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Report on feasibility of implementing the Breathing Space project in The Netherlands

A preliminary assessment by the members of the Dutch research team concluded that the most suitable component of the Breathing Space project for transfer to the Netherlands was the ‘Bi-Cultural Team’. The activities ‘Training and Advocacy’ and ‘Research’ are already carried out on a reasonable wide scale in the Netherlands. A Bi-Cultural Team for asylum seekers and refugees would, however, be innovative (although the use of intermediaries in mental health services is not unknown).

In July and August 2002, two Expert Meetings were held in Utrecht, attended by Rob van Dijk (Bavo RNO Group, Rotterdam), Ronald May (Altrecht, Utrecht), Wim Amptmeijer (Pharos), as well as the researchers (David Ingleby and Nina de Ruuk). At the first meeting, the Breathing Space project was critically examined with a view to seeing how useful it would be in the Dutch context, and how it might have to be adapted.

In the Manual prepared by the University of Kent, it was unclear how successful the project was in terms of reaching those in need and referring cases to the regular mental health services. It seemed that only a very few of those seen (5%) were actually referred to mental health agencies. Clarification was required on this point. (It turned out later that the percentage of referrals is actually much higher than stated, because referrals to the Medical Foundation had not been included). It was in any case clear that many clients do not go beyond the Bi-Cultural Team, raising the question of whether the team should be seen as a form of mediation (a referral agency), or a new form of service provision it its own right. Experiences in the Netherlands with similar services in general mental health care have shown a tendency for intermediaries to adopt an autonomous role and ‘hold on’ to their clients.

One source of experience on mediation is Project Apoio, set up in Rotterdam for the benefit of the Cape Verdian community. (As it happens, en evaluation of this project was been carried out for GGZ Nederland by Nina de Ruuk.) Many problems were identified in this evaluation, but the principle of the intervention remained a promising one.

In relation to the target group of asylum seekers and refugees, there are important differences between the Dutch and British contexts. The Breathing Space project was developed against the background of a large and fairly static concentration of asylum seekers and refugees in London. Specialised services are provided by the Medical Foundation and Refugee Council, but there was also a perceived need for a low-threshold, culturally sensitive, ‘one-stop’ service to refer those in need to the appropriate agencies.

In the Netherlands, asylum applications, investigations and accommodation are located in different places, spread all over the country. The majority of asylum seekers are accommodated in centres and moved around the country at the behest of the government. In these centres, the MOA functions as a gateway to the regular health and social care system. However, in the four major cities of the Randstad (Rotterdam, The Hague, Amsterdam and Utrecht) there are some 10,000 – 20,000 asylum seekers living outside the centres, and for this group a service like the ‘Bi-Cultural Team’ would definitely be useful.

These asylum seekers fall into two categories:

ZZA: zelfzorg arrangement. These are asylum seekers living self-sufficiently, renting their own accommodation.

COW: centrale opvang in woningen. This form of accommodation is organised by the COA, the agency responsible for running the accommodation centres.

Apart from these groups of asylum seekers, a bi-cultural team would also be useful for refugees with a residence permit who experience difficulties in accessing regular care provisions.

The question arose, in fact, of whether the target group should not be expanded to include all categories of immigrants. There are good arguments for this, but the possibility would have to be explored on another occasion, because the terms of reference of the current project are clearly limited to asylum seekers and refugees. In fact, there already exists a rather similar project at Parnassia (The Hague), set up for the benefit of all users from cultural or ethnic minorities: the Multicultural Team.

At the first expert meeting, the possibility was discussed of focusing the intervention on one specific group (e.g. asylum seekers and refugees from Somalia, Afghanistan or Eastern Europe). During the 1990’s Pharos had positive experiences of working with Vietnamese bi-cultural workers. It seemed desirable not to restrict the focus too much, though with a small number of workers some limitation would be inevitable. 

The project could also create opportunities for refugees to obtain work in the care sector, something which is otherwise extremely difficult to realise: Dutch health care forms a ‘labour market shelter’ (to use Eliot Freidson’s term) which is exclusive to the point of protectionism. Against this background, it seemed highly desirable to try to recruit from the target group.

