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‘The NHS will provide a universal service for all based on clinical need, not ability to pay- Healthcare is a basic human right. Unlike private systems, the NHS will not exclude people because of their health status or ability to pay.’

The NHS first core principle1
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Abstract


Aims

This study aims to gain an insight into healthcare charging and other barriers that exist for failed asylum seekers in accessing healthcare in Leeds.
Methods

Purposive sampling was used to recruit 6 failed asylum seekers, 2 support workers and 2 housing volunteers. Participants were interviewed in English, using semi-structured interviews. The interviews were recorded and transcribed verbatim. Thematic content analysis was the most appropriate method for analysis. A field diary was also kept of experiences witnessed by myself while volunteering at a Charity offering support to failed asylum seekers. Ethical approval was gained through Leeds University Ethics Committee.  

Results

Several themes emerged in the interviews. Failed asylum seekers’ immigration status and homelessness disadvantage them in accessing primary health care. Counselling services are poorly resourced and may be inaccessible, while care of suicidal failed asylum seekers is not a concern of the NHS. Quality of care from healthcare providers may diminish once refused asylum and failed asylum seekers feel powerless to receive the treatment they require. They are extremely vulnerable as they fear deportation if they complain, or present themselves to healthcare services. Evidence in this study contradicts the concept of health tourism among failed asylum seekers, and they fear unaffordable charges for healthcare. Difficulties and fears of accessing services cause many failed asylum seekers to endure serious illnesses. Often, only when they are in extremely poor health will they present to the hospital. Although accessing healthcare is important, understandably destitution, which has multiple severe health risks, was a much more immediate concern for failed asylum seekers. 
Conclusion

By effectively excluding failed asylum seekers from healthcare services, causing destitution, and by its failure to prevent suicide, government policy violates human rights and seriously threatens the lives of failed asylum seekers. The lack of resolution of health issues for failed asylum seekers, may be a risk to public health and a burden on NHS funds.


Background


The UK is a signatory to the 1951 UN Convention relating to the Status of Refugees, and is therefore obliged to provide sanctuary to refugees.2 When a person is forced out of their country and applies for asylum in the UK, they are considered an asylum seeker. 70% to 80% of those who apply are denied asylum, and become failed asylum seekers.3 

The asylum determination process has been criticised as inadequate by the United Nations, the House of Commons Home Affairs Committee and Amnesty International.4,5,6 Hence, failed asylum seekers are often unable or unwilling to leave the UK for reasons such as conflict or human rights abuses in their country of origin. They may then be left in limbo,7 remaining in the country for months or years,8 denied the right to work, and cut off from housing and financial support.9 Studies have found high levels of destitution and homelessness among failed asylum seekers,10,11 making them among the most vulnerable people living in the UK.8 

An estimate of 239,000 failed asylum seekers remain in the UK,12 with approximately 3000 in Leeds. Roughly 100 failed asylum seekers in Leeds have been granted Section 4 support from the Home Office, which includes food vouchers and accommodation. This indicates that rather than return, approximately 97% of failed asylum seekers in Leeds prefer to live without support and possibly in destitution
. To receive Section 4 support you must be physically unable to return to your country due to ill health, or be making necessary steps to voluntarily return for which there id often no safe route.9
Many failed asylum seekers have endured traumatic mental and physical health problems related to their reasons for seeking asylum, which is then compounded by their refusal of asylum and consequent destitution. A number of studies confirm multiple medical and mental health problems13,14 and lowered life expectancy associated with homelessness.13 Furthermore, asylum seekers remain in the highest risk category for suicide38 demonstrated by a number of attempted suicides among failed asylum seekers in Leeds.9 It is therefore unsurprising, that doctors have voiced concerns about the extremely poor health and desperation of failed asylum seekers who present at their clinics.15,16
Regardless of their multiple health concerns, in April 2004, failed asylum seekers were excluded from free secondary health care, under the ‘overseas visitors charge’.17 The policy was introduced as an attempt to tackle so-called ‘health tourism’, whereby non-UK citizens travel here short-term, specifically to use free NHS services. It is unclear how failed asylum seekers can be regarded as health tourists; they are often here long-term, and studies indicate healthcare is not one of the key reasons they come to the UK.18 Exclusion from free secondary health care also intends to protect NHS funds and taxpayers’ money.17,19
Overseas visitors are allowed free access to emergency services and treatment for certain communicable diseases in the interests of public health, however HIV/AIDS treatment is chargable.16 If the person’s treatment is ‘immediately necessary’ then it must not be withheld, however a bill will be given to the patient later. If treatment is not urgent, then a deposit or full payment must be received beforehand.17 There remains confusion among healthcare staff about what is ‘immediately necessary’ and who is entitled to free healthcare. This confusion results in the rejection of refugees and asylum seekers who actually have the legal right to all NHS treatment.20,21,22,23,24 

