed greatly to scarce contact with 
the virus. Yet in 2010 it was still the fourth most frequently reported gastrointestinal infection in the 
EU. Many epidemics followed consumption of infected agro-alimentary products56. 
 
Less than 1% of children with symptomatic hepatitis A virus develop acute liver failure. Nonetheless, 
Hep A infection accounts for up to 80% of paediatric acute liver failure cases in developing countries, 
reflecting the high rate of infection in the population57. In North America and Western Europe, Hep A 
infection causes only 0.8 percent of cases of paediatric acute liver failure, reflecting low rates of Hep 
A infection58.  
 
Several hepatitis A outbreaks have been described in communities with poor access to water and 
sanitation. Hrivniakova et al. described an epidemic in a village in Eastern Slovakia in 2008, which 
involved 298 patient cases59. This outbreak was associated with a low access to sanitation services. 
To prevent further spread of infection, control measures were implemented in food facilities, 
kindergartens and primary and secondary schools. Water tanks were provided for drinking water. 
Post-exposure and preventive vaccination was also administered. 
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124 Hep A cases were reported in north-eastern Greece in 2007, mainly among children living with 
poor sanitary conditions60. In France, a community Hep A outbreak involved a total of 492 cases over 
the 2008-2009 period, including 8 clusters of cases among communities living in sites with poor 
sanitation61. The epidemiological links between cases suggested a transmission from person to 
person, particularly active among populations living in sites with poor sanitation. Control measures 
included vaccination, access to cold and hot water in each local health facility, installation of toilet 
paper dispensers, and drains for chemical toilets. 
 
From September 2011 through February 2012, 20 hepatitis A cases were identified in northern 
France in community camps lacking toilets, showers and waste collection62. The serological scar after 
having recovered from Hep A in Greece in 2002 was particularly high (98%) among Roma children 
who did not have basic provisions of sewerage, water supply and waste disposal63. 
 
PUBLIC HEALTH OBJECTIVES 
Since 1992, a highly immunogenic vaccine without significant side effects is available and provides 
protection for at least 10 to 20 years. Hep A vaccine is practically never included in national universal 
immunisation schedules, or only for specific risk groups. Although lacking access to water and 
sanitation is a major risk factor, it is hardly ever recognised as an indication for vaccination. In 
childcare settings, the spread of Hep A usually takes place before the index case has been identified. 
There is a risk – as underlined by Michos et al. above – that children living in precarious settings 
could potentially start an epidemic when going to school. This might then lead to further 
discrimination of already stigmatised groups. 
 

 
© Julien De Weck – Hep A is a good marker for access to water and sanitation.  
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Tuberculosis 
 
CLINIC 
Common symptoms of pulmonary tuberculosis (TB) in children include chronic cough (more than 
three weeks), fever (more than two weeks), and weight loss or failure to thrive. There is no specific 
finding in a physical exam that can confirm pulmonary TB and the clinical presentation of extra-
pulmonary TB is even more varied. Infants have the highest risk of progression to TB disease with 
dissemination (“miliary TB”) and neuro-meningeal consequences. 
 
Unfortunately, the case fatality ratio of tuberculous meningitis remains relatively high at 15 to 40% 
despite effective treatment regimens. The paediatric treatment consists of a basic anti-TB drug 
association (4 different drugs) for 6 to 12 months. Infection rapidly progresses to TB disease among 
children less than 5 years, even if the infection has to be quite recent. Infection has to come from an 
adult contaminator. Most children are infected through household contacts, particularly by parents 
or other caretakers. Even in circumstances when adult index cases are sputum smear-negative, 
transmission to children has been documented in 30 to 40% of households. 
 
The efficacy of the BCG vaccine against TB meningitis and infant miliary tuberculosis shows an 
average of 75-80% protection. In France, Lévi-Bruhl et al. estimated this efficiency to 87%. 
Unfortunately, against pulmonary tuberculosis in adults the efficacy was heterogeneously estimated 
to be from 0 to 80%, depending on the study (different epidemiologic situations, types of vaccines 
and presence of atypical mycobacteria, etc.)64. New meta-analyses by Mangtani et al. suggest that 
the efficacy of the BCG vaccine is associated with the absence of prior M. tuberculosis infection or 
sensitization with environmental mycobacteria65.  The vaccine does not prevent primary infection 
and, more importantly, does not prevent reactivation of latent pulmonary infection, the principal 
source of bacillary spread in the community. Because for the majority of European populations the 
risk of TB is close to zero, some countries only recommend it for specific high-risk groups (like in 
France, for all children living in Île de France and Guyana, having parents that come from high 
endemic countries, etc.). 
 
Benign local skin reactions following BCG vaccination are to be expected. They leave a small scar 
(which is an ideal indicator that people effectively received a vaccination). Local adverse effects are 
mainly due to incorrect vaccine administration. Severe adverse effects may occur in 
immunosuppressed patients. 
 
 
EPIDEMIOLOGY 
In Europe, TB mortality historically declined long before effective chemotherapy was available, 
largely because of socioeconomic development (better living conditions, nutrition and isolation of 
infectious cases). But with TB prevalence still estimated in 2011 at 56 cases per 100 000 population in 
the WHO European Region and TB mortality at 4.9 deaths per 100 000 population, it will not be 
possible to reach the 2015 Millennium Development Goal (MDG 6) target of halting the prevalence 
and death associated with TB and reversing its incidence (WHO Europe / ECDC 201366). 
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There has been a decline of TB in most of the EU/EEA, yet nearly 72 334 cases were reported in 
201167, 4% less than in 2010. The situation remains heterogeneous with reported incidences ranging 
from 2.8 (Iceland) to 4.3 (Greece) out of 100.000. In 2010, over 76% of cases occurred in only 7 
countries (France, Germany, Italy, Poland, Romania, Spain and the United Kingdom). Many infections 
occur in large cities. 
 
Delays in diagnosis are not only significant to the disease prognosis at the individual level but also to 
the transmission within the community. People ill with TB disease can infect up to 10-15 other 
people through close contact over the course of a year (WHO TB factsheet 02/2013). Furthermore, 
during the last five years a gradual decrease in treatment success has been observed. Success rates 
across the WHO Europe region are now down to 67.2%, 49.2% and 48.5% among new, previously 
treated and MDR-TB cases respectively (WHO Europe / ECDC 2013). 
 
Risk factors for TB may be divided into issues related to host immunity (e.g. immunologic defects that 
lead to increased susceptibility to infection such as in HIV+ patients) and issues related to 
environmental exposure to infection (e.g. risk of exposure to a case of infectious TB). Socioeconomic 
development and access to quality of health services appear to be at least as important as any 
specific TB control measure. For instance, Suk et al. showed how wealth inequality is directly related 
to TB notification68.  
 
In France in 2010, homeless people presented an incidence rate 23.2 times higher than the general 
population. TB incidence was 8.8 times higher for people born abroad than for people born in France 
but 57% of them had fallen sick after they had lived in France for more than 5 years69.   
 
About half of EU countries have TB screening programmes specifically for migrants. A recent study70  
suggested that the slowing decline of TB incidence is indeed partly related to immigration from 
countries in Africa, Southeast Asia, parts of Latin America and former Eastern Europe, where TB 
remains more widespread (the mean percentage of foreign-born cases among overall TB incidence is 
20% but increasing). 
 
According to WHO Europe, about 6% of TB cases are co-infected with HIV, but “knowledge of the 
extent of TB-HIV co-infection is limited due to the lack of robust population level systems monitoring 
the overlap between the two epidemics”71. People living with HIV are up to 37 times more likely to 
develop TB disease than HIV-negative people. In 2009, TB accounted for one in four deaths among 
HIV-positive people in the world72. 
 
A literature review showed that factors associated with the increase in the delay for TB diagnosis 
include low access to healthcare (geographical, socio or psychological barriers), poverty, alcoholism 
and substance abuse, history of immigration, low educational level, low awareness of TB, stigma, 
etc. The core problem in delayed diagnosis and treatment seems to be a vicious cycle resulting in 
failure to access specialised TB services73.  

                                                           
67

 ECDC. Annual epidemiological report. 2012.  
68

 Suk J.E, Manissero D, Büscher G, Semenza J.C. Wealth Inequality and Tuberculosis Elimination in Europe. Emerg Infect Dis. 
2009 November; 15(11): 1812–1814. 
69

 Antoine D, Che D. Les cas de tuberculose déclarés en France en 2010. BEH 2012; 24-25. 
70

 Klinkenberg E, Manissero D, Semenza J.C, Verver S. Migrant tuberculosis screening in the EU/EEA: yield, coverage and 
limitations. Eur Respir J. 2009 Nov;34(5):1180-9. 
71

 Tuberculosis surveillance and monitoring in Europe. ECDC / WHO Europe 2013. 
72

 Tackling tuberculosis with an all-inclusive approach. Bulletin of the WHO 2011;89:170–171 
73

 D G Storla, S Yimer, GA Bjune. A systematic review of delay in the diagnosis and treatment of tuberculosis. BMC Public 
Health 2008, 8:15. 

http://www.who.int/mediacentre/factsheets/fs104/en/index.html
http://ecdc.europa.eu/en/publications/Publications/Annual-Epidemiological-Report-2012.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2857253/pdf/09-0916_finalD.pdf
http://opac.invs.sante.fr/doc_num.php?explnum_id=8239
http://erj.ersjournals.com/content/34/5/1180.long
http://erj.ersjournals.com/content/34/5/1180.long
http://ecdc.europa.eu/en/publications/Publications/Tuberculosis-surveillance-monitoring-2013.pdf
http://www.who.int/bulletin/volumes/89/3/11-040311/en/index.html?utm_medium=twitter&utm_source=twitterfeed
http://www.biomedcentral.com/1471-2458/8/15


21 
 

 
The ECDC identifies as vulnerable on its TB in vulnerable populations webpage: “immigrants from 
countries with high TB incidence, prisoners, HIV-seropositive persons, alcoholics, injecting drug 
users and the socially and economically disadvantaged especially in congregated urban settings. 
The most vulnerable and excluded groups are the ones that carry the most significant burden of 
disease and which have the poorest access to services. Children also belong to a key vulnerable 
population that has suffered from a long time of neglect.” And further: “The evidence around 
interventions tailored to vulnerable populations require further assessment in order to develop and 
implement effective strategies for TB control among these groups. Communication around these 
strategies needs to be developed on the basis of solid evidence in order to avoid stigmatisation of 
the affected populations. Enhanced surveillance needs to be improved and should pay particular 
attention to identifying and describing TB vulnerable populations.” 
 
