Sustaining services, ensuring fairness

A consultation on migrant access and their financial contribution to NHS provision in England
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Response template
Overarching principles
	Question 1:
 Are there any other principles you think we should take into consideration?   

	Response:

The proposal identifies commendable overarching principles and it would be helpful to note in addition the following:

· The duty of care health professionals owe to all people seeking health care.

· The existing services standards within the NHS should not be undermined by the suggested reforms to restrict healthcare access.
· The NHS is funded through taxation that includes VAT.  Migrants and nationals make valuation contribution through the UK tax system.
· Accessibility to health services by the UK population will improve the health of the society.



	Question 2:   Do you have any evidence of how our proposals may impact disproportionately on any of the protected characteristic groups
?

	Response:
The charging proposal will not only increase inequalities among members of society particularly undocumented, destitute asylum seekers, over stayers  and other non-EEA migrants who have no recourse to public funds but will have a disproportionate impact on the most vulnerable migrants on the grounds of: ethnicity, disability, pregnancy and maternity, gender and age.
Ethnicity
Black and minority ethnic people and specific nationalities are the likely target groups to be charged under this proposal.
Many migrants are unaware of their rights to receive free primary health care.  In some migrant communities take-up of public services and state benefits is low. For example research has found that I in 5 Latin Americans have never been to a GP and 6 out of 10 have never been to a dentist
.
A 2012 survey conducted by Doctors of the World found that 73% of the 1,449 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.  In 21% of cases, patients had been denied access to healthcare by a health professional in the last 12 months.
 
Disability
People living with pre-existing health conditions will be further disadvantaged if they have to pay for specialist and often expensive treatment in addition non-EEA proposed health levy.  This would lead to discrimination against disabled people and administrating two separate costs would not be cost effective.
Maternity
Doctors of the World also found that pregnant women had particular problems in getting the care they need. Their clinics in London, Amsterdam, Munich and Nice found that on average 79% of respondents were not accessing antenatal care, increasing the risks to both mother and child.
 
GPs are by far the most common referral route for maternity services and early access to screening and risk assessment is key to ensuring the health of pregnant women and their children. 

Gender
Women are more likely than men to take career breaks for raising family and or caring for others and are as a result less likely to have accumulated seven years of NI contributions. 
Age
Children have age-specific health needs that are met by primary health care and improving their access to primary care would reduce risks and costs of treatment of diseases which when presented at a later stage would cost considerably more.  



Who should be charged?
	Question 3:  Do you have any views on how to improve the ordinary residence qualification?

	Response: 

The current ordinary residence qualification is understood to mean someone living lawfully in the UK voluntarily and for settled purposes. The concept is helpful and should be retained. It does not link eligibility to immigration or residency status and as such does not exclude certain categories of people out of the health system at the initial stage. The proposal to set the ordinary residence qualification at Indefinite Leave to Remain will be very restrictive and unfair and likely to exclude groups of people who should be entitled to access healthcare. 



	Question 4: Should access to free NHS services for non-EEA migrants be based on whether they have permanent residence in the UK? 

(Yes / No / Don’t know)  

	Response:

No
Until fairly recently most migrants would be eligible for permanent residence after five years  however, the additional immigration requirements including Life in UK Test or the minimum income requirement for partners means that a much longer period is required to attain permanent residence status. Linking NHS entitlement to permanent residence would adversely affect many migrants who would have made substantial contribution to UK society financially or otherwise.
In addition the most vulnerable migrants particularly those in abusive relationships will be subject to further affliction if their route to permanent residence is dependent on the sponsorship of the abusive partner or family member.


	Question 5:  Do you agree with the principle of exempting those with a long term relationship with the UK (evidenced by National Insurance contributions)?  How long should this have been for?  Are there any relevant circumstances under which this simple rule will lead to the unfair exclusion of any groups?    

	Response:
The principal or exempting those with long term relationship with the UK from the proposed charges is sound. However, the suggestions for verifying  this relationship by NI contributions should be closely examined in light of the following:

· The NHS does not function as a contribution health system and any attempt to introduce a new paradigm linked to NI contributions is likely to be discriminatory and administratively impractical to implement.
· Long-term residence does not necessarily translate into the amount of NI contributions an individual pays for example women as stated above women are more likely than men to take career breaks for raising family and or caring for others and are as a result less likely to translate years of residence into NI contributions. 




	Question 6:
 Do you support the principle that all temporary non-EEA migrants, and any dependants who accompany them, should make a direct contribution to the costs of their healthcare?  

	Response:
No

The NHS is funded through taxation and migrants contribute to the NHS through their income tax, VAT and NI contributions.


	Question 7:   Which would make the most effective means of ensuring temporary migrants make a financial contribution to the health service?

a) A health levy paid as part of the entry clearance process

b) Health insurance (for NHS treatment)

c) Other – do you have any other proposals on how the costs of their healthcare could be covered?

