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1. Introduction

The year 2000 was a milestone for everybody in The Netherlands who had been working to improve the accessibility and quality of health care services for migrants and ethnic minorities. In that year the Health Minister, responding to two highly critical reports, (RvZ 2000a, 2000b), announced government measures for tackling these problems, including a four-year Action Plan for intercultural mental health care. These policy changes did not come out of the blue: they had been preceded by twenty years of campaigning and development work by dedicated workers in the field of health.

However, any euphoria over this victory was soon dispelled. The elections of May 2002 brought a right-wing government to power which withdrew central support for interculturalisation. Public opinion became increasingly hostile to migrants and ethnic minorities, while health and social services were subject to increasing financial restrictions.

In this talk I will try to analyse the strengths and weaknesses of the movement for multicultural (mental) health care in The Netherlands. I will use international comparisons, in particular with the UK and Sweden, to highlight the factors which are important for successful change. Finally, I will describe the main elements of the Action Plan, the contents of which give a good picture of the ‘state of the art’ in The Netherlands.  

In what follows, I will not make a sharp distinction between mental health and other forms of health care. Although the field of mental health has generated many ideas and practical innovations around the theme of cultural differences, many of them are relevant to all forms of health care. 

2. The movement for interculturalisation of mental health care in The Netherlands 

You may have noticed that I have been using a word, ‘interculturalisation’, which does not really exist in English. It is a translation of the Dutch word ‘interculturalisatie’, and the fact that the Dutch have invented such a word – which doesn’t have an equivalent in any other language, as far as I know – says a lot about how seriously they have taken the process of adapting to a multicultural society.

Applied to the health field, ‘interculturalisation’ refers to the effort to provide services which are equally accessible and effective for migrants and ethnic minorities as for clients from the cultural majority. In The Netherlands, the distinction usually made is between ‘allochtonen’ and ‘autochtonen’ (‘allochtonen’ are people either born outside the Netherlands, or having at least one foreign-born parent). The paradox of multicultural care is this: providing the same service to everybody means providing an inferior service to people whose needs and expectations differ from those of the majority.

The first attempts to get this problem on the agenda were made at the end of the 1970’s. During the preceding 20 years, many ‘guest workers’ had been recruited to work in the rapidly expanding Dutch economy. As in Germany, the expectation was that they would return to their home countries, but for a variety of reasons many of them – in particular, Turks and Moroccans – did not. Government policy in this period was characterised by what Penninx (1996) calls ‘the illusion of temporariness’: according to official thinking, Holland was not an immigration country. Immigrants from the former colonies (‘rijksgenoten’) were regarded as already half-Dutch, while the Moroccans and Turks were like party guests who had missed the bus home. Sooner or later, another bus would come to take them away.

In fact, the predicament of the guest workers was quite serious. No attention had ever been paid to their ability to survive in Dutch society: even today, many of the first generation still do not speak Dutch. Most of them had minimal educational qualifications, and the same applied to the family members whom they later brought to the Netherlands. After the oil crisis of 1972, unemployment began to rise and this group was the hardest hit. Many had been permanently disabled by the hard and stressful work which they had been recruited to do, and the attitude of many Dutch people was hostile or at best, indifferent. In reality, this group had been the victim of a monumental policy failure on the part of the Dutch government – but a process of “blaming the victim” set in which ascribed the problems to the migrants themselves.

At the end of the 1970’s, doctors and mental health workers in the ‘Randstad’ (the cities of Rotterdam, The Hague, Amsterdam and Utrecht, where most immigrants lived) realised that the needs of this group were very acute and were not being adequately met by the existing services. They therefore began efforts to focus attention on the needs of immigrants and their families and to improve the accessibility of services. Later in this talk, I will describe in more detail the various phases in the development of this movement, which adopted the term ‘interculturalisation’ in the 1990’s.

From 1986 onwards, the movement succeeded in obtaining government grants for special projects, although these were always on a temporary basis. Regular conferences and meetings were held and interest in interculturalisation grew steadily. The movement embraced a wide range of views: for some, multicultural health care was simply a matter of delivering the existing product in a ‘culturally sensitive’ way, for others it presented a radical challenge to accepted notions about care systems, health and illness. Within mental health services in the Randstad, the idea that the care for migrants and their families presented special problems was quite generally accepted: many professionals felt ill-equipped to help this group. Generally speaking, an ‘integrated’ approach was favoured above a ‘categorical’ one, although in Rotterdam a special Department of Transcultural Mental Health Care was set up in 1987.

Another group for whom a categorical approach was initially adopted were the refugees and asylum-seekers. The peak of asylum applications in The Netherlands was reached in 1998 with 45.000 new applicants. Conventional wisdom at that time regarded the main problem of refugees as being the post-traumatic symptoms which they suffered as a result of experiences in their country of origin. As well as specialised trauma clinics, a ‘knowledge and expertise centre’ (Pharos) was set up by the government in 1993 to improve the quality of service provision for this group. This incorporated categorical provisions that had been set up as early as 1978. More recently, attention is increasingly paid to other problems that refugees may have besides their traumatic symptoms, and categorical services have been largely integrated within general mental health services (see Ingleby, 2005). A useful spin-off from the extra attention for asylum seekers has been that even mental health workers in remote parts of The Netherlands have become aware of the need for interculturalisation.

As we will see later, the interculturalisation movement in Holland was broadly-based, multidisciplinary, and very dynamic
. However, frustrations grew as its members realised that on a structural level, little was being achieved. There was no systematic programme of research and training; projects were funded on a short-term basis and ended as soon as the money was spent. Too many initiatives depended for their existence on one enthusiastic individual, tolerated but not actively supported by management. At the end of the 1990’s, the tone of the discussions became increasingly harder, leading up to the publication of a manifesto (Van Dijk et al., 2000) in which a radical change in approach was called for. Interculturalisation must become a coordinated process of structural change. Moreover, an expertise centre was necessary to act as a clearing house for knowledge, skills and ideas.

