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EUROPEAN NETWORK FOR A NON DISCRIMINATORY ACCESS  
TO HEALTH CARE FOR UNDOCUMENTED MIGRANTS AND ASYLUM SEEKERS  
 
 
 

MINUTES 
of the 

2nd ‘HUMA network’ workshop 
(19-20 November 2009) 

At Médecins du Monde – France Headquarters 
62, rue Marcadet - 75018 Paris 

 
 
 
SESSION for the NEW MEMBERS of the network (Thursda y, morning session) 
 
Thursday’s morning session was dedicated to the new members of the network (SIP from 
Poland, and KISA, from Cyprus). SKOP (from Malta), although not being a new member of 
the network strictly speaking, also took part to this session.  
 
The first part of this session consisted in a visit to a CASO (i.e. a ‘Centre for reception, care 
and orientation’, in French ‘Centre d’accueil, de soins et d’orientation’), to allow the new 
members to discover how MDM is concretely providing access to health care for those in 
need. The second part consisted in a general presentation of the network. 
 
 
SESSION ON LATEST NATIONAL DEVELOPMENTS (Thursday, afternoon session) 
 

• Netherlands:  
A new regulation, part of the health care law, has been passed. MdM NL is keeping a 
critical eye on its implementation. It is a positive development since it is an occasion 
for the hospitals to receive funds, but in reality, MdM regrets that there are still some 
barriers. Indeed, the medical staff does not always know how to handle it and there 
are still gaps in the law. For example, the dental and pharmaceutical cares are not 
included while MdM receives many people with dental problems. 
Last month, MdM sent a document to the government about this, but they didn’t show 
a real interest. MdM does not directly work with asylum seekers (AS). 

 
• Portugal:  

The health care access is very good. AS and undocumented migrants (UDM) have 
the same health care access than nationals (UDM need to prove 90 days of 
residence) but most UDMs are not aware of their rights. In May 2009, the government 
issued another Circular addressed to all health centres to clarify the norms applying 
to undocumented migrants. 

 
• United Kingdom:  

There are two levels of health care: 
o primary care (family doctor); 
o secondary care (special care, hospital). 

AS get free access to both primary and secondary care. UDM have only free access 
to primary care.  
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Recently, the Court of appeal issued an opinion: refused asylum seekers are not 
considered “ordinary residents” in the UK thus they are not entitled to secondary care. 
After this, no further appeals are expected since there is a lack of examples. 
  
New guidelines are expected to have more clarity about who should make the 
decision as regards treatments considered “immediately necessary” or “urgent”. 

 
• Malta 

There is no specific law on access to health care for migrants. The access to health 
care free of charge is at the discretion of the medical doctor: he can decide to bill or 
not to bill the UDM.  
SKOP prepared a policy reform proposal for an equal treatment between national and 
UDM regarding health care access. SKOP asked to have this included in the law 
(which is not the case, as there is currently no legal framework). After this, in July, 
there was the publication of a new document mentioning that there would be 
particular agreements between the different states and Malta for access to health 
care. With this system, the risk is that UDM are going to be left over. 
This summer also, the arrival of migrants suddenly stopped after a meeting between 
Berlusconi and Kadhafi. SKOP does not know what is happening in Libya, there may 
be an alternative road now. 
Most of the migrants try to leave Malta to reach other EU countries and therefore do 
not ask for asylum there (there is no work in Malta, their situation is difficult) but with 
the Dublin convention, many are brought back to the island. A return program has 
been put in place (5.000€ to go back in the country of origin) but it is not really used.   

 
• France   

Two years and a half ago, there was a change of government. The situation changed 
dramatically for migrants, including their access to health care. Indeed, the health 
care access has been affected by immigration policies and especially with the 
objectives of 30’000 deportations each year. To reach this objective, the agents try to 
find the UDM wherever they are, including the medical structures. As a consequence, 
the people are afraid to come in those structures. 
The administrative formalities to get the insurance (AME and CMU) became more 
complicated. In some cases, even if the people have access to insurance, they are 
refused health care. The rate of refusal is very high for the people benefiting these 
types of coverage.  
In parallel, help to UDM can be penalised since a law forbids people to provide 
assistance to an UDM. This law concerns individual persons, not social workers 
during their professional occupation. Still, some social workers have been arrested 
and then released few hours later, far from their home. Until now, MdM did not have 
any problems. 
Regarding the AS, they loose their entitlement to health care access after they have 
their asylum claim rejected. They thus become UDM. 

