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Introduction: Good Practice in Australia, Canada and Guatemala 

The research on good practices in the mental health of refugees indicates that mental health work with refugees may be seen as governed two paradigms. These may be described as the `clinical’ and the `psychosocial work’ paradigms. Research in the field indicates that these paradigms normally exist side by side in countries with mainstream government resourced mental health services being largely dominated by a clinical approach, while services offered by NGO’s are predominately governed by the psychosocial approach. However, while there are differences in relation to the orientation of the agencies delivering mental health care, from an international perspective there are also some differences between countries and between groups of countries. 

In relatively affluent, Western countries with a high level of service provision, a clinical paradigm tends to dominate: mental health workers aim to alleviate the symptoms of individual psychological disorders (in which the category PTSD plays a prominent role). Reflecting the way in which service provision is structured in these countries, there is a systematic distinction between physical, psychological and social problems. Political issues are seldom regarded as relevant to the agenda of the mental health care worker.

This paradigm tends to dominate in the U.S.A., Canada, Australia and Europe (especially Western European and Scandinavian countries). It is also often used as the basis of local relief programmes undertaken in conflict areas by NGO’s operating from these countries.

A slightly less ‘clinical’ approach is represented by the notion of ‘psychosocial work’, which often informs projects directed at the reconstruction of post-conflict communities (e.g. in the Balkans, Latin America and Southern Africa). Here, there is less emphasis on individual pathology and more attention to day-to-day problems of social functioning, especially the task of coming to terms with the legacy of conflict (bereavement, ethnic conflicts, the necessity for justice and for reconciliation). Health care is seen through a public health perspective rather than a clinical one; human rights and political issues (for example the role of ‘truth commissions’) are very much on the agenda. 

Examples are the numerous ‘psychosocial’ projects undertaken in the Balkans in the aftermath of the conflicts during the 1990’s (see http://www.ishhr.org/conference/ ). Another example of this broader approach can be found in the work of the Trauma Centre for Victims of Violence and Torture in Cape Town, South Africa (see http://www.crls.org.za/trauma/Index.htm ), which deals not only with victims of the apartheid era, but also with refugees from other conflicts in Africa (and recently, with victims of criminal violence). Despite the clinical overtones of its name, this Centre adopts an explicitly multi-level approach, in which an attempt is made to link personal, familial and political issues. Therapy at the Centre consists of trying to construct a ‘thinking space’ in which a narrative can be created to contain the hardships that have been experienced (Kramer, 2000) Advocacy is also an important part of the Centre’s work, involving practical, outreaching interventions in the users’ communities.

We set out below case studies of the mental health and social care of refugees in Australia and Canada. These countries have been selected because academic research has indicated that they have both a wide range of initiatives for refugees and these include significant innovations in the field.  In each country specific examples of good practice are highlighted. 

Another example, this time from Guatemala in Central America, takes us even further from the ‘medical model’. We have chosen to present a more detailed discussion of these projects, which contain an explicit religious dimension, because they differ markedly from North American and European approaches. (We are grateful to Mattanja Beunder of Utrecht University for this summary of the Guatemalan interventions).

[image: image2.wmf]_________ Australia

1.0 Demographic

Immigration to Australia

Indigenous Aboriginal inhabitants of Australia, are thought to have arrived in the country from South East Asia 60, 000 years ago.  Until Europeans arrived in the Eighteenth Century, it is thought the Aboriginal population numbered around 300,000.

In 1787 the British began to use Australia as a penal colony, and in 1788 the first fleet of eleven ships containing convicts arrived in New South Wales.  Many of the convicts and other settlers such as prison wardens did not have the skills necessary to survive such as farming or carpentry and many residents were often at risk of starvation.  Due to the massive need for skilled migrants, the British began to offer these ‘Free Settlers’,  ‘assisted passage’, whereby their fair was paid for by the British government.  Some settlers who arrived and laid claim to large areas of land in order to farm, became known as the ‘Squatters’.

The discovery of gold in 1850 caused a massive increase in migration.  Immigrants arrived from Europe, China and America in the hope of finding gold, and cities in Australia decreased in population as residents moved to the gold fields.  The Irish potato famine throughout the 1850’s also brought large numbers of Irish migrants (www.ozramp.net.au).

Since the Second World War, over six million migrants have settled in Australia.  Following the war, arrangements were made with a number of European countries and the International Refugee Organisation to accept displaced people from war-torn countries.  From October 1945 to 30 June 1960 1.6 million migrants were accepted (DIMIA, 2003).  This number rose to approximately 1.3 million in the 1960’s due to large numbers of European workers arriving in Australia to work as unskilled labourers in new factories and civil engineering projects as rapid industrialisation took place (www.ozramp.net.au; DIMIA, 2003a).  Throughout the 1970’s, 80’s and 90’s, nearly three million more migrants arrived, and now, in 2003, nearly one in four of Australia’s 19 million population was born overseas (DIMIA, 2003a).

Refugees

After the Second World War, the next influx of refugees took place in the late 1970’s when Vietnamese people were fleeing their country, which continued until the early 1980's.  In 1989, following the Tiananmen  Square massacre, Chinese citizens staying in Australia were permitted to remain, and in 1990 visitors from Sri Lanka, Lebanon, Iraq and Kuwait were also permitted to stay in Australia due to unrest in their countries of origin.  Similarly in 1992, visitors from Croatia, Slovenia and former Yugoslavia were given extended periods of stay (DIMIA, 2002).

The number of refugees currently arriving in Australia remains low by world standards.  The table below indicates asylum applicants in Australia since 1995.

Asylum Applicants in Australia, 1995/6 – 2000/1

	Year
	1995
	1996
	1997
	1998
	1999
	2000

	No. Asylum Applicants
	7
	11,135
	8,128
	8,390
	12,185
	13,105


Source: Australian Refugee Council, 2003

By comparison, below is a table demonstrating the ratio of refugees to other host country populations:

Ratio of Refugees to Host Country Populations as of December 31, 2000

	Host Country
	Ratio of Refugee Population to Total Population

	Australia
	1: 1,130

	Canada
	1: 572

	Germany
	1: 456

	United Kingdom
	1: 681

	Yugoslavia
	1: 22


Source: Australian Refugee Council, 2003

The nine most popular countries of origin for those refugees arriving by boat between 1998 and 2000 were, Afghanistan, Iraq, Iran, Palestine, Sri Lanka, People’s Republic of China, Pakistan, Syria, Kuwait (ibid).  The countries represented reflect much of the world’s conflicts taking place at that time, suggesting that such arrivals in Australia felt a real need to flee their home country, rather that seeking economic gain.

1.1 Political

Immigration Policy
Perhaps the most influential immigration policy of the Twentieth Century in Australia was the ‘White Australia’ Policy.  In 1901 the new Federal Government passed the Immigration Restriction Act that prohibited many groups from migrating to Australia, included were the insane, anyone likely to be a threat to the public, those suffering from infectious diseases, and those of ‘loathsome character’ (DIMIA, 2002).  Another restriction took the form of dictation test, whereby potential immigrants had to pass a written test in a European language chosen by an immigration officer.  The test is arguably similar to the tests the British government is currently seeking to bring in for new immigrants.  Despite its Draconian measures, the White Australia policy received a great deal of public support, and remained in place for the first half of the twentieth century.  Following the Second World War in 1949, 800 non-European refugees were permitted to stay, as were Japanese brides of army servicemen; the move was one of the first steps towards a less discriminatory policy.  After a series of similar small concessions, the Labor government finally went some substantial way to abolishing the policy in 1973.  These included three steps:

1) Legislation that permitted all migrants to apply for citizenship after three years.

2) Australian Immigration posts overseas were instructed to disregard race as a factor in migrant selection.

3) All international agreements on race and immigration were ratified.

A slow increase in non-European migrants took place over the next few years and in 1978, annual migration population targets were abolished in favour of a planned Migration Programme (to accommodate skilled workers and family ties) and a Humanitarian Programme (for refugees and those suffering human rights abuse) which still exists today (ibid.). 