Also during 2000, two very critical reports by the ‘Raad voor de Volksgezondheid en Zorg’ (RVZ 2000a, 2000b) highlighted the health problems of migrants and ethnic minorities, as well as the problems of accessibility and quality in service provision. In response to these pressures, the then Minister of Health (Els Borst, herself a doctor) announced the setting-up of a Project Group to work out a strategy for interculturalising health care. The mental health sector had campaigned particularly vigorously for improvements and for this sector a four-year Action Plan was approved, to be supervised by the coordinating agency for mental health services (GGZ Nederland). At the same time the intercultural mental health centre of expertise MIKADO was set up (see www.mikado-ggz.nl ), with financing guaranteed until 2007. 

At this point, it seemed that twenty years of campaigning had achieved their goal. At long last, the government had been persuaded to make interculturalisation an official priority. However, storm clouds were already on the horizon. In 2000, a bitter debate broke out in the Dutch media concerning the multicultural policies of the previous two decades. 2001 brought “9/11” and a new wave of xenophobia and intolerance, particularly directed against Muslims. In 2002, shortly before the general election, the Dutch right-wing populist politician Pim Fortuyn – who had called, among other things, for a total halt to immigration – was assassinated. The new right-wing government sacrificed many sacred cows of previous administrations, including the commitment to multiculturalism and the principle of not victimising and stigmatising minority groups. At the same time, the Dutch economy slid into a steadily deeper recession: health and welfare costs, in particular, had to be cut back. A shift towards an American-style welfare system began, with the government preaching a gospel of ‘individual responsibility’.

Against this background, nobody was surprised when the new Minister of Health (Hans Hoogervorst, an international banker by profession) announced that the government saw no role for itself in the process of interculturalisation. If service providers felt this was a priority, they would have to undertake it on their own initiative. The main responsibility for the health of migrants and ethnic minorities was placed firmly on the shoulders of these groups themselves: they must learn to take better care of themselves and to utilise the existing services more effectively. The government’s policy on integration stressed ‘inburgering’, the adaptation of the migrant to dominant Dutch norms. Though nobody dared to use the word, this is of course an ‘assimilation’ policy, because the essence of ‘integration’ is that it is a two-way process of adaptation.

This, then, is the harsh new social reality confronting the Dutch interculturalisation movement. At a recent conference to mark the completion of the four-year Action Plan for intercultural mental health, speaker after speaker emphasised the paradox: an unprecedented level of support within the health care professions, but an equally unprecedented level of hostility from government and opinion makers. Little wonder that an atmosphere of crisis dominates the current discussions.

3. (Aero)dynamics of the interculturalisation movement. 

In order to decide how serious the present situation is, I will now try to make an analysis of the factors which are important for the success of the interculturalisation movement. At the same time, I will compare the situation in Holland with that in certain other countries, in order to put the question into international perspective.

Why ‘aerodynamics’? One can compare interculturalisation with a twin-engined aircraft. One of the engines represents the external factors (the political and social context). The other motor represents factors internal to the care system. Few twin-engined aircraft can take off using only one engine, but once in the air most of them can, with a little skill, be kept flying on one engine. This, to me, describes the situation of the interculturalisation movement in The Netherlands today: the social and political support has cut out and it is left flying on one engine, the internal professional support.

My schema is thus as follows:

	    EXTERNAL CONTEXT

i) Migrant population

ii) Social climate

iii) Government policies

    INTERNAL CONTEXT

i) Research

ii) Dominant disciplines

iii) Priorities of service providers




A. EXTERNAL CONTEXT

i. The migrant population

Numbers

Obviously, there has to be a sufficient number of migrants in a country to make interculturalisation a viable enterprise. Among Western nations, Australia is the front runner in this respect: one in four of the current population was born in another country, so that attention for multicultural health care is unavoidable. It is therefore not surprising that interculturalisation has enjoyed support from the central government since 1995, when the ‘Australian Transcultural Mental Health Network’ (ATMHN) was set up. In 2003 this organisation was replaced by ‘Multicultural Mental Health Australia’ (MMHA), which consists of 9 linked governmental and non-governmental organisations.

Canada and the United States are two other traditional ‘immigration countries’ with a diversity of ethnic groups and considerable recent immigration. Here, too, multicultural health care receives considerable attention. Most European countries have only experienced substantial immigration in the second half of the twentieth century: in Northern Europe, the percentage of the population born in another country is now around 8-10%. Southern European countries have until recently been more characterised by emigration than immigration, but this situation has changed rapidly in the past decade, with many migrants coming from North Africa and Eastern Europe. Here, interest in multicultural health care is just beginning to show itself.

In all countries, of course, there are important regional differences: multicultural health initiatives mostly originate in the urban and industrial areas where migrants tend to live, such as the Randstad in The Netherlands.

Politics

Of course, it is not numbers alone which determine the urgency of interculturalisation: also important is the political influence of migrant and ethnic minority groups. In the USA, for example, the ethnic minorities (African American, Hispanic, Asian American and Native American) constitute massive political constituencies which lobby vigorously on their own behalf: politicians ignore their interests at their peril. The same is true of certain groups in Australia, which helps to explain why the current right-wing government continues to support an interculturalisation programme which was initiated by the previous Labor administration. The contrast with The Netherlands is obvious: here, migrant or minority groups have never formed a strong political lobby, so that the unfavourable measures adopted by the present government meet with hardly any organised resistance from the groups themselves. 

ii. Social climate

The second external factor concerns social norms and ideology concerning diversity. Historically speaking, one can distinguish three different phases in attitudes and policy on this topic. 

