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productive. Indirect costs will rise as illnesses become 
aggravated and chronic and as the result of delayed 
treatment, overcrowding of emergency services and inef-
ficient public health policy. Furthermore, restrictive health 
policy measures are proven not to have any significant 
impact on migration flows.

Finally, the reform creates ethical dilemmas for healthcare 
professionals who – according to their professional ethic 
– deliver care without any consideration of nationality, 
ethnic origin or administrative status. 

In addition, a reform of the Penal Code is currently being 
debated which would criminalise any person helping un-
documented migrants. Médicos del Mundo has joined a 
large platform of organisations in order to stop the law 
before it could be passed. A new campaign has been 
launched, signed by over 50,000 persons (as at March 
2013): “Let’s save hospitality”.

Patient story
Verónica, aged ten and from Guinea, went with her 
mother to the state healthcare centre in Zaragoza to 
report the loss of her health card and request a repla-
cement. Her mother (who is also her legal guardian) is 
an undocumented immigrant whose own health card 
had expired.

When they submitted their request at the healthcare 
centre, they were informed that the minor did not have 
the right to receive a healthcare card given that she 
had “received sufficient services already and the 
free lunch was over”. 

MdM representatives accompanied the mother on a 
second visit to this healthcare centre with the docu-
ments required to process the healthcare card. The 
application was refused on the grounds that the mo-
ther should present a document issued by the Spa-
nish National Institute of Social Security (INSS) stating 
that the minor had no source of income.

The following day, 26 July 2012, we went with the mo-
ther to the office of the INSS, where we were informed 
that because her daughter fell into the category of 
unaccompanied minor(!) and could not benefit from 
her mother’s health coverage, given the mother’s irre-
gular administrative status, the office could not issue 
the requested statement.

When we declared that our organisation planned to 
file a formal complaint of incompetence against the 
staff member who had attended us, a different em-
ployee processed the healthcare card without any fur-
ther delay. 

MdM Spain – Zaragoza – July 2012 

Housing with sea view (Almeria)

Focus on MdM Greece, Spain and Portugal in the crisis
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64 http://ec.europa.eu/economy_finance/eu_borrower/mou/2011-05-18-mou-portugal_en.pdf
65 European Central Bank statistics, http://sdw.ecb.europa.eu

❙ Medicos do Mundo –  
❙ Portugal facing the crisis 
Times of crisis and austerity measures do not imply 
reducing 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” (Article 64 of the Por-
tuguese Constitution). It is based on very strong primary 
care services, open to all, that have enabled great pro-
gress in the past (e.g. 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, undo-
cumented migrants have full access to national health 
services, even if there remain many practical and admi-
nistrative barriers and a general lack of knowledge about 
this right. Before they can prove they have been resident 
for three months, undocumented migrants have access 
to a limited number of services: emergency care, maternal 
and child healthcare and reproductive health services.

In May 2011, Portugal signed a memorandum of understan-
ding64 with the Troika that involved major changes concer-
ning healthcare. It contained important cost-containment 
measures (€550 million overall) and strategies to improve the 
overall efficiency of the health system. Among other things, 
the MoU called for an increase in the levels of user charges, 
which have doubled in value in the course of 2012. 

Nonetheless, Portugal has tried to keep the principle 
of equity in access to healthcare by scaling up the in-
creasing out-of-pocket expenditures parallel to income. 
Some categories of people have the right to exemption 
from user fees for healthcare (based on income or type 
of pathologies). The total number of people who reques-
ted exemption was estimated, at the beginning of 2012, 
to be only half of the expected number. The difficulty in 
accessing and understanding information about the pos-
sibility of exemption certainly plays a role in this.

Another austerity measure is the recent change in the 
monthly rate of social aid for people with no other source 
of income. In February 2013, the allowance went down 
from €189.52 to €178 a month. One of the effects of the 
crisis is that many young adults – even after marrying – 
return to live with their parents because of the high cost 
of living. 

As the possibility of free access to care is based on a per-
son’s fiscal situation, homeless people who did not de-
clare their income have no way to prove they have a right 
to be exempt. Many people also lack information about 
the changes in reimbursement rates for medication.

As one of the consequences of the crisis, the unemploy-
ment rate has increased, passing from 9.3% in 2009 to 
17.53% in January 201365. Many Portuguese people – 

Focus on MdM Greece, Spain and Portugal in the crisis

Project with Elderly MdM Portugal
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66 For instance, see http://expresso.sapo.pt/consumo-de-ansioliticos-por-idosos-duplicou-no-ano-passado=f788682

Focus on MdM Greece, Spain and Portugal in the crisis

up to 100,000 in 2012 according to some estimates – 
have decided to migrate to Portuguese-speaking coun-
tries, such as Mozambique, Angola or Brazil, or to other 
EU Member States. Another indicator of the crisis is the 
dramatic rise in the consumption of anxiolytics and anti-
depressants (a 7.7% increase between 2011 and 2012), 
especially among older people66.

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. As we saw before, 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 admi-
nistrative 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 pro-
jects. 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 – projects that are quite revealing of the impact of 
the crisis. Farmédicos is a ‘medicine bank’ in Lisbon 
which, in collaboration with hospitals, health centres and 
private donors, collects drugs to redistribute them freely 
to vulnerable patients unable to pay for them and also 
supplies them to others partners who need to distribute 
drugs.

