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Introduction: Glossary of key terms and concepts

Terms pertaining to refugees and asylum seekers in the UK.

An asylum-seeker in Britain is a person who flees his/her home country and seeks refugee status in another, possibly because of war or human rights abuses. Under the Immigration and Asylum Act, 1999 (Part VI) the term asylum-seeker includes people who claim that their removal will breach Article 3 of the European Convention of Human Rights (ECHR) that prohibits torture, inhuman or degrading treatment or punishment. The recent Nationality, Immigration and Asylum Bill (2002) defines an asylum seeker ‘ as someone who is at least 18 years old and who has made a claim under the Refugee Convention or under Article 3 ECHR, which has been recorded by the Secretary of State but which has not yet been determined’.

A person is recognised as a refugee when the government of the new country decides that they meet the definition of a refugee under the 1951 UN Convention Relating to the Status of Refugees. 
 A person with refugee status is allowed Indefinite Leave to Remain (ILR) in the UK. 

Asylum seekers who are not deemed to meet the criterion required for refugee status may, in some circumstances, be given Exceptional Leave to Remain (ELR) if it is deemed dangerous for them to return to their home countries. They may apply for settlement or ILR after 4 years.

A child asylum seeker or child refugee is any person who fits the above definitions in addition to being under 18 years of age or a legal minor.

Chapter 1: The Social, Demographic and Political Context

1.0 Demographics: An History of Migration into the UK
Migration prior to 1945

Immigration into the United Kingdom has taken place for hundreds, if not thousands, of years.  In 250 BC as the Romans conquered the British Isles, a group of black legionnaires from Roman colonies in Africa were sent to guard Hadrian’s Wall. 

From the mid sixteenth century, with voyages to the New World, European traders began to enter into the slave trade that already existed in North Africa.  Merchants returning to Britain brought with them wealth and goods, including slaves.  As a result, by 1770 around 14,000 black people were living in Britain (www.bbc.co.uk).

Post World War II Migration

A large increase in immigration took place immediately following the Second World War, when small numbers of servicemen from the Empire, who had fought in both wars, remained in Britain.  Large numbers of European immigrants were invited to come to Britain to fill massive work shortages.  Although there appeared to be an official reluctance to invite immigrants from Commonwealth countries, work shortages were unable to be filled by Europeans, and the government turned to West Indians in particular.  On the 28th June 1948 the ship, the Empire Windrush docked in London, bringing hundreds of men from the West Indies.  That day can arguably be cited as hailing a new era of mass immigration.

Following this event, the increase in immigration was matched by a tightening of UK immigration law throughout the 1950’s and 1960’s.  A series of increasingly restrictive laws resulted in the creation of legislation in 1972 that allowed individuals from overseas to work in the UK only if they had a work permit and could prove that a parent or grandparent had been born in Britain.  Further policy making in the 1980’s continued to restrict entry to the UK.  As a result the largest immigrant groups to enter the UK throughout this period were Americans for employment, mainly in the financial and industrial sectors, Australians, New Zealanders and South Africans with familial ties to Britain, and South Asians coming to work in medical professions.

Following 1989 and the end of Communism in much of Eastern Europe and the former Soviet Union, Britain experienced another rise in immigration as many individuals arrived in the UK (www.bbc.co.uk).  The political upheavals and their consequences at that time also marked a substantial, and ongoing, increase in the number of refugees seeking asylum in Britain, as the next section examines.

Asylum seekers and refugees in Britain

Although Britain has long accepted refugees, as far back as 1560 and until 1575, Dutch Protestant refugees entered the UK fleeing persecution from the largely Catholic Netherlands (Refugee Council, 2002).  Until the First World War the vast majority of immigration to the UK took the form of economic migration.  However, from 1914, a growing percentage of migrants have been refugees. 

During the First World War over 250,000 Belgian refugees arrived in Britain to escape fighting.  Shortly before the Second World War when thousands of persecuted Jews were leaving their homes in Eastern Europe, the British government refused many Jewish refugees entry.  Eventually however, around 50,000 refugees fleeing Nazi Germany, Czechoslovakia and Austria were admitted.  In 1939, almost 100,000 Jewish refugees from France, the Netherlands, Denmark, Belgium and Norway arrived in Britain.  Following the end of the Second World War, the vast majority returned to their home countries.

In 1972 the British government accepted around 28,000 Ugandan Asian refugees expelled by Idi Amin.  From 1973 to 1979 around 3,000 Chileans arrived in the UK fleeing General Pinochet’s regime.  Throughout the 1970’s and into the early 1990’s about 24,000 Vietnamese refugees entered Britain on a resettlement programme, they included Southern Vietnamese fleeing the Communist regime and ethnic Chinese people persecuted following the Chinese invasion of Vietnam in 1979.  From 1992 to 1996 2,500 Bosnians escaping war in former Yugoslavia entered the UK and were given temporary protection status by the British government.  By comparison, Germany accepted over 300,000 Bosnians during this time.  From 1995 to 1999 over 4,000 Kosovan refugees were granted temporary protected status in Britain.  Many more applied for asylum independently (Refugee Council, 2002).

Britain ranked second in Europe (after Germany) for the greatest number of asylum applications received in 2001.  Nevertheless, if asylum applications are ranked by number of applications per thousand population, Britain comes seventh in Europe, with 1.5 applications per thousand (Home Office, 2001).  Thus, the UK’s perceived popularity as a refugee destination is perhaps greater than is actually the case.  Moreover, a large percentage of claims are refused, as is shown below. The very restrictive immigration laws that currently operate look set to continue in the current political climate, as the far right becomes increasingly influential. 

Refugee Numbers Since 1980

In 1980, 2,352 new asylum applications were made.  The 1980’s saw a slight rise in the number of applications, reaching 3, 869 new applications in 1988.  Between then and the early 1990’s a massive increase took place, with 44,840 applications made in 1991.  Which can perhaps be explained by the upheavals taking place throughout Eastern Europe at the time.  Throughout the decade numbers fluctuated between 22,000 and 46,000, increasing again at the start of the millennium, with 80,315 applications made in 2000, and 71,700 made in 2001 (Home Office, 1998, 2001; Refugee Council, 2002).  

Status Statistics

In 1988, of the 2,352 applications made, 1,385 were granted refugee status or Exceptional Leave to Remain (ELR).  Around half of all applications made were granted throughout the 1980’s.  During the 1990’s the number of positive decisions began to decrease rapidly as the number applications increased.  Of all outstanding applications in 2001, 10,960 (9%)
 were recognised as refugees and granted asylum, a further 19, 510 (17%) were granted ELR, and 87,725 (74%) were refused.


Countries of origin

The numbers and nationalities listed above represent the largest groups of refugees arriving in the UK since the Second World War.  However, thousands more have sought asylum in Britain, arriving from Ethiopia, Eritrea, Cyprus, Iran, Afghanistan, Iraq, Ghana, Sri Lanka, Pakistan, Somalia, Turkey, Congo, Burundi, Sudan, Angola, Sierra Leone, Rwanda, Kenya, Algeria, Nigeria, Zimbabwe, Colombia, the former Soviet Union and eastern European countries (Refugee Council, 2002).

In 2001, approximately 175 different nationalities made applications for asylum in the United Kingdom.  Throughout that year the greatest number of applications for asylum were made by nationals from Afghanistan (9,190), Iraq (6,805), Somalia (6,500), Sri Lanka (5,545) and Turkey (3,740). Individuals from China, Zimbabwe, Pakistan, Iran and the Federal Republic of Yugoslavia also made a large number of claims in 2001 (Home Office, 2001).  It is clear from the list of countries shown that many are experiencing civil unrest, are at war, or have large minority ethnic groups that are being persecuted.  It is evident then, that far from being economic migrants, the large majority of claimants have strong bases for claiming asylum.  Moreover, there is evidence to suggest that many asylum seekers are unaware of the asylum and social support systems in the UK before their arrival.  A European Commission-funded study, Asylum Migration to the European Union: Patterns of Origin and Destination (1997), found that most asylum seekers don't choose their country of asylum.  Those individuals who can choose are often influenced by knowledge of the language or familial or community ties rather than economic factors (Refugee Council, 2002).

1.1 Policy and Political Context
Asylum law stems from the United Nations Convention on the Status of Refugees of 1951, amended by the 1967 Protocol (see Glossary). Until 1993 however, no asylum legislation existed in the UK Very little was written down about the status and rights of refugees and it was not clear what status the UN Convention of 1951 had in British law.

The Asylum and Immigration Acts of 1993 and 1996


The 1993 Asylum and Immigration Appeals Act incorporated the UK's obligation under the 1951 UN Convention on refugees into UK law. It ensured that refused asylum seekers had the right to appeal negative decisions on their applications. However strict time limits were laid down. The 1993 Act required all asylum seekers including children to be fingerprinted. 

It allowed for the detention of asylum seekers whilst their claims were being considered by the Home Office.

The Asylum and Immigration Act 1996 introduced a 'white list' of countries which the Home Office considered did not pose any serious risks of persecution. It introduced very tight time limits for appeals for asylum applicants who came from countries in the 'white list' or for asylum applicants who lacked credibility: if for example, they could not explain why they used false documents or had none, or if their evidence was considered questionable. 

Under the 1996 Act, asylum applicants who were not even considered by the Home Office because they had travelled through a 'safe third' country (this includes EU countries, USA, Canada, Switzerland and Norway) could only appeal against such a refusal once they had left the UK. The 1996 Act also introduced restrictions on employment and made it an offence for employers if they knowingly employed someone who used false or no documentation. The 1996 Act further restricted entitlement to housing for asylum seekers and removed welfare benefit entitlement for all those who did not make a claim for asylum immediately on arrival in the UK with an Immigration Officer. 

1999 Asylum and Immigration Bill: ‘Fairer, Faster and Firmer - A Modern Approach to Immigration and Asylum’

The Asylum Act 1999 heralded the third piece of immigration legislation in seven years, and brought about radical changes in the support and appeal systems.  As the title stated, its aims were to make the new system ‘integrated…informed [and] fairer, faster and firmer’ (Home Office, 1998).  It attempted to do this by including measures that were designed to ‘control the number of asylum seekers entering the country; to speed up the decision-making process; and to support those who have no other means of support’ (ibid.: 2000)
The National Asylum Support Service

Before the 1999 Act was implemented, the Benefits Agency or local authorities provided support to asylum seekers.  From April 2000 that became the responsibility of the National Asylum Support Service (NASS), a Home Office sponsored agency, made responsible for providing support and accommodation for asylum seekers whilst their claim are being considered and throughout the appeals process.  Accommodation was provided under the new scheme of ‘dispersal’, whereby, to receive support asylum seekers had to agree to be housed in areas outside London and the South East.  The aim was to reduce pressure on those local authorities that received the largest number of newly arrived asylum seekers.  Support was provided in kind in the form of vouchers, equivalent to 70 % of Income Support (£37.77 per week for individuals over the age of 25), that could be exchanged for food, clothing and other goods.  

