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1. Introduction

This chapter describes the results of a study (Watters et al., 2003) which was carried out for the European Commission (European Refugee Fund) during 2002 and 2003. The aim of the project was to promote the international exchange of good practice, experience and expertise concerning interventions aimed at the psychosocial well-being of asylum seekers and refugees. The project contained two elements. One, the ‘identification study’, was concerned with making an inventory of practices in selected countries. Alongside this, the ‘implementation study’ set out to transfer promising interventions from one country to another. 

The following considerations motivated this project. In recent years, countries in Europe have been faced with the challenge of providing adequate health and social care for growing numbers of asylum-seekers and refugees. Despite the many problems for which the latter are ‘at risk’, their access to services may be impeded by a variety of factors. In addition, the help they receive may be less than optimal. Professionals often lack the training and experience necessary to recognize and deal with the specific needs of this group, while cultural and language differences may exacerbate problems of service delivery.

In response to such problems, agencies all over the world have devoted considerable effort to developing expertise and ‘good practices’ in this area. To date, however, this has mostly been done within the borders of each country: there has been little systematic international exchange of experience. This project examined the problems of identifying good practices and facilitating their transfer between countries. We believe that the best way forward in this field, as in most others, is through an international exchange of ideas. Innovations pioneered in one country may never have been considered in another; effort may be wasted in one country on developing interventions which elsewhere have been shown to be flawed.

 Transferring good practices from one country to another involves the following steps. Firstly, successful interventions must be identified. Secondly, the differences between the context within which such ‘good practices’ were developed, and the one in which they will be applied, must be examined. Thirdly, in the light of this, the practices have to be adapted to the new context. Fourthly, information about the practices has to be disseminated; and fifthly, they must be implemented. Since it would have taken too long to carry out all these steps sequentially, we divided the process into two sub-projects. The ‘identification study’ dealt with the first two steps, while the ‘implementation study’ covered the last three. 

1.1  Background of the study

Between 1983 and 1992 there was a tenfold increase in asylum applications in Western Europe (from 70,000 to 700,000). The surge in the early 1990’s was due to the Balkans wars; over the last ten years refugees also came from Romania, Turkey, Iraq, Afghanistan, Sri Lanka, Iran, Somalia, the Congo and many other countries. After reaching a peak in 1992 the number of asylum seekers started to decline, reaching 245,000 in 1996. This decline was partly due to a lull in the Balkans conflict, but also to the adoption of increasingly stringent procedures for the admission of asylum seekers and the granting of refugee status. Since the mid-nineties, countries of the industrialized world have vied with each other in developing the most restrictive asylum policy.

The provision of effective health and social care for asylum seekers and refugees is partly motivated by principles of human rights, and partly by pragmatic considerations. The right to care is laid down in the 1951 Geneva Convention on Refugees; more recently, the European Commission adopted on 27th January 2003 a directive laying down minimum standards on the reception of asylum applicants in Member States, including standards of health care. But apart from the question of human rights, governments also have an interest in ensuring that this group is not neglected. Ignoring the problems people have usually leads to more serious problems at a later stage. For example, a refugee handicapped by psychosocial problems is likely to have difficulty getting a job and inte​grating into the host society, thereby becoming even more dependent on the state.

There are two arenas in which care may be provided: locally, within the conflict region (for example in temporary refugee camps), and in host countries within the developed world. In conflict regions, help is usually provided by internationally funded NGO’s. The present study is primarily concerned with the provision of services in host countries. Here, the established services have to deal with problems and client populations with which they are unfamiliar. Our research shows that giving refugees the formal right to care is one thing: ensuring that the care is accessible and effective is quite another.

2. Design of project and theoretical approach

2.1. Aims of the two sub-projects

The identification study

This part of the project was concerned with identifying good practices and characterizing the context in which they have been developed. We chose to study in detail two Northern European countries (the United Kingdom and The Netherlands) and two Southern European ones (Spain and Portugal). During 2002, the number of asylum applications in these countries was as follows: United Kingdom 110,700; Netherlands 18,567; Spain 5,179; and Portugal 245 (UNHCR, 2003). The low figures for Spain and (especially) Portugal may be deceptive: they conceal the fact that the category of ‘illegal aliens’ probably harbors many fleeing from danger or persecution who are unwilling or unable to enter the asylum procedure, or who have been rejected by it. 

The suitability of an intervention for transfer depends not only on its quality, but also on its appropriateness in the new context. There are important differences between countries concerning the context in which services have been developed. These include social and political attitudes to issues of asylum and immigration, structures and traditions of care, and the size and composition of the refugee population. Often interventions will need to be drastically modified to suit the conditions obtaining in another country, while some may be simply non-transferable.