Asylum Policy and Process

Australia is a signatory to the United Nations Convention and Protocols regarding the Status of Refugees, and is bound by UN regulations to protect all those who seek asylum.

Australia’s Humanitarian Programme is divided into Offshore and Onshore programmes.  The Offshore programme is for those who apply for refugee status in Australia while still abroad, and the Onshore programme is for those already in Australia ‘who arrived on a temporary visa or in an unauthorised manner’(DIMIA, 2003b), or who, once in Australia on valid travel documents, then apply for asylum.

The programme recognises three refugee status’:

· Refugee: for those recognised as in need of protection by the UNHCR.

· Special Humanitarian Program: for those who have experienced serious human rights abuse, hardship or have been displaced, and who have support from a single Australian citizen or community group.

· Onshore Protection Visa Grants: those who have been assessed and recognised as refugees and granted protection visas in Australia.

The Humanitarian Program has a set number of places each year; in the year 2002-03, there are 12,000 places on the whole programme, comprising of 7000 places for those on the Special Humanitarian Program, 1000 places for refugees found onshore and 4000 places for offshore refugees (DIMIA, 2003b).

The Offshore Program

In August 2001 the MV Tampa picked up a group of 400 refugees who’s boat had sunk while trying to get to the Australian coast to claim asylum. The MV Tampa was refused entry into Australian waters, and the passengers remained aboard ship for several days, during which time many of the male refugees aboard took part in a hunger strike.  Eventually, the refugees aboard were transferred from the MV Tampa to a Royal Australian Naval ship; 131 were taken to New Zealand and the remainder sent to Nauru (DIMIA, 2003c; Barkham and Bowcott, 2001).

Following this incident, new Offshore Processing Facilities were developed in Nauru and Papua New Guinea, in the so-called ‘Pacific Solution’.  The new measures mean that any refugees attempting to arrive in Australia by boat, or via an ‘excised territory’ (the Ashmore and Cartier Islands, Christmas Island; Cocos (Keeling) Islands; and any offshore sea and resource installations) will be taken to an Offshore Processing Facility for their asylum claim to be assessed by Australian officials or the UNHCR. 

If applicants receive a positive decision they will be resettled.  In February 2003 (17 months after the Program began) 318 applicants had been awarded Temporary Protection Visas
 by the Australian government, and 352 had been resettled in New Zealand.  Others had been resettled in Sweden, Denmark and Canada, or had taken part in the Australian government’s Assisted Return Scheme (DIMIA, 2003d).

The Onshore Program and Detention

Any individual who is already in Australia when they make their claim for asylum becomes part of the Onshore Program.  Those who arrive without valid travel documents are ‘unauthorised arrivals’ and are detained in one of seven detention centres around the country.  Those who make an application having held a valid visa, are deemed ‘legal’ and permitted to reside in the community while their asylum claim is being processed.

All applicants go through the same basic asylum process:

· Individuals apply to the Department of Immigration and Multicultural Affairs (DIMIA) for a Protection Visa.

· If the claim is not successful, the applicant is able to appeal the an independent tribunal, either the Refugee Review Tribunal (RRT) or the Administrative Appeals Tribunal (AAT).  If a claim is not successful the failed applicant is liable to pay A$1,000 to the RRT.

· The final avenue of appeal is through the Minister for Immigration, who may turn over the decision, should it be ‘in the public interest’.

· If all of these channels fail, the individual must leave within 28 days or risk deportation (DIMIA, 2003c; Smith, 2001). 

Since 1999, however, distinctions have been made between authorised and unauthorised applicants.  Authorised applicants are eligible to apply for Permanent Protection Visas, which permits the holder to live in Australia permanently.  Unauthorised arrivals however, are only eligible for a Temporary Protection Visa, which is valid for three years.  At the end of that time, the situation in the individual’s home country will be assessed, to establish whether the visa should be renewed (ibid.).

Permanent Protection Visas (PPV’s)

Those applying for a PPV are living in the community and eligible for the Asylum Seeker Assistance (ASA) Scheme.  This meets the most basic needs for food, accommodation and healthcare, and is administered by DIMIA.  To be able to access the scheme, asylum seekers must have had a PV application lodged for six months, and not be eligible for any other benefits.  Support ceases as soon as a final decision is made on the applicant’s case.  Those receiving ASA benefits who cannot access Medicare (State provided healthcare) can access some support with healthcare costs and can be referred to counselling services.

PPV applicants are granted ‘Bridging Visa’s’ which allows their original travel documents to remain valid while their asylum claim is being processed.  The Bridging Visa allows some applicants to work, depending on their original visa.

All those applying for Protection Visa’s (Temporary or Permanent) have free access to the Immigration Advice and Application Assistance Scheme administered by DIMIA (ibid.).

Temporary Protection Visas (TPV’s)

TPV’s are short-term visas, valid for three years.  Once granted a TPV the holder is permitted to work, and to the same benefits as unemployed Australian citizens, including special benefits, rent assistance, maternity allowance, family tax benefit and access to Medicare.  TPV holders, however, are unable to access many settlement services such as English language classes (Smith, 2001).

After 30 months, TPV holders may apply for a PPV, if they are deemed to still be at risk in their home country.  However, following a new ruling in September 2001, those who en route to Australia have stayed in another country for seven days or more ‘where they could have sought and obtained effective protection’ will not be eligible for a PPV, and must remain on a TPV (DIMIA, 2003: 2.).

Detention

Those making TPV applications are normally held in detention centres.  Those in detention are termed ‘unlawful non-citizens’, and include those who have overstayed their visa and those who have worked illegally.  However, around 80% of those are asylum seekers (Smith; 2001).

In November 2002, 1,282 people were being held in detention in Australia.  Detention centres are administered by the Australasian Correctional Services Pty Ltd through their company Australasian Correctional Management.  Immigration officials are present at each centre, but management and administration is largely left to prison officers. 

This includes medical care, administered by health workers employed by the ACM, larger centres also employ psychologists.  Certain religious provisions are also made, such as prayer rooms and attempts to meet the very diverse dietary needs of detention centre populations.  Some English classes and sports activities are also provided.

Most detention centres are in very remote areas, without access to refugee and immigrant support networks, mainstream services or legal advice.  Furthermore, centres are surrounded by razor wire and detainees are not permitted to leave the compound.  If a detainee travels from one area of the centre to another they may have to go through a strip search performed by guards; each person over ten years old is subjected to this scrutiny (Gray and Crabb, 2001; Ethnic Communities Council of Western Australia; 2001).

Detainees are kept for as long as it takes to process their asylum claim and sometimes longer, which can take months or even years. Asylum seekers do not know how long their detention will last, and this uncertainty can lead to massive mental health problems.

1.3 Needs and Problems of Asylum Seekers and Refugees

Asylum seekers and refugees can develop numerous health problems associated with pre-flight, flight, and post-flight experiences, some of which are detailed elsewhere in this research. It is also important to note that the experience of becoming or being a refugee is not necessarily pathologising.  Nevertheless, research has shown that many detainees experience severe mental distress.  Uncertainty about the outcome of an asylum case, closely shared and heavily guarded accommodation, perhaps sharing with oppositional ethnic or religious groups, can lead to a lack of mental wellbeing.  A report by the UN Working Group on Arbitrary Detention (2002) found numerous incidents of self-harm and suicide (including lacerations from jumping onto razor wire; lips sewn together in hunger strike; head hitting against walls), some of which were witnessed by researchers.  From interviews the group also concluded that certain other behavioural problems existed such as ‘affective regression and infantilism’ and ‘aggressivity’.  Other stressors that were noted by the UN Working Group included constant surveillance by security camera, frequent handcuffing, up to four roll calls per day and routine calling detainees by their registration number not their name.

Steel and Silove (2001) and others (Sultan and O’Sullivan, 2001; Becker and Silove 1993) have noted that the experience of being in a detention environment, and the surrounding stressors that accompany it, such as uncertainty about length of stay can serve to diminish the mental wellbeing of asylum seekers, especially if individuals have experienced torture or trauma before their arrival in Australia.  Moreover, an inquiry by the Human Rights and Equal Opportunity Commission (an Australian governmental body) found that large numbers of asylum seekers in detention experience mental distress (HREOC, 1998).