NASS works with ‘reception assistants’ at ports of entry to ensure that destitute asylum seekers are provided with emergency accommodation and vouchers to cover their immediate needs.

Reception assistants are government funded agencies who assist individuals in making their initial claim for asylum, arrange emergency accommodation, and provide forms in order for them to access health care. After approximately two weeks NASS decide if the asylum seeker and his/her dependants are eligible for support.  If so, the individual/s will be moved by NASS or the reception assistants to a dispersal area, and given support vouchers.  Asylum seekers may also apply for a ‘vouchers only’ package if they are able to stay with family or friends.

Despite Government attempts to reduce the backlog of unprocessed applications, at the end of 2001 there were still 39,400 outstanding applications.  The government aims to process most applications within six months, however some applicants may wait years for a final decision.  Nevertheless, long term asylum seekers facing removal that have been waiting a substantial amount of time can appeal on humanitarian grounds under Articles 8 and 12 of the Human Rights Act 1998 (Janis et.al, 2000).  During their long wait it is understood that asylum seekers may have established themselves within the community, their children may be enrolled in British schools, and as a result their claim may then be reconsidered.

2002 Asylum and Immigration Bill: ‘Secure Borders, Safe Haven’ 

Under the new Asylum and Immigration Bill a number of significant changes have taken place, and seeking asylum in the UK will become more similar to the Dutch system.  Support arrangements are shown in Appendix 1.  The main changes are as follows:

· The voucher system has been abolished, and replaced with vouchers that may be exchanged at the Post Office for cash.  However, support levels for asylum seekers will remain at 70 % of Income Support.

· Smart Cards will be introduced in order to identify asylum seekers through fingerprints.

· Perhaps the new measures likely to have the most impact are Sections 55 and 57: the withdrawal of support for in-country asylum applicants.  Those arriving in the UK and wishing to claim asylum must apply ‘as soon as is reasonably practicable’.  Those who do not will not be eligible for support from NASS (Refugee Council, 2003).  The lack of definition in the term ‘as soon as reasonably practicable’ and new arrival’s lack of knowledge of the system could lead to large numbers of asylum seekers destitute with no access to support.  The Act has also made it illegal for local authorities and voluntary agencies to provide support for asylum seekers.

Induction Centres

· Once they have claimed asylum, refugees will now be received in Induction Centres, while their initial claim for support is being considered.  Each centre will provide full board accommodation for around 200-400 asylum seekers.  There will be centres close to ports of entry and a small number in the regions (Refugee Council, 2002).  It is thought that asylum seekers will remain in the Centres for around 10 days.   

· Asylum seekers will be briefed by staff about the asylum and support systems, and, if they are to be dispersed, information about their dispersal area.  Staff will also run sessions on transactions such as a visit to the GP, or how to obtain legal advice.

· Initial health screening will now take place at Induction Centres rather than at the Port Control Health Units (discussed below).  This will help to initially determine special needs, including mental health problems. 
· Individuals will now be means tested for support.
· Asylum seekers will be required to take a test on leaving the Centre to confirm that they have understood the asylum and support process (ibid.).
Non-governmental groups such as the Refugee Council have welcomed the move as part of a more integrated approach to induction.  Indeed, it will create a more comprehensive method of providing general information, support and health care for new arrivals than is currently the case.  Nevertheless, it remains to be seen how the system will operate in practice.

Accommodation Centres

· Should NASS deem an asylum seeker eligible for support they will either be dispersed to an area outside London and the South East, or they will be sent to Accommodation Centre. 
· Centres will thus house only a limited number of asylum seekers.  It is thought that three pilot Centres will hold 750 people each, and a possible fourth Centre will be slightly smaller.  Accommodation Centres aim to provide all the support asylum seekers should require in one setting.  This will include healthcare, education for children, language tuition and so on.  NASS will aim to hold individuals no longer than six months, however as we can see with the Dutch system, this may not always be possible and asylum seekers may stay longer (Geuijen 2000)
The Refugee Council, and other national refugee groups, have expressed concern that such centres will hamper the integration of asylum seekers into local communities, and will encourage institutionalisation (Refugee Council, 2002). 

Current rights and restrictions applying to asylum seekers

Employment
Asylum seekers whose claim has been registered for six months or more were, until recently, eligible to work.  Asylum seekers who were engaged in an appeal process were also able to work.  This status was not given automatically; asylum seekers who wished to work had to apply to the Immigration and Nationality Directorate (IND) at the Home Office. Permission to work was normally only granted to the asylum applicant, and not to the applicant’s dependants. Asylum applicants and their dependants were, and still are, automatically permitted to work once refugee status or exceptional leave to remain has been granted.

However, under new legislation, effective from 26th July 2002, asylum seekers are forbidden from working.  Those who lodged an application prior to that date will be considered for permits.  The Home Office has justified this move by claiming that asylum applications take 6 months to be processed.  

In actual fact, the current average waiting time for a claim to be processed is 13 months and a further 26 weeks for an appeal (Refugee Council, 2002).  The government also considers potential employment to be a ‘pull-factor’ among asylum seekers.

The Refugee Council, among others, has criticised the measures arguing that unemployment may hamper integration, that there is clear public support for asylum seekers contributing to the State, and that there is no evidence to suggest that employment opportunities encourage asylum seekers to come to Britain (ibid.).  The government’s measures may also arguably drive asylum seekers to find employment on the black market.  This has a number of implications; firstly employers may favour cheap labour in the form of asylum seekers over other employees thus creating tensions with local populations; secondly as illegal workers asylum seekers are not entitled to the health and safety precautions normally required thus potentially putting themselves and others at risk; and finally the state will be deprived of the taxes paid by legally employed asylum seekers.

A number of new employment schemes for migrants that have implications for refugees and asylum seekers have been introduced with the new White Paper (February 2002).  The first of these is the Highly Skilled Migrant Programme that aims to enable those migrants with particular qualifications to work in the UK.  Also promoted was the Seasonal Worker’s Agricultural Scheme that aims to meet the demands for short term casual labour, mainly throughout the summer.The new measures have been welcomed by refugee organisations such as the Refugee Council.  

However the Refugee Council has criticised the lack of reform in permission to work procedures, which, they argue make it difficult for asylum seekers to enter the labour market.  

Education

According to a Refugee Council estimate (1998), 20% of asylum seekers in the UK are children (1998: 6). A person is deemed a child if he or she is under 18 years of age. 
 Refugee Council estimates that there are 63,000 refugee children in schools in Britain in 1999 (ibid.: 68). Unaccompanied children are those children who arrive in the UK and claim asylum without being accompanied by any members of their family. They may have been sent away by their families or may have been separated during the flight to the UK. The number of unaccompanied children entering the UK in 1998 was 2,833 (ibid.: 66). By April 2000 there were over 5,000 unaccompanied children in the care of local authorities, 80% were 16 or 17 years old. London boroughs supported the majority with major concentrations in Kent and West Sussex.

Refugee and asylum seeker children in the UK are entitled to free state education from pre-school to age 16.  Young people age 16 to 18 who are seeking asylum themselves, or are the dependants of asylum seekers and are receiving NASS benefits are often offered reduced rates for Further Education.  Those young people with ELR or refugee status are entitled to free Further Education.

In terms of Higher Education (18 years and above), asylum seekers are liable to pay the full fee rate for overseas students and are not entitled to government grants.  Again those with ELR or refugee status are eligible for the same grants and pay the same fees as other UK students.

All children in the UK are legally required to go to school between the ages of 5 and 16.  Local Education Authorities (LEA’s) are responsible for administering education through the local authority.  Presently asylum seeking children, or dependants of asylum seekers are educated at their local school with other children from the local area. They are not schooled separately. However, the new White Paper’s proposal for Accommodation Centres includes educational provision for children that stay there.  As detailed above there has been opposition to this suggestion as critics argue that school provides the best forum for addressing children’s various needs (Brewin and Demetriades 1998).  School arguably offers one of the best sites for integration, language learning and acculturation.

Schools are legally required to offer places to asylum seekers, however not all children are enrolled. Some schools are loathe to take pupils that have needs, psychological and pedagogical, that may stretch resources.  Similarly schools may be anxious that asylum-seeking children, new to the British schooling, could negatively affect results.  For asylum seekers the added costs of education, such as transport, uniforms and books may discourage children from attending school.  Finally, for children that have lived through traumatic circumstances, have been uprooted from their homes and may well uncertain about their permanence in the UK, high levels of anxiety may affect their school attendance and performance. Around 2000 children have not found school places (Refugee Council, 2000).

Public Attitudes

A recent survey by Mori Social Research Institute (June 2002) examined the public attitudes towards refugees and asylum seekers and their knowledge and understanding of media coverage.  The survey asked respondents why someone might leave their own country to seek asylum in another country.  Nearly two thirds (62%) spontaneously replied escape persecution, war or torture.  The majority of participants however massively overestimated the number of refugees and asylum seekers in the UK, believing Britain to host nearly a quarter of the world’s refugees.  The actual figure is 1.98%.  

The study was also conducted with 15-18 year olds.  This age group appeared to be less well informed; believing that Britain accepts 31% of the world’s refugees.  Of more concern was that only 19% of respondents in this age group said they would welcome refugees into their community, compared with 26% of adults (Mori, 2002).

The survey went on to question public perception of the media in covering refugee issues.  Over 85% of those adults questioned associated negative words with media coverage.  Two thirds (64%) of these said the media most use the term ‘illegal immigrant’ when referring to refugees.  Other words perceived to be frequently used in the media were ‘desperate’, ‘foreigners’, ‘bogus’ and ‘scroungers’.  Phrases not commonly associated with media coverage were ‘persecuted’ (chosen by 20%), ‘skilled’, ‘talented’, ‘intelligent’, ‘hard working’, and welcome (chosen by 1-2%).

Kaye (1998) argues however, that far from the media informing public attitudes towards refugees and asylum seekers, discussions on the subject in some newspapers are directed by political agendas.  

Kaye’s study looked specifically for the terms ‘bogus’, ‘phoney’, ‘economic migrants’ and ‘economic refugees’ in three broadsheets between 1990 and 1995, he concluded that despite some terms being used as part of a critique, the fact that newspapers were even discussing the issue of ‘genuineness’ validated its newsworthiness.  Kaye argues that the agenda at that time was denigrating refugees and asylum seekers in the public opinion prior to introducing two pieces of immigration legislation in 1990-1 and 1992-3.  This is perhaps pertinent at present; as newspapers report asylum seekers ‘flooding’ and ‘swamping’ our shores, the government are creating increasingly ‘tough measures’ to discourage asylum seekers from coming to Britain.  Most recently for example the government have closed Sangatte, the Red Cross refugee camp in Calais, perceived by some as the gateway to Britain for asylum seekers.

