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Department of Health Consultation - 
Proposals to Exclude Overseas Visitors from Eligibility to Free NHS Primary Medical Services
Refugee Action’s Response

Overview

In terms of broader policy, we welcome the Government’s determination to address the difficulties many people face in accessing appropriate NHS healthcare. We commend the Government’s commitment in the new government strategy on HIV/AIDS to ensure that those tested for HIV also receive any necessary treatment. 

We equally recognise the Department of Health’s concern that those overseas visitors who may be able to access private healthcare are choosing instead to receive free healthcare from the NHS. However, we would remind the Health Secretary that the ability to access private healthcare is dependent on the means to pay for it. If the proposals become legislation as they stand, it is likely that some of the most vulnerable people in our society who cannot afford accommodation or food, let alone private healthcare, will find themselves increasingly unable to access the health system. We are concerned both for the wellbeing of these people and for the public health implications that may arise if members of society are unable to access healthcare, or fearful to do so in case their immigration status is questioned. 

We welcome the continuing assurance that everyone will be entitled to emergency or immediately necessary care as a basic human right, but question whether the savings made through excluding some overseas visitors from free NHS primary care will outweigh the additional costs the proposals are likely to bring to the Emergency Services. In addition to the expense, we are concerned that health reception workers will be required to establish a person’s immigration status – a complex process for which they are not trained. The consequent possibility, which has already occurred since the changes to secondary healthcare introduced in April 2004, is that people may be wrongly refused treatment. We are also aware that one GP’s assessment of ‘immediately necessary treatment’ will vary significantly from another’s, and can envisage a situation where one person with long-term health needs is prescribed the medication to address these needs free of charge while another is prescribed only enough medication to deal with the immediate emergency. For example, one person with insulin-based diabetes might be given an ongoing prescription for insulin whereas another might be given only enough to stop them from going into an immediate coma.

The proposals suggest that access to primary healthcare for the specified overseas visitors is based on immediate need. We suggest that any change to the system ensures that access is also based on means. In other words, specified overseas visitors who are able to afford private healthcare are asked to do so whereas those who would not otherwise be able to access primary healthcare continue to receive it free of charge.
The Government has committed to ensuring that policies are only introduced when there is a clear need for them. The consultation states that there is no information to indicate that a significant proportion of people accessing free NHS primary healthcare are ineligible for it or even that they are overseas visitors. We understand that the Government is currently gathering information from primary care trusts to establish whether this is a significant problem. We hope that the Government will not continue with these proposals unless there is clear evidence that such a problem does exist and that it would be best addressed by a change in legislation.

Response to Specific Questions

3.1 & 3.2


Do you agree that strengthening the rules around access to free NHS primary medical services for overseas visitors, to better match those for hospital treatment will bring clarity to both the overseas visitor and frontline staff working in practices and PCTs? If not, please specify your reasons.
We congratulate the Government’s determination to simplify the complex area of access to healthcare, especially for overseas visitors who may not speak English or be familiar with the UK’s eligibility criteria. We would be most pleased to see an increase in funding for translated leaflets and posters explaining how to access healthcare and the services overseas visitors might be entitled to. We also welcome additional training for frontline staff in eligibility for free NHS healthcare since we are aware of situations where those who are in fact eligible for free healthcare have been denied it (e.g. several people have been refused an HC2 on basis of immigration status despite meeting low-income criteria, another has been asked to pay for his visit to a GP despite being an asylum seeker). However, we do not believe that these proposals will increase clarity either for overseas visitors or for frontline staff.

The Department of Health’s proposals relate to many very different groups of people. Overseas visitors who have access to good advice, know the UK well and have a similar system of healthcare in their own country, could in some situations be expected to know and understand the rules relating to healthcare in the UK before they arrive. However, it is unlikely that others who have fled their country, may not speak or read English, have no prior knowledge of the UK and little access to accommodation and food will have a thorough grasp of the ways in which they can access healthcare and the treatment to which they are entitled.

GPs are in most cases the first stop for people who need to access healthcare, and often provide an invaluable service in explaining the UK’s health system to those who are not familiar with it. These proposals will limit peoples’ access to GPs and therefore limit their understanding of how and when to access healthcare, and whether they can be expected to pay for it.