Human Rights Watch in a 2002 report concluded that the ‘blanket policy of indefinite and non-reviewable detention had been found to be “arbitrary” and therefore a violation of international human rights law’ (HRW, 2002).  The UN Working Group also concluded that it hoped that the Australian Government ‘will take the initiative to review the laws in order to bring them into compliance with international standards’ (UN, 2002).

In response, the Minister for Immigration and Multicultural Affairs, Phillip Ruddock, rejected the report by the UN Working Group, on the grounds that it gave an erroneous representation of detention centres. 

The same grounds in fact on which the government also rejected a report made earlier in 2002 by Justice Bhagwati of the UN Commission for Human Rights, that came to similar conclusions (DIMIA, 2002b).

2.0 Healthcare in Australia

Healthcare in Australia comprises of a mixture of public and private healthcare.  The Medicare system offers subsidised healthcare for all Australian citizens.  There is also a degree of private healthcare, some running alongside public healthcare in shared hospitals others in separate hospitals and clinics.  Non-governmental religious and charitable organisations have also traditionally played a role in public and private health services, and continue to do so (Commonwealth of Australia, 2000).

Health services

Health services are provided through a range of public and private care.

General Practitioners and Hospital Doctors

Most doctors are self-employed.  Some General Practitioners take part in the Medicare system and some hospital doctors contract their services to public hospitals.  Other hospital doctors are salaried employees of the Commonwealth, State or local governments; they may have rights to treat private patients, with a percentage of the fees going to the hospital.

Hospitals 

Public Hospitals

Public hospitals were established by the government or by charitable or religious organisations, but are now funded by the government.  There are also small numbers of privately run hospitals owned by independent firms that have arrangements with State governments to provide public services.  Most emergency outpatient clinics are provided by public hospitals.  Complex medical care such as surgery also tends to be carried out by large urban public hospitals.

Private Hospitals

Private hospitals are owned and run by independent corporate firms and charitable and religious organisations (the latter on a largely not-for-profit basis).  Private hospitals tend to offer elective surgery only, although there is increasing provision for complex care.

Mental Health

Mental health care tends to be provided away from mainstream care in psychiatric hospitals and community settings.  However the Commonwealth, State and Territory Governments are working to mainstream these services.  As in Britain, there is also a move to replace psychiatric hospitals with community based care.

Medicines
Independent drug companies provide pharmaceutical drugs.  Prescriptions are subsidised by the Commonwealth Pharmaceutical Benefits Scheme.

Other services

The Australian healthcare system has also developed a number of nationally specific services, in response to the country’s unique geographic and social make-up.

· The Royal Flying Doctor Service, which provides care to remote areas of the country.

· The Aboriginal and Torres Strait Islander peoples community controlled services, which seek to meet the needs of indigenous communities.

· Regional Health Services, which provides care with an accent on the specific needs of rural and remote areas (ibid.).

Medicare

Medicare offers comprehensive medical care to all people ‘residing in Australia who are Australian citizens, New Zealand citizens or holders of permanent visas’ (Commonwealth of Australia, 2000).  Medicare is funded through taxes and a Medicare levy on all taxable income.

Medicare covers:

Out of Hospital
- consultation fees for doctors; tests and examinations, for example, x-rays; eye tests; most surgical and therapeutic procedures performed by doctors; some dental surgery; specific action under the Cleft Lip and Palate scheme.

In Hospital

- Free hospital care and after care (www.hic.gov.au).

All hospital patients in Australia can choose one of three options for the delivery and payment of their care:

1. Public care:
Care is delivered in public hospitals under the Medicare scheme; meaning all surgical procedure and care is paid for.

2. Private/ public combination care:
Patients eligible for Medicare can opt for private treatment in public hospitals.  Medicare can pay for 75 per cent of surgical costs; the patient pays for the remainder of the surgical costs, cost of accommodation and other related costs. Health insurance can cover the extra costs the patient incurs.

3. Private care:
Private patients in private hospitals pay for all surgical and other care costs.  Again private health insurance can contribute towards payment of these costs.

Private Insurance


The Australian government is keen to develop private health insurance schemes in order to reduce the costs of public healthcare.  In 2000 private health insurance funded around 11 per cent of national healthcare funding (Commonwealth Government, 2000).  

The government have started a number of schemes to promote private health insurance to individuals, and through these schemes aim to ensure that insurance is a possibility for all sectors of society, not just those who can afford it.

To this end, the government offers a 30 per cent subsidy to anyone who buys a health insurance policy.  In addition, those who acquire a life-long policy before they are 31 years old will benefit from lower premiums than older buyers (ibid.).  

2.1 Multi-cultural Care Provisions

Australia has a comprehensive range of governmental and non-governmental services for ethnic minorities.  Many of the largest organisations are government funded.  A number do, however, have links to smaller organisations in their local region, as the next chapter demonstrates.  Perhaps the most well-publicised ethnic minority in Australia are the indigenous people.  Finally, after a long history of government oppression, recent government policy sees the health and welfare of indigenous people higher on the agenda. 
Case Study: Office for Aboriginal and Torres Islander Health
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3.0 Good Practice Examples

3.1 Methodology

An extensive web and literature search, and discussion with service providers and academics, contributed to an initial list of possible sites of good practice.  These sites were then assessed against the criteria for good practice established in the last section of this research.  Of the many possible sites of good practice, three stood out as offering comprehensive, innovative and well-managed care.

In a similar way to the study conducted in the UK, all of the services detailed below are large organisations.  There appear to be a large number of government funded organisations of this kind that display good practice, through their innovation, skill and multi-agency links. 

It is worth noting that many Refugee Community Organisations are missing throughout this research, arguably due to difficulties with establishing constant and ongoing funding sources, that, in turn, impact on the efficacy and proficiency of management. Future research could address the reasons for that phenomenon and explore the possibility that there is a gap in services due to financial and structural instability.

3.2 Case Study: Australian Transcultural Mental Health Network



3.3 Case Study: New South Wales Service for the Treatment and Rehabilitation of Torture and Trauma Survivors (STARTTS)



3.4 Case Study: The Victorian Foundation for Survivors of Torture Inc. (VFST)
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__________Canada

1.0 Demongraphic
History

Canada has earned in recent years a reputation as a welcoming country towards refugees. This reputation is certainly deserved, but it bears no relation to Canada’s policies towards refugees in the first half of the twentieth century.

During most of the past century Canadian immigration policies were unambiguously racist. Some did exclude some groups, imposing certain restrictions or a Head Tax, as it was to Chinese and other immigrants of “any Asiatic race”. Moreover, the fact that people were refugees also made them unwelcome. For example, Armenians refugees who were seeking for a new home in the 1920’s were categorised as Asiatic and had to face admission impediments and hostility from the immigration department because they had no home country they could be deported to if Canada later wanted to deport them (Canadian Council for Refugees, 2002).

During the Nazi regime’s years, anti-Semitism marked Canada’s policies and its door remained close on Jews who desperately seek asylum. It is well known and illustrative of the political position, the response given in 1945 by an official to the question on how many Jewish refugees Canada would take, he said, “none is too many” (ibid, 2002).   

It will be a few years after the Second World War, when Canadian policy took a different turn so that between 1947 and 1952, 186.154 displaced persons came to Canada, but it wasn’t until the 1960’s when explicit racial discrimination was ended. 

In 1948, 987 Estonian refugees became perhaps the first refugee claimants arriving by boats on the east coast of Canada. Most of them were accepted.

Groups of Hungarians were admitted in 1956, Czechs in 1968, Tibetans in 1970 and Ugandan Asians in 1973. Refugees from Chile were also admitted even though less enthusiastically welcome by the government due to political considerations following the coup d’état. Moreover, around 30.000 – 40.000 US draft dodgers and deserters fleeing the Vietnam War were accepted.  