The overseas visitors charge was criticised by the House of Commons Health Select Committee, as hard evidence objectively quantifying ‘health tourism’ and a cost-benefit analysis were both non-existent. Due to the lack of evidence supporting the basis of the ‘overseas visitors charge’, it has been suggested that the policy was implemented to dissuade asylum seeking, and as an act of political opportunism in response to growing concern among the public with asylum and health issues.25
Evidence from Newham General Hospital, serving a large population of immigrants, found it would only cost the hospital 0.128% of its annual budget to treat overseas visitors. The healthcare charging could be more of a financial burden to the NHS than without it, as costs will be incurred in pursuing the money from the patient. Moreover, as failed asylum seekers are unable to pay hospital charges, the bill will be left to the hospital. This bill may be larger when a person is finally treated as an emergency, rather than at an earlier stage. This is illustrated by a person who collapsed from a HIV related illness and was billed £23,000 for emergency treatment, which amounts to approximately two years of antiretroviral therapy.20 

The overseas visitors charge may also pose significant risks to public health, especially with regard to HIV. It is believed that the lack of treatment will deter HIV testing (which remains free) and untreated individuals carry a greater viral load, therefore risk of transmission is greater. Furthermore, mother-to-child transmission of HIV may increase as the policy affects accessibility to antenatal HIV testing. Surprisingly the government has not carried out a public health impact assessment.20
Anecdotal evidence suggests failed asylum seekers in Leeds are receiving hospital bills they cannot afford. The Refugee Council in Brixton is approached by two or three pregnant women a week distressed about hospital bills, or being chased by debt collection agencies for up to £3000. Health professionals are now worried that women are delivering babies unattended.21 Ironically, the NHS maintains that its first core principle is a universal free NHS, and the belief that healthcare is a human right.1 The overseas visitors charge clearly does not fit to this principle, and as a consequence failed asylum seekers will suffer.
In August 2004, the government closed consultations on proposals to extend the overseas visitors charge to primary care. A final decision on the proposal is yet to be made. Currently general practices can use their discretion, and charge failed asylum seekers.13 The proposed changes would ensure all practices charge failed asylum seekers for routine primary medical services, but still provide them with free ‘immediately necessary treatment’.26 Childhood immunisations, asthma, and diabetes care are examples of treatments that may be not be considered ‘immediately necessary’ treatment, however serious illness can ensue if not provided.8
The House of Commons Health Select Committee and three consultations by Asylum Aid (a charity providing legal aid to asylum seekers), Refugee Council and the Citizens Advice Bureau all voice concern over the proposals. The proposal was criticised, for problems similar to those caused by failed asylum seekers’ exclusion from secondary care: increased cost,22,24 public health risks due to lack of screening for infectious disease,9,22incorrect refusal of ‘immediately necessary’ treatment, and the persons inability to pay for a consultation.20,22,23,24 

This study aims to gain an insight into healthcare charging and other barriers that exist for failed asylum seekers in accessing healthcare. The study also explores health consequences of destitution – an important issue that emerged early in the interviews. Leeds was the chosen research site as it contains a large failed asylum seeking population. I am unaware of any other formal qualitative study in the UK investigating these issues. The study also includes interviews with failed asylum seekers themselves - a hidden and vulnerable population.


Method


Design

A qualitative study using semi-structured interviews, to explore the following areas with respect to failed asylum seekers:

· General experiences and views of healthcare in Leeds

· Access to healthcare services in Leeds

· Experiences of being charged for NHS care
Sampling and data collection

Purposive sampling was used, meaning participants were selected due to their specific characteristics to fit in with the study design.27 The main criteria for the subjects of the study were that they had been refused asylum in the UK, spoke English, and also had experience of using healthcare services in Leeds. This method of sampling produces rich and in-depth information.28 

Contacts were made through gatekeepers, primarily by getting advice from a key contact involved in supporting asylum seekers, which caused a snowball effect and generated a list of people and organisations in the field. Of those contacted the following agreed to help me recruit people:

a) The Leeds Refugee Council 

b) Support organisation for asylum seekers (Charity X)

c) Three Churches in Leeds (Church A, B and C)

d) Short term housing provider volunteers

I provided each organisation with participant information letters, to distribute to people they identified as meeting the criteria for my research. As this was an A4 sheet, I was advised by one gatekeeper to attach a small flyer, (see Appendix A for flyer) which people would be more likely to read. The participant letter explained the study, and also indicated an incentive of a five pounds food voucher and travel money to take part in the study. 

After a few weeks, I was yet to receive a response. Another gatekeeper informed me that people were unwilling to take part, as they were skeptical this study would bring about any change and really benefit them, and they were also fed up of being asked questions. I was told I may get a better response if I offered a cash incentive. In light of these comments I changed the information sheet to avoid the word ‘interview’, and offered a 5 pounds cash incentive. 