Besides the four ‘country reports’ mentioned above, a fifth survey dealt with interventions developed in Australia, Canada and Guatemala. Because of the limitations of this part of the study,  its results are not described in this chapter. Interested readers are referred to the full version of the research report.

The implementation study

This part of the project was ‘action research’, aimed at gathering concrete experience of the obstacles which may be encountered when attempting to transfer interventions between countries. We chose interventions which could be regarded as relatively successful in their country of origin. To increase the chances of success, we also chose a pair of countries offering similar contexts: the UK and the Netherlands. The many resemblances between the mental health care services and professional philosophies in these two countries have been documented in Gijswijt-Hofstra and Porter (1996). New legislation introduced in Britain in 2000 meant that both countries had a policy of dispersing of asylum-seekers nationwide. They also relied mainly on existing services to provide care.

In both countries, we selected an intervention which was highly regarded by experts in the field and had been positively evaluated, but had received little consideration in the other country. We attempted to initiate the transfer of these practices and observed the difficulties which can arise in practice when attempting to transfer practices which are highly promising in theory.

· The British intervention which was considered for transfer to the Netherlands was the 'Breathing Space' project (see Watters, 2001). This is a collaboration between the Refugee Council and the Medical Foundation, financed by the Camelot Foundation, which aims to address the different needs of refugees and asylum seekers in a coordinated way.

· The Dutch intervention consisted of a package of programs for school-age children of refugees and asylum seekers, developed by the Pharos Foundation with the aim of facilitating integration and adjustment and helping to prevent psychosocial problems (see Ingleby and Watters, 2002). 

2.2. Clarification of key concepts

The notion of ‘good practice’

In the case of mental health and social care for refugees, defining ‘good practice’ is not simply a matter of quantifying the effectiveness of a particular intervention in solving problems. Evaluation in this setting is much more complex and many-dimensional than, say, assessing different techniques for replacing hip joints. In the care for refugees, questions of accessibility, good communication and trust in the help offered are crucially important factors alongside the effectiveness of a given procedure in purely clinical terms.

As Watters (2001) has described, there are conflicting and competing paradigms or schools of thought regarding the way in which refugees’ problems should be viewed and dealt with. Because we were dealing with a field which is complex and in certain respects contentious, we decided to adopt broad definitions of problems and treatments and not to impose a fictive consensus on the field when it comes to defining the ‘state of the art’. One option would have been to take the problem constructions and working methods of health service providers as a given, and simply to ask the question: “what services are available for refugees suffering from  (for example) PTSD, and how effective are they?” However, to do so would have been to align our research too closely with the frame of reference of the service providers themselves, which may be quite different from that of the users. We have therefore chosen broad definitions of problems, services, practices and criteria for ‘good practice’. Our results provide, at most, a starting-point for more intensive future studies concerned with the quality of service provision for this group.

Which problems? 

Western professionals in the fields of mental health and social care tend to see psychosocial problems as distinct from material, social or political problems on the one hand, and somatic ones on the other. Within these boundaries, the category comprises problems which range from psychiatric disorders to ‘normal reactions to abnormal situations’. Many users, on the other hand, may not share these categories or even be aware of their existence. As Suman Fernando pointed out in Chapter 11, they may not be in the habit of separating ‘internal’ problems from ‘external’ ones, or experiencing their mind and body as separate. Instead, they may view psychological, material, social, political and somatic problems as inseparable. As a result, they may not locate problems ‘in’ the individual, or regard individual treatment as an appropriate response to them. To use Arthur Kleinman’s terminology (1981), their ‘explanatory models’ may not match those of the professionals. Since the users’ perspective is important to us, so are these discrepancies. 

However, since this research was concerned with improvements to the care system, it could not afford to ignore professional notions. We therefore opted for a pragmatic approach, in which attention was paid to the perspectives of both professionals and users. 

Which services? 

We also did not want to limit the research to mental health care organizations and social work departments. Sometimes, interventions aimed at psychological well-being are carried out by professionals working outside the mental health system (e.g. school counselors). Interventions may also be carried out by non-professionals.

Prevention is also an aspect of care, and many sorts of intervention not regarded as ‘mental health and social care’ can have an impact on psychosocial problems. For example, recreational activities or language courses can improve refugees’ abilities to cope. This creates a difficult boundary problem: the range of activities which can influence a refugee’s state of psychological well-being is theoretically enormous. Does the removal of a repressive regime by military means be categorized as ‘preventive mental health work’? Most would say no - but lobbying against stressful asylum procedures, unjustified detention and humiliating treatment can indeed be viewed as part of the professional responsibility of those concerned with refugee mental health (see Chapter 1). Nevertheless, it would have made the scope of this research impossibly broad to examine everything which could be regarded as a preventive activity. We have therefore confined this concept to activities which define their own goals in such terms.
Which practices? 