PUBLIC HEALTH OBJECTIVE 
The BCG vaccine is used in several countries with various epidemiologic situations all over Europe, 
but exact data on BCG coverage levels throughout the EU are lacking74. Nevertheless, the WHO has 
an objective of 85% vaccine coverage with BCG at the age of 1 year in countries where tuberculosis 
is still present. According to the WHO75, BCG vaccination of adults is not normally recommended but 
may be considered for tuberculin-negative persons in unavoidable and close contact with cases of 
multidrug-resistant TB. 
 
The EU76 invests heavily in the development of more effective vaccines but any prospect remains 
over 5 years away77. “Until an improved TB vaccine becomes available, efforts to control the spread 
of TB will continue to rely on currently available tools, namely early diagnosis, directly observed 
therapy and appropriate preventive treatment, as well as on public health and infection control 
measures” (WHO 200478). Yet socioeconomic development and access and quality of health services 
appear to be at least as important as any specific TB control measure79. 
 

Poliomyelitis 
Poliomyelitis is caused by polioviruses that commonly cause diarrhoea. Infected persons may also 
remain asymptomatic while potentially staying contagious. More severe symptoms such as paralysis– 
estimated to 0.1 % of all poliovirus infections - or meningitis with death or permanent sequels 
happen. Treatment of poliomyelitis is mainly supportive. Respiratory failure may require mechanical 
ventilation. One specific drug has shown only controversial results. Polio has long-lasting sequelae. 
The WHO European countries have been polio-free since 2002. But according to the ECDC, “the 
threat of reintroduction of wild-type poliovirus into the EU/EEA area remains as long as polio has not 
been eradicated. The detection of wild-type poliovirus transmission in Israel, and the outbreaks of 
paralytic poliomyelitis in Syria and parts of the Horn of Africa in 2013, increased the risk of 
importation to the EU/EEA”. According to WHO data 160 cases occurred in 2013 in still-endemic 
areas (Afghanistan, Pakistan and Nigeria) and 245 during local outbreaks (in Cameroon, Somalia, 
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Syria, Ethiopia and Kenya)80. They therefore recommend that “Member States should review their 
immunisation coverage and close immunity gaps in geographic areas and population groups with 
inadequate vaccination coverage”81. 
 
The inactivated polio vaccine – used in all European countries except Poland – is conferring personal 
protection against the neurologic complications.  Antibodies remain detectable for at least five 
years82 and immunological memory is believed to extend this protection. Several EU countries have 
already identified poliovirus strains in their sewage water, originating either from newly vaccinated 
visitors, immigrants to Europe, or chronic carriers. If vaccination coverage is insufficient (i.e. < 86%), 
such strains may be able to contaminate pockets of susceptible populations such as groups facing 
multiple vulnerability factors. 

 

Pneumococcal invasive infections 
CLINIC 
Pneumococcus remains the most common cause of community-acquired pneumonia worldwide. It is 
a frequent inhabitant of the upper airways in healthy hosts. Invasive pneumococcal disease can 
cause pneumonia, bacteraemia, empyema (a collection of pus within a naturally existing anatomical 
cavity such as the lung pleura), sinusitis, ear infections, and meningitis. Infections mainly occur in 
winter. Several antibiotics are highly effective against invasive infections, but the rise of antibiotic 
resistance has to be kept in mind for the choice of antibiotic. 
 
EPIDEMIOLOGY 
In 2000 in WHO Europe region, invasive pneumococcal infections among children under 5 years old 
were estimated at 260 000 cases83.They caused 15 100 deaths, including the death of 100 HIV+ 
children. Pneumococcal pneumonia represented 238 000 cases and among them 13 000 children 
died, making the case fatality ratio 5%. Pneumococcal meningitis represented 3 300 cases and among 
them 1 300 children died, making the case fatality ratio 57%.  
 
In Europe in 2010, meningitis was the most common clinical presentation reported among children 
less than one year84. Pneumonia and septicaemia was the most frequent presentation for all other 
age groups. The theoretical vaccine preventable proportion of cases using PCV13 in children under 
five years was 73%. Erythromycin was the antibiotic with the highest non-susceptibility (intermediate 
+ resistant) proportion (18%), followed by penicillin (9%). The proportion of non-susceptibility to 
penicillin and/or erythromycin was higher in southern and eastern European countries and in 
Finland. 
 
The risk factors for having an invasive infection include: being younger than 2 years or older than 65, 
alcoholism, HIV infection, social isolation and crowding, poverty, low pneumococcal vaccine use or 
severe liver disease85. A review focused on the reported outbreaks of serious infections in closed 
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settings86. 12% of the outbreaks occurred among households and 10% in homeless shelters and jails. 
In Canada, in 2005-2007, an outbreak was caused by pneumococcus in vulnerable populations87. 
Homeless, aboriginals and drug users were likely to be clustered cases. 
 
PUBLIC HEALTH OBJECTIVE 
The recently introduced PCV13 (a conjugated vaccine against 13 serotypes of pneumococcus) has 
been shown to be highly efficient. This vaccine considerably reduces the risk of infection and 
dramatically decreases the incidence of the infection, especially in children under 5. Vaccination is 
also recommended for other at-risk groups88. Vaccination also has a positive impact on the global 
number of resistant strains, thereby contributing to a decrease in pneumococcal antibiotic 
resistance. Conjugate vaccines may even be able to induce herd effects even in situations where 
vaccine coverage is far from complete or with schedules using fewer than 3 or 4 doses89. 
 

Human papillomavirus 
CLINIC 
Different human papillomavirus (HPV) types have a propensity to infect different body sites. Muco-
cutaneous infection with HPV types 6, 11, 16 and 18 is often associated with genital warts and 
precancerous and cancerous lesions of the cervix, vulva, vagina, penis, anus and oropharynx. Ano-
genital and cervical infections are primarily transmitted through sexual contact. The most serious 
HPV infections are caused by high-risk types HPV 16 and 18. HPV 16 and 18 are the two most 
common oncogenic strains of HPV and are responsible for 70% of cervical cancer cases worldwide. 
 
The medical and surgical treatments of cervical neoplasia and vulvo-vaginal warts depend on their 
degree of extension and the woman’s pregnancy status. Worldwide, the case fatality ratio for 
cervical cancer is 52%90. 
 
EPIDEMIOLOGY 
Persons with multiple sex partners are at greater risk for HPV infection. MSM are at high risk of HPV 
16 infection and anal cancer. Rates of anal cancer are rising among men and women in the US. HPV 
infection is more common among HIV-infected people. HPV infection is also associated with an 
increased risk of secondary HIV infection. Cervical HPV infection decreases sharply in middle-aged 
women but those with a persistent infection are at higher risk for cancer. 
 
PUBLIC HEALTH OBJECTIVE 
Several EU countries recommend HPV vaccine for adolescent girls. The current US vaccine strategy is 
to vaccinate all adolescent boys and girls. This strategy is more consistent for an efficient control of 
the epidemic and takes more in account the risk of cancer related to HPV. This strategy has already 
shown its efficiency in the enlargement from rubella vaccine for girls and mumps vaccine for boys to 
MMR for everybody. 
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Given the high price of the vaccine, pharmaco-economy might be a key determinant for future 
prevention strategies. This next step for reduction of many genital, anal and ENT (ear, nose and 
throat) cancers might be adopted during the forthcoming years. 
 
Some adolescent girls from specific populations facing multiple vulnerability factors begin their active 
sexual life very early or have a higher risk to suffer sexual violence. They also often lack access to 
systematic gynaecologic screening. Thus, although the promotion of screening has to be continued, 
the HPV vaccine is especially important for adolescent girls in populations facing multiple 
vulnerability factors. 
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28 different national immunisation schedules 
Immunisation schedules can be very different across countries. The fact that there is no unanimity 
about what vaccines are essential makes it particularly difficult to evaluate what vaccines are needed 
when confronted with migrants. Hereunder are some tools that help with comparing and could 
contribute to a future harmonisation.  
 
EUVAC.NET: overview of immunisation schedules in the Member States; initiated by the EUVAC.NET 
project funded by the Health Programme and continued by ECDC91.  
 
You’ll find a very nice quick chart of vaccine-preventable diseases92 in all European languages, 
produced by the US Immunization Action Coalition93 and a list of trade names of vaccines used 
worldwide94. 
 
Objectives of the European VENICE project - Vaccine European New Integrated Collaboration Effort95: 
- promote good practice in vaccinology, priority setting and decision making by creation of an EU 

vaccination network 
- collect information on the national vaccination programmes through a network of professionals; 
- share the collected information and build up a knowledge base endeavouring to improve the 

overall performance of the immunisation systems; 
- follow up the impact of newly introduced vaccinations in Member States (e.g. HPV, rotavirus) 
- “There are some valid, understandable reasons to the major differences in immunisation 

schedules across Europe (e.g. different financial resources, competing priorities, health delivery 
systems, epidemiology…), but a large part of the diversity could probably be reduced without 
negative impact on national immunisation programmes and coverage by increasing exchanges, 
collaboration and sharing of information and expertise.” – Daniel Lévy-Bruhl of the VENICE 
project 

 
 

Practical difficulties of vaccination protocols 
The vaccination protocols for groups facing multiple vulnerability factors (e.g. undocumented 
migrants, Roma, homeless…) have to take in account several practical difficulties96: 
 
- A vaccination schedule initiated in another country / delays in vaccination: in this case, each 

vaccine dose has to be taken into account and the schedule needs to be completed according to 
the immunisation schedule of the country of destination. Immunisation has never to be re-
initiated. The minimum time interval between two doses in primary vaccination should be 1 to 2 
months (minimum delay validated: 3 weeks). 
 
To be considered a booster, a dose should be given at least 5 to 6 months after the last dose of 
primary vaccination (minimum delay validated: 4 months). All vaccines can be given on the same 
day or with any interval. There is one exception to this rule: live viral vaccines such as MMR, 
varicella, yellow fever, etc. have to be administered either on the same day or 1 month apart. 
However, the contra indication of any live vaccine during pregnancy has to be respected. 
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- Undocumented vaccination status (e.g. parents remember some vaccinations, but may not 

remember how many doses already received, etc.): this situation is particularly feared by 
physicians with regard to expected side effects in their belief. Actually, there is no clinical 
downside in administering MMR, Hib, Hep B nor polio vaccine again to a person that would 
already be immune to any of these diseases. Live vaccines are eliminated by the immune system 
before any multiplication; no case of an over-vaccination side effect has ever been published. 
 