Under colonialism, diversity is defined in terms of genetic differences, which are assumed to be substantial and permanent. Different ‘races’ are ordered in a clear status hierarchy, with Northern European whites at the top: the basic rule of social policy is segregation. Where services are provided for ‘inferior’ races, they are separate and of low quality. This is the situation obtaining in colonial countries before independence, in the USA (for African Americans) until the 1960’s and in South Africa until 1994.

Under assimilationism, racism is replaced by ‘culturalism’; social mobility is possible, but only if members of ‘inferior’ cultures adopt the dominant white, middle-class norms. It is assumed that different cultures cannot exist side by side without conflict, so the ideal is a monocultural society. Service provisions cater for everybody but in the same way, using the model provided by the dominant culture.

Pluralism starts from a radically different assumption: that social harmony is only possible if all groups enjoy equal rights. Minority groups should integrate but not assimilate: they should be able to participate in ‘mainstream’ society with losing their cultural identity. The right to equal service provision implies that services must be adapted to the special needs of different groups. Clearly, interculturalisation and pluralism require each other’s existence.

When considering the above ideologies, it is important to remember that societies are not homogeneous: different groups may embrace different ideologies, and elements of one ideology can coexist with elements of another. Moreover, there may be a discrepancy between majority social views and government policy. For this reason, I discuss government policy in the next section.

Let us now examine the dominant ideology in The Netherlands at the time when the ‘interculturalisation’ movement arose. In the 1970’s, the country had a world-wide reputation for tolerance and progressive social attitudes, for example concerning sexuality, penal policy, drug use, social equality and global responsibility. Underneath this image lay deep tensions, but the value of tolerance was quite widespread: it had been fostered by the Dutch since the sixteenth century, and the experience of occupation by the Nazi’s strengthened it. The ‘pillarisation’ (verzuiling) of Dutch society in the 19th and 20th centuries allowed different religions to coexist peacefully by guaranteeing their equal, but separate, status. This, perhaps, was a strange kind of ‘tolerance’ – it was more a question of the different religious groups ignoring each others’ existence; but it kept the peace.

Against the background of the progressive climate of the 1970’s, it is not surprising that a movement for better care for migrants arose. True, racist and assimilationist attitudes were present, but the generation of the 1970’s regarded these as regrettable residues of the past. Such attitudes remained latent until mobilised by Pim Fortuyn and other politicians and opinion-formers at the end of the 1999’s.

iii. Government policy

At the end of the 1970’s, immigration to the Netherlands had reached the point where the government found it necessary to adopt an explicit policy on diversity. The authorities were concerned about the predicament of the former ‘gastarbeiders’ and wanted to avoid further marginalisation of this group. The policies implemented at the beginning of the 1980’s for immigrant groups designated as ‘minorities’ made extra resources available for education and housing. Stronger measures were also taken against discrimination. The most radical innovation concerned the principle of pluralism and the replacement of an assimilation policy by one based on integration. Cultural diversity was accepted and actually strengthened, starting from the notion that a strong sense of their own separate identity would help migrants to integrate, rather than handicapping them.

This ‘multicultural’ policy was largely taken over from immigration countries such as the U.S.A., Canada and Australia, where it had been adopted during the 1970’s. It was seen as a logical extension of the notion of ‘equal rights’. However, not all European countries were so quick to embrace multiculturalism. Sweden had adopted the policy as early as 1975, but the U.K. did not follow until much later, when the arrival of ‘New Labour’ ended 18 years of Conservative rule in 1997. France and Germany both maintained, in different ways, monoculturalist and assimilationist policies, though these have been modified over the years. 

However, there was one important blind spot in the Dutch multicultural policies. Although interculturalisation of health care, as we have noted, is a logical consequence of such a policy, this point was virtually ignored by the government: although some attention was paid to the topic within the Ministry of Health, the government’s policy measures were directed only at education, the labour market, housing and discrimination. Only in 2000 was the importance of multicultural health care officially recognised by the government. This blind spot is hard to explain: perhaps it has to do with the fact that the sociologists and demographers who advised governments during the 1970’s on the problems of ethnic minorities had little interest in health matters. Within the Ministry of Health, policy during the 1980’s and 1990’s was dominated by the notion of ‘the individual consumer’. In this approach there was no place for the special needs of groups, such as women or ethnic minorities.

Apart from this blind spot, we can say that the external context in the period 1980-2000 was very favourable for the rise of an interculturalisation movement. In a word, it was a ‘politically correct’ concept. However, as I have described above, this context changed rapidly after 2000. Not only have public opinion and the media became increasingly negative about the rights of migrants and ethnic groups: the government has explicitly renounced multiculturalism. Far from being politically correct, the term ‘interculturalisation’ is now virtually taboo in government circles. In terms of our aeronautical metaphor, this means that one of the engines on our airplane has cut out – and may even be operating in reverse! In this situation, we have to rely for the time being on the power of the second ‘engine’, the internal context.

B. INTERNAL CONTEXT

i. Research

To making a convincing case for interculturalisation, it is essential to have facts and figures concerning the state of migrants’ health, the shortcomings of existing services and the effectiveness of new approaches. Unfortunately, we are dealing with a field characterised by an extreme shortage of data.

Traditional medical and psychological research is notorious for excluding subjects from ethnic minorities. In a famous article, Graham (1992) showed that 96% of the studies published in the 1970’s and 1980’s in four leading journals of the American Psychological Association excluded African American subjects. To some extent this was the legacy of racism and assimilationism, but there were also pragmatic reasons for this practice: the most effective test of an experimental effect is obtained with a sample which is as homogeneous as possible. In medical research this practice has led to a state of profound ignorance about the effectiveness of treatments on ethnic and cultural minority patients.