What counts as a ‘practice’? The most obvious level concerns treatment (‘primary process’). However, many working in this field do not describe their own activities as ‘treatment’. Moreover, the accessibility of a service, its closeness to users’ culture and life world and the way it is organized, are also highly relevant to is effectiveness. In this study we decided to distinguish the following four major aspects of service provision:

· Organizational changes: these do not concern so much the type of help that is given, as the way service provision is organized. Relevant issues are: where are services located? How are they financed? How (if at all) are their activities coordinated? What is done to improve the standards of service on a national level? Are there agencies which consolidate and disseminate existing knowledge and develop new knowledge?

· Training and education: improving the expertise of health and social care workers is a vital foundation for ‘good practice’. 

· Treatment: this may be given within the context of regular care, or as part of a special facility.

· Preventive activities. These activities are especially important within the public health or mental hygiene perspectives described in Chapter 1.

Criteria for good practice

Assessing service provision in this area is, as we have seen, a complex matter. It is also subject to many practical and methodological pitfalls. For example, many interventions involve small numbers and a client population which is extremely difficult to trace and follow up. Ethical, organizational or financial considerations often make it virtually impossible to set up controlled clinical trials with an experimental design. Problems of sampling bias and inadequate cross-cultural validity of the instruments to be used are also endemic.

Apart from controlled clinical trials, however, there are other types of evaluation which may fare better. Process evaluation gathers information about whether an intervention does what it sets out to do and whether it reaches, and holds, the target group. The satisfaction of both caregivers and users can be assessed. However, these data are harder to interpret, for at least two reasons. One is that answers may reflect strategic considerations (e.g. not wanting to ‘let the side down’ or to appear difficult; wanting to ensure that an activity is continued). The other is that it is quite possible for a genuine feeling of satisfaction to accompany a treatment which entirely fails to improve the condition it set out to improve - and vice versa.

Another form of evaluation, plan evaluation, can be carried out even before an intervention has been put into practice. To what extent does the intervention take account of well-known pitfalls and shortcomings of the type of activity in question? Does it appear to be informed by the current ‘state of the art’? A problem with plan evaluation, however, is that different schools of thought may prioritize goals which are actually in conflict with each other. A recent example is the reorganization of youth services in the Netherlands. To improve the ‘professionalism’ of these services, systematic procedures were introduced based on the model of clinical practice. This entailed closing low-threshold, informal ‘walk-in’ centers where young people could drop in and air their problems informally and discretely, as well as many ‘outreaching’ programs. The result was a service with stricter standards and procedures, but one which was effectively inaccessible to many of its intended users. 

In this study, most of our effort went into simply making an inventory of existing practices. Where possible, we included data on process evaluation, satisfaction and effectiveness evaluation, but this was seldom available. In selecting promising innovations, we therefore paid attention to questions such as these:

· How accessible is the intervention?

· How are the needs or wishes of users reflected in the intervention?

· Have users influenced, directly or indirectly, the form of the activity?

· How much attention is paid to possible effects of cultural differences?

· Is the intervention original?
· Are attempts made to evaluate the success of the intervention?
3.    METHODS

3.1  Identification study

For each of the countries studied, an overview was made of the size and nature of the refugee and asylum-seeker population in each land, their particular needs, the services available for dealing with them, the problems arising in service delivery and the methods adopted for dealing with these problems. In order to facilitate comparisons, a more or less standardized ‘template’ was used to gather information. This template was adapted in the course of the investigation to accommodate new insights.

For most of these questions, secondary sources could be used, although occasionally the project carried out its own research (e.g. on service provisions in the UK and on problems experienced by migrants and service providers in Portugal). Much information was provided by the collaborating agencies in each land. In addition, unpublished documents were located and expert opinions obtained. 

The information gathered was placed in the context of the distinctive political, demographic and cultural features of each country. The Canterbury research team covered the UK and Spain, while the Utrecht team carried out the same task for The Netherlands and Portugal. Both teams gathered information on non-EU countries. Findings were presented for critical review to experts in each country and amended in accordance with their comments. 

At the end of the project, a conference was held in Brussels at which participants from the main countries studied exchanged views on the results and helped to formulate the conclusions of the report.

3.2 Implementation study 

Firstly, the experience gathered on the two selected practices was summarized. Both had been subject to evaluations in which strong and weak points had been identified. Next, differences in the context of service provision within different countries were analyzed which might make modification necessary. Proposals were made for modifying the practices to make them suitable for transfer.

