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Part C: Conclusion

This paper has examined the policy environment of Home Office efforts to enforce immigration controls
on asylum seekers and other migrants living with HIV in the UK. In the light of that policy review -

and recognising the Home Office’s duty to operate the system of immigration control established by
Parliament - we have explored options for pursuing the aim of the Destination Unknown campaign. This
is to ensure that migrants with HIV are safeguarded from forcible removal to countries where continued
antiretroviral treatment is not yet widely available and accessible.

Though only a minority of people living with HIV are at risk of removal, and the cost of their UK treatment
is a minute fraction of the NHS budget, we have seen that the threat of forcible removal is likely itself to
pose a profound risk to the viability of the Department of Health’s National Strategy for Sexual Health and
HIV.This has wide implications for NHS expenditure and public health in the UK.

The risk arises from the way Home Office enforcement of immigration rules, and community perceptions
of it, may corrode the relationship between migrant communities and official agencies or their third
sector partners. Relationships of trust and engagement between them are crucial for the holistic
approach underpinning the DH National Strategy. Growing evidence that Home Office removals policy
undermines those relationships with the UK’s African communities (Sec.5) therefore has particularly
serious implications for the National Strategy, since these are - alongside men who have sex with men -
the groups within UK population most affected by HIV.

Reviewing the UK’s global commitments to health promotion - including the Millennium Development
Goal target of universal access to HIV treatment - we found (Sec.4) that these would not in themselves
override the strong policy aims that drive Home Office policy on forced returns. But what emerges

from them is the principle of UK global responsibility which if applied consistently across the fields of
international development, health and migration - including immigration control — could strengthen UK
action in all of them.

A closer look at recent evolution of Home Office immigration enforcement policy (Sec.6) showed that,
so far from aligning itself with wider Government goals, it may put them increasingly in jeopardy. In
particular, risks it poses to the UK's HIV strategy seem to be getting steadily more severe as a tight nexus
is established between UKBA enforcement operations and agencies that play a key part in tackling HIV,
including NHS Trusts and local authorities.

Finally (Sec.7) the paper turned to alternative perspectives. For some migrants with HIV, human rights
law may offer protection against removal if they are parents with a child or children in the UK. It has also
overturned removal decisions for a few single adult migrants living with HIV, where their illness and/or
social exclusion are so severe as to persuade the courts that they are truly ‘exceptional’ cases.

Appeals on this case-by-case basis, referring to specific features of each one, are clearly profoundly
important for the individuals concerned. What they cannot achieve is the general shift in communities’
experience of immigration control which the UK needs (above, sec.5) to clear the way for successful
implementation of its national HIV strategy. Current Home Office policy, focused on forcible removal,
seems immune to any such general challenge whether on the grounds that it lacks a firm evidence base,
or conflicts with international health commitments or with human rights principles.
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We instead propose that other Government departments and partner agencies now work positively
with the Home Office to shape ASSURE - a dedicated programme of Agreed, Safe and Sustainable
Resettlement for migrants living with HIV who have no regular status. Lifting the fear of forced removal
from their communities, such a programme (see box below) should enable the Home Office to
implement immigration control decisions in a way that fits with the Government’s wider goals for UK
public health, global health and development.

For migrants living in the UK with HIV and its challenges, the ASSURE programme would offer a
guarantee of continued treatment here unless and until they and their doctor agree that it is time for
them to return to their country of origin. At the same time it would

e meet the Home Office requirement for an orderly method of applying its immigration decisions,
building on long-established policy of the UK Government and its EU partners to give priority to
voluntary return over forced removal;

e give practical expression to wider UK aims of development and health promotion at global level,
spelt out by the Government in key policy statements from the Millenium Development Goals to its
2008 strategy Health is Global;

e lift from African communities the fear and distrust engendered by campaigns of forced expulsion;
and hence

e open the way for successful implementation of the DH National Strategy by the target date of 2011,
yielding major long-term benefits for public health in the UK

ASSURE: towards a programme of Agreed, Safe and Sustainable Resettlement
To work effectively, the ASSURE programme will need the following key features:

(a) Genuinely voluntary: The proposed ASSURE scheme can succeed only if migrants living with HIV
participate in it by their own informed choice, free of threat or sanctions. Crucially it requires a
policy commitment that, until they make this decision, HIV treatment and care will be available to
them free of charge.