I was originally going to carry out focus group interviews, with people from similar backgrounds and gender. However, a gatekeeper advised me that people might be more willing to talk individually. I therefore decided that one to one interviews would be more appropriate, partly because of the lower than expected response rate. The interviews took place in people’s homes or meeting rooms of the organisation through which I contacted the respondents. (See Appendix B for interview guide sheets)

During the two month research period I was allowed to volunteer and recruit people at Charity X. The charity aims to help meet the basic needs of refugees and asylum seekers, reduce the effects of destitution and provide support in ones asylum claim. As with most organisations contacted, Charity X was particularly under pressure from heavy case loads. My time volunteering at the centre allowed me to engage with asylum seekers, while gaining a better understanding of the issues, and recruit people for this research. To add strength to the study I kept a field diary of my experiences while at the centre. I was also allowed to sit with support workers while they dealt with people’s cases relevant to this research.  

Participants

I interviewed two people recruited through Church A, three people through Charity X, and one person known to the Leeds Refugee Council. Although originally I was aiming to interview only failed asylum seekers, to add strength to the study I conducted individual interviews with two support workers at Charity X, and a single interview with two short-term housing provider volunteers. Each person was given a pseudonym consisting of a letter and number.

A short description of failed asylum seekers interviewed:

· M1, young male, age 20-30

· M2, young male, age 20-30

· M3, elderly male, age 60+

· M4, young male, age 20-30

· M5, young male age 30-40

· F1, middle aged female, age 50s

All the subjects that had previously sought asylum in this country came from low-income countries, either from the Middle East or African continent. They all experienced the withdrawal of support when their claim failed, however some are now receiving some support. None of the failed asylum seekers are allowed to work except for M5
. 

The two support workers S1 and S2, both work for Charity X. Both have the role of providing or seeking basic needs such as food and shelter for failed asylum seekers, and also help with their asylum claim.

H1 and H2 are housing volunteers; they both live in the same house, and are providing free short-term accommodation and support for otherwise homeless asylum seekers. They were interviewed together as they both felt unsure they had the knowledge to answer the proposed questions. It was hoped by this method they would reflect on each other’s experiences and contribute more to this research.

Analysis

All interviews were recorded and transcribed verbatim by myself. This allowed me to immerse myself in the interview contents and gain a robust understanding of the responses. Thematic content analysis was the most appropriate method for analysis. This involved grouping and tabulating responses into sub themes. Common and divergent responses were then compared and contrasted.  

Ethics

As all participants are in Leeds and within similar networks, anonymity is preserved throughout. Ethical approval was gained through Leeds University Ethics Committee. More formal NHS ethical approval may have decreased participants’ trust, as failed asylum seekers, as revealed in this study, can be afraid of revealing personal information to such NHS services. 

It was important not to force participants who had previously sought asylum to talk about painful and distressing experiences. I made clear they would not have to discuss personal medical problems, reasons for seeking asylum. Interviews were conducted in places familiar to the interviewee, where they felt most comfortable such as their homes, churches, or support worker’s offices. I remained with the participant after the interview to ensure incase they were distressed by the interview, and for them to ask any questions. Payment was offered before the interview started so they did not feel under pressure to stay, answer questions that made them feel uncomfortable, or tell me what they thought I would want to hear. 


Limitations


· Findings in the study indicated that women might find it difficult to talk to men. As I am male, this might have resulted in my poor access to female failed asylum seekers. This means I could not have a balanced study, as my findings also indicate women are likely to have different experiences to men.

· As a medical student, potentially working for the NHS, people may have been less inclined to criticise healthcare professionals and NHS services in front of me. Although the gatekeepers vouched me, for those whom I had not met previously through Charity X seemed less trusting and open in the interviews. 

· My inexperience in performing qualitative research and in asylum issues may have impacted on this research.  Notes should have been made as it was often after the tape recorder was switched off that people felt more at ease to discuss other issues.

· It would have been possible to interview more people if I had translators. I had originally organised three further interviews through Charity X with non-English speakers, using translators. However the interviewees did not show up or were busy. It would have been valuable to get the perspective of a failed asylum seeker experiencing the added burden of not being able to speak English. 

· Although the spoken English of those asylum seekers I interviewed was of a relatively good level, there was still potential for miscommunication and a lack of understanding. This problem also hindered me from fully exploring some issues.

· I included my first two interviews in my analysis, which would ideally have been pilot interviews to develop my questions. It later became apparent that I should have asked about trusting the doctor and health services, how the person was treated if they were homeless, and also changed the layout of my interview guide to make it easier not to miss questions. 

· Discussion surrounding charging for hospital treatment was minimal, as only one of my interviewees had experience of having any care at hospital since becoming a failed asylum seeker, and none had experienced healthcare charging. However, important and unexpected themes about charging still arose from the interviews.

· It would have been excellent to interview NHS healthcare professionals to get a two-sided picture, and compare and contrast their views with those of the failed asylum seekers.

· Support workers interviewed would only ever encounter failed asylum seekers with problems, by the nature of their work. Also three of my interviewees were from Charity X, and were therefore highly likely to have experienced problems. There is a possibility therefore, that the study may be biased towards a more negative report. However, this study is by no means attempting to be representative of the failed asylum seeking population, but rather explore a new field of research. Findings are also critically discussed with findings from other literature to reduce this bias. 