After this, a manual summarizing the results of these steps was produced. Drafts of this manual were submitted for critical assessment and feedback to selected experts familiar with the interventions. After revision, the manuals were sent to the research team in the other country as a basis for taking the project further. 

This team then organized expert meetings with key stakeholders to discuss the best strategy for implementing it the projects On the basis of these meetings, a strategy for implementation was outlined and the researchers proceeded as far as possible with piloting and evaluating the intervention in question. 

Finally, the success of the transfer was evaluated and recommendations were made about continuation, modification or termination of the innovation.

4.    RESULTS

4.1.  Identification Study

The four main ‘country reports’ were built up as described below. The numbering of the paragraphs in the summaries of these reports corresponds to the chapters listed here. The reports on Australia, Canada and Guatemala were less detailed and highlighted particularly innovative or successful interventions.

Table 1. Structure of country reports.

Chapter 1. The context of interventions

Demographic and political aspects of immigration. Main groups of immigrants; public attitudes; immigration and asylum policy; the role of the media; procedures for admission, reception and accommodation of asylum seekers. Rights and restrictions applying to this group.

Needs and problems of asylum seekers and refugees (combining official and professional views with the perspective of the groups themselves, on the basis of published research, interviews with group members, and other informants).

Chapter 2. Mental health and social care provisions

Short sketch of the care system, with special attention to mental health services. Historical background, financing and organizational structure. Social and community care, forms of health and social care offered outside the regular framework by NGO’s (including religious bodies) and self-help organizations.

Multicultural care provisions. The ‘state of the art’ in multicultural service provisions, with special attention to mental health. What problems have arisen in service provision for migrants, and what solutions have been offered so far?

Services for asylum seekers and refugees. To what sorts of care are asylum seekers and refugees entitled? How accessible are these care provisions? What problems have arisen?

Chapter 3. Practices developed for asylum seekers and refugees

Inventory of practices. What solutions have been developed so far? What are the philosophies underlying these innovations? Practices were classified according to the categories described above (Organizational changes, training and education, treatment, preventive activities).

Chapter 4. Good practices 

Summary of strong and weak points of service provision. Case studies (detailed description of individual projects or approaches which are felt to be particularly innovative and promising). 

United Kingdom

(1)  Historically, much of the immigration to the United Kingdom has been connected with the country’s imperial past. Substantial immigration took place in the second half of the 20th century, and much of this concerned inhabitants of the former colonies (the major groups being West Indians, Pakistanis and Indians). The UK also recruited cheap labor from the rest of Europe during the economic expansion of the 1950’s and 1960’s. At the present time, Britain’s major cities house large communities of immigrants, and around 8,4% of the total population is foreign born or born in the UK to foreign-born parents.

Since 1965, a series of Race Relations Acts have been passed to control racism and discrimination. Although immigration controls are tight, government policy is overtly multicultural and stresses the contribution made by immigrants to the nation. Nevertheless, racial tensions are a constant source of concern in British politics.

Up to the end of the 1980’s, asylum applications numbered only two or three thousand annually. In 1991 this total had increased to nearly fifty thousand, mainly because of the Balkans conflict; 2001 saw a total of 71,700 applications. Thus, Britain has become one of the major European countries receiving asylum seekers. In 2001, 74% of these applications were refused. Major legislative changes governing asylum policy were passed in 1993, 1996, 1999 and 2002, reflecting the difficulties the UK had in adapting to this relatively large influx. As we also noted in the Netherlands and Spain, the end of the 1990’s ushered in a period of increasingly negative presentation of asylum seekers (and immigrants in general) in the media.

After the reception phase, asylum seekers are dispersed to areas all over the UK. This policy was introduced in 2000 to counter the large concentration of asylum seekers in the South East and London. Accommodation arrangements are varied; there are few large-scale centers, but the used of detention in prisons or prison-like facilities has become a controversial feature of British policy.

Many of the needs and problems of asylum seekers in Britain are connected with government policy and public attitudes. The dispersal policy undermines informal support networks and hampers integration. Living conditions are often experienced as stressful. Discrimination and public hostility can also exacerbate these stresses. Quite apart from this, of course, many asylum seekers also have psychological problems as a result of their pre-flight experiences, as well as the worries and uncertainties associated with living in exile.

(2)  Health care in the UK is provided by the National Health Service and is free at the point of supply. The general practitioner (GP) functions as the main ‘gatekeeper’ to the health care system. Asylum seekers are entitled to make use of the NHS, though the difference between rights and access is highlighted by the difficulty asylum seekers can experience in getting on to a GP’s list.

