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TAKING A ‘PEOPLE-CENTRED’
APPROACH TO IMPROVING
ACCESS TO HEALTH CARE FOR
UNDERSERVED COMMUNITIES
IN EUROPE
By: Denis Onyango, Eberhard Schatz and Jeffrey V. Lazarus

Summary: Many marginalised communities in Europe are at a
significantly higher risk of poor health than the general population
and yet remain underserved by health systems. These groups
experience severe inequities in access owing to a complex interplay
of barriers. Health inequalities have been a policy topic of increasing
concern at the European Union level. Achieving real breakthroughs
will require continued policy responses that are rooted in constructive
engagement with civil society and community representatives at the
front line. Successful models of care could be identified and shared
to inform service redesign and transition current systems towards
people-centred, efficient, community-based care.
Keywords: Inequalities, Vulnerable Groups, Marginalised Communities, Social
Cohesion, Community-based Care
> #EHFG2017 Forum 3:
Nobody left behind
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Introduction: health care access
is a human right

However, in practice a growing number
of people in Europe are underserved
by health systems and thus do not
Although health systems vary significantly
benefit from these core values. These
across Europe, the foundations on which
groups include many of Europe’s most
they are constructed share common values
marginalised and socially excluded
and principles that include solidarity
people, such as the homeless, migrants,
and equity in access to services. Indeed,
sex workers, prisoners, people who inject
such rights of access to preventive health
drugs (PWID), and lesbian, gay, bisexual,
care and to medical treatment (under
transgender/transsexual and intersexed
conditions established by national laws
(LGBTI) groups. These communities are
and practices) are enshrined in the Charter
at a significantly higher risk of poor health
of Fundamental Rights of the European
than the general population and have a
Union (EU) and other international
substantially higher risk of contracting
1
instruments.
Eurohealth — Vol.23 | No.3 | 2017
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infectious diseases such as HIV,
hepatitis C virus (HCV) and tuberculosis.
At the same time, they experience severe
inequities in access to health care,
reflected in limited uptake of screening,
prevention, harm reduction, treatment,
maternal care and associated support
services, owing to a complex interplay
of legal, political, economic, social and
organisational barriers. 2 3 In short, many
groups most in need of care are amongst
the least likely to receive it.

‘‘

health
services are not
designed and
organised to
optimally reach
and serve
these groups

that a significant shortfall exists in
uptake of prevention measures amongst
MSM and suggests that a concerted
effort to improve understanding
and service accessibility could yield
significant results.
• Sex workers: In 2012, HIV prevalence
among sex workers exceeded 1%
in 22 EU/EEA countries. 5 Countries
reporting the highest HIV prevalence
rates in sex workers were Latvia
(22.2%), Ukraine (9.0%), Portugal
(8.9%), Lithuania (6.7%) and Estonia
(6.2%), indicating that prevention
services and outreach are falling
short in many countries, particularly
where sex workers may not speak the
national languages.
•

•

This article highlights some of the key
health challenges among marginalised
groups and discusses many of the barriers
that result in inequities in care access, with
a focus on common issues that span these
diverse communities. We then outline
approaches to help inform policy-making
and service re-design to address these
pressing challenges.

Key health issues in marginalised
groups
Individuals within vulnerable or
underserved groups are at an increased
risk of multiple health threats, as compared
with the general population. These include:
• Men who have sex with men (MSM):
MSM are the only key population in the
EU that has not seen a decline in new
HIV infections during the last decade.
Across the EU/European Economic
Area (EEA), the annual rate of reported
HIV diagnoses was 16% higher in 2015
than in 2005. Across Europe, sexual
transmission between men is the most
commonly reported mode of HIV
transmission, accounting for 42% of
newly reported cases. 4 This illustrates
Eurohealth — Vol.23 | No.3 | 2017

•

•

Why don’t these groups access
health care?
There are many complicated personal and
structural barriers to accessing health
services, as viewed from the perspective of
vulnerable or marginalised groups who are
outside of ‘mainstream’ society. Although
some barriers are unique to particular
groups, many issues are common to all.
These barriers do not occur in isolation
and in combination may make a person
even less likely to engage, re-engage or
maintain engagement with health services.