The second expert meeting discussed the question of how to finance a bi-cultural team. In principle, it would have to be provided for by the regular sources of health care financing – the AWBZ national insurance system for refugees with a residence permit, and the ZRA insurance scheme (initiated in 2000) for asylum seekers. However, doubts arose about whether it would be seen as an eligible form of service provision. 

A more suitable source of finance might be the public health budgets of local authority health services, which also provide the funding for the MOA’s (‘zero-line’ referral agencies within the accommodation centres). A ‘bi-cultural team’ might run the risk of falling between two stools, because it performs both a public health function (screening, referral) and a treatment function (advice, counselling). Both the budget for public health and the financing of treatment facilities are currently under great pressure. 

The meeting decided that in all probability, it would ultimately be the GGD’s which would have to provide structural financing for a bi-cultural team. Mental health service providers might be persuaded to collaborate in such a project as stakeholders. In this model of implementation, the service would be seen as complementary to the MOA: it provides the care for asylum seekers outside the accommodation centres which the MOA provides for them within. There would be a further, practical advantage in a close relationship with the MOA, because that agency possesses asylum seekers’ medical records. 

For a bi-cultural team to also offer services to asylum seekers residing inside the accommodation centres would certainly be meaningful in terms of users’ needs, but it would be seen as a duplication of the services offered by the MOA - perhaps even as a form of ‘poaching’ on that agency’s territory.

There was, however, one possibility for obtaining finance from the ZRA scheme which finances health care for asylum seekers. The Committee for Innovative Projects (see Identification Study on the Netherlands, Chapter 3) was set up to distribute annually 1% of the total budget for asylum seekers’ mental health care, in order to stimulate the development of new interventions for this group. Within the funds currently available, a small-scale pilot project could perhaps be set up, to be financed from this source. If the experiment was successful, negotiations could later be begun with local authorities to persuade them to provide financing on a structural basis.

The meeting decided to try to organise an application to the Committee for Innovative Projects in time for the next round, which was in October. Ronald May offered to describe the project to the national meeting of regional mental health coordinators for asylum seekers, due to take place in the middle of September. We would hope to be able to obtain an expression of their support for the experiment. To this end, David Ingleby subsequently prepared a one-page project description, which was distributed to the participants in this meeting.

The main problem remaining was to find a mental health service provider willing to submit the project application, since this is a precondition of financing by the Committee for Innovative Projects.  Such an agency would have to be located in one of the four big cities, where the target group mostly resides. Ronald May agreed to investigate the response of Parnassia in The Hague and Altrecht in Utrecht. However, he warned the meeting not to expect too much enthusiasm, because it was a relatively small target group and these agencies already felt severely overworked.

After the second Expert Meeting, a concerted effort was made to find a service provider who would be prepared to submit the project application. However, the responses were unanimously negative. The most important reason for this lay in the political and policy developments taking place around asylum seekers. Because of strict new rules, the numbers of asylum seekers were shrinking rapidly; they were expected to be halved within a year. Many facilities would be closed and in particular, the ZZA and COW options would be terminated, which meant that in future, all asylum seekers would have to live in accommodation centres. At the same time, the financial squeeze affecting service providers intensified, against a background of increasing signs of economic recession. The events of 11th September only increased this atmosphere of pessimism. Because no service provider could be found who saw any future in the proposal, no project was submitted to the Committee for Innovative Projects.

To sum up, it would appear that the project was overtaken by rapid changes in the context for intervention – in particular, the sharp decline expected in the target group. It might be possible to try to promote the idea of a bi-cultural team for the general migrant population, but this would not count as a genuine innovation since there already exists a Multicultural Team in The Hague. Defining the target group as ‘asylum seekers and (recognised) refugees’ would run into the objection that Dutch policy since the mid-1990’s has been to integrate as much as possible of the care for refugees into regular service provision. 

Despite the disappointing outcome, valuable lessons were gained in this project about the complex considerations involved in transferring even the most promising interventions from one country to another.