Mental health care services are provided by local Community Mental Health Teams (CMHT’s), which aim to offer integrated, ‘joined-up’ health care in which social and practical problems are considered in relation to mental and physical ones. 

There is little systematic, structural attention to the problems of multicultural mental health care delivery in the UK, yet there is much expertise to be found and there are many local initiatives. In the remote areas to which asylum seekers are often dispersed, however, service providers may be totally unused to dealing with clients with a different cultural background.

(3) To identify promising practices, the researchers undertook a survey of service providers, identifying 59 which were active in developing care for asylum seekers and refugees. 80% of these were in London. 26 services replied to a postal questionnaire and of these, 14 showed elements of good practice, in terms of accessibility, user involvement, multi-agency linkages, continuity of services and care, cultural sensitivity, advocacy, evaluation and research. The research identified both structural innovations and innovations in the field of therapy. Training and education for professionals working with refugees and/or migrants is not widely available, but some programs exist. Preventive activities are organized by some local authorities and by NGO’s such as the Refugee Council, which provide various support and advisory services.

(4)  The report singled out three especially promising innovations as examples of good practices.  The first was a specialized GP service for newly arrived and resident asylum seekers and refugees, located close to a major port of arrival. In London, the Bayswater Family Center provided comprehensive family support to homeless and refugee families. Both these services had a range of multi-agency linkages. Finally, a preventive project in the North of England was described, which used gardening as a means of recreation and social contact. This project had been highly rated by users.

In this context we should also mention the ‘bi-cultural team’ of the ‘Breathing Space’ project, a London-based intake and referral program described below in the results of the Implementation Study.

The Netherlands

(1)  The context of interventions in the Netherlands is in many respects similar to that in the UK. In the second half of the 20th century, the main immigrant groups consisted of people born in the former Dutch colonies and labor migrants, the largest groups being from Turkey and Morocco. Through family reunification and reproduction, the latter have come to number more than 600.000 (about 4% of the total population). Since the 1970’s, Dutch policy on admitting non-Western labor migrants has been restrictive.

The number of asylum applications to the Netherlands increased by a factor of twenty (from 2,603 to 52,570) between 1984 and 1994, and throughout the 1990’s, the Netherlands remained (in proportion to its own population) one of the major European asylum countries, along with the UK and Germany. However, recent years saw the introduction of stricter admission policies: in 2002 the figure had dropped back to 18,667.

Historically speaking, Dutch attitudes to ethnic diversity were for a long time notably liberal. This tradition goes back to the 16th and 17th century: it was reinforced by the German occupation of 1940-1945, which strengthened hostility to racism and persecution. The Dutch government formally adopted a policy of ‘multiculturalism’ at the beginning of the 1980’s.

In recent years, however – as in other European countries – a different wind has been blowing. Hostility has increased towards people of Turkish and (especially) Moroccan origin, who are accused of ‘backwardness’ and inadequate integration. The populist politician Pim Fortuyn campaigned for the 2002 elections on a platform with included a complete ban on immigration. Since his assassination in that year, his ideas have formed the core of a xenophobic revival, leading to measures against immigrants and asylum seekers which have earned the Netherlands complaints by human rights organizations.

Asylum procedures were modified continually during the last 15 years, but the underlying principle has remained unchanged that most asylum seekers are accommodated in special centers that are spread over the whole country. Processing of applications often takes several years, during which period rights to work and education are very limited. All these circumstances are reported by asylum seekers to give rise to considerable stress.

(2)  The inhabitants of The Netherlands enjoy a high standard of health and social care is also of a high standard. Health care is based on a mixed system, run partly by the state and partly by private organizations. Alongside compulsory state medical insurance, one-third of the population is insured with private companies. As in Britain, the government hopes that the operation of market forces will lead to increased efficiency and reduction of costs. Care provisions in the Netherlands are characterized by a high degree of professionalization, though some work is still carried out by voluntary organizations (in particular, the advisory services for refugees provided by Vluchtelingenwerk)

The general practitioner plays a central role in Dutch health care, since he or she provides access to other parts of the health care system and is the point of referral. The mental health care system was strongly influenced by American models of ‘community care’.

For some 25 years, a small but active group of professionals has called attention to the problems of service provision for migrants and ethnic minorities. During this period many initiatives have been sent up, mostly on a short-term, project basis. Awareness of the issues is fairly widespread, especially in the big cities (where more than half of the young adult population is often of foreign extraction). However, it was not until 2000 that the government acknowledged the need for structural measures. As a result of the drastic shift to the right in Dutch politics, active support for  ‘interculturalization’ seems now to have been withdrawn.