· Finally, personal experience and prior knowledge may have influenced my subjective analysis of the data. Results would have been more reliable if a second person categorised the data, to check if similar themes emerge. However, unexpected themes were identified as a result of my research, suggesting a critical approach was taken when analysing the results, increasing their reliability. 


Discussion of Results


Within the interviews, themes developed that indicated problems apparent in all categories of asylum seekers, and in some cases other ethnic minority groups. I have therefore presented the problems that are made worse by being refused asylum or only relevant to failed asylum seekers. These are issues with regard to accessing healthcare, charging for healthcare and prescriptions, and destitution.  


Accessing Healthcare


While asylum seekers, regardless of status, have difficulties accessing healthcare,29,30,3,32 a number of issues make it even harder if they are refused asylum. Discussed are the specific problems, consequences and the quality of care when services were accessed. 

Primary Care: 


Difficulties in GP Registration: All participants had been registered with a GP before being refused asylum. F1, M3 and M5 continued to maintain good relations with their practice, even following refusal of asylum. M1 and M2 are unregistered with a mainstream GP service and M4 is not registered with a GP practice at all. The participants report that most failed asylum seekers are unable to newly register and M5 recalled a friend whose GP refused to continue seeing him as his asylum claim had been denied. Furthermore, S1 and S2 are unaware of a mainstream GP that will register their clients. Although studies elsewhere have noted the difficulty that asylum seekers have in registering with a GP, regardless of status,29,30,3,32 non-failed asylum seekers have the advantage that they may be allocated a GP by their primary care trust.3
S2 and H1 explain that people are frequently shifted between houses and subsequently may be moved to a different area. S2 expresses her concern that once a failed asylum seeker moves to a different area, they may be unable to continue to get treatment from their old healthcare providers who they had built up a relationship with.

“Everyone would know them and they had their doctors there, and they were being treated there… so the thing is, if they are being moved, then it may stop their treatment.”

S2

Cheti et al found that asylum seekers fear moving out of the location of their GP, as they realise it is difficult to find another GP who will register them.30 

Once refused asylum, M1, M2 and M4 lost their support and hence accommodation, making them homeless. This forced them to move out of the locality of their previous GPs. M1 and M2 approached Clinic A (a temporary GP service) who referred them to No Fixed Abode (NFA), a practice specifically for homeless people in the city centre nearer to where they slept rough. Homelessness poses added difficulties in registering with a GP. Previous (unpublished) research I conducted found that only 1 out of 11 practices in an area of Leeds would offer to register a homeless person, even temporarily.
 This is further illustrated by a study indicating that only a quarter of rough sleepers are registered with a GP.32 

Lack of Resources: The support workers rely on Clinic A for their clients, however S2 believes the doctors and nurses do not see all patients due to stretched resources. S1 also explains that Clinic A only has doctors present at three one and a half hour clinics a week, resulting in very quick consultations, and the clinic offers “no real continuity of care, not much follow up” for the patient.

Clinic A and NFA aim to reintegrate their patients into mainstream primary care practices. However S1 explains that GPs are likely to use their right not to take on a failed asylum seeker, and S2 believes doctors claim they do not have the resources to look after them. The lack of GPs willing to take on a failed asylum seeker will make Clinic A and NFA’s aim towards reintegration of these patients extremely difficult.

If Clinic A and NFA’s resources are not expanded, many people may remain unregistered and unable to see a doctor. A humanitarian aid agency has identified such large volumes of vulnerable people unable to access care in London that they decided to set up a project similar to Clinic A.34 It has now been five years since the NHS attempted to improve access to primary care for asylum seekers in Leeds.21 As it remains poor, failed asylum seekers here may have to hope charitable medical services take a focus on Leeds.
Consequences without primary care: Due to the lack of access to comprehensive primary care, S1 has identified clients suffering with tuberculosis and polio, which she feels should have been picked up earlier. 

“I think it just makes me particularly angry you know that I’m picking things up, I’m not even medically trained and I’m thinking that person is not right… but that person cannot seem to access anybody.”
S1

The lack of access to care essentially causes preventable suffering from potentially fatal illnesses. S1 expresses her concern that “the public health implications do not bear thinking about”. Similar concerns have been raised by other authors.7,9,35
Mental Healthcare: 

Counselling services:  The need for counselling was expressed by a number of the participants. S1 highlights some of the particularly sensitive experiences some women may require counselling for. 

“People do need a lot of counselling…and I think with women that have got issues, they have been tortured, held in detention or raped, that is very hard for them to come forward even to a GP.”

S1

F1 reported she had received counselling in the past, although the stage of her asylum claim at that time was not elicited. Without counselling, F1 admits it would have been difficult to talk to me, a male. Counselling may have therefore made a significant difference to F1’s social functioning and quality of life.

M4 received some counselling from a charity called the Medical Foundation for Torture Victims based in London. The counselling was for experiences he had endured causing him to seek asylum. However, after being dispersed to another city he claims psychiatrists
 did not take him seriously, and that he was not offered counselling. M4 has given up on attempting to access counselling services, and suffers from depression, often confining himself to his room. 

