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“those who are most vulnerable are becoming even more vulnerable, not only in terms of access 
to health care services, but also with regard to other determinants of health, including the degree 
of social exclusion, education, housing and general living conditions, quality of diet, vulnerability to 
violence”1

1  WHO (2010) Equity, social determinants and public health programmes.

		Access to heAlthcAre  
in euroPe in times of crisis 
And rising xenoPhobiA

2012 has been marked by a social and economic crisis 
that has generated austerity measures which are having 
an impact on social protection schemes, including health-
care services. At the same time, rising unemployment and 
poverty across Europe have generated extreme right sta-
tements stigmatising migrants. We have noticed a rise in 
xenophobic acts and regulations in Greece and in other Eu-
ropean countries. Another effect of the increase in poverty 
is a rise in internal migration. EU citizens who are destitute 
and have no health coverage are considered in the same 
way as undocumented migrants from outside the EU if they 
need medical care.

The patients we meet daily in our programmes – nationals 
and migrants, children and elderly people, pregnant women 
and the chronically ill – continue to be in a worse state of 
health overall than the general population. 

A significant number of Member States have raised out-of-
pocket expenditure for patients. Spain has legally restricted 
access to care for undocumented migrants. In Greece, the 
entire public health system is under enormous pressure due 
to austerity measures. And while the general population is 
facing increasing poverty, populist political parties are taking 
advantage of the situation by laying the responsibility on 
destitute migrants, as easy scapegoats. 

At the same time, groups who were already facing nume-
rous vulnerability factors before the crisis, such as undocu-
mented migrants, asylum seekers, drug users, sex workers, 
destitute European citizens and homeless people, have 
seen a reduction in or a termination of social safety nets and 
networks which provide them with basic help.

NGOs and health providers demonstrate active solidarity 
but it is ultimately the responsibility of governments to ensu-
re the protection of the most vulnerable populations, which 
they do not always do anymore. Patients facing multiple 
vulnerability factors need more protection in these times of 
crisis and xenophobia, not less. 

The results of our 2012 data report include the fact that 
more than 80% of the patients had no possibility to access 
care without paying the full cost. 59% of pregnant women 
did not have access to antenatal care. 40% of the patients 
who spoke out in MdM clinics about violence had lived in 
a country at war; one fifth had been physically threatened, 
imprisoned or tortured because of their ideas. One fifth had 
been victims of violence by the police or armed forces. 49% 
had unstable or temporary housing and 26% said they were 
in a (very) poor overall state of health. And yet, personal 
health represented only 1.6% of the reasons for migration 
given by migrant patients, contradicting the idea that social 
protection mechanisms represent a pull factor for migrants.

As health professionals, we clearly demand the right to 
provide healthcare – in accordance with medical ethics 
– to all patients, regardless of their social status or  
ethnic origin. We call for national public health systems 
built on solidarity, equality and equity, open to all those 
living in the eu, rather than systems based on a profit 
rationale. We ask for a coherent eu public health policy 
for the prevention and treatment of infectious diseases. 
We demand equal access for all to national immunisa-
tion schemes and to paediatric care. We demand that 
all pregnant women have equal access to pre and post 
natal care. We demand full protection in europe for 
seriously ill migrants who cannot access adequate 
healthcare in their country of origin.
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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 re-
ceive food items from MdM’s Polyclinic. Iannis cannot 
go to school anymore because he hasn’t been vacci-
nated 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 vacci-
nes; she doesn’t want my son at school because we 
are Roma.” 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!” His mother added: 
“Even the head teacher is polite to us.” 

MdM Greece – Perama – September 2012

mdm publishes a report based on a sample of 8 412 patients (who went to mdm clinics in 2012 in  
14 cities of 7 countries in europe), 19 302 consultations (including 10 968 medical consultations) and  
11 921 diagnoses reported by our volunteer health providers, completed with an update of legisla-
tions in the 7 countries where social and medical data was collected.

❙ imPAct of the economic crisis  
❙ on Access to heAlthcAre  
❙ in euroPe
Soaring unemployment rates2, rising child poverty, people 
losing their homes because of insolvency every month… 
The social welfare systems in Europe are quaking under 
the strain. 

In its 2012 report3 Health policy responses to the financial 
crisis in Europe, the WHO classified the global financial 
crisis that began in 2007 as a health system shock or 
“an unexpected occurrence originating outside the health 
system that has a large negative effect on the availabi-
lity of health system resources or a large positive effect 
on the demand for health services”. The WHO further 
warned that “cuts to public spending on health made 
in response to an economic shock typically come at a 
time when health systems may require more, not fewer, 

resources – for example, to address the adverse health 
effects of unemployment”. 