 
• Germany  

In Germany, UDM have in theory access to the same treatment than AS. However, to 
be able to see a medical doctor, they have to get a paper from the welfare office. This 
office is however supposed to denounce UDM. But in September 2009, there was a 
big change: the Parliament made indeed a new interpretation of the law on foreigners, 
extending the medical secret to social services in some specific cases. Thus, if the 
welfare office gets information on an UDM by a health care professional in case of 
emergency, it does not have the duty to denounce him. The question is: how to 
interpret the law? One can argue that, for welfare offices, the duty to denounce has 
not only been lifted in the case they are contacted by a hospital. Anyway, there was 
no communication on the recent change, people have not been informed of this 
change.  According to a person from the Catholic forum, this change has been 
possible only because it is not a new law but a new interpretation; therefore, the 
change could be done quietly. 



 3 

The German national event will be held next week; it will be a good opportunity to get 
the opinion of the DP.  

 
• Sweden 

Sweden is currently waiting for a national inquiry on health access for UDM (the 
methodology of this inquiry is not known). The awareness on this issue has increased 
among the civil society and there is a lot of pressure right now, knowing that it is a 
Swedish presidency for the EU + elections are to be held in September. Only one out 
of seven political parties disagrees to change the law on this issue. The debate on 
migration will be affected in the coming years. Hopefully, some improvements are 
taking place. NGOs, county councils are making things move. Also, after the visit in 
2007 of Paul Hunt, Sweden has been highly criticised on health care access which 
raised the problem within the society.  
The children (under 18 years) of UDM are not mentioned in the law, they do not exist 
so they don’t have access to health care. 
In parallel, the rate of asylum seekers that are recognised as refugees is lowering and 
the deportations despite medical reasons are increasing.  

 
• Spain 

There are between 800’000 and one million UDM in Spain, their number is highly 
increasing in comparison with other countries from the EU. The Spanish law is one of 
the most favourable within the EU since they have equal access to health care for all, 
including undocumented migrants. But, in reality, they are facing some barriers. For 
example, they first have to register to get access. Nevertheless, Spain is a 
decentralised country, thus, in one region they receive an easy access when in 
another region it is difficult.  
This year presented two opportunities for advocacy: 
- Regarding asylum law: MdM proposed a recommendation regarding the non-
deportation for the foreigners seriously ill if there is no guarantee of treatment in the 
country of origin. There was a hearing to the Parliament but it did not succeed. 
 -Regarding the foreigners’ law: MdM made a list of recommendations which are 
currently discussed in the Parliament. Among other things, they demand the need to 
do a medical check up before placing undocumented migrants in detention centres;  
the non expulsion if the person is seriously ill; permanent access by NGOs to the 
detention centres; better access to healthcare in detention centres; changes about 
the local registration.  
 
In the framework of the coming EU Spanish presidency, the government wanted to 
change the law in order to comply with the Returns Directive, however the right to 
access healthcare has not been questioned. 
 

• Greece 
MdM Greece is very involved on the UDM issue since Greece is one of the main 
doors of the EU. The last two years, there has been an increase of UDM and AS 
number which has led to xenophobia and more violence from the police. The 
government refuses to provide refugee’s rights. The number of patients in the 
polyclinic of MDM has doubled; there is no real access and entitlement to health care. 
The health professionals organise themselves illegally to provide healthcare but there 
are still barriers. There is an increasing number of persons with traumatic disorders 
due to police violence. MdM and other organisations are beginning a campaign on 
children’s rights. The children of UDM born in Greece do not get any birth certificate, 
and thus no recognition of their rights. The situation has generally worsened.  