Health care for refugees was originally provided mainly within the accommodation centers themselves, but there has been an increasing tendency to incorporate it within the regular system. From 2000, mental health care for asylum seekers was entirely delegated to the regular service providers. Since 1993 the “Pharos Foundation for Refugees and Health”, funded by the government, has been responsible for furthering expertise in the care for this group. Refugees and asylum seekers enjoy virtually the same rights to health care as other inhabitants of the Netherlands; however, problems of access and effectiveness remain.

(2)  A large number of innovations (68) were identified in our search for ‘good practices’. This reflects the fact that refugees have received systematic attention from professionals in the Netherlands, which – until recently – was one of the major destinations for asylum seekers. Expertise centers (Pharos and Mikado) have been set up for the care of refugees and migrants. Other organizational innovations have concerned unaccompanied minors and victims of sexual violence. Alongside this, networks or consultation schemes have been set up to improve and coordinate refugee health care.

There are also a fair number of training and education programs, many of them organized by Pharos. Concerning treatment, seven specialized clinics, centers or programs for refugees were identified: twelve other initiatives concerned specialized forms of treatment. An particularly large number of practices (27) concerned prevention, most being carried out by agencies or groups outside the regular health care system.

Our report concluded that in the Netherlands, “the challenge of providing care to asylum seekers and refugees has stimulated a great deal of innovative activity at all levels - from government departments and service providers to voluntary organizations”. Among the organizational innovations, we singled out expertise centers and attempts to improve holistic care by linking care givers. The expertise center Pharos had exerted a positive influence on standards of care in the Netherlands, as well as performing ‘group advocacy’ functions. 

Lacking systematic evaluation studies, it was difficult to single out ‘good practices’ in the other categories. In the field of treatment, we focused on two methods which attempted to combine attention for physical, mental and social problems (‘holistic care’). In the category ‘prevention’, we highlighted a program of creative and recreational activities for children in asylum centers. 

Spain

(1) Traditionally, emigration from Spain has far outstripped immigration: even today, some two million Spaniards live abroad.  Between 1850 and 1970 many Spanish migrants went to work in the growth economies of Northern Europe and Latin America. Immigration into Spain started to grow in the 1960’s but remained at a low level until the 1980’s and 1990’s, when the economy expanded greatly. It increased from 198,042 in 1981 to 1,109,060 in 2001. In that year, immigrants made up 2.74% of the total population; the largest group (30%) came from the European Union, followed by Morocco and other African countries (27%), Latin America (26%), Asia (8%), and other European countries (7%). 

Estimates of the number of undocumented migrants in Spain vary between 200,000 and 300,000, amounting to 18% - 27% of the total of registered foreigners. This is one of the highest figures in Europe. Spain has one of the lowest birth-rates in the world, with a virtually static population, and immigrants help to offset the economic effects of this situation. 

Since the establishment of Spain’s parliamentary monarchy in 1978, Spanish governments have implemented various policies to regulate immigration and further immigration. Several amnesties have been offered to undocumented migrants. Legislation introduced in 2000, however, had the effect of criminalizing and (further) marginalizing this group. As in Portugal (see below), attitudes to immigrants among the Spanish public are relatively tolerant. However, in the last few years they have become more negative and immigration has become a controversial political issue.

As far as asylum seekers are concerned, the rate of applications is very low (9,490 in 2001) the rate of rejections high (around 90%). While the application is being processed, asylum seekers are accommodated in centers run by the government or NGO’s. The experiences of professionals working with asylum seekers and refugees suggests high levels of stress resulting from the flight itself and the living conditions on arrival. This applies even more to undocumented immigrants.

(2) Before the transition to democracy in 1978, Spain provided an example of the ‘Southern European’ welfare model, with the Catholic church providing many health, education and welfare services and a strong emphasis on family as care provider. Since the transition, however, care provisions have come increasingly to resemble those in the rest of Europe.

The Spanish health care system has been set up as an integrated National Health Service, which is publicly financed and provides nearly universal health care free of charge at the point of use. Service provisions are mostly publicly owned and managed, while governance of the system has recently been decentralized to all the regions. The general practitioner functions as gatekeeper to the rest of the health system. Social services are managed partly by the Ministry of Labor and Social Affairs, and partly by the Autonomous Communities who plan and regulate local services, co-ordinate resources and oversee their assessment and control. As yet, there is relatively little interest among professionals in issues concerning multicultural service provision, but some research has been undertaken on this topic.