Measures such as reducing the scope of essential servi-
ces covered, reducing population coverage, increasing 
user charges for services and reducing the number of 
health providers were specifically identified as policy tools 
that undermine health system goals.

Before the crisis, people confronted with numerous vul-
nerability factors already reported their perceived state of 
health to be up to three times poorer than that of the ave-
rage population across Europe4. 

now the mdm teams in greece and Portugal are faced 
with patients who have to choose between eating and 
buying their medicines.

On top of all this, many NGOs taking care of the health 
needs of vulnerable people are also facing important budget 
cuts, both from private donors and from the State. 

2  According to the latest Eurostat figures, the highest increases in unemployment were registered between September 2011 and 
January 2013 in Greece (18.9% to 26.4%), Cyprus (9.5% to 14.7%), Spain (23.0% to 26.2%) and Portugal (14.1% to 17.6%). In 
November 2012, the youth unemployment rate (under 25 years old) was 23.7% in the EU-27. In Greece 57.6% of young people are 
out of work (September 2012), while in Spain the figure is 56.5%. See http://epp.eurostat.ec.europa.eu/

3 See www.euro.who.int/__data/assets/pdf_file/0009/170865/e96643.pdf
4  Baert k, De Norre B. Perception of health and access to healthcare in the EU-25 in 2007. Brussels, Eurostat (Statistics in focus), 2009, no 24.
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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. I used to work in the shipyard zone as a mecha-
nic 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 
talk for 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 becau-
se 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 vi-
sit our polyclinic in Perama, for care and vaccinations. 
We also support them with food items every month. 

MdM Greece – Perama – 2012

Sarah, 27, has lived in the Uk for more than three years. 
Her neighbours in Uganda reported her to the police af-
ter seeing her with her girlfriend: the two of them were 
arrested and tortured. As soon as she was freed, Sarah 
fled to the Uk to stay with her sister. She never discove-
red what happened to her girlfriend.

“My sister told my mother in Uganda that I was a les-
bian and she has refused to speak to me since.”

For two years, Sarah rarely left the house. “I was terri-
fied all the time. I thought maybe someone would look 
at me and see that I was a lesbian and arrest me. My 
sister didn’t really approve of my sexuality so I didn’t 
feel I could talk to her. I didn’t claim asylum because I 
was so scared. I knew that if it went wrong, I would be 
sent home and killed. I was drinking too much because 
I couldn’t sleep and I felt so depressed”. 

MdM Project London referred Sarah to the Refugee 
Therapy Centre in North London. She chose to attend 
a group session rather than individual sessions and 
reports that, “It is really helping. It’s a chance to talk 
with people who are also victims of torture. It helps me 
know I’m not alone, that I’m not the only one”.

Sarah spoke to her MdM clinic Close Follow-Up volun-
teer, Clare, regularly on the phone for five to six months: 
“Being phoned was really great. I often felt so alone 
in the evenings when my sister’s kids were in bed but 
when I spoke to Clare I felt OK. It helped me build the 
confidence I needed to claim asylum. When I went for 
the asylum interview, Clare just told me to be natural 
and I did. I am so happy that they believed my story.” 
Clare wrote a letter of support for her asylum claim out-
lining how Sarah had become involved in Doctors of 
the World. Finally, Sarah was granted full refugee status 
in June 2012.

“I would like to study nursing, maybe mental health 
nursing. There used to be so much pressure on me, 
I thought about all the ‘what ifs’ and imagined what it 
would be like if I were forced to go back. It was such 
a relief to learn that I could stay here. Just knowing I’m 
not going back tomorrow and that I am somewhere 
safe for as long as I want to be.” 

MdM Uk – October 2012

❙ key figures
•  26% reported poor or very poor mental health. Mental 

health was particularly badly affected in Greece where 
50.8% of patients had poor or very poor perceived 
mental health.

•   Altogether 67% of MdM service users reported a low 
standard of perceived health, which is much higher 
than the rate generally observed in immigrants over 50 
years old in Europe (37.8%) even though the median 
age for our sample is 34 years.

•   49% had unstable or temporary housing.