Report on the Feasibility of Implementing the Pharos Schools Programme in the UK

The research team in the UK examined the feasibility of implementing the Pharos Schools Programmes into British schools. The Dutch research team prepared a manual on the schools programme documenting its social and political background, the theoretic framework for the programmes, the content of each programme, and ideas for the implementation of the programme in the UK. As described in the manual, Pharos developed 6 different partially complementary, programmes to be implemented in the special schools and bridge classes for newcomers in the Netherlands and Belgium. Three of these programmes were aimed at refugee children in primary school and three were made for refugee youngsters in secondary school. Some of the programmes could also be used for ‘newcomers’ in general (asylum seeker and migrant children).

The programmes were as follows:

For primary school children:

· F.C. The World (‘F.C. de Wereld’, 1998) – a teaching method for strengthening the competence of refugee children in primary education

· School as a Healer (‘De school als heelmeester’, 1998) – a training course for teachers in primary education

· Just Show Who You Are! (‘Laat maar zien wie je bent!’, 2001) – a non-verbal teaching method for strengthening the competence of refugee children in an early stage of reception

For secondary school children:

· The Refugee Lesson (‘De vluchtelingenles’, 1997) – a teaching method for groups of refugee adolescents in secondary education

· Refugee youth at school (‘Vluchtelingenjongeren op school’, 1998) – a manual for trainers of teachers in secondary education

· Welcome to school (‘Welkom op school’, 2000) – a programme for newcomers in secondary education, for class use

Following receipt of the manual, the UK researchers met with representatives of schools in Britain that had indicated that they may be interested in the implementation of these programmes. A response highlighting some of the specific challenges that would be faced by schools in Britain was prepared. In this the following comments were made:

The differences between the British education system, where refugee and children seeking asylum go to regular mainstream schools, and the Dutch system where they attend special schools is one of the most critical points to consider when evaluating the Pharos schools programmes with a view to possibly implementing them in the UK. 

The responses to the content and philosophy of the Pharos programmes have been extremely positive. Nicky Odgers an educational psychologist with the Hertfordshire LEA emphasised that: it is definitely a good idea to have structured opportunities to address some of the issues refugees have to cope with especially considering the fact that nobody talks about feelings / emotions in secondary schools in England though there are more opportunities in primary schools. She also added that working within groups, as these programmes do, provides opportunities for children to develop a sense of belonging within their new country and to establish relationships with teachers whom they felt understood them. However, based on existing research, she stressed the importance of involving locally settled peers in any such programme as external social support identified as an important protective factor includes acceptance by peers. This would help stop bullying and harassment in playgrounds and allow for relationships to build up between different groups of students. Many of the Pharos programmes, are, she adds, capable of being adapted for use by all children – not just refugee children. The other question is that of costing and time allocation. Staff training is an important aspect of the programmes and the programmes themselves are labout intensive; some needing two teachers for each session. However, detailed costings are yet to be made. 

The recently announced plan to build large accomodation centres for asylum seekers where the children are educated on site is relevant in any discussion on the implementation of Pharos in the UK. The Refugee Council’s alternative model of accomodation centres housing around 100 people where children are educated in local schools but have access to specially appointed facilitators in the accomodation centres with whom they can work is also relevant.

An initial expert group meeting was convened to consider the Dutch report and held at the Institute of Community Studies in London in July 2002. The participants included members of the Dutch research team and Bram Tuk from Pharos who is a key figure in the development of the schools programme. The meeting was chaired by Charles Watters and included Soumhya Venkatesan and Dominique Le Touze from the UK research team and a group of experts including Professor Gundara from the Institute of Education, Augustine Akinwolere from the Midlands Refugee Counciland Neil Remsbury from the National Children’s Bureau. The issues explored in the meeting included the applicability of the programme in Britain given the fact that asylum seeking children were educated in mainstream schools and were not placed in separate classes. The following further issues were raised:

· The need for organisational support towards the introduction of the programmes. The Dutch schools have support from the Pharos organisation but, at this time, British schools had no equivalent organisation to provide support and one should be identified

· The funding that would be required to implement the programmes in Britain. These would need to be assessed thoroughly and would include estimates of preparation time, space, numbers of staff required, translation of workbooks and staff training sessions.

