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The campaign to end destitution of refused asylum seekers





Briefing for Second Reading of the Immigration Bill in the House of Lords
Still Human Still Here is a coalition of more than 60 organisations that are seeking to end the destitution of asylum seekers in the UK.
 The coalition is particularly concerned about the impact Clause 34 (charges for healthcare) will have on the health of individuals, public health and the efficient running of the NHS. 

Clause 34 and charges for healthcare

The provisions in Clause 34 will enable the Government to charge anyone without Indefinite Leave to Remain (ILR) for healthcare. At the end of 2013, the Government announced its intention to charge those without permanent residency for emergency healthcare and most areas of primary healthcare, although it stated that GP consultations will remain free. Still Human Still Here believes extending charging to these areas will be costly, administratively burdensome and will undermine the safe delivery of quality healthcare.
Charging creates barriers to healthcare and risks public health 

Any charging system discourages vulnerable groups from accessing healthcare, even when they are entitled to free treatment. This is because they either have difficulties proving entitlement, they are wrongly refused access to healthcare or because they do not try to access the system because they think they will be charged. This also affects vulnerable British residents, including homeless people and those with mental health problems. 
This is clearly seen in the way the current system operates. For example, Doctors of the World found in 2012 that 73% of patients they saw in London were not registered with a GP even though they were eligible. More than 50% had a poor understanding of their rights and the rules of the system and 40% had problems gathering the documents required to obtain healthcare. Approximately 20% stated they did not seek care because they were afraid of being reported to the authorities and being arrested.  
Similarly, data collected from 112 asylum seekers at a specialist clinic in Brixton found that 54% of patients had been turned away, often more than once, from mainstream GP surgeries, despite being entitled to free healthcare. Fifteen individuals in this group had at least one serious communicable disease (five were HIV positive, six had acute hepatitis B, two were infectious for hepatitis C and three had active TB) and ten were pregnant women. 

GPs are the most common referral route for the diagnosis and treatment of infectious diseases and mental health issues, as well as for accessing maternity services. Some migrants and asylum seekers will have particularly healthcare needs in relation to the above. For example: 

· Around a quarter of people living with HIV in the UK do not yet know they have it. In 2011, over 60% of African-born men and women in the UK were diagnosed with HIV late.
· The Royal College of Psychiatrists has noted that “The psychological health of refugees and asylum seekers currently worsens on contact with the UK asylum system”. 
· Asylum seeking women are three times more likely to die in childbirth than the general population.

Sections of the British population who already face obstacles to accessing healthcare will also find it even more difficult if charging is introduced for primary healthcare. For example, 80% of GPs accept that it is difficult for a homeless person to register with a GP. This results in homeless people attending A&E six times more often than the general population and staying in hospital three times as long. 
The evidence above shows that migrants and asylum seekers are already encountering significant barriers to accessing GP services despite their current entitlement to free treatment. New registration systems and charging for treatment at GP surgeries will further discourage vulnerable groups – whether they have entitlement to free treatment or not – from seeking advice from GPs. This is turn will increase late diagnosis and treatment problems amongst groups most at risk, endangering their health and that of the wider community.  While the Government has stated that GP consultations and the treatment of infectious diseases will remain free, most irregular migrants will not know they have an infectious disease and are unlikely to go to a GP to get an illness diagnosed when they do not have the means to pay for the treatment needed.
Consequences and costs of the charging proposals
If individuals are deterred from seeking treatment from a GP this will result in significant extra costs to the NHS as preventive or early treatment is much more effective than emergency interventions undertaken after an individual’s health has deteriorated. The following three illustrative examples give an indication of how costly late treatment is:
· The costs of treating type II diabetes-related complications is approximately nine times more expensive when diabetes has not been diagnosed and treated in a primary health setting. 
· The lifetime costs of treating one person who is infected because their partner did not access a GP when they were suffering from the symptoms of HIV is around £320,000. 
·  In Northern Ireland, where a charging system already operates, a refused asylum seeker who could not get access to an inhaler for her asthma needed to be admitted to a Belfast hospital. The cost of a prescription would have been £12.87, instead the visit to A&E by ambulance and five days in hospital cost £1,508. 
Some migrants and short term visitors who are deterred from seeking timely treatment from GPs because of charges will end up in A&E. This will threaten the effectiveness of A&E care both for those individuals and for the general population as A&E is struggling to cope with its existing commitments. The proposal to charge for A&E treatment in itself involves several practical problems (e.g. how to obtain information about entitlement to free healthcare from individuals who are acutely ill) and is likely to further delay treatment and compromise patient safety.
It should be stressed that both GPs and clinicians in hospitals, have a duty to provide urgent or immediately necessary treatment, regardless of an individual’s ability to pay. Once a patient has been assessed it is usually much more cost effective to treat any diagnosed illness rather than send them away until their conditions deteriorates and requires urgent treatment. 