Like Me is a mental health project that aims to help 
children aged between 10 and 12 from vulnerable fami-
lies with little access to healthcare to increase their self- 
esteem. The project will develop in accordance with the 
principles of non-formal education, where the activities 
are planned together with the group. There will be seven 
main topics: prevention of violence – bullying; prevention 
of risk behaviour (sexuality and addictions); psychosocial 
development; multiculturalism; human rights; interpersonal 
relations and self-esteem. The project has a privileged 
partnership with a Portuguese university that will support 
research. It is hoped that, at the end of the three-year 
project, the self-assessment which young people make 
of themselves will be positive, thus ensuring a better fu-
ture for themselves, for the community and consequently 
for the country.
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A resident of Vale de Chícharos waits to be seen by the MdM 
team, Routes for Health programme - MdM Portugal
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	�Our demands  
Time for action

In light of the lack of access to healthcare described 
throughout this document, Doctors of the World in-
vites all governments in Europe to act firmly to 
protect the whole population, especially the most 
vulnerable, living in their country. Beyond international 
human rights instruments, a considerable number of re-
commendations concerning equal access to healthcare 
have recently been made on a European level. It is time 
for national governments to put these recommendations 
into practice.

Doctors of the World calls on the governments to 
ensure national public health systems built on soli-
darity, equality and equity, open to everyone living 
in a European Member State, rather than systems 
based on a profit rationale. This objective should be 
achieved through proactive and low-threshold medical 
services where all patients, including 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. 

Over the past few years, the European Centre for Disease 
Prevention and Control (ECDC) has published several  
reports in which it calls for further inclusion of vulnerable 
groups in prevention, immunisation, screening and treat-
ment programmes. We call on governments to imple-
ment ECDC recommendations and to render treat-
ment 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 equitable 
access to pre and post natal care. 

Concerning undocumented migrants, we ask 
EU Member States to enforce the opinions of 
the Fundamental Rights Agency. This means 
changing restrictive legal frameworks so that 
everyone can access all forms of essential 
preventive and curative healthcare (including 
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 effort to inform undocumented migrants 
and healthcare professionals about their rights 
to access healthcare.

As we’ve seen in this report, healthcare is har-
dly a reason to migrate among those migrants 
who actively come to seek treatment at one of 
our health centres (1.6%). Yet when a person 
is hit by serious illness (e.g. HIV/AIDS, renal 
failure, cancer, hepatitis), going back to their 
home country is often not an option.

During the debate on the Return Directive 
(2004-2008), the European Parliament voted 
in favour of measures aimed at protecting  
seriously ill migrants from deportation, but 
these measures were refused by the Council.

The Doctors of the World International Network 
urges 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 health-
care. Both these institutions firmly oppose 
the death sentence, yet when some undocu-
mented 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.

Dental care mobil unit in a village – MdM Greece

Our demands - Time for action
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Furthermore, national governments, the EU and 
the Council of Europe must actively combat hate 
speech and populist anti-migrant discourse. In some 
countries, urgent measures must be taken to stop daily 
violence and impunity. In others, we count on political lea-
ders to fight the more subtle symptoms of xenophobia. 
We count on them to condemn populist remarks about 
migrants’ alleged “health tourism”. 

What can the EU do?

Although “health is formally a Member State com-
petence”, the EU also has an important role to play in 
encouraging Member States to take action, to protect 
health systems and social protection mechanisms during 

times of crisis and even to render them more accessible. 
Consequently, all our demands towards Member States 
also imply a role for the European Commission. 

EU bodies and institutions and civil society, including small 
grassroots organisations, could strengthen dialogue even 
further. The EU could reinforce funding to programmes 
that target vulnerable groups. Member State governments 
also need the support of the Commission to fully utilise 
existing funds for vulnerable groups.

As the coordinating institution for cross-border health-
care, the Commission could play a leading role in seeking 
solutions to the exclusion of destitute EU citizens from 
access to healthcare. 

“Whenever legislation, government action or any 
other administration or institution denies patients 
[their] rights, physicians should pursue appropriate 
means to assure or to restore them67.” 

As health professionals we demand to be able to 
work according to our medical ethics. In accordan-
ce with the World Medical Association’s Declaration 
on the Rights of the Patient, we will continue to give 
appropriate medical care to all people without dis-
crimination 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 manda-
tory 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 examina-
tion for age estimation purposes. It is not accepta-
ble 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 parti-
cipate in health systems that do NOT exclude 
anybody for administrative, financial, sexual or eth-
nic reasons.

67 World Medical Association Declaration on the Rights of the Patients in Lisbon www.wma.net/en/30publications/10policies/l4/

Flashmob in front of the European Parliament – MdM International Network – April 2012
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A separate document with the full update on the legislation in ten countries (BE, CH, DE, ES, FR, EL, 
NL, PT, SE and UK) and containing all the necessary references to texts of laws and regulations is 
available upon request or on www.mdm-international.org. We chose here to publish short explana-
tions about access to healthcare for the countries where the data was collected and analysed.

	�Legislation update  
in seven countries  
(BE, DE, FR, EL, NL, ES, UK) 

❙ Access to healthcare  
❙ in Belgium
1. �Access to healthcare for nationals  

and authorised residents
Legal residents in Belgium must register with one of six 
non-profit health insurance companies. They pay contri-
butions for their membership as well as a fixed amount 
established by law for the cost of services (the “ticket 
modérateur” or patient contribution which takes the per-
son’s income into account). The health insurance pays or 
reimburses the rest of the cost of services.

Several mechanisms have been established to help peo-
ple in precarious economic situations to obtain access 
to healthcare services. People facing extreme financial 
hardship can also request additional healthcare assistance 
from their local Public Social Welfare Centre (hereafter 
CPAS).

2. �Access to healthcare  
for asylum seekers

Asylum seekers have access to the same services as 
authorised residents (basic package). While living in a  
reception centre, their medical expenses are normally  
covered by the Belgian Agency for the Reception of Asy-
lum Seekers (Fedasil) or one of its partners. If they don’t 
live in a centre, they must obtain a “payment warranty” 
to receive care and treatment without having to pay. The 
administrative procedure is quite complicated and most 
healthcare providers are completely unfamiliar with it.

Asylum seekers whose claims have been rejected are 
entitled to receive care and treatment until their expulsion 
order expires.   

The Royal Decree of May 2009 extended the rights of 
foreign unaccompanied minors (MENA) who, since  
January 2008, have their own entitlement to insurance 
with a special status (no monthly premiums to pay). 