- However, it is recommended to test for Hep B before vaccinating high risk patients. Otherwise a 
patient might believe to be protected whereas in reality the person might already be suffering 
from a chronic infection. 
 

- The diphtheria and tetanus toxoids and the pertussis vaccine show an elevated incidence of 
adverse reactions97. In case of doubt about the number of previous DTaP vaccines and given the 
risk of local hyper-immunisation reactions, it is recommended to give a first dose of the vaccine 
and then to titrate the tetanus antibodies 4 to 6 weeks later. Afterward, the immunisation can be 
completed if no serologic anamnestic reaction has occurred. 
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2. Public health and cost-effectiveness 
Ehreth estimates that vaccines annually prevent almost 6 million deaths worldwide98. In the USA, 
there has been a 99% decrease in incidence for the nine diseases for which vaccines have been 
recommended for decades, accompanied by a similar decline in mortality and disease 
consequences99. Throughout chapter 1, we have described how vaccines not only reduce mortality 
but also the degree of morbidity. On the scale of a population, ensuring large scale vaccination can 
also save a lot of money. 
 
The field of health economics is a complex one. Assessment of the benefits of vaccines can focus on 
different health-related impacts. For instance, cost-effectiveness analysis looks at the cost of a 
health intervention per life saved or per DALY or QALY gained. DALY stands for Disability-Adjusted 
Life Year and can be thought of as one lost year of "healthy" life. The sum of these DALYs across the 
population, or the burden of disease, can be thought of as a measurement of the gap between 
current health status and an ideal health situation where the entire population lives to an advanced 
age, free of disease and disability (see the WHO webpage on health information systems100). 
 
Cost-effectiveness analysis also uses thresholds in regard with euros per QALY or quality adjusted life 
year. A year in 100% perfect health is considered equal to 1.0 QALY. The value of a year in ill health 
would be discounted. For example, a year bedridden might have a value equal to 0.5 QALY. In-depth 
analysis needs to take into account many parameters such as the standard of living, the cost of caring 
for the sick, potentially long-lasting sequels, etc. Furthermore, the outcome of a study can often not 
be easily generalised across countries. Cost-effectiveness of vaccines is influenced by factors such as 
vaccine efficacy and durability, severity of disease burden, vaccine price, costs of potential side 
effects and delivery-programme costs (e.g. shortages in vaccine supply such as those experienced 
with influenza vaccines can also play a role). 
 
Cost-benefit analysis on the other hand takes into account the economic value of each life saved or 
the extra years of healthy life gained, and compares the total value of those benefits to the cost of 
the intervention. Cost-benefit analyses take into account medical costs, as well as averted morbidity 
and mortality and associated costs avoided. 
 
Newly licensed and expensive vaccines (e.g. against HPV or meningococcal disease) are sometimes 
considered for use in ways that raise questions regarding their overall public health value as 
estimated in cost-effectiveness analyses101. Data for vaccines that were introduced a long time ago 
are often lacking or scarce. On the other hand, cost-effectiveness analysis can also help revive some 
vaccines too quickly criticised. Rotashield®, the first vaccine ever against rotavirus, was not promoted 
because of the risk of acute gastrointestinal complications, but has ultimately shown to save a lot of 
lives in developing countries. 
 
According to Bloom, Canning and Weston102 the available literature on DALYs suggest that 
immunisation is a highly cost-effective intervention. The total cost of the EPI vaccine package103 is 
less than $1.  According to GAVI, most vaccination campaigns cost less than $50 per year of healthy 
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life gained in developing countries. By contrast and in way of an example, the treatment cost for 
diseases such as hypertension in the US lies between $4,340 and $87,940 for each DALY gained. 
 
A study in 11 countries in Western Europe showed that the cost of treatment per case of measles 
ranged from €209 to €480, while the cost of vaccination against this disease and prevention ranged 
from €0.17 to €0.97 per person104. In Germany, during a measles outbreak of 614 cases, the cost of 
healthcare was estimated at €520 euros per case105. Two patients finally died and this evaluation did 
not include all the non-medical costs (years of life lost, travels, and days of sick leave). 
 
In Canada, one model detailed the direct medical costs for several vaccine preventable diseases in a 
region106.  
 
Estimated savings in terms of medical costs through vaccination, Health Region Alberta, 2004 

Disease 
Vaccine 
introduced 

Number of 
cases  

Estimated cases 
avoided 

Estimated direct 
medical costs avoided 

Diphtheria 1926 0 515 $4,192,000 

Pertussis 1939 136 5,809 $3,038,000 

Tetanus 1947 0 N/A * 

Polio 1955 0 1,486 * 

HiB 1987 0 40 $77,600 

Measles 1966 0 5,648 $1,700,000 

Mumps 1982 0 446 $37,464 

Rubella 1971 0 1,050 $71,400 

Chicken pox 2001 389 909 $102,717 

Pneumococcus 2002 140 51 $157,000 

Meningococcus 2001 2 70 $1,606,600 

Total - - - $10,984,000 

 
If the 11 878 children born in the region in 2004 had been vaccinated according to the recommended 
schedules, the total cost of the immunisation programme would have amounted to $ 9.9 million ($ 
7.7 million for vaccines and $ 2.1 million for the service). But the link between the costs of the 
diseases and the cost of population immunisation programmes is more complex. The beneficial 
health effects related to immunisation last for many years. To get a true estimate of the savings 
associated with it, longitudinal cohort studies over many years should be conducted. Furthermore, 
non-medical costs have to be taken in account. 
 
A worldwide review of cost-effectiveness and economic impact evaluations of pertussis booster 
vaccinations for adolescents and adults was recently conducted107. All studies evaluating adolescent 
boosters suggested this was a cost-effective or cost-saving strategy. Most of the reviewed studies 
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were also in favour of pertussis booster vaccinations for adults, even if some uncertainty remains 
concerning the optimal vaccination policy to adopt. 
 
For Hep B, systematic voluntary antenatal screening for hepatitis has proved to be cost-effective 
since giving the opportunity of neonatal early vaccination as an effective prevention of mother to 
child transmission108. 
 
A study conducted in Ireland compared the cost effectiveness of universal infant vaccination with the 
strategy of selective vaccination of high-risk infants with a monovalent Hep B vaccine109.Over the 80-
year time horizon for a birth cohort of 60 000 infants, universal vaccination resulted in a predicted 
avoidance of 316 cases of acute infection, 95 cases of chronic active infection, 13 cases of cirrhosis 
and 6 cases of hepatocellular carcinoma. Universal infant hepatitis B vaccination was highly cost-
effective and compared favourably with any other preventive programmes in Ireland. 
 
A cost-benefit analysis for MMR reports that for every dollar spent, $21 was saved110. 
 
In Spain, a health state model was used to determine the health and economic outcomes in PCV7111. 
Implementing a PCV-7 vaccine programme in Spain in a birth cohort of 360 000 was expected to save 
132 000 cases of pneumococcal disease over 10 years, resulting in total savings estimated at €81 
million, including €43.5 million of direct medical savings. PCV-7 vaccination of Spanish children 
under the age of 5 was cost saving from the societal perspective and cost-effective from the payer 
perspective. 
 
The cost-effectiveness of PCV delivery to homeless HIV patients was studied in Vancouver, Canada112. 
The reduction of morbidity and mortality was determined to be the most cost-effective when 
providing the vaccine directly to clinics – its administration resulted in a cost savings of $535,000 and 
$595,000 in direct medical costs for a cohort of 5000 persons. 
 
A review included 11 studies of cost-effectiveness modelling of HPV vaccination113. These clinical 
studies on female adolescent vaccination have shown HPV vaccination to be highly effective, cost-
efficient and potentially lifesaving. The vaccine has not been demonstrated to prevent HPV-related 
outcomes in a general population of women and men older than 26 years of age, which is why it does 
not make sense to vaccinate older sex workers, migrants, homeless or people in prison. 
 
A systematic literature review to assess the effectiveness of TB screening methods and strategies in 
migrants in the EU/EEA led them to conclude that accessible healthcare was much more cost-
effective than systematic radiographic screening114.  
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3. Barriers to vaccination and social determinants 
 
Barriers to vaccination 

 
3.1 Legal barriers for undocumented migrants. Today it is impossible or extremely difficult for 

undocumented migrants to access vaccination in countries such as Germany, Greece, Spain, 
Sweden and Switzerland. 

 

In Germany (see the focus below), undocumented migrants have a theoretical right to free 
vaccination at the point of delivery. Yet the duty upon civil servants to denounce them to the 
immigration departments creates fear of being turned in and deported. As a result, 
undocumented migrants often choose not to seek vaccination for themselves or their children. 
Furthermore, not all district public health departments organise vaccination services. 
 
In Greece (see the focus below), undocumented migrants can only access healthcare services in 
cases of emergency, although in practice this right is often not guaranteed anymore since the 
onset of the crisis. In many places vaccination is no longer available or only at a price that not 
even middle-class families can afford anymore. 
 
In 2012, the Spanish government took the decision to exclude undocumented adult migrants 
from public healthcare through Royal Decree-Law 16/2012, with the exception of pregnant 
women (and children). Vaccination has become unavailable for adults, which exposes 
undocumented newcomers in precarious living conditions as well as the general population to 
considerable risks. It is to be noted that only the MMR, BCG, HPV and PCV vaccines provide life-
long immunity. Even those adults that clearly remember having received all the vaccines 
according to the national immunisation schedule might need boosters of tetanus, pertussis, and 
polio. They might also be at risk for Hep A and Hep B or might never have received DTaP or 
MMR. 
 
In Sweden, a new law was voted in July 2013, granting to undocumented migrants the same care 
“that cannot be postponed” as to asylum seekers (provided one pays the €5.70 fee for every 
doctor’s visit). However, implementation of the new law is only expected in Spring 2014. More 
importantly, we don’t know whether the vague definition of care that cannot be postponed will 
guarantee the inclusion of preventive care. 
 