Under these proposals, frontline staff would be expected to make judgements relating to immigration status that they are not trained to make. The health profession fills a very different need than the Immigration Service, and operates under very different parameters. If this legislation was introduced, NHS staff would find themselves in the difficult position of balancing their responsibility as healthcare experts to act in the best interests of the patient, with new responsibilities to the Government to first establish the patient’s immigration status and exclude certain individuals from the care that they need. This is likely to cause moral confusion as well as practical difficulties in establishing a person’s immigration status – this is a specialist area where many different forms of documentation are used (e.g. ARC cards, IS96s, EU travel documents, passports, vignettes, IND status letters etc). Healthcare staff would have to have a very wide knowledge of the fast-changing documentation used both by IND staff, the EEA and various other countries who may or may not have mutual health agreements with the UK.

We are concerned that the important decision as to whether someone is entitled to access healthcare will be made inconsistently due to the complexity of the paperwork and by unqualified staff. We anticipate that it will take some time to verify whether an individual is eligible for free primary healthcare and are concerned both by this additional task in an already overstretched, under-resourced profession, and by the ensuing delay in access to healthcare for patients. We believe that this additional series of tasks would also dissuade GPs from registering overseas visitors, whether they are entitled to healthcare or not. We trust that the Government does not wish to restrict access for those who are entitled to healthcare, and believe that the confusion and expense faced by health reception workers in trying to establish a person’s eligibility would result in already vulnerable individuals being wrongly refused treatment.

We support the Government in recognising that GPs and medical staff are best placed to decide whether treatment is ‘immediately necessary’ or an emergency. However, we anticipate some difficulty in establishing whether treatment is ‘immediately necessary’, as stated in the overview. For example, where someone has a long-standing illness such as diabetes or asthma, some GPs may decide that it is ‘immediately necessary’ to treat the condition in the long-term for example by issuing a repeat prescription. Others may decide that it is only ‘immediately necessary’ at the point at which a person’s life is in danger and may require the patient to return for medication each time they are experiencing a severe asthma attack.

3.3  – 3.5

Do you agree that a system of charging should be introduced? If so, which system? If not, why?

Although we are not in a position to comment on wider health policies, we are able to say that most of our clients would be unable to afford private healthcare. If a system of charging was introduced and was not means-tested, we anticipate that most of our clients would be unable to access any alternative healthcare. We do not believe that this would be cost-efficient, since many are likely to turn to the Emergency Services as first port of call for health problems. This is clearly a more expensive method of treatment and is likely to result in simple illnesses that are relatively cheap to treat being allowed to develop into costly diseases that are only addressed once they become ‘immediately necessary’. 

We are keen to ensure that people are still able to access prescriptions and Medical Exemption Certificates for long-term illnesses on an income-basis, irrelevant of immigration status. It is likely to be very expensive and detrimental for the health of those concerned if people are unable to access the medication they need to deal with long-standing illnesses (such as diabetes) or short-term infections that are not life-threatening but may develop into a serious condition (e.g. syphilis).

We are concerned for public health since if people do not access a GP they will not receive an initial assessment and the health service will be unable to establish whether they do have any communicable diseases (e.g. TB, polio). A substantial number of those finally refused asylum are unable to access any accommodation or financial support, which usually proves to be detrimental for a person’s mental and physical health. Living on the streets and/or in cramped conditions is recognised to significantly increase the risk of contracting various illnesses and diseases, including TB. Many of our clients have mental health problems as a result of torture or distressing experiences in their home country – under the new proposals these would remain unaddressed. 

We have noticed that it has become more difficult for those who have been finally refused asylum to access the healthcare they need since the changes introduced in April 04. One client in Derby with Post-Traumatic Stress Disorder was put on a waiting list for psychotherapy in early March 2004. The Community Psychiatric Nurse had assessed the individual and established that he was not currently receiving the treatment he needed to support his mental health needs. However, he was taken off the list on the 1st April 2004 due to the change in regulations. He was also evicted from his accommodation despite medical advice that this would increase his suicide risk to a high rate and that his symptoms of PTSD would increase resulting in a great deal of psychological distress. He lived on the streets for several weeks without access to the psychotherapy that had been recommended to him. He was arrested approximately 3 weeks later after threatening someone with a knife. 

