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Terminology	
This	 report	 seeks	 to	examine	health	professionals’	understanding	of	health	needs	 in	 refugees,	

asylum	seekers,	and	failed	asylum	seekers.	Asylum	seekers	are	individuals	who	have	applied	for	

protection	as	refugees.	Refugees	are	defined	by	the	1951	Refugee	Convention	as	persons	fleeing	

conflict	 or	 persecution,	 and	 are	 afforded	 special	 protection	 under	 international	 law.	 Failed	

asylum	seekers	are	individuals	who	have	had	their	asylum	claim	rejected,	or	are	undergoing	an	

appeals	process.	The	terms	‘migrant’	and	‘refugee’	are	sometimes	used	interchangeably,	and	in	

practice	 making	 a	 distinction	 between	 the	 two	 groups	 can	 be	 very	 difficult.	 Distinguishing	

between	 people	 who	 are	 refugees	 and	 those	 who	 are	 migrants	 is	 a	 highly	 political	 and	

controversial	 issue.	Whilst	we	 recognise	 that	 refugees	 and	 asylum	 seekers	 share	many	health	

issues	with	other	migrant	groups,	we	focus	on	health	issues	in	the	first	two	groups	in	this	report.	

	

Glossary	of	terms,	acronyms	and	abbreviations	
AS	–	Asylum	seeker	

AHP	–	Allied	Health	Professional	

COMPASS	-	Commercial	and	Operational	Managers	Procuring	Asylum	Support	Services	

FAS	–	Failed	asylum	seeker	

GP	–	General	Practitioner	

HCP	–	Healthcare	professional		

NHS	–	National	Health	Service	

PTSD	–	Post	Traumatic	Stress	Disorder	
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1.	Executive	Summary	
	

1.1 Numbers	of	refugees	and	asylum	seekers	are	increasing	across	the	world	

Globally,	 levels	 of	 forced	migration	 are	 at	 their	 highest	 on	 record.	 In	 the	 UK	 specifically,	 the	

number	of	asylum	applications	increased	by	30%	in	2016	compared	to	previous	years.		

	

1.2 Refugees	and	asylum	seekers	have	specific	healthcare	needs	

Individuals	 seeking	 asylum	 experience	 a	 range	 of	 healthcare	 problems	 related	 to	 the	

circumstances	in	their	home	country,	the	nature	of	their	journey	and	the	situation	in	which	they	

find	themselves	in	the	UK.	
	

1.3 Local	NHS	services	receive	no	extra	support	or	financial	help	to	provide	care	for		

refugees	or	asylum	seekers	

There	is	no	national	coordination	of	healthcare	provision	for	asylum	seekers	in	the	UK.	As	such,	

existing	NHS	services	are	expected	to	provide	care	for	asylum	seekers	in	their	local	area	with	no	

extra	support.	
	

1.4	At	undergraduate	and	postgraduate	levels,	medical	training	on	the	specific	health	issues		

faced	by	asylum	seekers	and	refugees	in	the	UK	is	patchy	and	inconsistent.	

Confusion	 amongst	 healthcare	 professionals	 regarding	 eligibility	 for	 NHS	 healthcare	 has	 been	

reported	but	never	quantified.	Concerns	have	been	voiced	that	this	confusion	is	contributing	to	

the	poorer	health	outcomes	seen	in	asylum	seekers	and	refugees.		

	

1.5	 We	 conducted	 a	 survey	 of	 198	 NHS	 healthcare	 professionals	 working	 in	 Greater	

Manchester	and	Lancashire		

We	 sought	 to	 examine	 North-West	 of	 England	 NHS	 healthcare	 professionals’	 current	

understanding	 of	 refugee	 and	 asylum	 seeker	 health	 issues,	 identify	 healthcare	 professionals’	

training	needs	on	these	topics	and	explore	avenues	for	future	research	on	refugee	and	asylum	

health	in	the	UK	
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Our	 sample	 included	 doctors,	 nurses,	 psychologists	 and	 non-clinical	 staff,	 working	 across	 a	

broad	range	of	specialties.	
	

1.6	Our	 results	demonstrate	 significant	gaps	 in	 the	knowledge	and	confidence	of	healthcare	

professionals	 when	 dealing	 with	 asylum	 seekers	 and	 refugees,	 across	 all	 specialties	 and	

grades.	

• Only	 21%	 of	 responders	 felt	 confident	 defining	 the	 terms	 “asylum	 seeker”,	 “failed	

asylum	 seeker”,	 “economic	 migrant”	 and	 “refugee”,	 with	 only	 a	 quarter	 correctly	

identifying	which	groups	were	eligible	for	free	primary	care.	

• 32%	failed	to	identify	failed	asylum	seekers	as	eligible	for	free	emergency	care.	

• Although	55%	 said	 they	 had	 treated	 a	 patient	 suffering	with	 psychological	 or	 physical	

effects	of	torture,	only	12%	felt	confident	asking	a	patient	about	previous	torture.	23%	

felt	that	they	were	not	competent	to	enquire	about	experiences	of	torture.	

• 88%	 felt	 that	 they	 would	 benefit	 from	 further	 training	 on	 issues	 surrounding	 asylum	

seeker	 and	 refugee	health,	with	79%	 saying	 that	 they	would	prefer	 training	 led	by	 an	

expert	in	the	field.	53%	also	said	they	would	like	online	training.	

	

1.7 There	is	an	urgent	need	for	training	for	frontline	NHS	staff	on	the	health	needs	of	refugees	

and	asylum	seekers	and	their	eligibility	for	NHS	care.		

This	training	should	cover	five	key	areas:	

a. Understanding	 the	complex	health	needs	of	 refugees	and	asylum	seekers,	and	

how	they	may	differ	to	the	ordinarily	resident	population.	

b. Understanding	 terminology	 used	 to	 describe	 refugees	 and	 asylum	 seekers,	

including	 how	 this	 may	 change	 over	 time.	 This	 would	 require	 a	 basic	

understanding	of	the	asylum	process.	

c. Exploring	 the	 moral,	 ethical,	 and	 legal	 responsibility	 healthcare	 professionals	

have	in	assessing	individuals’	rights	to	healthcare	in	the	UK.	This	must	be	done	

in	keeping	with	professional	codes	of	practice	such	as	‘Good	Medical	Practice’.	

d. Identifying	 and	 appropriately	 documenting	 evidence	 of	 torture.	 This	 should	

include	 information	 on	 signposting	 to	 groups	 experienced	 in	 dealing	 with	

refugees	and	asylum	seeker	health.		
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e. We	suggest	 this	 training	be	provided	by	 individuals	with	experience	 in	dealing	

with	the	complexities	of	refugees	and	asylum	seeker	health.	This	should	include	

all	stakeholders,	and	could	include	NHS	professionals,	third	sector	organisations,	

and	members	of	the	refugee	and	asylum	seeker	community.		

	

1.8 Refugee	and	asylum	health	should	be	introduced	as	a	core	topic	in	medical	education	

from	undergraduate	level	to	senior	continuing	professional	development	programs.		

	

1.9 There	is	a	need	for	further	research	on	HCPs	and	refugee	and	asylum	health	in	the	UK.	

Avenues	for	further	research	include:	

a. expanding	to	look	at	HCPs	in	other	regions	of	the	UK;	

b. greater	 inclusion	of	HCPs	other	than	doctors	e.g.	nursing,	midwifery,	dentistry	and	

other	AHPs;	

a. exploring	the	 impact	of	 the	new	 legislation	on	HCPs	understanding	of	 refugee	and	

asylum	health.	

	

1.10	 Refugees	 and	 asylum	 seekers	 must	 continue	 to	 receive	 healthcare	 in	 line	 with	 their	

human	rights	and	the	codes	of	practice	that	govern	the	provision	of	healthcare	in	the	UK.	
	