“Once you speak to about 10 doctors and nothing is done, then enough is enough, I don’t want to speak to anyone anymore”
M4

Counselling services for asylum seekers and refugees provided through primary care are poorly resourced in the Yorkshire and Humberside region.32 S1 and S2 feel this is certainly the case in Leeds. It seems that specialist counselling for complicated issues (such as rape or torture), if not provided at the GP practice, is likely to be secondary care, and hence not free and so unattainable for failed asylum seekers (personal communication with GP). The consequence of poor access to counselling will be more people like M4, enduring mental health problems. 

Suicide and lack of preventative treatment: Attempted suicide among failed asylum seekers is not unknown to Leeds,9 and was an important theme that emerged from my interviews. M1, and others I met at Charity X had attempted suicide, and M2 talked of a friend who had recently committed suicide. Suicidal ideation was often related to their refusal of asylum and subsequent destitution. S1 and S2 are frequently providing support to suicidal failed asylum seekers. 

Procter explains that following refusal of asylum, a person endures an ‘acute emergency phase’ where ‘crude morbidity rate is elevated and risk of self injurious behaviour or harm to others is extreme’.36 Although there is a clear need for mental health services during this phase, there is no such provision and failed asylum seekers are discharged from hospital and “left isolated and vulnerable to do it again” (S1). Due to the lack of essential mental health care, Clinic A relies on Charity X to look after their suicidal patients. The Refugee Council have also reported that access to psychiatric and social services for people with no support is almost impossible.37 

The Medical Foundation also argues that there is no suicide prevention treatment provided by the government for failed asylum seekers, regardless of the fact that they are in the ‘high risk’ category for suicide. On the contrary: it tends to be the governments harsh stance on asylum policy that increases this risk.38 
Proctor also describes a reconsolidation phase, when ‘fundamental needs are again comparable to that prior to the emergency’. Needs include food, shelter, and resolution of their case for asylum.36 It is left to people like S1 and S2 to help resolve these needs, which are extremely complex as they have been denied by the government.

Standard of Healthcare Accessed:

Quality of GPs before and after refusal of asylum:  For F1, M3 and M5 the quality of care did not change following their refusal of asylum. M2 felt the quality of treatment he received from his GP deteriorated following his refusal and becoming homeless. The GP did not properly examine him or ask questions about his illnesses, and he also begun having to wait for hours to see a doctor. M4 complained of similar treatment from the practice he was registered with before coming to Leeds. In contrast, M1 and M2 were impressed by the level of treatment they received at NFA. 

 “The homeless one [the NFA doctor], that one he asked me simply, what am I suffering, and even he check this one by his hand [pulse]. Even he gave me some medicine, that one is a very good guy”

M2

However, by M2’s description, the NFA doctor’s consultation seems standard, which shows that his expectations of doctors are not high. As Cheti et al indicates that even non-failed asylum seekers are discriminated against and receive poor treatment,30 being refused asylum or becoming homeless may add to the risk of this happening. 

Powerlessness: Participants expressed the view that failed asylum seekers feel “powerless” to complain, and subsequently service providers including healthcare staff are liable to discriminate against them and provide substandard treatment. M2 and M4 explain that there is no one who will seriously listen to their complaints, and fear deportation if they do voice opinions.

“They can treat you any way you want and you can’t complain to anyone, because where are you going to go? ….. all these services not just medical they treat you in a certain way, because they know there is nothing you can do.”

M4

“You can afraid the police catching you and sending you back home, where you go down there to be killed back home there.” 

M2

Woodhead notes that asylum seekers are unlikely to report incidences of abuse, as they are afraid it might have repercussions on themselves.39 Cheti et al’s study found asylum seekers unwilling to complain about any dissatisfaction with their GP, as they felt ‘vulnerable and at the mercy of the system’. As mentioned previously, asylum seekers are aware of the difficulty of registering with GPs, and would rather have a poor GP than none at all.30 It seems therefore that failed asylum seekers may be faced with a ‘take it or leave it’ situation when receiving healthcare, certainly not in keeping with the ‘patient centred’ approach advocated by NHS reforms.40
Trust and fear of deportation: 

Confidentiality: It was frequently expressed that once people lose their claims, asylum seekers find it difficult to trust people, and as S1 explains “they are frightened to go anywhere”. Some fear that they will be deported if they make themselves known to healthcare services, especially if personal information and immigration status may be requested. 

“I have a friend she was pregnant, she was very afraid, some of the questions they were asking, like are you allowed to live in England, a lot of things, the nurses ask our status and everything.”

F1

Drennan et al’s study confirmed these findings, as they found health visitors often had to explain they were not part of the Home Office to allay fears of deportation.40 

Consequences of lack of trust: M2 recalls a friend who has been ill for a long time, and as he was reluctant go present to the doctor he collapsed on the street. M2 subsequently called him an ambulance. 

“…he afraid to go to the doctor, because he is afraid the home office will catch him”

M2

F1 also explains that as a consequence of this fear, pregnant women may not access antenatal care, and only present at hospital at full term, or if a complication arises.