Another obstacle to research is that clinical records frequently fail to record the ethnicity or origin of patients. Sometimes this is a matter of principle, because some health workers feel the practice is discriminatory, but mostly it is an oversight or a question of laziness: often it is not clear which code should be filled in. In any case, if we are interested in a group’s state of health, clinical records are an inadequate source of data: they only concern those who seek treatment, and say nothing about those who do not find their way into the care system. And if we set out to do population research (epidemiology), there are big methodological obstacles. How do we find our subjects and ensure an adequate response rate? How do we know whether our questionnaires and tests have cross-cultural validity?

Small wonder that the empirical basis of the interculturalisation movement in The Netherlands was initially slender. Data obtained by researchers in other countries was of limited relevance to the local situation, so much use was made of case studies or institutional records. Towards the end of the 1990’s, however, funding agencies began to be aware of the urgency of the problem: the government’s National Science Foundation (NWO) set up a special committee on ‘culture and health’ and began stimulating research in this area. The Action Plan took this initiative still further, but it is striking that the universities have shown little response to these efforts to broaden their research agenda. Only 11% of the research carried out on intercultural mental health in the period 2001-2004 was carried out by universities (De Ruuk, 2004).

ii. Dominant disciplines

Health care cannot respond to the challenge of diversity if it is dominated by models which make no allowance for social and cultural factors. Most insensitive of all are, of course, reductionist biological or psychological approaches. Medical care which is based on a purely technological, symptom-oriented approach, for example psychopharmacology, has little place for diversity. However, since the 1960’s the mental health field has become multidisciplinary in nature, and this was especially so in The Netherlands around 1980. In spite of this, there are signs that since then, organic psychiatry has succeeded in reasserted its traditional hegemony.

One discipline which is particularly relevant to interculturalisation is ethnopsychiatry (or, in the Anglo-American tradition, ‘transcultural psychiatry’). This discipline has its roots in colonial medicine (‘tropical health’), though recent work uses more sophisticated anthropological methods and insights. Western psychiatrists who have worked in developing countries have also contributed to this discipline, which has done much to increase awareness of the culture-bound nature of psychiatric phenomena. Ethnopsychiatry (or ethnomedicine) seems to be particularly influential in Germany, France, Italy and the United Kingdom.

However, there are obvious limitations to this approach. Of course it is useful to know how people in immigrants’ countries of origin become ill and how they solve their problems. But we must recognise the heterogeneity and dynamic nature of these cultures and not foster any myths about the Moroccan (Turkish, Surinamese etc.) culture. Moreover, a migrant is by definition someone with a foot in two or even more cultures: we have no way of knowing, simply on the basis of a person’s country of origin, what their culture is.

A second limitation is that ethnopsychiatry usually focuses on patients and their illnesses. It does not analyse the (Western) service provider, or the political and social position of the migrant in the host country. In short, although its contributions are invaluable, it cannot claim to answer all the relevant questions about multicultural health care.

In The Netherlands, ethnopsychiatry made an important contribution to the interculturalisation movement, but – fortunately – neither this nor any other single discipline has managed to dominate it. Like the multicultural society itself, the movement is characterised by a dynamic mix of paradigms and disciplines. Particularly prominent is the contribution of medical anthropology, which has concentrated on remedying the shortcomings of ethnopsychiatry by developing much more complex notions about culture and the care system. 

However, all the knowledge and expertise in the world is of no use as long as service providers themselves do not regard multicultural care as an important priority. Management will never support interculturalisation if it has not been recognised as a policy goal, and it is usually government which regulates the choice of goals. As we have seen, between 1980 and 2000 the government refused to recognise it as a priority: the task for the pioneers of interculturalisation was to find another way of legitimating their efforts.

iii. Priorities of service providers

The medical anthropologist Rob van Dijk has used the expression ‘surfing the waves’ to describe the way in which the protagonists of interculturalisation have exploited changing priorities within the health care system. The point of this metaphor is that the surfer has no independent source of energy: he or she simply uses gravity to move forward. Here are a few of the ‘waves’ that have been used in this way:

Inequalities in health

This was banner under which the first efforts were made to promote multicultural health care. Attention was focused on the problems of the first generation of ‘gastarbeiders’ and the failure of services to reach this group. Interestingly enough, the theme of ‘inequality’ seems to have re-emerged in recent years.

We have already noted that in the early days of the interculturalisation movement, few epidemiological data were available concerning the health of migrant populations. The focus of concern was the accessibility of health care services, measured on the basis of the proportion of migrant clients in care as a proportion of their share of the population. Over the years there has been a tendency for the consumption of care by immigrant groups to rise, no doubt partly as a result of the efforts made to improve accessibility. However, the true prevalence of different problems among migrant groups in The Netherlands remains very largely guesswork. Some figures are available for general health, suggesting important differences between immigrant groups, but little reliable information has been gathered on mental health.

Community care 
The 1980’s saw a shift away from the politicised discussions about health care which had dominated the 1970’s. Care workers became more concerned with ‘internal’ matters and less with the wider society. However, the ‘community care’ movement provided an extremely useful legitimation for efforts to improve the accessibility of services for ethnic minorities. In 1982, American-style Community Mental Health Care Centres (the ‘Riaggs’) were instituted in The Netherlands. The aim was to bring care closer to users: printing leaflets in different languages for migrant users, or making TV programmes for them explaining how the health care system worked, were activities which fitted perfectly with these aims.

‘Needs-driven’ care

This concept has been a vital source of legitimation for multicultural health care. Often, the metaphor of ‘tailoring’ is used: the Dutch speak of ‘tailor-made care’ (zorg op maat), the British criticise the ‘one size fits all’ mentality. The roots of this notion are complex. For managers, it is a question of cost-efficiency: scarce resources should de directed to the area where the need is greatest. For care-givers, it is a question of effective help. Mental health care involves the active participation of clients, and if they are not convinced that the help given is relevant to their needs, they will tend to lose motivation and to drop out of treatment. For this reason, much attention is paid in intercultural care to the ‘goodness of fit’ between the thinking of the professional and that of the client. Arthur Kleinman’s notion of ‘explanatory models’ has inspired much research on this topic.