2.	Introduction	
2.1	Asylum	issues	worldwide	and	in	the	UK	

Complex	humanitarian	crises	are	increasing	in	frequency.	Levels	of	forced	migration	are	at	their	

highest	on	record;	one	in	113	people	globally	were	forcibly	displaced	from	their	homes	due	to	

conflict	or	persecution	in	20161.	In	the	UK	asylum	applications	are	increasing,	with	applications	

made	for	44,323	people	in	the	year	ending	June	2106,	up	34%	from	the	previous	year.	In	2016,	

the	largest	number	of	applications	for	asylum	came	from	Iran	(4,910),		followed	by	Iraq	(3,199),	

																																																													
1	http://www.unhcr.org/uk/news/latest/2016/6/5763b65a4/global-forced-displacement-hits-record-
high.html		
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Pakistan	 (2,992),	 Eritrea	 (2,790),	 Afghanistan	 (2,690)	 and	 Syria	 (2,563).2	 In	 addition	 to	 these	

numbers,	 the	UK	government	has	pledged	 to	 resettle	an	additional	20,000	Syrian	 refugees	by	

2020,	 a	 commitment	 that	 would	 require	 the	 resettlement	 of	 10	 times	 as	many	 refugees	 per	

month	than	is	currently	happening,3	as	well	as	a	yet	undetermined	number	of	unaccompanied	

asylum	seeking	children	from	Europe	under	the	Dubs	amendment	to	the	2016	Immigration	Act.4	

	

2.2	Asylum	issues	in	Greater	Manchester	

Asylum	 seekers	 are	 unevenly	 distributed	 across	 the	 UK.	 Greater	 Manchester	 has	 one	 of	 the	

highest	numbers	of	asylum	seekers	in	the	UK,	a	number	that	has	increased	significantly	over	the	

last	 three	years.5	Approximately	5000	asylum	seekers	were	 living	 in	Greater	Manchester	as	of	

June	 2015,	 with	 uneven	 dispersal	 throughout	 the	 region.5	 Under	 the	 Commercial	 and	

Operational	 Managers	 Procuring	 Asylum	 Support	 Services	 (COMPASS)	 programme,	 the	 UK	

government	 has	 awarded	 private	 providers	 such	 as	 SERCO	 and	 G4S	 contracts	 for	 providing	

asylum	 seekers	 with	 accommodation.	 	 	 The	 desire	 to	 provide	 this	 accommodation	 in	 a	 cost-

effective	manner	has	led	to	many	asylum	seekers	being	housed	in	areas	where	accommodation	

is	cheap.	However,	not	only	is	the	standard	of	housing	provided	often	unacceptably	poor,6		but	

also	large-scale	resettlement	of	asylum	seekers	in	areas	of	significant	socioeconomic	deprivation	

has	 exacerbated	 existing	 social	 tensions	 in	 some	 of	 the	 most	 deprived	 areas	 of	 Greater	

Manchester.9,	7		

	

	

	

	

																																																													
2	https://www.gov.uk/government/publications/immigration-statistics-april-to-june-2016/asylum	
3	Manchester	City	Council	Communities	Scrutiny	Committee	-	28th	October	2015.	Support	Available	to	
Asylum	Seekers	and	Refugees	in	Manchester.	Strategic	Director,	Adult	Social	Services.	
4https://www.gov.uk/government/news/unaccompanied-asylum-seeking-children-to-be-resettled-from-
europe	
5http://www.manchestereveningnews.co.uk/news/greater-manchester-news/rochdale-mp-simon-
danczuk-attacks-9957836	
6http://www.parliament.uk/business/committees/committees-a-z/commons-select/public-accounts-
committee/news/asylum-accommodation-substantive/	
7http://www.manchestereveningnews.co.uk/news/greater-manchester-news/asylum-seekers-greater-
manchester-cost-10874865	
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2.3	Asylum	and	health	

Individuals	 seeking	 asylum	 experience	 a	 range	 of	 healthcare	 problems	 that	 may	 differ	 from	

those	 of	 local	 populations.8	 Prior	 to	 arrival	 in	 the	 UK,	 asylum	 seekers	 may	 have	 endured	

imprisonment,	torture	or	sexual	assault,	and	may	experience	ongoing	physical	or	psychological	

effects	of	these.9	Poor	nutrition	and	substandard	sanitation	can	place	asylum	seekers	at	higher	

risk	 of	 communicable	 diseases.	 Many	 asylum	 seekers	 come	 from	 areas	 where	 existing	

healthcare	infrastructure	is	poor,	meaning	chronic	disease	can	go	undetected	and	management	

is	neglected.10	In	addition	there	is	evidence	that	the	health	and	wellbeing	of	asylum	seekers	and	

refugees	deteriorate	on	arrival	 to	 the	UK,	owing	 to	 separation,	 stigmatisation,	 social	 isolation,	

loss	of	status	and	lack	of	access	to	services.11	A	prolonged	asylum	application,	with	its	legal	and	

financial	complexities,	has	been	shown	to	cause	physical	complaints,	low	self-reported	quality	of	

life	and	functional	disabilities.12	Furthermore,	mental	health	disorders	such	as	mood	disorders,	

anxiety,	somatoform	disorders	and	PTSD	are	more	common	in	asylum	seekers.13		

	

However,	 despite	 this	 population	 having	 specific	 health	 needs,	 medical	 professionals	 are	 not	

currently	 being	 provided	 with	 training	 on	 these	 issues.	 In	 ‘Tomorrow’s	 Doctors’,	 the	 GMC	

stipulates	that	UK	medical	school	graduates	should	be	able	to	discuss	the	wider	determinants	of	

health	and	health	inequalities.14	Despite	this,	not	all	medical	schools	provide	specific	training	to	

medical	 students	 on	 the	 health	 of	 asylum	 seekers	 and,	 where	 it	 is	 provided,	 training	 for	

undergraduates	 is	 fragmented.	 Many	 specialties	 including	 general	 practice,	 paediatrics	 and	

psychiatry	 require	 their	 trainees	 to	 appreciate	 some	 of	 the	 global	 health	 issues	 that	 they	

encounter	 during	 their	 practice.	 However,	 there	 is	 no	 uniform	 programme	 of	 postgraduate	

																																																													
8	Burnett,	A.,	&	Peel,	M.	(2001).	Health	needs	of	asylum	seekers	and	refugees.	British	Medical	
Journal,	322(7285),	544.	
9	Carlsson,	J.	M.,	Mortensen,	E.	L.,	&	Kastrup,	M.	(2005).	A	follow-up	study	of	mental	health	and	health-
related	quality	of	life	in	tortured	refugees	in	multidisciplinary	treatment.	The	Journal	of	nervous	and	
mental	disease,193(10),	651-657.	
10	http://www.fph.org.uk/uploads/bs_aslym_seeker_health.pdf	
11	Woodhead,	D.	(2000).	The	health	and	well-being	of	asylum	seekers	and	refugees.	King's	Fund.	
12	Laban,	C.	J.,	Komproe,	I.	H.,	Gernaat,	H.	B.,	&	de	Jong,	J.	T.	(2008).	The	impact	of	a	long	asylum	
procedure	on	quality	of	life,	disability	and	physical	health	in	Iraqi	asylum	seekers	in	the	
Netherlands.	Social	psychiatry	and	psychiatric	epidemiology,	43(7),	507-515.	
13http://www.rcpsych.ac.uk/pdf/Appendix%201_EPA%20statement%20on%20Refugees%2020151023_se
nt.pdf	
14	http://www.gmc-uk.org/Tomorrow_s_Doctors_1214.pdf_48905759.pdf	
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education	 for	 trainee	doctors	on	managing	 the	 specific	 health	 issues	 faced	by	asylum	 seekers	

within	the	UK.		

	

2.4	Asylum	and	access	to	NHS	healthcare	

In	addition	to	the	lack	of	training	on	the	specific	health	needs	of	the	asylum	seeker	population,	

there	has	been	considerable	confusion	among	healthcare	professionals	about	which	groups	are	

eligible	 to	 access	 NHS	 care.15	 Lack	 of	 training,	 confusion	 about	 definitions,	 lack	 of	 clarity	 on	

Home	Office	decisions	and	multiple	 changes	 in	 legislation	have	made	 it	 extremely	difficult	 for	

healthcare	professionals	to	keep	up	to	date	on	eligibility	for	healthcare.	There	is	evidence	that	

asylum	seekers	and	refugees	defer	seeking	healthcare	because	of	concerns	about	 immigration	

status,	possible	charges	and	poor	treatment,	all	leading	to	poorer	health	outcomes	for	patients	

and	raising	concern	among	doctors	about	their	role	in	assessing	immigration	status.16	Doctors	of	

the	World	recently	found	that	13%	of	refugees	and	asylum	seekers	who	attempted	to	register	

with	 a	 local	 general	 practitioner	 (GP)	 were	 incorrectly	 refused	 because	 of	 their	 immigration	

status.17	This	situation	is	likely	to	worsen	in	light	of	recent	changes	to	charging	practices	in	the	