“They are scared that they are going to deport [them] while [they are] pregnant, that sort of thing you know”

F1

A study in London found poorly accessed maternity services caused a seven times higher maternal mortality rate among asylum seekers.41 If failed asylum seekers do not trust information will be kept confidential, this will result in people presenting to hospitals at a critical point and enduring pain and suffering. 
Healthcare charging

None of the participants had been charged for primary or secondary care services since being refused asylum. However, F1 was the only one to utilise secondary care since failing her asylum claim, and has not been charged. The interviews still reveal new and interesting finding with regards to healthcare charging, as this is the first study to interview failed asylum seekers about the issue. 

Primary Care: 

Some of the asylum applicants explained they would live with the pain and suffering, if asked for money for a GP consultation, simply because they have no money. Therefore, making primary care chargeable for this group of asylum seekers would not only prevent them from getting free healthcare, but any healthcare at all. The irony is that it may cost more for the NHS to treat a person as an emergency when their illness deteriorates to a critical state.22,24 As poor access to primary care is already a concern for public health, it is understandable why charging for primary care exacerbates concerns.9,22
Secondary Care:

Inability to pay: S2 helped a failed asylum seeking family whose young girl was referred to a paediatrician, who applied the ‘overseas visitors charge’ and requested £150 for a consultation. The family were devastated, as they were unable to afford the charge. When S2 tries to access healthcare for a failed asylum seeker, she finds “all doors are closed”. It may be that the doors would open if the person was able to pay. A report confirms that many failed asylum seekers in Leeds have been presented with unaffordable hospital bills.21
Avoidance of services:  Some of the failed asylum seekers interviewed feared they could be charged, and participants provided anecdotes of people who had avoided services for fear of charging. Subsequently they may only present to doctors in A&E when they reach a critical stage.

“When they [female friends] are ill they say they have not got the money, until a certain time when you are very ill, so because most of them are very afraid, it will be their friends who call the ambulance, so there is no way they can turn them down, so they have to treat them.”

F1

Another report suggests women are having babies at home without medical assistance due to fears of charging.21 Bevan’s model of the NHS in 1948, was to allay fears of charging among the British public as he recognised ‘much sickness and often permanent disability arise from failure to take early action’. This fear has been reinstated among failed asylum seekers.31 

Interestingly, some of the failed asylum seekers believed they would be charged because the doctor needed to “earn his living” (M2) and “cannot give everything for free” (F1). It was not universally understood that the government pays NHS hospital staff, and that it is generally a free service. This undermines the accusation that asylum seekers are ‘health tourists’ here to take advantage of a free NHS.22
Prescription Charges

While talking about healthcare charges, the participants also expressed that affording prescription charges was problem. Discussed are the difficulties in getting a HC2
 certificate, and consequences of not being able to afford prescriptions.

HC2 certificates:

Difficulty in getting HC2 certificates: Apart from M5 who is permitted to work, and has no problem paying prescription charges, the rest require a HC2 certificate to obtain free medicines. Although entitled, some have been unable to renew their certificates. M3 mentions that he has applied for a HC2 certificate on a number of occasions but has not received it. This was a common problem among people at Charity X.

Although F1 has a certificate, with help from her church, friends often tell her:

“They gave my friends the HC2 certificate and benefits, and everything, and after refused, everything stopped, they said: no more.”

F1

To receive a HC2 certificate an address is required, and the 16-page form must be completed in English. These may be significant barriers to a person who is homeless and cannot read or write in English.37 

Consequences of not having a HC2: M2 explains the predicament you are in without a HC2: even if you can see a doctor you are unable to get medicines. M2 describes how a severely short sighted friend’s glasses broke while he was sleeping rough in a park. As he did not have a HC2 form, he was unable to get new glasses and was thus severely disabled. Furthermore, many reported difficulties in receiving dental treatment without the HC2 form, leaving people in severe pain.   

Paying for prescriptions:

Relying on others: M1 and M2 had found charitable people to pay for their prescriptions. Similarly H1 was housing a destitute asylum seeker who was without a HC2 form and desperately needed some medication, so a friend paid for the prescription. In many cases the support worker pays for them out of her own pocket, while M5 said that Clinic A provided him with two pounds to get painkillers.


Destitution

Although accessing healthcare is important, it became apparent early on in the interviews that destitution was a much more immediate problem for failed asylum seekers. It is clear that immediate needs for survival such as shelter and food take precedence over healthcare, particularly if healthcare is inaccessible (for reasons such as fear) if illness ensues. Discussed below are the consequences of destitution which impacts on general health and will therefore increase the need for healthcare.