In Switzerland, expensive private health insurance (more than €300 per month for adults 
without counting an annual franchise if healthcare is needed) is compulsory for all residents, 
including undocumented migrants. In the event of non-payment of the monthly premiums, the 
insurance fund can start legal proceedings. Consequently, many undocumented migrants prefer 
not to start paying insurance fees for fear of being reported and deported from the country. 
That means that they have to pay full price for vaccination as they are not insured. 
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3.2 An increasingly important barrier is financial accessibility (e.g. average Greek families cannot 
afford healthcare anymore – see the focus on Greece below) 
 

3.3 Lack of knowledge on where to get vaccination. 60% of the people interviewed in our 2012  
international survey115 did NOT know where to go to receive vaccination. For instance, in Nice, 
65% of the patients did not know where to go be vaccinated even though the city runs three 
public vaccination services that theoretically deliver free vaccinations to all. In a recent Brussels 
survey with Roma mothers (see the focus below), 50% did not know where to go, despite the fact 
that ONE and Kind & Gezin116 give free vaccinations (without the same administrative hassle as 
for curative healthcare). 
 
Concerning access to healthcare in general, migrants and destitute patient groups lack 
knowledge or understanding of their rights and administrative problems. This clearly contradicts 
the commonly held view that migrants come to Europe in order to benefit from social services. 
 

3.4 Another important barrier for migrants is language (40% of the patients require the services of 
an interpreter according to the European MdM data of 2012). 
 

3.5 A sense of ‘emergency’ during GP consultations. People facing precarious living conditions are 
confronted with having to cover their basic needs: e.g. how to find a meal that day, where to 
sleep, etc. Day-to-day survival means that problems are dealt with as they emerge. Often, there 
is no time to deal with health in a preventive way. Healthcare is often only sought when there is 
a serious health problem. The interplay with the other barriers described often causes many 
additional delays before some patients can actually see a doctor. 
  
On the side of the health professional, when faced with patients who seldom consult a health 
provider, there is a natural tendency to first and foremost respond to their expressed needs and 
self-perceived priorities. 
 
Any comprehensive, in-depth prevention work with patients facing multiple vulnerability factors 
requires them to be able to continuously access low-threshold primary care services. On the 
other hand, people living in a ‘survival mode’ are quite open to essential prevention issues when 
these are raised by a proactive and caring health professional. There is often no reason why 
health professionals cannot proactively verify immunisation status, as they do with other 
patients. 
 
Even within the MdM network, the number of medical consultations dedicated to vaccination (or 
that include at least the issue of vaccination) is worryingly low, both in our clinics and in our 
mobile outreach programs. The fact that there is no difference in the data between minors and 
adults is an indicator of this lack of attention. Access to vaccination has to be a central moment 
in each medical consultation. 
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3.6 Low levels of health literacy & lack of adapted messages by health professionals. 
The concept of vaccination is a difficult one to grasp: an invasive act (one or several injections), 
proposed to a healthy person, with possibly some mild side effects to prevent a risk of later 
serious harm. Explaining a vaccine includes explaining concepts of biology and medicine (a 
disease, a fake pathogen, bodily immunity mechanisms and immediate side effects) and 
addressing potential taboo and stigma (transmission pathways). 
 
Ironically, many middle-class parents, who have often never directly witnessed any of this harm 
due to the high vaccination levels in the recent past – start to wonder about the actual necessity 
of vaccination. Contrary to these middle-class parents or to certain religious groups, the people 
who visit MdM projects are seldom against vaccination once they are informed of all the facts. 
Yet they have rarely had the chance to meet with a health professional who takes the time to 
explain what vaccination is about, taking into account what they already know about health, 
language barriers, etc. and who takes the time to check if they effectively understood and what 
their further questions are. 
 
A Belgian qualitative study further identified barriers to prevention as identified by general 
physicians: not realising a patient is facing multiple vulnerability factors (e.g. not realising that a 
patient cannot read or write), a perceived lack of any demand by the patient, perceived “cultural 
barriers”, the financial inaccessibility of certain treatments and exams117, the perceived sense of 
emergency, lack of training on how to address substance abuse and unhealthy habits in these 
context. The necessity to create a relationship of confidence (with the possibility of follow-up) 
was identified as a basic condition to prevention118.  

 
 
The ECDC identified the following barriers in their Technical Report119. Venice II Consortium – 
September 2012. 

- Increasing vaccine scepticism, a distorted risk perception 
- Increasing migration and population movement 
- A growing community of hard-to-reach120 populations: discrimination, administrative and 

financial problems, religious beliefs, a fatalistic approach to life 
- Literacy and language problems among migrant or ethnic groups, lack of cultural knowledge, 

lack of information on health and vaccination 
 
“Under-vaccinated populations identified in Europe include migrants and nomadic groups, 
immigrants, religious groups, anthroposophic groups, complementary medicine users and healthcare 
workers.” – ECDC 2012 
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PATIENT STORY 
 
Ms L. has just come back from France. She gave birth around two months ago and the delivery 
went well. She came back to Switzerland because there had been reconciliation between her and 
the father of the child. The child is in good health and was seen by a French doctor less than three 
weeks ago. But Ms L. wanted paediatric care and post-delivery follow-up for herself. This follow-up 
care was quickly arranged but soon the question of childhood vaccinations came up. Our team 
agreed to provide a free consultation, but these “strongly recommended” vaccines had a price, and 
she would have to pay for them. 
 
As both parents were undocumented migrants and thus had no health insurance, their child was in 
the same situation due to the law in Switzerland. The paediatrician advanced the cost of the 
different vaccines for the child. 
 
MdM Switzerland – November 2012 
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© MdM  France – In  Nadezhda, a Roma neighbourhood in the city of Sliven, Bulgaria, an MdM 

mobile team goes from home to home. 

 

PATIENT STORY 
 
“It was more than a year ago during the outbreak of measles. My wife Magdalena who was 16 had 
high temperature, nausea and unwillingness to eat. Pimples appeared on her face and all over her 
body. I took her to a doctor: she had measles. 
 
She was not the only one in the neighbourhood. There were already many kids who got sick from 
measles, too. The doctor prescribed some pills. The same day it became worse. She started to 
wriggle and she had very high temperature. In the morning I took her to the hospital and asked them 
to hospitalise her. The doctors told me that there was no free space in the hospital. They gave an 
injection and said that she will get better and we should go home. But shortly after we got home she 
started shaking again with high temperature. 
 
Shortly after, my wife died. I don’t understand why she was not hospitalised. It was visible that she 
was in very bad condition. It seems they don’t care much about us since we are Roma. It is like they 
want to get rid of us.’’ 
 
Mr. A. age 18, Roma, citizen of Bulgaria, living in Nadezhda, the Roma neighbourhood in the city of 
Sliven (Bulgaria). December 2011.  
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Social determinants & infectious diseases 
First of all, social factors determine the risk for someone to get sick (excess of incidence) 
 
- whether or not someone has had access to vaccination 
- precarious housing conditions, e.g. mould, overcrowded and unventilated spaces render a 

person more vulnerable to respiratory infections, as does homelessness 
- lack of sufficient amounts of water for drinking, for cleaning food and hand hygiene and thus 

preventing contamination (ex. Hep A) 
- lack of sanitation (toilets, shower) 
- mother-to-child transmission (ex. Hep B) 
- increased exposure to infectious diseases in detention centres and prisons 
- delayed diagnosis (e.g. due to legal and administrative barriers) evidently has an impact on 

morbidity excess, but also allows for contagious pathogens (e.g. Hep B, pertussis, TB) to spread 
faster, especially in the case of asymptomatic infectious carriers 

 
 

 
© MdM France – A slum inhabited by Roma in a Paris suburb. MdM teams are often confronted with 
communities who have no other choice but to live on abandoned industrial sites. Children with 
unknown vaccination status for tetanus often play barefoot in areas containing sharp pieces of rusty 
metal. 
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Secondly, social factors also indirectly determine a person’s prognosis and risk for developing more 
severe diseases (excess of morbidity) 
- when vaccination cannot completely eliminate the risk of infection, it might at least reduce 

morbidity or even mortality (e.g. diphtheria) 
- delayed diagnosis hinders the chances of favourable prognosis  
- untreated and/or undiagnosed comorbidities (e.g. diabetes, HIV, viral hepatitis) 
- a chronic smokers’ cough might mask a pertussis infection 
- possibility of the patient to remain compliant to the treatment (financial, legal, etc. barriers to 

healthcare) 
- nutritional deficiencies due to lack of resources and access to healthy food, e.g. the role of the 

(lack of) vitamin A in the risk of increased morbidity & mortality due to measles 
- difficult living conditions also have an impact on morbidity (e.g. impact on respiratory conditions) 

 
 

 
© MdM France – Temporary housing underneath a bridge in a Paris suburb. 
 
 
Some disease characteristics also exacerbate social determinants 
- The fact that some diseases are contagious long before symptoms appear (e.g. diphtheria, 

hepatitis B, measles) and the fact that carriers can remain asymptomatic for a long time (e.g. a 
chronic asymptomatic Hep. B infection), elevate the transmission risk, 

- The fact that the incubation period for tetanus is so long (two weeks), sometimes makes people 
forget about small wounds, 

- Atypical presentations may easily lead to under- or misdiagnosis, unless technical examinations 
and multiple follow-up consultations are possible (which is often not the case with groups facing 
many barriers with access to healthcare).  
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Increased burden for selected vaccine-preventable diseases in populations facing multiple vulnerability factors 
 
 

  transmission difficult access to healthcare homeless bad housing IDU sex worker 

Diphtheria airborne, cutaneous no vaccination shelters / skin wounds crowded spaces skin wounds   

Tetanus cutaneous, drugs no / waning immunity + no herd immunity rat bites / dirty wounds rat bites & dirty wounds contaminated drugs   

Pertussis airborne no / waning immunity homeless shelters crowded spaces     

Hepatitis B bodily fluids, MTCT no vaccination + delayed antenatal care unsafe sex   syringes, unsafe sex unsafe sex 

Measles airborne no vaccination malnutrition crowded spaces     

              

Hepatitis A water & food vaccination need underestimated lack of water & sanitation lack of water & sanitation lack of wat & san MSM 

Tuberculosis airborne no vaccination / resistance building malnutrition crowded spaces co-morbidity HIV HIV 

Poliomyelitis water & food no vaccination  (especially migrants) lack of water & sanitation lack of water & sanitation lack of wat & san   

Pneumococcal airborne no vaccination homeless shelters crowded spaces co-morbidity HIV   

HPV sexual vaccination need underestimated (MSM) unsafe sex   unsafe sex unsafe sex 

 
 
 
MTCT : mother-to-child transmission 
MSM : men having sex with men
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Focus on Bulgaria – myths about Roma and vaccination 
Some authors believe that Roma parents refuse immunisation of their children because of a 
fundamental distrust in medical staff (e.g. “believing that vaccines are actually part of a massive 
sterilization enterprise” as described by Dena Ringold121). Vaccination has to be offered as part of the 
holistic care a health professional gives to a person. Approaching poor and stigmatised people merely 
for an opinion survey that won’t change anything to their everyday life and without an offer of global 
care only generates systematically biased studies. 
 