The 1978 Immigration Act created the private sponsorship program, which had a dramatic popular response to the crisis of the “boat-people” from Vietnam, Cambodia and Laos. Between 1978 and 1981 refugees were around the 25% of all immigrants to Canada. For all that, in 1986 people of Canada were awarded with the Nansen medal by the UNHCR in recognition of their major and sustained contribution to the cause of refugees. 

The 1978 Act also provided a refugee claim determination system that was put into effect in 1980. In 1985 the Supreme Court of Canada recognised that refugee claimants are entitled under the Canadian Charter of Rights and Freedoms to fundamental justice. April 4th, anniversary of the judgement, is celebrated each year as the Refugee Rights Day.

In 1989 important changes were made to the law creating a new Refugee Determination System. On June 28th 2002, a new Immigration and Refugee Act came into force replacing the 1978 Act. One of the changes brought has been the transferring of competences in jurisdiction over the determination of refugee claims in Canada from the Convention Refugee Determination Division of the IRB to the Refugee Protection Division of the Board. Although the new Immigration and Refugee Act has brought many other changes that affect to refugees – as it will be explain later -, its impact still has to be seen.

Number of refugees in Canada 1997 – 2001.

	Year
	GAR
	PSR
	Refugees landed
	Dependants of refugees abroad
	Refugee Claims
	Total refugee
	Percentage refugee

	1997

1998

1999

2000

2001
	7.712

7.382

7.445

7.367

8.693
	2.658

2.140

2.332

2.905

3.570
	10.624

10.179

11.781

12.955

11.891
	3.223

2.962

2.805

3.481

3.740
	24.332

25.395

30.900

37.862

44.726
	24.217

22.663

24.363

26.708

27.894
	11’ 2

13’ 0

12’ 8

11’ 8

12’ 5

	TOTAL
	38.599
	13.605
	57.430
	16.211
	163.215
	125.845
	61’3


  Source: Canadian Council for Refugees, 2002.

Being:

GAR: Government assisted refugees, this is, refugees selected abroad and resettled in Canada with assistance from the Government. Includes people in Humanitarian Designated Classes and Joint Assistance Sponsorship.

PSR: Privately Sponsored Refugees, this is, refugees selected abroad and resettled in Canada under the sponsorship of a private group. Includes people in Humanitarian Designated Classes.

Refugees landed: refugees granted permanent residence within Canada.

Dependants of Refugees abroad: grants of permanent residence to immediate family members abroad of refugees landed in Canada.

Percentage Refugee: total refugee as percentage of total immigration.

In 2001:

1. 211 refugees arrived under the Urgent Protection Program

2. 396 refugees arrived under the Women at Risk program

3. 48% of GAR were women or girls

4. 48% of PSR were women or girls

5. 40% of the claims were made on average by women or girls

6. Of 28.418 refugee claims finalised by the Immigration and Refugee Board, 13.383 (47%) were found to be refugees.

7. Out of a total of 28.317 decisions made in refugee claims, 2.798 (almost 10%) were decisions to declare a refugee claim to have been abandoned. The abandonment of a refugee claim is an aspect of refugee determination that has received little attention under international law.

In 2002, from January 1st to September 15th, 22.143 claims were made. Of these, 35% were made at USA-Canada border (CCR, 2002).

1.1 Political 

Recent Changes in policies

On June 28th 2002 a new Immigration and Refugee Act, Bill C-11, was going to replace the 1978 one, which had been amended over 30 times. Mainly, new measures focus on enhancing the overseas resettlement program and to make a faster and fairer inland process. Some of the most significant changes relating to refugee protection are the following (Citizenship and Immigration Canada, 2003):

· New selection criteria will take into account economic and social factors in determining whether an applicant will successfully settle. The method for application to Canadian Missions abroad for refugee resettlement has changed and under the new Act, a permanent resident visa application for resettlement is required to be accompanied by:

· A referral from the UNHCR or

· An undertaking for private sponsorship

          (Except for countries having a direct access)

· New regulations will ensure faster family reunification for refugees by allowing dependants to be process as part of the same application for a period of one year after the principal applicant has acquired permanent resident status.

· Grounds for protection that are currently assessed through three separate procedures – refugee determination, post-determination risk review and risk-related humanitarian review – will be consolidated into one procedure at the IRB, so fastening the process.

· Decisions on refugee eligibility will be made at CIC within three working days.

· Bill C-11 requires the Refugee Protection Division to take into account a claimant’s lack of identity papers, inability to reasonably explain the lack of papers and failure to take reasonable steps to obtain them, when it considers the credibility of the claimant.

· The UNHCR now have a right to present written submissions to the Refugee Appeal Division, in addition to its past right limited to observe hearings.

· The Bill fights the “revolving door syndrome” not allowing anymore those persons whose refugee claim had been refused, to make a new one if they return to Canada at least 90 days following their departure. Current Act allows previous claimants to apply for a pre-removal risk assessment to CIC if they return to Canada six months after departing.

· Foreign minor children do not require anymore an authorisation to study at the pre-school, primary or secondary level, unless (s)he is the minor child of a temporary resident not authorised to work or study.

· Members of organised crime, security threats and violators of human or international rights and persons found inadmissible by the Immigration Division, on grounds of a conviction in Canada for an offence for which ten years or more imprisonment may be imposed and for which at least two years was imposed, will be ineligible to make a refugee claim.

· Bill C-11 contains authority to prescribe safe third countries for the sharing of refugee responsibility, as it was before, adding that any safe third country must comply with the Convention Against Torture.

Canada and the USA are negotiating an agreement affecting refugee claimants who make a claim at the USA - Canada border. According to this agreement, the USA will be designated a “third safe country” and as a result, most refugee claimants who pass through the USA on their way to Canada would be ineligible to make a claim in Canada, but forced to make it in the USA. The Canadian Council for Refugees does not agree with the deal and denounces that:

· Some refugee claimants that would be accepted in Canada would be refused if forced to apply in the USA, as both countries have different ways of interpreting the refugee definition.

· The USA is not necessarily a safe country for refugees and their situation there may be about to get worse.

· The agreement does not ensure that refugee claimants turned back at the Canadian borders will have a hearing in the USA, as USA could sign a similar agreement with another country and bounce claimants back.

· Closing door at the Canadian border for examination creates a situation that it is likely to be exploited by smugglers and traffickers.

· The goal and the effect of the agreement are to reduce the number of refugees who can claim refugee protection in Canada. 

Overview of the Canadian Refugee System
Canada’s refugee protection system consists of two main components:

1. The Refugee and Humanitarian Resettlement Program, for people seeking protection from outside Canada
Citizenship and Immigration Canada (CIC) is the federal department responsible for selecting refugees overseas. For refugees being resettled to Québec, the government of Québec also plays a role.

The Canadian resettlement program is composed by two categories:

· Government-assisted refugees, who receive financial assistance on their arrival from the government for their first year in Canada, or until they are able to support themselves financially, whichever comes first.

· Privately sponsored refugees, who receive support from private groups. Private sponsorships groups may be faith communities, ethnic associations, unions or any other group of individuals that decides to help to offer a new home to a refugee family. Usually the sponsorship period is one year, but the government can ask for a sponsorship up to three years.

To qualify for resettlement in Canada, the person must be found to be at risk by meeting one of the following definitions:

· Convention refugee, are those people who fulfil the requirements of the 1951 Geneva Convention. Individuals selected under this class are eligible for government assistance or may be privately sponsored.

· Country of asylum class, are those people who are outside their country of citizenship or habitual residence, and are “seriously and personally affected by civil war, armed conflict or massive violation of human rights”. Individuals selected under this class must be privately sponsored or have adequate financial means to support themselves and their dependants.

· Source Country Class, are those people who meet one of the two preceding categories, but who are still inside their country of citizenship or habitual residence and this country is designated by Regulation
. Individuals selected under this class are eligible for government assistance or may be privately sponsored.

2. The In-Canada refugee Protection Process, for persons making refugee protection claims from within Canada.

CIC receives claims to refugee protection in Canada and decides whether they are eligible. However, it is the Immigration and Refugee Board that is responsible for deciding on claims.  