1.3  Needs and Problems of asylum seekers and refugees

‘Refugees present perhaps the maximum example of the human capacity to survive despite the greatest of losses and assaults on human identity and dignity (Raj and Reading 1999). This reflects the view espoused by the Pharos knowledge centre in the Netherlands of refugees as:

‘ordinary people who have faced extraordinary situations. In their countries of origin, they have undergone extreme experiences, such as intimidation, persecution, (sexual) violence, imprisonment and torture. Sometimes, they have witnessed the murder of family members, narrowly escaping death themselves. Their escape has also been an anxious and uncertain time. [As asylum seekers], they are again confronted by a period full of insecurity, because the asylum process is prolonged and the outcome uncertain. In addition, they have to deal with language problems, unemployment and loss of status.’ (http://www.pharos.nl).

The pathologisation of refugee experience is a matter of concern (Raj and Reading 1999) as is the categorisation of refugees and asylum seekers as ‘victims’ not as ‘survivors’. How then is the difficult question of refugee health, and especially mental health, to be addressed? An effective clinical response to mental health issues faced by refugees should take into account the experiences of the individual and may need to conclude that the clinical role needs to to be cojoined with other positive strategies (Raj and Reading 1999). This view is echoed by Kramer (Kramer 2000), in his discussion on psycho-therapeutic interventions with refugees and asylum-seekers in the Netherlands (Boomstra 2000). 

Common Health Problems

Causal Factors

The process of becoming a refugee is often divided into three stages: pre-flight, flight and post-flight.  Van der Veer (1998) notes situations that are commonly associated with each stage, and the health problems that accompany them.  Prior to flight an individual may be detained, and possibly tortured whilst in detention. He/she may also be subjected to other forms of terror such as witnessing violence, or taking part in combat.  

During this stage, or perhaps during flight, a refugee’s relatives may disappear through violence or in the upheaval of migration.  As a result of losing loved ones and their home refugees may therefore experience feelings of separation and loss.  During flight refugees may also experience physical hardships such as hunger, exposure to extreme temperatures. During the final stage, that of exile, former experiences may manifest themselves as ongoing mental health problems.  Poor housing, inadequate statutory resources, cultural isolation, and racism often compound these ongoing traumatic memories and feelings of loss and separation.  It has also been argued that dispersal can be potentially damaging to the health and wellbeing of asylum seekers (Woodhead, 2000).  Removal from London, and often therefore, from numerous support networks, can be very traumatic and lead to feelings of isolation and loneliness.  Summerfield cites community support as a major protective factor, in terms of providing mutual support and solutions to problems (Summerfield, 2000: 2).  These conditions can also worsen physical health problems sustained prior to or during flight (van der Veer, 1998).

Common Illnesses

Recent surveys showed that:

· Two thirds of refugees experience anxiety and/or depression (Carey-Wood, Duke et al. 1995).

· Refugees have a high incidence of post traumatic stress disorder, depression, anxiety, panic disorder and agarophobia (Brent and Harrow Health Agency et.al., 1995).

According to the Medical Foundation (1999) the range of psychological problems experienced by torture survivors can include:

· Nightmares

· Hallucinations 

· Panic attacks

· Sexual Problems

· Phobias

· Difficulty in trusting others and forming relationships

· Depressive illness/anxiety. 

As a diagnosed condition Post Traumatic Stress Disorder (PTSD) is by far the most common mental health problem among refugees and asylum seekers.  PTSD can be defined as ‘a prolonged reaction to intense stressors such as war or persecution’ (Watters 1999), and may include any of the symptoms indicated above. The term was first used in 1980 by the American Pychiatric Society in referring to Vietnam war veterans (Young 1995).

However, the concept of PTSD has been much criticised for a number of reasons.  Firstly, that the experience of becoming a refugee is not necessarily pathologising.  In other words, to suffer from one or more of the conditions outlined above, does not equate to a ‘traumatic reaction’.  The significance of a symptom will relate to an individual’s own experience, and therefore the Post Traumatic Stress Disorder model is not universally applicable.  

The second major criticism is that health professionals do not always acknowledge the fact that the model comes from an inherently Western view of mental health (Raj and Reading 1999).  As Kleinman et. al. point out, illness and everyday life are part of one another, but when illness is compartmentalised as a medical problem these elements become fragmented, thus exposing the specifically cultural nature of  biomedicine and the Cartesian dichotomies within in it (Kleinman, Brodwin et al. 1992). 

Drug use is thought to be among one of the most common health issues for asylum seekers and refugees (www.harpweb.org.uk).  Some users were already taking drugs before their arrival in the UK, while others begin perhaps as a response to the stressful situation they find themselves in on arrival.  Asylum seekers may have language or cultural difficulties with attending drug user services and there are currently no national programmes specifically for asylum seekers with drug problems.

Khat (qat, kat, chat) is the green leaf of a shrub, chewed socially by people from the Horn of Africa and the Middle East (Cassanelli 1986).  A number of asylum seekers and refugees in the UK chew the leaves, especially young Somali men, a stimulant that effects relaxation and reduces the appetite. Like other stimulants use may cause dizziness and lethargy.  Khat is not thought to be physically addictive, however it is thought that regular use may lead to an emotional dependency or that sometimes khat may be replaced by other drugs and alcohol (www.drugscope.org.uk; Burnett and Fassil, 2002).  Both the Medical Foundation and the Somali Welfare Association have claimed that khat use in young Somali men can exacerbate mental health problems and lead to suicide (Raj and Reading 1999). 

Chapter Two: Mental Health and Social Care Provisions

2.0 The Healthcare System in Britain

Britain’s National Health Service is a state-run public service free to all those resident in the UK.  The structure of the NHS in Britain can best be described using the diagram below.
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The Department of Health

The Department of Health (DoH) is responsible for macro policy making and planning.  It also manages, regulates and inspects the overall health and social care system.  The DoH also has four Directors of Health and Social Care who work closely with the NHS and who manage strategic health authorities.

Strategic Health Authorities

From April 2002 many responsibilities of England’s 95 health authorities were passed to primary care trusts.  The health authorities were replaced by 28 large strategic health authorities, which will come into effect in October 2002.  Strategic health authorities are the link between local NHS trusts and the Department of Health.  They will manage local services and ensure that government targets and policy plans are met.

Specialist Health Authorities

Specialist health authorities provide nationwide care. An example of a specialist health authority body is the National Blood Authority.

Primary Care

Primary care is the first line of healthcare, normally provided in General Practitioner’s surgeries.  This line of healthcare not only includes GP’s but nurses, health visitors, dentists, opticians and a range of other therapists. Primary Care Trusts administer and plan local health services, and are responsible for maintaining and improving the health of the local population. Walk-in centres are open seven days a week from early morning to late evening, and provide fast access to health advice and treatment. NHS Direct is a telephone advice service that offers free medical advice 24 hours a day.  Advice is also available on the Internet.

Secondary Care

Specialised care provided by hospitals. NHS trusts operate and manage hospitals, offering a broad range of services.  NHS trusts employ the majority of the NHS workforce including nurses, doctors, midwives, dentists, pharmacists, physiotherapists, occupational therapists, podiatrists and psychologists and many more.

Current Trends in Mental Healthcare

Under growing recognition of the very problem focused nature of medical care in the West, more fluid practices have been adopted in the United Kingdom. Throughout the 1980’s, like most of the rest of Europe, Britain’s mental health provision shifted towards community care (Watters, 2002).  Local Community Mental Health Team’s (CMHT’s) were established alongside primary care settings, offering a range of services including psychiatrists, psychiatric nurses, social workers, occupational therapists and psychologists in the community.  The aim of the CMHT is to offer an integrated, ‘joined up’ approach to health care.

2.1  Multicultural care provisions

Ethnic minorities and mental health in the UK

It has been claimed that black and ethnic minority groups are ill catered for by the mental health service (Rogers and Pilgrim, 1996). As the 1999 National Service Framework for Mental Health points out, some black and ethnic minority groups have higher recorded rates of mental disorder than the rest of the population.  

Similarly, a recent study by the Sainsbury Centre for Mental Health, ‘Circles of Fear’ (2002) points out that Black and Afro-Caribbean people are over-represented in mental health services and ‘experience poorer outcomes than their White counterparts’ (SCMH, 2002). Moreover, young Afro-Caribbean men are more likely than others to be referred to through the criminal justice system rather than G.P’s.  Young Asian women too, have high suicide rates compared to other young women (Aldous et. al., 1999). 

Ethnic minority mental health patients are also more likely to be given ‘physical treatments’, such as drugs and electric shock treatment than their white counterparts (Fernando, 1995).

It has been commented that high rates of mental illness occur due to the specialised experience of ethnic minorities (Wilson and Francis, 1997).  Racism may cause ethnic minorities to be disadvantaged in education, housing, work and other areas of life, which may impact on mental wellbeing.  That lack of understanding may also continue once individuals enter the mental health system.  However, some writers (Littlewood and Lipsedge, 1982; Fernando, 1988) have commented on the lack of cultural awareness in diagnosis and care, and the need to assess those methods and accepted models of mental illness.

Service Provision

The NHS

The NHS Modernisation Plan claims that ‘the NHS of the 21st century must be responsive to the needs of different groups and individuals within society, and challenge discrimination on the grounds of age, gender, ethnicity, religion, disability and sexuality…the NHS must also be responsive to the different needs of different populations’ (www.doh.gov.uk).

In keeping with this aim, the Race Relations (Amendment) Act, 2000 required all Public Authorities, including the Health Service to ‘actively promote race equality’ through their ‘general duty’ to:

· Eliminate unlawful racial discrimination

· Promote equality of opportunity

· Promote good race relations between people of different racial groups.

To further these aims the NHS have established the Action on Health Equality Programme in order to develop ways of tackling health inequality in service provision.  

The programme have begun to work with a number of projects across the country looking at good practice.

The Good Practice in Asian Mental Health Project at North Birmingham Mental Health NHS Trust is one such project.  Arising from awareness days and a conference, the project aims to promote discussion around mental health issues among Asian communities in Birmingham and to improve standards of care for these groups.  With the Council for Sikh Gurdwaras, two projects have developed; the Shanti project that gives mental health support to Sikh people, and the Dhandrusti project, that promotes complementary therapies to wider communities.  Two videos have been produced, ‘Mann Ki Baat’ that aims to de-stigmatise mental illness, and ‘Talking About Suicide’ a drama that examines issues surrounding the subject.  

The project has developed a Good Practice in Asian Mental Health guide, and delivers training on the subject.  In development is a Resource Library and a Nurse Recruitment plan.  The North Birmingham Mental Health Trust were winners of a Health and Social Care Award in 2001 for ‘improving the lives of people with mental health problems’ (www.doh.gov.uk).

A number of nationwide non-governmental mental health organisations in the UK have policies in place to provide multi-cultural mental health and social care (MIND, Rethink, SANE).  MIND, for example, the largest mental health charity in the country, has established ‘Diverse Minds’, a body of policy makers and user groups that aim to ensure Black and Ethnic Minority policy is being effectively implemented.  The group claim that the body has been successful in ensuring change both within and without MIND.  MIND also have various localised projects offering counselling and care for Ethnic Minority clients. 