For example, members of marginalised
communities often lack awareness and
understanding about health services and
their entitlements. Many individuals
may not engage with health services
Homeless: Mental illness is a particular
because they fear legal consequences
problem associated with homelessness.
such as prosecution (e.g. PWID and sex
It is estimated that around 25% of
workers) or deportation (e.g. migrants).
homeless people suffer from some form
Complex administrative processes can
of severe mental illness, compared
present barriers: for example, the lack
with only 5% of the general population.
of a fixed address amongst homeless
Mental illness is the third largest cause
people or migrants can itself be a barrier
of homelessness for single adults. 6
to accessing services that require an
administrative inscription to even
PWID: Globally around two-thirds of
proceed. Further, only a few EU countries
PWID have chronic HCV infection, a
leading cause of liver cirrhosis and liver officially provide universal access to
health care for migrants and even these
cancer. Injecting drug use currently
have administrative challenges (e.g. fixed
accounts for 80% of attributable HCV
infections in the EU and yet uptake rates address or tax status required or GPs
being required to report undocumented
for harm reduction and treatment are
migrants), which make access difficult
low among PWID and warrant urgent
in practice. 11
action. 7 This situation and associated
costs to the health system could be
Importantly, many barriers to access
avoided with appropriate screening,
occur because health services are not
prevention and care , including
designed and organised to optimally reach
treatment.
and service these groups. For example,
Prisoners: According to pooled
services are less likely to be used if they
analysis of EU countries with data,
are provided only in hospitals, if they
around 20% of prisoners have chronic
require users to make appointments far
HCV infection, 8 mainly due to injection
in advance and attend multiple centres,
drug use. In many EU Member States,
or if point-of-care costs are prohibitive.
prison settings lack preventive care,
For migrants, additional specific barriers
including harm reduction facilities, thus
include a lack of interpreter services or
exacerbating the problem.
suitable cultural adaptation.
Migrants: The majority of migrants are
A major barrier commonly experienced
vulnerable and therefore at increased
by all of these marginalised groups is
risk of numerous health problems,
including infectious diseases and mental institutionalised discrimination and
widespread stigma within the health
health disorders. 9 Other important
care systems. 12 Negative experiences
problems include a lack of maternal
with health services can destroy users’
care: it is estimated that almost half of
confidence or trust and hence dissuade
pregnant migrant women in Europe
them from using them again. For instance,
have no access to antenatal care. 10
PWID are much more likely than the
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general population to delay seeking health
care until their condition becomes severe,
owing to fears about persecution and
judgement. This may lead to complications
requiring emergency or secondary care,
conferring significant health care costs
and pressures that could be avoidable
with earlier intervention. Even when
services are accessed, PWID are often
reluctant to disclose their drug use or its
extent, which can compromise the quality
of health care they receive by denying
health care providers a full picture of the
patient’s health. Corresponding issues of
persecution and stigma also commonly
apply to migrants, sex workers, MSM and
LGBTI communities.
Specific education and training is
needed to improve the attitudes of health
professionals towards patients with
substance use disorders and those who
engage in other high-risk activities if we
are to improve such people’s experience
with the health system and desire to
seek care. 13