· It was proposed that the best approach towards implementation would be to pursue this at `a grassroots level’ involving initially one or two schools and education authorities and then move towards wider implementation.

· Experts felt that the primary schools programmes would be more easily implemented.

· The possibility was raised of using spaces other than schools for the implementation of the programmes e.g. museums. 

· There was concern to ensure that those with refugee backgrounds themselves should have opportunities to facilitate the programmes.

· Experts recognised the need to involve refugees themselves in the programmes

Following the initial Expert Meeting opinions continued to be sought on the implementation of the programme in the UK and a range of experts provided further detailed comments. These included the educational consultants Jill Rutter and Bill Bolloten, Sheilagh Crowther from Gloucester Local Education Committee, Nicola Odgers an educational psychologist from Hertfordshire, and Mei May Thong from the Ethnic Minorities Achievement Service in Manchester. The research team organised a second Expert Meeting in Brussels and invited a wider range of experts from the UK and the Netherlands to address issues of implementation. 

The second expert meeting was held on January 20th 2003 at the Kent Partnership Office in Brussels. The participants at the meeting were as follows:

Participants:

Charles Watters, University of Kent (Chair)

Jan Baan, Pharos Knowledge Centre (J.B.)

Mary Blanche, Kent Social Services (M.B.)

Bill Bolloten, Consultant for new arrivals and refugees, Lewisham (B.B.)

Sheilagh Crowther, Centre for Intercultural Resources and Language Education, Gloucester (S.C.)

Nina de Ruuk, Utrecht University (N.d.R)

Joe Flynn, Ethnic Minorities Achievement Service, Manchester (J.F.)

David Ingleby, Utrecht University (D.I.)

Dominique Le Touze, University of Kent (D.L.)

Neil Remsbery, Formerly of the National Children’s Bureau (N.R.)

Glenn Page, Kent Social Services (G.P.)

Daffydd Pugh, Policy Officer, Kent Brussels Office (D.P.)

Mei May Thong, Ethnic Minorities Achievement Service, Manchester (MM.T.)

Bram Tuk, Pharos Knowledge Centre (B.T.)

Soumhya Venkatesan, University of Kent (S.V.)

The meeting included a detailed presentation from two of the programme initiators from the Netherlands Bram Tuk and Jan Bram including video material of the Dutch programme in action. The University of Kent researcher Soumhya Venkatesan provided an update on progress on implementation in the UK followed by a wide ranging discussion on the feasibility of running the programme in the UK that drew on and developed the themes identified at the previous meeting.

The discussion centred on the following themes;

· Integrated versus segregated schooling

· Dispersal and the `hyper-mobility’ of refugees

· Staff support and development

· Funding and resources

At the conclusion of the meeting participants from education authorities in Gloucester, Manchester and Kent said they wished to take the programme forward in their localities. A proposal was also put forward to initiate an email discussion group on the programme.

Conclusion

The process of implementing the Pharos programmes in the UK has made a very promising start. There has been wide ranging consultation with key service providers and experts in the UK including two expert meetings. Following the meeting in Brussels, a delegation from Manchester has visited the Netherlands to view the programmes first hand and have been impressed with the results. Kent County Council Education Department have invited Charles Watters and the Pharos team to offer a presentation of their work in September with a view towards implementation in Kent schools. There has also been a strong interest in taking matters forward in Manchester. Charles Watters was invited to a meeting with representatives from the Education Department in July 03. this is to be followed up by a proposed meeting in September at the Department of Education and Skills in London. The aim is to introduce a pilot programme in schools in Manchester in January 04. 
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Conclusion

In this section of the report the authors reflect on the lessons that have been learned from the study and the implications of the research for the development and transfer of good practices in the mental health and social care of refugees in Europe. The section will consider the following topics:

