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Chapter 1. THE CONTEXT OF INTERVENTIONS

A.  DEMOGRAPHIC
A.1) IMMIGRATION AND EMIGRATION IN HISTORICAL CONTEXT
Spain, traditionally a country of emigrants, has become a recipient country during the last decades. The reasons for this shift are due to specific circumstances, which are a consequence of the prosperity period that Spain has achieved during the last decades. Prosperity which was undreamed-of only some decades ago, when other countries were those who offered opportunities to foreign workers. Then, many sectors of the population left their houses in search of a better life away from their country of origin. During the XIX and XX century, different exodus took place in Spain. The main recipient countries were Belgium, France, Germany and the United Kingdom. One of these migrations, the one which led thousands of Spanish day-labourers to the South of France for the vintage, has lasted until recent years.

Around two million Spanish people are still living abroad, more than double of the close to one million “foreign immigrants” – residents and nationalised - living at the moment in Spain. The term “foreign immigrants” includes economic migrants, refugees and asylum-seekers. Nevertheless, it is important to highlight that in Spanish the term foreigner refers to residents coming from first world countries while the term immigrant refers to those coming from third world or developing countries, usually in precarious conditions. This study is about those who have just been defined as immigrants.

Before going on, it is necessary to note that the largest ethnic minority group living in Spain for many years is the Roma, a group which makes up 1.4% of the total population. The first Roma migratory mainstream dates from the beginning of the XV century, arriving to the Iberian Peninsula through the Pyrenees. Since their arrival this population has been expulsed constantly and resettled, eradicating any possibility of integration (San Román, 1997).  Studies on this subject are very scant.

Even though they represent the largest ethnic minority I won´t refer to them in this study because they represent a different reality from that composed by the population which has arrived during the last years as a consequence of the current political and economic world situation. 

A.1.1) European context

During the 50’s the countries of Western Europe which were devastated after WWII needed a huge amount of workers to carry out their economic reconstruction. Therefore, the migration of a mass of foreign workers, who came from southern countries such as Spain, Portugal, Italy and Turkey, was favoured. Also, those who came from the ex colonies were welcome. 

Moreover, during those years the economic and political situation in Spain under Franco’s dictatorship - forced exile - meant that more than 3 million Spaniards had to leave their country.

In the 60’s the migratory movements and the increasing process of industrialisation altered the human geography of Spain. Apart from the process of emigration to other countries, an exodus began from rural to urban areas, a phenomenon that has lasted in different degrees until now. 

Non-EU immigration in Europe kept increasing until the 1973 Oil crisis. Then the economic problems and the high rates of unemployment meant that many of the North- Western European countries started a restrictive policy before the issue of immigration. Despite this, immigration could not be stopped and this policy caused a significant change: the new immigrants became illegal and clandestine.

As a consequence of the establishment of strict controls in Northern European countries, immigrants changed their destination to Southern countries such as Spain, Portugal, Greece and Italy. These countries started to industrialise and become attractive for new immigrants. Another reason that made these countries so attractive was that they had a well-established black economy, which meant that new immigrants could find a job with little difficulty (Solé et al 2000).

It is at this time that the migration balance in Spain shifted, becoming finally an immigration country. However, this period did not last very long as the integration of these countries - Spain, Greece and Portugal - in the European Community during the 80’s meant the creation of control policies for the migratory streams. In spite of this, the situation of the labour market and the important presence of the black market were still the main reasons that made these Southern countries an ideal destination. 

As I mentioned above, when Spain really became a recipient country was during the 80’s, and it is during the 90’s that it went through a rapid growth. The fact that Spain is a popular destination is due to various reasons, concerning, among others, its geographical situation as the Southern entrance to Europe, and the specific characteristics of the Spanish labour market. According to Solé et al, the most important features of this market are the quantitative loss

of low qualified jobs in industry, the continuous decrease of jobs in agriculture, and the increase of tertiary industry
. 
A.1.2) Socio-demographic characteristics of the immigrant

According to the figures given by the Internal Affairs Ministry the number of immigrants has increased from 198,042 in 1981 to 1,109,060 in 2001 (AEE 2001). Presently, the immigrant residence rate in Spain is 2.74% (ibid) of the total population, which represents an insignificant figure if we compare it with other European countries such as England, with 4.5%.

Even though, this figure has grown very rapid during last years. We will make a brief summary about the main characteristics of the immigration collective settled in Spain through the study of socio-demographic indicators. 

1.  Sex and age
The Socio-demographic profile of the immigration in this country is still characteristic of the first stage in the migratory cycle. This first stage is distinguished by the high amount of “primo-inmigrantes”, this is, those persons who have started a migratory chain that will be continued by other immigrants – relatives, friends, etc. – in most cases. The primo-inmigrantes are usually young adults, frequently single or not accompanied by their partners, couples or other relatives (Arango, 2002). 
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Figure 1.1

                           Source: AEE 2001, Internal Affairs Ministry.

Therefore, the most extended model of immigration is the individual. This means, men who come alone in search of a job or formation and who look forward to applying for family reunification once they have settled down. 

The reasons to return to their countries of origin are the same as the ones that have motivated them to emigrate. These reasons are mainly economic and related to the family.    
However, a new tendency has been detected lately. Traditionally it has been said that men predominated in migration, but during the last years this situation has changed. Women are becoming the first income source of their families in their countries of origin and in the reception country. The high increase in the number of immigrant women is a phenomenon that has come to be called the “feminisation” of the immigration (Médicos del Mundo Annual Report, 2001). Also, it has been perceived an increase of pregnant women who are coming to give birth to their children in this country because this facilitates their application for a residence permit.

As table 1.1 shows, concerning Latin American immigration, women are already the majority (57.68%). Moreover, they outnumber male immigrants in six Autonomous Communities of Spain.

Table 1.1. Foreigners with residence permit by sex and continent of origin (%).

	Continent of origin
	Women
	Men

	European EC Area ………….

Rest of Europe ……………..

Africa ………………………..

Latin America ………………

North America ……………..

Asia …………………………

Oceania …………………….

Stateless ……………………

Unknown ……………………
	48.38

44.09

30.85

57.68

49.35

40.12

46.90

26.62

25.83
	51.62

55.91

69.15

42.32

50.65

59.88

53.10

73.38

74.17


                Source: AEE 2001, Internal Affairs Ministry
2. Nationalities
By 2001, foreign citizens with visa residence in force belonged to 185 nationalities, of which 23 represented the 83.22% of the total foreign population.

In a ranking based on countries
 the most numerous group of residents came from Morocco, and by the end of 2001 there were 234,937 Moroccans regularised in our country, which signifies an increase of 17.60% with respect to the previous year. The next country in the ranking is Ecuador with 84,699 regularised, representing an increase of 174.30% with respect to 2000. 

The Ecuadorians are the collective that has grown the most in recent years, but especially during the previous year. This sharp increase may be due to the recent covenant signed between the governments of Spain and Ecuador. According to this covenant, in order to promote the voluntary return of thousands of Ecuadorian “paperless” who were living in Spain, the governments promised to provide their flight back and to give them preferential treatment when applying for work and residence permits before March 1st 2001.  

However, four out of the five following countries in the ranking - United Kingdom, Germany, France and Portugal - are members of the European Union. Then Colombia, with 48,710 regularised in 2001, entails an increase of 97.19% with respect to the previous year.

Table 1.2. Foreigners with residence permit by continent of origin 31-12-01
	Continent/

Nationality
	TOTAL 2001
	%
	% Variation 2000/2001

	Africa
	304,149
	27.42
	16.36

	Asia
	91,552
	8.25
	26.37

	European Ec. Area
	331,352
	29.87
	6.47

	Latin America
	283,778
	25.58
	53.44

	North America
	15,020
	1.35
	-

	Oceania
	944
	0.08
	4.66

	Rest Europe
	81,170
	7.31
	66.37

	Stateless
	466
	0.04
	-17.08

	Unknown
	6209
	0.05
	38.24

	TOTAL
	1,109,060
	100
	23.82


                     Source: AEE 2001, Internal Affairs Ministry.

Thus, in a ranking based on continents, the largest group of foreigners living in Spain come from European Union countries. This data contradicts public opinion, strongly influenced by the mass media, about the supposed invasion of immigrants coming from poor countries. According to the Anuario de Extranjería 2001 (Foreign Yearbook 2001) the total number of foreigner residents who came from European countries represented 37.19% of the total foreign resident population; this means that almost 4 foreigner residents out of 10 come from European countries. 

Although we are talking mostly about an economic immigration, the colonial bonds are still a characteristic of the Spanish case. If we take as a reference the number of immigrants arriving from non-EU countries we find that six of the principal immigration groups – Morocco, Ecuador, Peru, Dominican Republic, Colombia, Cuba and Argentina - have had an historical bond with Spain. The two largest groups are Moroccans and Ecuadorians. The socio-economic problems of their countries of origin converge with the proximity of the destination: in the Moroccan case this proximity is geographical, in Ecuador’s cultural. 

Other nationalities with a minor presence, but representing an important relative increase are Nigeria, Pakistan, Bangladesh, Bosnia-Herzegovina, Bulgaria, Ukraine, Armenia and Bolivia.

Concerning that part of the population in an undocumented situation, its number is estimated at around 200,000 according to official data. This figure is calculated on the basis of those applications rejected during the last process of regularisation, in which around 600,000 applications were processed
. Other sources estimate about 300,000 or  more, the number of undocumented immigrants living in Spain. 

There exists powerful factors that generate irregularity; some of them are observed in all democratic countries but, no doubt, they are especially significant in Southern European countries due to their structure, culture, history and geography. These factors are summarised by Arango (2002) by the following: 

· Clandestine entrance

· Irregular permanence/stay

· Existence of a high labour demand

· Difficulties in hiring foreign workers due to the rigidity of the labour legislation

· Bureaucracy, the slowness in the processing and renewal of residence and work permits

· Expansion of the Black economy
· Insufficient work inspections

· Civic culture that does not confer a high priority to legality fulfilment

· Existence of unscrupulous employers that hire undocumented workers due to the advantages that this entails.  

Spain is one of the countries with the most undocumented immigrants in the European Union. The biggest section estimated are the magrebi (38% of the total) followed by the Latin-Americans (25%). Other groups in an undocumented situation with a minority presence are sub-Saharans (12%), Chinese (8%) and Eastern Europeans (8%) (Delegación de Gobierno para la Inmigracion y la Extranjería).
3.  The clandestine entrance into Spain
In recent years, the coasts of Southern Spain and the Canary Archipelago have registered a massive arrival of small, fragile crafts which hundreds of Africans use to get into Spanish territory putting their lives in danger. Some figures can give us an idea of the magnitude of this phenomenon and the dramatic situation at present.

In 1999 a total of 475 “pateras” (small craft) were detected in Cádiz, Málaga, Almería, Granada, Ceuta, Melilla and Canarias. 3,569 undocumented immigrants who came ashore were arrested. This number increased to 780 “pateras” during 2000 and there were 14,893 detentions. This is a devastating situation as the following figures reflect: 

Table 1.3. Incidents of immigrant arrivals across the Strait of Gibraltar 
	
	1999
	2000

	Shipwrecked
	30
	54

	Missing
	23
	47

	Cadaver reclaim
	29
	55

	Castaways rescued 
	387
	1037


Source: Delegación del Gobierno para la Inmigración y Extranjería.
About a third of these 14,893 immigrants were women and, in many cases, came in an advanced state of pregnancy (www.elpais.es).

In 2000 the immigrants who used this way of getting into Spain were mostly from Nigeria, Ghana and Sierra Leone, whereas in 1999 they were mostly from Magreb. 

It is expected that this method of entering Spain becomes less and less frequent as the Government puts into practice a new vigilance system for the coast of Andalucia and the Canary Islands. This new system, called SIVE (Integrated System for Exterior Vigilance), is a pioneer program in Europe to combat the entrance of illegal immigrants and prevent drug trafficking. The SIVE consists of radars and infrared cameras whose vision extends to 20 Kilometres. Although the system won’t be working fully until 2004, in the summer 2002 the watch tower was inaugurated in the Strait of Gibraltar. (El País, 14-08-02)

Another method, apart from the “patera”, used to get into Spain, is by truck or van. Usually the Mafia organises the clandestine journeys in vans and trucks which allows the immigrant to arrive to the Centre and North of the country. Moreover, the police have arrested around 300 people who tried to come to Spain by hiding inside vehicles used to transport fairground attractions during the summertime in Ceuta and Melilla.

The clandestine transport network has seen its economic benefits - that previously came from contraband and drug traffic - multiplied with this practice. This practice usually goes along with the illegal falsification of documents.

But apart from the small boats, trucks and vans, the most common way to enter the country is by plane – for those who have their documents in order for a three month stay, which can later be extended – or by bus, crossing the Pyrenees thanks to the advantages of the Schengen Pass. 

The Comisaría General de Extranjería y Documentación ( Foreign Office), together with the Police of the EU after RIO operation, outlines the following as the principal routes of entrance of immigrants into Spain, according to their origin. Whilst the Sub-Saharians would use a combination of all three ways - plane, shipment or transport by land – the Magrebí (eg. Moroccans) would be the principal customer of the “patera”; Latin-Americans and Asians use mostly the plane and, finally, Eastern Europeans come in vans or trucks (El País, 15-04-02). 

4. Geographical distribution of the immigrant population in Spain

The immigrant population in Spain is not spread in a homogeneous form. It is concentrated mainly in the following areas: Madrid, Barcelona, the Mediterranean coast and both archipelagos, the Canary Islands and the Balearics. Interior areas of Spain – apart from Madrid - together with the Cantabrian Coast hardly signify 15% of the total immigrant resident population of the country.  

Figure 1.2. Foreigners with residence permit in force 31-12-01
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Source: AEE 2001, Internal Affairs Ministry (Home Office)

In Andalucia the number of foreign residents makes up 14.17% of the total in Spain. In places near the coast the greatest number of foreigners are concentrated. Special mention should be given to cities like Málaga and Almeria where British and Moroccan residents are the largest groups respectively.  

The Canary and Balearic Archipelago represent 12.18% of the immigrant resident population, with a major presence in The Canary Islands. But the composition between both Archipelagos is very different. Whilst The Canary Islands have become a destination for those who come from the African continent, the Balearics are chosen by a significant amount of European Union citizens, mostly Germans.

In the Autonomous Communities of Valencia, Murcia and Catalonia (excluding the province of Barcelona) are concentrated 18.27% of the immigrants, and special mention should be given to the provinces of Murcia, which has experienced an increase of  39.86% 1998-1999, and Aragón, whose immigrant population has increased 42.13%  2000-2001. Teruel (Aragón) is the Spanish city which has seen the largest percentage increase, 88.69%, in 2001.

Finally, in Madrid and Barcelona, the provinces which have the highest concentration of immigrant residents in Spain: The percentage of immigrant residents in Madrid is 20.86% of the population and has seen an increase of  2.58% with respect to the previous year 1999. On the other hand, immigrant residents make up 16.80% of the population in Barcelona which has seen an increase of 16.53% over the past year. It is important to point out the importance of the density of the immigrant population in Barcelona, taking into account that Barcelona has less than half the inhabitants of Madrid. 

The composition of the immigrants on the basis of their country of origin is very different in both provinces. In the case of Madrid the largest groups are: Americans (43.18%), Europeans (27.14%), Africans (19.64%) and Asians (9.78%). In Barcelona the largest are: Africans (35.59%), Americans (27.54%), Europeans (20.59%) and Asians (16.07%). The distinct composition of both cities may be due to various factors concerning administration and language among others. Madrid has a capacity for attraction due its administration centrality.  Language also may be one of the factors that brings a greater number of Latin Americans to Madrid, as in Barcelona the Catalan
 may be perceived as an obstacle for integration.  

5. Labour situation of immigrants
The analysis of the labour trajectories of the non-EU immigrants points to a labour market strongly segmented, which places them at the lowest stratum of this structure and makes them victims of a strong discrimination. This is reflected both in access to employment as well as in the their work conditions (Solé et al, 2000). 

There are four principal areas of activity in which the immigrant population finds employment. These are agriculture, construction, catering, and domestic service. This labour market is characterised by instability, low wages, poor status and lack of regularisation. Immigrant workers have little choice because keeping their job is fundamental for the renewal of their residence permit. 

The number of immigrants affiliated to the Social Security system increased by 44% for EC immigrants and 96% for non-EC between 1998 and 2000. According to the IMSERSO, the number of foreign workers incorporated in the Social Security system before 11 January  2002 was 3.99% of the total working population. According to nationality, Morocco, Ecuador, United Kingdom, Germany, Colombia and France were the countries with the highest number of workers incorporated in the Social Security system at the beginning of the year.

On the other hand, undocumented immigrants presented a different distribution to the four activity areas.  Besides working in the areas mentioned above, it is estimated that around 27% worked in itinerant commerce (street selling), and around 19% obtained money from drug trafficking and delinquency. Also close to 20,000 made a living from prostitution.

With regard to Spain, the immigrant women who exercise prostitution come mostly from Central and Latin America, Sub-Saharan Africa, Eastern Europe and Southeast Asia. 
6.  Demographic impact of the immigrant population on Spanish society
The incorporation of the immigrant population has helped to stem an ageing population, which Spain like other European countries suffers at present. According to the UN, Spain has one of the lowest birth-rates in the world, and has had an annual population growth rate of 0.09% between 1995 and 2000. In the short term, Spain would need an immigrant labour force to be able to keep the balance between the active population and the retired. Surveys carried out by the UN, World Bank and the National Statistical Institute (INE) raised the necessity of  4 million workers in 2020, which means an annual contingent of 240,000 to 300,000 immigrants in order to stop the demographic fall (CEAR White Book on  labour insertion of Refugees and Immigrants, 2000).

The impact of immigration on those regions where immigrants have settled has caused the birth-rate curve to soar up compared with other regions which are still losing population. According to INE, 18,503 immigrant births (4.87%) balanced the demographic balance in 1999. To illustrate this point, the last Spanish Fertility survey carried out by the INE revealed that: 47% of Spanish women do not have any children while 42% of Central America women have 2 children, and more than 30% of African women have 3 or more. As a consequence, the birth rate of immigrants has helped Spain to avoid entering into a period of “negative growth”. However, nine Spanish regions have still presented these negative birth rates. 

These births may presume a high cost in the short term concerning education and health care but in the medium and long term they will have very positive consequences for all. For example, these births will balance the demography, will supply the employment demand in a rising economy and will contribute in a decisive way to the maintenance of the pension system. (El País digital, 2002). 
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Figure 1.3. Percentage of births of foreign mother with respect to total births 2001
Source: AEE 2001, Internal Affairs Ministry  (Home Office).
A.2) ASYLUM-SEEKERS AND REFUGEES: TRENDS SINCE 1970: ORIGINS AND NUMBERS

After the refugee exodus from Central European countries during World War II until 1978, Spain has been receiving refugees in a spontaneous way, coming first from communist countries such as the former USSR, Vietnam and Cuba, then from Latin American countries principally Chile, Uruguay and Argentina. Even some “Nazis” came fleeing from Germany (FISI
-INSERSO, 1997). They received social and economic assistance directly from ACNUR, Cáritas and the Red Cross and some economic support from the Government. During this period the number of refugees was very small and the first steps for their social protection started to be given.

Spain became first a country of asylum and later an immigration country. Nevertheless, there is an important lack of exact statistical data from this time and the information available is not trustworthy.    

According to re-settlement history, the first quota of refugees who arrived in Spain, since the establishment of  a democratic government, took place in December of 1979. As a consequence of ACNUR’s petition, Spain received 1000 refugees from Vietnam and Laos. After one year, and as a consequence of the problems which arose, these cases were remitted to the Red Cross who had to deal with their problems of integration and adaptation which had been caused by a lack of experience in the handling of non-Latin American refugees (ACNUR, 2002).

In the following years, Spain accepted, most of the time with ACNUR’s involvement, refugees from Cuba, Iran, Vietnam, Iraq, Bosnia, Ex-Yugoslavia, Albania and Afghanistan.

Most refugees re-settled obtained their Refugee Status, except in the case of the Iraqis in 1992 where only 25 out of 75 obtained it and the Bosnians in 1992-94, where 700 out of 1000 of the refugees did. The ex–Yugoslavians, who came in 1992, obtained a Temporary Protection Status and the Albanians in 1999 a different Status as displaced.     

Reasons for the problems which have arisen during the different re-settlements that have taken place in Spain since 1978 (ibid, 2002):

· Lack of experience on behalf of the assistance personnel

· Consequences of  the long stays of refugees in concentration camps

· False expectations / Lack of information on behalf of the refugees

· Lack of interest on behalf of the refugees who came to Spain because they had no other choice.

· Inadequate means of assistance due to the high number of refugees, and particularly, for trauma victims

· Overprotection (suffered in particular by the Bosnians)

· Important differences in relation to the level of welcome received and consequent integration in Spain in comparison with other countries.

· Co-ordination difficulties between Government Institutions and NGOs.

· Conflicts arising between people of different ethnic groups (as in the case of Serbs, Croats and Muslims) who were lodged in the same reception centres.

· Lack of translators specialised in refugees.

However, the Spanish NGO has been improving in the last years its ability to provide adequate assistance to the refugee population arriving to this country. They have specialised in working with this group (see Chapters 2 & 3).

According to ACNUR, Spain has attended positively to the urgent demands for re-settlement until 1999. Nevertheless, at the past Refugee World Day there was a demonstration by CEAR in which they criticised the fact that Spain had only accepted 17 refugees over the last three years. Although Spain does not have any specific legal regulation about re-settlement, the Asylum Law foresees the possibility of authorising the urgent move to Spain of those refugees whose life is thought to be at risk in the first asylum country (Art. 4.2. de la Aplicación del Real Decreto a la Ley de Asilo) .  