 
• Poland 

\\Mdmfic2k3\Siege\
aurelie.dupont\Mes documents\Docs Averroes\Workshops\Workshop plaidoyer\Présentation\SIP_HUMA.ppt 
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Presentation of SIP in the document attached.  
Generally speaking, the AS (living in a reception centre for AS or not) have equal 
access to health care as nationals. Since the medical system is precarious (even for 
nationals), it often happens that people have to wait a lot before getting a 
consultation, even if they are seriously ill. They are registered to get some healthcare 
at one hospital (+ doctors connected to this hospital) and can not choose their GP. 
90% of the asylum seekers are from North Caucasus, there are intercultural 
difficulties. The psychological expertises can not be included in their asylum 
application’s files. Regarding the UDM, the situation is very difficult since nothing is 
possible for them: they can only get health care in case of vital emergency. There are 
a few initiatives from NGOs.   

 
• Cyprus 

\\Mdmfic2k3\Siege\
aurelie.dupont\Mes documents\Docs Averroes\Workshops\Workshop plaidoyer\Présentation\Presentation Cyprus migasylum.doc 

General presentation of KISA and the situation of migrants (authorised or 
undocumented migrants) 

 
Medical treatment is free of charge for poor legal migrants, asylum seekers and 
victims of trafficking. And undocumented migrants are a small part among the whole 
migrant population. For UDM, the law only provides for access to emergency care but 
in reality, they fear to be denounced. Children of UDM have no rights. Indeed, there 
has been a criminalisation of the migrants in the latest years (families arrested at 
home, legal migrants arrested in the streets …). In social welfare centres, the priority 
for EU patients is obvious.  
Now, there is an accelerated procedure for examining asylum applications (from 8 to 
10 years sometimes, to 3 months) but this procedure is lacking credibility and is done 
too fast.  

 
 
SESSION ON ADVOCACY AT EU LEVEL (Thursday, afternoo n session) 
 
Advocacy HUMA action at EU level can be summarized as follows:  
- Action towards European Parliamentarians (MEPs): initially we wanted to do a call to 
MEPs, this objective has now changed into organising a public hearing and if possible, a 
declaration on access to HC for UDM and AS.  
- Actions and propositions following EU agenda opportunities: a proposition of amendment 
was done by HUMA but not adopted by the Parliament, during the discussion of the directive 
on minimum standards of reception of asylum seekers; following of the European 
Commission’s consultation paper on EU action to reduce health inequalities and react when 
possible (when EESC or the Parliament issue opinion on this communication); following of 
the writing of Stockholm programme and reacting when NGOs are consulted, then it will be 
important also to follow the implementation of the Stockholm programme; … 
- Other opportunities: there are many other opportunities related to the European level that 
can be appropriated: the Presidencies, 2010, European year against poverty, media 
opportunities, the periodic reporting duties of the countries, the implementation of EU 
directives at national level (in terms of migration and asylum). 
 
Different points are highlighted during the debate:  

- The opportunity to focus our lobbying only on the left wing MEPs: we already know 
that left parties are likely to be ready to vote for our propositions. For the liberals, the 
situation is different; now we would have to convince ALL liberals about promoting an 
equal access to health in order to pass a resolution at Parliament level. The 
strategies to lobby at EU and national levels are different: there is not the same logic 
of right-left opposition as in the national parliaments. 
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- The need for the members to be aware of the opportunities in their countries. For 
example, the agenda of the Special rapporteurs (on the right to health, on the rights 
of migrants), on the meetings of ministries of Health at the European council, on the 
contents of the 2010- European year against poverty objectives at their national 
levels, etc. 

- The interest of sharing experiences and knowledge of the laws within the network: for 
example, being able to promote a certain law in one country that is already 
implemented in another EU country. For example, Spain’s advocacy team came up to 
the Spanish parliamentarians and showed them the Belgian law on the rights of the 
migrants in the detention centres to see a doctor. This makes the argument stronger.  

- The importance of making more links between European and national levels, to 
inform about what is done at a European level and to make the links between 
European and national policies.  