· Problems and opportunities presented by the study

· The challenges faced by EU countries

· CIPA Approach

· Recommendations for the development of minimum standards in service provision

Problems and opportunities presented by the study

As noted in the introduction, this is the first study of the mental health and social care of refugees in Europe. As such, the study faced an immediate challenge in that it could not draw on previous research on this specific topic. Rather, the authors had to draw on knowledge from a wide variety of fields, including statistical data on immigration to the four selected countries and those included in the broader international report, historical and legal data on the evolution of asylum and immigration policies in the selected countries, policy documents on the development of health and social care in selected countries, interviews with selected service providers and, where practicable and appropriate, interviews with asylum seekers and refugees. 

The research process itself called attention to a general absence of specific data on the mental health and social care of refugees.  In each country there were notable absences in information and policy development. In the UK, for example, there is substantial evidence of research and policy developments in relation to `black and minority ethnic groups’ and numerous official exhortations to improve services to this group. However, the emphasis here is largely on settled communities in the UK and there are few references to the needs of asylum seekers and refugees in the most prominent policy documents. There were further challenges in relation to the provision of basic information on the use of mental health services by refugees. Monitoring tended to be virtually non-existent, as in Portugal and Spain, or composed of broad ethnic categorisations, as in the Netherlands and UK, that are of limited utility in such a diversified group. The problems here were twofold; general service monitoring did not capture the wide range of national and ethnic origins and, secondly, as ethnically based, it did not expose important legal distinctions between refugees, asylum seekers, those granted forms of humanitarian status and undocumented migrants. 

Disarmingly simple questions such as `how many refugees use your service?’ frequently led to high levels of consternation among mainstream service providers who attempted to guess or explained that monitoring systems did not accommodate this knowledge. The reference to mainstream services is of importance here because a distinction must be drawn between specialist refugees services and the general health, mental health and social care services for the general population. In each country specialist NGO’s and Refugee Councils had a vital role in terms of service provision to this group. These agencies hold specialist knowledge about asylum seekers and refugees needs and often have a crucial co-ordinating role in meeting a wide range of practical, social care and mental health needs.
However, the research draws attention to the fact that while such agencies provide important services, they normally exist in a marginal position in relation to mainstream health, mental health and social care. The latter services are normally oriented almost exclusively to the majority population and are severely limited in education and training, monitoring and research in relation to the specific needs of refugees. Consequently, in general terms, the research team noted a significant polarisation between specialist services for refugees that frequently existed in a marginal position in relation to mainstream services, and mainstream health and social care agencies that lacked knowledge and awareness of the needs of refugees. There were consequently severe challenges for specialist refugee services in attempting to offer mental health and social care services to refugees. In practical terms the establishment of such services relied on identifying mental health professionals and general practitioners within localities who were sympathetic to, and knowledgeable of, the needs of refugees and had the requisite skills and resources to address these needs. Thus mental health services for refugees normally involved partnership between a least two agencies with a commitment to the field. 

The partnerships identified in this study often made a very significant impact on the lives of refugees. Examples cited here include Breathing Space in the UK, a partnership between the Refugee Council and the Medical Foundation for the Care of Victims of Torture, Pharos in the Netherlands that originated in a merger between the Social Psychiatric Service for Refugees and the Refugee Health Care Centre set up in the Dutch Ministry of Health, and SAPPIR in Spain that grew out of a multi-disciplinary grouping of health professionals the Health Assistant Service for Immigrants and Refugees. However, while their unique institutional development is inextricably linked to their ability to offer distinctive services that cross traditional boundaries in service provision, it can also be a source of potential weakness. With the possible exception of the Dutch example, mental health and social care services for refugees are rarely structurally embedded in mainstream mental health and social care services. By this we refer to the fact that they tend to have the following characteristics:

· Their funding base is not long term and secure. These initiatives normally take the form of `special projects’, or in larger organisations forums in which a number of special projects may be developed. They are established for a finite period during which they are normally subject to an evaluation initiated by the funding body. The long term survival of special projects are thus often in doubt.