3. �Access to healthcare for  
undocumented migrants

Undocumented people have access to healthcare in 
Belgium through the “Urgent Medical Assistance” (AMU) 
system put in place in 1996. Obtaining AMU is subject to 
certain conditions, namely proof of medical need esta-
blished by a medical certificate and a mandatory social 
enquiry that usually takes the form of a 

visit to the applicant’s home. Financial hardship must be 
verified during this visit. One of the reasons why many 
migrants do not apply for AMU is in order not to impose 
this social visit on the homes of the people who have 
agreed to host them.

If the undocumented person is entitled to AMU, his/her 
healthcare expenses will be directly reimbursed to the 
health professional by the CPAS. Afterwards, the federal 
authorities reimburse the CPAS for all medical treatments 
except those that do not have an INAMI nomenclature 
code (basic package).

Although there is a right to access healthcare, there are 
many practical and administrative barriers. For instance, 
the legal time limit for the CPAS to take a decision is  
30 days, but MdM teams report that this is not respec-
ted in the busiest CPAS centres in Brussels. Many CPAS 
now require identification documentation as a prerequi-
site. The CPAS of Antwerp often refuses AMU due to 
applicants’ alleged “refusal to collaborate with the social 
enquiry”, for which the criteria are purely subjective. For 
MdM teams, the need seems clear if the person is not 
entitled to a health insurance fund and has significant 
medical needs. Obtaining AMU can also be more difficult 
for homeless people who do not have an official place 
of residence. Lastly, the CPAS have a lot of autonomy in 
how they conduct their social enquiry – the exact proce-
dures may differ from one city to another.

Various centres offer screenings for infectious diseases 
(such as HIV and hepatitis). The costs of the treatment 
fall under the common scheme for reimbursement (me-
dical insurance or AMU). Vaccination is free of charge for 
all children through the postnatal and young child care 
programme (up to the age of six). There is no special sys-
tem for antenatal care or delivery: undocumented women 
need to apply for AMU. The same practical and adminis-
trative barriers apply.

Legislation update in seven countries (BE, DE, FR, EL, NL, ES, UK)
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❙ Access to healthcare  
❙ in france
1. �Access to healthcare for authorised residents
The French national health system is funded through 
taxation and personal contributions. Social security 
health coverage is based on a system where “everyone 
pays according to their means and receives according to 
their needs”. This covers approximately 65% of health-
care expenses and every person legally residing in France 
is entitled to it. People on low incomes (below €661 / 
month in March 2013) have access to the system free of 
charge (Couverture maladie universelle – CMU). Private 
health insurance schemes are available to meet the re-
maining 35% of expenses. Among these, some (called 
“mutuelles”) are non-profit schemes. People have to ap-
ply for reimbursement of the 35%.

Another mechanism helps destitute people (living above 
the CMU threshold up to €892.6). They receive between 
€100 and €500 (depending on their age) to help them 
finance additional private insurance. 

People with low financial resources (below €661 / month 
in March 2013) are entitled to “complementary CMU” 
which covers the remaining 35%. People with CMU do 
not have to pay at the point of service. CMU is valid for 
one year.

Furthermore, in 1998 the law against social exclusion 
created the hospital PASS system, allowing all patients to 
access various medical specialties in some hospitals even 
before administrative procedures have been completed.

2. Access to healthcare for asylum seekers
Asylum seekers have the same access to care as autho-
rised residents. They obtain social security health cove-
rage upon arrival on French territory. They can also apply 
for “complementary CMU” which they will be granted, 
depending on their financial resources. 

3. �Access to healthcare for  
undocumented migrants

Undocumented people who reside for more than three 
months in France and who have resources of under €661 
/ month are entitled to State Medical Aid (Aide Médicale 
d’Etat –AME). This gives access to all healthcare pro-
viders without paying at the point of service. Costs are 
fully covered (except for prosthesis (dental, optic, etc.) 
and medically assisted reproduction). The AME is valid 
for one year. 

In contrast, if an undocumented person has resources 
above the threshold (€661 / month), they are not entitled to 
any health coverage and must pay the full costs for them-
selves and their family, which is obviously impossible.

Undocumented migrants who are unable to prove that 
they have been resident in France for more than three 
months are only entitled to hospital services for care that 
is deemed urgent (pregnancy, VTOP, etc.).

Minors with undocumented parents are entitled to the 
AME scheme upon arrival in France (without the three-
month residence condition), even if their parents are not 
eligible. The right is granted to them for one year. 

Destitute EU citizens access the AME under the same 
conditions as any other undocumented migrant. However, 
they have to prove that they have no health coverage in 
their country of origin which is an important administra-
tive barrier.

Police dismantling a Roma camp in Lyon – MdM France
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❙ Access to healthcare  
❙ in germany
1. �Access to healthcare  

for authorised residents
Germany’s laws regarding access to healthcare are made 
at the national level, but Germany is a federal country 
and the Länder (states) and municipalities have specific 
competencies.

Everyone who lawfully resides in Germany must be  
covered by health insurance (public or private). 

Public health insurance is obligatory for all citizens and 
authorised residents who work (as well as those in receipt 
of unemployment benefits) whose income is below an  
income ceiling. Since the 2007 reforms, people who were 
previously excluded from public health insurance (e.g. 
because they did not pay their contributions) now have 
to settle their debts with the insurer and retroactively pay 
all their contributions since 2007. Until they do so, they 
are only reimbursed for emergency care.

Self-employed workers or people on high incomes must 
take out private health insurance (same rule: they have to 
pay their debts since 2009). Contributions are based on  
income except for the self-employed and students over the 
age of 30 or who have spent more than 14 semesters in the 
university system. For them, contributions depend on their 
health status, age and gender. 