- Advocacy at EU and at national level are often temporally disconnected: first comes 
the negotiation of legally binding instruments / new policies at EU level (EU directives 
- on reception conditions, on returns,…-); and second comes the implementation at 
national level (transcription of the directive, implementation of actions related to 
Stockholm programme, …). 

 
 
SESSION ON EVALUATION of the HUMA project (Thursday , afternoon session) 
Presentation by Nicolas Heeren, from CIEDEL, the external evaluator 
 
The evaluation:  

- Will be an on-going process, beginning now, and till the end of the project; 
- should be validated by all members in order to make it possible;  
- Will be followed by an evaluation committee : HUMA team + resp. of advocacy of 

MDM France; 
- Has 5 main things to evaluate, which can be summarised in 3 different questions, 

being: 
o Did the undocumented migrants and asylum seekers obtain (or saw 

improving) their rights to health services through the work of the HUMA 
Network? 

o In what way the participation in the HUMA network enabled the members to 
advance more rapidly as compared to a non-network individual approach? 

o Is there more awareness among key-stakeholders (political decision makers, 
public opinion makers, press, larger public, etc.) on the issue of rights to 
health for undocumented migrants and asylum seekers as a result of the 
HUMA Network campaigning? 

 
Among those questions, the main question for the evaluation will be: In what way the 
participation in the HUMA network enabled the members to advance more rapidly as 
compared to a non-network individual approach? 

 
- Will be based on the reading of project documents, on interviews and informal 

discussions with all actors of the network and during different visits to the network 
members organisations – that would have to organise a little the coming of the 
consultant.  

 
Questions and reactions:  

- How can the CIEDEL keep its independence in the results? As far as this 
organisation is not financially dependent from MdM, the evaluator explains he will feel 
free to say whatever he thinks and analyses on the project.  

- How to know which are HUMA network’s inputs and which are the inputs coming from 
other initiatives such as the international network of MDM or from the partners 
themselves? By discussing, asking actors of the HUMA network what they have 
learned, shared, brought from the HUMA network and not from the international 
network or its own resources. 
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- By examining the members’ activities, how to know what will be an input from the 
HUMA network or not? This is exactly the main point of the evaluation: to discover 
which are the inputs of the network e.g. potential benefits of advocacy sharing 
experiences; etc.  

- The main objective of the project is to improve access to HC for UDM and AS, but is it 
not the main goal of the evaluation? This is the general objective, and we know we 
cannot fully attaint this goal. Thus, it is better to examine our specific objectives and 
the process of building the network. 

 
 
 
SESSION ON NATIONAL ADVOCACY PLANS (Friday morning session) 
 
This session started with a presentation done by Benoît Blondel on how to build a national 
advocacy strategy. This presentation recalled the main points rose during the advocacy 
training session of the first HUMA workshop in January 2009: what is advocacy; stages to 
build the strategy: diagnostic, planning, implementation (context analysis, developing and 
delivering policy messages and using advocacy tools), and monitoring and evaluation. 
 
After this introduction, Margreet Kroesen (MdM Netherlands) presented the main features of 
the Dutch advocacy strategy in the field of access to health care for undocumented migrants. 
She mentioned the main advocacy objectives and established the link with the main 
problems faced by undocumented migrants when trying to gain access to health care in the 
Netherlands. The context analysis reveals that in the Netherlands: i) there is an important 
gap between theory and practice; ii) the new Financial Regulation is not well implemented 
and has gaps; and iii) the monitoring of this implementation is insufficient. For MdM NL, the 
main advocacy objective is to improve access to healthcare for uninsurable migrants. The 
choice of advocacy objectives is made on the basis of internal (staff, resources, project 
planning) and external factors (political agenda…). MdM NL has also made a power mapping 
and has distinguished the different categories of addressees: Dutch public, care providers, 
associations/institutions and policy makers. Similarly, they have planned the different 
activities to reach each the various target groups: lobbying (to the Parliament, the Ministry of 
Health, the Health Inspectorate, the Association of dental care givers); press release; 
Congress; dissemination of the final publication to the Parliament; launching of HUMA report; 
and the campaign on the stateless Roma. 
 