Therefore, until the mid 90’s Spain was basically a “springboard” where citizens from Iran, Iraq and Eastern European countries such as Poland or Rumania, stayed while their cases were being processed for their definitive re-settlement in other countries such as the United States, Canada, Australia and above all, Sweden. But this tendency has decreased considerably during the past decade.  Looking at the data collected with regard to the number of asylum applicants from 1984 until 2000, it has to be said that trustful statistical data concerning asylum seekers and refugees in Spain is only available from 1988, and especially, from 1992 when the Ministry for Asylum Seekers and Refugees (OAR) was established.

Table 1.4.  Number of applicants, included their relatives, from 1984 to 2001

	Period
	Number of applicants
	Period
	Number of applicants

	1984
	1,100
	1993
	12,615

	1985
	2,300
	1994
	11,992

	1986
	2,300
	1995
	5,678

	1987
	2,500
	1996
	4,730

	1988
	4,516
	1997
	4,975

	1989
	4,077
	1998
	6,764

	1990
	8,647
	1999
	8,405

	1991
	8,138
	2000
	7,926

	1992
	11,708
	2001
	9,490

	
	
	TOTAL
	117,861


Source: Data 83-91 from the Comisaría General de Documentación (C.G.D.)

                                  Data 91-00, from Anuario Estadístico de Extranjería (Internal Affairs Ministry)

 According to the Comisaría General de Documentación (Foreign Office), the distribution of these applicants by nationalities, placed Iranians and Iraqis as the majority until 1987. Then the Europeans took over from them, the biggest groups being from  Poland and Rumania. 

By 1992, Latin Americans were in first place, especially Peruvians, Dominicans and Cubans, while the Africans came third with the greatest proportion from Senegal, Angolia and Liberia. 

In 2001, Spain had 7,606 asylum applications affecting 9,490 persons. The number of asylum-seekers in 2001 increased 19.73% with respect to 2000. According to continent of origin, most asylum-seekers in 2001 are American (52.27%), followed by Africans (29.44%), Europeans (10.84%) and Asian (7.23%). Those coming from Oceania and stateless persons make up 0.22% of the total. 
[image: image5.wmf]
Figure 1.4. Asylum-seekers by continent of origin and sex 2001

                                 Source: Data obtained from  AEE 2001, Internal Affairs Ministry. ( Home Office)

In relation to gender, one should highlight that the number of men applying for asylum almost doubles that of women in the case of Latin America, and almost triples in the case of Asians.

While the Rumanians and Algerians were the two nationalities submitting the highest number of asylum applications previously, by 2000 and 2001 Colombians and Cubans were on top. Especially in 2001, the Colombians and Cubans represented more than half of the total of asylum-seekers (51.66%)
. 

By Autonomous Communities, Madrid has the highest number of applicants (73.30%). This could be explained by its closeness to central administration and the belief that the application process could take less time. Far behind Madrid are the Communities of Valencia (5.97%) and Catalonia (5.49%).

Table 1.5. Number of asylum-seekers in 2001 by Autonomous communities

	Autonomous communities
	Number of asylum-seekers
	Percentage

	Andalucía
	381
	4.01

	Aragón
	43
	0.45

	Asturias
	9
	0.09

	Baleares
	33
	0.35

	Canarias
	243
	2.56

	Cantabria
	92
	0.97

	Castilla - La Mancha
	2
	0.02

	Castilla y León
	35
	0.37

	Cataluña
	521
	5.49

	Comunidad Valenciana
	567
	5.97

	Extremadura
	8
	0.08

	Galicia
	60
	0.63

	Madrid
	6,956
	73.30

	Murcia
	15
	0.16

	Navarra
	18
	0.19

	País Vasco
	125
	1.32

	La Rioja
	32
	0.34

	Ceuta
	182
	1.92

	Melilla
	36
	038

	Applications at embassies
	132
	1.39

	TOTAL
	9,490
	100.00


                    Source: AEE 2001, Internal Affairs Ministry.( Home Office)

According to the place the application was submitted:

Table 1.6. Asylum-seekers by place of submitting the asylum application (%)

	National territory
	Border post (puesto fronterizo)
	Embassies
	TOTAL

	61.94
	36.67
	1.39
	100.00


Source: AEE 2001, Internal Affairs Ministry.
And finally, in relation with the average acceptance of applications, UNHCR has grouped the data in intervals of five years:

Table 1.7. Refugees: Average acceptance  from 1982 to 2001
	Period
	Applications submitted

(Generally excludes repeat/reopened cases)
	Recognition under the 1951 UN Convention

(First instance decisions)
	Asylum-seekers granted humanitarian status

(First instance decisions)
	Total granted refugee and humanitarian status

(Convention humanitarian status in first instance and appeal/review)
	Total granted refugee and humanitarian status

(Convention humanitarian status in first instance and appeal/review)

(%)

	1982-1986
	9,690
	1,630
	-
	1,630
	16.87

	1987-1991
	27,860
	2,380
	-
	2,380
	8.54

	1992-1996
	46,720
	2,890
	400
	3,290
	7.04

	1997-2001
	37,450
	1,350
	2,160
	3,510
	9.37


Note. These statistics do not include persons granted protection outside the individual asylum procedure (e.g. refugees granted temporary protection on a group basis), persons admitted under family reunification procedures or resettled refugees.

Source: www.unhcr.ch
 It is a fact that asking for asylum in Spain is becoming harder every time. According to Boletín Estadístico de Extranjería ( Foreign Statistical Bulletin), a half-yearly inventory for internal use in the Internal Affairs Ministry (Home Office), 3,748 asylum claims have been submitted during the first six months of 2002. Of these, only 243 were admitted, this means, only the 6.5% (El País, 19-09-02).

B. POLITICAL
B.1) MIGRATION POLICIES IN SPAIN
Spain is a parliamentary monarchy. The 1978 Constitution followed a long period of dictatorship. Since then, the country has undergone a deep transformation of government, political structure and legal framework. 

The 1978 Constitution bestows to the State the exclusive right to regulate the migratory flow, the concession of asylum to refugees, and of residence permits and nationality. Moreover, it creates the framework that guarantees the fundamental rights of  immigrants.  

The valid immigrant norm previous to 1985 was constituted by a wide collection of Laws-Decrees and lacked cohesion. Also, there were established some unique specifications within the laws which applied to foreigners of certain nationalities, and resulted from a compensation policy to benefit Spanish emigrants in former colonies, bearing in mind the historical responsibilities and the special bond that they wanted to maintain with the Hispanic Community (Forum for the Social Integration of Immigrants -INSERSO, 1997).

The 1985 Aliens Act on the Rights and Freedom of Foreigners arises as a response to the European petitions, which wanted Spain to prevent the possible avalanche of immigration that would signify this country becoming the port of entrance to Europe (Badosa & Subirats, 2002). At that time the immigration rate in Spain was 0.6% of the total population, and the immigration phenomenon was still not perceived among citizens.

The Aliens Act on the Rights and Freedoms of Foreigners became law in July 1985. Its principal characteristics were formed by a restrictive vision on fundamental rights and a strict visa policy for work, meaning that a previous offer of employment was necessary. The purpose of this was to obstruct the concession and renovation of work permits by a criteria based on the national employment situation (ibid, 2002).  

The consequence was the establishment of a permanent undocumented population pocket, a situation that came out to be untenable. This is why the Government had to accomplish a regularisation process that took place in 1991, and moreover, started to develop a contingent
 policy to regulate the entrance of new immigrant workers. The purpose was to cover all those labour posts which were not covered by the indigenous population.

According Badosa and Subirats, the situation provoked a circular/”no way out” chain that will continue throughout the immigration policy evolution of this country: regularisation, irregularisation and regularisation of immigrants. This is because the establishment of restrictive practices facilitates the fall into illegality meaning that an extraordinary regularisation process would be needed. However, after a while the same problem starts again.

As the perception of the phenomenon increased due to the volume of the immigrant population
, it became necessary to construct government policy to facilitate the social integration process of the new immigrants. The legal framework in force by that time was clearly insufficient for this purpose, and in 1996 a new Regulation was put into effect as a result of the negotiation between the Socialist Government
 and the social sectors implicated in the management of the migratory phenomenon.   

The new 1996 Regulation tried to facilitate the legal stability of those immigrants in a regular situation. Some of its major contributions were:

· legal establishment of “quotas” ,

· determination of different working permits, 

· creation of the figure of the permanent resident, 

· recognition of certain rights such as equality, education and legal assistance, 

· protection of children´s rights and 

· introduction of the family reunification permit. 

To sum up, this new Regulation was mainly positive and created a benchmark for later legal modifications.

In 1998 a process was begun to reform the 1985 Alien Law. This process was characterised by the fact that it didn’t emerge from a government proposal but from three legal proposals presented by minority groups – Izquierda Unida (IU), Convergencia i Unió (CiU) and Grupo Mixto (a coalition of minority political parties) . 

The process ended with the new Alien Act on the Rights and Freedom of Foreigners 4/2000 that was approved in July 2000. The Government announced that if they won the next elections, the reform of the recently approved law would be among its priorities. Indeed, they did win the elections and the recently approved law did not even last a year. 

The positive aspect of the 4/2000 law was the desire to face up to the problem and to integrate the documented and undocumented population. For those regularised, the law facilitated family reunification and also the attainment of a permanent residence permit without it being necessary to prove 5 years of continuous residence in the country, instead just two years. It also permitted those foreigners who had a permanent residence permit to vote in elections. For those who were in an irregular situation, it offered a new way of automatic regularisation after two years of being registered in the census on condition of having sufficient means to subsist, and also it reduced the punishment for being undocumented
. The law universalised the right to health assistance, education and free legal assistance, extending these rights to undocumented immigrants. 

However, after the Popular Party won the elections, and this time with an absolute majority. The Government started the announced reform of the 4/2000 law. The permanent increase in the number of immigrants entering Spain and the events which occurred in El Ejido
 in that same year – events that had an international repercussion - were some of the reasons for the Government’s urgency to introduce some changes. 

The reform carried out pointed to aspects concerning the sanctions/penalties and infraction system (reintroducing the expulsion for undocumented immigrants), the fight against illegal trafficking of immigrants, and the regulation of migratory flows. However, the Government’s migration policy was based on certain hypotheses that have been demonstrated false. These hypotheses concerned the existence of an impervious border, so that its policy actions focused on expulsion of illegal immigrants, establishment of quotas and bilateral agreements/treaties. 
That aspect of the reform which has been most criticised by NGOs and other organisations working with immigrants, is the criminalisation of the undocumented immigrant, because it deprives them of their collective rights and does not resolve the situation of those whose expulsion order is still waiting to be processed. One of consequences of the new law 8/2000 was, therefore, the marginalisation of the undocumented immigrant who can not be effectively expelled. A situation that has become a serious problem in the Spanish case, with around 90.000 applications rejected in 2000. The access to certain social services, such as housing support or Higher education, which were guaranteed under the former law for any immigrant independently of their administrative situation, is now limited to those who have the residence permit.   

However, the reduced integration possibilities not only affect the undocumented. Immigrants in a regular situation have now more obstacles to obtain the permanent residence permit, to apply for family reunification, and restricted rights concerning public/political participation. The permanent residence permit is obtained after a five year residence, and if at any point during those years the immigrant becomes undocumented (for example if he/she loses his/her job) he/she begins again from zero. The right for family reunification limits the number of members of the family to regroup, reintroduces the condition of presenting the previous requirements
 and does not incorporate the “administrative silence” as positive in the resolution. Finally, the new law eliminates the necessity of the establishment of democratic mechanisms to incorporate immigrants in the decision making process of local government, restricting their participation  only to those issues which affect them directly (8/2000 Art 6.2). The right to vote was restricted to foreigners with residence permits but only in local government elections (8/2000 Art 6.1).   

But the Execution Regulation of the new law softens some aspects and introduced the temporary residence permit to those who can prove a continuous residence of 3 years along with an accredited situation of rooting. To prove this root though, it is necessary to be incorporated in the labour market or to have family among foreigner or Spanish residents. Nevertheless, this situation of rooting has been suppressed during the elaboration of this report in 2002.                

However, the lack of co-ordination between the competent entities and even between the different departments of each administration was practically absolute (Badosa and Subirats, 2002). The complex distribution of jurisdictions related to immigration has meant an added problem when putting into practice the political measures for immigrant integration (Informe España 2001). The following table shows the range of agents taking part in issues of immigration.

Table 1.8. Agents involved in Migration policy

	
	Conception
	Decision
	Execution

	Chamber of Deputies
	X
	X
	

	Central Government
	X
	X
	

	Social workers, civil servants, police…
	
	
	X

	Governments,Autonomous Communities
	X
	X
	

	Local organisations
	X
	X
	X

	NGOs
	X
	
	X

	Immigrant associations
	X
	
	X


Source: Fundación Encuentro, CECS. (Informe España 2001)

These problems were tackled through the creation of the State Delegate for Migration
, together with different mechanisms of co-ordination established in the 2000 Law.

The Spanish case has recently focused its efforts on a policy which controls the migratory channels. Its basic characteristic has been the centralisation of immigration policy in the Internal Affairs Ministry. The legislative and organisational reforms reaffirm this vision since the latest reforms were those made by the former Internal Affairs Minister instead of  the minister for Labour and Social Affairs. 

For example, organisations such as “The Forum for the Social Integration of Immigrants” ( Foro), and the Permanent Immigration Observatory (OPI), which  offers updated information about immigration and asylum, have passed from the Labour and Social Affairs to the Internal Affairs Ministry

These two organisations – Foro and OPI - were set up as an initiative coming from the 1994 Interministerial Plan for Immigrant Integration.  The Plan’s aim was to act as a reference for Administration, to help Autonomous Communities and local Administration, and, finally, as a channel to facilitate the active participation of civil societies in the integration of the immigrant population. Nevertheless, this Plan, still in force, stands out for its inequality between its objectives and fields of action stated in its contents and the resources provided for its development. While the legal field has been certainly improved, hardly any new administrative and human resources have been created, and even less economic resources (Informe España 2001).

Finally, the last action, which reflects centralisation, is the GRECO
 program, the Global Regulation and Co-ordination Program for Immigration. It is directed by the Internal Affairs Ministry and represents the first Spanish initiative to tackle the immigration problem from all perspectives. 

This program strengthens the police vision of the migration phenomenon because the Internal Affairs Ministry monopolises the participation in most of the programs designed, even in those concerning Integration and Protection whose competence corresponds theoretically by nature to the Labour and Social Affairs Ministry. The following table presents the distribution by Ministries of the program’s measures planned for the period 2002-2004. 

Table 1.9. GRECO.  Principal  agents in Control vs Assistance
	
	
	CONTROL/REGULATION
	ASSISTENCE

	MINISTRIES
	GRECO TOTAL
	DESIGN AND COORDINATION
	Regulation channels
	Subtotal
	INTEGRATION
	REFUGEE PROTECTION
	Subtotal

	Internal Affairs
	41
	8
	14
	22
	11
	8
	19

	Labour and Social Affairs
	20
	7
	4
	11
	7
	2
	9

	External Affairs
	7
	3
	3
	6
	1
	0
	1

	Justice
	3
	0
	1
	1
	2
	0
	2

	Health and Consumption
	3
	0
	2
	2
	1
	0
	1

	Education, Culture and Sports
	2
	0
	0
	0
	2
	0
	2

	Public Administration
	1
	0
	1
	1
	0
	0
	0

	Autonomous Communities
	5
	1
	2
	3
	2
	0
	2


        Source: Badosa & Subirats, 2002.

One of the aspects contemplated in the GRECO program is the regulation regarding collaboration and bilateral agreements, in order to regulate the massive arrival of immigrants through the signature of covenants with their countries of origin. Labour necessities in our country are analysed to calculate the shortage of national, EC citizens and non-EC citizens with working residence permits, in order to cover the labour posts offered (GRECO, 2000). In actual fact, covenants of different modalities have been signed during 2001 with Colombia, Equator, Morocco and Dominican Republic, and during 2002 with Romania and Poland. Nevertheless, some of them have not been put into practice yet, like the covenant with Morocco, which due to a diplomatic conflict has been delayed for over a year
. Polish and Rumanians have been the most fortunate because of their preferential option to be contracted in the 2002 contingents. 

In general terms, the agreements try to establish, among other things, readily available information about work, travel and accommodation for immigrant workers and their rights and labour conditions during their stay (ibid, 2000).
However, this collection of good intentions has come up against several difficulties from the beginning. The contingent only focuses on the individual labour aspect, placing under contract/hiring workers instead of people. Also, the agreements are signed with countries that suffer significant deficiencies in their Administration and, moreover, it will not stop the attempts of getting into the country with a tourist visa (Trinidad, M. L., 2002). In fact, the reality confirms that these measures have not reduced the massive and clandestine entrance of undocumented immigrants. On the contrary, it has increased. The great amount of news appearing in El País newspaper during 2001 confirms that, since the new law was approved in January 2001, the number of illegal immigrants who have tried to enter the country has increased compared with the previous year. 
In conclusion, the positive aspect of this centralisation is the possible co-ordination between the different entities, although it seems not to have become reality. On the other hand, there are two important negative aspects coming from this situation: first, it simplifies the issue to the point of reducing it to a police matter, and secondly, as a consequence of this, it deprives the autonomous and local governments from playing a more active role if the perspective was based more on social policies.

However, the Government made public in June 2002 their intention of reforming the current Immigration law again. According to the former Minister of Labour and Social Affairs
, Juan Carlos Aparicio, the present law is not giving the expected results. Aparicio explained that the next reform should be based on the establishment of contingents and the hiring of immigrants from their countries of origin. 

The insistence for controlling migratory flows through the establishment of contingents clashes with the failure that this mechanism has shown so far. The contingent approved by the Ministry Council in December 2001 offered 10,884 steady jobs for immigrant workers. Out of this total 2,243 were assigned to domestic service and only 27 were allocated. From the 8,641 posts remaining, Spain could only offer 353 jobs (El País 10-6-02). The Government ascribes these negative results to various factors such as: an increase in the labour force due to the resolution of the different processes of regularisation, the novelty of the system itself, the delay in the setting up of the offices to attend to employers (denied by Ecuador) and the lack of adequate managerial habits in the process. Non statutory bodies criticise that this failure is due to the lack in the Government’s operative capacity for contingents and the lack of will in implementing the policies. 

The reform that the Government is considering would mean the end of any possibility to regularise the situation of those immigrants who are in the country and don’t have documents. The Executive has already implemented the denial of the documentation for rooting, independent of the time that the applicant is in the country. Also, it is trying to restrict drastically the right concerning family reunification, and to prohibit any extraordinary regularisation process (El País, 06-06.02). 

If the Executive carries on with the reform announced before December 31st 2002, it would mean a change to the Law concerning immigration within three years. This continuous cycle of policy re-making gives an idea of the extreme importance of the issue in the political agenda at present.

B.2) ASYLUM POLICIES IN SPAIN 
Since there was no legislation specifically for asylum before 1979, the majority of refugees (and immigrants) who were in Spain by that time had recourse to Law 118/1969, that offered privileged treatment concerning work permits to those who came from Latin America and the Spanish ex colonies. The former normative, which was abolished with the new law of asylum in 1984, presumed this regime to be more beneficial to them than asylum. Even though, some of them were really refugees in the sense that were victims of persecution for political reasons in their countries of origin (FISI-INSERSO, 1997).

At the end of the transition process, in 1978, Spain accepted the Geneva Convention of 1951 and  became a member of EXCOM
 (Comité Ejecutivo del Alto Comisionado) in 1994. In December of that same year 1978, the Spanish Constitution was approved and article 13.4 made reference to the right of seeking asylum in Spain. 

In 1979 the first Ministerial Order on the subject of asylum was approved. By that time,  asylum was a constitutional and international law, but still needed its legal development.

From 1978 until the late 80’s, asylum seekers were getting economic and social assistance basically from the Red Cross, while recognised refugees did from the Spanish Refugee Aid Commission (CEAR).  While Red Cross worked on the basis of a monthly monetary subsidy and a social-psychological orientation service, CEAR worked with little projects concerning the promotion of self-employment and grants (ACNUR, 2002).

During 1982, the Labour and Social Security Ministry
 started to assume officially a political commitment to give support to refugee and asylum-seeker programs. One year later, in 1983, the Social Service for Refugees, Asylum seekers and Displaced (SERAD) was created, dependent on the mentioned Ministry. It was about the first specific service for refugees, for which it was considered part of the National budget to be assigned to refugee and asylum-seeker’s support programs that would be mostly managed by NGOs (ACNUR, 2002; FISI-INSERSO, 1997). 

It was in June 1984 that the first Asylum
Law was put into effect. Taking into account the “asylum crises” in Europe this new and first asylum law presents very positive aspects giving more rights to asylum-seekers. Also, it was positive the fact that those persons whose asylum applications were rejected were not forced to leave the country but received instead a temporary residence permit, and were allowed to apply for regularisation according to the Immigration laws. 

Among the negative aspects of this Law, two of them have special importance. Firstly, the establishment of two different statuses, one for asylum seekers and one for refugees. Secondly, the fact that it does not establish a clear line about the social protection of refuges and asylum seekers (FISI-INSERSO, 1997).

The asylum was a “concession freely given by a sovereign state”, this means, that a person who does not fulfil the Geneva Convention’s requirements but whom the state conceded an equal protection to that of a refugee for reasons such as public interest or others. Its recognition had a constitutive value, while the refugee´s recognition had a declarative character according to 1951 Geneva Convention (ibid).

This statutory dualism led to ambiguity and delays. The main difference between both categories is that persecution suffered by an asylum-seeker had basically a legal/juridical nature. 

Nowadays, after the modification of the 1984 Law, the asylum seeker doesn´t differ to the refugee. At present, the term asylum refers to the protection that Spain offers to those who have been recognised as having refugee status according to 1951 Geneva Convention
.