(b) Country-specific: Scope for agreed resettlement must be assessed country by country.

(0) Key role for clinicians: Resettlement must be agreed and overseen by the NHS clinician(s)
responsible for UK treatment, in liaison with treatment services in countries of return and with
DFID officers engaged locally with HIV treatment and prevention. NHS resources have to be as
signed to cover costs of this vital liaison work by clinicians.

(d) Legal advice: Before deciding whether to enter the agreed resettlement programme, migrants
must have the opportunity to explore other options — such as appeal against refusal of their
asylum or immigration claim - in depth with a competent legal advisor.

(e) Collaborative approach: To build in the required range of expertise and maintain balance
between policy goals, the programme must be designed and managed by a multi-agency team,
convened by the Home Office with representation (as a minimum) from DH, DFID and the
Foreign & Commonwealth Office together with key NGOs offering relevant experience in this
field.

(f) Link to development effort: The programme should tie into DFID programmes to extend access
to HIV treatment in developing countries, especially Africa — so that the scope for migrant returns
will reflect UK success in building HIV treatment there.
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The AHPN would like to collaborate with key government departments, immigration and health experts
as well as other important partners to develop the ASSURE programme and thereby facilitate a feasible
voluntary return programme for people living with HIV who are on treatment and wish to return to their
countries of origin.

An external and independent evaluation of the proposed programme is imperative. An evaluation
panel would monitor the transparency and success of the programme and consist of various external
organisations with key knowledge and expertise. The UK is not unique in hosting migrants living with
HIV and it would therefore be beneficial to establish an EU-wide monitoring system that ensures fair
policies and practice.

For the ASSURE programme to become successful there needs to be great clarity in the operation

and options available within the programme. Government officials, front-desk staff and people going
through the asylum process must be able to get a clear understanding of the programme and be
confident in the policies and guidance applied within its structure. Any applicant should be allowed to
withdraw their application at any time of the process.

In order to link the UK’s committed efforts towards global development with its domestic strategy,
participants deciding to join the programme should have an opportunity to be skilled-up prior

to returning to their country-of-origin to assure appropriate transfer of skills that can benefit the
communities they are returning to. Feasible voluntary return programmes offer a value-for-money model
of international development for DfID. Following up with returnees lies at the heart of building trust and
exchanging information between the UK Government, asylum seekers living with HIV and the ASSURE
programme.

The AHPN and its member organisations are keen to offer assistance and guidance to develop the
ASSURE programme. With a strong network of African-led community based organisation in the UK, the
AHPN is able to facilitate the sign-posting of services and organisations. The proposed collaboration
would strengthen cooperative partnerships across European and African countries. The UK would be in a
unique position to guide this partnership.

We hereby welcome the opportunity to initiate the development of the ASSURE model and pursue a
dialogue with the UK government and key institutions to bring about an agreed, safe and sustainable
resettlement alternative for people living with HIV. The experiences of people affected by HIV remains
our priority and their health and rights must remain core to any future policies on return to countries of
origin.
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Annex A

Migrant population in the UK, HIV and NHS costs 2007/08
Source

The most up-to-date guide to the UK’s migrant population - so far as it can be identified in official data

- is Office of National Statistics, Population by country of birth and nationality 2008.%* This source presents
estimates based on returns from the Annual Population Survey (APS) over the year to March 2008,
subject to a margin of possible error since this is a sample survey. In this period 2007/08, according to its
estimates

e total UK resident population was 60.1 million

e migrants, ie. residents born outside UK, numbered 6.4 m = 10.6% of the UK total

e migrants born outside EU (27 member states) numbered 4.4 m = 7.3% of UK total.