As of 1 January 2013, patients no longer have to pay for 
medical consultations. For drugs, patients continue to be 
responsible for a co-payment of 10% of the selling price 
of the drug. This co-payment is at least €5 and at most 
€10 per prescription (maximum of 2% of gross annual 
household income per year and 1% for chronic diseases). 
Only children under 18 years are completely exempt from  
co-payment. 

Authorised residents (except asylum seekers) can obtain 
help from welfare services. The homeless can get welfare 
benefits fairly easily and are thus insured through public 
health insurance, but the problem for them is the cost of 
drugs co-payments.

2. Access to healthcare for asylum seekers
Unlike in most European countries, asylum seekers living 
in Germany do not have the same access to healthcare 
as nationals during their first 48 months in Germany. The 
services they can access cover “treatment for severe ill-
nesses or acute pain and everything necessary for curing, 
improving or relieving the illnesses and their consequen-
ces, pre- and post-natal care, vaccinations, preventive 
medical tests and anonymous counselling and screening 
for infectious and sexually transmitted diseases”.

For non-emergency situations, asylum seekers must first 
request a Health Insurance Certificate (Krankenschein) 
from municipal social service departments in order to 
gain access to healthcare. The care provider is then reim-
bursed directly. It is the municipal departments that de-
cide whether or not to authorise reimbursement for care. 

For example, some departments will not issue a Health 
Insurance Certificate to people with chronic illnesses  
unless there is a severe deterioration in their health.

Children of asylum seekers are subject to the same sys-
tem as adults. However, the law stipulates that children 
can receive other care, meeting their specific needs. The 
recommended vaccines are free of charge. 

3. �Access to healthcare for  
undocumented migrants

Undocumented migrants are entitled to the same health-
care services as asylum seekers. However, civil servants 
have an obligation to report to the immigration department 
any undocumented person encountered in the course of 
their work. As a result, the undocumented migrants of-
ten choose not to seek treatment for themselves or their  
children, even in severe cases, for fear of being reported. 

In September 2009, the Federal Assembly (Bundesrat) is-
sued a new instruction: hospital administrative and medi-
cal personnel are bound by medical confidentiality, as are 
social services departments, if they obtain information on 
the status of an undocumented migrant from someone 
bound by medical confidentiality. This can only happen in 
emergencies, since in all other cases an undocumented 
migrant must apply to social services to get healthcare 
coverage before going to the doctor. 

This is why MdM Germany in Munich buys vaccines, paying 
all the costs, in order to vaccinate children of undocumen-
ted parents. Regarding infectious diseases, undocumented 
people are entitled to counselling and screening for com-
municable diseases and to outpatient care (for STIs, TB, 
hepatitis, etc.). The law also provides for free HIV/AIDS 
treatment. But the obligation to report prevents effective 
access to care. So in practice, only those with temporary   
permit to reside have an effective access to healthcare 
system on top of structures accessible to all, regardless of 
legal status. 

Legislation update in seven countries (BE, DE, FR, EL, NL, ES, UK)

Pediatric consultation 
– MdM Germany
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68 See FRA (2012), Access to healthcare for irregular migrants. Summary meeting conclusions, p. 4 (last accessed – 15 December 2012)
69 See the Ethical analysis of the Royal Decree-Law from semFYC (in Spanish) (last accessed – 18 December 2012).

Legislation update in seven countries (BE, DE, FR, EL, NL, ES, UK)

❙ Access to healthcare  
❙ in Spain
1. �Access to healthcare for authorised residents
The right to access healthcare in Spain is included in Article 
43 of the Spanish Constitution which states that “the right 
to health protection is recognised”. The General Health Law 
No. 14/1986 of 25 April 1986 completes this article by pro-
viding that “every Spanish citizen as well as foreigners who 
have established their residence in the country are entitled to 
the protection of their health and to health care”. 

The Spanish Health System was universal and considered 
as “a promising example” in Europe regarding access to 
healthcare for the most vulnerable people68. 

The Spanish National Health System and access to health-
care in Spain underwent radical changes in 2012, in parti-
cular following the adoption of the Royal Decree-Law No. 
16/2012 that came into force on 1 September 2012. Today, 
the individual health card (which gives access to healthcare in 
Spain) can only be obtained by those with working status.

However, Spanish citizens, EU and EEA citizens and third-
country nationals who hold a Spanish residence permit 
but do not belong to one of the “working” categories can 
nonetheless obtain an individual health card (and therefore 
access healthcare services free of charge) if their annual  
income does not exceed €100,000.

People who cannot be considered as “insured” are only 
able to access healthcare services if they pay for themsel-
ves or subscribe to a “special provision”. This “costs €59.20 
/ month for those under 65 and €155.40 / month if they 
are over 65. Furthermore, the services included in this spe-
cial provision are limited to the “basic package of services”, 
meaning that expenses such as non-urgent medical trans-

portation, drugs or external prosthesis (e.g. a wheelchair) 
are not included in the package. Most undocumented mi-
grants cannot afford it, but those who can and do insist on 
paying the monthly fee are then faced with practical barriers, 
as the MdM teams observed.

While before the 2012 reform every insured person had 
to pay 40% of drug costs, people whose annual income 
is between the broad intermediate range of €18,000 
to €100,000 now have to pay 50% of the price. Below 
€18,000, 40% of the price still has to be paid, even for those 
on the lowest incomes (minimum gross salary was €645.30 
/ month in 2013). Chronically ill patients pay 10%, as was 
already the case before the reform.

The new Article 3ter, al. 4 of the Law 16/2003 (introduced by 
Article 1 of the Royal Decree-Law 16/2012) provides that “in 
any case, foreigners who are less than 18 years old receive 
healthcare under the same conditions as Spanish citizens”.

2. Access to healthcare for asylum seekers
Asylum seekers are entitled to the healthcare that they 
“need, including emergency care and essential treatment 
of diseases”. 