The second keynote speaker was Fizza Qureshi from MdM UK. She firstly recalled the main 
problems regarding access to health care for undocumented migrants in the UK. Later, she 
deeply explained the different advocacy objectives of MdM UK as regards both primary and 
secondary care. To improve access to primary care for undocumented migrants, they have 
started putting in place different activities and strategies concerning, among other issues, 
data collection (in relation to specific Primary Care Trusts), building coalitions, face to face 
meetings with Primary Care Trusts, specific case studies (particularly about children and 
pregnant women), follow ups of specific cases (with the aim of reinforcing cost-benefit 
arguments), etc. Regarding secondary care, the strategy of MdM UK is more focused on 
influencing particular healthcare providers. 
 
The HUMA team asked them to disseminate their advocacy plans among the network’s 
members. 
 
After some specific questions of the participants to the keynote speakers, there was a lively 
roundtable discussion where many partners tried to briefly explain which were their main 
advocacy objectives and activities in the current national context.  
 

• Sweden : the national event to be held in February 2010. 
 

• Germany :  
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Follow-up of the implementation of the recent interpretation of the Residence Act 
made by the German Parliament about the duty to denounce; 
Building a network to target health professionals. 

 
• France :  

Promoting that the systems respectively applying to asylum seekers and people with 
low financial means (CMU), the one for undocumented migrants (AME) are unified;  
Ongoing action to avoid the expulsion of seriously ill migrants. 

 
• Greece : 

Making specific proposals about how the law should formally provide for access to 
healthcare for undocumented migrants.  
To be strategic, MDM Greece will start advocating for the right to access healthcare 
for pregnant women and children. 
Another idea will be to make the government accept medical certificates issued by 
MDM to access healthcare in the public system. 

 
• Portugal: Advocating within the “Immigration and Health” group. 

 
• Cyprus: KISA will continue reaching members of the Parliament to achieve their 

commitment to promote access to healthcare for pregnant women and children. Their 
idea is that these members of the Parliament could go one day to the Parliament with 
a law proposal and thus give a step forward to the long-term objective: access to 
health care for all undocumented migrants. 

 
• Malta: Collecting data about very specific cases; Follow-up of SKOP’s 

recommendations regarding legislation on access to health care; Raising awareness 
among the general public. 

 
• Poland: They do not feel ready yet to choose their advocacy objectives, however, 

they think that their participation in HUMA will be useful to learn how to build a 
complete national advocacy strategy to advance AS and UDM’s right to health care.  

 
 
 
SESSION ON “Launching an online petition” (Friday m orning session) 
 
Main ideas discussed after the powerpoint presentation: 
 
On the content: 
→ 2 things could be prepared: a petition (which will be a longer and precise text) and a 
declaration that medical doctors or hospitals could display on the walls of their consulting 
rooms (with very simple messages) 
→ the petition should be at both levels, national and European: MdM NL strongly suggests 
having first some general principles and then a part focused on the national situation. The 
general part could be released on the HUMA website and the national on each country’s 
website. 
→ MdM Greece suggests than the message should be succinct and universal. But on the 
other hand, maybe a petition is not the best way because people do not sign what they find 
obvious? 
 
On the methodology: 
→ from MdM experience, when a petition is launched in collaboration with other 
organisations, the impact is better 
→ the advice of the communication department is to link the launching with an actuality. It 
won’t be an easy launching anyway because it is not related to a story, to the field.   
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→ regarding the length of the time for signing the petition: ten months is very long, if we keep 
this duration, we have to provide information on a regular basis (every 2 or 3 months) 
→ For MdM NL, launching the petition in March seems too tight since the organisations also 
have their operational work aside. The launching does not have to be done in every country 
on the same date.  
 
On the impact:  
→The petition will be a great tool for advocacy. 
→Signatures: who are the recipients of the petition? The importance of the quality of the 
signatures is underlined (well known doctors…). What do we consider as an acceptable 
number of signatures for a petition to have an impact? 
→What are we going to do with the signatures? It is important to define the activities that we 
will have around this petition and inform the persons signing the petition. 
 