Homelessness: 

One of the symptoms of destitution is homelessness.41 Most of the people interviewed explained the need to depend on friends, people from their country also living in the UK, housing volunteers or churches to accommodate them temporarily. Five of six failed asylum seekers interviewed had been homeless for periods of up to ten months. Three of those who were homeless had slept rough, with many more cases witnessed by the support workers and the housing volunteers. Dwyer et al’s study10 and Brown’s report9 also confirm homelessness among failed asylum seekers in Leeds, and the problem extends throughout the UK.11,44 

Physical illness: 


The main illnesses related to destitution arose from rough sleeping. Three people were without shelter during the winter months. M2 consequently suffered nose bleeds, reoccurring pains in his arm where previously broken, back pain, and was disabled by painful and swollen ankle and knee joints. Two months have passed since S1 helped him get re-housed, however many of his pains persist. Without help from the support workers, he claims he would not have survived. S1 recalls a person who was rough sleeping, with an untreated gun shot wound to his leg, which subsequently became infected. These cases indicate how homelessness can exacerbate previous medical illness. 

S1 assisted people made homeless with respiratory problems, tuberculosis and HIV. Recently, a high court supported a Home Office decision to deny accommodation to three failed asylum seekers suffering from tuberculosis, as they could still physically return.
 This was despite requests from doctors for them to be re-housed and provided with support while they receive treatment.45 Asylum policy may therefore increase the prevalence of tuberculosis, which is already known to be high among rough sleepers.46 The government show a clear disregard for the health of failed asylum seekers, doctors’ advice, and surprisingly, public health. 

Mental Illness: 

After being made homeless, M2 began to have nightmares of experiences that caused him to flee his previous country. One night he found shelter in a church, and someone woke him up as he was “shouting and crying” in his sleep.

‘I see some pictures from back home you know when I close my eyes, and what things happened in the past you know all those things are coming.”

M2
Sleeping rough made M1 extremely scared and paranoid, he subsequently attempted suicide. M1 often feels the need to walk to A&E because his anxiety disorder leaves him with the feeling he is going to die. 

“Before I am having a lot of confidence to live everywhere…When I am homeless I feel scared, I feel I am going to die…Even when I am here [in his house], I get scared, some times I feel I am being followed…that is after I am homeless.” 

M1

Although he stopped feeling suicidal after he was re-housed, his anxiety remained disabling. In general, 30-50% of homeless people are adversely affected by mental illness.46 Williams reports that his primary care practice looks after 45 failed asylum seekers, of whom 30 suffer from psychological conditions, including PTSD, depression and anxiety disorder.15 A study on the pilot legislation of Section 9 (to remove support from failed asylum seeking families), indicates the Home Office disregard mental health problems before making people destitute, as 80% of the parents had mental health problems.41 Findings from this study indicate that destitution will only make these problems worse.

Malnutrition: 

As failed asylum seekers are often unable to afford food once made destitute. M2 resulted in eating from bins in desperation.

“Just you know maybe if you are lucky, you can find any bin in the city centre, when they throw out the expired food you can find yoghurt… if you are lucky you got that.”

M2

S1 also explains that she has witnessed cases of malnutrition due to the lack of food, which clearly compromises one’s health and recovery from other illnesses. Burnett and Fassil state that there are nutritional problems among asylum seekers even without destitution,47 which then adds to a problem that already exists. Other studies have noted asylum seekers without support, forced to eat from bins and rely on charitable services.37 

Exploitative Employment 

S1 revealed that destitute asylum seekers had been turning to criminal activity such as prostitution to survive, a problem also reported in Birmingham. Ironically, asylum policy therefore works in conflict with other Home Office policies to reduce illegal employment.41 Prostitution has obvious implications for personal and public health, as the person implicated will be left in a highly vulnerable position, and at risk of contracting and spreading sexually transmitted infections. Creating destitution through asylum policy is an example of the government’s failure to keep its commitment to ‘joined up thinking’,48 as both public health and other Home Office policies are undermined.

Final notes on destitution: 


Unwillingness to return: Regardless of destitution and their poor standard of living, none of the failed asylum seekers I came across in my interviews and Charity X expressed a desire to return to their country of origin, often due to fear of persecution. Their reluctance to return is illustrated by the study on the pilot legislation of Section 9. Although this was part of asylum policy to create ‘incentives for voluntary return’, the pilot made 116 failed asylum seeking families destitute in Leeds, London and Manchester, and only 14 made steps to return to their country of origin.41 

Spiralling effect of destitution: As physical and mental health problems ensue, the person will be less likely to be functionally able to appeal against a negative decision and more likely to remain destitute. As destitution becomes more severe and permanent, more of its symptoms occur in combination, such as homelessness and illness. This spiralling effect has been compared with a similar phenomenon associated with poverty more generally.41 As people’s health deteriorate, an unintentional aspect of asylum policy may in turn prevent them from being able to physically or mentally endure a return to their country of origin. 

Human rights: It can be argued that Article 3 of the Human Rights Act 1998 is being neglected because failed asylum seekers are forced into ‘inhumane’ conditions.
 However, Ower’s analysis of the law indicates that the Human Rights Act does not allow the courts or public authorities the power to reinstate clear statutory provisions. The issue can only be taken to the high courts and the parliament must agree to change the law.49 Consequently, the Church of England recently published ‘Faithful Cities’, highlighting the need for the government to change its draconian policies that can lead to destitution.50 Unfortunately the ‘New Asylum Model’ is expected by the support workers to make the problem of destitution much worse, continuing to disregard human rights.