The charity NASFIYAT provide counselling and therapy solely for people from black and ethnic minority communities.  The organisation offers three services; counselling, training and outreach.  Counselling aims to be culturally sensitive and includes provisions for clients to choose their own therapist.  Each client receives a short-term contract of 12 weeks of therapy, which is then reviewed.  Training seminars are held with community groups who request relevant topics.  Training can cover a number of issues that can impact on mental wellbeing including familial disputes and feelings of isolation.  Finally, NASFIYAT’s outreach work centres on mental health promotion and awareness raising and promoting the work of the organisation (Raj and Reading, 1999).

Many ethnic minority community groups also provide wellbeing services as part of a wider community care package.  The Vietnamese Mental Health Service provides a number of culturally sensitive services to Vietnamese Communities in London and elsewhere, working with health and social care professionals and other organisations.  Services include; development of mental health services for Vietnamese Community Organisations outside London, outreach work including counselling and day centres, support for carers (specifically for children of mentally ill parents), supported accommodation and training, education and health promotion.  The Service receives clinical referrals and referrals from community groups and individuals.

Recommendations and Implementation

The high number of individuals from ethnic minorities to be diagnosed with mental illnesses is well documented and detailed above.  In the light of this research, a recent report by the Sainsbury Centre for Mental Health, ‘Breaking the Circles of Fear’ seeks to explore and document black clients’ experiences of mental health care and analyse the service provision for those clients.  With this research, the study hopes to generate an agenda for change (SCMH, 2002).

The Sainsbury Centre’s study makes a number of recommendations to combat this inequality.  These include establishing ‘gateway functions’ to act as bridges between Black communities and mainstream mental health care; national mental health promotion ‘aimed at and owned by Black communities’; improved access to services through advocacy schemes; increased involvement of carers, and mental health workforce development through training in order to create sensitive services, and finally the study encourages the government and the National Institute for Mental Health to develop long term strategies to address inequality (ibid).

The Department of Health accepts that the mental health system is not meeting the needs of certain ethnic minority groups and that as a result, individuals may feel let down by the system.  In order to tackle these problems the 1999 National Framework states that ‘All mental health services must be planned and implemented in partnership with local communities, and involve service users and carers’ (Department of Health, 1999).  In practical terms this includes making NHS services (for example, NHS Direct) culturally sensitive, measures to create a register of transcultural psychiatrists, promotion of community mental health teams in rehabilitation of clients and a greater emphasis on the views of clients and their carers throughout the implementation process. 

Like much British health and social care over the past two decades, a trend in health care for ethnic minorities has seen service provision becoming integrated and more culturally appropriate.  A number of statutory services in London (most prominently Lambeth, Lewisham and Southwark, Brent and Harrow, Newham and Camden and Islington Health Authorities) and latterly the regions are building services that offer, among other things, interpreters, bi-cultural therapists and alternative therapies.  Numerous non-governmental groups offer similar services and much expertise is exchanged between statutory and voluntary organisations.  This is not to say that current mental health care for refugees is fully integrated and operating smoothly without problems.  This is arguably far from the case in areas outside London, as the discussion of dispersal above demonstrates.  However, there is a general move towards an exchange of knowledge and skills, and the various agencies that work with refugees are being encouraged to communicate more freely.

Fernando (1995) argues that much mental health care, and specifically psychiatry, suffers from ethnocentric and racist thinking that has been institutionalised in successive mental health acts (ibid: 35).  For Fernando it is not policy changes that need to take place as much as a cultural shift in attitudes.  In order to begin to combat this however, he advocates a “‘relativistic multi-systemic approach’ to identifying mental health problems [that] encompasses a wide range of dimensions but yet addresses the distress of individuals” (ibid: 203).  Nevertheless, Fernando concludes that the mental health system in the UK still has a long way to go before it will provide services that are appropriate for all ethnic groups, or “multi-ethnic services for a multi-ethnic society” (ibid.: 214).

2.2  Services for asylum seekers and refugees
Mainstream Care Provision

Once an individual has lodged a claim for asylum, they and their dependants are entitled to the same NHS healthcare as any other UK resident (Aldous et.al., 1999:v).  Officially refugees must be health screened at their port of entry by Port Health Control Units (PCHU), mainly for communicable diseases such as tuberculosis.  However screening is somewhat sporadic and does not take place at some of the smaller ports (Clark et.al., 1998: 10). Health visitors too will sometimes take on the task of testing for communicable diseases, and are also required to visit all newborns. When reception assistants meet refugees to apply for NASS support they enquire into the health of the applicant. 

According to a Social Welfare Worker (unnamed for reasons of privacy) at a reception organisation in Kent, questions cover both mental and physical health, and may include questions such as ‘do you have any mental health problems?’,‘do you suffer from nightmares?’.  However, the depth into which this is pursued depends largely on individual members of staff.  As noted above, under the new White Paper (Secure Borders, Safe Haven 2002), health screening will take place in Induction Centres. 

Alternative Health and Social Care

Watters  (2001) points out that not all pathways to healthcare begin with GP’s consultation, arguing that much mental health care involves a much wider range of voluntary and user organisations (ibid.). As health visitors go to see most newly arrived families they can often act as important link workers between asylum seekers and primary care providers. Many health problems are linked to other issues such as poor housing, anxiety about a pending asylum case or racial harassment.  Housing organisations, Citizen’s Advice Bureaux and reception assistants can therefore provide indirect care by resolving practical issues. 

Refugee Community Organisations (RCO’s) too, can offer practical advice and support, providing access to mental health services.  Many also provide their own therapies such as social events, Refugee Forum’s or alternative medical therapies such as massage.  Finally, Watters points out the importance of religious centres in providing spiritual and social support that can again indirectly alleviate mental health issues (ibid.).  

Complementary Healthcare

Over recent years there has been an increase in alternative healthcare provision for refugees and asylum seekers.  Talking therapies are the most common alternative services for refugees and asylum seekers in the UK.  Counselling is perceived to offer benefits to clients due to its often non-clinical setting, its links with practical advice giving and the fact that although clients may not be familiar with counselling in the Western sense, they may have talked through problems with a specific person in their country of origin, such as religious leader or relative (CVS Consultants, 1999). 

However counselling for refugees has been criticised as the discipline comes historically from a specifically Western perspective and still holds many of those biases. Fernando (1991) has commented on the difficulties in using orthodox methods to treat mental health problems with different cultural groups.  In order to make counselling and other talking therapies more accessible to refugees and asylum seekers, a number of services now provide bi-cultural or trans-cultural counselling, where the session is held in the mother-tongue of the client.  One such service is profiled in the next chapter.  Nevertheless, clients prefer not to discuss intimate problems with members of their own community as they are concerned with issues of confidentiality or are embarrassed (CVS Consultants, 1999).  Finally, the BMA warns that while the act of discussing traumatic events can be therapeutic, it is not necessarily so, and the negative and distressing effects can outweigh any benefits (BMA, 2002).

Perhaps less culturally bounded are non-verbal therapies such as massage, art therapy, physiotherapy and relaxation techniques.  Such therapies may ease chronic pain and be used in psychotheraputic exploration.  For example pyschosocial therapists working with children who have experienced traumatic events have commented on the value of various arts as therapy (Nyuland, Legrand et al. 1999).  

The therapists, in their work for UNICEF found that art, dance, music and drama enabled children to express their emotions in a safe and contained environment.  Furthermore they argue that culturally specific references can be used in art that provide children with a point of reference that is reified by the community around them (ibid).  Non-verbal therapies are perhaps therefore particularly useful in treating refugees as they provide an alternative to the culturally loaded practices present in western mainstream medicine.

Problems in Service Provision for Refugees and Asylum Seekers 

The needs and problems experienced by refugees and asylum seekers can impact on the success and effectiveness of their access to adequate healthcare services.  Despite the fact that every asylum seeker is entitled to free healthcare from the NHS, there remain a number of barriers to healthcare for this group.

The British Medical Association (2002) perceives barriers to include; language and culture, time and continuity of care, information on health services, exemption from charges for healthcare.  

Language and culture:
Often interpreters are not provided for refugees and asylum seekers in healthcare services, this can cause confusion and upset.  Similarly a lack of cultural understanding can offend clients and staff and hinder adequate care.

Time and continuity:

Due to the high mobility of asylum seekers, the large numbers of healthcare professionals that may treat them, the problems of communication and their often uncertain asylum status, continuity of care, and time in which to offer treatment can often be a massive barrier to care.

Information on health services:

There is often a lack of translated material on primary care services available to refugees and asylum seekers.  In addition, many of those working with asylum seekers are unaware themselves of services available and of client’s right to access them.

Exemption from charges for healthcare:

Again, due to lack of information, many asylum seekers are unaware how to apply for free medical treatment.  The form to fill out in order to claim is also only available in English and Welsh.

Barriers to healthcare in removal centres:

There are numerous problems associated with removal centres, many associated with mental health.  However the BMA highlight other problems such as lack of translation services, poor treatment, lax record keeping and lack of agency on the part of clients in choosing treatment and practitioner (ibid.).

Levi (2002) in her study of asylum seekers and recently settled refugees in East Kent largely supports the BMA’s list of barriers to healthcare, but adds that some healthcare worker’s reactions to refugees and asylum seekers caused problems. The study found that staff were sometimes reluctant to register refugees, and could be impatient, irritation and anger in dealing with clients.  The reasons given for this behaviour were lack of time, problems with communication and inappropriate service use.  

The study also found that although a number of refugee respondents had experienced some ‘overtly hostile’ behaviour from ‘nurses, midwives, dentists and ambulance crews’ that had upset them, none had made a formal complaint (ibid.).

Pathways to care and the effects of dispersal

The system of dispersing asylum seekers who receive National Asylum Support Service benefits away from the South–East of the UK has had a massive impact on the on the healthcare of those individuals.  Many of the difficulties experienced by asylum seekers and refugees listed above are compounded through dispersal.  For healthcare providers this has presented a massive organisational challenge.

The dispersal system aims to place people in areas where there are similar ethnic groups, however, in practice this is not always the case.  The Breathing Space proposal (Griffin, 1999) argued that dispersed refugees would find themselves outside London in areas that had inadequate resources and little understanding of individual experiences or their impact. Furthermore, asylum seekers may face difficulties in accessing services due to their status.  This has been highlighted recently by a case in which Barnet, Enfield and Haringey Mental Health Trust rejected an asylum seeker patient stating that the Trust was ‘not currently accepting referrals of asylum seekers’.  In a letter to the GP who had made the referral the Trust argued that, ‘the stress of their uncertain status in this country confounds the multiple psychosocial problems that they undoubtedly already have and which we are not equipped to deal with in addition to the heavy volume of the more standard referrals’ (Carvel, 2002).

It is commonly assumed that accessing primary care generally depends on registration with a local General Practitioners (Goldberg and Huxley, 1980; The Refugee Health Consortium, 1998: 11; Audit Commission, 2000: 62). 