· Their development follows a `bottom up’ rather than a `top down’ approach. The projects identified in this study are typically the product of an initiative taken by an individual or group of individuals with an interest in the mental health and social care of refugees. After formulating a plan for a service, typically the group then seeks funding from a government department, an international body or charitable organisation. The group will have specialist interest in the field but may have to balance this with employment within mainstream services. Thus time may have to be divided between refugee and mainstream services e.g. a psychiatrist who has commitments to a generic local team or psychiatric hospital. Projects directed at mental health and social care are thus rarely the result of top down policy development supported by appropriate resources. This has implications for the distribution of services. Some areas have dedicated professionals who have secured resources for projects in their localities. This does not necessarily imply that these localities are the ones with the greatest level of needs. We noted that in Spain the majority of asylum seekers and refugees are based in Madrid while significant service developments in the field are recorded in Barcelona. 

In the UK some areas to which asylum seekers have been dispersed have good service infrastructures while others, with similar numbers of asylum seekers, have minimal facilities. A top down approach is necessary to ensure that there is an equitable distribution of services to areas of greatest need. 

The challenges faced by EU countries

As noted in the Introduction to the project, the authors recognise that mental health and social care services for refugees exist within institutional contexts specific to the countries that have been examined. The results have been presented within the structure of a template developed by the research team. This ensured that a complementary set of data was collected for each country. The uniformity in the basic structure of the reports also served to throw into relief significant similarities and differences between the countries. These may be summarised as follows:

· Refugees and Undocumented Migrants

For every country included in the study the issue of migration was currently prominent in political discourse and political and public debate. Within the two northern European countries, debate was often explicitly linked to perceived `problems’ relating to asylum seekers or refugees. Within the UK, for example, there was a prominent discourse stressing `inclusivity’ in relation to black and minority ethnic groups who were settled in the UK while, at the same time, there was a discourse of otherness in relation to refugees. In the southern European countries, debate was less explicitly focussed on `refugees’ and more on illegal or undocumented migrants. This mirrored the fact that, within these countries, there were relatively few asylum seekers and, of these, a very small proportion achieved refugee status. At the time of writing many EU countries are reporting a dramatic decrease in asylum applications. This is seen as a consequence of tougher border controls, more rigorous screening of applications, swifter deportation and further restrictions in welfare support. There is increasing concern that a consequence of these measures may be that people continue to enter EU countries but are disinclined to seek asylum when they arrive, thus swelling the numbers of undocumented migrants particularly in Northern Europe. It is important therefore to examine the lessons from the Southern European countries in the provision of health and social care to undocumented or `irregular migrants’. 

· Avenues of Access

In relation to the above, the researchers drew attention to important differences in the pathways through which refugees enter countries and the impact this may have on the provision of mental health and social care services. This can be appropriately referred to as the avenues of access through which refugees receive services, and these have been identified as an important area for comparative study. The countries studied drew attention to at least three avenues of access. 

The UK operated largely a dispersal system in which asylum seekers were given social support on condition that they agreed to be dispersed to areas outside of the south east of England. Areas of dispersal were often ill prepared to receive asylum seekers and the early stages of dispersal were often fraught with problems. 

However, in some areas gradually innovative approaches to service delivery emerged typically in a `bottom up’ fashion. Many of the innovations described in the report developed in this way and were the product of the vision and persistence of an individual or group of individuals with a commitment to the field. In the Netherlands most asylum seekers were more closely controlled within Accommodation Centres where specialised medical teams provide intake and referral to a range of mental health and social care services. The approach here is more uniform and systematic than in the UK, but is also, arguably, less innovative and dynamic. Since the mid-nineties, the Dutch government has actively discouraged the setting up of categorical facilities for refugees and asylum seekers, on the grounds that adequate services must be provided in the regular care system.

In Spain and Portugal the situation is again different. A significant majority of migrants enter the country clandestinely and consequently are not entitled to immediate access to health, mental health or social care. Undocumented migrants only have access to the emergency services of public hospitals. The fact that few enter through officially recognised channels also has an impact on the severe lack of information experienced by service providers who lack basic knowledge of the potential client group and migrants themselves who lack knowledge of the services that may be available. As noted in the report on Portugal, an absence of information may be seen as a serious source of stress and a threat to the well-being of this group.