UK.	From	October	2017,	charging	for	healthcare	has	been	extended	to	community	settings	and	

costs	are	to	be	paid	up	front	before	non-emergency	treatment	is	given.18	There	is	concern	that	

introducing	 such	 charges	 will	 not	 lead	 to	 cost	 savings	 in	 the	 long	 term,	 and	 may	 negatively	

impact	 health	 outcomes	 in	 some	 of	 the	 most	 vulnerable,	 such	 as	 pregnant	 women	 seeking	

asylum.19		

	

2.5	Previous	literature	

Although	one	recent	study	has	documented	the	perspectives	of	a	small	number	of	primary	care	

providers	 on	 the	 barriers	 to	 providing	 healthcare	 to	 migrant	 patients,	 including	 asylum	

																																																													
15	http://www.rcgp.org.uk/policy/rcgp-policy-areas/asylum-seekers-and-vulnerable-migrants.aspx	
16	Asylum	Matters	report	
17http://www.independent.co.uk/news/uk/health-concerns-as-english-gp-surgeries-refuse-to-register-
asylum-seekers-and-refugees-a7008081.html	
18	https://www.gov.uk/government/publications/guidance-on-overseas-visitors-hospital-charging-
regulations/summary-of-changes-made-to-the-way-the-nhs-charges-overseas-visitors-for-nhs-hospital-
care	
19	Farrington	R,	Saleh	S,	Campbell	S	et	al.	Impact	of	proposal	to	extend	charging	for	NHS	in	England.	
Lancet	2016;	388:	459	
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seekers,20	 to	 our	 knowledge,	 there	 have	 been	 no	 studies	 examining	 the	 perspectives	 of	

healthcare	professionals	 in	other	specialties	on	the	 issues	surrounding	providing	healthcare	 to	

refugees	 and	 asylum	 seekers.	 Furthermore,	we	 are	 unaware	 of	 any	 evidence	 that	 specifically	

examines	 trainees’	 experiences	 in	dealing	with	 the	health	 issues	experienced	by	 refugees	and	

asylum	 seekers.	 In	 view	 of	 this	 gap	 in	 our	 knowledge,	 coupled	 with	 an	 appreciation	 that	 as	

global	 displacement	 continues	 to	 rise,	 and	 the	 increasing	 pressures	 on	 UK	 healthcare	

professionals	to	act	as	gatekeepers	to	healthcare	for	asylum	seekers	and	refugees,	we	set	out	to	

examine	healthcare	professionals’	 current	understanding	of	 refugee	and	asylum	seeker	health	

issues,	identify	any	training	needs	and	explore	avenues	for	future	research.		

3.	Aims	
This	survey	aimed	to:	

1. examine	 NHS	 healthcare	 professionals’	 current	 understanding	 of	 refugee	 and	 asylum	

seeker	health	issues		

2. identify	healthcare	professionals’	training	needs	on	refugees	and	asylum	seeker	health	

and	explore	how	healthcare	professionals	would	like	these	training	needs	to	be	met;		

3. identify	avenues	for	future	research	on	refugee	and	asylum	health	in	the	UK.	

	

4.	Methods	
4.1	Pilot	study	

To	help	us	develop	our	 survey,	we	 conducted	a	pilot	 survey	of	HCPs.	 In	 this,	 individuals	were	

asked	 about	 their	 experiences	 of	 treating	 refugees	 and	 asylum	 seekers.	 Key	 themes	 that	

emerged	 from	this	 survey	 included:	 the	eligibility	of	different	groups	 for	NHS	care,	 identifying	

and	treating	victims	of	torture,	and	the	need	for	training	to	address	knowledge	gaps.		

	

	

																																																													
20	Lindenmeyer	A,	Redwood	S,	Griffith	L	et	al.	Experiences	of	primary	care	professionals	providing	
healthcare	to	recently	arrived	migrants:	a	qualitative	study.	BMJ	Open	2016;	6:	e012561		
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4.2	Survey	development	

Following	the	pilot	survey,	ten	multiple	choice	survey	questions	were	developed	around	these	

key	 themes	 (Appendix	 A).	 The	 online	 software	 SurveyMonkey	was	 used	 to	 create	 the	 survey.	

The	questions	 focussed	on	HCPs’	understanding	of	 the	definitions	of,	and	healthcare	rights	of,	

asylum	 seekers	 and	 refugees,	 as	 well	 as	 exploring	 individuals’	 professional	 experiences	 of	

working	with	the	victims	of	torture.	The	questionnaire	was	designed	to	be	concise	and	quick	to	

complete	in	order	to	maximise	response	rate.	The	questions	were	peer	reviewed	prior	to	survey	

distribution	by	a	GP	with	specialist	expertise	in	migrant	health	and	medical	education.		

	

4.3	Sampling	method	

In	 order	 to	 reach	 as	 many	 participants	 as	 possible,	 we	 employed	 an	 opportunistic	 sampling	

method.	 A	 hyperlink	 to	 the	 survey	 was	 distributed	 to	 over	 1000	 HCPs	 in	 the	 North	West	 of	

England	 through	pre-existing	hospital	email	distribution	 lists,	 trainee	email	 lists,	 locum	agency	

email	lists,	social	media	and	personal	contacts	with	the	authors.		

	

4.4	Data	collection	

Results	 were	 collected	 over	 30	 days	 in	 September	 2016.	 SurveyMonkey	 software	 provided	

overall	 responses	 to	 each	of	 the	10	questions.	 Responses	were	 further	 evaluated	by	 grade	of	

training	and	specialty.	Responders	were	broken	down	into	the	following	specialty	groups:	GPs;	

hospital	medicine;	paediatrics;	mental	health	professionals,	and	other	hospital	 specialties.	The	

following	grade	distinctions	were	made:	foundation	year	trainee;	specialist	trainee;	consultant;	

qualified	 GPs	 and	 nurses	 and	 other	 health	 professionals	 (for	 brevity	 hereafter	 referred	 to	 as	

allied	healthcare	professionals	or	AHPs).			While	responses	were	anonymous,	participants	were	

asked	to	disclose	their	specialty	and	grade	to	allow	stratification	of	the	results	for	more	targeted	

educational	interventions.		
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5.	Results	

5.1	Survey	responses	

Key	findings	

● 198	people	responded	to	the	survey	

● The	approximate	response	rate	was	20%	

● Participants	included	doctors,	nurses	and	AHPs	from	a	variety	of	specialities	and	grades	

of	experience.		

	

198	people	responded	to	the	survey	(Tables	1	and	2).	Responders	were	mostly	doctors,	with	a	

smaller	number	of	nurses	and	AHPs.	Grade	of	 training	among	doctors	varied	 from	 foundation	

doctors	 to	 consultants	 and	 among	 nurses	 from	 Band	 5	 to	 Band	 8	 (Table	 1).	 Allied	 health	

professionals	 who	 answered	 the	 survey	 included	 two	 psychologists,	 a	 safeguarding	 children	

practitioner	and	an	NHS	manager.	Specialty	backgrounds	where	encounters	with	asylum	seekers	

may	be	more	common,	 such	as	 general	practice,	mental	health,	paediatrics	and	 sexual	health	

and	genitourinary	medicine,	were	well	represented	among	responders.	In	addition,	there	were	

responders	 from	 a	 wide	 range	 of	 other	 specialty	 backgrounds	 including	 oncology,	 renal	

medicine,	stroke	medicine,	geriatrics,	occupational	medicine,	orthopaedics,	infectious	diseases,	

surgery,	 anaesthetics,	 radiology	 and	 emergency	 medicine.	 Only	 one	 responder	 declared	 a	

specialist	 interest	 in	 working	 with	 refugees	 and	 asylum	 seekers.	 Three	 responders	 failed	 to	

specify	a	grade	or	a	specialty.		

The	 approximate	 response	 rate	 to	 the	 survey	 was	 20%	 (198	 HCPs	 from	 approximately	 1000	

contacted).		

	

Table	1:	Respondents	grouped	by	grade	

Grade	of	training	 Number	of	respondents.	n	
(%)	

GP	 46	(20)	
Consultant	 39	(20)	
Specialty	trainee	 79		(40)	
Foundation	 9	(5)	
Nurses/AHP	 22	(11)	
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Unknown	 3	(2)	
Total	 198	
	

	

Table	2:	Respondents	grouped	by	specialty		

Specialty	 Number	of	respondents	
GP	 48	(24)	
Hospital	medicine	 50	(25)	
Mental	health	 40	(20)	
Paediatrics	 16	(8)	
Other	hospital	 41	(21)	
Unknown	 3	(2)	
Total	 198	
	

	

5.2	HCPs’	understanding	of	the	definitions	of	immigration	status	

Key	findings:	

● Only	21%	 (n=41)	of	 respondents	 felt	 confident	 in	defining	 the	 terms	 “asylum	 seeker”,	

“failed	asylum	seeker”	and	“refugee”.		