Roma are disproportionately affected by communicable diseases because of their overall living 
conditions, health inequalities, health perceptions and behaviour and entrenched discrimination. 
Therefore, the ECDC122 is convinced that “successful interventions need to be multi-sectoral, taking 
also into account the heterogeneousness of Roma as a population group”. See Orlikava et al.123 for an 
example of how a local public health authority dealt with a measles outbreak in a Roma population in 
Poland. 
 
In 2009, the MdM-team in Bulgaria, composed of community mediators (all of them Roma 
themselves) conducted a survey on maternal and child health in the Roma community of Nadezhda 
in the city of Sliven, in which 200 women answered a structured questionnaire during a face-to-face 
interview and 63 people participated to structured focus group discussions. 
 
As it arose from the focus group discussions, most of the mothers would not keep a follow-up on 
their children’s vaccinations, or they would consider with one or two vaccines that they are 
“immunised against all diseases” (lack of knowledge). However, asking how they feel about the 
vaccines, 93% of the women in the questionnaire answered “they are good and they trust them”. 
Health was always a part of the priorities Roma mothers from Nadezhda identified for their children, 
next to education, professional opportunities, and family and children. 
 
Asked whether they know the following health problems, most of the 180 mothers answered no. At 
the same time, only 21% of them knew how their child can be protected against them. 
 

Do you know about… NO YES NO 

Tuberculosis 88 92 48,89% 

Pertussis 162 18 90,00% 

Tetanus 153 27 85,00% 

Diphteria 176 4 97,78% 

Polio 177 3 98,33% 

Hep B 106 74 58,89% 

Parotit 176 4 97,78% 

Rubella 176 4 97,78% 

Measles 178 2 98,89% 

Hep A 93 87 51,67% 
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 Ringold D, Orenstein MA, Wilkens E. Roma in an expanding Europe: breaking the poverty cycle. The International Bank 
for Reconstruction and Development / The World Bank, 2005. 
122

http://ecdc.europa.eu/en/publications/Publications/Communicable-disease-prevention-among-Roma-meeting-
report.pdf  
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 Orlikava H et al. Spotlight on measles 2010: A measles outbreak in a Roma population in Pulawy, eastern Poland, June to 
August 2009. Euro Surveill. 2010;15(17):pii=19550. 

http://www.eurosurveillance.org/images/dynamic/EE/V15N17/art19550.pdf
http://ecdc.europa.eu/en/publications/Publications/Communicable-disease-prevention-among-Roma-meeting-report.pdf
http://ecdc.europa.eu/en/publications/Publications/Communicable-disease-prevention-among-Roma-meeting-report.pdf
http://www.eurosurveillance.org/images/dynamic/EE/V15N17/art19550.pdf
http://www.eurosurveillance.org/images/dynamic/EE/V15N17/art19550.pdf
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Focus on Germany 
Vaccination in Germany – general context 
Germany has a decentralised healthcare system, mainly managed on the level of the 16 Länder or 
federal states. There is a public health department for each of the 413 districts124. Immunisation only 
takes place on a voluntary basis. For instance, no immunisations are required for school entry as in 
for instance France or Greece where these are systematically checked before enrolment of a child.  

 
All STIKO-recommended vaccines are fully covered by health insurance funds. STIKO is the “ständige 
Impfkommission” or the permanent (federal) vaccination committee. 

 
- 2003-2006 German Health Interview and Examination Survey for children & adolescents125 

(KiGGS) conducted by the Robert Koch Institute, showed the lower vaccination coverage of 
“children with a migration background”. But this study did not take into account families who 
cannot get health coverage… 
 

- At the time this document was drafted, the ECDC126 reported a continuing measles outbreak in 
Germany. Already around mid-June 2013, five times more cases of measles (905) were reported 
in 2013 than during the whole of 2012 (166 cases). Most were from Bavaria (388 cases) and 
Berlin (356 cases). Almost half of the cases, 426, (47%) were 20 years or older, 329 (36%) were 
hospitalised, and two suffered from measles encephalitis. The majority of cases were 
unvaccinated (70%), vaccination status was unknown for 155 cases, and 113 patients had one or 
more vaccinations. 

 

- Measles virus vaccination is not mandatory, and some groups within the German population do 
not comply with official vaccination recommendations because of philosophical or religious 
beliefs or fear of adverse effects (e.g. see the Recommendations of the German Standing 
Vaccination Committee127 (STIKO) from 2010). 
 

- (Children of) asylum seekers and undocumented migrants who have a temporary medical 
residence have the same access to vaccinations as authorised residents with healthcare 
coverage. 

 
Access to immunisation for undocumented migrants 
Undocumented migrants should, in theory, be entitled to the same healthcare services as asylum 
seekers who have been in Germany for less than 48 months. See §4 AsylbLG, §1 (1) (5) AsylbLG and 
§19 Infektionsschutzgesetz, i.e. “treatment for severe illnesses or acute pain and everything 
necessary for curing, improving or relieving the illnesses and their consequences, pre- and post-natal 
care, vaccinations, preventive medical tests and anonymous counselling and screening for infectious 
and sexually transmitted diseases”. According to the law on infectious diseases, undocumented 
migrants are entitled to counselling and screening for transmissible diseases and to outpatient care 
(for STIs, TB, hepatitis, etc.) – §19 IfSG. 
 
In addition, the German government recognises its legal obligation to provide assistance to anyone in 
danger (§323 c StGB). However, all civil servants, including the ones responsible for covering 
healthcare costs for undocumented migrants, have an obligation to report any undocumented 
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 Source: presentation by Ole Wichmann of the Robert Koch Institute at the 2011 ECDC Childhood Immunisation 
Conference. 
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 http://www.rki.de/EN/Content/Health_Monitoring/HealthSurveys/Kiggs/Kiggs_node.html 
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 See the weekly communicable disease threats reports, e.g. of end of June 2013. 
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 http://www.rki.de/cln_151/nn_205772/DE/Content/Infekt/EpidBull/Archiv/2010/33/Tabelle.html 

http://www.rki.de/DE/Content/Infekt/Impfen/Migration/Materialien/Downloads-Impfkalender/Impfkalender_Deutsch.pdf?__blob=publicationFile
http://www.rki.de/EN/Content/Health_Monitoring/HealthSurveys/Kiggs/Kiggs_node.html
http://www.rki.de/cln_151/nn_205772/DE/Content/Infekt/EpidBull/Archiv/2010/33/Tabelle.html
http://www.rki.de/cln_151/nn_205772/DE/Content/Infekt/EpidBull/Archiv/2010/33/Tabelle.html
http://www.gesetze-im-internet.de/asylblg/__4.html
http://www.gesetze-im-internet.de/asylblg/__1.html
http://www.gesetze-im-internet.de/ifsg/__19.html
http://www.gesetze-im-internet.de/ifsg/__19.html
http://www.gesetze-im-internet.de/stgb/__323c.html
http://ecdc.europa.eu/en/activities/diseaseprogrammes/vpd/Documents/Wichmann_Budapest_2011.pdf
http://www.rki.de/EN/Content/Health_Monitoring/HealthSurveys/Kiggs/Kiggs_node.html
http://www.ecdc.europa.eu/en/publications/Publications/Communicable-disease-threats-report-05-jul-2013.pdf
http://www.rki.de/cln_151/nn_205772/DE/Content/Infekt/EpidBull/Archiv/2010/33/Tabelle.html
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migrants encountered in the course of their work to the immigration departments (§ 87 Abs. 2 
AufenthG). As a result, the undocumented often choose not to seek treatment or bring their 
children for treatment, even in severe cases, for fear of being turned in and deported. 
 
It should be recalled that, according to the Fundamental Rights Agency, “EU Member States should 
disconnect healthcare from immigration control policies and should not impose a duty to report 
migrants in an irregular situation upon healthcare providers or authorities in charge of healthcare 
administration”.128  
  
The district public health departments have the ability (but not the legal obligation) to vaccinate 
patients who lack the necessary means or healthcare coverage. According to their budget and local 
priorities, municipalities do or don’t organise vaccination services free at the point of use (e.g. 
Frankfurt has a service that offers vaccination to undocumented migrants). 
 
 
Ärtze der Welt – Open.Med programme in Munich 
- In Munich, the local social welfare authorities (not the public health department, remarkably) 

finance the vaccines that Doctors of the World administer to people without healthcare 
coverage. 

- During 2012, 80 of the 500 patients from the clinic were minors (16%), 34 were under three 
years of age. 30 children were vaccinated in the course of 2012, in accordance with the STIKO 
national immunisation calendar. 

 
 

PATIENT STORY 
“When I started going to school here it was very difficult. I had to go and see an official doctor from 
the school, he asked me for my vaccination but we didn’t have any vaccination cards. When we left 
Romania, we could not take everything with us and my mother doesn’t know if I am vaccinated. The 
school told us that I need vaccination for measles, polio, diphtheria and tetanus, but they did not tell 
us where to get them without health insurance. I was looking forward to going to school and I was 
afraid that I would not be able to go129. 
 
The doctor at the MdM clinic told me after a blood test that it was good that I came here as I wasn’t 
vaccinated at all. So my sister and I got all the vaccinations at the MdM clinic and I started going to 
school.” 
 