In 1987 IMSERSO, the Institute of Migration and Social Care under the Labour and Social Security Ministry, was created and it began to take part in issues of asylum seekers and refugees. The first task assigned was to develop and manage a Reception Centre Network with Social Integration programs. In 1989, IMSERSO created the first “Reception Centres” for refugees and asylum-seekers (CAR). There exists four CAR in Spain: two in Madrid, one in Valencia and one in Seville, altogether offering a total of 396 places. The CAR are public establishments, managed directly by IMSERSO, and whose function is to provide temporary lodging, maintenance and psycho-social, urgent and primary care assistance. The main goal of these reception centres is to facilitate the social, cultural and labour insertion of this population (IMSERSO Journal Nº10, 2000). 

Usually these centres were fully occupied until around two or three months ago, when the restrictions to enter the country were hardened and less and less applications from asylum-seekers were admitted. The decline of asylum applications has intensified since March 2002 due to the requirement of a transit visa for Cubans and an entrance visa for Colombians. According to CEAR
, these measures have meant the suppression of these nationalities access to Spanish borders. The rapid decline of asylum-seekers during recent months has been noticed in CAR Vallecas, located in Madrid, where one of its workers  (unnamed for reasons of privacy) confirmed that only the 70% of the places were taken in July 2002. 

At  that time, different NGOs began to concentrate their efforts in carrying out Reception programs and tried to collect money from the IMSERSO to open more of these centres. Nowadays, the IMSERSO finances 420 places, which are being managed by various NGOs, and are located all over the country, mainly along the East Coast and central plain.

From 1988, and, above all, in 1992 with the creation of the Office of Asylum and Refugees (OAR), trustworthy and fundamental data concerning asylum seekers and refugees became available. If we have a look at table 1.4, we can appreciate the marked decline in the number of asylum-seekers from 1995. While there were 12,615 asylum-seekers in 1993 and 11,992 in 1994, these figures decrease to 5,678 in 1995. This fall is explained by the new 1994 Asylum Law.   

As was stated in the Forum for the Social Integration of Immigrants (1997) the 1984 Asylum Law was modified 10 years later mainly because of the necessity for:

· The adoption of measures to restrain the abusive utilisation of asylum by “economic migrants” 

· An accelerated procedure for inadmissible or “manifestly unfounded” asylum claims to avoid the collapse of the applications procedure and, 

· The general situation in Europe, with the worsening economic crisis and unemployment, the deterioration of the situation in Third World Countries, and the beginning of the former Yugoslavian conflict. For these reasons, Europe asked for a harmonising of the Asylum policies of all member States.

The most important changes of the new 1994 Asylum Law were: unification of the double status of asylum and refugee in the Refugee Status, the creation of a new humanitarian statute that grants temporary protection, the establishment of an accelerated procedure for admission, and the reinforcement of certain procedure guarantees
. Moreover, applicants who had been rejected would be forced to leave the country within a limited space of time.

The 1951 Geneva Convention lack of relevance to the actual world situation, where the reasons to escape are no longer limited to ideological reasons but to others such as corruption, inter-ethnic conflicts, etc, have obliged the governments to include these cases in their asylum law. 

The Spanish law mentions these cases in its 17.2 article where it contemplates a special asylum for humanitarian or public interest reasons. It is applicable for displaced, vulnerable persons, and public interest cases. The State offers a temporary protection based on the non refoulment principle, and must be renewed annually. 

There is to say that the displaced are shown as a separate entity, having a special mention in the Asylum Regulation
. It refers to those persons who have had to leave their country as a consequence of political, ethnic or religious conflicts and do not fulfil the requirements to acquire Refugee Status. Thus, a specific legal cover is created which includes their right to the same assistance as asylum seekers and refugees. They are conceded temporary residence permits, due to exceptional circumstances, and a work authorisation without taking into account national employment situation. This Status is given mostly to Colombians (ACCEM, 2002). In practise, it has the same legal consequences as the Humanitarian Status.

Nevertheless, the consequences, when all this theory has been put into practise, have been - according to the Forum for the Social Integration of Immigrants (1997) - the following:

· In addition to Convention refugee status, Spain may extend temporary protected status to displaced persons that have fled their country of origin as a result of political, religious, or ethnic conflict. Recipients of temporary protection status receive yearly residence permits for the duration of the conflict in the country of origin. They are entitled to the same social benefits as recognised refugees. However, the article 17.2 of the Law that regulates the Humanitarian Status has an unfixed nature because there are no common norms of application. The interested party is subjected to different administrative practices and, sometimes, these are contradictory. 

· The accelerated procedure for admission – established in order to eliminate those applications manifestly unfounded or abusive - is being applied with an excessive frequency. Certainly, it has existed an abuse in the application for asylum on behalf of the “economic migrants”, so that the implementation of this new procedure should be beneficial for refugees and displaced people. The Administration is now the one who’s carrying out an excessive application of inadmissibility without respecting the established guarantees. This practice is bringing about the rejection of some refugees and displaced.

· It also exists a tendency to treat in a generic way the applications that come from a specific country. There should be stricter control to accomplish an individual and personal examination of each application according to the Geneva Convention. 

· Another issue to highlight with regard to guarantees is the re-examination at the border. Considered as the maximum guarantee of the procedure, in the practise what is really decisive is the first interview and allegations. In the first moment, most persons lack minimum information and are afraid because they are surrounded by policemen and administrative personnel. The second time, they are better informed and are more confident, but this re-examination has been devalued.

The effects of the Reform could not be noticed until 1995, with the sharp fall of asylum claims. This Law represented a deep legal change in the history of asylum in Spain.

Also, since October 1996 asylum-seekers may apply for asylum at  two Spanish cities in North Africa, Ceuta and Melilla. The decision by the government is a consequence of a history of violent protests by asylum-seekers who were previously treated as clandestine immigrants and detained in the two cities.

In the same year, 1996, the Co-ordination Board between the IMSERSO and NGOs was set up. This Board has analysed and proposed new services to support immigrant groups.

Amnesty International have collected and analysed the restrictions that Spain imposes on those who flee from human rights violations, in its report “Asylum in Spain: an obstacle course” 2001. AI has detected serious barriers in accessing a fair asylum process.  Some of the barriers identified are: visa impositions on citizens coming from countries where there exists a systematic violation of human rights and where it is very difficult to get a visa
, possibility of fining transport companies which bring undocumented persons to Spain, and the establishment of documentation controls before leaving the plane

IA points out the absence of European and Spanish normative frames, and the existence of practices that could be obstructing access for many people claiming asylum. The sharp fall of asylum applications during recent years could be explained by those restrictions (AI, 2001).   

B.3) CURRENT ADMISSION PROCEDURES
B.3.1) Immigrants 
The regularisation process is governed by 4/2000 Immigration Law, which was modified, as explained before, by the 8/2000 law. There are two different application regimes: Community Regime and General Regime. 

Community Regime is that applied to members of European Union countries and is much more favourable to the applicant than the General Regime. 

According to the General Regime, someone who comes to Spain, from a non-European Union country, in search of an improvement of his/her well-being and standard of living, mainly due to economic reasons, will be able to get a temporary residence permit on the basis of the following suppositions:

1) By contingents, this is, if the immigrant is not in Spain and (s)he has a job offer that can not be occupied by any indigenous person.

2) According to family reunification requirement

3) By extraordinary processes of regularisation

4) By “arraigo”, this is, by proving a rooting situation. There are two possibilities to prove this situation:
a) Proving three years living in Spain if the immigrant has a job offer and children or Spanish parents, or if the children and parents have residence permit in this country.

b) Proving five years living in Spain if the immigrant has just a job offer

    When an undocumented immigrant marries a Spanish citizen, (s)he must prove  at least one year of living together, whether before or after the marriage, in order to have the right to apply for a residence permit as a relative. 

However, for an undocumented foreigner to get a legal job it is an arduous process, if not an impossible task. Immigrants without residence permits will be able to obtain one (apart from their regularisation derived from the contingent of 30,000 annual permits in Spain) with a pre-contract from a Spanish company; provided if the immigrant returns to his/her country of origin to get the residence and work visa in the Spanish consulate of that country. (S)he must take a risk, because everyone knows that the employer will not wait for unqualified labour (CEAR, 2002).

There exists two types of residence permit: temporary and permanent. Supposing that the foreigner fulfils the requirements mentioned above, (s)he will be able to get a temporary residence permit that lasts for one year. After this year, if (s)he still fulfils the requirements, the permit will be renewed for two years and then for two more. After five years of continuous legal residence the immigrant will obtain a permanent residence permit. To apply for nationality, ten years of continuous legal residence in the country is required for everyone except those who have refugee status, who require five years, and those coming from Latin American countries who need just two years. 

The applicant must go to the Immigration Office or the Police Station in the town where (s)he plans to reside. The residence permit application will be formalised when the application sheet has been filled out and is presented together with the required documentation. The application form is only available in Spanish but Immigration offices have interpreters
 to give support. The specific documentation required in order to apply for a residence permit for the first time is the following: 

· Valid residence visa

· Criminal record certificate

· Official medical certificate

· Except in outstanding circumstances, the applicant needs to prove sufficient means for living.

· In the case of applying for family reunification, the applicant must provide evidence of family bonds. 

If a foreigner plans to prolong their stay in Spain, (s)he must renew the documents a month before their expiration.   

B.3.2) Asylum-seekers 

The Asylum procedure is governed by the Refugee Law 5/1984, modified by the 9/1994 Law and 1995 Real Decree. Asylum-seekers can submit applications to the Ministry of Interior’s Office for Asylum and Refugees (OAR), immigration offices,  police stations at the border or within the territory, and at Spanish diplomatic and consular missions abroad. The process is divided into three stages:

First stage: Presentation of the asylum application. 

When applying, asylum-seekers must submit evidence of their identity and a “credible statement” asserting persecution along with the application form, passport or travel permit photocopy. If the solicitor is not contributing any type of personal documentation he will have to justify its omission.

The applicant receives a receipt for his/her application that needs to be accompanied by their passport. This receipt provides the authorisation for provisional residence in the country with a maximum allowed of 60 days.  

As a measure of protection, if the solicitor lacks the documentation demanded to reside in Spain, the Ministry of Internal Affairs is able to permit residence to the interested party up to the definitive resolution of the process.

The Office for Asylum and Refugees (OAR) reviews all asylum applications submitted to the regular determination procedure. UNHCR submits an opinion on the admissibility of each claim to OAR. 

As was mentioned above, Spain's 1994 asylum amendments introduced an accelerated procedure for inadmissible or "manifestly unfounded" asylum claims. Cases may be inadmissible if the person has sought or could have sought protection in a third country, if the applicant bases the claim on manifestly false or outdated information, or if the application is a mere reiteration of an earlier case denied by the Spanish authorities. The effects is the expulsion of the applicant from Spanish territory. 

Spain began implementing the Dublin Convention on 1st September 1997, a European Union (EU) agreement that designates the country responsible for adjudicating asylum claims. 

According to the UN High Commissioner for Refugees (UNHCR), the "safe third country" concept is not usually applied in itself, but is accompanied by other reasons when declaring an application inadmissible. 

Second stage: Admission to process 

It is at this stage that the figure of the asylum-seeker is created. If in the course of four days, the interested party has not been notified of non-admission, it will imply the admission of his/her request and the consequent authorisation of entry into Spanish territory. If, on the other hand, the application has been rejected, the interested party can ask for re-examination of his case within 24 hours after the resolution’s notification.

Non-admission means, in most cases, the expulsion from the country within 15 days. The person becomes immediately illegal. If the non-admission takes place at the border, entrance into the country is denied, except when the requirements to stay in Spain according to the Immigration Laws are fulfilled.

 Admission signifies the following:

1) Authorisation to stay in the country during the time of the procedure.

2) Depending on means and personal situation, the provision of accommodation.

3) The asylum-seeker who lacks economical means, (s)he will benefit from      social services, education and health, provided by local government or through NGOs, according to the budget available.

4) The time limit for the procedure is six months. After this time, if no decision has been reached, it is understood that the application has been rejected. But, if in six months the case has still not been resolved, the applicant can ask for a special authorisation to work. This authorisation differs from the regular work permit in the fact that this authorisation enables the asylum seeker to work only in the labour post that (s)he has been offered previously. This means, to apply for this authorisation, it is compulsory to have a job offer.  

Immediately before writing the resolution proposal, the interested party is invited to an audience and they are given ten days to present documents and evidence that they consider appropriate.

Third stage: Final decision
OAR forwards all admissible applications to the Inter-ministerial Commission for Asylum and Refugee Status (CIAR), which includes representatives from the ministries of foreign affairs, internal affairs, labour and social affairs, and justice. Once Spain admits an asylum application to the regular determination process, UNHCR attends meetings of CIAR in an advisory capacity. 

CIAR issues a decision, usually within four months, based on the information provided in the OAR file and the opinions provided by UNHCR and various non-governmental organisations. After evaluation, CIAR issues its proposed decision to the Ministry of Interior. If the ministry concurs with the CIAR decision, it becomes final. 

OAR issues an identity document to accepted applicants, making them eligible for residency, work, and social benefits. But there are some restrictions like exceptions for family reunification. For example, when the marriage has been formed after the recognition of the Refugee Status, the reunification will be denied. 

Denied asylum-seekers will be able to stay in Spain if they fulfil the requirements according to the 2000 Aliens Act on the Rights and Freedom of Foreigners, or they have an authorisation for humanitarian reasons or public interest. The granting of this sort of Status is dependent on the immigration authorities instead of the asylum ones since August 2001.    

The applicant may appeal against decisions to the National Audience, which is a national court, within two months of notification. Appeals do not immediately suspend expulsion orders although asylum-seekers can request a suspension, which is usually granted. 

For the granting of nationality by residence it is required ten years of proven residence, but five years is sufficient for those who have obtained asylum or refugee status.

B.4) RECEPTION AND ACCOMMODATION
When arriving in Spain, the asylum-seeker must firstly go to the Asylum and Refugee Office (OAR), an organism which is under jurisdiction of the Internal Affairs Ministry. This organism is based in Madrid but it has seats over the country, usually at the Delegación del Gobierno (government’s mission). The asylum seeker could go to other entities, such as Red Cross, to get advice.

If the application is accepted, the asylum-seeker is authorised to stay in the country during the time of the procedure. In the case that they lack economical means they are offered accommodation.

Each case is analysed on a global and individual basis, taking into account the different characteristics the application presents with respect to its composition, whether it consists of family units or individual cases. 

The accommodation program provided is for stays lasting six months which can be extend up to a maximum of six more months in those family cases which present a vulnerable situation, and a maximum of three more months for individual cases.  

The OAR, Red Cross, CEAR and ACCEM are the main bodies that propose which cases demand accommodation after having submitted their asylum application. Depending upon the social reality of each applicant and the vacancies at that moment, they decide which is the most suitable reception centre. OAR takes the final decision. 

At a national level, the asylum-seekers accommodation service is under jurisdiction of:

Governmental organisations

1- IMSERSO (Migration and Social Services Institute governed by the Ministry for Labour and Social Affairs): have four Refugee Reception centres (CAR) in different locations. Two of them are in Madrid, one is in Valencia and the other in Seville. Altogether they offer 396 vacancies.

Non-governmental organisations:

2- Spanish Red Cross.

3- Spanish Commission for Refugee Aid (CEAR).

4- Spanish Catholic Migration Commission (ACCEM): offering 148 vacancies in different flats, centres and residences in the following locations: Girona, Gijón, León, Madrid, Seville and Sigüenza.   

The IMSERSO finances all places up to a total of 816, 396 being managed directly by the IMSERSO and the other 420, managed by the NGOs mentioned above.  

The Psycho-social intervention in a CAR focuses on facilitating the living together and the integration of the refugee into Spanish society. However, these goals have to contend with the inevitable process of institutionalisation inside these centres. For example, in CAR Vallecas, the fact that a staff of 30 workers take care of 100 residents,  persons who have had sufficient ability to flee their countries despite the obstacles, is a clear indicator of the overprotective character of the centre. “Real integration of residents would be much easier and better if the institution was more self-managed and self-responsible”(CAR Vallecas Annual Report, 2000: 87).

In cases of emergency, when reception centres are full or other special cases, Cáritas and the Red Cross provide emergency accommodation mostly in the form of vouchers for hostels. Red Cross has just started to create new places to give accommodation for those asylum seekers whose application is still waiting to be admitted or rejected to process. Other NGO – CEAR and ACCEM – will continue in this line. 

Also, accommodation is provided by religious centres. Moreover the CASI in Madrid has recently established 145 vacancies for emergency accommodation for immigrants.  

B.5) RIGHTS AND RESTRICTIONS APPLYING TO ASYLUM SEEKERS
· (S)he can’t be expelled from the country, according to article 33 of the 1951 Geneva Convention, until the application’s resolution, which usually lasts from 6 months to over a year.
· (S)he can benefit from free legal assistance through the asylum claim process, applying for a lawyer at the National Law School or going to one of the NGOs that provide legal assistance for asylum-seekers (CEAR, ACCEM and COMRADE among others)
· (S)he will be attended by an interpreter if (s)he does not speak Spanish. This interpreter will be provided usually by ACCEM in the OAR and at Madrid-Barajas airport, and by COMRADE outside of the OAR.
· (S)he will get medical assistance if necessary and orientation about existing social services for refugees. This assistance is usually delivered by the Red Cross and the Social Work Unit at the OAR.
· In the case that they lack economic means, asylum-seekers will benefit from social services, education and health assistance delivered directly by public administration or through a NGO, according to available funds.
· Asylum-seekers are eligible to work if after six months of their claim’s submission their case has not yet been resolved. To obtain this special authorisation to work it is indispensable to have a previous job offer. Unlike the immigrant, the job doesn’t have to be limited by the national labour situation
. The work permit will expire when the residence permit does, and both can be renewed at the same time. 
B.6) PUBLIC ATTITUDES TOWARDS IMMIGRANTS IN GENERAL AND      REFUGEES IN PARTICULAR.

Before 1985, there existed in Spain a deep institutional and social indifference towards immigrants in general. The figure of the immigrant had still not been socially constructed. There only existed the figure of the “foreigner”, which had a positive connotation, referring to a population which came mostly from rich countries (Solé et al 2000). 

With the 1985 Aliens Act on the Rights and Freedom of Foreigners, new juridical categories were created. These categories soon became symbolic categories that made  the figure of the “immigrant” appear, referring to a population coming from Third World countries. Finally, institutional factors were those that made the figure of the immigrant visible in the public eye (ibid, 2000). By the term “immigrant”, Spaniards  refer to “economic migrants”, refugees and asylum-seekers. Refugees and asylum-seekers are not perceived as a different immigrant group.

If we compare the attitude of the Spanish towards immigrants with that of other European countries, we can verify that Spain is, after Portugal, the country with most  tolerant attitude towards immigration, having a very low Xenophobia index. The Xenophobia index has been constructed on the basis of questions that measure the level of agreement and disagreement with respect to five sentences
 describing attitudes towards immigrants.

Comparing the arithmetic average of the xenophobia index
 it is observed that, although maintaining always a very low level (less than 3, in a 0-14 scale), it decreased progressively until reaching its lowest point (1.9) in 1998. However since then, it  increased to 2.0 in 1999 and 2.3 in 2000. The most xenophobic attitudes exist among the older and more conservative segments of the population, and also the ones with the lowest socio-economic status. These sectors see immigrants as direct competitors in the labour market and also have more possibilities of having them as neighbours (ibid, 2000). 

The slight increase seen in the xenophobia index during 1999 and 2000 coincides with a blurred political climate along with an increase in racial violence, racist threats and  crimes, some of which were committed by neo-Nazi organisations (EUMC Annual Report, 2000) which have caused a strong impact on public opinion. According to EUMC Annual Report 2000, the official statistics on racial crimes are challenged by human rights organisations in some Member States. In Spain, the NGOs recorded about four times as many racist attacks as the police authorities. 

Among other events that took place during 1999 and 2000 some need to be pointed out : 

· the polemic created concerning the 4/2000 Law, 

· the electoral campaign – whose manifesto included the immediate reform of the recently approved Law -, 

· the Regularisation plan to fight illegal immigration, 

· the constant news coverage regarding the arrival of illegal immigrants at the coasts, and

· the events in El Ejido

The riot in the village of El Ejido (Almería) in 2000 had an international repercussion and was one of the most serious events of racist violence that year. On February 5th 2000 the murder of a Spanish woman by a Moroccan man – who was proved afterwards to have a mental illness
 - in the streets of El Ejido caused a unique racist uprising that lasted for three days. During that time different hordes armed with baseball bats, sticks and iron bars, plundered immigrants' trades, burned their houses and mosques, blocked highways and overturned cars with their occupants inside. This episode was known as the caza del moro ( the hunt of the Moor). Some days before, there had been another murder of a local by one of his Moroccan employees. 

El Ejido is a little town located in the Southwest of Almería, with nearly 54,000 inhabitants, and an immigrant population, mostly Moroccan, of 12,000 inhabitants (22.2%) during the busiest times (Martínez, 2001). The town lives mainly from agriculture. Immigration has been very profitable for the town economy, in the form of a cheap labour force.  

Many of them work the land, most of them inside hothouses that can reach 45º during the day while they are using insecticides
. The salaries they receive are under the minimum wage established by Law regarding country labourers (La voz de Almería, 10-02-00)
 and, according to the Report of the Ombudsman of Andalucia during the period of the incident, between 60 and 80% of immigrants didn’t live in proper housing (El País, 06-02-00).