● GPs	were	the	most	confident	in	their	knowledge	of	these	definitions,	whilst	foundation	

doctors	were	the	least	confident.		

● Having	previously	 treated	victims	of	 torture	did	not	 increase	 individuals’	confidence	 in	

defining	different	groups.	

	

Of	 198	 respondents,	 21%	 (n=41)	 felt	 confident	 in	 defining	 the	 terms	 “asylum	 seeker,	 “failed	

asylum	seeker”,	“economic	migrant”	and	“refugee”.	63%	(n=125)	had	some	idea	of	terminology	

but	were	not	confident,	and	16%	(n=32)	were	not	sure	of	the	differences	(figure	1).		
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Figure	1:	Responses	to	the	question	"How	confident	are	you	about	the	different	definitions	of	"refugee",	"asylum	
seeker"	and	"failed	asylum	seeker"	

	

GPs	were	most	 likely	 to	 describe	 themselves	 as	 confident	 in	 defining	 the	 difference	 between	

refugees,	asylum	seekers,	and	failed	asylum	seekers,	with	37%	(n=17)	of	GPs	saying	they	were	

confident.	Foundation	trainees	were	the	least	confident	with	definitions,	with	22%	(n=2)	being	

unsure	of	the	difference.		

	

HCPs	who	had	previously	been	involved	in	treating	victims	of	torture	were	no	more	confident	in	

their	ability	to	define	different	migrant	groups.	Approximately	one	third	(n=27)	of	respondents	

who	had	previously	treated	torture	victims	described	themselves	as	confident	whereas	another	

third	(n=24)	were	unsure	sure	of	the	difference.		

	

5.3	HCPs’	understanding	of	migrant	groups’	eligibility	for	NHS	care	

Primary	Care		

Key	findings:	
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● At	the	time	of	survey	distribution,	NHS	regulations	stated	that	refugees,	asylum	seekers,	

and	failed	asylum	seekers	were	all	eligible	for	free	primary	care.	

● Only	26%	of	respondents	(n=51)	correctly	identified	refugees,	asylum	seekers,	and	failed	

asylum	seekers	as	eligible	for	free	primary	care.	

● 62%	 (n=123)	 of	 respondents	 believed	 that	 failed	 asylum	 seekers	were	 not	 eligible	 for	

free	primary	care.	

● 28%	(n=56)	of	respondents	were	unsure	about	eligibility	for	free	primary	care	

	

Only	26%	(n=51)	of	respondents	correctly	identified	all	three	groups	as	eligible	for	free	primary	

care	(Tables	3	and	4).	GPs	were	most	likely	to	answer	correctly,	although	only	43%	of	GPs	(n=20)	

identified	refugees,	asylum	seekers,	and	failed	asylum	seekers	as	eligible	for	free	primary	care.	

Only	 13%	 (n=5)	 of	 consultants	 and	 19%	 of	 foundation	 trainees	 (n=15)	 answered	 correctly.	

Among	 specialty	 groups,	 paediatricians	 were	 the	 least	 likely	 to	 identify	 all	 three	 groups	 as	

eligible	 for	 free	 primary	 care	 (13%,	 n=2,	 table	 4).	Only	 18%	 (n=7)	 of	mental	 health	 specialists	

identified	all	three	groups	as	eligible.		

	

Table	3:	Number	of	participants	who	answered	correctly	by	training	grade.	

Training	grade	 Number	identifying	all	three	groups	as	
eligible	for	primary	care	by	grade,	n(%)	

GP	 20	(43)	
Consultants	 5	(13)	
Specialty	trainee	 15	(19)	
Foundation	trainee	 2	(22)	
Nurses/AHPs	 9	(41)	
Total	 51	(26)	
	

	

	 	



Medact	Manchester	report	 	 	October	2017	
	

18	
	

Table	4:	Number	of	participants	who	answered	correctly	by	specialty.	

Specialty	 Number	of	participants	identifying	all	three	
groups	as	eligible	for	primary	care	by	specialty,	
n(%)	

GP	 20	(42)	
Hospital	medicine	 10	(20)	
Mental	health	 7	(18)	
Other	hospital	 12	(29)	
Paediatrics	 2	(13)	
Total	 51	(26)	
	

62%	 (n=123)	 respondents	 thought	 that	 asylum	 seekers	 whose	 claims	 for	 asylum	 had	 been	

refused	by	the	Home	Office	were	not	eligible	for	free	primary	care,	whilst	refugees	and	asylum	

seekers	with	ongoing	claims	were	eligible.	Only	one	healthcare	professional	 surveyed	 thought	

that	none	of	 the	groups	was	entitled	to	 free	GP	services.	Almost	a	 third	of	 respondents	 (28%,	

n=56)	were	unsure	about	the	eligibility	of	these	groups	for	free	primary	care.		

Free	Emergency	Care		

Key	findings:	

● At	the	time	of	survey	distribution,	NHS	regulations	stated	that	refugees,	asylum	seekers,	

and	failed	asylum	seekers	were	all	eligible	for	free	emergency	care.	

● 68%	(n=128)	of	respondents	answered	correctly,	 identifying	all	three	groups	as	eligible	

for	free	emergency	health	care.	

● One	third	of	respondents	(n=60)	answered	incorrectly	and	did	not	recognise	that	failed	

asylum	seekers	are	entitled	to	free	emergency	care.		

	

Over	 two	 thirds	 (68%,	 n=128)	 of	 respondents	 identified	 all	 three	 groups	 of	 refugees,	 asylum	

seekers	and	failed	asylum	seekers	as	eligible	for	emergency	health	care	free	of	charge	(Tables	5	

and	6).	One	third	of	respondents	 (n=60,	32%)	did	not	 identify	 failed	asylum	seekers	as	eligible	

for	free	emergency	NHS	care.		
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Table	5:	Number	of	participants	stating	refugees,	asylum	seekers	and	failed	asylum	seekers	
entitled	to	free	emergency	care,	by	grade.	

	 Number	identifying	all	three	groups	as	eligible	
for	emergency	care	by	grade,	n	(%)	

GP	 36	(78)	
Consultant	 23	(59)	
Specialty	trainee	 49	(62)	
Foundation	trainee	 5	(56)	
Nurses/AHPs	 15	(68)	
Total	 128	(68)	
	

Table	6:	Number	of	participants	stating	refugees,	asylum	seekers	and	failed	asylum	seekers	
entitled	to	free	emergency	care,	by	specialty.	

Specialty	 Number	of	participants	identifying	all	three	
groups	as	eligible	for	emergency	care	by	
specialty,	n	(%)	

General	practice	 37	(77)	
Hospital	medicine	 34	(68)	
Mental	health	 23	(58)	
Other	hospital	 26	(63)	
Paediatrics	 8	(50)	
Total	 128	(68)	
	

	

Grade	 of	 training	 did	 not	 appear	 to	 impact	 ability	 to	 identify	 those	 groups	 eligible	 for	 free	

emergency	care;	knowledge	appeared	to	be	similar	between	foundation	trainees	(56%,	n=5)	and	

consultants	 (59%,	 n=23).	 	Whilst	most	GPs	 and	 hospital	 doctors	 surveyed	 knew	 that	 all	 three	

groups	 were	 eligible	 for	 free	 emergency	 care,	 only	 50%	 (n=8)	 of	 paediatricians	 answered	

correctly	(Table	6).		

	

Free	non-emergency	care	

Key	findings	

● At	 the	 time	 of	 survey	 distribution,	 NHS	 regulations	 stated	 that	 refugees	 and	 asylum	

seekers	 were	 eligible	 for	 non-emergency	 hospital	 care.	 In	 Scotland	 and	Wales,	 failed	

asylum	seekers	were	entitled	 to	 free	non-emergency	 secondary	 care.	 In	England,	only	

failed	 asylum	 seekers	 who	 received	 section	 4(2)	 support	 from	 the	 Home	 Office	 or	
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section	21	support	 from	a	 local	authority	were	entitled	 to	 free	secondary	health	care.	

Failed	 asylum	 seekers	 were	 entitled	 to	 complete	 any	 course	 of	 treatment	 already	

underway	before	their	application	was	refused,	free	of	charge.		