 We should note that there are strong tendencies in service delivery which work against ‘needs-driven’ care. Management-led drives towards standardisation and the use of uniform protocols for diagnosis and treatment have met with much resistance from professionals brought up on the notion that every client is unique. In addition, the popularity of reductionistic drug treatments discourages attention to the social context and the subjective experience of illness.

‘Quality control’, ‘evidence-based good practices’

These notions, introduced by the proponents of ‘managed care’, could be important weapons in the struggle for better multicultural care, but there is one important snag: as we noted above, research on migrant users is beset by practical difficulties and tends to be systematically neglected. As a result, very few ‘evidence-based good practices’ have been developed for this target group. 

User involvement

This principle is closely related to ‘needs-driven’ care. The reasons for regarding user involvement as important are various: in the USA, an important factor is lack of trust between doctors and the general public, resulting in a ‘claims culture’ that exposes health service professionals to enormous legal risks. In mental health care, user involvement is an essential precondition of successful therapy. It is also essential to designing services which reflect the needs and wishes of users.

The ways in which this principle is operationalised vary widely. Sometime the ‘users’ are patients or ex-patients, often organised as a lobby or interest group. The contribution of such groups is important, but they cannot speak for those who have not been reached by the care system. In general, the existing mechanisms for involving users in service delivery are biased towards vocal individuals who have the time and the skills required to use these platforms effectively. They are not an efficient way to consult minority communities about the needs of the group as a whole. 

4. Comparison with the UK and Sweden

In this section I will briefly compare progress in The Netherlands on multicultural (mental) health care with that in the United Kingdom and Sweden. In such a comparison, it is important to bear in mind the difference in population size between these countries (Netherlands = 16m; UK = 60m; Sweden = 9m).

A. The UK
A comparison between the UK and The Netherlands – two countries with comparable immigration patterns and mental health care systems (Gijswijt-Hofstra & Porter, 1998) – is particularly interesting, because it may shed light on the question of why the movement for multicultural health care has been more fragmented in the UK than in The Netherlands.

EXTERNAL CONTEXT

The proportion of immigrants in the UK population is slightly less than in Holland, but the types of immigration since 1950 are comparable. One difference is that in Britain, with its strong colonial past, the amount of immigration from the former colonies was sufficiently large in the 1950’s and 1960’s to make it unnecessary to recruit such a large number of ‘guest workers’ from Southern Europe, Turkey and North Africa. The immigrant communities which were first established in this period have acquired the generic label Black and Minority Ethnic (BME) groups. These groups resist being called ‘migrants’, because the term suggests they are outsiders to mainstream British society: they also tend not to identify themselves with more recent immigrants, in particular asylum seekers and refugees.

Another difference between minority groups in Britain and The Netherlands concerns their level of organisation. The multicultural policy adopted in The Netherlands at the beginning of the 1980’s gave minority groups little incentive to organise themselves as a political force. Indeed, some cynical observers talk of these groups being ‘smothered with subsidies’. In contrast, Britain at that time was being subjected to the Mrs. Thatcher’s Reaganite economic policies, with savage cuts in all areas of public spending. It was in this period that many groups learned to help themselves – which was precisely what Mrs. Thatcher wanted them to do. (The rise of the BME mental health lobby, for example, dates from this period.)

As far as the social climate and government policy is concerned, the picture is complex. There is general public aversion to discrimination, and the government has taken strong measures to combat it, yet a strong undercurrent of racism is always present. One conspicuous contrast between Britain and The Netherlands concerns the use of the terms ‘race’ and ‘racism’. In Britain, as in the USA, ‘race’ is an everyday term for referring to ethnic groups, and all forms of discrimination against such groups are referred to as ‘racism’. This may have to do with the fact that the major ethnic groups are of ex-colonial origin (cf. Kirmayer and Minas, 2000). In The Netherlands, by contrast, the countries which supplied the largest numbers of immigrants (Turkey and Morocco) had never been Dutch colonies. Dutch people regard the term ‘race’ with such distaste that they are reluctant to admit that anything like ‘racism’ could exist today. Against this background, it is perhaps easier to understand why authors such as Suman Fernando refer constantly in their writings about multicultural health care to ‘racism’, whereas the theme plays but a small part in the Dutch discussions, which focus on ‘culture’.

Since coming to power in 1997, the government of Tony Blair has taken a positive stance on multiculturalism, stressing the positive contribution of migrants to the community. This has undoubtedly to do with the political power of the BME groups. (Even the ultra-nationalist Mrs. Thatcher courted the Asian community, with its numerous business people and its reputation for hard work and individual enterprise.) The government’s stance on asylum seekers is curiously contradictory: on the one hand, Britain (unlike The Netherlands) continues to admit them in large numbers, but the way they are treated arouses regular protest from human rights groups. At the last count there were facilities for detaining no less than 2,644 asylum seekers (NCADC, 2004) – some of them families with young children. A possible explanation has to do with the extremely xenophobic campaign against asylum-seekers conducted by a powerful section of the British press. If a few asylum-seekers are thrown to the wolves, the Government may reason, the other multicultural passengers in New Labour’s sledge can perhaps be kept safe. 

INTERNAL CONTEXT

The ideology of the mental health professions in Britain is comparable to that in Holland, both being strongly influenced by American thinking. Britain is well known for its writers on multicultural health care, but their practical influence on the mainstream remains small. No movement comparable to that which exists in The Netherlands has arisen in the UK. This may have something to do with geography: in The Netherlands, particularly the Randstad, it is easy to get people together for meetings, whereas travel times in Britain make that much harder.