3. �Access to healthcare for  
undocumented migrants

The new Article 3ter of the Law 16/2003 provides that adult 
foreign nationals who are neither registered nor authorised 
as residents in Spain are entitled to healthcare only in the 
event of “emergency in case of serious disease or acci-
dent, and pregnancy, prenatal and postnatal care”.

The ambiguity of this concept of “emergency” gives 
considerable discretionary power to health professio-
nals by letting them decide whether some types of care 
should be considered as “emergency care” or not69.

The only way for undocumented migrants to reintegrate 
into the Spanish National Health System and therefore 
benefit from healthcare free of charge is to subscribe to 
the “special provision” mentioned above. As a conse-
quence of the widespread confusion, numerous pregnant 
women and children (who theoretically still have access 
to healthcare) are often refused access to care, treatment 
and preventive services such as vaccination. 

Although the government initially announced that those 
patients suffering from serious chronic diseases would 
still be protected, the new law in no way specifically 
protects people with cancer, renal failure, HIV / AIDS or 
hepatitis, etc. With regard to those autonomous regions 
which do make provision for access to care for the se-
riously ill, healthcare providers are poorly informed about 
the rules. Consequently, MdM teams have been confron-
ted with HIV-positive patients who had ceased treatment. 
Interruption of drug treatment makes HIV more difficult 
and costly to treat later on and is likely to reduce the  
overall life expectancy of patients.

Medical consultation – MdM Spain
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http://noticias.juridicas.com/base_datos/Admin/l14-1986.html
http://noticias.juridicas.com/base_datos/Admin/rdl16-2012.html
http://noticias.juridicas.com/base_datos/Admin/rdl16-2012.html
http://noticias.juridicas.com/base_datos/Admin/l16-2003.html#a3
http://fra.europa.eu/sites/default/files/fra_uploads/2098-FRA-summary-conclusions-health-meeting.pdf
http://www.semfyc.es/biblioteca/virtual/detalle/Analisis_etico_ante_retirada_asistencia_sanitaria_inmigrantes/
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❙ Access to healthcare  
❙ in Greece
1. �Access to healthcare  

for authorised residents

The National Health System was established in 1983. It 
relies on a mandatory health insurance which is based 
on work (with employer/employee contributions, which 
are income-related). Thus the health services are funded 
by individual contributions (insurance-based) but also by 
state subsidies (tax-based). The system is decentralised 
and divided between primary healthcare centres, district 
and regional hospitals.

Greece has engaged in substantial reforms of its National 
Health System in order to tackle the economic and social 
difficulties that the country is facing. One striking measure 
which has been taken is the reduction by 40% of the 
financing of the public hospitals.

Access to healthcare is free at the point of access for in-
sured nationals and authorised residents. However, there 
is still a co-payment of 25% of drug costs. Furthermore, 
since 2011 and austerity measures there is a €5 entrance 
fee for hospitals and healthcare centres, and every medi-
cal intervention subsequent to the consultation must be 
paid for (e.g. €30 for a blood test).

People on a low income (below €416 / month) can also 
receive a “welfare card” which allows them to access 
healthcare services for free (even medicines).

2. Access to healthcare for asylum seekers	
Asylum seekers have the same rights as nationals and 
authorised residents in terms of access to healthcare, 
provided that they are able to prove their status. In prac-
tice, this condition is difficult to meet for asylum seekers, 
due to the difficulties faced by the migrants in lodging an 
asylum claim in Greece.

According to the new Directive of 2 May 2012, there will 
be no change in access to healthcare for minors, mea-
ning they continue to have free access to healthcare ser-
vices, regardless of their status. 

3. �Access to healthcare for  
undocumented migrants

Undocumented migrants can only access healthcare 
services in cases of emergency or if there is a risk to the 
patient’s life. A circular from 18 August 2011 states that 
patients who come to the hospital are first examined 
by doctors who then decide whether or not the state 
of health of the undocumented migrant constitutes an 
emergency. The decision is then at the discretion of the 
medical professionals whether or not access to health-
care is granted. 

HIV and other serious infectious diseases are 
considered by law to be an emergency and therefore 
everyone can access treatment. However, the Direc-
tive of 2 May 2012 provides that HIV treatment for 
undocumented migrants is accessible only until the 
patient’s health has been “stabilised”. This provision 
poses a real problem because nothing in the law or other 
regulations defines clearly the concept of “stabilisation”. 
Once again, the decision is left to the discretion of the 
medical professionals.   

Finally, the Directive of 2 May 2012 (amending the Law 
3386/2005, §84) states clearly that public services, public 
corporate bodies, local authorities and social security ins-
titutions do not have to provide services to undocumented 
third-country nationals. There is an exception for hospitals, 
child care facilities and clinics in cases of emergency.

State of health has become a legal ground for the detention 
of undocumented persons or asylum seekers if the autho-
rities deem that these people represent a risk to public 
health. Indeed, an amendment to the Presidential Decree 
114/2010 states that asylum seekers and undocumented 
migrants can be detained if they represent a risk to public 
health because they are suffering from infectious diseases 
or belong to vulnerable groups particularly exposed to the 
risk of infectious disease (this “risk” is assessed depending 
on their country of origin, intravenous drug use, prostitu-
tion activities). According to the law, the risk may also exist 
if people are living in conditions that do not guarantee mi-
nimum hygiene standards. People who are identified as a 
“risk” (which means they are suspected of being infected) 
can be forced to undergo mandatory screening. In addi-
tion, since 2012 the risk to public health represented by 
undocumented migrants or asylum seekers has become a 
reason for deportation from Greece.  