In addition to refugees, in recognition of Canada’s other international obligations, as a party to the 1984 Convention Against Torture and to the International Covenant on Civil and Political Rights, Canada’s Immigration and Refugee Protection Act also offers protection to people in Canada who, if sent back to their country of origin would:

· face a substantial danger of torture

· face a risk to their life or a risk of cruel and unusual treatment or punishment. 

Refugees who are resettled from overseas usually become permanent residents as they arrive in Canada, while refugees who make a claim in Canada and are granted protected person status must make a separate application for permanent residence. Application for permanent residence must be done within 180 days after notification from IRB or CIC that you are a protected person (CIC, 2003).

The “protected person” status gives them certain rights in Canada – for instance to work and study - however, the rights that go with “protected person” status are quite limited. In order to acquire other rights, such as the right to family reunification, permanent residence must be achieved (CCR, 2003).

After three years, permanent residents are entitled to apply for Canadian citizenship.

Refugees and Immigrants

Refugees are people who are forced to flee from persecution, whereas immigrants are not forced to move, but make a choice to immigrate to a new country. This distinction is recognised in the name of the Immigration and Refugee Protection Act, the current law that came into force on June 28th 2002, replacing the former Act.

Although the law distinguishes between refugees and immigrants, there are many provisions that apply to both. For example, both refugees and immigrants are inadmissible to Canada on grounds of criminality, security risks or danger to public health and safety. The rules about detention or loss of permanent residence apply alike to refugees and non-refugees. Furthermore, refugees may go to Canada as independent immigrants and therefore, they are not classified as refugees.

Canada’s total population in 2002 was 31.414.000. During last decade, the average of total immigration – this is, immigrants and refugees granted permanent residence in Canada – has been of 200.000 immigrants per year. At this pace, it is estimated that total population will soon surpass the 40 million. In 2006, Toronto will be more multiethnic than New York or London. At present, main immigrant nationalities are China (16’1%), India (11’1%) and Pakistan (6’1%). Moreover, the aboriginal population amounts to a 3’3% of total Canadian population. The government’s policy of immigration based on the idea that people should reinforce their identity at the same time that “experiments a feeling of belonging to Canada”, as Canada’s Prime Minister pointed, is making of Canada a world-wide reference for immigration (La Vanguardia Journal, 2-03-2003).

Women at Risk Program
The area of gender persecution is an example of changing interpretation on refugee reasons over time. Canada was the first country in the world to issue guidelines recognising that women can be persecuted because of their gender and the Convention should be interpreted to include this persecution (CCR, 2002). 

In 1988, the Government of Canada created the Women at Risk Program (AWR) for refugee women in desperate circumstances. The program’s aim is to address the special needs of refugee women. Canada has give over 2.250 women and children a safe home since the beginning of the program. 

2.0 Short sketch of the health care system

Canada has a predominantly publicly financed and privately delivered health care system. The Canada Health Act establishes criteria and conditions related to insured health care services and extended health care services that the provinces and territories must meet in order to receive the full federal cash contribution under the Canada Health and Social Transfer. Canada has 13 interlocking health insurance plans and 13 separate delivery systems (Health Canada, 2003). 

There is a shared responsibility in which the Federal Government’s role includes the setting and administering of national principles, providing funding assistance to provincial services, delivering direct health care services to specific groups and fulfilling other functions such as health protection, promotion and disease prevention. The administration and delivery of health care services is the responsibility of each individual province (ibid, 2003).  

Canadian’s health care system relies extensively on primary care physicians who account for about 51% of all practising physicians. They are usually the first contact with the formal health care system and arrange for access to most specialists, hospital admissions, diagnostic testing and prescription drug therapy.

Most doctors are private practitioners who work in independent or group practices, enjoy a high degree of autonomy, and are generally paid on a fee-for-service basis.

Over 95% of Canadian hospitals are operated as private non-profit entities run by community boards of trustees, voluntary organisations or provincial health authorities.
Mental Health

Mental health services, broadly defined, include a mix of health, social, vocational, recreational, volunteer, occupational therapy, and educational services, as well as housing and income support (Health Canada, 2003). At the provincial level, mental health services are provided through a variety of means: primary care, general hospital care, community service, specialized treatment facilities, psychiatric hospitals, community providers, NGOs and consumer-run organizations. The extent to which all these are organized under a single administration differs from one province to another (Atlas WHO, 2001).  

In Canada the planning and delivery of mental health services is an area in which the provincial and territorial governments have primary jurisdiction. The Ministry of Health in each province is responsible for the bulk of mental health costs, paying for hospitals and other services (Bigelow & McFarland, 1994 op.cit. Goodwin, 1997). Canada has never had the federal programme of community mental health centres, and consequently there is more variation in service provision between the provinces.

Mental health is a part of primary health care system. About the 50% of medical treatment for mental and emotional disorders are provided through the primary care system. It can be defined as a “shared care” system where primary practitioners provide care while in collaboration with a psychiatrist. However, serious patients are often referred to the psychiatrist and the primary care practitioner treat stabilized and less serious patients. Regular training of these primary care professionals is carried out in the field of mental health (ibid, 2001).

Canada has specific programmes for mental health for minorities, refugees, disaster affected population, indigenous population, elderly and children.

Mental Health Policy

Since 1970s a policy of developing community-based mental health services has been clearly established in all Canadian provinces. Mental hospital bed space has declined rapidly, and a range of new services such as psychiatric units, day hospitals, residential units and community support services has been developed (Department of Health and Welfare, 1990). 

Nowadays, the components of the policy are advocacy, promotion, prevention, treatment and rehabilitation. Each of Canada’s 13 provinces has the legal authority to make laws in relation to the establishment and maintenance of provincial health care systems, and to provide of health and mental health services.  

There are few national policies relating to mental health, but Federal Government regularly releases National Action Plans, strategies and discussion documents that, despite are not policy statements per se, are meant to stimulate thinking and guide provincial service developers (Atlas WHO, 2001).

Access to health care

To apply for a health card it is necessary to take the birth certificate, Canada Immigration Visa and passport to the provincial ministry of health where the person is staying. Some provinces also request further information as showing name, address and signature (CIC, 2003).

Canadian citizens and permanent residents are eligible in all provinces. Persons in Canada for a Temporary period of time – as temporary workers, foreign workers, holder’s of a Minister’s permit and refugees, whose status has been confirmed by the Immigration Refugee Board - are eligible in some provinces. 

Newcomers
have been found to under-utilize health services for which they are eligible. Barriers to services are several, but Gagnon divided it into three broad categories. The first is fear of accessing the system mainly because they think it could be detrimental to their immigration applications or they could be considered a burden on the system; second, relates to culturally inapt care and language; and third concerns difficulties navigating the system.

Refugee claimants are not covered under provincial plans but rather under the Interim Federal Health Program (IFHP) at Citizenship and Immigration Canada, created as Government response to certain needs for access. However, serious difficulties with accessing this program remain (Gagnon, 2002). 

The Interim Federal Health Program

The program it is not meant to substitute provincial health plans and does not provide the same extent of coverage as for permanent residents. Eligibility is determined by a demonstrated lack of funds. IFHP benefits are limited to essential health services for the treatment and prevention of serious medical/dental conditions, essential prescription medications, contraception, prenatal and obstetrical care, and the Immigration medical examination.

Even with the IFHP, certain asylum seekers have no health insurance for some periods of time due primarily to delays in processing their asylum claims. Health and social services provision during this waiting period varies according to services available through local NGOs and community health centres. Inland claimants have the most difficulty, in some cases waiting up to one year to obtain coverage (Gagnon, 2002).

Canada has answered certain needs for access to care by implementing the IFHP. However, there remain serious difficulties with accessing services through this program including: delays in immigration processing times, limitation to coverage of essential services, errors in completing forms, language barriers, and the administrative burden placed on service providers (ibid, 2002).   

Role of NGO 

Non-governmental organizations play a key role in welcoming and protecting refugees in Canada.  As service-providers, community-builders and advocates, they offer refugees practical, emotional and moral support. 