In the past, the National Health Service was a top-down, centralised organisation, and it would have been easier to impose multicultural policies here than in The Netherlands. However, recent developments have seen a devolution of power to the local bodies (e.g. the Mental Health Trusts) which have set up to manage health care on a regional basis. The government’s influence on policy is limited to general statements of priorities, the most recent of which are the NHS Plan (2000) and the NHS Improvement Plan (2004). Both plans refer to the need to improve services for ethnic minorities. 

There are signs that action in this area is about to be intensified. On October 13th 2004, the Department of Health launched an ambitious ‘Race Equality Action Plan’, under which an ‘Equality and Human Rights Director’ was appointed (Mr. Surinder Sharma, currently European Diversity Director for Ford Europe). The background to this lies in the Macpherson Inquiry of 1999, set up to investigate police conduct following the murder of a black man, Stephen Lawrence
. In response to this report, the Race Relations (Amendment) Act of 2000 was passed, which obliged all public bodies – including the Mental Health Trusts and the Royal Colleges which are responsible for professional training – to have a strategy to achieve the following:

· eliminate unlawful racial discrimination; 

· promote equality of opportunity; and 

· promote good relations between persons of different racial groups

The Royal College of Psychiatrists, partly in reaction to this legislation but also as a result of pressures from within its own membership, has developed over the last five years a fairly comprehensive ‘race equality scheme’
. A further impetus to reform came in 2003, when an inquiry into the death of a black mental patient (David ‘Rocky’ Bennett), who died while being held face down by psychiatric nurses, increased the pressure for action against racism in the NHS. In 2004, the National Institute for Mental Health in England (NIMHE) produced a report, based on extensive consultations, which is the basis of some of the current measures.

We see here a pattern which is familiar in the history of British mental health services: changes are made as a result of investigations into scandalous occurrences. At the present time, a flurry of measures are being proposed to deal with problems of inequality, but it is not clear how effective or wide-reaching these will be. The plans are focussed on BME groups: as mentioned above, refugees and asylum seekers do not fall into this category. 

To sum up: in comparison with The Netherlands, there appears to be less coordinated activity among professionals in the UK to improve multicultural health care. The Dutch Action Plan has the advantage of being the result of many years of debate within a broadly-based movement. One the other hand, this movement consisted largely of care providers, not users: ethnic minority groups in the UK play a far more active role than in The Netherlands, reflecting the fact that their level of self-organisation is higher.

B. Sweden

EXTERNAL CONTEXT
In 2002, 11.5% of the Swedish population was born in another country, but the pattern of immigration shows important differences from The Netherlands and the UK. Many immigrants originate in Nordic countries, about 25% of them coming from Finland. Labour migration during the economic expansion of the 1950’s and 1960’s was mostly from Nordic and European countries. After 1972, labour migration was virtually halted except for Nordic nationals: most immigrants were refugees and asylum seekers, or family members of those who had already migrated to Sweden. The largest volume of asylum seekers was generated by the Balkans conflict during the 1990’s. In comparison with the Netherlands and the UK, then, Sweden has relatively few immigrants from non-Western countries.

The socioeconomic position of immigrants in Sweden was previously good, but in the last 20 years unemployment among this group has become relatively high and concentrations of immigrants have formed in poor and deprived suburbs of the major cities in Sweden (Bäärnhielm et al., in press). Concerning social attitudes and public policy, it should be borne in mind first of all that Sweden has for many years been a strongly interventionist welfare state: a social democracy in which many aspects of social life are regulated by the State. A multicultural policy was adopted by the Swedish parliament as early as 1975. However, recent observers suggest that in reality, there is increasing segregation and discrimination.

INTERNAL CONTEXT

Within the health services, no general policy measures have been implemented to monitor and improve the accessibility and quality of services for immigrant groups, but one recent initiative shows a rare awareness of the importance of good health care to integration. In February 2004, an wide-ranging scheme was launched covering health care for new arrivals. The directors of ten national agencies agreed to work towards a scheme covering health information about access, rights and responsibilities; linking up different agencies; monitoring risk factors; and promoting training for staff (Bäärnhielm et al., op. cit.).

Apart from immigrants from Nordic countries, the majority of newcomers in the last 30 years have been asylum seekers. Hardly surprisingly, issues of refugee health are prominent on the Swedish research and treatment agenda: in keeping with the world-wide tendency, most of this work was previously focussed on the traumatic effects of pre-flight experiences, but recently a shift can be observed to problems of acculturation and integration. In other words, as in The Netherlands, the problems of refugees are increasingly seen in the same light as those of other immigrants. This shift of emphasis has encouraged attention to the problems of multicultural health care delivery, which until now has not been regarded as a major priority in Sweden.

Swedish health care policy stresses equal rights and attention to the special needs of users, and there is structural provision for the use of interpreters in case of language difficulties. However, attention to the more complex concept of ‘cultural competence’ is a fairly recent development. Attention is paid to this topic in nursing education, but there is not much interest visible in other disciplines. The present situation is characterised by many locally based initiatives, but little overall coordination. In response to this problem, Stockholm County Council set up in 1999 a knowledge centre for transcultural psychiatry, the “Transcultural Centre”. Bäärnhielm et al. (op. cit.) observe that health care workers in multicultural areas show an increasing interest in the problems of responding to cultural diversity, but that they receive only limited support from the system. 

5. Conclusions: what is to be done?

This brief (and necessarily unsystematic) sketch of the progress of interculturalisation in three countries has revealed marked differences as well as similarities. In 2000, the situation in The Netherlands appeared to be exceptionally promising, but the drastic political changes of the past few years have led to a crisis situation. In terms of my aerodynamic model, the movement is now ‘flying on one engine’. For the time being, interculturalisation can only be promoted in terms of its effectiveness. Managers and policy makers must be persuaded that care which is not culturally sensitive is ineffective and wastes valuable resources. The interculturalisation movement will have to mobilise all the ingenuity and flexibility which it is capable of, if the achievements of twenty years are not to be jeopardised.