Ms S., age 8, living in Germany for the last 3 years, January 2012. 
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 FRA. Apprehension of migrants in an irregular situation – fundamental rights considerations. 2012. 
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 Schools in Germany cannot legally refuse unvaccinated children (cf. legal framework), but some strongly recommend 
vaccination. 

http://www.gesetze-im-internet.de/aufenthg_2004/__87.html
http://www.gesetze-im-internet.de/aufenthg_2004/__87.html
http://fra.europa.eu/sites/default/files/fra-2013-apprehension-migrants-irregular-situation_en.pdf
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Focus on Greece 
Inaccessibility to vaccinations and consequent inaccessibility to schools and kindergartens 
Although vaccines are theoretically provided for free in public local health centres and hospitals to 
people who have health coverage, they are often lacking. Consequently, patients are frequently 
asked to go and buy them themselves in a pharmacy. Medical consultation fees also remain to be 
paid for. Furthermore, an increasing number of families lack health coverage due to the rise in 
unemployment. According to the official figures from the General Confederation of Greek Workers at 
the time this document was drafted, the number of uninsured citizens in Greece is currently close to 
3 000 000 out of a total population of 10 815 197, while according to data from the National Health 
Services Agency, the estimated number of uninsured is even as much as 4 000 000. Uninsured people 
have to pay both doctor visits and vaccines (with the exception of the BCG vaccine which is given 
regardless of insurance status, if and when available). 
 
According to the Greek National Immunisation Schedule130, diphtheria, tetanus, pertussis, polio, Hep 
A & B, varicella, HPV, MenC, PCV, MMR are mandatory, whereas only the vaccines against rota virus 
and the influenza are recommended for all. Following the recommended immunisation schedule 
requires about 13 to 15 doctor appointments before the age of 6 years. Considering that medical 
consultation fees vary between €50 and €150 per visit (we have taken an average of €100 for our 
estimation below), the total cost for a vaccination visit can be as high as €150. In total, parents have 
to pay €2 200 per child on average for them to be protected. This cost is inaccessible for a majority of 
Greek families. 
 
Some prices according to the most recent drug list, multiplied by the recommended number of doses 
according to the national immunisation schedule. 

Recommended < age of 6 years price / unit doses cost / child 

DTaP-IPV-HiB vaccine* 47 3 141 

Hepatitis B 9 3 27 

MMR (measles, mumps, and rubella) 14 2 28 

Meningitis C 35 3 105 

Hepatitis A 19 1 19 

PCV (pneumococcal vaccine) 78 4 312 

Varicella 46 2 92 

    

Medical consultation 100 15 1500 

average total cost / child     2 224 

*diphtheria, tetanus, whooping cough (pertussis), polio, and Hib (Haemophilus influenzae type b) 
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Apart from lack of access because of financial barriers, the 
resources of local health centres are severely weakened in 
many rural areas (isolated villages and islands). They lack 
basic medical specialties (general medicine, paediatrician, 
cardiologist, gynaecologist, ophthalmologist, etc.) and 
essential medication. The hospitals that have managed to 
remain open suffer dramatic shortages of basic medical 
material and medicines. 

 
©MdM Greece – Mobile unit 

The number of families with children visiting our mobile units has exploded. From December 2012 to 
May 2013, 2.615 children approached the units in Attica, among whom 1.091 children aged from 2 
months to 14 years old have been vaccinated with the use of 1498 vaccines by medical volunteers. 
 
Our mobile units have intervened in over 30 isolated islands and villages, where local health centres 
had no vaccine supplies or paediatricians available whatsoever. The main beneficiaries of our 
vaccination campaigns (open to all persons without access to healthcare) in remote areas or in 
destitute neighbourhoods of Athens are Greek children without health insurance. 
  
We also vaccinate the population groups with lower overall vaccination coverage (or whose 
vaccination coverage is hardly known) such as Roma, asylum seekers and undocumented migrants; 

either in specific outreach sessions for 
the Roma communities with the mobile 
units or in our 5 polyclinics open for 
free to any person with difficulties in 
accessing prevention and healthcare 
(Athens, Chania, Patras, Perama [next 
to Pireus], Thessaloniki). We vaccinate 
children of all origins with all statuses, 
but we obviously cannot cover all the 
needs. 
 
 
 
 

©Yiannis Yiannakopoulos – Paediatric consultation 
 
 
Another consequence for the non-vaccinated children is non-access to schools. Kindergartens and 
schools systematically verify health booklets before accepting a child. Consequently, unvaccinated 
children are not only liable to fall ill even though they could have been protected but also cannot go 
to school. 
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PATIENT STORY 
 
Iannis is a 13-year-old boy who lives with his mother and his younger brother in Perama. They belong 
to the Roma community. His mother has no income and they have no relatives to help them. 
Currently they are hosted in a small flat without electricity and they receive food items from MdM’s 
Polyclinic. Iannis cannot go to school anymore because he hasn’t been vaccinated and because the 
director doesn’t want him in the school. 
 
“I want to continue school, I like reading… I can’t understand why the teacher doesn’t accept me at 
school; all my friends are in school now”. His mother told us “I don’t know what else to do; the head 
teacher told me that Iannis doesn’t have a valid health booklet, I don’t have the money to buy the 
necessary vaccines.” 
 
A paediatrician from MdM examined Iannis and administered the necessary vaccines. Our social 
worker spoke with the head teacher and explained to her that she was obliged to enrol him in school. 
Finally, Iannis managed to go back to school. “I’m so happy to have books, thank you all so much!” 
 
MdM Greece – Perama – September 2012 

 
 

 

 

Kostas is a 44-year-old unemployed man who visited our polyclinic in Perama 18 months ago. 
 
“My wife is four months pregnant and I can’t afford to take her to a private doctor. I lost my job a 
year ago, I have no income at all and we are expecting our first child. Ι used to work in the shipyard 
zone as a mechanic but the economic crisis destroyed my life. My wife has been without a job for 
two years but at the time we were able to live on just my salary. But now what? My wife told me that 
we shouldn’t keep the baby, but it was already too late. I don’t even know how I’ll be able to feed my 
child once it’s born.” 
 
His wife came to visit the gynaecologist throughout her pregnancy. One morning Kostas called us to 
tell us she had given birth to a boy. He was so happy he couldn’t speak through his tears. 
 
After two months Kostas came to the polyclinic asking for a paediatrician. He wasn’t able to bring the 
child because of his high fever and the very cold weather. The family lives up in the mountains. We 
asked if we could visit the baby at their home but he first told us it was impossible. They lived 
without electricity, running water or heating. They didn’t want us to come because they felt too 
ashamed and embarrassed. When we finally examined the baby, we realised that he had not been 
vaccinated. Kostas and his family continue to visit our polyclinic in Perama, for care and vaccinations. 
We also support them with food items every month. 
 
MdM Greece – Perama – 2012 
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Focus on Belgium – a survey on Roma women & children in Brussels 
Some of the results of a recent survey by the Brussels mobile team – the sample included 52 women 
and 120 children 
 
- only half of the women had received post-natal care after their last delivery 
- one third of the children had already had measles! 
- only 41 children (one third) had a vaccination booklet that the team was able to consult on site 
- only 16 children had an up-to-date vaccination status in accordance with the calendar 

 
Yet both the postnatal follow-up services of the francophone (ONE) and Flemish (Kind & Gezin) 
communities are freely accessible (all vaccinations from the immunisation calendar available for 
free as well as the preventive medical consultations). 
 

- For the children who have an incomplete or unconfirmed vaccination calendar, all the mothers 
but one told us they would accept to vaccinate their child. Only half of the mothers did not 
know where to go to get vaccinations. 

 

 

Vaccination coverage among Roma children in Brussels – 2012 
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Focus on France 
In 2010, MdM conducted a survey in three of its Roma Programmes to evaluate the vaccination 
coverage among persons less than 30 years of age. Although the majority of Roma declared having 
been vaccinated at some point in their life, it was very difficult to confirm this. Less than half of the 
respondents (39%) had a health record or any document showing they had been vaccinated and for 
which diseases. Interviewers assessed that only 19% of those who had an immunisation record were 
up-to-date on the recommended or mandatory vaccines schedule in France131.  
 
Among those who had immunisation records, vaccination coverage was globally satisfactory, but still 
below the national French objectives of 95% coverage for the only mandatory vaccine DTP 
(diphtheria, tetanus and polio) at 84%. Moreover, DTP vaccination coverage was lower for children 
under two years old. Vaccination coverage was even lower for other vaccines such as BCG (39%), 
MMR (51%), Hep B (44%) and pertussis (70%). 
 
Many respondents declared having been vaccinated in their home countries, particularly for 
mandatory vaccines at birth. But since coming to France, they had had little or no access to vaccines. 
Children followed in Mother and Child Protection healthcare facilities (PMI) or attending school were 
better protected and covered by vaccines, but only 53% of school-aged Roma children were 
effectively attending classes and only one third of children under 6 years old (30%) were effectively 
being followed in a PMI facility. 
 
The main reason for non-vaccination was lack of information: most Roma do not know where to go, 
often ignore that boosters are necessary or the number of injections needed to achieve effective 
immunisation and/or doubt the utility of vaccines. It should be noted that these families were known 
and followed by MdM teams and had already had prevention talks, medical visits and follow-up. 
 
According to the Mediation Project Evaluation report132, before the mediators’ action, only 36% of 
children in Roma communities reached by the project had a health record and only 13% a vaccine 
record. After the mediators’ intervention, 98% of children had a health record including vaccine 
records. During the project the vaccination coverage for all vaccines increased: 
 
- for BCG  from 10%   to 61%  
- for MMR  from 28%   to 73%   
- for Hep B  from 15%   to 68% 
- for pertussis from 70.4%  to 72% 
- for diphteria and polio from 17%  to 77 % 
- for tetanus  from 25%   to 80 % 
 
Although vaccine coverage increased, the mediators identified other barriers after informing the 
families about vaccines, mostly due to the fear of vaccines and their side effects (fever, pain, etc.). It 
is highly understandable that fever in an infant is much more scary when sleeping in a slum, on the 
street and having troubles to access healthcare. The low vaccine coverage and the identified barriers 
call for adapted prevention and vaccination strategies, particularly partnerships with the public 
healthcare facilities involved (PMI, vaccination centres). Awareness and mediation promotion must 

                                                           
131

 MdM France, 2011. Rapport d’enquête sur la couverture vaccinale des populations Roms rencontrées par les équipes de 
Médecins du Monde en France. 
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 ASAV, AREAS, Médecins du Monde, Romeurope (2012). Projet de Médiation santé en direction de femmes et jeunes 
enfants Roms, Rapport final, 59p. 

http://www.medecinsdumonde.org/content/download/1769/13735/file/Rapport+d’enquête+sur+la+couverture+vaccinale+des+populations+rroms.pdf
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be achieved through information, explanations, and persuasion, verifying that the messages are 
appropriated, understood and facilitating the access to services, rights and general practitioners133. 
 