One sentence pronounced by Juan Enciso, the Mayor of El Ejido, days after this episode, sums up what the popular point of view was. He said: ”At eight o’clock in the morning there are too few immigrants, but at eight o’clock at night there are too many”
   (SOS Racism Annual Report, 2001)

In official surveys carried out during the 90’s we can see a shift in the opinion towards immigrants among the Spanish population. The year 1994 shows a shift, because it verified for the first time that about two thirds of Spanish people considered the number of foreign residents to be too many.  The proportion of those who thought the number of foreign residents was “too many” increased from 12% in 1991 to 40% in 2000. This widespread opinion seems to be directly connected with age, right-wing ideology, and inversely connected with social position (Díez & Ramírez, 2001).

The monthly barometers
 of the State Central Survey Bureau (CIS), show that  immigration has passed from the 8th place in November 2000 to 3rd place in July 2002 in a list of issues which the population perceives as national problems. The 3rd place reached in June and July 2002 barometers came after unemployment, terrorism or citizen safety.  One should mention that it is only in the year 2000 when questions about regular immigration were included for the first time in the monthly barometers. 

Independent to the objective increase in the number of this population during the last ten years, it also seems that the Spanish have become suddenly more aware of their presence. Until 1999, the immigration phenomenon was not among the principle problems of the Spanish population, but from that date on, political controversy and the mass media have converted it into one of the main problems concerning public opinion. Moreover, the mass media have played an important role in the direct association between immigration and delinquency. Already in 1995, a study carried out by SOS Racismo
 about the image of immigrants in the press concluded that a third of the articles published in the press concerning immigrants, related this group to criminal activities. 

The assumed relation between illegal immigration and delinquency, an issue which is being used by the Government as a justification for their policy making, is not so clear as is often supposed. Some figures from the Ministry of Internal Affairs show that the percentage of immigrants who were apprehended during last January was 30.6%, of which only half were undocumented (El País, 23-05-02).

In Spain there exists very few studies concerning the role of the media in the formation of public opinion about immigration. Nevertheless, even at an international level there aren’t many studies based on systematic analyses of content and comparative investigations.   
Among the studies in Spain, one which deserves a special mention is the continuous research carried out by the NGO CIPIE (Centre for investigation and Promotion. Latin America and Europe) during 1992-1994 and 1995-2000. During this second period, their work was published by the Immigration Permanent Observatory, an organisation that depended on the Labour and Social Affairs Ministry until 2000. With the new law, the OPI has passed to be under the management of the Internal Affairs Ministry and these publications have been cancelled. Their research covered radio, television and the Press.

Their last study on the Press, looked at the period of July, August and September of 2000. The objective was, as usual, to follow up news of immigration, racism and xenophobia in ten Spanish newspapers (national and regional). The total number of news items studied was 2,348. This total has been divided into 3 different groups, depending on the way the news affected the public image of immigrants and immigration in general. The results were the following:

Table 1.10. Press news selected during July, August and September 2000.

	
	Number of news
	% of total

	Positive news
	317
	13.50

	Negative news
	1,470
	62.60

	Neutral news
	561
	23.89

	Total selected news
	2,348
	100.00


                       Source: CIPIE Foundation journal.

Negative news is that which associated immigrants with exclusion and violence, being the immigrant either the agent or the victim. Also that which makes use of pejorative, confused and inadequate terms in its redaction, and could lead the reader to identify immigration with problems or criminal activities.

Positive news is that which shows a favourable position to immigrant integration.

Neutral news is that which cannot be considered either positive or negative because of the neutrality of its content or the ambiguity of its possible classification. 

As we see in table 10, the percentage of neutral news is much higher than that of positive news. This could be explained by the clear presence of ambivalence in the media discourse.

The number of news items collected by CIPIE for the different studies during these years, shows the sharp increase in the appearance of this type of news in the Press since mid-1999. It reaffirms the idea supported by EUMC that the racist discourse is increasingly becoming implicit rather than explicit (EUMC Annual Report, 2000). 

There is a scarcity or absence of minority voices compared to those from public institutions in the media. This fact contributes to the creation of an impression that migrants are passive or victims (EUMC Annual Report, 2000).  The Spanish population does not receive objective information about the quantity and character of immigrants that reside in Spain. The replacement of this information by that propagated by the media leads to the formation of stereotypes (Pajares, 1998).

As Pajares explains “the result is the emergence of a psychology of invasion through which immigration phenomenon is perceived as something enormous due to the continuity and multiplicity of news referring to the immigrants. The propaganda of the invasion can be found in the justification of the recent restrictive policies. These policies keep the immigrant population in a  situation of inferior rights which permits more exploitation, using, at the same time, the immigrants as a scapegoat for the current problems of society, such as unemployment and delinquency”
 (Pajares, 1998: 235).

Apart from the symbolic aspects that surround the social construction of the immigrant image and the institutional ones, the material conditions are essential to understand the impact of immigration on the recipient society. The fact that immigrants get the most precarious and socially devaluated jobs and live in deprived areas, with precarious housing conditions
, provokes their rejection by the rest of society. Rejection is based on the logic of exclusion and social marginalisation. 

The immigrants groups which are most rejected are Arabs, Muslims and black Africans. However, despite being nationals, the Roma, are the most rejected. The Roma, with a population of around 400,000, is an ethnic minority which has lived in our country for 500 years.  According to a survey carried out by CIRES
 in 1995, Arabs, Muslims and Roma were situated in the very last places in a ranking. Tolerance towards immigrants seems to increase when they are closer to “white race”, “western culture” and  “Christian religion” (Solé et al 2000).    

In relation to the younger sector of the population, a survey carried out by the Youth Institute in 2000
 among 6,492 Spanish young people aged between 15 to 29 showed a third of the respondents considered the immigration phenomenon as detrimental for the future of the country. Also 24% thought that there would be negative effects on morality and Spanish costumes. 

There doesn’t exist any study about attitudes concerning refugees in Spain. The reason may be due to a cultural idiosyncrasy. The Spanish population perceives all “foreign immigrants” as economic migrants, that is, settled minority ethnic groups, and does not distinguish this category from that of refugees. Information and education about refugees in Spain and their particular situation is very scarce. Some educational initiatives to raise awareness are being carried out by ACNUR by means of TV advertisements.

The demand for asylum in Spain does not mean a significant increase in the number of foreigners as happens in many other countries in Europe. As Professor Arango says, “the number of refugees who settle in Spain –less than 7.000- makes up an infinitesimal fraction of the total foreign population”. This is one feature that Spain shares with other Southern European countries, giving place to what has been called the “Southern immigration model”. The reduced number of asylum applications may be due to the very low proportion of favourable resolutions and the unattractiveness of the regime. Moreover, the lack of relevance that asylum has could be explained by the fact that in comparative terms, to enter, stay and work illegally is increasingly easier in Southern European countries (Baldwin-Eduards, 2002 op.cit Arango, 2002). The 1990 Dublin agreement that obliges asylum-seekers to present their application in only one country and the fact that Spain has not stood out for burden sharing are some of the factors influencing this downward trend.      

C. NEEDS AND PROBLEMS OF IMMIGRANTS, ASYLUM-SEEKERS AND REFUGEES
Among all the changes a human being must face throughout his live, few are so wide and complex as those which take place during migration. Practically everything that surrounds the person who emigrates changes. Aspects ranging from diet, family and social relations to climate, language, culture, and status are subject to change. 

The decision to migrate originates in a perceived lack of prospects that a person has in his own country. Every person who emigrates experiences affective loss, but is buoyed up in the hope of finding the first world paradise they know so little about. 

In terms of psychiatric and psychological assistance, the singularity of the migratory experience lies in the fact that it is a psycho-social process of loss and change, which is known in the psychiatry of migration as a grief process (Calvo, 971, 1972, 1977; Tizón et al., 1981, 1983 y Gringberg, 1984, op. cit. Lurbe, 2002). Atxotegui, director of a pioneer organisation in Spain, which practices multicultural psychiatry, explains the process of migration through a model consisting of seven grieves (losses) causing anguish that a person will experience with time: family and friends, language, culture, homeland, loss of status, loss of the contact with their own ethnic group, and exposure to physical risks. The anguish consists in the reintegration of the personality which takes place when something very significant for the subject has been lost (Atxotegui, 2000). 

Difficulties in expressing grief can cause psychological problems. SAPPIR is a psycho-social and psychological assistance service for immigrants and refugees located in Barcelona. According to the centre’s experience in refugee and immigrant assistance,  “with the lack of development of the migratory project, more difficulties will appear in the expression of  grief” (ibid, 2000). 

These difficulties are accentuated when migration is accomplished under adverse conditions. Research
 about conditions which points to mental and psychosomatic disorders in immigrants living in Spain came up with the following factors affecting the mental health of immigrants: labour and economic instability, cultural and social marginalisation, family estrangement, pressures to send money to their families, racial discrimination and lack of statutory documentation. 

Also, based on foreign literature and the scarce information available in Spain, Ugalde has suggested that the health conditions of immigrants in Spain are affected by (Ugalde, 1997):

· High risk labour conditions, long working day and, in general, labour exploitation. European Union positions Spain as the second country – only surpassed by Greece - with the highest black economy rate (El País, 06-08-01). One in three employers hire their labour force from undocumented immigrants. 

· Work and legal instability. 

· Family estrangement and lack of psycho-social support.

· Drug abuse

· Hard living conditions and overcrowding. For example, in El Ejido it was found that 80% of immigrants weren’t living in proper housing; surveys carried out in Barcelona arrived at the conclusion that almost all the houses are rented without the Cédula de habitabilidad
 from the Generalitat of Catalonia
.

· Existence of certain cultural values that oppose hygienic rules and recommendable nutritional practices.

According to Kareem’s words, these “socio-political and economic factors, over which the individual may have little or no control, affect the inner world of us all” (Kareem & Littlewood, 2000).

Psychiatrists from the Psycho-pathological and Psycho-social Assistance Service (SAPPIR) team, located in Barcelona, have described the common symptoms
 that  most immigrants present when attending the centre and have called it Ulysses syndrome, relating the risky and hard journey that the immigrants pursue in search of a better life with the odyssey of the mythical Greek character in his long voyage through the Mediterranean. Immigrants affected by this syndrome suffer from a depressive and chronic stress state that could lead to a mental disorder. The development of this condition occurs progressively as the immigrant encounters the obstacles that take place during the migration process: dangerous journey, distance from their own environment and family, difficulties to find a job and obtain documents, and the racism suffered in the reception country. Hence, the importance of a prompt intervention. 

According to the opinion of the head psychiatrist, the current immigration policy, which is limiting immigrants regularisation possibilities, is increasing the number of “paper-less” heading for marginalisation and misery, which consequently increases the possibility of contracting this syndrome. Also, a psychologist from the Red Cross refugee assistance service have reported that from year 2000 patients present more serious diagnosis. 

“Paper-less” or, undocumented migrants, are detained in a provisional way and lodged in an interment centre, Centros de Internamiento de Extranjeros
(CIE) while they wait to be expelled.  Residence in Spain without documents is not a crime but an administrative misdemeanour, so the internment could not take place in a penitentiary centre. In Spain there are six CIE in different cities: Madrid, Málaga, Melilla, Barcelona, Murcia, Valencia and Las Palmas, Canary Islands. In these centres the internees have undergone dreadful living conditions – lack of light and ventilation, visiting restrictions, lack of external communication, separation of children and parents - and insufficient legal guaranties. Access to these centres has been constantly denied to immigrant associations and the mass media. There is a lack of provision and information regarding health and social care assistance, and heavy restrictions with regard to the visiting regime. (Solana, 2002).

Some of these conditions surely affect refugees and asylum-seekers living in Spain as well, but their experience differs from those of “economic migrants”, in crucial aspects.

Refugees have had to flee to another country without having any migratory project, so the process of adjustment is much more difficult. Their only one project might be to return to their country as soon as the living conditions are more favourable. The fact of being unaware of the possibility of returning represents a loss – instead of a separation which occurs in the case of “economic migrants” – therefore their anguish is greater (Atxotegui, 2000).     

Studies about the mental health of refugees often divide refugees experience into three episodes and consider the mental health implications of each (Ager, 1993). Firstly, there are the traumatic experiences refugees may have faced in their home countries such as war, famine and persecution. Secondly, there is the process of flight from the home country, which can be as hazardous and stressful as the problems that led to the initial decision to escape. The third and final episode, relates to all the problems a refugee must face when resettled in the asylum country or in a refugee camp (Watters, 2002).  

The psycho-social consequences of displacement may be usefully considered with respect to distinct phases in the refugee experience, for each of which a range of characteristic stressors may be used (Baker, 1983; Ben-Porah, 1991, Felsman et al. 1990 op.cit. Ager, 1993).  Ager identifies stressors as economic hardship, social disruption, physical violence, and political oppression during the first stage; separation and passage during the second; and settlement, cultural conflict, employment difficulties and intergenerational conflict during the last stage. As ameliorative factors, he points to family integration and attachment, social support, religious affiliation and political ideology.  

The personal experience of these events and the way they will later damage in a psychological and physical level depends, among other factors, on the personal characteristics of each person, the length and intensity of the conflict, the violence and gravity of the crime, perception and interpretation of this gravity and the responsibility attributed to others. 

Epidemiological studies across diverse cultures and contexts have detected high levels of trauma in displaced populations  (Silove et al, 2000). Much recent debate in the field of refugee’s mental health has focused on the Post Traumatic Stress Disorder (PTSD) which is about the most common mental health disorder diagnosed among this group.

PTSD is recognised as a distinct psychiatric condition and is included in the DSM-III of the American Psychiatric Association in 1980. It arose in a particular social and economic context following the Vietnam war, and has gone on to be applied universally to victims of war and persecution regardless of cultural groups and places of origin (Young, 1995 op. cit Watters, 2000). However, PTSD is not only a disorder of victims of war. It affects all people who have undergone a traumatic experience which generates stress. These experiences provoke changes in their lives because they lack the necessary resources to deal with them, producing anxiety reactions. Examples of affected groups are: policemen, security guards, bodyguards, prisoners, and victims of accidents and rape.   

The key to understanding the scientific basis of PTSD is the concept of trauma. According to DSM-IV, the person must have been exposed to a traumatic event in which both of the following have been present (www.ndpstd.org):

1. The person has experienced, witnessed, or been confronted with an event that involves real or threatened death or serious injury, or a threat to the physical integrity of oneself or others.

2. The person’s response involved intense fear, helplessness, or horror. In children it may be expressed instead by disorganised or agitated behaviour.

People who suffer from PTSD often relive their experience through nightmares and flashbacks, have difficulty sleeping, and feel detached or estranged, and these symptoms can be severe enough and last long enough to significantly impair the person’s daily life (ibid, 2002). In those persons who were exposed to intense traumas in the past, certain posterior life events such as the loss of a job or a relative, retirement, etc., can cause the reappearance of the original symptoms (Westermeyer, 1989 op.cit Caballero, 2002).  

Asylum-seekers present diverse and changing demands as time passes. Some demands concern information, housing and economic resources, training and labour, psychological, schooling, leisure and cultural activities.

The first and most important thing to do is to provide the victims with a place where they can feel safe and protected, feelings they have lost during the stress situation, and which is an important factor to prevent serious physical and psychological problems. Working and schooling, in the case of children, should start as soon as possible, facilitating their integration and reducing anxiety.  The information available identifies the period of time following their arrival until the asylum claim resolution, as the most vulnerable period,  psychologically speaking. 

   

Also, asylum-seekers demand psychological assistance to deal with the specific problems related to having to leave their country or move inside it in a forced way. These problems are associated with anguish, fear, suspiciousness, sentiments of guilt (if they have left their family behind) and depressive, anxious and psychotic clinical patterns (IMSERSO, 1998).

Research on the mental health needs of asylum-seekers and refugees highlights the importance of getting urgent reinforcement on a psychological level. This support should go along with the covering of possible health needs and the establishment of a day-to-day routine that leads to a normalisation of the abnormal situation. Moreover, leisure activities would contribute to their welfare and personal promotion while cultural knowledge of the asylum country is offered. 

Interventions must not only be on a psychological level but also on a psycho-social level to enable the adequate confrontation of the subject with respect to family and community disintegration and the need of social support to overcome it. Psycho-social intervention takes into account the physical, psychological and social difficulties of the population in an interrelated way. 

Chapter 2. MENTAL HEALTH AND SOCIAL CARE PROVISIONS

A. SHORT SKETCH OF THE HEALTH CARE SYSTEM
A.1) MAINSTREAM PROVISION OF HEALTH CARE

The Spanish health care system has been set up as an integrated National Health Service, which is publicly financed, mainly through general taxation, and provides nearly universal health care free of charge at the point of use. Provision is mostly publicly owned and managed, and governance of the system has been recently decentralised to all the regions. In January 2002, transfer of sanitary jurisdictions meant an essential progress for the health in our country. The challenge now is to articulate a new connection system among the different health Administrations. Therefore, the just approved Cohesion and Quality of the National Health System Law comprises a group of measures addressed to the co-ordination and collaboration between public Administrations, in order to preserve the cohesion of National Health System (Pérez-Santamarina, R., 2003). 

Before the implementation of the General Health Act in 1986 the delivery of public health sector services in Spain was structured into three health care levels: primary health care, outpatient specialities and hospitals. After 1986, these levels were reorganised into two levels as primary health care was given an independent and reinforced status, which partly built on previous features and partly incorporated new ones that extended the role of the primary health care team. On the other hand, outpatient specialities formerly delivered at the local health centre were put under the responsibility of hospital services in order to guarantee improved co-ordination between secondary and tertiary care. 

A.1.1) Primary Health Care
Primary health care (PHC) in Spain is an integrated public system with its own centres and staff. Management is primarily through specific PHC management bodies at the level of the health area, and organisation is based on the basic health zone, the smallest geographical unit of the heath system.

In each health zone there is a Primary Care Centre within which a Primary Care Team (Equipo de Atención Primaria, EAP) delivers services working full-time on a salary basis since PHC is 100% publicly owned and staffed.

General practitioners (GPs) are the first contact the population has with the health system and have a gatekeeper role. They may refer patients on to specialised services if necessary. These patients are expected to return to the primary care physician who then assumes responsibility for follow-up treatment, repeat prescriptions, etc.

General practitioners conduct home visits and PHC is also responsible for the provision of around-the-clock emergency coverage either at the health centre or in the patient’s home. A dedicated emergency services team may provide it or, as is increasingly likely, by rotation of EAP personnel.

Functions formally assigned to primary care teams are health promotion and prevention, curative care and rehabilitation. 

But despite progress in diagnostic support, primary health care centres still lack other basic infrastructure, such as that required to do minor elective surgery. Moreover, a national information system does not exist, which prevents the monitoring of the quality of the day-to-day clinical management of patients.  

A.1.2) Secondary and tertiary care
Both secondary and tertiary care are included under the single category of specialised care in the Spanish National Health System. Organisation and planning is regionally based.

Most hospitals are publicly owned and the majority of staff are salaried employees. Access to hospital services is only through referral by other specialised health services and not general practitioners, except in emergency cases. This implies that the patients in need of hospital care have to go through three levels of care: GP, health care specialists and hospital physicians, which are not always well co-ordinated. All hospitals have 24 hours emergency services.

Alongside the hospital system there is an extensive network of outpatient health centres, which are responsible for the provision of outpatient care. Access to these health centres is only through referral by General Practitioners. Hospitals also maintain their outpatient clinics, which are targeted at patients referred to the hospital from the health centre clinics and, accordingly, usually correspond to a highly specialised type of care.  

In the reformed model of provision, members of specialist teams in clinical departments of general hospitals rotate to cover outpatient care in health centres. In the old model, still in place in many regions, specialised doctors were fully dedicated to outpatient care, which made co-ordination between outpatient and hospital care difficult.

The main problems of this sector could be summarised as: co-ordination with PHC centres, waiting times, the number of people sharing each hospital room and the administrative procedures needed to obtain access to services.

A.2) SOCIAL AND COMMUNITY CARE 

A.2.1) Social Services
According to the law, Social Services are defined as “a public service that consists in a group of benefits orientated to prevent those factors that could lead to marginalisation, and to provide the attention necessary to overcome the causes” (Gaitán, 2002).

These services are managed partly by the Ministry of Labour and Social Affairs, and partly by the Autonomous Communities who plan and regulate local services, co-ordinate resources and oversee their assessment and control. Local governments are also involved in social care, especially in the planning and management of services. In contrast to practice in the health care sector, there are high co-payments for most social services.

The 1995 Royal Decree, which defined the benefits package for the health care system, established the need for co-ordination among the departments in charge of health care and social services when dealing with the social problems associated to mental health, but the advances made in this field are not yet visible, as is explained in the following page.

The key area of overlap between health and social services is in the provision of care for the elderly. Social services are responsible for elderly residential care but the number of places falls very short of demand.

According to the regulations, Social Service’s laws mention two types:

· General social services (or Community services)

These services respond to a philosophy based on the conception of general, multipurpose, community services. 
· Specialised social services

These services adopt the former typology of the charitable institutions and help certain groups of people in need of help. Nevertheless, during lasts years there have been a tendency in the provision of these services to escape from practising an assistance approach, that does not encourage to strengthen the individual own possibilities. 

The combination of these two factors gives place in practice to a real structure of Social Services composed by two levels of attention:

· Primary attention
· It is under municipal jurisdiction

· It has a general character

· It attends  that part of the population which resides in a specific area

· Facilities: Social Services Centres

· Professional teams: mainly composed by social workers and other professionals who work together in Social Work Units and programs.

· Specialised attention  

· It is under autonomous jurisdiction

· It attends sectors of the population through specific services according to the sort of problems they present.

· Facilities: more diverse than that at the Primary attention level and are composed by Day Centres, Psychological Rehabilitation Centres, Orientation Centres and Residential Centres.

· Professional teams: their composition is also more heterogeneous and no particular profession predominates.

This is a very general description since the social service model in force is very patchy across the territory.