· Access

The political and legal contexts of migration thus have a significant impact on access to mental health and social care services. However, the studies record also the impact of a secondary level of access. This is access through professional gatekeepers within the localities in which refugees are based. The report of the Netherlands highlights the problems that may be faced by asylum seekers who may only access the support of a specialist after going through two professional gatekeepers in the form of the MOA in the Accommodation Centre and then, subsequently, the GP in the community. The researcher points to barriers that may exist in gaining access to services through these gatekeepers arising from the latter’s lack of knowledge and cultural competence in dealing with refugee clients. This may be compounded by the refugees’ own lack of knowledge of the health care system resulting in her/his feeling `fobbed off’ by the service. In the UK dispersed refugees may be faced with a situation in which they have little knowledge of the health care system in their locality and where GP’s may feel they have neither the time, expertise and resources necessary to treat refugees. This has, on occasions, resulted in explicit decisions being made by individual GP practices not to treat refugees. Thus while entitlement to services may be present, actual access to services may not be. 

The question of access may be addressed by agencies that act as brokers or advocates for refugees. The report on Portugal identifies the critical role played by the Portuguese Refugee Council in acting as a `fundamental mediator between users and health care services’. The UK report highlights the role of Breathing Space in acting as advocates in ensuring that refugees receive an appropriate range of mental health and social care services. In each of the countries studied, and in the broader international report, advocacy was widely viewed as a vital component of good practices in mental health and social care of refugees.

CIPA Approach

On the basis of the reports findings it is concluded that, in broad terms, good practice in the mental health and social care services for refugees include the following components:

· Cultural sensitivity

· Integrated approach

· Politically aware

· Accessible

Those services that have been identified as offering good practice have combined, to a greater or lesser degree, these four components. 

Each of the examples offered in the report has attempted to offer a service that is culturally sensitive. This went beyond the cultural sensitivity, commented on in the report on Spain, that simply implies a reduction of the cultural factors to standardised diagnostic systems of classification. The form of cultural sensitivity recommended in this report refers to the development of mental health and social care services that are  knowledge-based  and reflect the cultures of the refugee groups with whom the service seeks to engage. It directly challenges mono-cultural models of service provision and seeks to develop systems of classification and treatment that reflect the problems identified by refugees themselves. The work of such services may result in the revision of categories to include `cultural bereavement’ and, on the basis of the work of the SAPPIR service in Barcelona the `Ulysses Syndrome’ resulting from the experience of migrating across the Mediterranean Sea. Cultural sensitivity also implies a recognition of the dynamic nature of cultures and is aware of cultural heterogeneity and the development of new cultural forms over time. Thus the approach seeks to avoid the stereotyping and reification of refugee cultures that has dogged the development of mental health services to refugees and minority ethnic groups. 

An integrated approach implies the integration of mental health and social care services. It involves recognition that the problems experienced by refugees are rarely appropriately differentiated into the categories of mental health or social care.

Within the post-migration context there is a crucial interrelationship between social circumstances and mental health with factors such as detention, bureaucratic processes, homelessness, poverty, loss of culture, loss of family and friends, social isolation having a discernible impact on mental health status (Silove et al., 2000). If services are to be effective they must therefore seek to identify the interplay of factors and function to ameliorate them at different levels. The services identified in this report recognised this interplay and, on some occasions, also, following Maslow, a `hierarchy of needs’ whereby it was appropriate to seek to address basic needs of, for example, food and shelter before effective treatment for mental health problems could commence fully. An integrated approach typically requires the crossing of institutional boundaries and the creation of partnerships between statutory services, intergovernmental bodies and NGO’s. 