The NGO sector-serving refugees in Canada is mostly made up of local community-based organizations.  Immigrant and refugee communities, organizing to help themselves, created many of these. Some organizations were formed to address the needs of particularly vulnerable refugees, such as survivors of torture (CCR, 2002).  

The Canadian Council for Refugees highlights among the activities of refugee-serving NGOs the following: 

• providing shelter to newly arrived refugee claimants 
• assisting refugee claimants in securing refugee protection in Canada 
• sponsoring refugees from abroad 
• visiting refugees in detention 
• offering information and referrals 
• assisting refugees in finding housing, employment, schools for children, etc. 
• educating the public about refugees 
• providing language training for refugees 
• informing the government about the impact of their policies and practices on             refugees                                                                                                                                   
• advocating for policies that protect and welcome refugees 

Most NGOs strive with inadequate financial support and so are limited in the accomplishment of their work.  On the other hand, funding also brings challenges to NGOs’ independence putting into risk their advocacy role. 

3.0 Good Practices 

There are several examples of “best practice” at a provincial level. Groups focusing on immigrant resettlement issues carry out advocacy and networking activities, other agencies focus on culturally appropriate mental and physical health services, concerns with female immigrants or guidelines for practices among others.

In a federal level, it can be pointed out the existence of the Metropolis Project. This project brings together policy makers from three levels of government, NGOs and researchers in an effort to examine the effects of migration on Canadian cities. It has an international component and was awarded the Public Service Award for Excellence in Policy Development in 1999-2000.

Other initiative to highlight is the Multilingual-Health-Education Network that was funded by Health Canada and Heritage Canada with the goal of improving service delivery by making translated documents easily available to providers and the public.

The following cases were chosen because they comprise a range of good practice elements – personal and cultural sensitive, the existence of multi-agency linkages, continuity of services and clients, advocacy work, evaluation and research tasks - and were found particularly innovative. 

3.1 Case Studies: Canadian Centre for Victims of Torture



3.2 Case Study:Intervention Network for people having subjected to organized violence (RIVO)
3.3 Case Study: Victoria Immigrant and Refugee Centre Society
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__________Guatemala 

Social-cultural restoration and reconstruction of social memory in the Mayan communities of post-war Guatemala: the contribution of the Catholic church

Mattanja Beunder

Post-war Guatemala is a country that is struggling to find its way towards peace and democracy after a 36-year civil war in which 200,000 civilians were murdered or disappeared. As a result of government led counterinsurgency practices, many Mayan communities in the interior had to seek refuge in nearby mountains, while a minority fled over the border with Mexico. A 83% majority of the victims were of  indigenous Maya origin. 

1.0 Exhumations

At present, teams of forensic anthropologists are working to exhume the clandestine graves where the bodies of the victims remain hidden, which gives the families and communities involved the opportunity to restore the dignity of their loved ones. 

Mental health teams of the Catholic church accompany the Maya population during these exhumations, which take place within a still unstable human rights situation and a persisting climate of juridical impunity. Therefore the exhumations often result in renewed intimidation by local war offenders and an intensification of fear for possible acts of retribution acts. This is especially the case among war widows.

After the practical work of exhuming the clandestine graves is carried out, a vigil is organized in the local church to ensure the arrival of the spirits of the deceased in the other world. Once these transition rituals are completed the souls of those left behind can also find peace, "because the spirits have come to rest and aren't troubling them anymore in their dreams." 

1.1 The impact of the civil war on communal life

Besides the personal losses, the civil war has had severe detrimental effects on social structures, cultural practices, collective memory and the shared cultural beliefs. One of the main objectives of the military oppressors had been to show that "a universe culturally constructed according to indigenous beliefs was not strong enough to guarantee basic survival, and that in the last instance, this was powerless in the face of the will of established power. The idea was to defeat any expectation of social and economic change." (Flores, 2000, 194) The military largely succeeded in imposing a culture of terror, which undermined existing social structures and  the giving of meaning to the events, by deploying civil patrols to control the rural areas. 

1.2 Psychosocial assistance in post-war Guatemala

How can one provide psychosocial assistance in these cases of collective human suffering and how can social-cultural healing in the affected communities be fostered?  This was the central question in the research I carried out in cooperation with the Guatemalan Archdiocesan Human Rights Office (ODHAG) and their Mental Health Team (Equipos de Salud Mental).

My main interest was in seeing what kind of psychosocial interventions the diocesan NGO's offered to the largely illiterate, monolingual, rural and marginalized indigenous population and how the culture-specific explanations of the experienced violence believed in by the population, resulting in marked self-blaming, are dealt with.

In summary, six key elements were distinguished that make psychosocial assistance based upon the ideology of liberation theology into a holistic and integrated approach to human suffering, that goes far beyond a psycho-bio-medical trauma perspective:

1. The psychosocial assistance is action-orientated, linking reflection to the promotion of community development initiatives.

2. The raising of political and historical awareness is the key to reframing of war experiences with the purpose of restoring a feeling of collective agency. 

3. A religious framework for giving meaning to the past and  present suffering is offered

4. Restoration of community structures and reconciliation are priorities for enhancing collective psychological well-being, whereas individual problems are of secondary importance and are regarded as derivatives of communal problems.

5. Cultural revitalization is seen as an important communal concern.

The majority of the staff providing this psychosocial assistance identifies with the past suffering and the continuing struggle of the Maya population. The population has accepted the staff to some extent as 'catholic co-workers' in their struggle, because of the structural social assistance offered by the church through emancipatory pastoral work. In some dioceses this assistance continued under wartime conditions, when the pastoral worker themselves were threatened, because of their vision of social development and their involvement in helping the communities to organize themselves.       

2.0 Problems encountered

· The emphasis on reconciliation between civil patrols and victims (who often live in the same or nearby communities) as a way to social reconstruction, is premature, because of the national climate of impunity for war crimes and the continued intimidation of those seeking truth and justice. Until the protection of human right is secured, 'truth' is revealed and the military responsible for the genocide are prosecuted, local reconciliation will be very difficult to achieve.     

· A fostering of idealization of victims through identification with religious and political figures can hinder the construction of integrated memories and working through of mourning processes. 

· The Catholic church is limited in the scope of cultural revitalization and restoration it can achieve, because: 

· In the past, as a representative of colonial power, it contributed to the decay of cultural traditions. 

· At present, the psychosocial methodology still provides an alternative or competing religious conceptual framework to the traditional conceptual framework for giving meaning. 

· It remains the choice of the Maya population whether or not to restore cultural practices. Cultural values and meanings cannot be 'given back to them' by actors who do not share the same discourse

2.1 Conclusions

The collective, integrated and holistic perspective to psychosocial assistance is worthwhile, because the Maya population experiences the social-cultural effects of war as highly detrimental to their daily lives. Moreover, this perspective offers a bridge between psychosocial healing and community development. 

Instead of promoting a restoration of cultural practices, psychosocial assistance could be directed at discussion of local cultural concepts that distort and negatively influence the process of giving meaning to the violent experience.

The emphasis on recovering social memory and truth is important in re-establishing positive Maya identities. 

For the time being, 'reconciliation' remains a moral-religious ideal that cannot be achieved within the short term, because of the continuing climate of political denial and impunity.      
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Recommendations from ‘Bringing Them Home: Report of the National Inquiry into the separation of Aboriginal and Torres Strait Islander Children from their families’





Recommendation 33c: That all government-run mental health services work towards delivering specialist services in partnership with Indigenous community-based services and employ Indigenous mental health workers and community members respected for their healing skills.





�PRIVATE��Recommendation 35: That all State and Territory Governments institute Indigenous mental health worker training through Indigenous-run programs to ensure cultural and social appropriateness.





Recommendation 36: That the Council of Australian Governments ensure the provision of adequate funding to relevant Indigenous organisations in each region to establish parenting and family well-being programs.





Source: Human Rights and Equal Opportunities Commission, April 1997





Aboriginal and Torres Strait Islander Co-ordinated Care Trials ran between 1997 and 1999, aiming to alter the emphasis of healthcare onto specifically designed community-based programmes.  A national evaluation summary (Commonwealth of Australia, 2001) of these programmes indicated that the trials had a positive outcome.  It was found that the trials had produced enhanced service access, improved service appropriateness, improved individual empowerment in the development and delivery of care plans, and a greater understanding of the importance of community empowerment (ibid.).  


