However there are a number of factors that hamper an asylum seekers’ access to GP care, factors that have been exacerbated by dispersal.  Firstly, under the dispersal system many GP’s have found their resources overstretched as housing tends to be in already under resourced areas and GP’s may not be given extra funding (Williams, 2002). Secondly, communication problems may arise if interpreters are not available or if patient and doctor are coming to the consultation with quite different explanatory models of health and illness (Kleinman, 1980).  Thirdly, asylum seekers are typically highly mobile, often causing care to be a fragmented and inconsistent, that in turn can lead to the aggravation of existing health problems.  Temporary residence in a number of regions may also mean that medical records are not maintained.  Finally, all of the issues above raise the administrative costs for GP’s surgeries, causing some GP’s to actively discourage asylum seekers from registering.  As a result, many asylum seekers have found it difficult even to register with a GP (Woodhead, 2000).  

However, as dispersal areas are becoming accustomed to receiving large groups of asylum seekers so numerous resources have developed to offer sensitive health and social care.  A number of these resources are detailed in Chapters 3 and 4, which examine examples of good practice in services.  The work of the Breathing Space Project has gone a great way in promoting healthcare for refugees and aslyum seekers in the regions. 

 The Breathing Space Project, a mental health programme, and collaboration of The Medical Foundation and The Refugee Council, has dedicated teams which train healthcare professionals and those working with refugees and asylum seekers and develop networks and expertise around the country. 

Recommendations

The BMA (2002) has made a number of recommendations that go some way to prevent and allay some of these problems.

1) ‘Trained interpreters or advocates, rather than family members or friends, should be used wherever possible if language is not shared.

2) Healthcare professionals need to develop a greater understanding of cultural, social and other issues relating to asylum seekers.

3) While staying in induction centres, asylum seekers must be provided with health service information and accompanying forms in a language and format that they understand.  Consideration should be given to develop systems to help illiterate asylum seekers also access this information’ (BMA, 2002).

Chapter Three: Practices Developed for Asylum Seekers and Refugees

3.0 Introduction

Mental wellbeing is an holistic concept, dependent on many factors.  The mental wellbeing of refugees and asylum seekers then, could be said to depend on immigration status, accommodation, health, education, and social networks, among others.  A vast array of service providers assist refugees and asylum seekers with issues in these areas, these are illustrated well in the diagram below from the Government’s 1999 report on dispersal that depicts the agencies involved in meeting the needs of asylum seekers and refugees.  

National Agencies working with asylum seekers and refugees:
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Source: AUDIT COMMISSION REPORT (1999), Exhibit 3, Agencies involved in meeting

the needs of asylum seekers and refugees.

For the purposes of this short Good Practice study, UK researchers examined only two of the six local and national agencies detailed above, health care services and refugee agencies and community groups - specifically those that provided mental health programmes.

An area for future research might be the ways in which other agencies, such as housing providers, can improve the mental health and wellbeing of refugees and asylum seekers. 

Health care services included the Department of Health, Social Service authorities, GP services and primary care providers, Primary care groups, Port Health Control Units, NHS Trusts and Health Authorities. Refugee agencies and community groups included National Refugee Agencies, Refugee Community Organisations, Local Authority community development services and Religious and Voluntary Organisations. 

3.1 Methodology

The analysis in this chapter is based on interviews (telephonic and face-to-face) with sevice providers based throughout Britain. A list of interviewees and contact details can be found in Appendix 2. Both questionnaire and interviews sought to highlight previously identified elements of good practice, which are outlined below.  Each assessment followed the same semi-structured format that examined all the areas detailed in the project’s idea of good practice, a copy of the survey and interview can be found in Appendices 3 and 4.

The service providers were identified through a detailed survey of secondary literature on refugees and asylum seekers in the UK, including recent NHS and Department of Health reports, government funded documents and independent findings from Non-governmental refugee groups.  A detailed literature survey was undertaken in order to establish which organisations and services might be approached to take part in the study (Burnett and Fassil (2002);Government (2000); Audit Commission(2000); Raj, M. and J. Reading (1999). 

From this initial research, a list of 59 services perceived to be providing good practice was then compiled. About 80% of the organisations identified were in London.  A three-stage process then began which started with a survey being sent out to all 59 services to further establish the nature of their work how it was funded, their role and position and whether the service had ever been evaluated. Of those 59, 26 replied and of those 26,14 demonstrated particularly good practice, by the criteria detailed below.

Of those 14 we conducted telephone interviews with 10.  With four services we undertook detailed extended face-to-face interviews. After completing this process, 11 services exhibited one or more of the good practice elements and 3 that proved to be examples of excellent good practice.

3.2 Elements of Good Practice

The World Health Organisation defines health as ‘a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity’. The Good Practice Guide on the Integration of Refugees in the European Union, Health (Monaldi,G and Strummiello, 1999) emphasises the vital importance of health in the integration process as people’s quality of life and personal development is related to their physical and mental well-being.  It adds that ‘focusing on refugee health means taking into account prevention strategies carried out by the country of asylum in order to alleviate refugee health problems; reflecting societal aspects and the accessibility of appropriate treatment; and last…the setting up of special provisions tailored to refugee-specific needs and their expectations of care, if and when this is required.’ (ibid.: 5). 

The Health of Londoners Project (Aldous, Bardsley et al. 1999) recommends that certain services be centralised. These include the work of health authorities in ensuring that clear guidelines on refugees’ rights to healthcare are disseminated to staff throughout the service and that there are provisions for the education and training of staff. An information service that can react quickly to changes in the nature of asylum seekers entering the UK and offer appropriate and timely advice to health workers is also critical. 

The Refugee Council recommends that the establishment of a system for the automatic health assessment for new arrivals should begin an ongoing process of contact with the NHS. Asylum seekers should be given introductory information on UK health services and have their entitlements explained. A pilot health screening scheme for new arrivals, running in Kent, is currently exploring how best to assess the health of new arrivals.  Health professionals have commented that the most effective screening would be ongoing over a period of weeks or months, building the relationships and knowledge of the client to effectively feed them into mainstream healthcare (Breathing Space Conference, December 2002, personal communication).

On the basis of extensive literature reviews (Kos and Derviskadic-Jovanovic 1998; Aldous, Bardsley et al. 1999; Monaldi and Strummellio 1999; Raj and Reading 1999; 2000; Government 2000; Kramer 2000) including evaluations of projects (Watters 2002)and discussions with service providers and researchers, the following have been identified as important elements of good practices in the provision of services aimed at improving the mental well-being of refugees and asylum seekers in the UK. The elements identified in this section incorporate ‘macro’ as well as ‘micro’ issues and range from the level to which services are made maximally accessible to the extent to which service providers use learnings from their grassroots work to advocate at the policy level. 

 Access and Promotion (planned and actual)

· What are the ways in which information about the service are disseminated to potential users? How are barriers to the discussion of mental-health issues overcome? 
· Range of languages in which literature on the project is available; numbers of multi-lingual staff/ availability of interpreters

· Geographic/ physical location – is the project/organisations sited in such a way as to be easily accesible by public transport? Is there disabled access? 

· Financial – what is the cost of the service?

User involvement

· Were users involved in the conception of the project/service?

· Are users involved in any part of the project/organisation apart from as clients? 

· Is there any provision for the incorporation of users’ suggestions in the running of the project?

Multi-agency linkages

 Closer working with different agencies – health authorities/trusts, statutory bodies and other agencies – can encourage  

· Pooling skills, information and resources
· Tackling multiple needs
· Avoiding repetition

Additionally, contact between projects is important. As Grabher (op.cit.) points out, projects work in a milieu of recurrent collaboration that, after several project cycles, fills a pool of resources into latent networks; ‘know-how’ as well as ‘know-who’ become tacit knowledge.

Continuity:

 of services
‘Strategies should aim to ensure that mainstream services at all levels can cater to for the whole population. The problem with short-term funding is that when it ends, refugees are at risk of isolation , with the system still unable to meet their needs.’ (Refugee Council, Good practice guide, health). 

· Structural and financial embeddedness of projects. Can the project continue its work in some form after the funding period has come to an end?

· Is practice is consistent and/or formalised (for example in a constitution).

· Are there provisions for the education and training of personnel and staff so that the project is not dependent on one or two key persons and learnings are shared throughout the organisation?

· Is there availability of clear and jargon-free information regarding any changes to the existing system/practices.

for clients

· Do records exist, are they kept up to date and accessible?
· Are clients made aware of multi-agency links, are there records of how the different needs of the client are met by different agencies. Is there any forum for inter-agency discussions regarding cooperative efforts?
· The procedure and practice of onward referrals.

Sensitivity

· Is there an attempt to develop culturally appropriate treatments in conjunction with patients and communities?

· Communities are not stagnant and individual needs vary over time. Is reflexivity built into the system?

· Gender sensitivity – is the environment sufficiently non-threatening for women? Is there any record of the number of female clients and reflexivity regarding any special needs that such clients may have?
Advocacy

This can be divided into ‘macro’ and ‘micro’ level advocacy and includes: 

· Using knowledge on the ground to push for changes in the larger policy arena
· Ensuring that clients are aware of their ‘rights’ to services.

Evaluation

This too involves reflexivity – have there been any external/internal evaluations? 

Research

Research is an important aspect of service provision. As the Refugee council points out (2001), more research on the client group and evaluation of projects need to be done before service providers can be proactive rather than reactive.

Distinguishing between statutory organisations and temporary projects

Before embarking on a discussion of elements of good practice, however, it is useful to briefly review the distinctions and interrelationships between temporary projects and permanent institutions. The term ‘permanent’ is intended to depict organisational structures which are planned to exist, if not forever, then for the foreseeable future. Projects, on the other hand are activity-oriented and have institutional termination. Projects have lately become subjects of academic analysis (see Grabher 2002). Previously used almost exclusively to refer to a proposed idea or object, the term project has now come to be used in social work and research to refer to standard organisational practices which emphasise the process of realising an idea or objective. An approach which recognises that projects and organisations as distinctly different yet interrelated recognises the strengths and limitations of each and argues that good practices in part are found where projects are structurally and financially embedded in permanent institutions which are, in turn, responsive to the learnings that projects bring in the course of their existence. A time-bound project may be initiated and run by a permanent organisation, for example the Breathing Space project (discussed in Chapter 2) which was started by the Medical Foundation for Victims of Torture and the Refugee Council.

Both projects and organisations are embedded in networks that facilitate skill and information sharing. Together they form part of a community of practice. When evaluating projects it is important to discuss their financial and structural embeddedness as well as any provisions for institutionalising and transferring findings from project to permanent organisations and to other projects. Similarly when discussing permanent institutions, the responsiveness of the institution to issues raised in the work of other institutions as well as projects is important. 

