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ACCESS & EQUITY IN THE COMMUNITY HEALTH SERVICE SYSTEM

(Paper prepared by Dr Michael Chan for the Fourth International Metropolis Conference 8-11 December 1999 Washington DC. "Role of NGOs in Community Health Care Services for Immigrants and Refugees" Workshop)

New immigrants and refugees in the United Kingdom (UK) need to be registered with the National Health Service (NHS) in order to gain access to any type of health care.

THE NATIONAL HEALTH SERVICE

The NHS, which celebrated its 50th anniversary in 1998, is the predominant provider of health care in the UK and the only source of community health services. NHS provision covers primary and community services as well as hospital care. 

The NHS has been restructured every five years since 1967. Tension between increasing demand and finite resources has prompted experiments in clinical budgeting and a desire for better health service information. The NHS experienced the most significant cultural shift since its start with the introduction of the internal market outlined in the 1989 white paper, Working for patients. This passed into law as the NHS and Community Care Act 1990. The purchaser/provider split came after the establishment of the internal market. Purchasers (health authorities and some family doctors) were given budgets to buy health care from providers such as NHS Trusts (acute hospitals, organisations providing care for the mentally ill, people with learning disabilities and the elderly and ambulance services). The first wave of 57 NHS Trusts came into being in 1991; by 1995 all hospitals in England had become part of NHS Trusts. Over the same period many family doctors were given their own budgets with which to buy health care from NHS Trusts. This was known as GP (General Practitioner) Fundholding.

With the Labour Party victory in the 1997 general elections the NHS once again began a period of upheaval. Underpinning this round of changes were the principles of consultation and partnership between different agencies delivering health care. The internal market was abolished through the Primary Care Act 1997 in April 1999 in favour of primary care commissioning groups and a new emphasis on reducing health inequalities.

As it is funded by central government from general taxation NHS care is provided free-of-charge at the point of need for all bona fide residents including new immigrants and refugees. Visitors and students on recognised college courses of less than six months are not entitled to free NHS health care. The exceptions are European Union citizens who should have filled official forms before travelling to the UK that entitle them to the health benefits of UK citizens.

PRIMARY HEALTH SERVICES

Primary care groups (PCGs) came into being on 1 April 1999. All GPs, dentists, opticians, pharmacists and practice and community nurses have become part of a PCG. The plan is that primary care groups will take over the majority of health care commissioning in England. There are 481 PCGs with patient populations ranging from 46 to 257 thousand. They are governed by PCG boards that are sub-committees of health authorities and consist of 4-7 GPs, 1-2 community or practice nurses, 1 social services representative, 1 lay member, 1 health authority non-executive director and 1 chief executive. The chair of the board is selected from the board members. 

Community Health Councils  

Set up in 1974 to give users of the health service and populations being served a voice, community health councils are funded from the national budget held by the NHS Executive. Community health councils (CHCs):

· Maintain an inquiring interest into the health care status of their resident population

· Challenge plans for substantial development or variation of services where necessary

· Hold council meetings at least once a month

· Publish an annual report.

There are usually 24 committee members drawn from the local community appointed for 4-year terms with half of the membership up for appointment every two years. The local authority appoints at least one half of membership, one third by the voluntary sector and the remainder by the NHS Executive.

CHCs have a special relationship with health authorities, who are expected to:

· Consult with CHCs on proposals for substantial variations of services

· Provide information required by CHCs to carry out their public duties

· Arrange meetings at least once a year between members of the CH|C and the authority

· Publish proposals made by the CHC in its annual report

EQUAL OPPORTUNITIES

The British government's current strategy on human resources calls for significant change in the way that equal opportunities is provided and monitored in the NHS. Key to this strategy is:

· Willingness to draw resources from all sections of the community

· Being informed and knowledgeable about the needs of different groups and communities

· Being credible with local communities and different user groups

· Effective response to diversity, disadvantage and inequality

· Being equipped to communicate effectively with diverse social groups and communities

· Being competent in building diversity and equality issues

NGOs working with immigrants and refugees can take advantage of government's equal opportunities strategy to obtain quality health care for their clients.