A.2.2) Mental health care
Mental health care in Spain was traditionally one of the most neglected aspects of the Spanish system largely due to the division of responsibility for services among various public administrative bodies and the lack of co-ordination between parallel networks providing care. There was also a marked over-reliance on the hospitalisation of chronic psychiatric cases, inadequate provision of outpatient care and a notable lack of social resources (European Observatory on Health Care Systems, 2000). Mental health service provision is mainly the responsibility of the provincial authorities, which supply approximately half the mental hospital beds, while the Church and the private sector supply the other half (Comelles & Hernáez, 1994, op.cit. Goodwin, 1997). 

Spain was a relative latecomer to the development of community-based mental health services. In the 1960’s and 1970’s, while other European countries began to develop community-based policies, Spain continued to rely upon a mainly institution-based psychiatric system. The reform of mental health services only became possible after the death of Franco and the transition to democratic government (Comelles and Hernáez, 1994, op.cit Goodwin, 1997). In 1985, a report of the Ministerial Committee for Psychiatric Reform laid out the guidelines for the future development of mental health services, arguing for the integration of mental health services with general health services.

The General Health Act (1986) confirmed that mental health patients were to be treated as users of equal worth and made provision for the integration of mental health within the general health care system. The psychiatric system was thus required to integrate its resources: to create mental health centres, to extend the number of psychiatric day units and allow for the hospitalisation of acute cases in general hospitals while reducing the number of beds in psychiatric hospitals. A study conducted by the Ministry of Health during the period 1991-1996 confirmed a shift in the system in order to achieve the mentioned goals, but it also showed the uneven development of these reforms in each of the Autonomous Communities. As a consequence, the quality of the services that a person receives depends to a greater or lesser extent on his/her place of residence. 

In 1995, when the wider health system’s benefits were fully regulated, the content of mental health care and psychiatric care was defined and included the following: diagnosis and clinical follow-up; treatment; drug therapy; individual, group or family psychotherapy; and hospitalisation of acute cases. 

The main challenges now facing the system are the lack of alternatives to institutionalisation and the shortage of community care resources. Available services and their use don’t fit into a community-based psychiatrist model.   

Specific priority measures include:

· Training of PHC professionals in handling and evaluating mental disorders in order to guarantee the care of psycho-emotional disorders at this level

· Establishing co-ordination systems and integrating these with health and social services

· Encouraging general hospitals to admit cases of acute mental disorders

· Facilitating community care and rehabilitation of psychiatric patients in their normal environment

Regarding Mental Health services relation to Primary Health Care, it should be said that in five out of the seventeen Autonomous Communities, there exists an organic integration between both; in twelve of them integration is at least functional; and in fourteen the Primary Health and Mental Health Centre share the same premises. Thus, adequate conditions for establishing a closer relation are already set up (Salvador-Carulla et al, 2002). 

With respect to co-ordination between mental health and social care services, things look a bit worse. In eight of the Autonomous Communities there exists an inter-constitutional commission, and only in two of them there are co-ordination and liaison commissions on an area level. According to Mental Health directors, in practice these commissions’ functioning is void or insufficient. On the other hand, the adopted policy of promoting private management in community services has contributed to the worsening of the communication between them (ibid, 2002).

This under-funding of mental health resources contrasts with an acceptable situation in the Spanish general health system according to recent international analyses (Rodriquez et al, 2000, op.cit. Salvador-Carulla et al, 2002). 

Mental health services are included in specialised care, that is, in the secondary care level. The network is made up of interdisciplinary professional teams. All mental health services are structured into two levels, hospital and non-hospital, that work in co-ordination with the general health system, specialised social services, Council’s social services and any other care services in the district when needed.

The following diagram shows all possible referrals within the public mental health care system. 
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Figure 2.1. Referrals within the Mental Health System. (Self-elaboration)
The half-way resources consist in tertiary resources, which are an alternative to hospitalisation that bring the therapeutic process into line with a more integrated social life. These comprise of day centres, assisted flats and other social services assistance.

The day centres offer a therapeutic and relational space located in the neighbourhood that complement the therapeutic process received at the Mental Health Centre.

Assisted flats consist in residential provision located inside the community with the aim of helping the patient to carry out a more independent life, living together with other patients under the supervision and assistance of social workers.  

Theoretically, access to mental health services, like other medical specialities, is only through referral from the Primary Health Care level by a General Practitioner. Only for urgent cases, referral is not necessary. Moreover, no documentation is required so that most undocumented immigrants enter the system at this level, and afterwards they are referred onwards to a Mental Health Centre. One of the psychiatrists interviewed in this survey, who works in a Psychiatric Urgency Unit, stated that most immigrant patients arriving to the service are not referred from a Mental Health Centre, and these cases don’t happen very often.

Apart from the National Health System, which is the principal provider of mental health services, depending on the Autonomous Community, additional services are provided by private organisations and charities, semi-autonomous services that are dependent or co-ordinated by the public health system, and NGO services that will be studied later on the chapter.

B.  MULTICULTURAL CARE PROVISIONS
B.1) ACCESS TO HEALTH AND SOCIAL CARE PUBLIC SERVICES

The 4/2000 Alien Act on the Right and Freedom of Foreigners universalised the right to health assistance and extended this right to immigrants in an irregular situation through a registration procedure. This registration procedure, commonly named empadronamiento, is required as well to gain access to general social services.

To be able to consult a doctor it is required to be in possession of the “Sanitary Card”. To obtain this card the immigrant must have been previously registered in their municipality. For registration, it is essential to show their passport and a document that proves their residence in that municipality. Then (s)he would have to fill in a form for registering. Once the immigrant has been registered (s)he can apply for the “Sanitary card” through the Social Security network whose jurisdiction covers the Autonomous Communities, and it should arrive within a few days.

However, there is an important distinction between rights and accessibility. In numerous cases the obtaining of the Sanitary Card is being obstructed during the process of registration for different reasons such as fear (fear to be expelled if they contact with administration), ignorance (scarce information campaigns) or administrative obstacles (sometimes city councils obstruct the process demanding certain documents they do not have, or the form that they must fill in at the registration office is only available in Spanish).

In the case of asylum seekers, administrative obstacles may be the only one problem as fear and ignorance are usually combated because they are already in contact with administration in order to apply for asylum. Sanitary Card is usually managed from the centre they are living at or are in contact with.

Each of the Autonomous Communities has different peculiarities in the way one accesses the health assistance system. One can see that these differences range from the general position of providing the Sanitary Card to all immigrants (Andalucia’s case) to the other extreme of denying access even to Emergency Services. However, these extreme cases occur very rarely and usually happen in little towns where the Mayor may be afraid of attracting immigrants. 
Moreover, these requirements do not take into account the situation of all those immigrants who arrive crossing the Strait of Gibraltar carrying no documents or those with no fixed abode or, even more, in the case of the Mafia gangs that deprive them of their rights and keep all their documents (Médicos del mundo Annual Report, 2001). When the immigrant cannot be registered – with the exception of pregnant women and minors -, they will only be allowed to receive attention from the Social Security’s Emergency services, with the consequent collapse this service experiences. Moreover, if they are attended by the Emergency Services, the lack of the sanitary card prevents the doctor from prescribing the necessary medicines for treatment.

B.2) SOCIAL SERVICES PROVISION

While Central State has exclusive jurisdiction in the subject of control of migration flows and concession of work and residence permits, the Autonomous Communities assume the legislative and executive jurisdictions in the subject of immigrant integration. The municipalities constitute the territorial framework in which social care is given to immigrants, and hence the importance of local policies.

Until the beginning of the 90’s the majority of municipalities lacked any local policy on immigration. In practise, the attention given to immigrants had a charitable character and depended mostly on professional decisions.

After the 1991 Regularisation Process and the consequent increase of immigrant accessing social services, a Social Policy for immigration began to develop. This policy is normally executed through Community Social Services. These services have worked mainly through general projects and programs which avoid separating the immigrant and indigenous population. However, the indigenous population may perceive the immigrants as their competitors leading to a raise of xenophobic sentiments (Solana, 2002).

The general social services rendered can be divided into different spheres:

· Information and legal orientation.

· Infancy and adolescence support: book grants, nursery grants, refectory grants, etc.

· Housing support: information, economical support to pay the rent, applications for council houses, etc.

· Labour: work demand

· Other demands for economical support: in the case of food and clothes, immigrants are usually sent to churches and charitable institutions.

· Demands for health care: these were most demanded during the 90’s when many immigrants could not access the National Public Health System. After the 4/2000 Aliens Act on the Rights and Freedom of Foreigners, access to public health services has been universalised. Most tasks in this area concern information about registering and the resources available.

The information and legal orientation service has been given usually to immigrants who have registered. However, this service has lost much of its importance as these sort of demands have decreased significantly due to the growth of specific services in this field offered by other organisations such as trade unions, immigrant associations and NGOs. The legal orientation service has been the service most extensively developed and specialised during the last years by NGOs.

For the grant’s concession and participation in the program it is an essential requirement that the applicant has a residence permit.

Despite this, access to social services lacks uniformity across Spain. Some places have provided services to immigrants independent of their registration status or without having a residence permit.

Besides possible incidents during the registration procedure, Solana states the following factors as obstacles for the use of social care services:

· Ignorance of the language. Only a few social services centres and public health centres have incorporated interpreters. Normally they are asked for in specific situations, with the consequent waste of time, and the disadvantages derived from the inefficient organisation of this provision. Usually, this service is carried out by volunteer interpreters with the ensuing problems associated to their availability.

· Problems related to cultural differences. For example, the lack of attention and respect paid to Muslims’ diet has discouraged this group from using social services. Refectory grants do not guarantee that Muslims children’s food will be hallal, meaning that it does not necessarily fulfil the precepts of the Muslim faith which govern eating habits
· Lack of information about social services and difficulties concerning the understanding of service operation. The importance of the social networks generated in the immigrants’ new environment are crucial for achieving this sort of information. The role of these networks - that is centred around bonds of family, race and nationality, work as oral transmission systems and play an essential role in access to social services, acting as mediators and interpreters during the first stages.

· The fear of Public Administration and the believe that social/health services may be connected to the police

· Preference for private and non-official centres

To fight some of these problems the Community of Madrid (CAM) has established Social Attention Centres for immigrants
 (CASI) during march 2002. The project  was presented in the Regional Plan for Immigration  for the period 2001-2003.

CASI tries to facilitate the social integration of immigrants offering a range of services
 which try to complement the action of General Social Services. Their staff is usually composed of a social worker, a psychologist, a lawyer and an administrative assistant. It is a second level support service, since access to a CASI is only though referral by the corresponding Social Service Centre of the area in which the person lives.

B.3) HEALTH CARE PROVISION

The impact of non-EU proletarian immigration raises political, economic, cultural and, even, religious problems to the health sector (Clifford, 1999, op.cit Mascarella et al, 2002). The National Health Service is starting to deal with these problems in order to provide an adequate health care service for immigrants. Apart from the existent generic programs to which immigrants are entitled, local administration has created specific health programs aimed at immigrants.  In some Autonomous Communities some of these specific programs have been the result of collaboration and agreements between areas of Social Services and Health.

The actions carried out by the municipalities with immigration programs throughout the 90’s dealt with prevention and health education activities, prevention and control of AIDS and other sexually transmitted diseases, control and treatment of tuberculosis, the making of didactic and audio-visual material to inform about health aspects
 and family planning (Solana, 2002). However the high increase of immigrants arriving to our country, especially during the last three years, has promoted the setting up of other health focused programs.

The Red Española de Ciudades Saludables
 has elaborated a study collecting information from those City Corporations (Corporaciones Locales Españolas) with more than 200,000 inhabitants in order to classify the typology of their specific programs for immigrants (Viñals, 2002). Some of these programs deal with:

· Information about immigrant rights regarding health assistance and about the health resources at the disposal of immigrants

· Raising awareness and information t aimed at National Health System workers

· Pharmaceutical assistance for immigrants without economic means

· Accompaniment and translation service

· Raising awareness of the importance of following medical treatment

· Reduction and abandonment of alcohol consumption

· Importance of breast-feeding in eliminating health risk situations in children of the immigrant population

As we can appreciate from the lack of psychological support programs, mental health is not among the priorities of the public health administration at present.

Rovira i Virgili University and Hospital Universitari Joan XXIII, both based in Tarragona, have jointly carried out a study  -which is part of the project
 “Health for All, All in Health” and “Partners for Heath” led by the Italian NGO ALISEI -, about non-EU immigrants’ perception of health services. They have conducted various interviews and focus groups with members of different ethnic minorities. Among the information gathered stands out the poor attention paid to cultural differences (especially to gender issues and diet), especially controversial during the pregnancy, childbirth and puerperium period.

Immigrants from Pakistan and India pointed out that Spanish health services are technically very good but they also highlighted as main obstacles: problems of communication, the cold and distant attitude of the professionals, the slowness of bureaucracy, the lack of satisfaction with the scarce information received and the lack of correlation between services. Some of these are common complaints from the indigenous population as well, with the difference that some professionals consider that immigrants don’t have the right to protest if they don’t receive adequate attention. Mascarella et al have detected these kinds of episodes which they have called dormant discrimination, through the following-up of two immigrant patients.

The rigid structures of the institution, where sometimes other ways of behaving or other beliefs are found inadmissible by health personal, makes the delivery of health care more difficult for ethnic minorities  (Mascarella et al, 2002).

With respect to treatment, Atxotegui
 has identified the following problems:

A) Deficit in assistance programs for the specific necessities of immigrants. He proposes some areas that require more attention:

· Mental disorders, which have increased because of legal difficulties, rejection and social exclusion, labour exploitation, and others. These disorders show the difficulty in coming to terms with migratory grief and feelings of loss in a context of high stress accompanied by a lack of social support.

· Reproductive Health, in a population with a birth rate much higher than the indigenous one, which often lives in very bad sanitary conditions.

· Specific infectious illnesses  (like malaria and others)

· Labour accidents

B) Lack of co-ordination in health provision. The work realised by the sanitary personnel, especially doctors, has an excessive bureaucratic component. Doctors have to spend half of the 5-7 minutes, the prescribed length of time for each patient visiting their G.P, filling in forms, applications for medical tests, labour reports, etc. This time is clearly insufficient, especially in the case of immigrants, where difficulties in linguistic and cultural communication are added.

C) Discrimination concerning access to treatment. To suitably attend these new National Health System “users” there needs to be equality of access to all areas of treatment.

D) Lack of education of health professionals when attending persons coming from different cultures. This is reflected in:

· Ignorance of the cultural conception of illness. Traditional medicines are more alike to classify illnesses/disorders according to their origin, from a psycho-social and relational perspective – that many times is expressed through magical referents. Western medicine pays more attention to the classification depending on symptoms, what can lead in many cases to misdiagnosis.

· Lack of preparation in handling “counter transference”
 during the therapeutic process. The immigrant tends to relate inadvertently the doctor or nurse with the police or an employer, usually indigenous, who could have been very hostile to immigrants. This situation leads the immigrant not to follow or to give up the treatment.

· Problems of linguistic and cultural communication. Interpreters only exist in some hospitals. As I.R. Marcos demonstrated in 1976, when a patient speaks a different language to that of the doctor, (s)he tends to over diagnose the patient. The situation is made worse by the very short time available for the visit. As I mentioned before, the time established for a visit is 5-7 minutes, which is very little even for indigenous patients. 

As a result, immigrants usually complain that they are overmedicated and receive low quality health assistance.

Solutions to these problems include – guaranteed information and orientation about health assistance to all immigrants, providing interpreters in Primary Care Centres, building up mental health services and hiring professionals specialised in migration, etc. Nevertheless, there exist some ethical problems that could obstruct their implementation. For example, one of the psychiatrists interviewed complains of the existent discrimination in private centres against hiring foreign staff and also, the racist attitudes among current staff.

The concept of racism is, “in one aspect, a psychological phenomenon, affecting whoever are its victims as well as its perpetrators, (…), but if its ultimate rationale is that of social power, racism, a two-way process operates through primitive feelings such as envy, hate, jealousy, greed, anger, violence, suspicion and fear” (Kareem & Littlewood, 2000:25). Most psychotherapists are supposed to have learned how to deal with these feelings; a difficult objective if we take into account that the issue of race is rarely absent from therapy even when one shares a client’s cultural and ethnic identity (ibid). 

Moreover, in order to cover the increased demand for health assistance on behalf of the new population, a higher budget is required. The government policy of not increasing the national public budget, due to their policy of búsqueda del déficit cero (search for a zero deficit), is giving place to a quality decrease in health assistance. Under these circumstances it must be taken into account that, firstly, Spanish health expenditure is lower than the European average (OCDE, 1999 op.cit Atxotegui, 2001) and, secondly, immigrants are workers who widely pay their access to health assistance and contribute to an important part of national welfare. We must not forget that inadequate health assistance will generate a higher long-term cost (Atxotegui, 2001).

In Spain the collection of data about different health services is still very precarious. Most services have not even registered in their clinical files their patient’s country of origin, and it is only now that some centres are starting to quantify immigrant demand. Hence, the lack of general epidemiological studies and the consequent ignorance of differing mental health needs among the different ethnic minority groups.

B.4) HEALTH AND SOCIAL CARE PROVISION OUTSIDE THE REGULAR FRAMEWORK

Besides the National Health System and Social Services, which have been described beforehand, there exist other kinds of providers. In the beginning, faced with the incapacity, ineffectiveness and inhibition of public administration, the NGOs were the first entities which attempted to address the health and social needs of minority ethnic groups and refugees. The general tendency has been to establish collaboration agreements between the NGOs and municipalities on the subject of health and social services.  

Since the mid 90’s, some NGOs began to take part in the health care provision of immigrants. These non-governmental organisations tended, therefore, to substitute mainstream services and cover those gaps in the National Health Service (Solana, 2002).  Nowadays many NGOs, such as Médicos del Mundo, Red Cross, Médicos sin Fronteras and Karibu, among others, are providing primary care assistance for immigrants in vulnerable situations. Health care assistance includes, among other things, health promotion and prevention programs, and also some economic support for the purchase of medicines. Recently, these organisations are incorporating mental health services to the range of health assistance they offer. Also, other NGOs which are specialised in providing other kinds of services other than health assistance - full range of social care services that goes from accommodation and maintenance to practical advice and support of vulnerable groups - are now offering psychological assistance due to patient demand. Their staff usually includes social workers, psychologists, interpreters and, in some cases, cultural mediators.

Among various NGOs which have specialised services for migrants or which have set up specialised departments or social work projects, Solana classifies them and points out the following. He talks about denominational organisations, like Cáritas or local church associations, and lay entities, like the Unions or the Red Cross.

· Cáritas has been a pioneer entity in social work with migrants and in some municipalities it is still the main reference. With the intention of not duplicating services, there have been established different agreements between Cáritas and  Social Services.

· Local parishes have developed diverse activities like the establishment of reception centres or the provision of facilities to immigrant associations or volunteers to carry out activities such as language courses and dispense humanitarian aid among other things. Their task is very important, above all, out with the city centre where access to services is difficult. They provide food, clothing, orientation and information, and training courses. Nuns and priests are considered trustworthy persons and usually act as advisers, to whom they can tell their problems, carrying out a sort of preventive mental health task.

· The Unions have opened new offices for immigrant consultation concerning residence and work permits, and also for labour issues. They have also offered occupational formation courses. In this area the CITE program of CCOO stands out.

· Red Cross is in charge of providing emergency first aid when immigrants arrive to the coasts, by means of primary care attention and medicines. Moreover, it has different programs to facilitate their social integration. These programs concern information and orientation about their rights, reception centres, insertion in the work force, attention to specific diseases, and psychological assistance, among other things. Other programs try to deal with cultural problems, which frequently occur in health assistance.

NGO financing comes mainly from the different public administrations (municipal, autonomous, national and European). The contributions of the affiliates and the donations coming from private entities cover just a minimum part of NGO expenditure. Many NGOs have hired professionals but an important burden of the activities is carried out by volunteers.

Other entities, which are providing social and health care assistance, are immigrant associations or mixed associations – formed by immigrants and indigenous people-.  Some of their main objectives have been: establishment of a network which acts as protection for persons without the means to live; reception activities, accompaniment, and information; labour and social advise; activities focused on propagating and maintaining their own culture in order to fight racism; protest actions to express immigrant’s problems. Some of these associations do provide health care assistance as well, having interpreters and doctors specialised in tropical diseases in order to assist those persons that are left outside mainstream care provision. A minority of them also offer psychological assistance.

The lack of facilities, economic means and professional staff are some of the difficulties these associations have to face.

NGOs and immigrant associations, being aware of the lack of adequate and specialised mental health care services for immigrant groups in mainstream care provision, are setting up psychological and psycho-social assistance services. In many cases, the establishment of these services has come as a direct result of patient demand, who were already making use of other services provided by the National Health Service.  

The way in which NGOs and immigrant associations are incorporating mental health care services is, in some cases, through the contracting of an external psychologist who comes according to demand or, in most cases, providing a permanent psychology service. 

Nevertheless, most of these immigrant and refugee health care services are located in main cities, mainly in Madrid and Barcelona. 

Those immigrants in an irregular situation and who cannot register are attended by NGOs, while those who have been registered can access municipal public services. However, many of those regularised keep going to NGOs services because they are more efficient (Solana, 2002).

B.5) EDUCATION

The Ministry of Education, Culture and Sport’s advanced data affirms that the percentage of foreign students enrolled in Spanish schools during year 2000-2001 was 1.94% (133,684) of the total students. According to their continent of origin, the majority came from America (34.67%) followed by those coming from Europe (30.37%), Africa (28.02%) and Asia (6.79%). Their geographical distribution across the country is uneven, and whilst in Madrid the largest group comes from America (49.89%) followed by Africans (22.87%), in Barcelona the opposite occurs, Africans being the largest group (47.28%), followed by Americans (29.77%).