Certain categories emerged from the data collected through interviews, surveys and from secondary literature. The categories are as follows: structurally innovative projects; therapeutic approaches; training, education and advocacy; preventative activities; holistic and integrative health and social care. It is important to recognise that the categories are not watertight and that organisations which we highlight as pioneering good practice within a particular category, may, at the same time, be engaged in activities that fall into the other categories. To this extent the categories primarily serve an analytical purpose and are useful in conducting comparisons with services in the other countries addressed by our research project.  

For the contact details of all the projects discussed below, please see Appendix 2.

Structurally innovative projects

Within this category are grouped projects that grow in response to needs of clients, build on existing structures and those which are able to react positively and constructively to changes in legislation and policy. 

In this context it is illuminating to briefly outline the Personal Medical Service pilots introduced by the government as part of the National Health Service modernisation plan and to discuss the growing number of service providers throughout the country who have taken advantage of this scheme to create specialised services for particular groups of clients. These include the Newham Transitional Primary Care Team; the London based Health Support Team; Asylum Seeker Health, Sheffield; the Refugee Health Support Team in Barking, Essex; and, the Refugee Clinical Team in Vauxhall, London all of whom we interviewed for this study.

The NHS (Primary Care) Act 1997 allowed for the introduction of 'PMS pilots'. The term 'personal medical services ('PMS') refers to the same type of services as General Medical Services (GMS), but differentiates in that the services are being delivered under a pilot scheme. PMS pilot schemes are voluntary and are intended to give Primary Care Trusts, Strategic Health Authorities and providers - particularly GPs and nurses - the flexibility and opportunity to innovate by offering different options for addressing primary care needs. Doctors, nurses and PCTs that become PMS pilots, are able to negotiate directly with their commissioner to provide the services patients want, for example, varying surgery times to meet the needs of the local population, including addressing the needs of particular groups, for example, the homeless, populations with high mobility such as asylum-seekers and so on. Although not the sole purpose, one of the principles behind the flexibilities of PMS is to try and improve recruitment and retention of GPs within the NHS, especially in under-doctored areas, where it is difficult to attract and retain GPs. Linked to this is the attempt to distribute NHS financial resources more equitably to populations in need and to areas of deprivation.

The aims of PMS pilots are to:

· shape the primary and community health care services in their locality in partnership with PCTs, GPs, nurses, patients, Local Authorities and other voluntary organisations; 

· address the problems of recruitment and retention of GPs, attracting more GPs to an area by offering GPs the opportunity of salaried employment. This could lead to the provision of a wider range of services which are more readily accessible to patients; 

· encourage GPs and nurses to work more closely together, using the best of the skills available 

· create more integrated services for patients; 

· work to tackle health inequalities and the health problems of deprivation in parts of the country; and 

· give doctors and nurses new flexibility in the way they provide care. 

Over 30% of GPs are now working under the new contract, whereas when the NHS Plan was published in July 2000, only 4% of GPs were working to PMS Agreements. GMS delivers care to patients through a nationally determined contract. This suits most of the people most of the time. Under PMS the agreed range of services to be provided is specified in the locally negotiated contract. Payment to GPs under GMS is through a complex system of fees and allowances aligned to nationally agreed services without any local flexibility. The contract providers (GPs or Nurses) and the Commissioner (Strategic Health Authority (StHA)/Primary Care Trust (PCT)) agree a total price to be paid annually (most often in 12 monthly instalments) therefore increasing financial stability (www.doh.gov.uk/pricare/pca.htm).
The PMS pilot projects interviewed by us and discussed below serve to demonstrate how structural innovations pioneered by statutory organisations can act as catalysts for service providers to initiate time-bound projects (whose funding period may be extended) which act as pilots and seek to fulfill specific goals or to fill gaps in existing services. The Newham Transitional Primary Care Trust Project was set up on the basis of a persistent problem – that of GPs in the area not registering various populations. Following extensive research, consultations and evaluation (over five years) of the causes and possible solutions to this problem and the subsequent lack of access to mainstream health services for a proportion of the population. The team was set up in 2000 and provides access to primary health care for people who cannot otherwise access care. This includes people who form part of transient populations including refugees and asylum-seekers. The service, which includes a full-time General Practitioner, a Nurse Practitioner and a part-time Clinical Psychologist, aims to integrate patients into mainstream primary care in the burough between 6-18 months of their being with the centre. General Practitioners in the area and the transitional primary care team have what the team’s clinical psychologist described as a reciprocal relationship where the GPs know that the NTPCT will take the majority of new arrivals into the area and that they are expected to take them on after a 6-18 month period so that the team can work with more new arrivals. Currently members of the team are also engaged in liasing to provide similar services to a larger number of GP practices in the area. 

Therapeutic services

There are a number of different approaches to providing therapy for refugees and asylum seekers. As detailed in Chapter 2 C, refugees and asylum seekers often experience a very specific set of circumstances, which can be addressed through conventional medical practices (both physical and mental) and complementary therapies. 

Organisations examined in this study have tailored their work to the client population and have developed a range of services appropriate to those clients.  Those organisations surveyed offered a wide range of therapies, sometimes providing multiple therapies in one service.

Personal Medical Services perhaps offer a good example of statutory services provided for disempowered, highly mobile groups, including refugees.  Some PMS services offer psychological assistance such as the Newham Transitional Primary Care Team, where a full-time Clinical Psychologist is based in the multidisciplinary team and is also part of a primary care psychology service in the area.  Another excellent example of innovative therapy in a primary health care setting is the Somali Counselling Service operated by Tower Hamlets Primary Care Trust. A needs assessment conducted by the Trust in the early 1990’s found that the general service was not appropriate for all clients and needed to be more equitable.  In response to this the Somali Counselling Service was set up aiming to work with the large Somali refugee population in Tower Hamlets.  The Counselling Service is staffed by one full time Somali speaking counsellor, assisted by a Somali speaking Psychologist.  Most sessions are conducted in Somali.  The service is being developed by the counsellor, who is running focus groups with young Somali men to gauge perceptions of mental health and illness.  She is also currently producing a video targeted at the Somali community that aims to dispel myths surrounding mental health issues. 

A non-governmental service offering complementary therapies and counselling to refugees and asylum seekers is Saheliya in Edinburgh.  Saheliya is a Black and Ethnic Minority Women’s Mental Health Organisation, set up in 1992.  The organisation aims offer a service that develops mental health and wellbeing in a safe and confidential setting.  

The group offer counselling, group support, complementary therapies and befriending to Black and Ethnic Minority women in Edinburgh who are experiencing stress and anxiety.  The body therapies offered by the service have been particularly well received and evaluated by clients.  

Most clients are self referred, having heard about the service from friends or relatives.  Started in 1997, the body therapies aim to explore feelings of mental illhealth with clients that do not feel comfortable discussing those feelings in a counselling setting.  An evaluation undertaken in 2000 by the Scottish Ethnic Minorities Research Unit noted that many clients interviewed commented that they ‘usually felt “comfortable”, “peaceful”, “relieved of pain” and “relaxed”’ in a body therapy session.  Moreover clients also reported feeling that painkillers or anti-depressants did not offer the (mental) health benefits of massage (Hampton, 2000).

Complementary therapies such as these are becoming increasingly popular in working with refugees and asylum seekers.  

As detailed in Chapter 2, complementary therapies offer an alternative to the typical Western clinical model, which might not be appropriate for refugees and asylum seekers.  The Sanctuary PMS pilot practice in Hackney, North London is a primary health care team, providing holistic care for asylum seekers and refugees focussing particularly on those newly arrived, awaiting dispersal, a large number of whom are emotionally distressed. The Sanctuary aim not to pathologise distress, and in doing so usually term presenting health issues as ‘emotional stress’, rather than labelling it as ‘PTSD’.  

Clients have difficulty in accessing usual services due to their hyper-mobility and difficulties with obtaining interpreters.  In response to this the Sanctuary offer counselling and other assistance that is easily available and has little or no waiting lists.  The service offers half hour appointments, and focus very much on listening, as well as providing practical support with problems – for example referring to the Red Cross Family Tracing Service for those whose relatives are missing.  Regarding mainstream psychological counselling, GP responsible for establishing the practice argues that a Western individualistic style of counselling is not very effective.  Most clients have experienced, and are experiencing more external forms of stress, such as political or racial.  Therefore the counselling service aim to listen and doesn’t ‘claim to do anything more than hold the situation’, until a client is dispersed.  Staff at the Sanctuary Practice have found that the most effective form of mental health assistance has a practical element.  

Preventative Activities

For the purposes of this research, preventative therapies are defined as any service that aims not only to treat the individual but also to work with the causes of illness. Some services surveyed offered preventative care as an ancillary part of their work, in other words, prevention of further illness occurred through offering other forms of therapy or assistance.  Saheliya offers a good example of this type of prevention.  The effects of treatment are long lasting, and the service endeavours to remain a presence in the lives of clients in order to offer long term social support.

The local authority asylum team for Humberside and Yorkshire Consortium, based in Wakefield, also offers preventative care in the form of advice and support for newly dispersed asylum seekers.  The team is housing led, although there is a social care team within service.  As detailed in Chapter 2C poor housing can be one of the largest sources of stress and physical illness for refugees and asylum seekers.  In allocating in each new arrival a social care key worker, any problems that may arise to do with housing, education or health can be addressed in a personal and sensitive way.  Clients are able to build a trusting relationship with their key worker that can prevent mental health problems from occurring. The Wakefield Asylum Team is examined in depth below, in the section concerned with integrative and social care.

The Comfrey Project, an allotment scheme for asylum seekers and refugees in Newcastle, is perhaps the only primarily preventative service examined in this study.  The scheme’s main remit is to promote health and wellbeing among asylum seekers and refugees through horticultural activity and social interaction.  Again, this project is detailed in Chapter 4 as a case study of particularly innovative and successful good practice.

Advocacy

The term advocacy can be used in three distinct ways when looking at services for asylum seekers and refugees; firstly for those organisations that campaign on asylum issues at a policy and local level, secondly those that promote their services to potential clients, and finally those services that act on behalf of clients.  Although, like a number of the services detailed here, the services below do not have specific mental health remits, the promotion and development of culturally appropriate health services is arguably beneficial to the mental wellbeing of patients in the long term.

The Northern Ireland Council for Ethnic Minorities (NICEM) advocates in a number of ways; from a parliamentary level in response to policy changes, to a local level as it directly represents the interests of ethnic minority groups in Northern Ireland and challenges discrimination at all levels.  With specific regard to asylum seekers and refugees, the organisation has been sub-contracted by the Refugee Council to operate a one stop service.  The service offers advice and support to destitute asylum seekers while they apply for assistance from the National Asylum Support Service (NASS).  It is a free and confidential service and interpreters are available if required.  NICEM also run a free Immigration Advisory Service, which not only provides immigration related advice, but will also, on behalf of clients, contact the immigration authorities and make referrals to solicitors.