Legislation update in seven countries (BE, DE, FR, EL, NL, ES, UK)

Patients getting medecines from the MdM Athens’ pharmacy
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http://www.ygeianet.gr/box/cal/29621.pdf
http://www.ygeianet.gr/box/cal/29621.pdf
http://www.ygeianet.gr/box/cal/29621.pdf
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70 �D. BISWAS et al., “Access to health care for undocumented migrants from a human rights perspective: A comparative study  
of Denmark, Sweden, and the Netherlands”, Health and Human Rights, vol. 14, n. 2, Dec. 2012, pp. 4-5 (last access – 15 Jan. 2013)

Legislation update in seven countries (BE, DE, FR, EL, NL, ES, UK)

❙ Access to healthcare  
❙ in the Netherlands
1. �Access to healthcare  

for authorised residents

All authorised residents and people who work/pay taxes 
in the Netherlands are obliged to have health insurance 
covering a “basic package” of healthcare services. Dutch 
nationals and authorised residents on a low income can 
apply for an allowance in order to help them pay their 
monthly premiums.

2. Access to healthcare for asylum seekers
The Central Agency for the Reception of Asylum Seekers 
(COA) is responsible for fulfilling the basic needs (hou-
sing, healthcare etc.) and therefore covers asylum see-
kers’ healthcare expenses through a non-profit insurance 
company called Menzis. It should also be noted that asy-
lum seekers who file a second application do not have 
the right in principle to access the COA’s reception cen-
tres, except if there are “special humanitarian circums-
tances”. Subsequently, their healthcare expenses are not 
covered by the COA.

Asylum seekers whose applications are rejected must 
leave the reception centres 28 days following the decision 
(or after their appeal is rejected). After that period, they no 
longer have the right to live at the centres and then have 
the same rights as undocumented migrants. 

Unaccompanied minor asylum seekers have the same 
access to healthcare as adult asylum seekers. However, 
given their vulnerability, they receive extra assistance from 
the COA. Furthermore, if their application is rejected, they 
keep their right to live in the asylum reception centres and 
benefit from the services (notably healthcare) until they 
are 18 years old.

3. �Access to healthcare for  
undocumented migrants

Undocumented migrants are entitled to “medically ne-
cessary care” (in addition to emergency care) and care in 
situations where there is a risk to public health. In prac-
tice, all care which is part of the basic package (to which 
insured residents are entitled) is covered. According to 
the law, healthcare providers are responsible for determi-
ning on a case-by-case basis what is “medically neces-
sary”, taking into account the type of assistance needed 
and the expected length of the patient’s residence in the 
country.

In principle, undocumented migrants must pay the full 
cost of services unless they are unable to pay. They are 
asked to pay straight away in cash or are offered the  
option of signing up for payment by instalments, otherwise 
they receive a bill (and reminders) at home. Sometimes, 
they even receive a visit from private officials contrac-
ted by healthcare providers who seek to get the money  
directly on the spot. Only if there is enough evidence that 
they cannot pay are individual healthcare providers, hos-
pitals and pharmacies entitled to partial or total reimbur-
sement of the costs. They must show (by ticking boxes 
on the declaration form of the financial regulation insti-
tution (CVZ) that they endeavoured to recover the costs  
before they are entitled to the reimbursement of their 
unpaid services70. 80% of the normal fees for services 
can be reimbursed to the provider, except in the case of 
pregnancy and childbirth which are fully covered. In the 
case of pregnant women, all care is considered to be 
medically necessary both before and during birth.

HIV and hepatitis screening and treatment are included 
in the basic package of the compulsory health insurance. 
Undocumented migrants also have access to this treat-
ment, provided it is considered to be “medically neces-
sary care” by the healthcare provider. As with other types 
of care, HIV/hepatitis treatment is free of charge if it is 
proven that the patient is unable to pay the costs.

Children of undocumented migrants are in the same si-
tuation as their parents, meaning that they have to pay 
their healthcare expenses and if they cannot pay they are 
entitled only to “medically necessary care”, provided at 
the discretion of the general practitioner. However, the 
law makes a specific distinction regarding children: all 
care is considered to be essential care if related to pre-
ventive care and vaccinations.

MdM Netherlands with the ex-asylum seekers
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❙ Access to healthcare  
❙ in the UK
1. �Access to healthcare  

for authorised residents

Funded centrally from national taxation, with the aim of 
protecting everybody’s health from cradle to grave, the UK 
National Health Service (NHS) is divided into two sections: 
primary and secondary care. Primary care is delivered 
by a wide range of independent contractors, including 
GPs (general practitioners), dentists, pharmacists and 
opticians. All of these services are currently managed by 
local primary care trusts (PCTs). They are in charge of 
primary care and also have a major role in commissioning 
secondary care and providing community care services. 
PCTs will cease to exist after April 2013 and will be repla-
ced by Clinical Commissioning Groups. 

Secondary care is also known as specialised healthcare 
and can be either elective care or emergency care. Electi-
ve care means planned specialist medical care or surgery, 
usually following referral from a primary or community health 
professional such as a GP. 

As free secondary care is inaccessible for undocumented 
migrants (see below), it matters greatly whether a parti-
cular health problem is dealt with at primary or secondary 
care level. Access to NHS (hospital) care is free for “anyone 
who is deemed to be ordinarily resident in the UK”. 

As at 1 April 2012, patients71 pay £7.65 (€9) per prescrip-
tion, but patients who need more than 13 prescriptions 
per year or four prescriptions in three months can obtain 
reductions through a prescription prepayment system. 
However, prescriptions are still free for certain catego-
ries of vulnerable people (patients over 60, under 18, 
pregnant women and the chronically ill as well as people 
who receive some form of income support72).

Patients on a low income can also claim help with health 
costs (HC1 form). This help does not depend on immigra-
tion status. The NHS decides whether a patient receives full 
help with health costs (HC2) or partial help (HC3). The certi-
ficate is usually valid for one year from the date of issue.