In my view the movement needs to emphasise, far more than it has done up to now, the importance of good health care for integration. This importance has been systematically underestimated by both politicians and migration specialists in the past. In the first place, a healthy, well functioning person is far better placed to respond to the challenges of migration than someone with mental or physical disorders or a dysfunctional family. In the second place, it should be recognised that utilising health services is in itself an important form of integration into the host society: a migrant who seeks help from these agencies is showing a degree of trust which demands to be encouraged and strengthened by reciprocal measures. However, if service providers continue to ignore the specific needs and expectations of users from outside the cultural mainstream, if they fail to meet these users halfway, the hand which is outstretched for help will be withdrawn and the marginalisation of the group in question will be increased. Arguments such as these emphasise that interculturalisation is highly compatible with the new political emphasis on social cohesion – even if multiculturalism seems, for the time being at least, a lost cause.

Another conclusion which this review suggests to me is that international cooperation is urgently necessary to strengthen the movements for interculturalisation in different countries. Both numerically and in terms of organisation, these movements are weak. Even though the precise context is different in each country, a lot can be learned from the experiences of one’s neighbours. In the uncertain political climate of Europe today, I would suggest that international cooperation will be absolutely central to the success or failure of efforts to respond to the challenge of cultural diversity. 

Finally, to improve health care for migrants and minorities it is vital to form alliances with grass-roots organisations of migrants themselves. This is not only necessary to ensure that the changes made are actually those which are desired, but also to obtain support for the changes. 
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8. Appendix: Contents of the Dutch “Action plan for intercultural mental health”

The 34 projects in the “Action Plan” for intercultural health were carried out in 2001-2004 under the supervision of the Dutch national coordinating agency for mental health services (GGZ Nederland). This section lists these projects, which were grouped into 7 categories, and gives a brief commentary on each. This information is taken from the review of the Action Plan prepared for the closing conference in October 2004 (GGZ Nederland, 2004). 

Themes within the plan

1. The content of care programmes

2. Good Practices

3. Intercultural management

4. Personnel policy and expertise

5. Clients

6. Research

7. Miscellaneous publications

1. GENERAL ASPECTS OF CARE

a. Interactive work with refugees on the development of care programmes.

A checklist describing 8 important topics for dialogue with users in different phases of the development of care programmes for refugees.

b. Companion  for the development of intercultural care programmes
A review of experiences to date and recommendations for future work.

c. Culturally sensitive work with DSM-IV

Report of a conference held in 2003 to discuss the implementation of the Cultural Formulation of Diagnosis (CFD) in Dutch mental health care.

d. Psychodiagnostics with migrants and refugees 

Report of a survey carried out among registered psychologists concerning the extent to which tests and diagnostic instruments are used with migrants and refugees, as well as the problems that arise in this connection.

e. Interculturalisation of mental health care for older migrants.

This companion is intended for professionals and managers within mental health service organisations. It offers general information, describes the experience gained in projects to date, and gives tips for managers and caregivers.

2. GOOD PRACTICES

Nine innovations in mental health care have been selected by the expertise centre MIKADO (see www.mikado-ggz.nl) and are described in a series of publications devoted to ‘good practices’.

a. The Amsterdam patient/consumer platform (APCP)

A coordinating organisation for groups representing patients and clients in mental health care which is active in promoting intercultural care policies.

b. Group therapy for traumatised refugee women

A specialised project set up by the mental health service provider Altrecht in Utrecht, based on 15 years of experience in this area. 

c. A multidisciplinary part-time treatment programme for adolescent asylum seekers and refugees

This programme involves cooperation by three different agencies in the treatment of adolescents with psychiatric problems.

d. Intercultural consultations for caregivers

A project designed to offer advice and support to professionals involved in treating problems where cultural and/or religious differences appear to play a role. 

e. The intercultural mobile team

This team of mental health workers from culturally diverse backgrounds was set up in The Hague to assist and advise family doctors in treating and referring patients from ethnic minorities with psychiatric and psychosocial problems. Consultations are offered in family doctors’ practices and health centres.

f. Accessible psycho-education for Turkish and Moroccan men and women

In this project, meetings are organised outside the mental health organisations to give information about the services available and help the target group to make use of them.

g. A mental health consultant for Cape Verdians in Rijnmond

This project describes the introduction of ‘cultural mediation’ in the form of a mental health consultant (herself Cape Verdian) who functions as an interface between the 15.000 Cape Verdians in the Rijnmond area and the local mental health service providers. The project was set up in close consultation with the Cape Verdian community.

h. Resocialisation projects for migrants.

The Bavo RNO Group (Rotterdam) offers a programme of resocialisation projects for migrant patients whose treatment has been terminated. The report describes the origins of the programme, the help offered, the participants and an evaluation of the outcomes.

i. Forging links between regular and informal care

Key figures in migrant communities (for example religious leaders) give informal care to persons in need which can form an important supplement to regular care programmes.

3. INTERCULTURAL MANAGEMENT

a. Intercultural management: an art in itself?

Two mental health organisations with a reputation for excellence in the field of multicultural care were investigated to reveal the processes which further interculturalisation and the factors determining its success or failure.

b. Monitoring interculturalisation in mental health service providers and addiction units

Research and recommendations on the successful monitoring of measures to improve the accessibility and quality of these services for migrants and minority groups.

c. Intercultural quality in mental health care: a question of clear policy and logical execution

A frame of reference for establishing norms and procedures for ‘quality control’.

d. An integral approach to multicultural care in a department for children and youth

In 1987 a separate youth team for clients from ethnic minorities was set up in the Riagg Rijnmond Noord West. Starting in 1994, this work was integrated with the mainstream services. This report describes how this transformation was successfully accomplished.