	Response:
Health insurance for short-term stay could be piloted with the option for private or public healthcare.  This is the practice in many other parts of the world.  However for long term migrants a health levy as part of the entry clearance process should ensure the following:

· Visa applicant is issued a health card with their visa which entitles them to register with a GP on arrival into the UK.

· NI contribution rebate should be given to migrants who pay the health levy prior to arriving in the UK.



	Question 8:  If we were to establish a health levy at what level should this be set?  

a) £200 per year

b) £500 per year

c) Other amount (please specify)?

	Response:

£150
The NHS at present is not sustainable. With increased life expectancy and increase in birth rate the following could be proposed:

· A nominal amount to see the GP by every adult (% for those on benefits including migrants)

· A nominal amount for certain investigations

· No fees for acute or emergency services




	Question 9:   Should a migrant health levy be set at a fixed level for all temporary migrants?  Or vary according to the age of the individual migrant?

a)  Fixed

b) varied

	Response:

Fixed


	Question 10:  Should some or all categories of temporary migrant (Visa Tiers) be granted the flexibility to opt out of paying the migrant levy, for example where they hold medical insurance for privately provided healthcare? 

(Yes / No / Don’t know)   

	Response:

No

For administrative purposes all migrants should pay the same health levy with the option  to take out an additional medical insurance as deemed necessary.


	Question 11:  Should temporary migrants already in the UK be required to pay any health levy as part of any application to extend their leave?  

(Yes / No / Don’t know)

	Response:

No
It would be unfair to extend the new proposals to migrants already living in the UK and have made significant contributions to the NHS in income tax, VAT and NI contributions.  



	Question 12:   Do you agree that non-EEA visitors should continue to be liable for the full costs of their NHS healthcare?  How should these costs be calculated?

	Response:

No
The current system of charging is not successful in its aims of recouping the costs of treating Overseas Visitors. There cases where clients are being sent notices for payment two or three years after they had been discharged.  The current system creates significant costs in administration and is not cost effective.  All in all the cost to the NHS is greater as charging discourages migrants from accessing healthcare until they are seriously ill and more costly treatment has to be provided sometimes through Accident & Emergency.


	Question 13:   Do you agree we should continue to charge illegal migrants who present for treatment in the same way as we charge non-EEA visitors?  

	Response:
No

Irregular migrants make up the most vulnerable group in society and many of them cannot afford to pay for their treatment/healthcare.  They include former students now visa over stayers, failed asylum seekers or other undocumented migrants.
Denying access to healthcare for this vulnerable group of migrants will cost the NHS and the UK public in the long term, particularly in cases of outbreak of infectious diseases for example tuberculosis and measles among some communities. Significantly  the latest “UK annual Tuberculosis (TB) report shows that rates of TB have stabilised in the UK over the past seven years, following the increase in the incidence from 1990 to 2005. However, despite considerable efforts to improve TB prevention, treatment and control, the incidence of TB in the UK remains high compared to most other Western European countries, with 8,751 cases reported in 2012, an incidence of 13.9 per 100,000 population.

The majority of TB cases occurred in large urban centres, amongst young adults, those from countries with high TB burdens, and those with social risk factors for TB. As in previous years, London accounted for the highest proportion of cases in the UK (39%) followed by the West Midlands PHE Centre area (12%) ”
.  Any attempt to deny access to primary health care among migrants from countries with high TB burdens can only exacerbate the risks of transmissions of this infection disease.



	Question 14:     Do you agree with the proposed changes to individual exemptions?  Are any further specific exemptions required?

	Response:
I agree with the exemptions and welcome the continued exemptions for categories identified.  In addition there should be exemptions for:

· For children 
· People granted humanitarian protection or discretionary leave to remain.


What services should we charge for?
	Question 15:   Do you agree with the continued right of any person to register for GP services, as long as their registration records their chargeable status?

	Response:

Yes

Everybody should have a right to register for GP services.




	Question 16:   Do you agree with the principle that chargeable temporary migrants should pay for healthcare in all settings, including primary medical care provided by GPs?  
(Yes / No / Don’t know)

	Response:
 No

Providing access to primary care is vital to both individual and public health as its purpose is to assess the broadest range of health needs and identify how best to meet them. Extending charging to primary care will affect many people who have irregular migration status.
· Health costs
Early detection and treatment or intervention will cost the NHS much less than delayed presentation and diagnosis of illnesses in particular the transmission of infectious diseases for example HIV, measles and tuberculosis. Also early treatment of diseases like diabetes and some treatable cancers can significantly reduce health costs. 
Delays in women accessing maternity care could result in likely complications at childbirth and even higher financial costs to the NHS.
· Administrative burden
Within the current system there are complexities around eligibility.  Patients who are entitled are being denied access and some migrants are unaware that they have the right to receive treatment.  It is likely that these complexities will persist under the new proposals with expensive administration burden.
· Influence on Asylum and Immigration
Access to primary health care is fundamental within the asylum and immigration system and GPs provide much of the evidence required under the asylum and immigration rules. For example asylum seekers and refused asylum seekers must provide evidence from their GP to access support or exemption from reporting requirements. Introduction of charges will create barriers for many people in this category. 