Since 2000, foreigners living in Spain have the right to health care and social services, even if their situation is irregular. However, they have to undergo a registration procedure and obtain a special card in order to actually use the services. Fear, ignorance and administrative obstacles prevent some from obtaining this document.

(3)  Asylum seekers and refugees form a very small part of the population and it is likely that many victims of political violence enter the country illegally. Asylum seekers are fully entitled to health and social care, and alongside the regular care system there are some specialized services provided by NGO’s (religious or lay). Some of these services also offer help to irregular immigrants. These services tend to be concentrated in Madrid and Barcelona.

(4)  The research carried out for the present study located several organizations offering (mental) health care to asylum seekers, refugees and migrants (including irregulars). A pioneer center in SAPPIR in Barcelona, which deals with many new arrivals. In the same city, SATMI is a privately financed body offered support to professionals working with these groups. EXIL is a program of medico-psycho-social rehabilitation for immigrant victims of human rights violations and torture. In Madrid, similar organizations were not found, but some initiatives are working in that direction, such as CASI (Social Care Centers for Immigrants). The Red Cross has established psychological assistance services for asylum seekers and refugees in March 2000, in different cities such as Madrid, Barcelona, Córdoba and Valencia.

Concerning professional education, although the attention to migrant problems in the regular courses is extremely scant, we located a fair number of initiatives in different sectors attempting to remedy this situation. Interest in these issues seems to be rapidly expanding. 

Treatment methods used in the special centers mentioned above are very diverse. Preventive activities are organized by many NGO’s working with migrants; they include legal advice, assistance in finding work, language and computer courses, and social or recreational activities.

Portugal

(1)  In many respects the context of interventions in Portugal resembles that in Spain. Traditionally, Portugal has been a country of emigration, not immigration: in the 20th century, the main destinations were North America, Northern Europe and Brazil. As a nation, therefore, the Portuguese are very familiar with the phenomena of migration and ethnic diversity. Like all European colonial powers, Portugal experienced a wave of immigration after the transition of its colonies to independence. This took place abruptly and chaotically in 1975, following the revolution in 1974 which ousted the dictator Salazar. Post-colonial migrants came from the PALOP (Portuguese speaking African) countries: Angola, Cape Verde, Guinea-Bissau, Mozambique, Saint Tome and Prince.

Towards the end of the 1990’s, as in Spain, labor migrants begin to enter Portugal in larger numbers, mostly from Eastern European countries (especially the Ukraine). The work available was mainly in the construction and service industries. Immigration control is less strict than in Northern European countries, and amnesties have been offered to irregular immigrants in 1992, 1996 and 2001. The government has taken measures to combat discrimination and facilitate access to education and the labor market. As in Spain, however, the last few years have seen a tightening of immigration policy.

Concerning asylum seekers, Portugal operates an exceptionally restrictive policy, rejecting around 97% of applications. Only a few hundred asylum seekers are admitted annually. However, these figures conceal the fact that many victims of political violence probably enter the country as irregulars. Many probably also come from PALOP countries and fall in the category of ‘post-colonial’ migrants. Our research included interviews with asylum seekers and refugees in Portugal concerning their difficulties. Many reported problems of access to services, caused by bureaucratic obstacles and language difficulties.

(2)  Like Spain, Portugal was formerly an example of the ‘Southern European’ welfare model, but since the 1974 revolution care provisions have followed the model of other European countries. Health care is covered by three overlapping systems: the National Health System (SNS), special insurance schemes for certain professions, and voluntary private health insurance schemes. Although the general practitioner is supposed to act as the gatekeeper to secondary care, in practice many people report directly to the emergency department in hospitals. 

All aliens legally residing in Portugal have the same rights as nationals to use the National Health System. However, multicultural health care is not yet officially recognized as an issue, though there are sporadic signs of interest among professionals. We conducted an interview survey among service providers, which revealed that professionals often go to considerable efforts to find ad hoc solutions to the problems of helping immigrants, at the same time adhering strongly to the principle that all users should have access to the same kind of care.

(3)  As we have seen, the category of asylum seekers and refugees is numerically very small in Portugal and hardly any special services of any kind exist for this group. These that do exist are mostly organized by the Portuguese Refugee Council (CPR). However, the emphasis in the activities of both the CPR and the Portuguese Government lies on matters more directly concerned with practical problems and integration (housing, training and employment). In these areas, we noted a relatively large number of interventions. Concerning health and social care for refugees, the one innovation which we managed to locate is described in the following section.

(4)  This study found hardly any initiatives directed at improving mental health and social care provisions for refugees and asylum seekers. This has partly to do with the small numbers in these categories, but it also reflects the lack of attention to issues of cultural diversity in service provision generally. 