 
 
SESSION ON NATIONAL EVENTS (Friday afternoon sessio n) 
 
Framework: place of national events within ‘national advocacy plans’ 

• Participants were reminded that their national event should fit into their ‘national 
advocacy plan’ and that these ‘national advocacy plan’ would greatly ease the 
designing and implementation of their national event. 

 
• Participants’ attention was drawn on the supposed objective of these ‘national 

events’, being: to share the network’s knowledge and expertise and benefit from the 
expertise of external speakers; and to promote the necessity of an access to health 
care for undocumented migrants and asylum seekers in the EU, targeting decision 
makers in the fields of health, social affairs, internal and foreign affairs.  

 
• Their attention was also drawn on various practical aspects: the need to have their 

budget approved by the network’s coordination, their reporting duty, and the need to 
hold their national event by the end of 2010. 

 
• It seemed interesting for all to promote the participation of other HUMA networks’ 

members in the national events (then this should be included in the cost of the 
organisation of the national event taking place). 

 
 
Presentations of some national events by members of the network 

• At the time of the Workshop, one HUMA network member had held its ‘national 
event’, two had already planned it, and other HUMA network members had not 
planned theirs yet.  

 
• MDM Netherlands was the first network member to hold its national event, on 

15 October 2009, in Amsterdam. The timing of this event was ideal in that it was 
organized 3 weeks after the launching of the European Observatory and HUMA 
network reports: the issue had recently been ‘in the news’ and this event allowed to 
follow it up and to deepen it. 

 
The title of the conference was “Duty to provide health care under pressure!”  The 
event attracted over persons, but although MDM NL managed this event to be 
credited with 3 training points for doctors, it attracted only 30 health professionals.  
Other prominent groups were lawyers, decision-makers, support organizations, 
migrants. It received also quite a lot of media attention (1 international radio, 
2 nationals; 1 national and 5 regional newspapers). 
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Three lectures were made: on the social context of migration and undocumented 
migrants at a European and international level; on the medical and legal aspects of 
‘duty to provide health care’; and on the barriers that undocumented migrants are 
confronted with. These lectures were followed by an interactive debate, during which 
care providers and all actors involved could discuss barriers to access or provide 
care, and ways to overcome these.  
 
Main lessons learned were: to start preparation earlier, inasmuch as possible to have 
a balanced panel; to prepare more in-depth content with partners and experts. 

 
• MDM Germany  was going to have its national event the week after the workshop, so 

it gave us a detailed view on its preparation.   
 

MDM Germany’s national event caters the purpose of describing the difficulties of 
undocumented migrants to access healthcare in Europe and especially in Germany 
as well as formulating demands and solution statements and discussing them with 
German decision makers.  
 
The event is going to be divided into 2 parts: a symposium for the broad public, 
followed by a press conference for journalists from different media.  The symposium 
itself is going to be divided in three parts: 1/ a presentation of the main findings of the 
second report of the “European Observatory on Access to Health Care”; 2/ a focus on 
the situation and the current political discussion in Germany, and finally 3/ a podium 
discussion with members of the German Parliament, a representative of the German 
medical association, the president of MDM Germany and a member of the Medibüro 
(an association offering health care to UDMs in Berlin). 
 
The event is targeting decision makers, but also health professionals, especially 
medical doctors and medical students: these were targeted because their knowledge 
of the legal framework on the right to healthcare of UDMs is often very limited and 
can be the first barrier to their access to healthcare. Searchers, academics, 
institutions and associations were also targeted because they create the expertise 
and have an influence on decision makers.  

 
Finally, through the press conference which is going to be held just after the 
symposium, and through articles in the generalist press, it is hoped to reach the 
general public, which is also a way of reaching the primary audience constituted by 
the decision makers. 
 
The location of the symposium, within the premises of ‘Charité University Clinic’ 
should foster the presence of doctors and health professionals, as well as the 
accreditation points granted by the German medical association should. 