Other interesting data come from the common data collection between all French MdM walk-in 
centres (CASO), where a sample of adult patients were asked about their vaccination coverage in the 
in 2012134. Depending on the vaccine, the sample ranged between 7240 and 7913 adult patients. 
Around 60% of the adult patients were not vaccinated or had doubts about being vaccinated against 
tetanus, diphtheria and polio or BCG and almost 72% for Hep B. 
 

 Up to date
135 Not up to date Don’t know 

  % n  % n  % n 

Tetanus 40.8 3 228 26.4 2 087 32.8 2 598 

Diphteria/Polio 38.7 3 011 27.7 2 157 33.6 2 616 

BCG 41.5 3 015 21.8 1 583 36.7 2 670 

Hepatitis B 28.2 2 041 32.3 2 339 39.5 2 860 

Response rate : tetanus : 40.9 % ; Diphtheria/polio : 40,2 % ; BCG : 37.6 % ; Hep B : 37.4 %. 

 

Vaccination of minors being seen in the CASO in 2012. Depending on the vaccine, the sample ranged 
between 947 and 1223 minors (1133 on average). Around 30 to 40% of the minors were not 
vaccinated or had doubts about being vaccinated against tetanus (32.8%), diphtheria and polio 
(32.4%), BCG (31.3%), Hep B (40%), MMR (36.5%), Whooping cough and haemophilus (37.4%). 
 
 
Vaccination of minors being seen in the CASO in 2012 

(% en ligne) Up to date
 

Not up to date Don’t know 

 % n  % n  % n 

Tetanos 67.2 822 14.0 171 18.8 230 

Diphteria/Polio 67.6 827 13.9 170 18.5 226 

BCG 68.7 799 10.8 125 20.5 239 

Hepatitis B 57.6 638 16.0 177 26.4 293 

MMR
 

63.5 723 14.9 169 21.6 246 

Whooping cough/Haemophilus
2 

 

62.6 593 14.4 136 23.0 218 

 

 

Response rate : MMR : 35.7 % ; Whooping cough : 34.4 % ; Tetanus : 38.4 % ; Diphtheria/polio : 38.4 % ; BCG : 36.5 % ; Hep B : 34.7 %. 
1 Are considered up to date with their vaccinations : patients who present a vaccination card or people for whom the nurse or doctor has 

good reason to believe their vaccinations are in order. 
2 Analysis limited to children under 15 years of age. 

Unfortunately the response rate even for vaccination of minors is still very low, under 40%, showing 

no real difference with the response rate for adults. 
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 Laurence, S, Chappuis, M, Rodier, P, Labaume C, Corty, J-F. (2013), Campagne de vaccination hors centre contre la 
rougeole des populations précaires en période de pic épidémique, Marseille 2011, Revue d’Epidémiologie et de Santé 
Publique 2013;61:199-203. 
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 Médecins du monde France. Observatoire de l’accès aux soins de la mission France. 2012.  
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 “Up to date” means that the person was able to present a vaccination booklet or that the doctor or nurse had good 
reasons to think that the person’s vaccines were up to date. 

http://www.sciencedirect.com/science/article/pii/S0398762013002113
http://www.sciencedirect.com/science/article/pii/S0398762013002113
http://17octobre.medecinsdumonde.org/downloads/rapport2012.pdf
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4. Vaccination as a basic human right: sources of law 
Art. 24 of the International Convention on the Rights of the Child (UN): every child present on the 
territory of an EU Member State is entitled to the same healthcare services as nationals. 
 
Charter of fundamental rights of the European Union 
- Art. 14.1 Everyone has the right to education136  
- Art. 24 on the rights of the child: “Children shall have the right to such protection and care as is 

necessary for their well-being. (…) In all actions relating to children, whether taken by public 
authorities or private institutions, the child's best interests must be a primary consideration. 

- Art. 35: “Everyone has the right of access to preventive healthcare and the right to benefit from 
medical treatment under the conditions established by national laws and practices. A high level 
of human health protection shall be ensured in the definition and implementation of all Union 
policies and activities. 

 
Council of Europe – this institution represents the ‘Greater Europe’ and brings together 47 member 
states (as opposed to 28 in the EU) to work on strengthening democracy and promoting and 
protecting Human Rights 
 
- Committee of Minister recommendations and decisions (the CoE equivalent of the Council) 

 Recommandation n° R (86) 5 on the general accessibility of healthcare, 
 Rec (2001)12 “measures should be taken to assure the financing of basic service 

provision to ‘illegal’ migrants” 
 REC(2006)10 on better access to healthcare for Roma and Travellers 
 CM Rec(2011)13 “particular attention to healthcare for irregular migrants” 

 
- Parliamentary Assembly of the Council of Europe (PACE) recommendations, for instance 

resolution 1946 (2013) on access to healthcare. The Assembly calls on the Council of Europe 
member States to:  

 ensure the accessibility of information on the health system, including vaccination and 
screening programmes, and set up health education programmes, while taking account 
of the specific needs of the different vulnerable groups and of the requirement to reduce 
language barriers to a minimum; 

 ensure that pregnant women and children, as a particularly vulnerable group, have full 
access to healthcare and social protection, irrespective of their status; 

 dissociate their security and immigration policies from health policy, where appropriate 
by abolishing the obligation on health professionals to report migrants in an irregular 
situation; 

 
- European Social Chart 

 Art. 7 – Children and young persons have the right to a special protection against the 
physical and moral hazards to which they are exposed. 

 Art. 11 – Everyone has the right to benefit from any measures enabling him to enjoy the 
highest possible standard of health attainable 

 Art. 12 – All workers and their dependants have the right to social security 
 Art. 13 – Anyone without adequate resources has the right to social and medical 

assistance. 
 Art. 30 – Everyone has the right to protection against poverty and social exclusion. 
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 The possibility to attend school presupposes good health and access to vaccination… 

http://www.ohchr.org/en/professionalinterest/pages/crc.aspx
https://wcd.coe.int/com.instranet.InstraServlet?command=com.instranet.CmdBlobGet&InstranetImage=606151&SecMode=1&DocId=689198&Usage=2
https://wcd.coe.int/ViewDoc.jsp?Ref=Rec(2001)12&Language=lanFrench&Ver=original&BackColorInternet=9999CC&BackColorIntranet=FFBB55&BackColorLogged=FFAC75
https://wcd.coe.int/ViewDoc.jsp?id=1019695&Site=COE
https://wcd.coe.int/ViewDoc.jsp?id=1872157
http://assembly.coe.int/ASP/Doc/XrefViewPDF.asp?FileID=19991&Language=EN
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5. International and EU recommendations on access to vaccination 
 

Millennium Development Goals related to vaccination 
 
1 – Eradicate extreme poverty and hunger (one of the sub-goals is to ensure that nutrition is an 
integral part of care and support for people with HIV and TB) 
 
2 – Achieve universal primary education (both are important health determinants) 
 
4 – Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate, through four main 
strategies: 

 appropriate home care and timely treatment of complications for new-borns; 
 integrated management of childhood illness for all children under five years old;  
 expanded programme on immunisation;  
 infant and young child feeding.  

 
5 – Improve maternal health (reduce by three quarters, between 1990 and 2015, the maternal 
mortality ratio and achieve, by 2015, universal access to reproductive health) 
 
6 – Combat HIV/AIDS, malaria and other diseases and “to have halted and begun to reverse the 
incidence of TB by 2015” 
 
See the WHO webpage on MDGs137 for more information. 
 

European Commission138 
At one point in 2011, the Commission had proposed “standardised multi-lingual personal EU 
immunisation cards” to improve communication between vaccine service providers across Europe139 
although there is already a WHO International Certificate of Vaccination. 
 
When the EC initially called upon Member States to formulate National Roma strategies in 2011 
(COM(2011) 173 final140), they highlighted the need for better vaccination coverage for Roma… 
 
Council conclusions on childhood immunisation: successes and challenges of European childhood 
immunisation and the way forward (2011/C 202/02141)  highlights (citations): 
- while childhood immunisation is the responsibility of individual Member States and various 

vaccination schemes exist in the EU as regards their professional content, their mandatory or 
voluntary character or their financing, there is added value in addressing this issue at a 
European level; 

- possible joint efforts to improve childhood vaccination may also benefit from improved synergies 
with other EU policy areas with special regard to vulnerable groups, for example the Roma in 
certain Member States; increasing mobility and migration raise a number of health related 
questions, which are also relevant for childhood immunisation; 
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 http://www.who.int/topics/millennium_development_goals/en/ 
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 EC website on vaccination http://ec.europa.eu/health/vaccination/policy/index_en.htm. 
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 Antoon Gijssens DG SANCO C3 health threats, 
http://ecdc.europa.eu/en/activities/diseaseprogrammes/vpd/Documents/Gijsens_Budapest_2011.pdf  
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 http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2011:0173:FIN:EN:HTML 
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 http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2011:202:0004:0006:EN:PDF 

http://www.who.int/topics/millennium_development_goals/en/
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2011:0173:FIN:EN:HTML
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2011:202:0004:0006:EN:PDF
http://www.who.int/topics/millennium_development_goals/en/
http://ec.europa.eu/health/vaccination/policy/index_en.htm
http://ecdc.europa.eu/en/activities/diseaseprogrammes/vpd/Documents/Gijsens_Budapest_2011.pdf
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=COM:2011:0173:FIN:EN:HTML
http://eur-lex.europa.eu/LexUriServ/LexUriServ.do?uri=OJ:C:2011:202:0004:0006:EN:PDF
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- the Council invites Member States to identify under-vaccinated groups and ensure their 
equitable access to childhood vaccinations 

 
In October 2013, the EC, the Council and EP came to a mutual decision142 on how to improve 
preparedness across the EU and strengthen the capacity to coordinate responses to health 
emergencies related to serious cross-border threats to health. Basically, the existing informal Health 
Security Committee, composed of representatives of the Member States and of the Commission, has 
now been given a formal legal base and a strengthened role. Among others, Member States and the 
Commission will have to consult each other from now on in order to coordinate their efforts to 
address serious cross-border health threats (sharing concerns with each country’s response planning 
and public health measures). An early warning system for serious cross-border health treats has been 
introduced. It will facilitate joint buying of vaccines and will make it possible to declare an EU-wide 
emergency in the event of a crisis (especially important for accelerated marketing of medicinal 
products or vaccines in an emergency situation). 
 