4. PERSONNEL POLICY AND EXPERTISE

a. Data bank project

In this project a data bank was set up concerning the supply and demand of qualified mental health care staff with a migrant background Lists of vacant positions and the CV’s of some 300 candidates are available online.

b. Interculturalisation in forensic psychiatry

In forensic psychiatry units little has so far been achieved in the area of interculturalisation and almost all management positions are filled by native Dutch people. This project helped three such units to formulate action plans to remedy this situation. 

c. Profiles for intercultural competence in mental health care

This project was focussed on the disciplines of psychiatry, psychology/psychotherapy and psychiatric nursing, but general guidelines applicable to all mental health disciplines were also formulated. Within each discipline a working party was set up to define the skills and attitudes regarded as most valuable in multicultural service delivery.

d. Quick scan of specialised training in interculturalisation

A questionnaire survey of service providers in addiction units, forensic psychiatry, child and adolescent units, Community Mental Health Centres and psychiatric hospitals was carried out to determine the need for specialised training. 60% of these organisations had organised specialised training in the past three years; one-third expressed a need for outside support. The general preference was for in-house training.

e. Support for caregivers dealing with rejected asylum seekers

Mental health care workers dealing with asylum seekers in desperate situations resulting from the threat of deportation may experience extreme feelings of anger, powerlessness, grief, uncertainty, and shame. Half of those contacted reported problems of exhaustion and stress. This project investigated ways to support caregivers working with this group.

f. Work experience places for migrants with a background in health and social care

Migrants with a background in caregiving professions are offered support and advice as well as the opportunity to obtain work experience in Dutch organisations.

5. CLIENTS

a. Interculturalisation of mental health care from the perspective of migrants and refugees

Key figures in migrant and refugee organisations expressed their views on the quality and accessibility of mental health care for these groups. Their comments stressed the importance for service providers of developing a closer working relationship with the groups they serve, and reflecting critically on their own values and assumptions.

b. Mental health care, religion and migrant clients

This book examines the work of Islamic healers in The Netherlands and its relation to regular health care. Initiatives to improve mental health care for Islamic clients are reviewed.

c. The suitability of the “mental health thermometer” for multicultural use

The “mental health thermometer” is an instrument which has been developed for measuring the satisfaction of clients in (adult) mental health care. This project examined the cross-cultural validity of the questionnaire. Some items needed to be formulated differently, but the content of the instrument was judged to be relevant for migrant clients. Face-to-face interviews are preferable to a written questionnaire. 

d. Refugee participation in mental health care services

In two regions of The Netherlands  consultations were held over the possibilities for involving refugee self-help organisations in the development of services.

e. Consultations on health problems of asylum seekers and refugees

Consultations for caregivers are a form of indirect mental health care. This project examined the possibilities for offering consultations to workers in the regular care system dealing with refugee and asylum seeker clients.

f. Personal care budgets for a multicultural population
‘Personal care budgets’ are a financial instrument intended to promote needs-driven care. Migrant and ethnic minority clients were found to be seldom aware of the existence of this instrument and how to make the most of it. A pilot study was carried out to tackle this problem.

6. RESEARCH

a. Survey of the extent of interculturalisation within mental health service providers and addiction units
This ‘quick scan’ was carried out at the very beginning of the action plan. Its aim was to establish what concrete steps had been realised in adapting service provision to a multicultural population. There was wide variation between the performance of different sectors. The survey has been repeated in the last year of the action plan and the results of this second survey will be published in November 2004.

b. Registration of ethnic origins in the health care system: mission impossible?
A survey was carried out of the possibilities for registering ethnic origin and the difficulties encountered. Recommendations were made for future practice.

c. Interculturalisation of mental health care in The Netherlands

This short book by one of the pioneers of interculturalisation, Prof. Frank Kortmann, describes the ideas underlying interculturalisation, the experience gained and the ‘state of the art’ in research within this area. It is based on 10 semi-structured interviews with key figures in the field. 

d. Measures to improve accessibility and reduce drop-out among minority clients in mental health care and addiction units.

A survey of measures taken to improve the accessibility of services and to reduce the proportion of clients who drop out.

7. MISCELLANEOUS PUBLICATIONS

Into this category fall 8 other relevant publications which were produced during the four years of the action plan.

8. MENTAL HEALTH CARE FOR ASYLUM SEEKERS

The above projects were carried out by GGZ Nederland, MIKADO (Knowledge Centre for Intercultural Mental Health Care), the Trimbos Institute and Pharos, as well as other organisations and individuals.

Alongside these projects of the Action Plan, important development work was carried out during the period 2000-2004 by the ‘Committee for Innovative Projects in Mental Health Care for Asylum Seekers’. This committee was set up by health insurers in collaboration with GGZ Nederland, to subsidise projects aimed at furthering the integration of asylum seekers into the regular care system. Its task was to assess proposals for innovative preventive and curative projects to be undertaken by mental health care service providers and drug addiction units. In all, 14 projects were set up with the help of this scheme.

9. SURVEY OF RESEARCH PROJECTS 2000-2004

This survey was carried out by Nina de Ruuk and David Ingleby for GGZ Nederland, to provide information for the conference in October 2004. An inventory was made of projects which overlapped with the period of the Action Plan. 201 projects were located, which were analysed in terms of the topic, target group, responsible agency and methodology. 

� A useful overview of the ‘state of the art’ in this area is given by Kortmann (2003). 


� This inquiry produced the following definition of ‘institutional racism’: the collective failure of an organisation to provide an appropriate and professional service to people because of their colour, culture or ethnic origin. It can be seen or detected in processes, attitudes and behaviour which amount to discrimination through unwitting prejudice, ignorance, thoughtlessness and racist stereotyping which disadvantage minority ethnic people.


� See � HYPERLINK "http://www.rcpsych.ac.uk/members/membership/raceEquality.htm" ��http://www.rcpsych.ac.uk/members/membership/raceEquality.htm� 
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