 
• MDM United Kingdom ’s presentation was focused on the event held in 2009 during 

their annual meeting. They also invited donors to the event. The event was focused 
on health professionals. This presentation was full of useful practical tips: 
• to have a balance between MDM speakers and non-MDM speakers; 
• to have a well-known person as a moderator of the debate; 
• to contact politicians well in advance. 
• to prepare, distribute and collect feedback forms; 
• to hold the event on a week day;  
• to strive for accreditation points is certainly worth trying; 
• to have more breaks and less speakers (otherwise time-keeping is difficult); 
• to record the interventions to be able to make a quality summary of these. 

 
They also referred to their next seminar that will take place in 2010 and will focus on 
climate change, migration and health. 
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Working groups : the objective of the working groups was to work on the objectives and on 
the preparation of the national events.  In the table hereafter, some elements that were 
shared during the plenary session that followed.  
 
SIP 
PL 

Objective : to advocate for a better access for children of AS and AS women 
(choice of doctor, accessibility to all medical structures, …) 
Invitations to: womens’ organisations, AS coordination about HC, people in charge 
of the centres for asylum seekers 
Risks: difficult acceptability of this question in the Polish society (as nationals’ real 
access is also quite limited) 

Skop 
MT 

Organise a debate with health professionals; difficult to speak about the legislation, 
because it is favourable right now (access for all)  
Not speaking about “free access” in the title (to avoid xenophobic reactions) 
Live testimonies are important to valorise. 
Difficult to have Maltese participants involved in the debate. 
Interest in exploring synergies with Italy. 

MdM 
GR 

Organise a big event around Hippocrates’ oath and on the “duty not to choose 
patients” (targets are politicians + doctors + EU level), that could be an event with 
the whole HUMA network.  
It is important to try to also let undocumented migrants speak for themselves.  
Important to find the ways to work with Turkish, Romanian, Bulgarian organisations 
and on the issues related to the people once they are expelled.  

MdM 
P 

The national event will be organised with the working group MdM Portugal is part 
of, on the following question : “How is it possible to change the law?” 
They need to involve people at a high level. 
Will be organised in may or June 2010 possibly with the exhibition.  

MdM 
E 

General strategy : the need to raise the awareness of the regional administrations 
on health care access; to share analysis and find the way to advocate towards the 
17 regional parliaments, to know better the reality in the regions, to have more data 
in order to promote good practices. There is a need to build a common framework 
for access to health care in Spain.  

MdM 
S 

Objective: the child convention - all children should have access to health care free 
of charge. 
Therefore they want to organise a hearing at the Parliament and do a national 
event, inviting people from the wide political spectrum. 
How: working with a very preeminent organisation on the rights of the children, with 
3 speakers, and a migrant witnessing on his/her situation. 

KISA 
CY 
 

Objective: to engage civil society on this issue, in order to begin a public debate on 
the question.  
Be careful with the title of the seminar in order not to prevent authorities to go. 
Affirm that access to health care for UDM and AS is a human right issue, not a 
political issue. 
Take examples from Southern Europe (Spain, Italy) as an argument 
Work with migrants’ own testimonies 
Invite Vassiliou (now Commissioner for education, culture, multilingualism and 
youth)  

MdM 
UK 

Not clear what their national event will be but they are organising an event on 
migration and climate change in March. They want to organise something to launch 
the reports (legal + European Observatory) in the UK 

NL Already presented its national event 
F Not present  
D Already presented its national event 
  



 11 

CONCLUSIONS AND EVALUATION OF THE WORKSHOP (Friday afternoon session) 
 
A final round table was made. Everyone had to answer these 2 questions: 
- tell one thing you will bring back home from this workshop; 
- tell one expectation you have from the network. 
 
We list here the most relevant things: 
Tell one thing you will bring back home from this workshop: 

- Was important to see / meet the other members of the network and to share ideas. 
- Had the feeling that a network is actually building up, felt part of the network. 
- Learned about the different HC systems. 
- Had detailed advices and also theoretical input, which is important in order to keep in 

mind the main objective that we have when we do advocacy. 
- Important when we build up advocacy to know precisely the situation of access to HC 

in order to be able to simplify messages then. 
 