For the above reasons it is in our opinion vital that people continue to be able to access GPs to ensure that any deterioration in mental or physical health is monitored closely and appropriate treatment is available when necessary. We do not believe that a system of charging should be introduced if, as the proposals currently stand, it would exclude some of the most vulnerable people in society from accessing healthcare.

As stated above, the proposals relate to a very wide group of people. We are concerned that denying certain groups free primary healthcare may breach the Government’s obligations or commitments under other legislation or strategic approaches. The proposals would, for example, apply to people whose asylum claim has been finally refused and who are not able (e.g. through reasons of illness or safety) to leave the UK. The Government is equally unable to remove them. People in this situation have no choice but to stay in the UK until, for example, a route to their country of origin becomes available or until they are well enough to travel. It is very likely that to deny them access to primary healthcare would breach their Human Rights. The proposals do not exclude children from their provisions which would run contrary to the Children Act and various Government initiatives supporting the rights of children. Equally, the proposals would allow only for free testing and counselling related to the initial HIV test – any further treatment would be charged for. This is contrary to the Government’s commitment in their new strategy on HIV and AIDS that treatment should be available for those who have been tested. We fully support the Government in their work towards improving the rights of children, those with HIV and other vulnerable groups, and hope that they scrutinize these proposals to ensure that they do not mistakenly contravene their commitments or duties.

3.6 – 3.7

Should the onus of proving eligibility for free NHS primary medical services be the responsibility of the overseas visitor? If not why?

We appreciate that if the proposals are introduced there will need to be a method of establishing whether a person is eligible for healthcare. We also appreciate that this may be difficult given, as outlined above, the variety of documents that are used by the Immigration and Nationality Directorate to indicate immigration status. However, there are many situations where the Immigration Service will be in a better position to prove a person’s immigration status than the person themselves. For example, the Immigration Service will usually know before an asylum seeker whether they have been granted or refused refugee status. It can take weeks or months for the asylum seeker to receive the relevant paperwork. It may be the case that those who are not entitled to free healthcare are given it since they are not yet aware that their immigration status has changed. Conversely, it concerns us that those who may be entitled to healthcare will be mistakenly denied it through lack of evidence. For example, people who have claimed asylum are usually issued with an ARC card or an IS96. However, we frequently see documentation containing incorrect details (e.g. misspelt name/ wrong address). Many people who have recently been granted refugee status have great difficulty obtaining the paperwork they need to access the services to which they are entitled such as benefits, tenancy agreements, job offers and schools. In line with the Government’s recent consultation on integration for refugees, we hope that healthcare will not be added to this list.

Since healthcare is such a fundamental issue, we would advocate that everyone should have access to it unless the Immigration Service can prove that they are not entitled to it. 

3.8
What practical difficulties do you envisage that practices would have in operating the proposals outlined in this document?

Please see responses to above questions for more details. As a brief outline:

i. NHS staff are not trained to establish a person’s immigration status.

ii. There is a wide variety of quickly-changing documentation used to reflect immigration status which may cause confusion or lead to mistaken denial of/ access to free primary healthcare.

iii. NHS staff are likely to experience a conflict between responsibility as healthcare professionals to act in patient’s best interests and new responsibility to the Government to exclude specific groups of people from healthcare.

iv. It is likely to take some time and expense to establish a person’s immigration status and delay access to healthcare for which they are eligible.

v. GP surgeries will be required to establish whether a person is entitled to free primary healthcare while registering them. If someone is liable to be charged, they may choose not to register with the GP or have a consultation. However, without an initial consultation, GPs will be unable to establish whether there are any communicable diseases/ immediately necessary healthcare issues which should be treated urgently and free of charge.

vi. In order to avoid discrimination, GPs will be required to establish everyone’s immigration status when they first register. Because immigration status can change relatively frequently, they will be required to re-establish every non-UK citizen’s immigration status every time they visit the GP. This is not an insignificant task and would divert resources and time from providing healthcare.

3.9
What other measures do you think the Government should consider which would reduce the instances whereby persons who are not ordinarily resident in this country access and receive free NHS primary medical services?
As stated above, we urge the Government to collate factual information to establish whether there is a significant problem with ineligible overseas visitors accessing free NHS primary medical services before seeking to implement any measures. This would seem to be the most cost-effective method of ensuring that legislation addresses real issues and is specific enough to resolve these issues without inadvertently creating further complications (e.g. breaching Human Rights/ Children Act etc).