Jane Cook of the Refugee Clinical Team at Lambeth Primary Care Trust has been particularly innovative in advocating for health care professionals working with refugees and asylum seekers.  Based on the experiences and needs of colleagues, Cook together with two other health workers, Joan McFarlane from Sheffield and Susan Donnelly from Newcastle, lobbied the Department of Health to establish the Asylum Health Team.  The Team is a nationwide group for nurses working with refugees and aims to look at developing good practice at a national level.  As a result, the group takes views from a grassroots level right into the heart of developing policy.
Finally, a group that is particularly successful in improving access for potential clients is the Minority Ethnic Health Inclusion Project in Edinburgh.  The service aims to link black, ethnic minority and refugee communities with primary care services to improve accessibility and appropriateness of services in the Lothian region.  MEHIP works towards these goals in a number of ways, firstly through providing advice and information to health staff and minority ethnic communities.  Information on resources is also translated into minority ethnic languages and the group promotes the development of similar resources elsewhere in the National Health Service.  MEHIP advocate for increased patient involvement in terms of patients actively taking part in their own healthcare.  And finally, the service attempts to bridge communication difficulties and cultural barriers between patients and health services.  

Training and Education 

Education and training ensure that services remain relevant to their clients and allows staff to continue to develop their skills.  In this way projects have more likelihood of continuing once funding ends as the expertise of staff can be applied to new projects.  Moreover, training in and an awareness of, the mental and physical health needs of refugees and asylum seekers can create an environment of understanding among staff that improves the quality of care. 

The Health Support Team at Westminster Primary Care Trust have developed a ‘Lunchtime Learning Programme’ to encourage staff at the PCT to improve their understanding of the health needs of asylum seekers and refugees.  The Learning Programme aims to provide multi-disciplinary training and the exchange of good practice, as well as increase multi-agency working, guest speakers are also invited to present various topics. The Programme has been running twice a year for three years, each course consisting of a 12-week session of 2.5 hours per week; in that time and the majority of staff at the PCT have taken part. 

The Mental Health Awareness Project situated at South London and Maudsley NHS Trust is a group of mental health professionals and service users that offer training, support and advice to various communities.  Training is adapted to each group and involves discussing the nature of mental health; viewing mental health as a continuum rather than polarising health and illness.  Service users are fully involved in delivering and planning training, and are paid in the same way as healthcare staff trainers.  The Project has plans to train the National Asylum Support Service in Lambeth, Southwark and Lewisham and are developing an ongoing relationship with the organisation in Croydon.

In addition to training, staff support and valuation may go some way to ensuring the success of a project.  Less formalised than training, staff development can occur in the form of supervision and good working relationships for example.  The Bayswater Family Centre, in Westminster, offers once such example, and is detailed in Chapter 4.

Holistic and Integrative Health and Social Care

All the services above offer more than the single service we have profiled.  This is most prominently the case with organisations that work closely with a number of agencies.  Over recent years there has been an increase in multi-agency working in health and social care in Britain. Many professionals working with refugees and asylum seekers actively advocate an holistic approach to mental wellbeing, that can only be effectively provided by agencies working collaboratively.  As a result, a large number of services for refugees and asylum seekers in the UK are part of a wider package that encompasses a number of services, both statutory and voluntary.  

The Government has developed a number of multi-disciplinary services for refugees and asylum seekers over recent years, partly in response to changes in legislation such as dispersal.  For example, dispersed asylum seekers are able to attend ‘One Stop Shops’ – centres that can offer practical advice on issues such as accommodation, the asylum process, education and where to find English classes.  One Stop Shop’s tend to be run by agencies contracted by the National Asylum Support Service (NASS). Asylum Teams, developed in regional consortia, offer help and support to newly dispersed asylum seekers.  More recently the government have developed pilot Induction Centres in line with recent legislation.  Induction Centres act as One Stop Shop’s for recent asylum seeker arrivals.  Induction Officers take individuals through the asylum process and give them important information prior to dispersal.

As mentioned above, the Wakefield Asylum Team, part of the Humberside and Yorkshire Consortium, offers support regarding housing education, health and social service for newly arrived asylum seekers.  Staff on the Team include four case workers, one of whom is an approved social worker.  Working alongside the Asylum Team is an education worker, staff on an interpretation scheme, a health visitor and a police officer.  The multi-disciplinary nature of the staff involved reflect the holistic nature of the service provided.  On arrival into Wakefield dispersed asylum seekers are housed in emergency accommodation before being transferred to NASS housing.  On their second day, asylum seekers are allocated a permanent social care worker from the Asylum Team who can assist them with housing and other issues and link them with other local services.  

As a model for multi-disciplinary working this operates very well, with one worker acting as a gatekeeper to other services, and who can provide ongoing support and continuity for clients.

Another excellent example of multi-agency working is the Bayswater Family Centre, where a range of services are offered within one centre and links with other services are strong.  The Bayswater Family Centre is examined more closely in the next chapter, where three case-studies of excellent good practice are profiled.

Chapter 4: Case Studies of Good Practice

4.0 Introduction
Chapter Four aims to offer three in-depth case studies of good practice based on the surveys undertaken and described in Chapter 3.  

Once organisations had completed questionnaires, researchers conducted face-to-face interviews with the services below.  These services tended to exhibit particular innovation in their field and a number of the good practice elements detailed above.  The case studies are both statutory and non-statutory and include a practice from outside the South-East.  This reflects the increasing development of health and social care services for refugees and asylum seekers throughout the UK and the fostering of good practice within those services through innovation, networking, training and increasing expertise. 

The examples below were chosen to give an example of the range and scope of services throughout the country, there are undoubtedly other examples of excellent good practice, however these projects were felt to be particularly innovative.

4.1 Case Study: Dr Sarah Montgomery, Shepway Primary Care Trust

[image: image36.wmf]
4.2 Case Study: Baywater Family Centre, Westminster, London


4.3 Case Study: The Comfrey Project, Newcastle


Appendix 1

Support Arrangements for Asylum Seekers under the 2002 Asylum and Immigration Bill
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Appendix 2 

Respondent Contact Details
	Service 
	 Address
	Telephone
	E-mail

	Asylum Seeker Health, South East Sheffield PCT
	Joan MacFarlane, Primary Care Nurse Consultant, Asylum Seeker Health, Park Health Centre, Duke St, Sheffield S2 5QQ
	0114 226 1739
	joan.macfarlane@sheffieldse-pct.nhs.uk

	Bayswater Family Centre
	Shelagh Laslett-O’Brien, Co-ordinator, 14 – 18 Newton Rd, London W2 5LT
	0207 229 8976
	

	Breathing Space Project 


	Refugee Council and Medical

Foundation


	RC: 

020 7820 3072

MF: 

020 7813 9999
	www.refugeecouncil.org.uk

www.torturecare.org.uk

	Comfrey Project
	Mandy Jetter, Project Co-ordinator, c/o The Rights Project, 292 Wingrove Ave, Newcastle upon Tyne, NE4 9AA
	0191 273 1838
	

	Health Support Team, Westminster PCT
	John Burchill, The Medical Centre, 7E Woodfield Rd, London, W9 3X2
	
	Johnb@westminster-pct.nhs.uk

	Lambeth Mental Health Services,  South London and Maudsley NHS

Trust
	Nicola Roberts, Mental Health Promotion Co-ordinator, South London and Maudsley NHS Trust, Lambeth Mental Health Services, Room 4604, Office Suite, Adult Mental Health, Oak House, 108 Landor Rd, Stockwell, London, SW9 9NT
	0207 411 6568
	nicola.roberts@slam-tr.nhs.uk

	Minority Ethnic Health 

Inclusion Project (MEHIP)
	Sana Sadollah, Refugee Linkworker MEHIP, Springwell House, Ardmillan Terrace, Edinburgh EH11 2JL
	0131 537 7561
	

	NAFSIYAT
	278 Seven Sisters Rd London, N4 2HY
	020 7263 4130
	

	Newham Transitional Primary Care Team, Newham Primary Care Trust
	Melinda Rees, Clinical Psychologist Church Road Health Centre, 30 Church Rd, London E12 6AQ
	0208 218 7625
	Melina.rees@gp-f84740.nhs.uk

	Northern Birmingham Mental Health NHS Trust – Asian Services
	Ms Lakhvir Rellon, Asian Service Development Manager, Northern Birmingham Mental Health NHS Trust, Asian Services Department, 1st Floor Morcom House, Ledsam Street, Ladywood, Birmingham, B15 8DN
	0121 685 7120
	ranjit.senghera@nbmht.nhs.uk

	Northern Ireland Council for Ethnic Minorities


	3rd Floor, Ascot House 24/31, Shaftesbury Square Belfast

Northern Ireland BT2 7DB
	028 90 238
	NICEM@n-ireland.freeserve.co.uk

	Refugee Clinical Team, Lambeth PCT
	Jane Cook, Nurse Practitioner and Team Leader, The Refugee Clinical Team, Moffat Clinic, 65 Sancroft St, London, SE11 5NG
	0207 411 5689
	

	Refugee Mental Health Project, Harrow MIND


	Refugee Mental Health Project Harrow MIND
	
	mindinharrow@btinternet.com

	Refugee Public Nurse Health Specialist, Barking and Dagenham PCT 
	Sarah Savigar, Public Health Nurse Specialist, Barking and Dagenham PCT, Gasgoigne Rd, Barking
	0208 594 2242
	

	Saheliya 
	10 Union St, Edinburgh, EH1 3LU
	0131 556 9302
	

	Somali Counselling Service, Tower Hamlets PCT
	Amina Hassan, Somali Counsellor, Steels Lane Health Centre, 384 Commercial Rd, London E1
	0207 790 7171
	amina.hassan@thpct.nhs.uk

	Specialised Service for Asylum Seekers, Shepway PCT
	Dr Sarah Montgomery

Guildhall St. Surgery, Folkstone


	01303 851 411
	

	Specialist Health Visitor for Asylum Seekers, Newcastle PCT
	Susan Donnelly

2 Jesmond Road West, Newcastle

NE2 4PQ
	0191 245 7319
	

	Vietnamese Mental Health 

Project


	Vietnamese Mental Health Project

Unit 21 &23, 49 Effra Rd, London SW2 1BZ
	020 7733 7646
	

	Wakefield Asylum Team
	Brian Walsh,  Asylum Seekers and Refugee Services Wakefield MDC Housing and Social Care, 6 Springfield Grange, Flanshaw, Wakefield
	01924 306 208
	Bwalsh@wakefield.gov.uk


Appendix 3

Survey of Good Practice in Mental Wellbeing Provisions for Refugees and Asylum Seekers
· Title of Project:

· Address of Project:

· Service Provider:

· Briefly describe your project:

· How is your project funded?

· What is the funding period (please give dates)? 

· Will the project continue once the current funding ends?

· Does your project have links with other agencies?

· From which agencies does the project receive referrals?

· Which agencies and organisations does the project refer clients to?

· To what extent are users involved in the project?

· Has the project ever been evaluated, internally or externally?  If yes, please give details.

· Are you happy to be contacted for further information about your project?