The Autonomous Communities with the largest percentage of foreign students are Madrid (28.86%), Catalonia (17.57%) and Andalousia (12.79%). With respect to the proportion of foreign students in relation to total pupils, Madrid is also at the top of the list with the highest proportion, 4.33%. Catalonia is in sixth position with a proportion of 2.37%.

Regarding the types of centre, 77.68% of foreign pupils enrolled in public schools while 22.32% did in private centres.

School zoning promoted by the government school system has led to school ghettos, which has been commonly interpreted as the flight of the majority of indigenous people to private schools or to different areas (Partners for Health, 2002), a fact that reinforces mutual ignorance and the persistence of negative prejudices and stereotypes. In this context, the concentration of immigrants in specific schools is regarded as a loss of quality and linked to the implementation of Educational Special Needs Programs, such as Programa de Educación Compensatoria (PEC) in Catalonia or Aulas Temporales de Educación Lingüística (ATAL) in Almería. These sorts of programs try to deal with the difficulties of pupils who present common problems such as being late for school, who come from a poor background, who present a high level of absenteeism and who belong to cultural and ethnic minorities with low economic possibilities (Moreras, 1999). In the beginning some compensatory educational programs originated to help assimilate immigrants in schools but after a time, these programs have incorporated an intercultural perspective. 

Some local administrations try to avoid this exodus by means of establishing quotas for foreign pupils per centre in order to plan their territorial distribution, but this is not a widespread measure. This distribution strategy is only possible if private schools get involved in the process (Solé et al, 2000). Moreover, there exists different opinions, as some professionals believe it is not a problem of the concentration of immigrants in certain schools but of lack of specific educational resources and autonomy that would allow  adequate responses according to the specific reality of each school (Mascarella et al, 2002).

The EUMC 2000 Annual Report denounces that from the educational sector have come reports about children and young people in Spain from certain minority groups, in particular Roma, who have not received any education at all, or who have a high dropout rate.

A high level of absenteeism is noted among immigrant pupils, especially among girls. In the case of Moroccans, while at an early age the proportion between boys and girls attending school is very similar, at the high school this proportion plummets, despite the fact that schooling is compulsory until the age of 16.

The absenteeism can be the consequence of cultural differences in the role young people must play while of school age. Associations, which work with Moroccans, assure that the reason is that families do not consider school as a possibility for socio-economic promotion of their daughters (El País, 16-02-02).

The Muslim religion for Muslim students is taught by an Imam in their own associations. There are no classes of origin languages. In Catalonia’s schools the students learn both Catalan and Spanish, and one other foreign language. Families say it is very important to speak the languages of the reception country so that the children integrate more fully (Mascarella et al, 2002).

In spite of the efforts that are being made to facilitate immigrant integration at school by the setting up of specific programs, the training of professionals for cross-cultural education and a serious revision of education materials is a pending subject (Pajares, 1998).

C. SERVICES FOR ASYLUM-SEEKERS AND REFUGEES
When the asylum-seeker arrives to Spain and claims asylum, (s)he is sent to the Red Cross which is in charge of health screening in order to detect any contagious diseases.

Asylum-seekers will benefit from social services, education and health assistance delivered directly by public administration or through NGOs, according to the available funds (www.mir.es).

So that, when the asylum claim has been admitted, asylum-seekers and their dependants will be entitled to the National Health Service if they go through the registration
 procedure.

However, many asylum-seekers (and even official refugees) show preference for services outside the regular framework due to the lack of adaptation to the new demand perceived in the National Public Health System.  Its resources are still very precarious, reflected mainly in the nearly complete absence of interpreters (above all, at a Primary Care Level), and in the lack of training of health professionals concerning the needs of ethnic minorities.

In relation to specialised assistance to mental health patients such as asylum-seekers and refugees, the Red Cross has long experience in refugee mental health care services. The existence of few other non-statutory entities providing this sort of assistance for victims of torture has been detected by NGOs such as COMRADE and CEAR in Madrid, and by NGOs such as EXIL in Barcelona. In Barcelona, we also find SAPPIR in the public health system, and SATMI, which is a concerted service from a private and religious foundation.

Some of these NGOs, such as CEAR and the Red Cross, have signed state covenants with IMSERSO to manage social benefits for refugees and asylum-seekers. Most of them offer legal advice and help during the asylum procedure.

Problems arisen in service provision for asylum seekers and refugees coincide with those that apply to immigrants in general, which were discussed already in this chapter.

Chapter 3. PRACTICES DEVELOPED FOR ASYLUM SEEKERS AND REFUGEES

A. METHODOLOGY

In order to identify the practices that have been developed for these immigrant groups and to know better their contents, a qualitative study has been carried out.

The sample is composed by a wide range of professionals working in different fields of service provision to immigrants, asylum-seekers and refugees
. Several interviews have been conducted in the two cities with highest immigration rates in Spain, Madrid and Barcelona. 

In Madrid, 11 in depth interviews were carried out on a wide range of professionals including psychologists, psychiatrists, social workers and lawyers who work among different health and social care providers like the Public Health System, NGOs, a state refugee reception centre (CAR), a Regional Social Care Centre for Immigrants (CASI), the Immigration Regional Office (OFRIM) and an immigrant association.

In Barcelona, another 5 interviews were carried out with psychologists, psychiatrists, social workers and an anthropologist, this time in different NGOs, which provide mental health care assistance, and in Private Sector and Public Health System centres.

The methodology used consisted in semi-structured face to face and telephone interviews. The fieldwork had taken place from June to November 2002, including the arrangement and conducting of the interviews. I would like to point out the splendid co-operation of all those professionals who collaborated and showed interest.

It is important to make clear that we are talking about mental health services, located in Barcelona and Madrid, addressed to the whole immigrant population, including asylum-seekers and refugees. The reason for this extension is the scarcity of specific mental health services specialised in the treatment of asylum-seekers and refugees in Spain due to their reduced number when compared with the rest of the immigrant population
 and, perhaps, also due to the lack of sensitivity shown to this group. Services that provide this sort of specific attention could be summarised as the Red Cross, CEAR, COMRADE, SAPPIR and EXIL. Even though, these are not exclusive services for refugees, given that other immigrants are attended as well.  

B. STATE OF THE ART
B.1) ORGANISATIONAL CHANGES (Structurally innovative projects)

The great lack of co-ordination between refugee and minority ethnic groups, NGOs and Public Health Care institutions in the organisation of services, was criticised by the respondents and was also highlighted during the III National Immigration Congress held in Granada during the first week of November 2002. Speakers and attendants exposed how this lack of co-ordination affects negatively the development of their everyday work with migrants.

But, certainly, some organisational innovations have taken place during recent years in order to provide a better care delivery for immigrants. Thus, a special medical service, Servei d’Atenció i Tractament de l’Inmigració (SATMI), was set up in Barcelona with the intention of supporting professionals working in the Public Health System. 

SATMI is not part of the public mental health system but it is a psychotherapeutic assistance unit financed by Sant Joan de Deu Foundation, which provides health care assistance in a co-ordinated way. This service arose at the end of 1997 and emerged from the proposal of the three cultural psychiatrists that currently make up the team, due to the sharp increase of immigrant patients in mental health centres.  The Bi-cultural team comprises three psychiatrists, one psychologist and one nurse.

SATMI does not pretend to be a parallel service to existent mental health centres for the treatment of immigrants, asylum-seekers and refugees. Their objective and methodology are different from this conception.

Unlike in the National Health System, SATMI does not work with zoning
, differing in this way from the rest of the regular services. Patients are referred to this service from their mental health centre when a specific problem that cannot be solved by the usual doctor occurs, normally because they have not received any specific training in cross-cultural psychiatry.  It is at this moment, which could be either at the beginning of the intervention or in the middle, when the patient is referred. There, the intercultural psychiatry team will help to overcome this step and, once resolved, the patient will be sent back to their own mental health centre where their treatment will continue.  This mechanism is known as “interconsulta”, since the normal doctor that can always consult with SATMI in order to get a more reliable diagnosis.   Therefore, this service aims not to establish a health assistance centre only for immigrants that will always separate them from the rest of regular services, thus promoting segregation, but a support service to facilitate immigrant integration. Their service is available only four hours a week, even though they are planning to extend these hours.

In Madrid there isn’t any special medical service of this type like in Barcelona. But a first step towards the evaluation of current necessities in this field of provision has just started. A study to evaluate the situation of regular mental health care institutions has already been designed and will be carried out shortly. This study has been proposed by a psychiatrist working in the emergency services of a psychiatric hospital, who has detected that the percentage of admissions of the immigrant population exceeds that of the indigenous, being two or even three times higher. The study attempts to measure the “assistance burden” (need for assistance) of immigrant patients in regular mental health services, that is in mental health centres, psychiatric wards in General Hospitals and psychiatric emergencies. The main objectives are to identify what is currently being delivered and what is not, the urgent lacks that need to be covered and moreover to investigate why members of certain ethnic minorities do not get to some sort of services while others get them in excess (for example Argentinians and Chileans). It will be the first study done in this sphere. The identification of problems and analysis of necessities will surely help towards the creation of special services or the reinforcement of the existing ones.    

Collaborations between mental health services and universities come in the form of the formation of special programs to be implemented in the services. For example, the Universidad Autónoma of Madrid is drawing up a special program for the treatment of men in trauma, that is, who are affected by Post Traumatic Stress Disorder or sub-syndrome
. The therapy will have a cognitive-behavioural orientation, and it will be the only one group therapy in service at present.         

On the other hand, in Madrid the CASI (Social Care Centres for Immigrants) could be another example of the setting up of special services in order to improve service provision for immigrants, asylum-seekers and refugees. CASI
 is a public device of private management that has sprung up from Madrid’s Regional Plan for Immigration 2001-2003. Its pace of development has been slow, the negotiations lasting for nearly three years due to the lack of consensus on behalf of the different bodies. 

CASI are not a medical service but a social care service focused on immigrant labour insertion. CASI consists in a second level support service complementary to the attention given at Social Services Centres. Its team includes a psychologist, who provides psycho-social support for those problems that have arisen during the process of adaptation to the new social environment. But this service is not one which follows a clinical intervention, and the psychologist has only the task of handling the stress situation, detecting possible pathologies and referring on to mental health centres if necessary. 

The state of the facilities for interpretation is still very precarious in the public health system. Interpreters have not been incorporated in Primary Care Attention Centres yet. Official full-time interpreter services are still a limited resource being available just in some hospitals like Hospital del Mar located in Barcelona. Normally, the rest of the hospitals have to ask for an interpreter in cases of necessity, and usually these are provided by NGOs, mainly by CEAR, ACCEM or COMRADE. Even though, hospital personnel believe they are necessary at all times. Respondents of the survey highlighted this way of accessing interpreters as problematic for different reasons such as problems of speaking their languages and the availability of the interpreters. One of the psychologists interviewed explained the impossibility of treating an Ethiopian patient due to the absence of Ethiopian interpreters in Madrid.

Before this situation, most immigrants have developed strategies like going to the doctor accompanied by a relative or friend who speaks Spanish, but we must not forget that this “solution” has an important limitation, above all in psychological or psychiatrist services, because the patient may not feel free to express himself.  

NGOs have a better interpretation service because of their experience over many years of working with migrants, some of them being essential providers of interpreters. Even though, most psychologists interviewed spoke more than one language, mainly English and French.  

B.2) TRAINING AND EDUCATION

Medical university education in Spain incorporates only in an anecdotal way specific training in sociology and anthropology of medicine. Moreover, these courses usually take place during the first university years and they are perceived by students as quite irrelevant to their training and personal interests. In the study of nursing, there exists a major sensitivity towards social and cultural questions, and student nurses make up the greatest number of students in the Social and Cultural Anthropology course. Nevertheless, there is no advance training in intercultural health in any of these university degrees. 

Training and education practices on the subject of understanding immigrant culture for mental health professionals working with immigrants, asylum-seekers and refugees are still at an early stage. However, a slight mobilisation of resources has been detected in the form of an increase in the offer of new courses concerning this subject on behalf of certain universities and organisations. In spite of this increase, cross-cultural training is still very scant and does not reach the majority of mental health professionals working in the field.

Respondents working in the public health system criticised the scarcity of courses concerning mental health needs of minority ethnic groups and refugees, on behalf of the administration. The IMSERSO
 has internal training programs in all social care fields, but respondents pointed to the low quality of the training and the scarce number of courses related to asylum and refugees. Professionals perceive that there is a great imbalance between the training received and the social and cultural changes produced during the last year whose effects have not been met by the authorities.  

With the objective of fighting this serious training gap, efforts are coming from the service level. Specifically in Madrid, through the initiative of a psychiatrist, a course in Cultural Psychiatry was recently designed and will be given by the public administration. The course’s subject will not be entirely psychiatric but will contain important social dimensions.  It will be addressed to public administration workers, and its main aim is, according to its promoter words, “to be a training course for trainers, in the sense that the pupils are expected to be like germs that will impregnate their social environment causing the proliferation of these practices”.  

In Catalonia, the Generalitat has asked various experts to make a guide that allows General Practitioners to identify mental disorders, so that they will be able to refer them, in case of necessity, to a psychiatrist. Already in 2000, the Institut Catalá de la Salut
 edited a basic lexicon guide for health conversation in different languages such as English, French, German, Russian and Arabic, as a work tool for health professionals. Moreover, in Barcelona, pharmaceutical firms have been financing the organisation of a series of talks given by health professionals trained in cross-culturality, and aimed at Primary Care doctors.

Some respondents have stated that the Public Health System is not training its professionals to be able to attend properly immigrants and refugees. The State, by means of financing certain NGOs, tries to cover this important specialised service.  Even from public administration services, patients are referred to NGO mental health services instead of to regular ones, which are not well thought of.  

Before this situation, most respondents - working in either the Public Health System, NGOs or immigrant associations - stated to have taken some external
 courses given by different universities or other entities, such as Grupo de Acción Comunitaria
, and which are usually financed by their employers. However, in some cases (NGOs) there is no financing and the professionals must pay for it, which is not always possible for them. Courses in “Mental Health and Psychological interventions with immigrants, refugees and minorities” - in Barcelona -, and “Psycho-social interventions under political violence situations” - these course take place in the cities of Madrid, Barcelona and Bilbao, which require a lot of flexibility on the part of the attendants - are available among few others. The decision to take these courses comes mainly from the worker’s personal interest.

A significant number of respondents in Madrid had taken a course in the EMSI, and showed themselves quite satisfied with it. The EMSI is a public school for the formation of Social Mediators in Immigration (EMSI) that was set up in the Community of Madrid in 1995
, with the objective of providing education and training for professionals working in public administration, associations and NGOs working with migrants. The school is a public service with private management, promoted by the Social Services Council and it is a project framed in the URBAN II European Union’s initiative, which seeks the improvement of the quality of life in urban areas of European Union member states. Born with the vocation of being an instrument of training immigrants and indigenous, the EMSI provides “technical formation necessary to understand the different aspects of life immigrants have to deal with, along with the abilities, values and attitudes essential for social work in that field” (www.comadrid/EMSI). EMSI aims to be the catalyst of the training necessities of the immigrant assistant network, being in charge of the collection, elaboration and proposal of those necessities.  Since 1999 there has existed the figure of the Social Mediator as a civil servant in the City Council. 

Among the courses given, there is one for training in socio-sanitary mediation, whose aim is to provide the knowledge, abilities and tools appropriate to optimise this kind of work in the health service. 

 The difference between an interpreter and a cultural mediator lies in the fact that while the first one translates literally the conversation, the cultural mediator is, as well as an interpreter, an expert in the symbolic and cultural universe of the user, and also explains to the user about the organisation and functioning of the health system.  Most cultural mediators are members of ethnic minorities. Moreover, when they receive specific socio-sanitary training they become health agents, which enables them to carry out health promotion and preventive campaigns (Lurbe, 2002).  

In Barcelona, CEAR-ACSAR
 is carrying out specific programs for the training of health agents in specific subjects such as sexually transmitted disease prevention or Eastern women.  The figure of the health agent has been incorporated into Catalan hospitals since 1994. As well, Barcelona City Council launched in spring 2002 an intercultural mediation program, to prevent possible conflicts with immigrants and hired 20 intercultural mediators (El País, 04-03-02,  Ed. Catalonia).  But their incorporation is still slow and, above all, very controversial referring to mental health services.

In conclusion, the general tendency of the respondents was to point out the need for training, above all, in the mental health needs of minority groups and refugees, the “unknown sphere” of migration. They expressed feelings of isolation with respect to their work, of which there is little or no monitoring.

Derived from this situation, in Madrid, professionals working with asylum-seekers and refugees have felt pushed to meet periodically as a means of support. These bi-monthly meetings stem from the proposal of Red Cross psychologists based in Madrid, who searched to set up a working group among the professionals working in psychological intervention. It brings together professionals working in either public administration – as OAR, CARs - or NGOs – such as ACCEM, CEAR, COMRADE among others -. It arose with the intention of being a self-help group, but later on it became more a reflection and self-training group through the sharing of expertise, and recently members are also planning to publish the group’s work. For some respondents, these meetings mean their only contact with other psychologists working in the field. 

B.3) TREATMENT  

The organisations examined in this survey offered a variety of therapies, all developed in order to meet the needs of immigrant and refugees. Some organisations operate with more than one therapy, depending on the specific characteristics of each case, that is, from an eclectic approach. 

Individual and family counselling and psychotherapy were reported to be available in most organisations contacted. However, these talking treatments were only available in Spanish, Portuguese, English and French, as the most common languages encountered, and therefore excluded some groups. Moreover, one respondent argued that psychotherapeutic interventions were very limited and were only selected those interventions which were less culturally conditioned. It follows the idea that the Western style of intervention isn’t very effective among specific populations.   

Complementary therapies propose an alternative to the Western clinical model. In the cases reported, psychotherapy was complemented with alternative therapies such as relaxing techniques - like yoga or massages - hypnotic techniques, group support, befriending and art therapy – noticed just in one centre - . Art therapy aims to explore, outside the counselling setting, aspects of mental ill health and, in this way, to complement main treatment. The advantages of art therapy, particularly when applied to foreign patients, is that it overcomes the possible obstacles due to linguistic problems.   

These complementary therapies do not pursue a clinical intervention in themselves; therefore these activities not necessarily have to be conducted by a psychologist or psychiatrist. 

At other centres examined, the psychological assistance service was being managed by social psychologists, and deemed group intervention more beneficial. These centres combine advocacy services and programs for labour insertion, thus acting as a crucial social support. When the psychologist detects possible pathologies, for instance PTSD symptoms, clients are referred to other organisations offering clinical treatment.   

For PTSD it was observed that cognitive therapies are preferred among victims of trauma, combined with a psychopharmacological treatment. EXIL centre, unlike the others, have developed different programs to treat war trauma, all based on an integral systemic approach according to a medical-psycho-social model, that is, taking into account the person’s biological, psychological and social situation. 

B.4) PREVENTATIVE ACTIVITIES

Most of the common mental health disorders that present themselves amongst the immigrant population are caused by problems related to adaptation to their new environment and with the precarious situation in which they find themselves on arrival. Instability in their legal situation, uncovered basic necessities such as food, housing, work and health, and the lack of social support are without doubt factors, which lead to mental health problems. Prevention is feasible in order to reduce the impact on mental health. Disorders must be treated within a clinical framework, but preventative care seems essential for the prevention of further illnesses. 

Prevention is being given in the form of other types of therapy and assistance. An example of preventative activities are those developed by the surveyed Refugee Reception Centre (CAR) in Madrid where children’s excursions, cultural raffles and party celebrations are organised at the same time as languages courses are being given. Training in healthy habits, such as Hatha Yoga courses or education for health, are carried out during specific psychotherapy sessions, having a positive impact on resident’s social integration and mental health. Moreover, the psychologist has set up a self-help group that aims to promote the creation of a support network between persons that share similar characteristics and necessities. In this way, identification and personal empathy processes can emerge so that the participants are able to develop their own ways of coping with their problems.   

Most NGOs examined offered preventative care in the form of legal advice. The Social Care Centres for Immigrants (CASI) network in Madrid and the Cultural Association for Colombia and Latin America (ACULCO) have centred their efforts in combining different services such as the insertion of immigrants in the work place, legal advice and psychological assistance.

Moreover, there exist numerous immigrant associations that, apart from promoting intercultural living together through their cultural diffusion, facilitate the creation of social networks for those who lack social support. Common activities include the organisation of language and computer courses, school reinforcement, and the accomplishment of cultural excursions, sports, conferences, exhibitions and the editing of magazines among other things. Also, many of them offer advice, labour insertion and housing demand support.    

C. A CRITICAL REFLECTION ON THE STATE OF THE ART

It is a fact that Spain is a latecomer – according to Gerschenkron terminology - as an immigration country in relation to our North Eastern neighbours. The first and main feature of the Spanish case is its recent character. Although there doesn’t exist essential data to prove it, some experts hold that a very high proportion of the immigrants settled in Spain, have come during the last five years. The institutional system faces a new challenge, derived from the new necessities that have arisen due to the immigration phenomenon. Some changes have already taken place, but still significant institutional changes, mainly in the social and health care sphere, are demanded for the adequate service provision that our society requires at present.

The institutional system has not been sufficiently developed and, therefore, it is not ready to attend to people coming from different cultures. This is because it has been created for a mono-cultural system, which is rigid and closed. The need to establish specific mental health services mainly out with mainstream health provision but also within it, in order to address ethnic minorities needs, reveals the mono-cultural character of the public health system. This mono-culturalism derives from the provision of sanitary resources according to not only the ethnic but also the social position of the users. Hence, that Spanish health system has come to be described as ethnocentric and socio-centric (Pereda et al, 1997, op.cit. Lurbe, 2002).