IMMIGRANTS AND REFUGEES IN BRITAIN

Background
Immigration has been an emotive issue in Britain and other European countries for more than 30 years. Immigrants from the Caribbean and Indian subcontinent were first welcomed to Britain after World War Two when there was a shortage of applicants for jobs in public transport and ancillary staff for the NHS. Some of these immigrants faced racism in housing and in daily life. The loss of jobs in manufacturing in the early 1970s led to unemployment in the white workforce and overt racism demonstrated by some politicians such as Enoch Powell who campaigned against further immigration of black and Asian people into Britain. Laws on immigration were tightened and these tended to restrict new immigrants from Africa, Asia and the Caribbean more than from white English-speaking countries where people had family links with Britain. 

The Race Relations Act 1976 and the Commission for Racial Equality were introduced to reduce and eliminate racism against black and Asian people. Another source of new immigrants in the 1980s and 1990s has been European Union citizens who have unrestricted entry into the UK and refugees from Eastern Europe.

Community Health Care 

Community health services in the NHS include primary care, community antenatal and postnatal care, home visits for the care of mothers and babies, follow-up of day surgery patients, mental health services and specialist care such as diabetic and hypertension clinics at primary health centres. Information about these services is normally available from community health councils and citizens advice bureaux. However they are all provided in English. The issues facing new immigrants and refugees in community health care include:

· Language barrier

· Information about the NHS

· Knowledge of social welfare benefits

· Specific health needs

· Support in the community

Advocacy: People of black and Asian backgrounds in Britain have in the past 30 years set up community organisations or NGOs to advocate for the needs of their communities that included information and access to statutory services provided by local government and the NHS. For people who are not fluent in English the language barrier is the greatest obstacle to receiving information and using health services, in particular, communicating with health professionals. Health authorities who until April 1999 were the main commissioners of services have been encouraged to adopt best practice by working in partnership with black and Asian users in order to assess their needs and provide appropriate health care. This partnership led to the formation of ethnic health forums where community advocates and NHS managers met to discuss issues. The NHS Ethnic Health Unit recommended this development during 1994-97. As a result bilingual interpreters were employed and health information produced in languages other than English.

Trained health interpreters fluent both in English and languages of Asia and Africa are now available in many NHS districts although their numbers are inadequate to meet demands made by users. They are usually based at a community centre where people not fluent in English can access their help. Most interpreters work part-time on grants provided by the health authority to local NGOs. They are mainly women, although male workers are available when culturally required by clients. They are trained in health vocabulary and have a thorough knowledge of the NHS and local authority agencies. While servicing clients, they also provide information on common health problems orally, with leaflets and in audio and videotapes. The latter is preferred for older people who may be illiterate.

Social welfare benefits: Most refugees and some ethnic minority users of the NHS are economically poor and need to access statutory benefits such as child benefit, housing benefit and disability allowance. Therefore most trained health interpreters have contact with benefits agencies and learn about them. They also help their clients to register with other staff who help the unemployed to receive training and access jobs.

Specific health needs of ethnic communities include sickle cell disease in Africans and Caribbeans and thalassaemia in Asians and Mediterranean people. NGOs have been established to focus on these diseases, providing information for communities at risk and drawing the attention of doctors and nurses to diagnosis and special treatment. These NGOs have also advocated the formation of community-based support groups to help patients and their families.  This approach has been extended to common diseases such as coronary heart disease and diabetes that are more common among people of India, Bangladesh and Pakistan than among white people, hypertension and stroke that are more common among Africans and Caribbeans and HIV/AIDS that affect immigrants from central and east Africa.

Support in the Community is crucial for new immigrants and refugees to settle in the UK. Refugees accepted by the government for settlement are cared for by local authority agencies for at least the first month. They are then expected to use the system to survive. Support groups for refugees comprise civic-minded local residents, people of similar ethnic and cultural background, local NGOs and one or two local government officials. Refugee support groups help people who have been traumatised physically and mentally to obtain relevant services and treatment. In districts where there are many refugees, the health authority or local authority have appointed outreach workers who visit them and help them to access services. The Refugee Council has given grants to people from appropriate backgrounds to help refugees in the community.

The Way Forward

The role of NGOs in the delivery of community health care in Britain is supportive and is directed to the incorporation of these services in the mainstream of the NHS and local authority. However, for most immigrants and refugees, bilingual and multilingual services are still considered as peripheral to mainstream services because they are on short-term funding and cannot meet the demands of clients. The government is committed to tackling health inequalities in its health policy. Therefore, the needs of black and Asian people and refugees must be included in this policy. NGOs that care for immigrants and refugees must constantly focus on this aspect of government policy and remind mainstream commissioners and providers of services of their responsibility.