2. Access to healthcare for asylum seekers
Regulation 11(b) of the NHS Charges to Overseas  
Visitors Regulations 2011 states that anyone who has 
made a formal application to be granted temporary pro-
tection, asylum or humanitarian protection which has not 
yet been determined is fully exempt from charges whilst 
their application is being processed. This exemption will 
apply to the family of the asylum seeker if they are living in 
the UK with that person on a permanent basis. In practice, 
asylum seekers can register with a GP and the National 
Asylum Support Service, a section of the UK Border Agen-
cy, usually applies for a HC2 certificate valid for six months 
for asylum seekers.

Failed asylum seekers in England become liable for char-
ges for their NHS hospital treatment, except for any hos-
pital treatment already underway at the time the asylum 
seeker’s claim (including any appeals) is rejected. Destitute 
failed asylum seekers with children under 18 continue to 
receive support and also receive free hospital treatment.

3. �Access to healthcare for  
undocumented migrants

Undocumented migrants are never mentioned 
as such in official NHS documents – they are part 
of a larger group of “overseas visitors” or “people from 
abroad” along with tourists, EU citizens, migrants with a 
work permit, etc. 

Undocumented migrants have the right to fully access 
primary care and can consequently register with a GP. 
Nonetheless, Doctors of the World UK and partners ob-
served that over two thirds of the PCTs in London have 
issued guidance to GPs that is incompatible with their 
legal obligations: many PCTs advise GPs they should 
only register people living legally in the UK for more than 
six months, despite the fact that the “ordinarily resident” 
criteria only apply to secondary care.

Regarding access to hospital treatment (secondary care), 
whether or not a person is ordinarily resident (this concept 
includes today the obligation of being an authorized resi-
dent) in the UK is the first and most fundamental question 
when determining whether or not (s)he will be charged 
for the care. 

However, some NHS services  
are free to everyone regardless of  
the status of the patient:

• accident and emergency services 

• compulsory psychiatric treatment

• family planning services 

• �treatment for communicable diseases such as  
influenza, measles, mumps, tuberculosis, HIV/Aids 
and viral hepatitis (HIV was removed from this list in 
2004, but has been back since  
1 October 2012, thanks to the influence of  
NGOs and health providers).

NHS maternity care is only provided free of charge to 
women who are considered to be “ordinarily resident” in 
the UK. However, Department of Health guidance states 
that “[…] no woman must ever be denied, or have 
delayed, maternity services due to charging issues. 
Although she should be informed if charges apply to her 
treatment, in doing so, she should not be discouraged 
from receiving the remainder of her maternity treatment”. 
In practice, we observe that many women are being  
harassed by hospital debt collectors.

We would like to point out that the Fundamental Rights 
Agency is of the opinion that women in an irregular situa-
tion should have access to the necessary primary and 
secondary healthcare services for the delivery of babies, 
as well as to reproductive and maternal healthcare servi-
ces, at the same level as nationals.

Finally, vaccination is available for all children and adult 
residents (including asylum seekers and undocumented 
migrants) through their GP and baby clinics. 

71 This only applies to England. In Scotland, Wales and Northern Ireland all prescriptions are free for those registered with a GP.
72 �See www.nhs.uk HYPERLINK "http://www.nhs.uk" www.nhs.uk

http://www.legislation.gov.uk/uksi/2011/1556/contents/made
http://www.legislation.gov.uk/uksi/2011/1556/contents/made
http://www.legislation.gov.uk/uksi/2011/1556/contents/made
http://www.legislation.gov.uk/uksi/2011/1556/contents/made
https://www.gov.uk/government/publications/guidance-on-overseas-visitors-hospital-charging-regulations
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73 See www.sweden.se/eng/Home/Society/Health-care/Facts/Health-care-in-Sweden/
74 �See Sweden 2012 in: European Observatory on Health Systems and Policies
75 �Although there is a cost ceiling of €45 for every six-month period for some visits to doctors (emergency care excluded) and medication, 

after which asylum seekers can get reimbursement of other out-of-pocket costs, many patients delay seeking care because of this 
financial barrier.

76 �We could not analyse the data collected in Sweden together with the other data due to the fact that the team only answered a few 
questions from the common questionnaires. 

	�Focus on Sweden

“Everyone in Sweden has equal access to healthcare 
services under a largely decentralised, taxpayer-funded 
system73”, says the official government website. Life ex-
pectancy in Sweden is among the highest in the world74. 
Yet Sweden is also among the worst countries in the EU 
in terms of access to the health system for undocumen-
ted migrants and asylum seekers. The latter only have 
access to care “that cannot be postponed”, ante and 
postnatal care, family planning, abortion and dental care 
“that cannot be postponed”, provided that they pay the 
€5.70 fee for every visit to a doctor or dentist75. Undocu-
mented migrants and their children only have access to 
emergency care that is billed afterwards. 

Only children of asylum seekers have the same access to 
medical and dental care as the children of nationals and 
authorised residents, even if their application for asylum 
has been rejected.

The main responsibility for the provision of healthcare 
services lies with the county councils and several have 
chosen to go further than the minimum provisions of 
the law and provide more healthcare to undocumented  
migrants than the current restrictive legislation requires. 
For instance, in Stockholm women can get access to 
antenatal care through a health structure financed by the 
county council (but they have to pay for their delivery).

In 2011, a government inquiry presented a report detailing 
different policy options to improve the current restrictive 
system for healthcare for undocumented migrants. The 
conclusion of the report was to propose that undocu-
mented migrants should be given the same legal rights 
to healthcare as Swedes, which would allow Sweden to 
fulfil its obligations according to human rights conven-
tions and would also be the most cost-effective solution 
for society. In June 2012, the current government said 
that a new law would be drafted providing undocumen-
ted migrants with the same limited access to healthcare 
as asylum seekers. The legal proposal is making its way 
through the Swedish legislative procedure and the bill is 
expected to be presented to the parliament in spring and 
will enter into force on 1 July 2013.