3.10 & 3.11


Would you agree that a form of self-certification would help reduce the number of people who receive NHS primary medical services to which they may not be legitimately entitled? If not, why?


Since documentation may not be available to various people who are entitled to health services, we do welcome the idea of a form of self-certification as an alternative method of proving eligibility, within the context of these proposals. We do not feel able to comment on whether it would help reduce the number of people accessing primary care to which they are not entitled since as stated above, we have not seen any evidence that there is a significant number of people currently doing so. 

3.12 & 3.13

Should members of EEA countries or “insured” Swiss residents visiting the UK be required to carry a form E111 completed by their home country, or from 1 June 2004, the European Health Insurance Card? If not, why?

This is not our area of expertise and as such we are not in a position to comment at length on this proposal. However, we are aware of many EEA nationals who came to the UK as asylum seekers (e.g. Roma people who fled persecution in Poland), and who, due to the haste with which they had to leave the country, do not have any documentation with them. We are sure the Government is keen that those who are entitled to health services are able to access them. As such we would advise that EEA nationals are able to access healthcare even if they do not possess the above documents. In addition, the Government could introduce a system whereby EEA nationals were able to obtain a European Health Insurance Card while in the UK without having to return back or refer to their country of origin.

3.14
Are there any other options that the Government should consider for checking a person’s eligibility, and, if so, what are they?

We strongly urge the Government to ensure that verification of eligibility is only carried out by those who are trained in the relevant areas – in other words, that immigration staff assess and provide evidence of a person’s immigration status and that GPs assess whether a person is in immediate need of treatment. As stated above we believe that everyone should be entitled to free healthcare until the Government provides evidence to demonstrate that they are not eligible. One option would be that a patient is able to register with and see a GP immediately – following the consultation, the GP would send the new patient’s name to the IND who would check their immigration status. The patient would be able to continue accessing free primary care until and unless the IND notified the GP that the patient was not eligible to receive free primary healthcare. The patient would become chargeable for any costs ensued from their next visit to the GP onwards.

3.15 & 3.16

Do you agree with this approach to existing overseas visitors who currently receive free services? If not, why?

We do see the logic in ensuring that those who are currently receiving free primary services continue to do so until and unless they register somewhere other than their current practice – this will ensure that GPs are not required to check the eligibility of all their existing patients which would be a substantial task.

However, this approach penalises the aforementioned group of people who have come to the end of their asylum claim yet are unable to leave the UK because they are not physically well enough to do so or because there is no safe route of return. People in this situation may be entitled to NASS support (called Section 4 or Hard Case support). This is basic accommodation on a no-choice basis – it could be anywhere in the UK. A person who was an asylum seeker in Birmingham could therefore end up in Section 4 accommodation in Cornwall. As a result they would need to move to a different GP practice and would, under the new proposals, lose access to free primary healthcare. As stated above, we are concerned that this is likely to breach their Human Rights since they are unable to leave the UK and access healthcare elsewhere.

3.17
Are there any alternative options for handling existing overseas visitors who receive free NHS primary medical services that the Government could consider, and, if so, what are they?

The Government could ensure that anyone who has been refused asylum is eligible for free primary NHS healthcare until the date the Government sets for their removal (unless this is successfully contested in which case their access to free healthcare should continue) or until they leave the UK, whichever is the sooner. This would apply equally to those already receiving healthcare as to those who register as new patients following any changes in legislation. The Government should ensure especially that those who are unable to leave the UK, or who cannot afford private healthcare, are able to continue to access free NHS primary healthcare.

3.18 Are there any primary medical services, which you consider should continue to be freely available on public health grounds?

Please see above for more detailed responses (especially 3.1-3.5 and overview). As stated above, if people are unable or unwilling (because they are afraid their immigration status will be questioned) to access an initial assessment by a GP it seems impossible to ensure that public health is protected. We suggest as a minimum safeguard that all initial assessments, prescriptions, medical exemption certificates, treatment for HIV and mental health is free for everyone. 

However, in order to truly ensure that public health is protected we believe that the Government should be continuing its good work towards making healthcare more inclusive and accessible instead of excluding specific groups from accessing it. If people are forced to ignore their health needs until they are in need of emergency treatment or to seek unlicensed solutions to them, public health is very likely to suffer.
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