● 32%	 of	 respondents	 (n=59)	 were	 unsure	 which	 migrant	 groups	 were	 entitled	 to	 free	

non-emergency	NHS	care.		

● 4%	(n=7)	believed	none	of	the	groups	were	entitled	to	free	non-emergency	NHS	care.	

	

32%	 of	 respondents	 (n=60)	 said	 they	 were	 unsure	 which	 groups	 were	 entitled	 to	 free	 non-

emergency	 NHS	 care	 (Figure	 2).	 Just	 over	 half	 of	 respondents	 answered	 correctly,	 with	 56%	

(n=107)	 identifying	 refugees	and	asylum	seekers	as	eligible	 for	 free	non-emergency	NHS	care.	

Seven	(4%)	said	none	of	the	groups	were	entitled	for	free	non-emergency	care	(Figure	2).	

	

 
Figure	2:	Overall	responses	to	the	question	'which	groups	are	entitled	to	free	non-emergency	NHS	care'?	

	

41%	of	consultants	(n=16)	and	39%	(n=31)	of	specialty	doctors	were	unsure	which	groups	were	

eligible	 to	access	non-emergency	care	 (Table	7).	Rates	of	uncertainty	about	eligibility	 for	non-

emergency	 NHS	 care	 were	 high	 among	 HCPs,	 ranging	 from	 25%	 (n=10)	 for	 mental	 health	

professionals	to	44%	(n=7)	for	paediatricians	(Table	8).		
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Table	7:	Number	of	participants	unsure	which	groups	were	eligible	for	free	non-emergency	
care	by	grade	

Training	grade	 Number	of	participants	unsure	which	groups	
were	eligible	for	free	non-emergency	care	by	
grade,	n	(%)	

GP	 8	(17)	
Consultants	 16	(41)	
Specialty	trainee	 31	(39)	
Foundation	trainee	 2	(15)	
Nurses/AHPs	 3	(14)	
Total	 60	(32)	
	

Table	8:	Number	of	participants	unsure	which	groups	were	eligible	for	free	non-emergency	
NHS	care	by	specialty	

Specialty	 Number	of	participants	unsure	which	
groups	were	eligible	for	free	non-
emergency	care	by	specialty,	n	(%)	

General	practice	 8	(17)	
Hospital	medicine	 21	(42)	
Mental	health	 10	(25)	
Other	 14	(37)	
Paediatrics	 7	(44)	
Total	 60	(32)	
	

	

5.4	Identifying,	documenting	and	treating	torture		

Key	findings	

● Over	half	the	survey	respondents	(55%,	n=105)	said	they	had	treated	a	patient	with	

psychological	or	physical	effects	of	torture.	

● Only	12%	(n=23)	of	participants	were	confident	in	questioning	a	patient	about	a	

previous	episode	of	torture.	

● Nearly	a	quarter	of	participants	said	they	may	avoid	questioning	about	a	previous	

episode	of	torture	due	to	lack	of	confidence.	

● Over	a	third	of	respondents	were	not	confident	in	documenting	or	actioning	the	clinical	

signs	of	a	suspected	episode	of	torture.	
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Over	 half	 of	 respondents	 (n=105,	 55%)	 said	 they	 had	 treated	 a	 patient	with	 psychological	 or	

physical	effects	of	torture	(Figure	3).	

	

	
Figure	 3:	 Responses	 to	 the	 question	 'have	 you	 ever	 treated	 a	 patient	 with	 physical	 or	 psychological	 effects	 of	
torture?'	

	

More	 experienced	 doctors	 were	 most	 likely	 to	 have	 treated	 victims	 of	 torture,	 with	 64%	 of	

consultants	 and	 65%	 of	 GPs	 saying	 that	 they	 had	 treated	 these	 patients	 (Table	 9).	 However,	

treating	 individuals	with	psychological	or	physical	effects	of	 torture	was	not	 rare	among	other	

HCPs,	with	47%	of	specialty	doctors,	55%	of	nurses/AHPs,	and	11%	of	foundation	trainees	saying	

they	had	treated	a	torture	victim	at	some	time	(Table	9).			
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Table	9:	Participants	who	had	previously	treated	a	victim	of	torture	by	training	grade	

Training	grade	 Number	of	participants	who	had	
previously	treated	a	victim	of	torture,	
n	(%)	

GP	 30	(65)	
Consultant	 25	(64)	
Specialty	trainee	 37	(47)	
Foundation	 1	(11)	
Nurse/AHP	 12	(55)	
Total	 105	(55)	
	

Only	a	minority	of	respondents	felt	confident	questioning	a	patient	about	a	previous	episode	of	

torture.	Only	23	(12%)	said	they	were	confident	questioning	a	patient	who	had	previously	been	

tortured,	with	56%	able,	but	 less	confident	 than	normal	 (Figure	4).	Of	 the	23	respondents	 felt	

confident	 questioning	 patients	 about	 previous	 torture,	 91%	 (21	 of	 23)	 had	 previously	 been	

involved	in	caring	for	patients	known	to	be	torture	victims.	

	

	
Figure	4:	Responses	to	the	question	‘how	confident	would	you	be	 in	questioning	a	patient	on	previous	effects	of	
torture?’	

	

Over	 a	 fifth	of	 all	 respondents	 (22%,	n=43)	 said	 that	 they	did	not	 feel	 competent	questioning	

patients	 about	 previous	 torture,	 and	 so	 may	 avoid	 this.	 Foundation	 trainees	 (78%,	 n=7)	 and	

specialty	trainees	(25%,	n=20)	were	most	likely	to	avoid	asking	about	torture.		
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Confidence	rates	in	documenting	and	actioning	clinical	evidence	of	torture	were	low.	Only	19%	

(n=37)	of	 respondents	 said	 they	were	 confident	doing	 this,	with	33%	 (n=66)	 saying	 they	were	

less	confident	but	still	able,	and	36%	(n=72)	saying	they	would	not	know	how	to	document	and	

action	evidence	of	torture	(Figure	5).		

	

	
Figure	5:	Responses	to	the	question	‘how	confident	would	you	feel	documenting	and	auctioning	clinical	evidence	of	
torture?’	

	

Similarly,	 levels	 of	 confidence	 in	 documenting	 and	 acting	 on	 clinical	 evidence	of	 torture	were	

low	 across	 all	 training	 grades	 (range	 of	 ‘confident’	 responses	 from	 0-23%).	 In	 general,	 more	

experienced	 doctors	were	most	 comfortable,	 however	 only	 22%	 (n=10)	 of	 GPs,	 23%	 (n=5)	 of	

AHPs	and	21%	(n=8)	of	consultants	described	themselves	as	confident.		

	

5.5	HCPs’	training	needs	

Key	findings	

● 88%	(n=164)	of	participants	felt	they	would	benefit	from	further	training	on	issues	

surrounding	asylum	seeker	and	refugee	health		

● 79%	(n=146)	said	they	would	prefer	training	led	by	an	expert	in	the	field.		
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The	majority	of	respondents	(n=164,	88%)	said	they	felt	they	would	benefit	from	further	training	

on	issues	surrounding	asylum	seeker	and	refugee	health	(Figure	6).		

	

	
Figure	6:	Responses	 to	 the	question	 ‘do	 you	 think	 you	would	benefit	 from	 further	 training	about	 the	 rights	 and	
issues	of	asylum	seeker	and	refugee	health?’	

	

Of	 the	eight	people	who	responded	 in	 the	 ‘other’	 category,	 four	had	already	 received	specific	

training	in	this	area	and	three	said	they	rarely	or	never	saw	refugees	and	asylum	seekers	so	did	

not	 think	more	 training	was	beneficial.	Most	people	 said	 they	would	prefer	 training	 led	by	an	

expert	in	the	field	(n=146,	79%).		

6.	Discussion	
The	 aim	 of	 this	 survey	 was	 to	 explore	 healthcare	 professionals’	 current	 understanding	 of	

refugee	 and	 asylum	 seeker	 health	 issues,	 identify	 their	 training	 needs	 on	 the	 topic	 and	

determine	how	healthcare	professionals	would	like	these	training	needs	to	be	met.	By	surveying	

198	HCPs	across	a	range	of	specialities	and	grades,	this	research	has	identified	four	key	findings.	
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6.1	HCPs	have	limited	understanding	of	asylum	and	refugee	terminology	

HCPs	have	a	poor	understanding	of	the	definitions	of	these	groups.	Only	21%	of	respondents	felt	

confident	differentiating	between	the	groups	‘asylum	seeker’,	‘failed	asylum	seeker’,	‘economic	

migrant’,	 and	 ‘refugee’,	 with	 61%	 having	 only	 some	 idea	 of	 terminology.	 Though	 GPs	 rated	

themselves	most	able	to	differentiate	different	groups,	only	37%	of	this	group	felt	 ‘confident’.	