 
































Indigenous residents in Australia (Torres Strait Islanders and Aborigines) have a life expectancy that is some 15- 20 years below that of other Australians.  The infant mortality rate among this sector of the population is also much higher than for other groups.  To address these inequalities, the Australian government established the Office for Aboriginal and Torres Strait Islander Health (OATSIH) in 1994.  The aim of the Office was to bring the health needs of Indigenous Australians into the mainstream of health care (www.health.gov.au/oatsih).





The OATSIH cites some of the factors contributing to the poorer health of Indigenous Australians as:


Financial barriers in accessing healthcare


The inability, through lack of training and knowledge, of the healthcare workforce to operate cross-culturally


The lack of a comprehensive primary healthcare approach


The need for better linkages between various parts of the healthcare system


Poor access to healthcare in remote locations (ibid.).





The OATSIH aims to tackle these issues through a combined package of measures including improved access; more flexible funding; improved partnerships and communications and health promotion and research.





The Office is largely based around strategic policy making and planning.  However, one area where the Office have implemented policy is through the government’s execution of recommendations in the Bringing Them Home report (see below).  As part of a programme which aims to work with Aboriginal communities affected by former child removal policies, the OATSIH manages counsellors and co-ordinators, education and training activities, some parenting programmes and ‘culturally sensitive approaches to healing for families and communities’ (ibid.).


























 
































The NSW Service for the Treatment and Rehabilitation of Torture and Trauma Survivors was established in 1988 as a response to the inadequacies of mainstream healthcare in dealing with this group of clients.  The STARTTS programme is mainly funded through the NSW Department of Health with extra funding from the Federal Department of Health and Family Services, and independent funding for individual projects.





STARTTS aim to assist survivors of torture and trauma in the healing process through a variety of therapies and community projects.  Clients are largely refugees receiving therapy, and service providers to whom STARTTS provides consultancy and training.  The ethos of the organisation is one of client-focused, appropriate services and many staff are bi-cultural.





The range of services that STARTTS provide is impressive: counselling and therapy; physiotherapy and bodywork (such as massage); group work and self-support groups; assistance in seeking employment and training; referral and case management; community liaison and consultation; community development projects; training of mainstream service providers; lobbying, advocacy and research.  STARRTS offers mental wellbeing care in its broadest sense, providing services that not only treat, but also aim to prevent mental health problems such as employment advice and respite youth programmes.  The services provided manage to blend traditional Western medical care services like counselling with other practices such as community work that serve to empower individuals and communities and enhance wellbeing.  STARTTS’ role in case management ensures continuity for clients and staff through a longitudinal relationship.





Specific elements of good practice include:





Staff support:


Body therapies are available to all body therapists experiencing difficulties with clients.





Community Development:


STARTTS work from the premise that just as individuals bring their experiences of trauma with them as refugees, so do communities.  The organisation work with some 20 refugee community organisations and other groups, and counsellors are required to spend 30% of their time in group work.  Community development takes three forms: social networking – including social support such as the FICT programme (see below); refugee community work – assistance and advice with establishing community groups; mainstream society and institutions – advocacy, education and training with the wider community.  STARTTS is keen for communities to be involved in all stages of development, and regular forums and informal consultations are held to ensure that this takes place.  This not only allows for user involvement, but also a large degree of transparency in policy making.











 














 
































Elements of the ATMHN found to be exhibiting good practice were:





Multi-agency Links:


With its nationwide network to multi-cultural mental health centres, both governmental and non-governmental, the ATMHN provides an excellent resource.  The government funding of the programme also indicates good practice on the behalf of the state in promoting a broad range of good quality, integrated healthcare. 





Access and Promotion:


ATMHN’s library in Melbourne contains a large number of mental health journals, papers, multi-media resources.  The website also has a library, with a number of the resources duplicated there.  The organisation also publishes a quarterly magazine that examines topical mental health issues, and provides a forum for reader’s discussion.  The ATMHN also holds conferences annually, again to discuss relevant issues and enable members to network. This range of mediums ensures the transparent working of the organisation and affords individuals various opportunities to gain insight into the field of multi-ethnic healthcare.





User Involvement:


The organisation is keen to work in partnership with small organisations and communities to promote them stakeholders in policy and decision making.  Local partnership’s and fora enable this process, and the organisation also offer consultancy to assist and facilitate policy, planning and development.





(http://www.atmhn.unimelb.edu.au)











 














 



































Families in Cultural Transition:


The FICT is a group programme, aided by an FICT kit that covers various issues associated with the transition phase that many refugees experience.  The kit includes information and guidance on the migration and settlement process; support systems for new arrivals; trauma and healing; and parenting and gender issues.  The groups run regularly and are facilitated by counsellors.  The inclusion of families in therapy is particularly innovative and may encourage family members to become involved that might not normally receive assistance, such as mothers.  Young people often adjust to new lifestyles more quickly than their parents; through this scheme family members can work with one another to come to terms with their new situation.





Youth Program:


The youth program works with young survivors of torture and trauma in order to allow them space and time to express themselves as growing young people, and to develop social and personal skills. The youth program offers an annual camp and ongoing activities throughout the year, some including parents.  Counsellors refer participants onto the program, and it then uses early intervention strategies to assess the needs of specific individuals.  The aim is not only to give participants the opportunity to explore psychotherapeutic issues, but also to gain positive experiences through activities with peers.  Some evaluation of the program has shown that participants experienced significantly reduced stress levels.





(http://www.swsahs.nsw.gov.au/areaser/Startts)














 














 






































In 1997, more than 20 per cent of the adult Australian population (those aged 15 years and over) were born in non-English speaking countries, and a large proportion of those are not proficient in the English language (Open Mind Research Group, 1997).  Research has shown that language can prove to be a massive barrier to accessing healthcare (BMA: 2002; Levi 2002).  





The Australian Transcultural Mental Health Network (ATMHN) was established in 1995 as part of the National Mental Health Strategy.  The ATMHN calls itself a ‘network of networks’: a web of all the national, regional and local organisations that offer transcultural mental health support.  It aims to link up these organisations with a view to improving mental healthcare for ethnic minorities across the country through; working in partnership with communities and healthcare services; promotion of mental health issues; ensuring high quality health care provision; promoting and supporting network members to be active in policy development; encouraging mainstream development of transcultural services and through promotion of research (www.atmhn.unimelb.edu.au).





The ATMHN possesses a management unit that promotes service and policy development through consultancy and advice and by working to develop good practice with its member organisations.  It also runs annual conferences to highlight issues and developments and publishes a tri-annual magazine on the same subject.  The ATMHN’s website and library also hold an extensive amount of research on transcultural mental health.








 














 
































The Victorian Foundation for Survivors of Torture was founded in 1988 to provide care and rehabilitation to individuals who have experienced torture or trauma before, during or after fleeing their country of origin.





The VFST provides counselling, support, advocacy, family support, group work and natural therapies for clients.  It also conducts training for healthcare professionals working with refugees and asylum seekers; evaluation of services and research; collation of resources and advocacy on state, governmental and commonwealth levels.





Professional training is provided for healthcare workers wishing to improve their skills.  There are two levels of training; a general module for workers with some experience, covering, counselling, safety issues, loss and grief and working with families; and a more specialised program designed for specific organisations.  The training program is similar to that offered by the Breathing Space Project in the United Kingdom, and thus indicates possibilities for future collaboration.





The VFST also conducts Project Development Work that have a number of mental health benefits:





The Food and Nutrition Project


The project promotes the positive potential food and lifestyle have on the ability to recover from distressing experiences.  This can be by reducing mental distress, such as insomnia; through promoting independence over food purchasing, preparation and consumption (something denied to detainees) and through reaffirming cultural practices.





The Refugee Health General Practice Development Program


The General Practice Development Program has created a network of G.P.’s  with a particular interest in refugee healthcare that serves as a forum for debate and the exchange of ideas and information.  The organisation has put together a series of clinical guidelines, which are currently being piloted in 18 general practices.  The VFST also runs training sessions for G.P.’s.