Tell one expectation you have from the network: 

- Have more concrete themes developed in the next workshop. 
- Have more time to share experiences on the practice in little groups. 
- Start a network that could be permanent and have a strong voice. 
- Exchange information. 
- Have more guidelines and contributions from the HUMA network. 
- Important to clarify the differences btw HUMA, International MDM network, MdM 

France, the EU level. 
- Have a general framework of the actions related to HUMA for the next months. 
- Important to anticipate the common advocacy and communication actions that we 

want to implement (common press releases,…). 
- Important to believe in our network and common goals in order to build strongly the 

network. 
 
Conclusions of the workshop to implement in the next months: 

- Send a framework of all activities related to the network in December + the evaluation 
proposal of the evaluator + deeper proposition of petition (HUMA team) 

- Promote bilateral relations between the members (invitations to the others National 
Events, maybe develop tutorials between members, …) 

- Give more input on the opportunities at national level that are related to EU / 
international issues (HUMA team) and ask for them (members) 

- Promote the exchange of advocacy experiences in the countries, notably by 
promoting the use of Google group, by sharing strategy documents or advocacy 
successful initiatives … (HUMA team and members) 

- Participate in the evaluation and take it as an help to strengthen the network (HUMA 
team and members) 

- Develop national advocacy plans and organise national events (members + help of 
HUMA team) 

 
A written anonymous evaluation was done with the fo llowing results: 
 
Do you think the relevant issues were addressed? 12 yes 
Are you satisfied with the time given to each section of the agenda? 4 yes; 8 no or not really (lack of time to 

discuss and lack of working groups) 
Are you satisfied that the project is relevant to your work? 12 yes 
Are you satisfied that we are going in the right direction to achieve the 
objectives of the project? 

9 yes (time frame too short, improve 
the process of common interest in the 
network) 

Are you clear about your role in the project? 9 yes (not clear at EU level) 
Was the venue satisfactory? 12 yes 
Were you happy with lunch and refreshments? 12 yes 
Are you happy with the preparation for the meeting? 12 yes 
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Participants to the second HUMA workshop, held in P aris on 19-20 November 2009 
    

Country Name Function 
Present 

on 
KISA - 
Cyprus Andrianna Kossiva 

Counsellor of the KISA Refugee and Migrant 
Centre  19 & 20 

MdM 
France Michèle Teule Volunteer and member of the migrant's group 19 & 20 

  Juliette Chevalier Head of Department of Communication 20 

  Olivier Bernard President  20 
MdM 
Germany Marion Chenevas Project Coordinator 19 & 20 

  Merle Becker Volunteer and member of Mdm Germany 19 & 20 
MdM 
Greece Nikitas Kanakis President  19 & 20 

  Spyos Kloudas Vice-president 19 
SKOP - 
Malta Davinia Vella Member of SKOP 19 & 20 
MdM 
Netherlands Margreet Kroesen Project Coordinator 19 & 20 
SIP - 
Poland Aleksandra Chrzanowska Project Coordinator 19 & 20 

  Maria Ksiazak Project Coordinator 19 & 20 
MdM 
Portugal Arlete Moreira Project Coordinator 19 & 20 

MdM Spain Susana Fernandez Director of Advocacy Department 19 & 20 

  Teresa Gonzales President  19 

  Eva Aguilera Gonzalez Advocacy Officer 19 & 20 
MdM 
Sweden Karolina Johnsson Member of board 19 & 20 

  Arvid Hedeborg Inter for the HUMA network 19 & 20 

MdM UK Fizza Qureshi Project Manager 19 & 20 
MdM 
International 
network Nathalie Simonnot Deputy director of International network 19 & 20 

HUMA team Benoit Blondel Advocacy officer 19 & 20 

  Sara Collantes Deputy coordinator 19 & 20 

  Juliette Poirson Coordinator 19 & 20 

  Aurélie Dupont Administrator 19 & 20 
 
N.B: there were no representatives: 

- from MdM Belgium, which decided to take a last minute and urgent action in Brussels; 
- from MdM Italy, which has a very low level of activity in Italy right now. 