•  Among the patients who spoke out about violence in 
their country of origin or during the migration journey, 
40%, 40% had lived in a country at war, one fifth had 
been physically threatened, imprisoned or tortured be-
cause of their ideas and one fifth had been victims of 
violence by the police or armed forces. 40% had been 
beaten up, 22% had experienced psychological vio-
lence, 8% had been sexually assaulted and 5% had 
been raped.

•  Among the patients who spoke out about violence 27%  
reported having suffered violent acts after their arrival in 
the host country.

•  20% reported having been denied access to care by a 
healthcare provider in the last 12 months (especially in 
Spain, 62%).

•   81% had no possibility of accessing care without paying 
full costs on the day we met them.

•  59% of pregnant women did not have access to ante-
natal care when we met them.

•  60% of all patients did NOT know where to go to get 
vaccinations.

•  36% of the patients had given up seeking healthcare in 
the last 12 months.

•  76% of all the diagnoses required an “essential” treatment. 
More than half of those patients who needed essential 
treatment had not received any when we met them.  

•  55% of patients who were EU citizens were not permit-
ted to reside in the host country. 

•  Of the reasons given for migration, personal health 
reasons represented 1.6%, escaping from war 6% 
and economic survival 43%.
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5 http://www.ohchr.org/EN/NewsEvents/Pages/DisplayNews.aspx?NewsID=12953&LangID=E
6 http://www.unhcr.gr/fileadmin/Greece/News/2012/pr/ConclusionsOctober2012EN.pdf

		rising xenoPhobiA  
As the crisis deePens

The economic crisis, rising unemployment and lower levels 
of social protection all too often lead to the finger being 
pointed at destitute groups that were already facing social 
exclusion before the crisis, e.g. sex workers, migrants and 
roma. Throughout Europe, MdM teams are faced with 
alarming increases in xenophobic violence.

Some governments use access to healthcare as a policy 
tool to regulate migration flows: this has been proved to 
be unethical and ineffective. In reality, access to care is 
not a pull or a push factor for migration. The hard data 
we have collected throughout the years on the reasons 
for migration among Doctors of the World service users in 
Europe show that undocumented migrants do not know 
their pathologies before migrating, do not know the health 
systems of the European countries and do not know they 
could be taken care of. in 2012, health represented only 
a 1.6% share of the reasons for migration. health 
tourism does not concern the people that we see in 
the mdm centres; health tourism by undocumented 
migrants is a myth. 

In france, migrants have been widely used as scape-
goats in recent years. The most visible and extreme xeno-
phobia now concerns the roma population who continue 
to suffer from stigmatisation by the State and by many 
people. French police forces organise massive evictions 
of roma camps and squats without alternative housing 
being provided, even during winter time. Our field teams 
have witnessed intimidation techniques and blatantly ra-
cist remarks from police officers, use of tear gas on pre-
gnant women and children, destruction of tents, clothing 
and food, etc. Essential vaccination campaigns or follow-
ups of chronic health problems were interrupted, which 
could potentially pose a threat to public health. 

After his visit to spain, UN Special rapporteur on 
contemporary forms of racism, racial discrimination, xe-
nophobia and related intolerance Mr Mutuma ruteere5, 

denounced a “rolling back of gains in human rights of 
migrants”. In particular, he declared the exclusion of un-
documented migrants from the health care system as “a 
regrettable development”. He urged Spanish authorities 
to make the fight against racial intolerance in the country 
a priority.

In greece, brutal attacks and hate crimes against ethnic 
minorities have become a daily phenomenon. Incidents 
already began in 2010, but the seriousness of the pro-
blem has expanded in the wake of Greece’s financial 
crisis. The unprecedented recession has been politically 
exploited by xenophobic extreme right-wing groups. Du-
ring the first 9 months of 2012, 87 incidents of racist 
violence against refugees and migrants have been do-
cumented by the racist Violence recording Network6. 
Most of these were physical attacks in public spaces. 
However, the true extent of the violence remains unknown 
due to underreporting.

❙ doctors of the World greece
Doctors of the World Greece has had to modify its ac-
tions in order to respond to the deep crisis in the country. 
The organisation has multiplied its areas of action. Two 
new health centres have been set up since the begin-
ning of the crisis, one in Perama and one in Patras. There 
are now five polyclinics run by Doctors of the World in 
Greece. The work of the mobile units has also been ex-
panded. Before the crisis, they already brought access 
to dental and ophthalmological care in some parts of the 
country (remote villages and islands). Now, they also go 
all over the country bringing general practitioners, gynae-
cologists, paediatricians etc.
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7: See http://www.medicosdelmundo.org/derechoacurar/
8 http://ec.europa.eu/economy_finance/eu_borrower/mou/2011-05-18-mou-portugal_en.pdf

A new project was started with the homeless in Athens.  
Homelessness is a new phenomenon which is due directly 
to the crisis, with people being thrown out of their homes 
as they cannot pay the bills. A mobile unit goes to meet the 
homeless in different parts of the city with sleeping bags, 
food and physical and mental healthcare. In addition, psy-
chologists ensure personal follow-up for some of the people 
encountered by the mobile unit – they go to meet the home-
less on a regular basis, where they live, on the streets. 