NEW ENTRANTS TO BRITAIN AND TUBERCULOSIS

All new immigrants and refugees enter the UK mainly through airports although some can enter at sea and rail terminals connected with the European continent.

Port Medical Inspectors
Port Medical Inspectors (PMIs) are suitably qualified medical staff appointed by the Secretary of State for Health under the Immigration Act 1971. They tend to be public health physicians who are consultants in Communicable Disease Control. The work of the PMI is primarily to assist the Immigration Service, which is administered by the Home Office.

Medical Examination of Immigrants

Anyone arriving in the UK is examined at the port of entry by an Immigration Officer to assess whether they are subject to the Immigration Act 1971. In addition, the immigration officer can refer the following people to the port medical inspector for examination:

· People coming to stay permanently in the UK

· Long-stay visitors entering the UK for more than six months

· Anyone who mentions health as a reason for their visit or who may nor be able to support themselves of their family because of some medical condition

· Anyone that the immigration officer thinks looks ill 

There must be a significant threat to the public health such as tuberculosis. Therefore people coming from countries at high risk of tuberculosis are likely to be referred to the PMI for examination. Referral rates to PMIs at the three main international airports in England (London Heathrow, Gatwick and Manchester) are more than 40 per 10000 visitors per annum. 

Immigrants with suspected Tuberculosis

At Heathrow and Gatwick International Airports, visitors with suspected tuberculosis over 16 years old and not pregnant are given a chest radiograph before admission. At Manchester where there is no radiographic machine, a clinical examination is done by the PMI and the person's address in the UK including postal code is recorded. A notification is then sent to the Health Authority who will write to the visitor to attend a chest clinic for a tuberculosis check.

On receipt of the immigration notification the health authority sends a letter with a reply paid envelope to the person advising them to register with a family doctor (GP). The person is also asked for details of any children in the family so that arrangements can be made for immunisation. Everyone from countries with a high prevalence of tuberculosis is invited to attend a BCG immunisation clinic.

If there is no response to the initial letter they a re-invited to a subsequent appointment. If an immigrant has not responded to two letters one of the staff from the Infection Control and Surveillance Unit will call at their address and try to persuade them to visit the BCG clinic.

Skin testing is carried out on all people who have no evidence of a BCG scar. Occasionally someone with a scar is tested if he has symptoms or is unwell. In general, people who are referred to the Chest Clinic are put on chemoprophylaxis (usually isoniazid) as advised by the Joint Tuberculosis Committee in its Code of Practice 1994.

In Manchester about one in four immigrants do not attend the BCG clinic for screening of tuberculosis because their address is wrong or they have moved house. Of those who were screened in 1990-91, 13% needed a chest radiograph and a visit to the Chest Clinic.

For children whose parents come from the Indian subcontinent, the rate of tuberculosis when compared with white children was 25 times more when the child was born abroad and 15 times more when born in England or Wales.

Improving the Follow-up of Immigrants
The most important issue is to ensure that personal details and addresses of immigrants entering the UK are accurate to improve follow-up.

Language problems make attempts to ascertain the name and address of a contact in the UK difficult. The availability of staff who can speak the language of the immigrant at the port of entry will certainly help to overcome this communication gap. 

If NGOs are well organised and adequately funded to employ staff and pay for volunteers travel costs, they could be enlisted to contact new immigrants requiring a visit to the BCG clinic. Any follow-up of immigrants should be seen as part of an integrated plan to help improve the health of ethnic communities in the UK. 

It is likely that tuberculosis control would be better served by being incorporated into primary health care rather than being see as an appendage of the public health department.

I thank Dr Michael Painter, Consultant in Communicable Disease Control, Manchester Health Authority for his help in the preparation of this section.

Dr Michael Chan

December 1999

Dr Michael Chan is Chair of the Afiya Trust the only national NGO focused on the health of black and Asian people in Britain. Dr Chan is visiting Professor in Ethnic Health at the University of Liverpool. He was Director of the NHS Ethnic Health Unit 1994-97.

Dr Michael Chan/NGOs in Community Health Care Services for Immigrants and Refugees/8-11Dec1999