What barriers exist from the health
care provider perspective?
Negative attitudes among health
professionals towards marginalised groups
(e.g. those with substance use disorders)
can diminish empathy and engagement
and compromise care standards. 13 Many
health care providers lack up-to-date
education and training to deal with the
complex challenges faced by marginalised
populations. This can be compounded
by a lack of evidence-based guidance
and support structure from hospital
management or health authorities and/or
the prioritisation to do so.
A lack of coordination between different
health and social support services and
the separation of departmental budgets
and responsibilities (for example,
health or justice budgets with respect to
prison health) pose key barriers in some
European countries.
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General for Employment, Social Affairs
and Inclusion (DG EMPL) around
the 2009 communication ‘Solidarity in
Health: Reducing Health Inequalities in
the EU’ 14 prompted change. However,
a midterm review found real progress
only in pockets across Member States.
Generally, health care interventions
targeting marginalised populations have
been chronically underfunded and treated
as short-term and isolated projects. The
European Commission is starting to
address this deficit with the launch of
a Joint Action on Health Inequalities in
the second half of 2017, and several pilot
projects (see Box 1).
In addition, the Commission and World
Health Organization (WHO) have jointly
launched the Migration and Health
Knowledge Management (MIHKMA)
project, which will develop technical
guidance and webinars aimed at building
capacity of health professionals working
with migrants.
Given the growing policy focus, an
increase in resourcing and initiatives is
expected to be directed to this area. In
addition to the above, these may include
specific funding allocations, development
of tools, guidance and standards, and
multi-country activities and platforms
to strengthen the capacity of Member
States to better meet the health needs of
underserved people. It is also important
that information and insights be used to
inform change both ‘upwards’ towards EU
institutions, but also ‘downwards’ towards
regional level organisations and nongovernmental organisations.
Further, high-level political attention and
policy direction is needed to ensure that
the appropriate legal frameworks are
in place to support access and support
for vulnerable groups, such as the
recent call by the Special Rapporteur on
adequate housing to treat housing not
as a commodity but as a human right
in order to achieve the goal of “ending
homelessness by 2030”. 15

Policy commitment at EU and
international level

User engagement is crucial

Health inequalities have been a policy
topic of increasing concern at the
EU policy level. Joint efforts by the
Directorate General for Health and Food
Safety (DG SANTE) and the Directorate-

Groups that are marginalised
from mainstream society are often
systematically excluded from participating
in the process of policy-making and
planning with respect to health care

Box 1: Pilot projects under the
Joint Action on Health Inequalities
•H
 ealth4LGBTI aims to reduce health
inequalities experienced by LGBTI people
• VulnerABLE will explore how best to
improve the health of people living in
vulnerable and isolated situations across
Europe, including the long-term
unemployed, victims of domestic
violence, homeless people and prisoners
• M yHealth aims to improve health care
access for vulnerable migrants and
refugees, in particular women and
unaccompanied minors who have
recently arrived in Europe
• MigHealth is focused on producing a
roadmap for effective community-based
care models to improve physical and
mental health services, support the
inclusion and participation of migrants
and refugees in European communities,
and reduce health inequalities.

provision, even though these groups are
at increased risk of poor health and have
specific needs. Indeed, marginalised
groups are often not even involved in the
design of services intended to target these
same groups, such as screening, harm
reduction and treatment programmes.
The resulting misalignment between
service design and the needs of the target
groups limits the uptake and effectiveness
of services.
Constructive engagement with civil
society organisations and representatives
of underserved communities is essential
therefore to inform policy-making to
improve access and address broader
goals such as equity, solidarity, and social
cohesion. Organisations offering outreach
services should be engaged as they have
first-hand experience with many of these
groups and can transfer what they see,
hear and learn through their work. The
knowledge gathered through outreach
could then be utilised to understand the
needs and advance the rights of people
living in the margins of our society.

Redesigning care pathways to
improve outreach
Underserved groups are often described
as ‘hard to reach’, whereas, from the
perspective of users, it is the services
Eurohealth — Vol.23 | No.3 | 2017
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that are often hard to reach. Multiple
points of entry into the health system
are required and an outreach approach
is therefore essential to take services
to the users. 16 Clinics that deliver care
by specially trained staff in community
care centres or by using mobile units are
more likely than hospital-based clinics to
attract persons who would generally avoid
seeking care until the urgency is high.
Providing basic and preventive health care
from such clinics may therefore reduce
use of emergency and acute medical
services, avoiding costs while improving
outcomes. Moreover, such settings
offer opportunities for the provision of
screening and care beyond the initial
reason for contact, and in implementing
evidence-based guidelines. For example,
many PWID regularly use and trust needle
exchange and opioid substitution therapy
clinics, creating a potential environment
where other aspects of health care, support
and health education can be provided.
Sex workers may be encouraged to have a
similar confidence in a community sexual
health clinic.
Peer-to-peer support can be effective in
some situations to motivate users to seek
health care, to support their access, and
to help them navigate the health system.
Greater resources could be allocated
to underpin these programmes and
support training of local community
advocates who are usually from similar
backgrounds, culture and faith. The wider
implementation of this function could be
usefully evaluated and supported via an
EU pilot project. In tandem, education
initiatives are needed to address negative
attitudes and improved sensitivity amongst
health care professionals.
The process of pathway redesign for
underserved communities should be
informed by specific disease control
strategies, such as the WHO Action Plan
for the Health Sector Response to Viral
Hepatitis. 17 More broadly, this process is
also in alignment with the paradigm shift
toward integrated, people-centred health
care models that provide a continuum
of health promotion, disease prevention,
diagnosis, treatment, management and
rehabilitation according to users’ changing
needs throughout life. This fundamental
reorientation, together with the need for