The services examined here demonstrated that good practice must move beyond the frequently accepted criteria of being integrated and culturally sensitive. Services examined here also displayed political awareness and this was an important feature of their effectiveness. Political awareness functioned at a macro and a macro level. At a macro level this involved awareness of the situations refugees were fleeing from and developing as up to date a knowledge as possible of the volatile situations within countries of origin. It also included knowledge of the political situations in the countries refugees passed through en route to Western Europe. This included changes in laws and policies within countries developed at a national or supra national level e.g. through new EU policies. These macro changes were viewed by astute service providers, not as mere background knowledge, but as having a direct and substantial impact on the lives refugees they were supporting. Changing conditions in one country, for example, Afghanistan or Iraq, had a considerable impact on relatives and friends living there and on refugees’ perceptions of their future lives. On some occasions a host country’s perception of improving conditions led to anxieties about being forced to return to a situation in which refugees may continue to feel very unsafe. Consequently, macro level changes may have a very direct impact on the lives and mental health of refugees. 
Political awareness was also of vital importance in relation to the changing laws and policies of the host societies and the pressures that arise from public perceptions of refugees. As noted above, the living conditions and position in the asylum process have a direct bearing on mental health status in the post-migration environment. Public hostility in particular localities can greatly increase anxiety, isolation and depression. 

The fourth fundamental component of services identified here is accessibility. Access should be viewed as operating at different levels. Each of the services identified in the study were innovative in seeking to improve the access of refugees to services. They often sought to create `user friendly’ environments in which there was a celebration of multi-culturalism evident through the use of images in posters and design and, on occasions, the promoting of multi-cultural events designed to promote harmonious relations between refugees and the host communities. 
As noted in the reports it is important that policy makers draw a distinction between entitlement and access. The former is achieved by legal and policy rules and procedures. Access, however, is a less tangible and more complex phenomenon. Here we refer to access in terms of refugee clients receiving the support and treatment of mental health and social care services that meet their needs. By definition, access here is preceded by an assessment of needs that is receptive to clients own perceptions and concerns. It also recognises the importance of  various `gatekeepers’ in either facilitating or preventing access and the critical importance of training and education in this process. The UK study, for example, cited evidence of various training initiatives that sought to ensure that gatekeepers within health and social care services were appropriately trained in meeting the needs of refugees. There was also further evidence of the importance of the skills and knowledge of gatekeepers in each of the studies.

Recommendations for the Development of Minimum Standards in the Mental Health and Social Care of Refugees

Drawing on the examples examined in this study, the authors suggest that the above components are present in services offering good practice in the field. However, it is important to recognise that, at the time of writing, the EU is engaged in formulating minimum standards for the reception of asylum seekers, including asylum seekers experiencing mental health problems. 

While we would encourage services to draw on the experiences of care providers referred to in this project and ensure that all services are culturally sensitive, integrated, politically aware and accessible, we recognise that there may be limitations on the achievement of these objectives for asylum seekers in some current EU destinations. We would, however, argue on the basis of our findings that it is essential that all EU countries work towards these objectives and, as a preliminary to their full incorporation adopt the following minimum standards:

· An assessment of mental health needs is undertaken at an early stage of the asylum seekers application
· The assessment is sensitive to the particular culture and language of asylum seekers and includes interpreters and translated materials where required
· Advocacy services are available to help meet the range of mental health and social care needs asylum seekers and refugees may have
· Key service providers, including those acting as gatekeepers, receive training modules to develop their skills and awareness in dealing appropriately with this client group
· Asylum seekers and refugees are consulted about the sort of services they would find helpful 

· Mental health and social care services are responsive to the stages of the asylum process and provide support at key phases during which clients may be most vulnerable

The research has shown that there are complex local variations in the context of care provision, which lead to widely divergent solutions, but that exchange of ideas and practices can still be of great value. Those working in this field can gain new insight into their own situation by comparing it with that of others. 

The study has demonstrated that there have been significant developments in the mental health and social care of refugees across the EU. However, good practice tends to be localised and situations vary markedly from country to country, region to region and even town to town. The project has demonstrated that this is tremendous scope for fruitful exchange of good practice between localities. The authors sincerely hope that this report marks the beginning of an extensive programme of development in this field. 
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