This	response	may	reflect	HCPs’	approach	to	patient	care,	which,	in	accordance	with	the	GMC’s	

‘Good	 Medical	 Practice’	 should:	 ‘treat	 patients	 and	 colleagues	 fairly	 and	 without	

discrimination’.21		

	

However,	 under	 recent	 government	 changes	 in	 NHS	 charging	 regulations,	 some	 groups	 of	

asylum	seekers	and	migrant	will	now	be	subject	to	up-front	charging	for	a	range	of	community	

and	hospital	health	services	in	England.22	Moreover,	the	legal	responsibility	for	identifying	these	

patients	now	lies	with	the	health	care	provider;	in	short,	patients	will	need	to	provide	HCPs	with	

documentation	to	prove	they	are	entitled	for	NHS	care	before	they	can	be	treated.	Aside	from	

the	deeply	problematic	moral	implications	of	a	policy	that	extends,	and	shifts,	the	role	of	HCPs	

to	 that	 of	 immigration	 officers,	 this	 research	 identifies	 practical	 difficulties	 with	 these	 new	

regulations.	Put	simply,	the	HCPs	in	our	survey	were	unclear	about	basic	terminology	that	is	key	

to	 identifying	 individuals	 subject	 to	 charging.	Considerable	 resource	 is	 likely	 to	be	 required	 to	

address	this	training	need,	to	ensure	adherence	to	the	rules	of	‘Good	Medical	Practice’	outlined	

above,	and	prevent	profiling	of	patients.		

	

6.2	HCPs	are	unclear	about	who	is	eligible	for	NHS	care	

Only	a	minority	of	respondents	were	aware	of	 the	NHS	regulations	 in	place	at	 the	time	of	 the	

survey	 regarding	 access	 to	 NHS	 care	 Only	 26%	 of	 respondents	 identified	 all	 three	 groups	 as	

being	eligible	 for	 free	primary	care	and	there	were	high	 levels	of	uncertainty	regarding	who	 is	

eligible	 for	 free	 non-emergency	 secondary	 health	 care,	 even	 amongst	 senior	 clinicians.	

Worryingly,	 32%	 of	 respondents	 were	 not	 aware	 that	 asylum	 seekers	 are	 eligible	 for	 free	

emergency	NHS	care	irrespective	of	their	immigration	status.	Of	similar	concern,	only	42%	of	GP	

respondents	 were	 aware	 that	 all	 forced	 migrants	 are	 eligible	 for	 free	 primary	 care.	 By	
																																																													
21	GMC:	Good	Medical	Practice	
22	https://www.gov.uk/guidance/nhs-entitlements-migrant-health-guide	
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highlighting	a	significant	knowledge	gap	amongst	clinicians	in	their	own	field	of	expertise,	these	

results	support	and	expand	on	the	findings	of	the	aforementioned	Doctors	of	the	World	study,	

suggesting	that	lack	of	understanding	of	NHS	eligibility	regulations	is	a	further	barrier	to	timely	

access	 to	 healthcare	 among	 these	 vulnerable	 groups.	 Further	 academic	 enquiry	 into	 the	

treatment	 of	 asylum	 seekers	 across	 a	 range	 of	 care	 settings,	 especially	 emergency	 care,	 is	

needed,	as	barriers	 to	healthcare	among	these	groups	may	 lead	to	preventable	morbidity	and	

mortality.	This	raises	important	moral	and	ethical	questions	for	HCPs	delaying	treatment	on	the	

basis	of	immigration	status.	Further	investigation	is	required	examining	whether	long-term	cost	

effects	of	delays	in	treatment	will	neutralise	any	short-term	savings	made	by	restricting	access	

to	services.	

	

6.3	NHS	HCPs	are	treating	patients	who	have	been	subject	to	torture	

Over	 half	 of	 the	 survey	 respondents	 (55%,	 n=105)	 said	 they	 had	 treated	 a	 patient	 with	

psychological	or	physical	effects	of	torture.	Torture	is	thought	to	be	common	in	asylum	seekers	

and	refugees,	 though	prevalence	varies	across	studies,	depending	on	the	definition	of	 torture,	

sampling	and	reporting	methods.23	Two	prevalence	studies	from	a	mental	health	clinic	in	Boston	

USA	identified	the	prevalence	of	torture	as	84.3%	and	86.2%	in	a	convenience	sample	of	around	

200	 asylum	 seekers.24	 Torture	 prevalence	 is	 also	 dependent	 on	 the	 country	 of	 origin	 of	 the	

asylum	 seeker	 or	 refugee;	 for	 example,	 in	 one	 study	 twice	 as	 many	 Afghan	 asylum	 seekers	

reported	torture	in	comparison	to	those	from	Iraq	(67.3%	and	30.6%	respectively).25,26		

	

																																																													
23	Kalt,	A.,	Hossain,	M.,	Kiss,	L.,	&	Zimmerman,	C.	Asylum	seekers,	violence	and	health:	A	
systematic	review	of	research	in	high-income	host	countries.	American	Journal	of	Public	
Health	2016;	103(3):	e30–42.		
24	Piwowarczyk	L.	Asylum	seekers	seeking	mental	health	services	in	the	United	States:	
clinical	and	legal	implications.	J	Nerv	Ment	Dis.	2007	Sep;	195(9):715-22	
25	Laban,	C.	J.,	Gernaat,	H.	B.,	Komproe,	I.	H.,	van	der	Tweel,	I.,	&	De	Jong,	J.	T.	
Postmigration	living	problems	and	common	psychiatric	disorders	in	Iraqi	asylum	seekers	
in	the	Netherlands.	J	Nerv	Ment	Dis.	2005;	193(12):	825-832		
26	Ichikawa,	M.,	Nakahara,	S.,	&	Wakai,	S.	Effect	of	post-migration	detention	on	mental	
health	among	Afghan	asylum	seekers	in	Japan.	Australian	and	New	Zealand	Journal	of	
Psychiatry.	2006;	40:	341-346.	
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Despite	the	high	prevalence	of	torture	amongst	asylum	seekers	and	refugees,	and	the	high	rates	

of	 clinical	 encounters	 with	 the	 victims	 of	 torture	 reported	 in	 this	 survey,	 the	 majority	 of	

respondents	did	not	describe	 themselves	 as	 confident	 in	 enquiring	 about	 torture.	Worryingly,	

23%	of	respondents	stated	that,	as	a	consequence	of	this	 lack	of	confidence,	they	might	avoid	

asking	questions	about	experiences	of	torture.	Similarly,	confidence	to	document	and	act	upon	

evidence	of	torture	was	low	across	all	specialties	and	all	grades;	only	20%	of	responders	stated	

they	 were	 ‘confident’.	 This	 lack	 of	 confidence	 in	 identifying	 victims	 of	 torture	 is	 particularly	

concerning	since	 the	changes	 in	 legislation	made	 in	August	2017	 that	mandate	 that	victims	of	

torture,	female	genital	mutilation,	and	domestic	or	sexual	violence	are	not	required	to	pay	for	

treatment	of	any	condition	caused	by	that	violence.27		The	psychological	and	physical	sequelae	

of	 torture	 can	 be	 profound,	 and	 include	 treatable	 conditions	 such	 as	 major	 depression	 and	

PTSD.28	Appropriately	documenting	verbal	accounts	and	physical	evidence	of	 torture	can	have	

life-altering	implications,	especially	for	asylum	seekers	whose	legal	right	to	remain	in	the	UK	is	

uncertain.	 The	 lack	 of	 knowledge	 and	 confidence	 highlighted	 in	 this	 survey	 has	 serious	

implications;	by	avoiding	questions	about	torture	in	high-risk	patients,	HCPs	may	deny	victims	of	

torture	their	healthcare	entitlements.	Furthermore,	they	may	hinder	an	individuals’	immigration	

application	if	the	torture	goes	unrecognised.			

	

6.4	HCPs	want	more	training	on	asylum	and	refugee	health	

The	 vast	 majority	 of	 respondents	 stated	 they	 would	 benefit	 from	 further	 training	 on	 issues	

surrounding	 asylum	 seeker	 and	 refugee	 health,	with	most	 (80%)	 preferring	 training	 led	 by	 an	

expert	 in	 the	 field.	 These	 findings	 extend	 across	 a	 broad	 range	 of	 specialties	 and	 experience.		