Eurohealth — Vol.23 | No.3 | 2017
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modernisation of delivery models, was
supported by Ministers attending the
Organisation for Economic Co-operation
and Development (OECD) Health
Ministerial meeting in January 2017. 18
In 2016, the WHO launched its European
Framework for Action on Integrated
Health Services Delivery. 19 This
Framework calls for interwoven actions
across four domains to:
• Populations and individuals: identifying
people’s health and multidimensional
needs and to partner with specific
populations and individuals;
• Service delivery processes: ensuring
that these are responsive to needs
identified;
• System enablers: aligning to other
health and social system functions to
support services delivery to perform
optimally; and
• Change management: facilitating
the strategic management of
these transformations.
Health authorities are encouraged to select
the policies and interventions that best
fit their national or local needs and to
customise them to match their priorities
and resources.

Conclusion
Europe has fundamental obligations
towards vulnerable, marginalised
communities who are currently
underserved by health services. In order
to fulfil their commitment to contribute to
the health and well-being of all, European
health care systems should ensure
that these groups are not left behind.
Providing these communities with nondiscriminatory access to good-quality
health services not only improves their
health outcomes, but will also benefit
broader public health objectives and
promote social cohesion. Preventive care
and early intervention could also reduce
overall expenditure and administrative
burdens. Further, improving testing and
treatment for blood-borne viruses will
help achieve the WHO goals of 90 – 90 – 90
targets for HIV as well as HCV
elimination by 2030.

Real breakthroughs will require continued
strategic EU and national-level policy
responses that are rooted in constructive
engagement with civil society and
community representatives working on
the front line. Appropriate, sustainable
funding is required, together with service
redesign to tailor ‘people-centred’,
community-based health services for
these communities, based on an evidencebased, collaborative approach. Successful
models of care should be identified
and shared to inform service redesign.
EU policy-makers, together with other
important stakeholders, such as WHO and
the OECD, can play an important role in
supporting and coordinating these efforts.
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Are you a policy maker, payer or
professional working in the field
of integrated care?
We are looking for you!

We would like to invite you to help us develop this broad MCDA
evaluation framework. In order to come to these weights, we
are looking for respondents for our online questionnaire.
Please click on the following link to participate:
www.selfie2020.eu/preq
Thanks very much for your help!

In the Horizon2020 funded EU project SELFIE (Sustainable
intEgrated chronic care modeLs for multi-morbidity: delivery,
Financing, and performance), promising integrated care
programmes for multi-morbidity in eight countries are being
evaluated: The Netherlands (SELFIE coordinator), Austria,
Croatia, Germany, Hungary, Norway, Spain and the UK.
These evaluations will be using a broad evaluation framework
called ‘Multi-Criteria Decision Analysis’ (MCDA). In an MCDA,
the effectiveness of a care programme is measured on
a broad scale of outcomes and compared to usual care.
In such an analysis, these outcomes are not only measured,
but also weighted. The weights indicate how important a
particular outcome is. We determine these weights from five
different perspectives: people with multi-morbidity, informal
caregivers, professionals, payers, and policy makers. By
weighing the different outcomes, we make explicit whether
a care programme is perceived as effective from each of
these perspectives. We want this framework to also be used
by others in the future. The average weights will therefore be
made available in an online MCDA-tool.

If you are interested in learning more about the SELFIE project,
check out our website (www.selfie2020.eu) and see our
publication in the last Eurohealth issue (The SELFIE Framework
for Integrated Care for Multi-morbidity, Eurohealth, Vol. 23,
No. 2., 2017).
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