A new project was started with elderly people in Athens 
and Thessaloniki as a response to the growing number of 
older people attending MdM health centres.

MdM Greece also needed to react against the rise of 
xenophobia in Greek society. This is why a new project 
called “Enough!” was developed, together with the Greek 
Council for refugees.

This project has a specific focus on young people, who 
are directly targeted by right-wing extremists who involve 
them in criminal acts. MdM and the Greek Council for 
refugees will visit state secondary schools in the areas 
that are most affected by racist violence to discuss these 
matters openly and raise awareness about the negative 
consequences of xenophobia for the whole society. 

❙ médicos del mundo sPAin
Beyond the exclusion of undocumented migrants, the 
Spanish government has used the austerity argument to 
embark on a unilateral shift from a concept of universal 
health coverage for all people living permanently in Spain, 
whatever their status, towards a social security system 
based on work. 

Doctors of the World opposed the reform in an open let-
ter to the Spanish Minister of Health and in a campaign 
in which health professionals reclaimed their Derecho a 
Curar (the right to care). It has been signed by 30 organi-
sations, including six medical organisations and 23,000 
individuals.

Finally, four autonomous communities, Andalucía, Astu-
rias, the Basque Country and Catalonia, publicly opposed 
the decree and put mechanisms in place to ensure free 
access to healthcare for all – as was the case before the 
reform7. With this new measure, Spain has lost its posi-
tion in the vanguard of EU Member States that guarantee 
universal healthcare. 

❙  médicos do mundo PortugAl
Times of crisis and austerity measures do not imply redu-
cing human rights and being unfair! Portugal has a national 
healthcare system that is “universal and general” and that 
“takes into account the economic and social conditions of 
citizens”. It is based on very strong primary care services, 
open to all, that have enabled great progress in the past 
(i.e. reduction in infant mortality). 

despite the crisis, Portugal decided to keep its health 
system of solidarity with undocumented migrants. 
As before, after 90 days of residency, undocumented  
migrants have full access to national health services, even 
if there remain many practical and administrative barriers 
and a general lack of knowledge about this right.

In May 2011, Portugal signed a memorandum of understan-
ding8 with the Troika that involved major changes concer-
ning healthcare. It contained important cost-containment 
measures.

Nonetheless, Portugal has tried to keep the principle of 
equity in access to healthcare by scaling up the increasing 
out-of-pocket expenditures parallel to income.

The MdM Portugal teams are confronted with an in-
creasing number of patients who have to choose between 
buying medicines or securing their only meal of the day. 
Other patients choose to buy only the cheaper medicines 
in doctors’ prescriptions and leave out the more costly 
ones. Many people do not know how to access healthcare 
without having to pay upfront. This is the reason why, in 
2012, MdM Portugal issued leaflets with information about 
the new regulations and the administrative procedures to 
follow.

Furthermore, at a time when more and more people need 
help, government subsidies have been reduced so that 
MdM Portugal had to close eight domestic program-
mes. In 2012, our teams even had to limit the number of 
condoms distributed in our harm reduction programmes 
because the government’s stock was finished.

However, two new projects have started since January 
2013.

Adamma is a 22-year-old Nigerian woman who 
has been living in the Netherlands for the last two 
years. She lives in a three-by-four-metre room with 
her husband. Adamma was delighted when she fell 
pregnant a year ago, but she never dared to visit a 
doctor or a midwife because she had no health in-
surance. Only on the day she went into labour and 
the contractions began did she go to the hospital. At 
the reception desk of the maternity unit she was told 
that she could only be admitted to the ward upon a 
payment of €500, even though she was in a great 
deal of pain. Her husband earns €200 a month as a 
cleaner, which is all they have to live on. 