The Swedish MdM team fears that the new law’s impact 
might be rather weak. Firstly, the meaning of care that 
“cannot be postponed” remains very vague and for the 
individual undocumented migrant it will be very difficult 
to know if the healthcare needed is covered by the law 
or not. In the end, almost all symptoms and illnesses will 

need (much more expensive) treatment that cannot be 
postponed. The new law offers no guarantees for pa-
tients with serious chronic illness, e.g. diabetes, cardio-
vascular problems, HIV or hepatitis, etc. without “urgent” 
symptoms.

Secondly, the Swedish police have recently boosted their 
REVA operation, which aims to increase the number of 
deportations of undocumented migrants. They are orga-
nising crackdowns and performing so-called “random” 
identity checks, although these are actually based on 
appearance (targeted at “foreign-looking” people using 
public transport). The resulting climate of fear prevents 
migrants from coming out to go and seek treatment.

focus on sweden

In 2012, MdM Sweden received in its open  
clinic 405 patients76 for whom data was collec-
ted. Over 80% of them needed an interpreter, 
and only 1.2% could not have one. The main 
countries of origin are Mongolia (23.7%), fol-
lowed by Romania, Chile, Bangladesh and 
Russia (all under 4%). In total, Asia represents 
35.4% of the patients, the Americas 17.7%, 
Sub-Saharan Africa 14.9%, non-EU Europe 
12.6%, Middle and Near East 8.6%, European 
Union 6.3% and Maghreb 4.5%. None of the  
patients had access to health coverage in Swe-
den due to the fact that they had no national 
identity number because of their administrative 
status. The age of the patients and their patho-
logies were very similar to those in the other 
countries (see chapter on analysis of social and 
medical data). 

http://www.euro.who.int/en/who-we-are/partners/observatory/health-systems-in-transition-hit-series/countries-and-subregions/sweden-hit-2012
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In Switzerland, (private) health insurance is compulsory 
for all residents, including for undocumented migrants. 
The most important barrier to access to care for vulne-
rable groups is the elevated cost of health insurance. 
On average, an adult over the age of 26 must pay a 
monthly premium of €321, for young adults the premium 
is €292.50 per month and for minors (under 18 years) 
€74 per month77. Furthermore, the insured patient must 
pay an annual franchise78 which varies between €248 
and €2242 for adults (€0 to €497 for children) and the 
patient must contribute up to 10% of the cost of every 
service79. The higher the annual franchise is, the less the 
monthly premium costs. Consequently, many destitute 
people choose the lowest monthly premiums – a choice 
that causes extreme difficulties in the case of serious ill-
ness. Others simply cannot afford health insurance.

A partial or complete reduction in monthly premiums 
is possible for patients on low income but the condi-
tions for obtaining it are very different from one district 
to another. The reduction is practically impossible for 
undocumented migrants. Finally, in the event of non-
payment of the monthly premiums, the insurance fund 
can start legal proceedings. Consequently, many un-
documented migrants prefer not to start paying 
insurance fees for fear of being reported and  
deported from the country.

Finally, as in most EU countries, many migrants lack infor-
mation about their right to healthcare. Health insurers fre-
quently refuse to insure undocumented migrants, despite 
their legal obligation to do so. In practice, many migrants 
need to rely on the scarce alternative services (both pu-
blic and private) that offer primary care. Even in these ca-
ses, access to specialised treatments, examinations and 
drugs may be possible only with a contribution or a com-
plete payment of the medical costs. The Swiss People’s 
Party (UDC) maintains a populist anti-migrant discourse 
which has led to the approval of very restrictive measures 
concerning asylum and migration (e.g. detention of minor 
migrants is allowed as soon as they are 16, obtaining a 
residence permit is particularly difficult, etc.).

Patient story

Ms A is accompanied by a translator because she 
doesn’t speak French. She is in her sixties and mo-
ves very slowly. She is breathless and her gestures are 
slow. We help her to sit down. 

The person accompanying Ms A recounts how he 
saw her at the supermarket, exhausted, breathless, 
carrying her shopping but unable to walk any longer. 
He approached her, and by chance they spoke the 
same language. One of his friends had told him about 
the existence of MdM Réseau Santé Migration (Health 
and Migration Network) in Chaux-de-Fonds.

The woman had suffered from poor health since her 
arrival in Switzerland three years before but did not 
know where to go. She self-medicated due to lack of 
money: “My son who lives in Togo sends me insulin for 
my diabetes, and I have medicine to treat hyperten-
sion which I take in case of emergencies”. 

But diabetes and hypertension are chronic illnesses 
requiring regular follow-up, which means that she is 
putting her health at risk.

She currently receives follow-up care from a doctor 
from our network. The improvement in her health has 
allowed her to perform her daily activities with greater 
ease. She now has time for a social and family life. 

MdM Switzerland – Chaux-de-Fonds – November 2012

	�focus on Switzerland

77 �Confédération Suisse - Office fédéral de la Santé Publique (OFSP), Primes moyennes cantonales pour 2012/2013 de l'assurance oblig. 
des soins (avec accident), 27 sept. 2012 [Swiss Confederation - Federal Office of Public Health (FOPH), Average Cantonal premiums for 
2012/2013 for the compulsory health insurance (with accidents)].

78 The franchise is the amount which has to be paid by the patient before the insurance starts paying
79 See www.guidesocial.ch/fr/fiche/55/%23som_134251. However, there is a cost ceiling of €580 per year for adults and €290 for children.

focus on switzerland

Since 2006, MdM Switzerland has created the Migrant Health Network (Réseau Santé Migration – RSM) in 
Chaux-de-Fonds, to offer paramedical consultations, psychosocial and counselling activities and referral 
possibilities, twice a week. Of the 169 consultations, 75% were led by a nurse and 25% by a social worker. 
71% of the patients spoke French.

More than 80% of the patients are undocumented. Although a majority of the migrants come from Africa 
(60%), around 20% come from Europe and around 15% come from Central and South America. 6% of the 
patients are Swiss nationals.

http://www.bag.admin.ch/themen/krankenversicherung/00261/index.html?lang=fr
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