Despite	 a	 relative	 increase	 in	 confidence	among	more	 senior	health	professionals,	 there	 is	 an	

acceptance	of	the	need	for	education	across	the	board.	This	is	even	more	pressing	in	light	of	the	

																																																													
27	https://www.gov.uk/government/publications/guidance-on-overseas-visitors-
hospital-charging-regulations/summary-of-changes-made-to-the-way-the-nhs-charges-
overseas-visitors-for-nhs-hospital-care	
28	Steel	Z,	Chey	T,	Silove	D,	Marnane	C,	Bryant	RA,	van	Ommeren	M.	Association	of	
torture	and	other	potentially	traumatic	events	with	mental	health	outcomes	among	
populations	exposed	to	mass	conflicts	and	displacement:	a	systematic	review	and	meta-
analysis.	JAMA.	2009;	302:	537–49.	
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recent	changes	to	charging	which	place	even	more	responsibility	on	front-line	NHS	staff	to	check	

individuals’	immigration	statuses	before	providing	treatment.	These	charges	were	not	in	place	at	

the	time	this	survey	was	conducted,	but,	to	our	knowledge,	the	UK	Government	has	provided	no	

specific	training	for	HCPs	in	light	of	the	change	in	legislation.		

	

Appropriate	 training	 and	 education	 for	 staff	 determining	 who	 is,	 or	 is	 not,	 eligible	 for	 NHS	

treatment	 is	vital.	We	need	to	be	able	to	ensure	that	patients	are	treated	fairly,	promptly	and	

without	 discrimination	 in	 accordance	 with	 their	 human	 rights	 and	 the	 codes	 of	 practice	 that	

govern	healthcare	practice	in	this	country.	It	 is	also	imperative	that	there	are	no	inappropriate	

treatment	delays	and	or	incorrect	charging	due	to	HCPs’	lack	of	understanding	and	knowledge.	

We	need	to	ensure	the	process	of	eligibility	assessment	is	done	in	a	timely	fashion,	minimising	

the	additional	workload	for	already	overburdened	NHS	staff,	as	well	as	safeguarding	against	the	

profiling	 of	 individuals	 based	 on	 race,	 country	 of	 origin,	 religion	 or	 language,	 rather	 than	 in	

accordance	with	the	law	

7.	Limitations	
The	survey	has	a	number	of	limitations	that	should	be	considered	when	interpreting	the	results.		

	

7.1.	Sampling	method	

The	 sampling	method	was	 opportunistic,	 designed	 to	 capture	 as	many	 responses	 as	 possible	

within	 a	 limited	 timeframe	 and	 with	 limited	 resources.	 	 With	 this	 method	 we	 achieved	 a	

response	rate	of	around	20%	(198	from	approximately	1000	HCPs	contacted),	and	it	is	possible	

that	those	responding	to	the	questionnaire	acted	as	a	self-selecting	group	with	some	degree	of	

pre-existing	interest	in	the	topic.		

	

The	 numbers	 of	 respondents	 in	 grade	 and	 specialty	 sub-groups	 varied	 significantly.	

Consequently,	 the	 cross-group	 comparisons	 are	 to	 be	 interpreted	with	 caution.	 Some	 groups,	

such	as	foundation	doctors,	were	underrepresented	(5%,	n=9),	whilst	specialist	trainee	doctors	

(40%,	 n=79)	 and	 consultant	 and	 GP	 grades	 (43%,	 n=85)	 represented	 the	 majority	 of	 survey	
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respondents.	 Furthermore,	 although	 nurses	 and	 AHPs	were	 included	 in	 the	 survey,	 they	 only	

made	up	11%	(n=22)	of	responders.	

	

However,	the	primary	aim	of	this	project	was	not	to	produce	highly	powered	statistical	data,	but	

rather	to	provide	an	overview	of	HCPs’	understanding	of	the	issues	around	refugee	and	asylum	

health,	identify	gaps	in	their	knowledge	base	and	explore	avenues	for	further	research.	Thus,	if	

the	sample	did	have	a	pre-existing	interest	in	the	topic,	the	prevalence	of	such	uncertainty	when	

dealing	with	these	population	groups	in	a	healthcare	setting	is	an	important	finding.		

	

A	potential	avenue	 for	 further	work	on	 this	 topic	would	be	 the	development	of	a	 survey	with	

specific	sampling	methods	designed	to	reduce	any	self-selection	bias	and	allow	for	more	robust	

cross-specialty	 comparisons.	 These	 measures	 would	 help	 us	 to	 design	 specialty	 and	 grade-

specific	interventions	and	training	to	increase	HCPs’	understanding	and	confidence	in	this	area.		

	

7.2	Data	collection	

	We	designed	a	survey	with	concise	questions	and	multiple	choice	answers.	The	survey	has	not	

been	 independently	 validated.	 It	 can	 be	 argued	 that	 asking	 clinicians	 to	 choose	 between	

‘confident’	 and	 ‘some	 idea’	 in	 reference	 to	 an	 aspect	 of	 their	 clinical	 knowledge	 is	 not	 a	 fair	

representation	of	respondents’	real-world	knowledge	and	clinical	practice,	as	the	question	only	

measures	 the	 confidence	 they	 have	 in	 their	 ability	 to	 cite	 definitions.	 A	 more	 accurate	

knowledge	assessment	may	have	been	achieved	by	asking	participants	to	select	the	definitions	

from	a	list	of	options	or	type	them	free-text.	However,	the	chosen	survey	design	offers	two	key	

advantages.	Firstly,	it	kept	the	survey	simple	and	short,	a	key	factor	in	maximising	response	rate.	

Secondly,	it	meets	the	aims	of	the	study:	exploring	the	perspectives	of	HCPs.	Whilst	the	lack	of	

confidence	amongst	HCPs	identified	by	this	research	may	not	always	translate	to	real-world	sub-

optimal	 practice,	 it	 does	 imply	 that	 there	 is	 a	 large	 knowledge	 gap	 among	 HCPs	 about	 a	

population	they	are	caring	for,	their	legal	responsibilities,	and	entitlement	to	NHS	care	for	these	

groups	of	patients.		
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8.	Recommendations	
This	report	has	highlighted	a	significant	gap	in	HCPs’	knowledge	of	the	health	needs	of	refugees	

and	 asylum	 seekers	 and	 their	 eligibility	 for	 NHS	 care.	 This	 appears	 to	 translate	 to	 a	 lack	 of	

confidence	in	identifying	and	treating	such	patients.	In	light	of	these	findings,	and	of	the	recent	

changes	 to	 charging	 for	 NHS	 care,	Medact	Manchester	 recommends	 the	 following	 actions	 to	

increase	awareness	of	the	issues	and	encourage	better	training	for	medical	professionals.		

	

8.1 There	is	an	urgent	need	for	training	for	frontline	NHS	staff	on	the	health	needs	of	refugee	

and	asylum	seekers	and	their	eligibility	for	NHS	care.		

This	training	should	cover	five	key	areas:	

a. understanding	 the	 complex	health	needs	of	 refugees	and	asylum	seekers,	 and	

how	they	may	differ	from	the	ordinarily	resident	population;	

b. understanding	 terminology	 used	 to	 describe	 refugees	 and	 asylum	 seekers,	

including	 how	 this	 may	 change	 over	 time.	 This	 would	 require	 a	 basic	

understanding	of	the	asylum	process;	

c. exploring	 the	 moral,	 ethical,	 and	 legal,	 responsibility	 healthcare	 professionals	

have	in	assessing	individuals’	rights	to	healthcare	in	the	UK.	This	must	be	done	

in	keeping	with	professional	codes	of	practice	such	as	‘Good	Medical	Practice’;	

d. identifying	 and	 appropriately	 documenting	 evidence	 of	 torture.	 This	 should	

include	 information	 on	 signposting	 to	 groups	 experienced	 in	 dealing	 with	

refugees	and	asylum	seeker	health;	

e. we	 suggest	 this	 training	 be	provided	by	 individuals	with	 experience	 in	 dealing	

with	the	complexities	of	refugees	and	asylum	seeker	health.	This	should	include	

all	stakeholders,	and	could	include	NHS	professionals,	third	sector	organisations,	

and	members	of	the	refugee	and	asylum	seeker	community.		

	

8.2 Refugee	and	asylum	health	should	be	introduced	as	a	core	topic	in	medical	education	

	from	undergraduate	level	to	senior	level	continuing	professional	development.		