Please continue on further sheets if necessary

Thankyou for taking the time to fill in this questionnaire

Appendix 4

Interview for Good Practice Projects
First of all, can you describe the service/ project to me very briefly in your own words?

1)
Structural and Financial Embeddedness

Project

a) How is your project funded?

b) What is the funding period?

c) Will the project continue once this funding finishes?

d) What links does your project have with institutions? How strong would you say those links are?

Statutory

a) How was the department conceived?
b) What is the remit of your organisation?
e) Is training available to staff?

f) If yes, please give details (is it accredited, evaluated, how much does it cost).

g) What is the take up level, approximately, for training?

h) Is the organisation’s policy formalised (for example in a policy documents or a constitution)? If so, how?

i) How are these policies followed?  What does this mean in day to day practice (please give examples)?

j) Are these policies publicly available (for example in text form, or on the web)?

2)
Multi-Agency Linkages

a) Do you collaborate day to day with other agencies?

b) How are those links maintained?

c) How regular is your contact with other agencies?

d) How is information shared between these agencies?

e) Is this information shared with clients?  If so, how?

f) From which agencies does the project receive referrals?

g) Which agencies and organisations does the project refer clients to?

h) How are clients informed of these referrals?

3)
Continuity for Clients

a) Are records of clients kept?  If so, how?

b) How are these records accessed and by whom?

4)
User Involvement, Flexibility and Sensitivity

Project

a) How was the department conceived? (i.e. needs led?)

b) To what extent are clients involved in the day to day running of your department?

c) Are there measures in place to accommodate differential cultural and gender needs?  Please give examples, including feedback from clients.

d) Are there provisions for the incorporation of user-led suggestions in the organisation’s work? Please give examples.

e) Does your service facilitate interactions between clients and co-ethnic groups and in a wider social context?

5)
Access and Promotion

a) What are the opening times of the service?

b) Is there a registration/ subscription fee for clients?

c) Is there disabled/ pushchair access?

d) How close is the project to public transport?

e) Do you find that female clients prefer to talk to female workers? Are there provisions for this?

f) What languages are spoken at this practice/ project?

6)
Advocacy

a) Are clients made aware of their rights to services?  If so, how?
b) Does your organisation advocate on asylum and immigration issues?  If so, how?
7)
Evaluation 

a) Are there measures in place to assess the service internally?  If so, please give details (by whom, regularity, funded by, are results published, are they publicly available).

b) Has your service ever been externally evaluated?  If so, please give details (as above).

c) Can we contact the researcher, or have a copy of the evaluation?

d) Are there any mechanisms for staff support (e.g. regular supervision, staff room, staff social events)? Please give examples.

Thank you very much for your time.
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Dr Montgomery offers primary medical care in a general practice context to newly arrived and resident asylum seekers and refugees in Folkstone, Kent.  Dr Montgomery works solely with refugees and asylum seekers, but is based in a practice serving both refugees and the host community.  Her specialised service was established by Shepway Primary Care Trust in 1999, and is reviewed annually.





Dr Montgomery has also been involved in the pilot health screening programme for asylum seekers being run by the Department of Health in Kent.





There are a few particular areas in which the service exhibits excellent good practice:





Accessibility and multi-agency linkages


Arguably, the most beneficial aspect of the service for clients is the improved access it provides to health and social care.  Montgomery pointed out that the existence of the service ‘means that new arrivals have facilitated access to full registration in the NHS…and provides a gateway to all other levels of care’.  This gateway can include signposting clients towards agencies for assistance with non-medical problems such as housing or immigration issues.  Dr Montgomery has build up a wide range of multi-agency linkages through her work in this area which is central to her role in welcoming asylum seekers to the UK.





There is also good access to interpreters at the service.  The surgery utilise Language Line, a service that can link callers to interpreters speaking most languages.  However, perhaps more importantly, Montgomery has, over the years, build up a wide network of interpreter contacts, some of whom are former clients and who now work for local agencies as well as undertaking freelance work.





Translated materials


With tranlators Dr Montgomery has developed a large number of resources for patients and healthcare providers in Czech, Slovak, Albanian, Farsi, Sorani, Arabic, Romanian, and Russian, covering some fourteen subjects, such as healthscreening, childcare, staying healthy and appointment letters.  She has also produced a very comprehensive ‘Medical Phrasebook and Resource’ for Czech and Slovak speaking patients and their healthworkers.





Ongoing support and specialised service


The longitudinal nature of Montgomery’s relationship with interpreters is indicitive of her relationships with other clients.  In the years that the service has been running, Dr Montgomery has been able to build up rapport and trust with clients that undoubtedly has mental health benefits in terms of continuity of care.  Moreover, as a specialised service, Montgomery is experienced in dealing with this particular client group, and is familiar with many of common health problems clients may present with.  Non-specialist G.P’s working with individual asylum seekers might experience a strain on resources in terms of time and effort.  A single G.P. offering a specialist service within a larger practice is arguably more efficient in providing care to refugee and asylum seeking clients than a mainstream service.





The Bayswater Family Centre offers comprehensive family support for homeless and refugee families in Westminster. Bayswater has the highest concentration of homeless families in the country, 85% of those are refugees and the majority are non-English speaking.  The centre sees around 600 households a year and provides a service for 1,200 families.  The service is funded by the NCH, Westminster City Council and Westminster Primary Care Team, and the service will continue once the current funding ends.





The Centre run a number of services deemed to be beneficial to client’s mental wellbeing, including: a drop in for carers and children under 5 years old; advice and information on housing, benefits and education; health assessment and GP registration; counselling in mother tongue languages; various body therapies; provision for laundry; an Early Years pre-school and English classes to name a few. This example is one offering a mental wellbeing service in its widest sense, providing a wide range of services that can practically assist vulnerable people and thus alleviate mental health problems.  On visiting the practice, a number of elements of the service stood out as being especially good practice.





Access and promotion


The Centre believes that providing holistic services under one roof is the way to work with families who have difficulty in accessing benefits and services, lack financial resources and often English skills.  Several different languages are spoken at the Centre, the number and nature of which alter according to need as the client base changes.  Interpreters supplement languages already spoken by multi-lingual staff and volunteers.  Information for clients is also translated.  The service offers a number of body and talking therapies.  Key to the success of these is the provision of childcare which facilitates access to the service.  Moreover, according to the Manager, clients find it easier and less stigmatising to come to the Centre for counselling as they come their anyway for other services.





Client centred service


The service attempts to accommodate individual needs as they arise, and clients are actively involved in the day to day running of the Centre as well as long term planning, at regular Parent’s Meetings for example.  The Centre operates with very clear guidelines and boundaries for staff and clients, whilst maintaining a strong sense of openness and approachability.  Throughout the stress is on the fact that people are individuals with different individual needs.  Staff are also valued highly and a great deal of emphasis is placed on providing staff support.





Wide range of multi-agency linkages


The Centre has a vast list of multi-agency links including: a befriend a family project, a number of local refuges, other NCH family centres in the area and the multi-faith Bayswater Refugee and Asylum Seekers Support Group.  Aside from the good practice alluded to above, that multi-agency working instils in a service, the Bayswater Family Centre is particularly innovative in utilising these resources for fundraising purposes.  Local businesses and groups have been targeted, with great success, for donations of toys and other goods for the Centre.  The Manager of the Centre commented, ‘we cannot afford to be a closed little project.  There are ways of funding projects without spending any money.  








 This [experience] is enriching in many ways’.  For non-governmental projects funding is often a constant source of stress, by sourcing funding in this way, Bayswater is increasing both its structural embeddedness in terms of building relationships within the local community, and its financial embeddedness.  Through ensuring embeddedness the Centre overcomes one of the central factors that can hamper non-statutory services, instability.











The Comfrey Project is an allotment scheme to promote health and wellbeing among refugees and asylum seekers in Newcastle. The Project uses gardening as a form of communication and a method of healing for asylum seekers and refugees experiencing mental distress.  The emphasis of the project is on providing a safe and pleasant place for clients to meet rather than on maximising horticultural output.  The Health Action Zone, Esmee Fairbairn Foundation and Allen Lane Foundation currently fund the Project, and it has just received a three year grant from the Community Fund.





A small group of asylum seekers and refugees meet with the project co-ordinator on the allotments. The Project rent two allotments and clients have their own key to the site and can come to allotment whenever they wish.  The group mainly carries out horticultural activities and throughout the winter also attend training sessions on horticultural themes and hold discussion groups and social events.  The Project not only offers space for relaxation, but also for group support and contact.  In this way it can reduce the feelings of mental distress associated with seeking asylum.  The Project also offers meaningful activity to unoccupied asylum seekers and provides opportunities for training and skill development.


Particular aspects of good practice include:





Innovation


Although there are well documented benefits to using horticultural therapy with mental health patients (Linden and Grut, 2002), there are relatively few projects working with refugees and asylum seekers in this way.  In researching and planning the service, the Project Co-ordinator of The Comfrey Project worked closely with the Natural Growth Project, part of the Medical Foundation, and visited a similar project in Oxford.  The Project Co-ordinator commented that attending the Project can reduce ‘feelings of loss of identity, feelings of isolation, feelings of dislocation and feelings of anxiety and frustration [about an asylum case].  People can talk about those feelings here, its very simple in many ways’.


User involvement


Users are involved in every aspect of the service, from choosing which plants to use, and undertaking work on site to being on the management committee.  The Project Co-ordinator takes great pains to ensure that clients are involved and feel a part of the service.  There are two greenhouses, separate flowerbeds and furniture on site, all constructed by clients and volunteers.


Access 


New clients are always provided with a map and public transport details on how to get to the service.  The Project Co-ordinator can also give clients gardening boots, to ensure that practical details do not prevent individuals from attending the service.  Flowerbeds, too, are constructed in such a way as to enable them to be accessible to wheelchair users.


Positive evaluation


In a recent review of the service, conducted by an external researcher, the Project was very highly evaluated by clients.  In particular clients commented that they benefited from the social aspect of the service and the freedom and relaxation they experienced when working on the allotment away from their troubles.  Clients also noted the sense of accomplishment they felt having completed small projects and how they found the sessions educational and a chance to learn new skills.
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� The definitions are all taken from the national report Another country: implementing dispersal under the Immigration and Asylum Act 1999 published by the Audit Commission, 2000.


� The 1951 UN Convention Relating to the Status of Refugees requires signatories (including the UK) to offer refuge to a person who ‘…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 to such fear, is unwilling to avail himself of the protection of that country; or who, not having a nationality and being outside the country of his former habitual residence as a result of such events, is unable or, owing to such fear, is unwilling to return to it.


� Figure excludes dependants.


� For the purposes of the present Convention on the Rights of the Child, G.A. res. 44/25, annex, 44 UN GAOR Supp. (No. 49) at 167, UN Doc. A/44/49 (1989), entered into force Sept.2 1990, a child means every human being below the age of eighteen years unless under the law applicable to the child, majority is attained earlier. 
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