Apart from giving aggregate figures for those from within the EU, this source identifies where migrants
were born only for those from the ‘top 60’ countries of birth - ie those for which migrant population in
the UK reaches 20,000 or more. Except for people born within the EU, therefore, any estimate of migrant
numbers by world region will be incomplete because some countries in it will fall outside the ‘top 60.

A partial figure for the UK’s migrants from Africa can, for instance, be calculated by adding up the
estimated number from major sending countries on that list. But inevitably it will miss significant
numbers of people in smaller communities (such as more recent arrivals from Francophone states).
Similarly for attempts to classify migrants’ countries of origin in economic terms such as developing or
developed, those who belong to the larger country-of-origin communities can be assigned to one of
these categories but others cannot.

With this caveat, it is nevertheless useful here to distinguish migrants - in the UK’s major migrant
communities - who are from poorer or developing countries, and also those from African states .

Migrants born in poorer countries

Migrants in the UK who came from the world’s poorer countries are defined as follows:
e rich-country migrants are those from the 26 other EU states plus USA, Canada, Australia, New
Zealand, Russia, Singapore, Japan.
e poor-country migrants are residents not born in the UK, less the rich-country group.
In 2007, with the rich-country group accounting for 40% of the UK total, poor-country migrants are
estimated to make up 60% or 3.8 m of the UK total of non-UK-born residents.

The estimate of African migrant population in the UK for 2007 is the sum of figures for all African states
in the ‘top 60’ countries (ie. from which at least 20,000 people were living in the UK). It shows 13 Africa
countries within this list, accounting for total migrant population of 963,000 in the UK that year (of all
ethnicities, thus including many white migrants). Again it is emphasised that people in smaller migrant
communities, not available at time of writing, would have to be added to arrive at a complete estimate of
the UK’s total African-born population.

Migrants living with HIV 2007 - Sub-Saharan Africa
The Health Protection Agency (HPA) does not give an HIV prevalence rate for the UK’s migrant population

as a whole. It does however give estimated HIV prevalence and diagnosis rates for 2006 by certain
major regions including Sub-Saharan Africa, in the report Testing Times on HIV and sexually transmitted

62 At http://www.statistics.gov.uk/StatBase/Product.asp?vink=15147
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infections which it published late-2007.

At time of writing, corresponding rates by world region for 2007 have not yet been published. The HPA's
summary report on HIV for 2008, published November 2008, gives aggregate rates with no breakdown
by region of origin. The only way to get a reasonably up-to-date picture of the likely number of African
migrants living with HIV in the UK, therefore, is to assume that their share in the UK’s total of HIV cases -
diagnosed and undiagnosed - remained constant between 2006 and 2007.

By 2007, on HPA estimates, some 77,000 people were living with HIV in the UK. In more than a quarter
of these cases it was undiagnosed, while 57,000 people in whom it had been diagnosed were accessing
HIV-related care.®

The Agency'’s Testing Times report the previous year suggested that about 34% of all UK residents living
with HIV in the UK in 2006 were born in Sub-Saharan Africa, of whom about two-thirds had had the
condition diagnosed. In 2007, assuming the same ratios still applied, roughly 26,000 migrants from
Sub-Saharan Africa would have been living with HIV in the UK and about 19,000 of them would have
had it diagnosed.

How many HIV-positive migrants might be ‘irregular’?