	Question 17:    Do you have any comments or ideas on whether, and if so how, the principle of fair contribution can best be extended to the provision of prescribing, ophthalmic or dental services to visitors and other migrants?

	Response:

Charging should not be extended to ophthalmic or dental services. 


	Question 18:   Should non-EEA visitors and other chargeable migrants be charged for access to emergency treatment in A&E or emergency GP settings?

	Response:

No
Charging for access to emergency treatment in an extremely challenging environment is unworkable and unethical.  It is highly unlikely that patients in an emergency would be able to provide detailed information about their immigration status. Delays in providing emergency treatment while immigration interviews take priority might jeopardise patients’ health and safety and follow-up treatment might be denied where patients are unable to pay for treatment.


	Question 19:   What systems and processes would be needed to enable charging in A&E without adversely impacting on patient flow and staff?

	Response:
There are no systems and processes that would make charging in A & E workable. An attempt to impose charging in A & E will adversely disadvantage the most vulnerable migrants particularly BME groups, women and the elderly. 

Staffing levels and waiting times in the A & E department remain some of the challenges within the NHS and any additional immigration skill requirement or administrative workload might lead to underperforming and failure to meet agreed targets within the NHS. 


	Question 20:  Do you agree we should extend charges to include care outside hospitals and hospital care provided by non-NHS providers? 

	Response:
No

Care/services provided by non-NHS providers are specifically designed to meet the needs of vulnerable people and extending charges to these services is unsupportive and counterproductive. 



	Question 21:   How can charging be applied for treatment provided by all other healthcare providers without expensive administration burden?

	Significant administrative burden should be factored into managing charges for treatment provided by all other healthcare providers within an already complex cost recouping NHS system.


Making the system work in the NHS
	Question 22:   How else could current hospital processes be improved in advance of more significant rules changes and structural redesign?

	Response:

An inventory of current hospital processes should be undertaken to establish whether the existing rules can be effectively implemented and the need for an overhaul of the system firmly established prior to any changes introduced in the NHS and non-NHS care providers.
Recouping costs through existing EEA rules should be a priority for the government.




	Question 23:    How could the outline design proposal be improved?  Do you have any alternative ideas?  Are there any other challenges and issues that need to be incorporated?  

	Response:

The outline design proposal targets non EEA nationals.  It requires health workers to act as immigration control officers and verify that non EEA patients have either leave to remain in the UK or can pay for their treatment.  The proposal fails to recognise the contribution of non EEA migrants who make up between 30 - 40% of staff within the NHS which provides the services they may be required to police. This is not a workable design proposal, it will not be efficient or cost-effective nor will it ensure that quality service is delivered. The proposal is discriminatory and likely to undermine the effectiveness of the NHS.   The only way to check eligibility for NHS services in a way which does not contravene equality law is to check everyone with the introduction of health ID cards.
Another legitimate concern is the risk of breach of confidentiality through the proposed sharing of personal information with other government departments and across different service providers.

The recent government initiative directed at non EEA migrants to “Go home or face arrest” campaign was a very inappropriate way to discourage irregular immigrants from staying in the UK, not least because the message that is often received is that all immigrants and foreigners are unwelcome in the UK.  Similarly these proposals might send out mixed messages to potential recruits and the recruitment of doctors and nurses from overseas might prove to be a huge challenge for the NHS.


	Question 24:    Where should initial NHS registration be located and how should it operate?

	Response:

NHS registration should remain with GP practices.



	Question 25:    How can charges for primary care services best be applied to those who need to pay in the future?  What are the challenges for implementing a system of charging in primary care and how can these be overcome?

	Response:

Universal primary care services are vital for individual and public health and its purpose is to assess the broadest range of health needs and determine how best to respond to them. Charging for primary care is against the spirit of providing immediately necessary treatment where needed. Charging will create barriers to primary care access leading to greater pressure on Accidents and Emergency services and in some cases more expensive treatment. GPs might find it personally difficult to deny treatment to patients.


	Question 26:    Do you agree with the proposal to establish a legal gateway for information sharing to administer the charging regime?  What safeguards would be needed in such a gateway?

	Response:

No 
Sharing sensitive medical records and personal data might contravene data protection principles.


Recovering Healthcare Costs from the European Economic Area (EEA)

	Question 27:    Do you agree that we should stop issuing S1 forms to early retirees and stop refunding co-payments and if not, why?

	Response:

No comments
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