Her husband made a call to secure an advance on 
his wages, but it took many more calls to find the 
remainder of the money in the form of loans from va-
rious friends. Once the €500 was secured, Adamma 
gave birth to a healthy daughter. Just a few hours 
after the birth, she was forced to leave the hospital. 
The three of them now have to share the tiny 3x4m 
room. There is no postnatal follow-up. Adamma 
needs to keep her baby as quiet as possible to be 
sure not to disturb the other residents. 

MdM Netherlands – Amsterdam – September 2012
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9 World Medical Association Declaration on the rights of the Patients in Lisbon www.wma.net/en/30publications/10policies/l4/

		our demAnds - time for Action

Doctors of the World calls on the governments to ensure 
national public health systems built on solidarity, equality 
and equity, open to everyone living in a European Mem-
ber State, rather than systems based on a profit rationale. 
This objective should be achieved through proactive and 
low-threshold medical services where all patients, inclu-
ding destitute nationals, EU citizens and third-country 
nationals, are cared for unconditionally, regardless of  
residence status. Despite and even because of the crisis, 
we demand financially accessible health coverage and 
co-payment systems that take into account the income 
of each patient, regardless of residence status. 

We call on governments to implement ECDC (European 
Centre for Disease Prevention and Control) recommen-
dations and to render treatment for infectious diseases 
accessible to all as a minimum public health measure. All 
children in all European countries must have full access 
to national immunisation schemes and to paediatric care. 
In addition, all pregnant women must have equal access 
to pre and post natal care. 

the doctors of the World international network ur-
ges the european union and the council of europe 
to develop means to protect seriously ill migrants 
from being deported to countries where they will 
not be able to access healthcare. both these insti-
tutions firmly oppose the death sentence, yet when 
some undocumented migrants with hiV/Aids, renal 
failure, cancer, hepatitis, etc. are sent back to their 
country of origin, the serious deterioration in their 
health or even, for some of them, the possibility of 
their death, must be considered and avoided at all 
costs by protecting them in europe.

Furthermore, national governments, the EU and the 
Council of Europe must actively combat hate speech and 
populist anti-migrant discourse. In some countries, ur-
gent measures must be taken to stop daily violence and 
impunity. In others, we count on political leaders to fight 
the more subtle symptoms of xenophobia. We count on 
them to condemn populist remarks about migrants’ al-
leged “health tourism”.

now, falling ill has truly become a luxury that patients facing factors of vulnerability cannot afford.

“Whenever legislation, government action or any other administration or institution denies patients 
[their] rights, physicians should pursue appropriate means to assure or to restore them9.” 

As health professionals we demand to be able to work according to our medical ethics. In accordance with the 
World Medical Association’s Lisbon Declaration on the rights of the Patient, we will continue to give appropriate 
medical care to all people without discrimination and refuse all restrictive legal measures to alter our ethics.

Administrative barriers should never stop us from taking care of the patients who need it. The need for care is the 
only indicator for us. 

As health professionals, we refuse the use of health in order to control immigration; we refuse mandatory testing for 
infectious diseases, and the breach of medical confidentiality. We also follow the royal College of radiologists in 
London who stated that it is “unjustified” to undertake a radiograph examination for age estimation purposes. It is 
not acceptable for us, health professionals, to provide medical interventions which have no therapeutic benefit and 
are purely for administrative migration control. 

We call on all health providers to express in acts and words their full commitment to participate in health systems 
that do NOT exclude anybody for administrative, financial, sexual or ethnic reasons.

PrESS kIT | April 2013
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belgium | médecins du monde   www.medecinsdumonde.be    +32 2 648 69 99

belgië | dokters van de Wereld  www.doktersvandewereld.be    +32 2 648 69 99

españa | médicos del mundo   www.medicosdelmundo.org    +34 91 54 36 033

france | médecins du monde   www.medecinsdumonde.org    +33 1 44 92 14 32

greece | giatri tou kosmou   www.mdmgreece.gr    +30 210 32 13 150

Portugal | médicos do mundo  www.medicosdomundo.pt    +351 21 361 95 20

switzerland | médecins du monde   www.medecinsdumonde.ch    +41 32 725 36 16

germany | Ärzte der Weld www.aerztederwelt.org    +49 89 45 23 081-0

netherlands | dokters van de Wereld   www.doktersvandewereld.org    +31 20 465 2866

sweden | läkare i Världen   www.lakareivarlden.org    +46 8 664 66 87

united kingdom | doctors of the World   www.doctorsoftheworld.org.uk    +44 (0) 20 75 15 75 34

doctors of the World international network  www.mdm-international.org   +33 1 44 92 14 37
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