Following the logic of the Lisbon treaty, the Health Security Committee only has a mandate to 
‘support’ and ‘coordinate’ – there is no sufficient legal basis to start an infringement procedure by 
the Commission towards a Member State whose policies would clearly pose a risk towards cross-
border health. Consequently, pressure on Member States remains informal. 
 
 

Programmes 
 PROMOVAX143 project (May 2010 – May 2013) that aimed at promoting vaccination among 

migrant populations in Europe, financed by the EC 
- Project goals144: “evaluate migrant’s access (including legislative context) to immunisation in the 

EU countries, identify & exchange best practices on health promotion, enhance healthcare 
professionals’ knowledge on immunisation of migrants and improve migrants understanding & 
acceptance of immunisations” 

- In practice: strong focus on migrants as workers (economic benefits of immunisation with 
regards to the future integration of migrants into the workforce…), hardly any information on 
undocumented / uninsured persons… 

- But very nice toolkit145 for health professionals 
 
 VENICE project, cf. supra 
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 DECISION No 1082/2013/EU on serious cross-border threats to health 
143

 http://www.promovax.eu/ 
144

 As found in a 2011 presentation by István Szilárd. 
145

 http://www.promovax.eu/toolkits/HCW_english_web.pdf 

http://www.promovax.eu/
http://www.promovax.eu/toolkits/HCW_english_web.pdf
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http://www.promovax.eu/toolkits/HCW_english_web.pdf
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European Centre for Disease Prevention and Control (ECDC) 
 
- See ECDC Meeting report, Communicable disease prevention among Roma (Vienna, November 

2011) with the participation by Krasimir Kirilov (Roma health mediator, MdM in Bulgaria): 
interesting recommendations; 
 

- Organised meetings to discuss with NGOs, healthcare professionals and other stakeholders how 
to improve access to vaccination for underserved populations, e.g. Inform, protect, immunise: 
engaging underserved populations on Roma (September 2012 Dublin event) in which MdM was 
represented by Geneviève Loots (MdM-BE) and Dr Rémi Laporte (MdM France) with 
presentation of a MdM-France poster on “Access to vaccination of vulnerable populations in 
Europe. Experience of Médecins du monde”. 
 

- Advancing measles eradication is one of their 4 priorities (another one is fighting “health 
inequalities with particular emphasis on migrant health and vulnerable populations” – see the 
10/2012 director’s speech to the EP ENVI committee. 

 
Key ECDC recommendations on groups facing multiple vulnerability factors 146 
- make vaccination more accessible and affordable; 
- develop group-specific communication tools (e.g. across language barriers) and continue to 

remind people about vaccination; engage with communities through health mediators; 
- formalise a human-rights based policy of immunisation of vulnerable groups147; 
- address stigma and discrimination in access to healthcare, including for undocumented 

migrants; 
- support women’s role as key opinion leaders on health issues in their families; 
- motivate local authorities and non-governmental organisations to cooperate on community-

based interventions, particularly targeted to underserved groups; 
- improve monitoring of populations facing multiple vulnerability factors through 

epidemiological and interventional analyses of the groups at risk for lower vaccination uptake. 
 

EU Fundamental Rights Agency (FRA) 
Key FRA opinions on undocumented migrants 
Source: Migrants in an irregular situation: access to healthcare in 10 European Union Member States 
 
Concerning undocumented migrants, the FRA believes that restrictive legal frameworks need to be 
changed so that everyone can access all forms of essential preventive and curative healthcare 
(including immunisation, mental healthcare, care for chronic conditions, paediatric care, ante- and 
postnatal care as well as sexual and reproductive healthcare). It also means that Member States 
should make more efforts to inform undocumented migrants and healthcare professionals about 
their rights to access healthcare. 
 
Also, “EU Member States should disconnect healthcare from immigration control policies and 
should not impose a duty to report migrants in an irregular situation upon healthcare providers or 
authorities in charge of healthcare administration.” 
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 Review of outbreaks and barriers to MMR vaccination coverage among hard-to-reach populations in Europe. Venice II 
Consortium – September 2012 
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 In this light, the work of the UK Health Protection Agency can be cited, although HPA recommendations are not 
sufficiently put into practice. 

http://ecdc.europa.eu/en/publications/Publications/Communicable-disease-prevention-among-Roma-meeting-report.pdf
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http://www.ecdc.europa.eu/en/press/events/Documents/Medecins-du-Monde-Access-vaccination-vulnerable-populations-Europe.pdf
http://www.ecdc.europa.eu/en/press/events/Documents/Medecins-du-Monde-Access-vaccination-vulnerable-populations-Europe.pdf
http://www.ecdc.europa.eu/en/aboutus/organisation/director%20speeches/dir-speech-envi-october-2012.pdf
http://fra.europa.eu/sites/default/files/fra_uploads/1925-FRA-2011-fundamental-rights-for-irregular-migrants-healthcare_EN.pdf
http://www.ecdc.europa.eu/en/publications/publications/mmr-vaccination-hard-to-reach-population-review-2013.pdf
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European Parliament 
In its report on the impact of the crisis on access to care for vulnerable groups (2013/2044(INI)), the 
European parliament: 

 
- stresses that the recent measles pandemic has shown how important free vaccinations for 

children are for public health; 
- considers it regrettable that the social stigma attached to certain medical conditions deters 

individuals from seeking necessary care, which may also leave communicable diseases, for 
example, untreated, with a subsequent risk to public health; 

- stresses the increasing importance of mobile service provision in order to bring services to those 
who require them, in urban as well as in rural areas; 

- calls on the Commission to require Member States to provide information on the austerity 
measures being implemented; 

- considers that leaving vulnerable individuals without access to healthcare or care services is a 
false economy as this may have a long-term negative impact on both healthcare costs and 
individual and public health; 

- considers that many of the short-term cost-reduction measures currently being implemented, 
such as the introduction of up-front healthcare fees, higher out-of- pocket expenditure or 
exclusion from access to care of vulnerable groups such as irregular migrants, have not been fully 
assessed for their wider social and economic consequences or potentially discriminatory effects 
and long-term implications, including dangers to public health and possible consequences for 
life expectancy; this underlines the fact that such measures have disproportionate negative 
impacts on vulnerable groups, etc. 

 
In June 2013, MdM was invited as an expert speaker to an EP ENVI committee hearing on the 
importance of measles vaccination. Presentations by participants (including the one by Dr Andreas 
Schultz who represented the network) can be found here: Childhood vaccination and immunization 
workshop 2013, Directorate General for Internal Policies, Policy Department A: Economic and 
Scientific Policy. 
 
 

  

http://www.europarl.europa.eu/sides/getDoc.do?type=REPORT&reference=A7-2013-0221&language=EN
http://www.europarl.europa.eu/document/activities/cont/201310/20131002ATT72234/20131002ATT72234EN.pdf
http://www.europarl.europa.eu/document/activities/cont/201310/20131002ATT72234/20131002ATT72234EN.pdf
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6. Our European demands 
“With the exception of safe water, no other modality, not even antibiotics, has had such a major 
effect on mortality reduction… [as vaccination]”148 
 
Vaccinations, as the major weapon in primary prevention, have to be proposed without any cost 
restriction or discrimination (both for minors and for adults). All children must have full access to 
national immunisation schemes integrated into universal paediatric care and follow up. 
 
Furthermore: 
 
- Implement ECDC and FRA recommendations and opinions. 

 
- Authorities should fund mobile medical units that offer vaccination (with delivery of a concise 

vaccination document), interpretation, health mediation and effective referral to the mainstream 
primary care system. 

 

- Authorities need to treat personal health booklets with the same respect and care as identity 
documents. 

 
- Training of healthcare providers has to include content on the social determinants of health, on 

respectful questioning towards any patient and effective communication.  
 

 

 
An example of comprehensive, in-depth prevention work through accessible low-threshold 
primary care services 
During 9 months in 2007-2008, an immunisation quality improvement intervention was 
implemented through 6 health centres in Washington that serve low-income, minority 
populations (one attached to a hospital, the others community-based including one mobile 
unit). 
 
The programme included: 

- reminders (phone calls and a postcard) to families with children overdue for 
immunisations, outreach visits at home for the youngest children;  

- more flexibility in terms of when to immunise (make use of every occasion when 
parents come to the health centre with their children); 

- putting up informational posters with pictorial examples of vaccine-preventable 
diseases, school immunisation requirements, and immunisation myths and facts 

- reminders and feedback for healthcare providers and coordination of activities with 
community stakeholders 

 
The team found a 16% increase in immunisation rates overall and a 14% increase in on-time 
immunization by 24 months of age. Improvement was achieved at all 6 health centres and 
maintained beyond 18 months149. 
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 UNICEF, WHO, World Bank. 2012. The State of the World’s Vaccines and Immunization. 
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 Fu L, Weissman M, McLaren R, Thomas C, Campbell J, Mbafor J, Doshi U, Cora-Bramble D. Improving the quality of 
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Advocacy 
“European Immunisation week” pertaining to the raising of awareness on vaccination issues,  
organised by the WHO: Saturday 26 April to Saturday 3 May 2014)150. 
 
http://www.vaccinews.net/  
- Very interested to work with us and would publish about anything we would like, both towards 

the general public and towards health professionals (they are still in search of legitimacy and 
would like our support, i.e. our logo on their site but they will publish us anyway with or without 
our support) 

- They are not sponsored by pharmaceutical industry (which they see as the reason for their 
success) although they are actively looking for support 

- But please verify the quality of the information on your country (they have good references such 
as the London School of Hygiene but the French calendar is not up to date) 

- We could also try www.vaccinestoday.eu to communicate 
 
Proposed actions in the future: 
- Meet with Antoon Gijsens, Unit SANCO C3 and Robb Butler, WHO 
- Summarize the document and disseminate it among health professionals, 
- Ask for the EC and EP ENVI committee to intervene towards France, Germany, Greece and Spain, 

e.g. motivate MEPs to organise hearings with national health ministers of these countries, 
- identify some good local, regional or national “outside box” practices to promote elsewhere, 
- raise awareness among local, regional and national health authorities about the importance of 

fully accessible immunization schemes 
- other ideas? 
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