Conclusion


This study explores failed asylum seekers’ barriers to accessing healthcare, in relation to their own health, public health and NHS funds. By effectively excluding failed asylum seekers from healthcare services, causing destitution, and by its failure to prevent suicide, government policy seriously threatens the lives of asylum seekers once their claim is refused.

Six failed asylum seekers were interviewed, which was strengthened by interviews with support workers and housing support volunteers. During the research period I undertook voluntary work at Charity X, where I gained first hand insight into the experiences of failed asylum seekers, and the difficulties of the task that support workers are faced with. 

Once an asylum seeker fails their claim, and loses their support, they may also lose contact with their GP if they are forced to move out of the area. This is unfortunate, as it is even more difficult for asylum seekers to register with a mainstream GP once refused asylum. Even if a GP is accessed, the HC2 certificate is not easily acquired; therefore the person may still be left untreated. This displaces failed asylum seekers far from the ‘patient-centred approach’ advocated in NHS reforms.40 

Asylum policy has forced failed asylum seekers into destitution. This has had the knock on effect of forcing them to live in an environment where risk of contracting and spreading infectious diseases is high, and in some cases causing prostitution. Due to the poor access to primary care, infectious diseases are not prevented, left undiagnosed and untreated. As a result not only does the infected person suffer, but efforts to protect public health will be compromised. The situation will only worsen as levels of destitution rise, and if access to primary care is further restricted by the overseas visitors charge. The government has clearly failed in its commitment to ‘joined up thinking’ in policy making.

Counselling services are under resourced, however extremely beneficial if received.  Asylum seekers are particularly vulnerable to suicide once refused asylum and made destitute. As it is the government that have put them in this predicament, it is not surprising that NHS preventative treatment for suicide is nonexistent. This involves working against asylum policies, to reinstate the bare essentials of survival – a difficult problem support workers are often left to resolve. 

This study contradicts the concept of health tourism among failed asylum seekers, as some were unaware hospital treatment is usually free. A fear of charging, and also deportation if they make themselves known to services, may result in failed asylum seekers only presenting to healthcare services in an emergency. As failed asylum seekers cannot pay for ‘immediately necessary treatment’, the NHS will bear the burden of large hospital bills that may have been less costly if access to services were improved, and people received free earlier treatment.

The government has committed1 to supporting Bevan’s ideology of a universally free NHS31 on paper, but in practice, have made secondary healthcare chargeable and hence inaccessible for failed asylum seekers. Disturbingly, as well as denying treatment, asylum policy actively makes failed asylum seekers sick or sicker through enforced destitution. Is this the civilised society envisioned by Bevan, of which the NHS was to play a crucial part?

‘[The collective principle] insists that no society can legitimately call itself civilized if a sick person is denied medical aid because of lack of means.’ 31
Bevan, 1948

In Place of Fear

Asylum and health policies are undoubtedly degrading and inhumane, and violate human rights.49 Although ‘healthcare as a human right’ is inscribed in the NHS first core principle,1 it is another human right ignored in practice. Failed asylum seekers are very aware they are being mistreated; however feel powerless, and fear repercussions such as deportation if they speak out. 

How do we provide healthcare to failed asylum seekers? It is not possible to look at healthcare provision alone, because it is obvious that issues such as destitution and fear of deportation have a massive impact on health. As the government remain committed to restricting the rights of failed asylum seekers, this vulnerable group of people are forced to rely on the compassion of a few healthcare professionals, support workers, charities, and humanitarian aid to provide a space to sleep, a hot meal, or any help they need to survive.
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Recommendations for future research





Explore doctors’ and frontline staff’s perceptions of failed asylum seekers. 


Explore attitudes of GPs with respect to taking failed asylum seekers onto their list; specific barriers to acceptance.


Barriers to renewing and receiving a HC2 certificate.


Comparison of healthcare provision to failed asylum seekers in the UK to other EU countries.


Cost-benefit analysis of the overseas visitors charge.


Public health impact of asylum and health policy.











� A destitute asylum seeker, means someone who has no access to welfare or benefits, accommodation, or permission to work. These people are effectively made non-citizens.


� Asylum Seekers were denied the right to work after 2002, so some may still have work permits.


� Temporary registration only offers a low quality of primary care e.g. medical notes are not transferred and practitioners are not required to carry out immunisations


� These are psychiatrists in a city he was in prior to Leeds; he has not approached any within Leeds.


� This exempts them from NHS charges on prescriptions, dental treatment, eyesight tests, vouchers for spectacles, and travel costs to and from hospital. However for failed asylum seekers it takes weeks to arrive and an address is required.


� A person refused asylum may apply for housing and food vouchers if they are unable to return to their country of origin for medical reasons or a physical impediment.


� Article 3 of the European Convention on Human Rights (ECHR) highlights protection from torture and inhuman or degrading treatment or punishment. It is the ‘inhuman or degrading’ treatment that may apply to effectively making someone destitute and homeless.