Any answer to this question will be to some extent a guess. Its starting point is the sole official attempt to
estimate the UK's unauthorised (illegal) migrant population, carried out by the Home Office in 2005 using
the ‘residual method' Referring back to Census data, this study produced a notional estimate of 430,000
irregular migrants living in the UK in April 2001 (central estimate within a possible range), or 0.7% of total
UK population at that time.®*

The only way of rolling this estimate forward to 2007, to relate it to recent information on HIV prevalence,
is to assume that the number of migrants without regular status grew over that period in line with the
UK'’s overall recorded migrant population. Total foreign-born population, recorded at 4.897 m in 2001,
rose 31 % to an estimated figure of 6.414 m in 2007.% (The latter estimate is based on Annual Population
Survey returns over the 12 months to year to March 2008). Applying this growth rate to the Home Office
notional figure for the UK’s unauthorised migrants in 2001, above, the most plausible ‘guesstimate’is that
they may have numbered [430%31.0%] or 560,000 in 2007.

In that year, the estimated total for UK residents born outside the EU was 4.375 m. Two alternative
simplifying assumptions can then be made, about how our guesstimate of irregular migrant numbers
relates to this non-EU-born population as estimated by ONS from its Annual Population Survey:
(a) all those with irregular status are included in the APS-based estimate
(b) all of them are outside it (because survey methods fail to record them).
Accordingly we have two possible figures for the proportion of non-EU migrants who might have been
irregular in 2007:

(a) irregular proportion =[0.56/4.375]1 = 12.8%

(b) irregular proportion =[0.56/(4.375+0.56)] = 11.3%

This implies a‘central guesstimate’that in 2007 about 12.0% of UK migrants were irregular.

63 Health Protection Agency, Testing Times ... (op.cit 2007) pp, 3, 28. It is emphasised that HPA estimates of prevalence and rates of HIV diagnosis, cited in this
section, are subject to wide margins of error.

64 Jo Woodbridge, Sizing the unauthorised (illegal) migrant population in the United Kingdom in 2001 (Home Office Online Report 29/05, 2005) p1 http://rds.
homeoffice.gov.uk/rds/pdfs05/rdsolr2905.pdf. ‘The Residual Method takes as its starting point the foreign-born population recorded in the UK census .. in April 2001
and then deducts an estimate of the foreign-born population here legally. The difference is an estimate of the number of unauthorised migrants in the UK.

65 For 2001see http://www.statistics.gov.uk/StatBase/Product.asp?vink=12899 (ONS, Focus on People and Migration archive data June 2004). For 2007 see ONS
Population by country of birth and nationality 2008 - fn.56 above.
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Irregular migrants and NHS care costs

For 2007 the estimated number of migrants from Sub-Saharan Africa living with HIV was about 26,000
(above). Assuming the proportion of them without leave to remain in the UK is the same as for total non-
EU migrant population, then the number of irregular migrants living with HIV among UK'’s Sub-Saharan
African population would be [26,000%*12%] or 3,100. On standard assumptions about ‘typical’ cost of HIV
treatment per patient, the likely annual cost of treating all of them would be from £31 m to £47 m.*

Actual cost would currently be only around two-thirds of these figures, given the proportion of HIV-
positive people in the UK’s African communities (as estimated by the HPA) who have not yet had the
condition diagnosed. But on the stated assumptions, £47m appears to be the maximum annual cost if all
of them were eventually to get this diagnosis and the consequent NHS care, in line with DH strategy.

For financial year 2007/08, net operating cost for the NHS is reported at £72.5 bn.%” As a proportion of
total net expenditure on the NHS in 2007/08, therefore, the maximum cost of treating HIV-positive
migrants from Sub-Saharan Africa who are living in the UK without regular status would have
been [47/72500] or about 0.06%.

66 le. assumed annual cost per patient may range from £10,000 as minimum, to £15,000 as maximum.
67 From: DH Resource Accounts 2007-08 (published October 2008) p.43 ‘Consolidated Statement of Operating Costs by Departmental Aim and Objectives for
the year ended 31 March 2008’



African HIV Policy Network | 33



African HIV Policy Network (AHPN)
New City Cloisters

196 Old Street

London EC1V 9FR

www.ahpn.org

T: +44(0)20 7017 8910
F: +44(0)20 7017 8919

Company Limited by Guarantee. Registered in England & Wales No. 3979511. Charity No.1088641