The Health Access Pathways for New Arrivals Project


The Access project recognises that good physical and mental health are essential for settling successfully in a new country, and that health services can act as a gateway to numerous other wellbeing services.  To this end the Project has produced a collection of resources for both new arrivals and healthcare providers.





An example of particularly innovative work is the:





School-based Program for Children and Young People from Refugee Backgrounds and their Families


The program is an intervention scheme for young refugees that aims to strengthen coping factors, through personal development, counselling and group work.  School is seen as an ideal site for the programs to take place as it is the main source of contact between refugee families and the host society, and one that provides safety and continuity for children.  














 














 
































Introduction





The CCTV is a non-profit, registered charitable organisation, founded by several Toronto doctors, lawyers and social service professionals associated with Amnesty International. They started to see victims of torture in 1977 and it is in 1983 when it is incorporated as the Canadian Centre for the Investigation and Prevention of Torture. The name was changed to CCVT in 1988, becoming the second such facility in the world to be established after Copenhagen in 1982. It receives funding from Federal, Provincial and Municipal governments, the United Nations  Voluntary Fund for Torture Victims, foundations, religious organisations, and individuals. In 1998 CCVT became a member agency of the United Way.





Structure and Provision





The CCVT has 15 member volunteer board which sets policy and guidelines for the operation of the Centre. There are 17 paid staff members whose job descriptions correspond to the areas of service provided by the Centre. These areas are:





Co-ordinated Professional Services: The CCVT provides the link between the survivor of torture and a network of professional services which include doctors, lawyers, social service workers and volunteers as well as crisis intervention, counselling, Children’s program and Art therapy. There is a reciprocal referral service for legal and social assistance services when required.

















 
































The medical network includes experienced physicians, psychiatrists and other medical specialists. The CCVT staff will assess a survivor’s physical and psychological condition and refer him/her for appropriate medical attention and treatment with CCVT’s associated physicians. The Centre offers a new service through which doctors examine torture survivors and document their experience, something very helpful if requested by the survivor’s lawyer to support a refugee claim before the IRB. The Centre acts as an advocate when requested to do so by the survivor.





Support and Group Programs: Group programs include a drop-in program that assists survivors to access services available in Toronto and helps them to overcome isolation, as it allows clients to meet in a comfortable atmosphere. A bilingual staff member composed by a volunteer physician – member of the Centre’s medical group – and a volunteer nurse with a speciality in mental health are some of the resources available.





Public Education: Aimed at enhancing awareness and sensitivity to the particular needs of survivors, they conduct seminars, workshops and research, and they also publish in academic journals.





Apart from the areas described above, CCVT also provide with an English as Second Language Program (ESL) and Art Therapy Program. 





Edmonton Centre for Survivors of Torture and Trauma


Introduction





The Edmonton Centre for Survivors of Torture and Trauma is a community-based mental health program providing specialized services and support for immigrants and refugees who have suffered from physical and/or psychological torture. ECSTT has a strong financial base through funding from the UN Voluntary Fund for Victims of Torture and the United Way of Alberta. Part of its founding comes from individual donors.





Structure and provision





ECSTT is staffed by a small, interdisciplinary team of eight individuals, including two psychologists who specialised in treatment of trauma. There exists a professional referral network comprising psychiatrists, physicians, public health nurses, dentists, occupational therapists, nutritionists and a specially trained team of Multi-Cultural Community Health Developers. ECSTT relies extensively on volunteers.





Among Centre’s main activities stand out:





Treatment: The Centre provides crisis intervention, therapeutic counselling, and more in-depth therapy to adults, children and families. It organises support and community-based self-help groups. Also, it provides of a preventative and early intervention program named “Securing Hopeful Futures”. This program is addressed to refugee children and youth. Support services for helping parents work effectively with the school system are also in place. 





The staff, practicum students and volunteers also provide information referral, escort and advocacy.





 
































Training: ECSTT’s education and training focuses on two great necessities. On one hand, its aim is to develop the capacity of survivors and ethno-cultural communities for self-help and mutual support. On the other hand, it is addressed to service providers, professionals and institutions in order to develop awareness, skill and sensitivity. Currently, ECSTT staff together with Catholic Social Services has developed a 40-hour training program for professionals, service providers and volunteers named “Supporting the healing of survivors of torture and catastrophic trauma”.





ECSTT has published brief articles about its work and about the effects of torture and trauma in several local and national publications.





Research: Staff and practicum students are involved in various research papers and projects o topics pertaining to treatment and healing of survivors.





In ECSTT future plans are the extension of children’s services and the creation of an art therapy program.









































Introduction





The RIVO network was formed in 1990 by a group of health and social services providers working with people who have been subjected to the effects of torture. RIVO was recognized as a non-profit organization on March 4, 1993.





RIVO’s members come from various backgrounds such as social workers, mental health specialists, doctors and lawyers among others. 





Objectives and services





RIVO’s main objectives are:








To intercede with people having suffered the effects of organized violence and to facilitate the integration of their traumatic experience.


To sensitize the host community and its health and social services providers to the realities of the target population.


To develop links with the agencies and organizations concerned with this population.








For its consecution, the services offered by RIVO are the following:


 


Psychosocial and psychotherapeutic services, medical follow-up, accompaniment, art therapy, music activities, massage therapy among others.


Awareness and sensitization tasks in the form of training for workers in front-line agencies, non-profit and community organizations and educational systems among others.


Organization of special meetings related to a particular theme or a specific group of providers.


Links with other organizations working with refugees across Canada.


Facilitates the setting up of working groups to study specific subjects, or to produce reference documents pertaining to its objectives.


Promotion of international exchanges with groups in countries, which have been subjected to organized violence, who wish to put into place measures to prevent repression and torture. 


Organize research activities.

































































Introduction





The Victoria Immigrant and Refugee Centre (VIRCS) is a non-profit society that has helped immigrants and refugees settle and adapt to life in Canada since 1989. Its aim is “to assist in the settlement and adjustment of immigrants and refugees in Canada and to provide services designated to increase the newcomer’s participation in Canadian society by assisting the newcomer to overcome barriers”.





Service provision





Services VIRCS provide could be summarized in settlement, job and training services, and an English as Second Language Program (ESL).





Settlement services: settlement workers assist with emergency needs, housing, education, health care, refugee, immigration, and citizenship procedures, legal issues, day care, transportation and travel, finance and benefits, and the many stresses that the refugee and migration experience put on individuals and families. They provide assessment, orientation, information, referrals, adjustment support and service linking and bridging including accompaniment. Services are provided in an individual or family basis. Regular workshops are held to provide information about family class sponsorship. A community kitchen is being organized to help parents provide non-expensive appropriate meals for their families. 





The services are client-driven and are provided with sensitivity to the immigrant and refugee experience.





English as Second Language: classes are offered on a continuous basis at the Beginner and Intermediate levels and classes’ size does not exceed from 14 students in order to allow for a maximum participation. There is a Community Bridging Program for adults, and a Home Tutoring Program.





Job: the Job Coach Program has been helping immigrants and refugees to find employment since 1991. They have built up connections with local employers and help clients through counselling and teaching. The program offers: employment counselling, experience and skill assessment, Victoria labour market information, educational and training opportunities and job search workshops among others. Eligibility for the program lays on the basis of being a landed immigrant or refugee, legally permitted to work in Canada and actively looking for work. Priority is given to Income Assistance and Employment Insurance Recipients.





VIRCS sponsors various educational workshops and it’s television and video production unit “Ethnivision”  had produced informational programming for newcomers and the whole community.







































































� See ‘The Onshore Program and Detention’. 


� Current countries that fall inside this category are: Colombia, Democratic Republic of the Congo, El Salvador, Guatemala, Sierra Leone and Sudan. This list of countries is subject to change. 


� For Gagnon, newcomers are specifically those with a precarious immigration status such as asylum seekers, and those with a high-risk profile such as refugees arriving in Canada from conflict areas.
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