Next, there is a summary of those weak points that demand short-term solutions:

Most respondents have reported an absence of monitoring in the services. Monitoring on the use of mental health services is a necessary tool that would help towards a positive development of the existing services, as evaluation is a crucial aspect of the methodology in psycho-social intervention. Most respondents requested the implementation of good-quality external auditing that could analyse and evaluate the work that is being done. Apart from the intervention in itself, monitoring and evaluation have other positive effects as they would motivate the team members of these services, who are vulnerable to suffer from burn out syndromes.

Existent racism in public institutions was reported, as other ways of behaving and other beliefs are being found inadmissible by the health personnel. This problem could be fought through the adequate training of professionals in intercultural subjects together with the realisation of systematic monitoring tasks, as mentioned above.

The lack of qualifications of social and health professionals working with immigrants and refugees may create different forms of racism and a mistaken assessment of users, leading to misdiagnosis. The scant offer of external courses and the absence of training inside workers’ organisations seems to be a sign of a lack of motivation on behalf of potential providers and of workers in the field. Courses available have emerged from doctors’ personal initiatives working directly with immigrants and refugees. The administrators should be more aware of the situation and take part in the qualification of their workers by offering courses, adjusted to new social demands, and given at every health and social centre.

In relation to financial resources, running of most programs has an annual duration even though there exists a certain acceptance of the project’s continuity, except in the case of psychological support projects.  It was reported that some psychological and psycho-social support projects submitted by various NGOs have been rejected funding on the basis that the National Health Service already covers this sort of assistance. This is certainly true, however, as it was found and reported throughout this survey, there exists groups who have no access to the National Health Service – the undocumented afraid of the administration, homeless, etc – and moreover, the system is still not prepared and has not been adapted to treat minority ethnic groups. As a sign of this, respondents have reported the common referral of immigrant or refugee patients from the National Health Service to NGOs with mental health services, and also the preference these patients show for NGOs services. In spite of this, the mental health services of the NGOs are the programs with the least guarantee of continuity whereas their advocacy or labour insertion programs are much more established and numerous.

Short-term projects, in general, have disadvantages arising from their marginal position in relation to mainstream services. Among the disadvantages there exists the pressure on the new service that has to prove itself successful in a short time, the difficulties in recruiting appropriate staff on short-term contracts and the difficulty in influencing mainstream mental health service policy from a marginal position. The majority of psychological support services for migrants established in Spain have to deal with these limitations.

The inadequate funding given is clearly shown by the necessity to have volunteers working in these services and by the lack and condition of the facilities in which they work, among other things. For example, there is a lack of adequate therapeutic space in psychological consulting rooms of many of the services visited for this survey, where, in some cases, the psychologist was attending patients inside the rooms of the advocacy service, and was, therefore, surrounded by other workers and users. Respondents have also pointed out problems of accessibility to the psychologist of some users owing to their lack of availability, as they usually only work part-time. Interpretation services are insufficient, and almost absent in the National Health System.

Distribution of information about services and how potential users could gain access to them, have demonstrated to be insufficient. Although efforts are being carried out by different NGO’s, associations and city councils, information is not reaching the whole target population.

Consultation with users’ group is not a general methodology, and was only found in those organisations equipped with primary health care and/or advocacy services, which have reported that the establishment of a psychological assistance service had emerged directly as a demand from the users of the service, through the setting up of focus groups with the objective of assessing their needs by means of active listening.  The idea appeared from personal contact with the users who often suffered from anxiety when they were informed of any negative administrative resolutions.  Nevertheless, there is almost no evidence of further users’ involvement in the development of services, as the general lack of service evaluation hinders the measurement of their grade of satisfaction and the possibility to make their own suggestions. It has been proved therefore that ethnic minorities and refugees themselves, rather than those who see their role as articulating their needs on their behalf, must be central to this practice. In spite of this, it has been reported that services across Europe rarely provide opportunities for consultation with minority ethnic groups about the type of mental health services they receive in order to identify on a broader level what they want from mental health services ( Watters, 1998b, op.cit. Watters, 2001).

Another weak point is the absence of general epidemiological studies.  During all this time National Health System records have not registered the patient’s nationality, but only if the patient is national or foreigner. Some efforts have just begun in order to start collecting this sort of data in the communities studied for this survey, Madrid and Barcelona, but the process is still at an early stage. Whereas specific health care services for minority ethnic groups and refugees have been collecting this data since their origin, and they use it to elaborate the organisation’s annual report - confidential in some cases -, which permits specific epidemiological to be conducted. It is very important to carry out systematic and complete data recording that will allow the construction and use of statistics, which is essential to argue for resources in order to develop preventive activities and particular programs of treatment.

If culturally sensitive services are those which include the deployment of health and social care workers from similar cultural backgrounds as those of ethnic minorities or refugees themselves, for the provision of interpreting services, advocacy services and specific training in cultural issues for mental health staff, we could say that Spain is still a long way from achieving these goals. Some services visited are working along these lines, but, in general, there exists a great lack of workers coming from similar cultural backgrounds to members of ethnic minorities or refugees, and they are only being demanded at present as cultural mediators. The School of Social Mediators for immigration (EMSI) based in Madrid, functions on this basis, training new mediators. Currently in Madrid 80% of cultural mediators are foreigners.

However, other voices against state that the appointment of workers coming from similar backgrounds does not necessarily entail an effective means of responding to the needs of minority ethnic groups and refugees in the sense that, for example, a bilingual therapist’s role is not to translate patient’s experience in their own terms but to construct parameters that fit experiences into predefined biomedical categories. In this way, bicultural therapists may be seen as agents of de-culturalisation and de-politisation in that they transfigure the patient’s account into individualised pathology (Ong, 1995, op.cit. Watters, 2001).

In Spain, the specific demands of different migrants are not being considered, like, for example, the issue of gender awareness. Due to cultural reasons some patients prefer to be attended by a woman instead of a men, and vice-versa, but in practice this option is still very limited when referring to services involving psychological assistance, mainly due to staff limitations.

D. CONCLUSIONS
As mentioned previously, the recent history of Spain as a reception country combined with the sharp increase of immigration during the last three years and the state of Spain’s economy explains much of the present situation of immigrants in this country. Spain’s high level of unemployment and the weakness of the welfare system compared with other European countries, explains why this regime was not an attractive destination for immigrants in the past. 

Health care institutions have taken a long time in addressing culture diversity, probably because of institutional difficulties. In the meantime, NGOs have been taking a leading role in immigrant health and social care assistance, even though their scope is still limited. Through experience and the passage of time they have specialised in the provision of specific services. However, as NGOs stand outside the mainstream mental health and social care provision and, despite the fact that their work has unquestionable positive effects on the state of service provision, this system is promoting the separation of immigrants from the rest of population. This can be a short-term solution, but efforts should be focused on endowing the National Health System with the human and material resources necessary so that it can provide an efficient service that meets the needs of all its clients. Meanwhile, the funding of NGOs by the government must also be increased in order to improve the quality of their service provision, as with inadequate financial support, NGOs cannot effectively carry out their role. It will be only when all these measure have been carried out that we will be able to say that health assistance is truly universal for all people living in Spain. 

It is essential that workers, within the mental health and social care systems, also provide welfare advice and act as advocates for immigrants and refugees in that institution. As Watters says, “an ideal approach may be the combination of advocacy services addressed to ensure that immigrants and refugees gain maximum benefits from existing services together with the provision of specific holistic services, which respond to the social care and mental health needs of immigrants and refugees” (Watters, 2001:1715). 

To carry this out, one has to struggle against the present lack of co-ordination between the National Health System, NGOs and ethnic minorities, and furthermore, it is essential to raise awareness about health issues. This is clearly indicated by the fact that during the last National Immigration Congress held in Granada in November 2002, which 700 professionals of different backgrounds attended, the subject of health had very little prominence
. 

Policy makers should pay more attention to health issues – facilitating access to services and improving provision - a basic initial need for physical well-being and, therefore, integration, instead of focusing so much on control and regulation policies that strengthen the police vision of the immigration phenomenon, and have a dramatic impact on the mental health of immigrants, asylum seekers and refugees. One should bear in mind that the psychological and social consequences of the law have a deep impact on mental health. 

Chapter 4. GOOD PRACTICES

A. GOOD PRACTICES

This chapter will show two in-depth case studies of good practice based on the survey carried out and explained in Chapter 3.

The chosen case studies are one statutory and the other non-statutory, and both are located in Barcelona. These cases have been chosen because they comprise a range of good practice elements – easy access and promotion, user involvement, personal and cultural sensitivity, the co-operation between different agencies, continuity of services and clients, advocacy work, evaluation and research tasks - and were also found particularly innovative. 

B. CASE STUDIES
SAPPIR. Psycho-pathological and psycho-social assistance service for immigrants and refugees

Introduction

The first and unique Pla de Salut Mental ( Plan for Mental Health) in Catalonia was approved in 1994 and it does not conceive ethnic difference as criteria for screening users who require professional care for their mental disorder. Hence, it didn’t make any reference to the need to establish specific services addressed to non-EU immigrants or specific policies aimed at ethnic minorities. However, it did refer to immigration, its cultural impact and racism, as life events that could alter the psychological balance of a person. 

The socio-political scene characterised by the will of the EU to close its borders, and the demographic concentration of the immigrant population, together with the major attention paid by the media to this phenomenon, favoured the appearance of a specific mental health service partly integrated
 in the public health system and directed towards non-EU immigrants and refugees. This is SAPPIR.

On a micro-social level, other factors that promoted the establishment of this service were the incapacity, expressed by health professionals, of attending patients from different cultural backgrounds, and the complaint, on the behalf of certain NGOs and health professionals, regarding the problems of accessing health services by an important sector of the non-EU population
.    

SAPPIR was established in 1994 and set out to provide mental health assistance to undocumented immigrants, asylum-seekers and refugees in Barcelona. The centre is a specialised service inside a wider group, the Health Assistant Service for Immigrants and Refugees (GASIR). The GASIR was established to help the health problems that these groups have. The GASIR was founded in 1990 by a cross-disciplinary team that comprises doctors, psychiatrists, psychologists and anthropologists. Among its objectives were the development specific psycho-social and mental health programs for immigrants. 

SAPPIR was established with the objective of setting up a free assistance service specialised in psycho-pathological and psycho-social assistance for immigrants and refugees. The centre is situated in Hospital Sant Pere i Claver Foundation, near the city centre. It receives funding from the Servei Catalá de la Salut and the City Council annually. This private hospital, which is a pioneer in working with immigrants, generously provides its infrastructure – reception, rooms, administration personnel and technological equipment -. SAPPIR is linked to the Association for the Study of the World Refugee Problem (AWR) located in Rome. 

The centre comprises a multicultural team formed by a head psychiatrist – member of GASIR -, a child psychiatrist, two psychologists - one of whom carries out art therapy sessions, a cross-cultural mediator and interpreter, a sociologist and an administrator. Most of the staff are volunteers so that we can say the volunteers play an important role in the functioning of the service. Members of staff carry out periodical meetings in order to share their expertise and to discuss aspects of the day to day running of the centre. The team carries out different activities according to the following realms:

· The Bi-cultural team. Psycho-pathological and psycho-social assistance (first visits, treatment, psycho-social evaluation and art therapy)

· Administration

· Promotion and training

· Research

Other elements of the project include the elaboration of a standard inter-cultural psychiatry questionnaire on behalf of the head psychiatrist. This questionnaire is currently in progress, and the objective is to obtain a standard questionnaire that could be used by any psychiatrist treating patients from a different culture.

The objectives of SAPPIR are:

· Independent of the patient’s clinical and social situation, psychological and social attention will be given.

· Psychological attention is provided from a psychological and psychiatric intercultural perspective.

· To offer training to other professionals

· The promotion and diffusion of their work to other institutions that work with migrants

· To achieve external recognition based on the high level of quality offered    

Project users

· Immigrants suffering from problems deriving from adaptation to their new environment, independent of their legal situation. 

· Asylum-seekers and refugees. GASIR signed a covenant in 1998 with Red Cross Barcelona, by which SAPPIR assumes responsibility for the psycho-pathological and psycho-social attention given to asylum-seekers and refugees in Catalonia.  

Clients are referred mainly from immigrant associations, Red Cross, Social Services and other health services.

The Bi-Cultural team

The staff consists of two bi-cultural psychiatrists, one of them being the team leader, who has responsibility for 2 bi-cultural support workers, both of whom are clinical psychologists. The availability of the service is two days per week by appointment.

Languages available are Spanish, English, Arab, Berber, German and Russian. 

The work consists of:

· First visits. The first visit is carried out in two parts, first with the psychiatrist and then with one of the psychologists, and focuses on assessing patient need. Firstly, the psychiatrist gathers information mainly about symptoms, stressors and the grade of resilience. Other data collected in the clinical record is: name, age and age that the patient looks, sex, civil state, country of origin (specifying rural or urban area), time of residence in Spain, previous migrations, labour situation before and after migration, legal situation, housing conditions, level of education, languages spoken, religion and grade of practice, migration characteristics (reasons, projects, if (s)he came alone, family relations, children, if any relative has died since they arrived,  etc.), dreams of returning to their homeland, number of persons they can count on if they find themselves in a difficult situation and existence of an alternative system of believes. This data will be collected throughout different visits. The patient is asked to explain what they think are the causes of their mental disorder.

During a second stage, the psychologist tries to gather complementary information through the conducting of an interview based on the questionnaire of the “seven grievances of migration”
. This questionnaire has been drawn up by a psychiatrist who states that the patient will get better sooner if information is abundant and reliable. 

· Treatment. It consists in the application of the treatment according to Pla d’Atenció i Seguiment (Attention and follow up Plan). The cross-disciplinary team are experts in diverse psychological and psychiatric treatments and techniques such as psychoanalytical psychotherapy, systemic, cognitive and psychopharmacological, among others. Their methods are based on an eclectic approach. 

Generally, SAPPIR offers a psychotherapeutic treatment that tries to relieve superficial symptoms, provides medication for anxiety or acute depressions and develops a psycho-dynamic therapy with the objective of re-organising the relational and social life of the person in the reception country.

The treatment of PTSD is done through psychopharmacological treatment combined with a psychotherapeutic cognitive-dynamic intervention. 
· Art therapy. SAPPIR is the only centre at the moment which offers free of charge this type of therapy for immigrants in Spain. The University of Barcelona has pioneered in Spain the offering of a Master in Art Therapy since 1999 and Madrid University has followed its steps offering this degree since 2001.

Art therapy has the advantage that patients do not need to speak the language of the recipient country. Although from art creation we could arrive at a verbal process, art plays down the importance of the verbal part of communication and provides an alternative model of treatment.

The art therapist in the centre is a foreigner, and has been trained in multicultural psychology. One-hour sessions take place in a classroom made available by the Secondary School right next to the hospital.

The results achieved so far are positive, even though only a very small minority of patients agree to participate on these sessions.    

According to the psychiatrist, “art therapy helps in the collection of information about the patient, and the success of the intervention depends to a great extent on the quality and quantity of the information collected”.     

Administration

The tasks of the secretary are those of reception, arrangement of visits and management of the postgraduate course offered by the University of Barcelona, which is given at the centre. 

Promotion and Training

Promotion
Members of staff have given briefings to the media – TV and radio - on the work of SAPPIR. The team leader has published various articles in national newspapers – e.g. El País - , medical magazines, and has also participated in the SOS Racismo 2001 Annual Report, with the objective of raising public awareness towards the situation of immigrants.

Moreover, he has just published a book titled “Depression in immigrants. An intercultural perspective”. 

Training

Training is given in the form of a postgraduate course in “Mental health and psychological interventions with immigrants, refugees and minorities” run by the psychiatrist, who is a university professor. 

The course is given by the University of Barcelona, in collaboration with Sant Pere i Claver Hospital, where some of the normal classes are given, and where those of a practical nature take place.

The course centres on the study of the prevalence of mental health disorders in immigrants. Experts from different backgrounds – psychologists, psychiatrists, sociologists, anthropologists and journalists among others - are invited throughout the academic year to give lectures about the subject on which the students are working. The course is addressed mainly to psychiatrists, psychologists, G.P’s, nurses, social workers, sociologists and other professionals working with migrants. 

Apart from this, the team leader has given some talks for health professionals working in Primary Care Centres in Barcelona.  These talks have been financed by pharmaceutical firms.

Research
Records exist and are kept up to date. The sociologist, trained in multicultural psychology, is in charge of the data for the elaboration of the Annual Report. The data collected in the questionnaires has three parts:

· Socio-demographic data: sex, age, country of origin, civil state, education level, legal situation, year of arrival in Spain, etc.

· Data concerning the migratory process: reasons for migration, situation in the recipient country, expected activities, etc. 

· Clinical record: child history, personal record (previous psychological problems, personality type etc).

Through the use of a computerised SP/SS database, research is carried out and reported on every year.   

During 2001, SAPPIR attended patients of 26 nationalities. Most of them were Moroccan (38.2%) followed by Ecuadorians (11.8%) and Pakistanis (5.3%). The majority were men (53.9%), aged between 19 and 30, who had gone to secondary school and who didn’t have a job.

Most of these patients presented a combination of symptoms related to depression and anxiety, together with some psychosomatic symptoms, ranging from migraine and sleep disorders as the most common, to abdominal, joint and chest pain. Also, SAPPIR treated cases in which stress caused sexual dysfunction, the most common problems being impotence and premature ejaculation.  

Future projects aim to enlarge the service through the establishment of a social attention service - incorporating a social worker in the team -, and to carry out further and deeper research about what its director has called “Ulysses syndrome” - using the service database that contains more than 170 cases – with other European partners.    

EXIL SPAIN. Programme of rehabilitation: medical-psycho-social for immigrant victims of human rights violations and torture

Introduction

The EXIL centre was established in 2000 in Barcelona and is a program of medico-psycho-social rehabilitation for immigrants who are victims of human rights violations and torture. It receives funding from the United Nations centre for Victims of Torture, from the EXIL centre based in Belgium and other institutions. It doesn’t receive Government funding, apart from a small grant from Barcelona City Council.

     The centre’s activities and services will be enlarged when funding increases. One of the workers explained that to get higher funding it is necessary to offer guarantees that the centre is working with success. During the first two years of existence, they have dedicated all their efforts to the task of promotion and contact with other organisations in order to set up a co-ordinated network to provide a widespread and better service.  

The first EXIL centre was founded in Belgium in 1976 by refugees who came from Latin America and had been victims of organised violence in their countries of origin.  The director of the centre is a Chilean exiled in Belgium during the Pinochet dictatorship. In this country he administered psycho-social support for victims of torture and persecution. Later on he became specialised in the treatment of victims of organised violence – for political, religious or ethnical causes – and  intra-familiar violence – like sexual abuse, sexual mistreatment, child violence, etc. - .

Barcelona, was the chosen city to establish the Spanish EXIL centre for three main reasons, the favourable geographical situation, closest to other European countries – the director keeps regular contact with other organisations across Europe and, of course, with Belgium -, the high density of immigrant population living in the city and, finally, the higher sensibility concerning public health issues and the strong network of associations in relation with this field in comparison with the other regions he visited.   

The project is made up of three services: psychotherapeutic, psychiatric and social. Its opening hours are from 10.00 a.m. to 17.00 p.m. and the assistance offered is free. Unlike the rest of services visited, EXIL counts with the availability of an adequate space for treatment. The centre is based in an ample flat, bright and quiet, divided into different rooms, one of which is conditioned for children. 

Project users

· Immigrant’s victims of human rights violations or torture. Even though, other immigrants are attended if they ask for assistance.

· Specialist treatment for women and children who are victims of torture 

Clients are referred mainly from ACSAR-CEAR, Cáritas, Médicos Sin Fronteras, and Resident Associations that know of its existence due to the promotion campaign that Exil has carried out during its first two years of existence.  

The Bi-Cultural team

The Bi-Cultural team is made up of a psychiatrist, a psychologist and a social worker as regular staff. They are all clinically trained in multicultural psychiatry and psychology and work full time.  One should point out that all members of staff have been living in different countries for a considerable period of time, something that will surely have a positive effect on their work. Moreover, there is voluntary staff working part time, mainly psychologists, whose number varies depending on availability.

Languages spoken are English, French and Spanish. According to centre’s experience, most patients speak one of these languages, even though in case of necessity they can ask for translators from other associations. 

The centre’s assistance focuses on an integral systematic approach in accordance with a medical-psycho-social model. The bio-psycho-social approach means an intervention which takes into account at the same time biological (heredity, neuro-endocrine disorders, biological susceptibility…), psychological (personality structure, the capacity to face life, ways of relating to others…) and social (influence of the environment that surrounds us, family, work and economic pressures…) factors. Mental or physical pathology is not perceived as something separate to a person’s situation. According to EXIL’s director’s words, “We try to offer victims of torture rehabilitation through a process of medical-psycho-social support that it is done according to a type which relates to integration in the community, that means, putting those persons in contact with other survivors and supportive persons who will support them and help them rediscover their trust in humanity.”

During the first visit the principle objective is to identify the person’s basic necessities.  The social worker is in charge of assessing needs and acts as a key worker in assisting refugees to access those services that will allow them to maximise their potential. His main tasks are those of accompaniment and orientation.      

The centre has developed specific programs to cure the consequences of war trauma, organised violence and torture. Currently, there exist three different programs:

· Children-Families’ program: is a program of medical-psycho-social support destined to support the “parent role” of families in exile. Work is done through individual and group support for children and families, and through a network with other members.

· Adolescent’s program: is addressed to unaccompanied minors. It is integrated into a network of social workers that are in contact with adolescents. Activities are based on a personal and group approach.

· Women’s program: is a medical-psycho-social accompaniment program for women victims of organised and gender violence. Work is carried out through individual and group support.    