	

	



Medact	Manchester	report	 	 	October	2017	
	

32	
	

8.3 There	is	a	need	for	further	research	on	HCPs	and	refugee	and	asylum	health	in	the	UK	

Avenues	for	further	research	include:	

b. Expanding	to	look	at	HCPs	in	other	regions	of	the	UK	

c. Greater	inclusion	of	HCPs	other	than	doctors	e.g.	nursing,	midwifery,	dentistry	and	

other	AHPs	

d. Exploring	the	impact	of	the	new	legislation	on	HCPs’	understanding	of	refugee	and	

asylum	health	

	

	

	

8.4	Refugees	and	asylum	seekers	must	continue	to	receive	healthcare	in	line	with	their	human	

rights	and	the	codes	of	practice	that	govern	the	provision	of	healthcare	in	the	UK.	
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Appendix	A:	Survey	Questions	
	

Medact	Refugee	and	Asylum	Seeker	Health	Survey	

	

1. Please	enter	your	grade	and	specialty	
2. Which	groups	are	entitled	to	free	GP	services?	(Select	all	that	apply)	

a. Asylum	seekers	
b. Refugees	
c. ‘Failed’	asylum	seekers	
d. None	of	the	above	
e. Not	sure	

3. How	confident	are	you	about	the	different	definitions	of	asylum	seeker,	refugee,	‘failed’	
asylum	seeker,	and	economic	migrant?	

a. Confident	–	I	would	be	able	to	explain	the	difference	
b. Some	idea	–	I	may	need	to	revise	the	definitions	but	have	some	understanding	
c. Not	sure	of	the	difference	
d. Other	(please	specify)	

4. Which	groups	are	entitled	to	free	emergency	care?	(Select	all	that	apply)	
a. Asylum	seekers	
b. Refugees	
c. ‘Failed’	asylum	seekers	
d. None	of	the	above	
e. Not	sure	

5. Which	groups	are	entitled	to	free	non-emergency	NHS	care?	(Select	all	that	apply)	
a. Asylum	seekers	
b. Refugees	
c. ‘Failed’	asylum	seekers	
d. None	of	the	above	
e. Not	sure	

6. Have	you	ever	treated	a	patient	with	physical	or	psychological	effects	of	torture?	
a. Yes	
b. No	
c. Not	sure	

7. How	confident	would	you	feel	questioning	a	patient	about	previous	torture?	
a. Confident	–	no	different	to	normal	clinical	enquiry	
b. Less	confident	than	normal	but	still	able	
c. Not	competent	–	I	may	avoid	questions	about	previous	torture	
d. Not	sure	
e. Other	(please	specify)	

8. How	confident	would	you	feel	documenting	and	actioning	clinical	evidence	of	torture?	
a. Confident	
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b. Less	confident	than	normal	–	but	still	able	
c. I	would	not	know	how	to	document	and	action	findings	
d. Not	sure	
e. Other	(please	specify)	

9. Do	you	feel	that	you	would	benefit	from	further	training	about	the	rights	and	issues	of	
asylum	seeker	and	refugee	health?	

a. Yes	
b. No	
c. Not	sure	
d. I	would	not	have	time	
e. Other	(please	specify)	

10. What	format	of	educational	support	would	be	most	useful	to	you?	
a. Training	session	led	by	expert	in	the	field	
b. Online	educational	material	
c. Poster	or	flyer	
d. Helpline/help-email	
e. None	of	the	above	

	

Appendix	B:	Responder	Feedback	
	

Thank	you	so	much	for	taking	the	time	to	complete	the	survey.	This	will	help	us	to	see	what	

medical	professionals	already	know,	as	well	as	what	kind	of	training	might	be	useful	in	the	

future.	
We	thought	it	might	be	helpful	for	us	to	provide	the	answers	to	some	of	the	questions	asked	in	

the	survey.	So	here	you	go.	

(N.B.	If	you	would	like	us	to	email	you	a	1	page	handout	with	the	information	below	and/or	

would	like	to	join	the	Medact	Manchester	email	list,	then	please	email	

medactmanchester@gmail.com).	

	

Definitions	

According	to	the	dictionary,	a	refugee	is	simply	a	person	who	is	fleeing	their	home	for	refuge	or	

safety.	Following	the	mass	exodus	of	peoples	from	their	homes	after	WW2,	the	UN	held	several	

conventions	in	order	to	clarify	the	legal	status	of	such	people.	The	1948	Universal	Declaration	of	

Human	Rights	recognised	the	right	of	persons	to	seek	asylum	from	persecution	in	other	

countries.	The	1951	Refugee	Convention	defined	a	refugee	as:	
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A	person	who	owing	to	a	well-founded	fear	of	being	persecuted	for	reasons	of	race,	religion,	

nationality,	membership	of	a	particular	social	group	or	political	opinion,	is	outside	the	country	of	

his	nationality	and	is	unable	or,	owing	to	such	fear,	is	unwilling	to	avail	himself	of	the	protection	

of	that	country;	or	who,	not	having	a	nationality	and	being	outside	the	country	of	his	former	

habitual	residence	as	a	result	of	such	events,	is	unable	or,	owing	to	such	fear,	is	unwilling	to	

return	to	it.	

	

However,	a	person	who	arrives	in	a	new	country	and	claims	to	meet	the	above	definition	has	

not	legally	gained	‘refugee	status’	until	it	has	been	bestowed	upon	him/her	by	the	host	country.	

In	the	UK,	this	is	done	by	the	UK	Border	Agency	(UKBA).	People	who	arrive	in	this	country	have	

to	apply	to	the	UKBA	for	asylum.	When	they	do	so,	they	are	defined	as	asylum	seekers	(i.e.	

people	who	are	seeking	asylum/refugee	status).	If	the	UKBA	rejects	a	person’s	claim,	then	

he/she	is	a	failed	asylum	seeker.		

	

An	economic	migrant	is	a	person	who	has	moved	to	a	new	region	to	seek	an	improvement	in	

living	standards,	most	often	because	the	living	conditions	in	his/her	own	region	are	not	stable.1	

	

Entitlement	to	NHS	Care	

	

Asylum	seekers	are	entitled	to	free	healthcare	from	all	NHS	services	while	they	are	waiting	for	

the	outcome	of	their	asylum	application	and	appeals.	Those	whose	asylum	application	has	been	

successful	(i.e.	those	who	have	gained	refugee	status)	can	continue	accessing	all	health	care	

services	indefinitely.	

	

Those	whose	asylum	application	has	been	refused	(“failed	asylum	seekers”)	are	entitled	to	free	

primary	health	care,	emergency	treatment	in	A&E,	tests	and	treatment	for	infectious	diseases,	

family	planning,	any	treatment	for	a	physical	or	mental	condition	resulting	from	torture,	FGM,	

domestic	violence	or	sexual	violence,	NHS	dental	and	eye	care,	and	prescriptions.	Furthermore,	

any	hospital	treatment	starting	prior	to	a	person	becoming	a	“failed	asylum	seeker”	should	be	

continued	free	of	charge	until	that	person	leaves	the	UK.	
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This	means	that	failed	asylum	seekers	are	liable	to	pay	a	charge	for	any	new	access	to	hospital	

services	that	is	not	outlined	above.	However,	trusts	must	not	delay	any	treatment	deemed	

necessary	prior	to	the	person	being	sent	home,	and	can	still	provide	health	services	at	their	

discretion	to	these	patients	when	there	is	no	prospect	of	that	person	paying	for	it.		

	

Working	whether	a	person	fits	into	one	of	the	above	definitions,	or	remembering	whether	or	

not	a	person	is	entitled	to	care	is	NOT	the	responsibility	of	the	clinician.	Treating	clinicians	are	

not	obligated	to	determine	whether	individual	patients	are	eligible	for	free	non-emergency	

treatment,	or	whether	they	are	able	to	pay	for	it,	before	they	administer	treatment.	In	contrast,	

clinicians	must	follow	clear	guidance	set	out	by	the	General	Medical	Council	and	ensure	they	

make	the	care	of	the	patient	their	first	concern.	For	this	reason,	treatment	should	be	given	to	

patients	based	on	their	need,	not	their	immigration	status.		

	
1	A	growing	literature	is	finding	that	owing	to	the	ongoing	turmoil,	particularly	in	North	Africa	and	the	

Middle	East,	the	difference	between	an	economic	migrant	and	a	refugee	is	becoming	increasingly	blurred.	

This	has	led	to	the	use	of	a	new	term:	forced	migrant.	

	