If charging is expanded to cover primary care, it will require huge financial investment, both in terms of set up costs and in the administrative resources required to run the system. This will include a new national computer system, having wi-fi installed in every practice, as well as the infrastructure, people and space in GP surgeries to carry out transactions and pursue payments. Furthermore, the only way to check eligibility for NHS services in a way which does not contravene equality law is to check everyone. Reviewing patients’ immigration status will be time consuming, costly and frustrating for both patients and staff. Regular repeat eligibility checks will also be required.  
The Chair of BMA Council, described the proposed charges as “impractical, uneconomic and inefficient” and warned that they “could have an impact on the care all patients receive.” The Chairman of the Royal College of GPs also noted that the costs of the proposed charging system, with its related set-up, transaction and collection costs, “would far outweigh” what would ever be recouped in charges. The Department of Health’s qualitative research undertaken with health professionals in 2013 also found that there was concern that “the cost of setting up a new complex infrastructure may outweigh any increase in income.” 

The evidence above indicates that charging those without ILR for primary or emergency healthcare will not save NHS resources or taxpayers’ money. The costs involved in establishing infrastructure and setting up and running the systems, along with the additional expenditure incurred from delayed treatment, pursuing debts and defending possible legal challenges around discrimination, mean that the costs are likely to greatly outweigh any benefits (particularly as many temporary migrants will be unable to pay). Furthermore, the proposals will seriously compromise the safe delivery of healthcare, both for the individual patient and for the wider community. 
The Government should focus instead on recovering £272 million a year through existing procedures which have already been established, but are not used effectively (i.e. for the treatment of EEA visitors through the European Health Insurance Cards and under the S1 scheme for EEA pensioners treated in the UK). 
New clauses to reduce destitution amongst asylum seekers 

The Immigration Bill also provides an opportunity to amend existing legislation to reduce both the destitution of asylum seekers and the cost of the system. Still Human Still Here supports the amendments which were tabled in the House of Commons which aimed to:

1. Allow asylum seekers to work if an initial decision on their case has not been made after six months

2. To allow Section 4 payments to be made in the same way as Section 95 payments
Still Human urges Peers to raise these issues during the Second Reading of the Bill in the House of Lords. The benefits of amending legislation in this way are outlined below:
Permission to work
Allowing asylum seekers permission to work if they have been waiting for more than six months for an initial decision would:

· Reduce the burden on the taxpayer as asylum seekers who are able to work will not need to be supported for extended periods and instead can contribute to the economy through taxes and consumer spending.
· Provide asylum seekers with a route out of poverty as current support levels leave the majority to survive on just over £5 a day. Some 5,500 asylum seekers have currently been waiting over six months for an initial decision on their case and allowing them to work will safeguard their health and prevent them from having to resort to irregular work. 
· Avoid the negative consequences of prolonged economic exclusion and forced inactivity (e.g. poverty, de-skilling, detrimental impact on mental health and self-esteem, break up of marriages and families, etc.). 

It should be noted that 11 EU countries already allow asylum seekers to work six months or less after making their asylum application and all of these countries receive less asylum applications than the UK, with the exception of Sweden. Furthermore, some 50% of asylum seekers are eventually given protection in the UK and avoiding an extended period outside the labour market is key to ensuring their integration into UK society and encouraging them to be self-sufficient. 

Paying Section 4 payments in cash at the same rate as Section 95 payments
Some 3,500 refused asylum seekers, who the Government accepts temporarily cannot return home and would otherwise be destitute, receive Section 4 support. However, while a single adult asylum seeker on Section 95 support only receives just over £5 a day to pay for food, clothing, toiletries and travel, the conditions for those on section 4 are even more severe:
· While there is no difference between the living needs of those on Section 95 and those on Section 4, a single adult receives £1.23 a week less on Section 4 than they would on Section 95, while a child under three is £17.57 worse off. 
· In 2012, 779 children were being supported under Section 4. A lone parent receives the equivalent of 40% of Income Support and a pregnant woman would get 54%. 
· Section 4 support is delivered through the Azure plastic payment card rather than in cash. The card can only be used in certain retailers and means asylum seekers cannot get the best value for money as they cannot use it in markets or discount stores. It also means that they have no cash to make phone calls or use public transport. 
· Evidence from service providers also indicates that substantial numbers of those on Section 4 are presenting with health problems. In 2011, Refugee Action identified 206 individuals on Section 4 at casework sessions with physical or mental health problem. This is very high given that only 2,310 people were on S4 at the end of 2011.

The additional hardship suffered by those on Section 4 is particularly unreasonable given that the Government has recognised that the individuals concerned are temporarily unable to return to their countries of origin. 
For more information please contact Mike Kaye at mike.kaye@amnesty.org.uk or

020 7033 1600
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