Moreover, the centre organises periodically some discussion groups with patients. However, the aim of these groups is completely therapeutic, in the sense that they are not set up only as a way of collecting qualitative information from patients, but to put them in contact with each other. While members of the team act only as mediators, patients get in contact with each other with the objective of helping each other in their therapeutic process and to rediscover their trust in humanity. This is what the centre calls “the therapeutic content of solidarity”.  
Promotion and training

Promotion has been scarce due to the short life of the service. Even though, one of the workers has been invited to a local radio station to speak about EXIL, in order to tell specifically what the program is about and what service they are offering.

The director, a specialist in child violence, has written books related to this field and has participated in various conferences on Child Protection – e.g. the last European conferences on Child Protection organised by the Diputación de San Sebastián.  

Training, during the first two years of existence, has been given in the form of the organisation of two conferences on the consequences of torture, to which professionals/experts of different countries were invited.

The EXIL team remarks that training in this field has a strong demand. Recently, they were asked to participate in a seminar organised by two Algerian associations dedicated to victims of torture in Algeria.   

Evaluation and Research

On a therapeutic level, evaluation of the service is given through team meetings where demands are assessed and suggestions made about the most humanitarian way of dealing with the problems which arise.

The director carries out the centre’s general evaluation, but research is still not among the centre’s main priorities.

RED CROSS

Introduction

Red Cross established the psychological assistance service for asylum seekers and refugees in March 2000, in different cities such as Madrid, Barcelona, Córdoba and Valencia. Lately, other cities are incorporating this type of service – Alicante, Torrelavega, etc… - with the aim of implanting it across the country.  

The IMSERSO (Instituto para las Migraciones y Servicios Sociales, Ministry of Labour and Social Affairs) has examined this psychological assistance service for asylum seekers and refugees as part of the global assistance program for this population at a state level.  

Project users 

· The project was conceived as being primarily for asylum seekers and refugees and a majority of users is from this population. However, if an immigrant (with or without documents) requires this service, (s)he will also be assisted.

Bi-Cultural Team 
The Bi-Cultural team is made up of five social workers, one pedagogue, one lawyer and one psychologist. They work in co-ordination with an administrator and the director of the service.

The service aims to offer psychological support and psychotherapeutic intervention when necessary. They work on an interdisciplinary basis with the main objective of providing an integrated service. Their work includes evaluation, diagnosis and trauma intervention.  It also includes the provision of psychological support throughout the asylum process, which is long and arduous and has different potential points of crisis every time the applicant receives a response.

Another important feature of the work is preventative mental health services. Adaptation to the new country, cultural difference, loss of references and the complication of the asylum process could lead to the emergence of psychological problems. Therefore, preventative strategies and the early detection of first symptoms will facilitate possible intervention. 

Red Cross’s psychological assistance service for asylum seekers and refugees consists of the following programs:

· Psychological assistance to adult asylum seekers and refugees

· Psychological assistance to asylum seekers and refugee’s children

· Family therapy and couple therapy

· Psychological assistance to women asylum seekers

Promotion and training

The work is presented in diverse scientific forums concerning psychology and social work. The service has often been requested to give training on social services and health realms. This is also an opportunity to make their work known. 

The team is constantly being trained in different aspects of their work: psychology, anthropology, etc. The psychologist, owing to the specificity of the subject, has trained most translators working in psychological intervention.

Evaluation and Research

Concerning assessment of the service, the co-ordinator carries out a half-yearly evaluation of the work done. This is achieved using different instruments and approaches:

· Evaluation of clients’ satisfaction about the attention received at the service

· Evaluation on satisfaction about the work done and work conditions

· Other professionals assessment about their work 

A report explaining the work carried out in the centre throughout the year, is produced annually. This report is addressed to the IMSERSO.

In 2001 and 2003 a quantitative analysis of the work done was carried out. Data results have been presented in different forums but have never been published, to date.
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ANNEXE

Foreign residents by continent and country of origin in 2001 and the percentage difference compared to 2000.

	Continent of origin
	TOTAL 2001
	%
	% Variation 2000/2001

	Africa

Asia

European Ec. Area

Latin America

North America

Oceania

Rest of europe

Stateless

Unknown
	304,149

91,552

331,352

283,778

15,020

944

81,170

466

629
	27.42

8.25

29.87

25.58

1.35

0.08

7.31

0.04

0.05
	-1.76

26.37

6.47

53.44

0.30

4.66

66.37

-17.08

38.24

	TOTAL
	1,109,060
	100
	23.82


	EUROPEAN ECONOMIC AREA

	Country of origin
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Austria

Belgium

Denmark

Finland

France

Germany

Greece

Holland

Iceland

Ireland

Italy

Liechtenstain

Luxembourg

Norway

Portugal

Sweden

United Kingdom
	3,711

13,541

5,818

5,186

44,798

62,506

1,033

17,488

231

3,779

35,647

23

235

5,587

42,634

8,952

80,183
	0.33

1.22

0.52

0.46

4.03

5.63

0.09

1.57

0.02

0.34

3.21

-

0.02

0.50

3.84

0.80

7.22
	5.94

4.42

5.06

10.81

5.87

3.19

10.01

4.65

12.14

6.69

15.50

15.00

2.17

16.64

1.52

7.09

8.38


	REST OF EUROPE

	Country of origin
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Belaus

Bosnia-Heregovina

Bulgaria

Croatia

Czeck Republic

Hungary

Lithuania

Moldova

Other countries

Poland

Romania

Russia

Slovakia

Switzerland

Turkey

Ukraine

Yugoslavia

Other countries
	425

877

9,953

599

1,351

651

1,813

1,100

1,067

11,342

24,856

7,543

873

7,281

612

9,104

1,723

1,067
	0.03

0.07

0.89

0.05

0.12

0.05

0.16

0.09

0.09

1.02

2.24

0.68

0.07

0.65

0.05

0.82

0.15

0.09
	67.32

-1.35

89.80

0.67

6.88

18.80

315.83

84.56

11.96

39.29

126.31

35.91

59.02

4.01

24.64

157.39

-1.88

11.96


	AFRICA

	Country of origin
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Angola

Algeria

Cabo Verde

Cameroon

Côte d’Ivoire

Egipt

The Gambia

Ghana

Guinea

Guinea-Bissau

Equatorial Guinea

Liberia

Mali

Morocco

Mauritania

Nigeria

Congo (Democratic Rep. of the)

Senegal

Sierra Leone

South Africa (Rep. of)

Tunisia

Other Countries
	928

15,240

2,021

843

326

1,138

9,318

2,641

1,802

1,982

4,863

335

2,785

234,937

4,071

5,111

704

11,553

553

387

732

1,879
	0.08

1.37

0.18

0.07

0.02

0.10

0.84

0.23

0.16

0.17

0.43

0.03

0.25

21.18

0.36

0.46

0.06

1.04

0.04

0.03

0.06

0.16
	15.86

10.06

-1.51

7.53

28.35

19.54

5.41

43.77

25.84

3.93

7.90

-30.79

49.49

17.60

8.16

55.26

4.45

4.54

-4.16

7.5

13.84

11.85


	LATIN AMERICA

	Country
	Total 2001
	% of Total 2001
	% Variation 2000/2001

	Argentina

Bolivia

Brazil

Chile

Colombia

Costa Rica

Cuba

Dominican Rep.

Ecuador

El Salvador

Guatemala

Honduras

Mexico

Nicaragua

Panama

Paraguay

Peru

Uruguay

Venezuela

Other countries
	20,412

3,344

10,910

6,900

48,710

327

21,467

29,314

84,699

1,032

554

1559

5,173

562

375

634

33,758

4,754

9,067

227
	1.84

0.30

0.98

0.62

4.39

0.02

1.93

2.64

7.63

0.09

0.04

0.14

0.46

0.05

0.03

0.05

3.04

0.42

0.81

0.02
	22.89

91.30

8.73

12.36

97.19

13.15

12.01

10.70

174.30

10.26

6.95

25.32

9.16

14.69

9.65

20.99

21.05

18.70

13.54

1.34


	NORTH AMERICA

	Country
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Canada

EE.UU.
	1,277

13,743
	0.11

1.23
	-0.03

0.30


	ASIA

	Country
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Armenia

Bangladesh

China

Georgia

India

Iran

Iraq

Israel

Japan

Jordan

Lebanon

Pakistan

Philippines

South Corea

Syria

Taiwan

Thailand

Other countries
	1,174

2,084

36,143

621

9,271

1,736

698

408

3,259

634

917

14,322

14,716

2,064

1132

416

398

1,559
	0.10

0.18

3.25

0.05

0.83

0.15

0.06

0.03

0.29

0.05

0.08

1.29

1.32

0.18

0.10

0.03

0.03

0.14
	48.23

76.76

25.96

33.55

18.66

2.24

8.39

7.37

3.92

1.44

0.55

82.61

11.82

5.25

8.22

1.22

13.71

16.43


	OCEANIA

	Country
	TOTAL 2001
	% of Total 2001
	% Variation 2000/2001

	Australia

Other countries
	789

155
	0.07

0.01
	4.78

4.03


	
	TOTAL 2001
	% of Total 2001
	% Variation

2000/2001

	Stateless

Unknown
	466

629
	0.04

0.05
	- 17.08

38.24


Asylum seekers on the last five years by country of origin1
	1997

	Nationality
	Number
	Percentage

	Rumania

Nigeria

Liberia

Cuba

Argelia

Armenia

Irán

Morocco

Congo Democratic Rep

Mali

Other
	1,515

373

323

283

273

177

168

129

114

105

1,515
	30.45

7.50

6.49

5.69

5.49

3.56

3.38

2.59

2.29

2.11

30.45

	TOTAL
	4,975
	     100.00

	1998

	Nationality
	Number
	Percentage

	Argelia

Rumania

Sierra Leone

Bosnia- Herzegovina

Nigeria

Morocco

Georgia

Congo Democratic Rep

Cuba

Armenia

Other
	1,595

1,066

388

313

255

250

217

210

208

194

2,068
	23.58

15.76

5.74

4.63

3.77

3.70

3.21

3.10

3.08

2.87

30.57

	TOTAL
	6,764
	100.00


	1999

	Nationality
	Number
	Percentage

	Argelia

Romania

Armenia

Sierra Leone

Colombia

Ukraine

Russia

Cuba

Georgia

Morocco

Other
	1,342

1,033

886

803

601

348

334

280

269

246

2,263
	15.97

12.29

10.54

9.55

7.15

4.14

3.97

3.33

3.20

2.93

26.92

	TOTAL
	8,405
	100.00

	2000

	Nationality
	Number
	Percentage

	Colombia

Nigeria

Sierra Leone

Cuba

Armenia

Romania

Russia

Argelia

Ukraine

Georgia

Other
	1,361

843

823

801

534

456

394

326

306

170

1,912
	17.17

10.64

10.38

10.11

6.74

5.75

4.97

4.11

3.86

2.14

24.12

	TOTAL
	7,926
	100.00


	2001

	Nationality
	Number
	Percentage

	Colombia

Cuba

Nigeria

Sierra Leone

Russia

Rumania

Argelia

Ukraine

Armenia

Congo Democratic Rep

Other
	2,532

2,371

1,350

617

350

306

231

178

167

118

1,270
	26.68

24.98

14.22

6.50

3.68

3.22

2.43

1.87

1.75

1.24

13.38

	TOTAL
	9,490
	100.00


INTERVIEW

Context of the practice: Political and financial fiability.

· How is the project funded?

· What is the funding period?

· What will happen if the funding finishes?

· Specific policies.

· Organisational innovations. 

· Do links exist with other agencies?

· How are these links maintained?

· Does there exist a connection with social services and/or with other medical services? 

Target Group

· Traumatised persons / Illegal Immigrants / Children / Rejected asylum seekers / All

· Profile of users: sex, age and country of origin.

· How do users arrive to the service? Do they come by themselves, with their families? Are they referred from other agencies or organisations?

· Which agencies does the project receive referrals from?  

· Which agencies does the project refer users to? 

Access and Promotion

· What are the opening times of the service?

· Do clients have to pay any subscription fee for the services offered?

· Are there any problems of accessibility to the service due to physical distance or lack of information? 

Professionals

· How many workers comprise the staff of the service?

· Professional’s background. Is it an interdisciplinary team? 

· Have they received specific training?

· Where have they received specific training?

· What professionals do about the current opportunities for intercultural training in Spain?

· What it is the importance/role of the volunteers in the service?

Practice

· Methodology, specific practices and therapies used.

· Particular techniques used

· Are there specific programs?

· What do you think about working with interpreters and cultural mediators?  Who do you prefer to work with? 

· What are the languages spoken at the service? 

· How is attention paid to cultural differences? Are there measures to assist/provide differential cultural and gender needs?  

· Does the service keep records of clients? If so, how?

· Has the service been internally evaluated? If so, by whom, regularity, are results published, etc…

· Are clients consulted about their assessment of the service? 

· In which way are clients involved in the conception and functioning of the service? 

· Has the service been externally evaluated? If so, describe as above. 

· Are clients made aware of their rights to services?

· Does the organisation advocate on immigrant and asylum issues?

· Problems  which have arisen in service provision and ways to deal with them. 

CENTRES INTERVIEWED

In Madrid:

· ACULCO: Cultural Association for Colombia and Latin America

· CAR Vallecas: Refugee Reception Centre

· CASI Centre District: Social Care Centres for Immigrants

· CEAR: Spanish Aid Commission for Refugees

· COMRADE: 

· Puerta de Hierro Hospital. Psychiatry Unit (Special Unit for acute cases) 

· Red Cross Madrid

In the following centres, which did not have their own specific psychological assistance service, a modified interview script was applied in order to obtain useful information about state-of-the-art mental health and social care provision:

· ACCEM: Spanish Catholic Association for Migrants 

· OFRIM: Regional Office for Migration.

· Mental Heath Central Services. 

In Barcelona:

· ACSAR-CEAR: Catalan Association of Solidarity with Refugees and Spanish Aid Commission for Refugees.

· EXIL: Programme of medical-psico-social rehabilitation for immigrant victims of human rights violations and torture.

· Red Cross Barcelona

· SAPPIR: Psycho-pathological and psycho-social assistance service for immigrants and refugees. 

· SATMI: Service of Treatment and Attention for Immigrants
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General Hospital Unit (usually for temporary  stays) 





Mental Health Centre





Half-way resources


(Day centres, Assisted flats, Social Services)





Psychiatrist Hospital (usually for chronic patients)





Primary Care Centre
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� Service sector has increased from 41% in 1976 to 60% in 1993. 





� For further information, the annexe contains tables with detailed information about countries of origin of the whole immigrant population with residence permit living in Spain and the variation percentage with respect to year 2000.  


� Including the last regularisation process in itself and its later extension.  


� Statistical information collected from AEE 2000 and AEE 2001.





� Official language together with Spanish in Catalonia. 


� Foro para la Integración Social de los Inmigrantes (Forum for the social integration of immigrants)





� For further information about the composition of asylum-seekers by nationalities over the last five years see Annexe.  





� Acceptance of contingent groups of immigrants as a way to regulate the migratory flows  through the establishment of quotas depending on the number of jobs available which cannot be covered by any indigenous or resident foreigners.


� The immigration rate in 1996 was 1.2% of  the total population.  Double the 1985 rate. 


� Last term of office of the Socialist party.





� A fee would substitute the expulsion.


� For further information see pp 38-39.


� Immigrants must prove residence for one year, provision of means and equivalent housing. 





� RD 1449/2000 July 28th (28/07/00 BOE)


� Available at � HYPERLINK http://www.mir.es ��www.mir.es�


� The Moroccan Ambassador has returned to his post in Spain at the beginning of February 2003.





� In July 2002 the Spanish President, Jose María Aznar, changed 8 of the Ministries. Eduardo Zaplana is now in charge of the Labour and Social Affairs Minister.





� High Commission Executive Committee. 


� Nowadays Labour and Social Affairs Ministry.


� Approved in March 1984.


� “…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 such fear, is unwilling to avail himself of the protection of that country…”. United Nations 1951. Convention relating to the Status of Refugees.





� Manifesto of CEAR for World Refugee Day 2002. 


� Reinforcement of:


Legal and interpreter assistance


Information and orientation services


ACNUR special intervention


Possibility of submitting reports by NGO specialised in this field


� Disposición adicional primera.


� During the year 2002 new measures that restrain and prevent the access for claiming asylum to Colombian and Cuban citizens have been approved.    


� Extraordinary process of regularisation will be prohibited as a way of obtaining documents, if the Government approves the law reform planned for the beginning of 2003.


� Languages usually available are English, French and Arabic, but at some offices they also have interpreters for other languages.


� Asylum-seekers can hold a job without any limitation, this means, independent to the national employment situation unlike those who have to resort  to Immigration laws.


� A) Foreign workers should only be admitted under the condition that there are no Spanish workers to cover those jobs.


B) The economic situation of Spain is already too difficult to have to invest part of the National budget in helping immigrants.


C) We  would be annoyed if our children had classmates from other races at school


D) Immigration will cause Spain to a lose its identity.


E) Citizens of any country should have the right to settle down in any other country, without any type of limitation.


� Data from1991 to 1995 produced by CIRES


   Data from 1996 to 2000 produced by ASEP (Social, Economic and Political Analyses) and own by IMSERSO.


� SOS Racismo Annual Report 2001.


� A  study of the death rate carried out in West Almería concerning agricultural day labourers, showed a high incidence of diseases related to the contact with pesticides (migraines, depressions, allergies) and an increase in intoxication rates. The study also suggested a possible relation between  contact with pesticides and the increase in abortion and suicides rates (Ugalde, 1997)   


� Almería’s local newspaper


� Quotations have been translated by the author.


� Available at � HYPERLINK "http://www.cis.es" ��www.cis.es� 


� SOS Racismo, “El racismo en el Estado español” (Racism in Spain, 1995 Report) 


�  Quotations have been translated by the autor.


� The conditions and treatment of immigrants and Roma in the labour market and housing are considered inhumane


by human rights organisations reporting on Spain, among other countries (EUMC Annual Report, 2000).


� Centro de Investigación de la Realidad Social.


� Survey for the 2000 Spanish Youth Report. Youth Institute, Labour and Social Affairs Ministry.


� These results come from different investigations carried out by Pumares (1993), Páez (1993), Zapata de la Vega (1993), Gómez Rodríguez (1992), Jabardo Velasco (1993), Celaya (1993), Solé (1992), and Alvite (1995).


� Hygiene and health inspections on the behalf of the appropriate authorities.


� Autonomous government.


� Symptoms of Ulysses Syndrome include: anxiety, depression, sadness, fear, irritability, reclusion and psychosomatic disorders (migraines and abdominal pain or intense fatigue) and, in the worst cases, psychotic disorders.


� Migrant Internment Centre.  


� See Chapter 3 for further information.


� CASI areas of activity: Specific Social Attention; Psycho-social attention; Legal Advice; cross- cultural and socio-educative integration; matters regarding employment and labour conditions.


� According to Mascarella et al, multilingual information about disease prevention is not widespread. Just a few pioneering services in Madrid and Barcelona have been working on this material since 1996, being translated to a variety of languages including Urdu, Punjabi, Arab, Chinese and even some African languages. AID prevention leaflets can be found all over Spain in English, French and, in a lesser extent, in Arab and other languages (Rapporto, 2002).


� RECS is a municipal movement that tries to strengthen and correlate urban projects concerning  the administration of Spanish cities and towns in order promote favourable living conditions and surroundings (� HYPERLINK http://www.paeria.es/salutpublica ��www.paeria.es/salutpublica�).  


� Partners of the project are: Belgium, Italy, Netherlands, Spain, Sweden and the UK.


� SOS Racismo Annual Report, 2001.


� Counter transference refers to the group of emotions that reflect the relationships of infants with their parents.


� For further information see pp 54-55.


� List of the interviewed centres in the Annexe.


� Even though it is a fact that many “real” refugees end up getting residence and work permits through other ways different from asylum, this is through Immigration laws, due to the non-admission of their asylum claim or a negative resolution.  


� Health area: each patient must address himself to the corresponding health centre depending on the zone where he lives.


� When the person has lived through traumatic experiences but the symptoms have not manifested yet.


� There are 9 CASI in the Community of Madrid, and other 4 are expected. They are being managed by the Red Cross, CEAR (Spanish Aid Commission for Refugees), CIPIE (Centre for investigation and Promotion. Latin America and Europe), MPDL (Peace and Freedom Movement) and Pro-vivienda. 


� Migration and Social Services Institute.


� Public health provider which manages different health services.


� By external training I mean that which is not being provided inside the work place.  


� Organisation based in Madrid, which documents and reflects about mental health and human rights. It has centred its efforts in the development of training programs in psycho-social work and mental health in violent or catastrophic situations.


� From 1995 to 1998, the EMSI was under management of Universidad Autónoma de Madrid (UAM) which had a covenant with Instituto para la formación de la Comunidad de Madrid (IMAF) and Social Services Council. From 1998 onwards, the management was transferred to Red Cross and Social Services Council.


� Asociació Catalana de Solidaritat i Ajuda als Refugiats. ACSAR and CEAR (Spanish Refugee Aid Commission) are united in Catalonia. 


� Specifically at the “communication table” – assigned not for reading papers but as a place for discussion – which dealt with health issues in general, and mental health in particular, there were just two listeners apart from the speakers (persons who gave the papers).  


� The service has working towards a complete integration since its origin, and the process is nearly finished. Effects of this non-completed integration into the mainstream health care provision are, for example, the fact that the doctor cannot prescribe medicines whose prescription is subsidised by the Social Security, even though this will be possible soon.  


� Before the implementation of the 4/2000 Immigration Law which universalised the right to health assistance, undocumented immigrants were assisted only by NGOs and Charities. Nowadays, problems of access to the Public Health System still exist (see pp. 54-55).  


� See pp. 42 for further information about the seven grieves.


1 Tables show the ten nationalities on top.
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