The only initiative which might qualify for the category of ‘good practices’ is CAVITOP, the Portuguese Support Center for Victims of Torture in Portugal. CAVITOP is an NGO which forms part of the Coalition of Latin-European Centers for Victims of Torture (Latin-European CCVT). It was implemented in 2002 with the main goal of supporting and rehabilitating victims of torture, violence and cruel or inhumane treatment at a national level. However, the organization was not specifically set up for refugees. 

Users are provided with a range of services (medical, psychiatric, psychological, social and juridical). In general, the first contact is made with a psychiatrist. After evaluation, the person is either assisted by CAVITOP, or referred to other NGO’s or professionals. Since the organization was being set up at the time the present research was being carried out, we were unable to carry out any kind of appraisal of its activities. 

4.2 Results of the Implementation Study

Transfer of ‘Breathing Space’ project from the UK to the Netherlands

The most suitable component of the Breathing Space project for transfer to the Netherlands was judged to be the ‘Bi-Cultural Team’: a low-threshold, culturally sensitive, ‘one-stop’ service for referring those in need to the appropriate mental health or social care agencies. After the Kent team had produced a manual describing the British project, a strategy for implementation in the Netherlands was worked out in a series of meetings by a team of experts drawn from Pharos and mental health service providers. 

One important problem concerned the target group. The Breathing Space project was developed against the background of a large and fairly static concentration of asylum seekers and refugees in London. In the Netherlands, on the other hand, asylum applications, investigations and accommodation are located in different places, spread all over the country. The majority of asylum seekers are accommodated in centers and moved around the country at the behest of the government. However, in the Randstad (Rotterdam, The Hague, Amsterdam and Utrecht) some 10,000 – 20,000 asylum seekers live outside the centers, and for this group a service like the ‘Bi-Cultural Team’ would definitely be useful. The service would also be helpful for refugees with a residence permit who experience difficulties in accessing regular care provisions. At the same time, the project could also create opportunities for refugees to obtain work in the care sector, something which is otherwise extremely difficult to realize. 

The scheme would in principle have to be paid for from the regular sources of health care financing. However, there were doubts as to whether it would be seen as an eligible form of service provision. A more suitable source of finance might be the public health budgets of local authority health services.  

A special fund was located which could finance a small-scale pilot version of the project, but applications to this fund could only be made by mental health service providers. Unfortunately, none were interested in doing this. Because of strict new rules, numbers of asylum seekers were shrinking rapidly; they were expected to be halved within a year. Many facilities would be closed and the new policy was to keep all asylum seekers in accommodation centers. At the same time, service providers were being affected by a serious financial squeeze.

To sum up, the project was overtaken by rapid changes in the context for intervention – in particular, the sharp decline expected in the target group. Despite the disappointing outcome, valuable lessons were gained in this project about the complex considerations involved in transferring even the most promising interventions from one country to another.

Transfer of the Pharos school programs from the Netherlands to the UK

The Dutch research team prepared a manual on the schools program. Six different programs were described, three for refugee children in primary schools and three for those in secondary schools. Some programs could also be used for ‘newcomers’ in general.

After receiving this manual, the UK researchers met with representatives of schools in Britain which had indicated that they might be interested in implementation, in order to discuss a strategy for implementation. The most obvious problem concerned the differences between the British education system, in which refugees and children seeking asylum attend regular schools, and the Dutch system, in which they attend special schools. A second problem concerned financing: staff have to be trained and some programs even require two teachers for each session. Thirdly, there was no agency in Britain comparable to Pharos which might provide organizational support. In spite of all these practical problems, responses to the content and philosophy of the Pharos programs were extremely positive.

It was decided to proceed towards implementation at `grassroots’ level, involving initially one or two schools and education authorities, and then move towards wider implementation. The team felt was that the primary-school programs would be the easiest to implement. Finally, the need was recognized to involve refugees themselves in the running of the programs.

These problems were further discussed by the British team of experts and a joint meeting with Dutch experts was held in Brussels, at which participants from education authorities in Gloucester, Manchester and Kent agreed to take the program further in their localities. An e-mail discussion group was also set up. Subsequently, a delegation from Manchester visited the Netherlands to view the programs at first hand, and a Dutch team 

The process of implementing the Pharos programs in the UK has made a very promising start. Following the meeting in Brussels, a delegation from Manchester visited the Netherlands to view the programs first hand and have been impressed with the results. This was followed up in 2004 by a visit of Dutch experts to Manchester, where plans to implement some of the Pharos programs are in an advanced stage. 

5.  DISCUSSION AND CONCLUSIONS

In this section we reflect on the lessons that have been learned from the study, as well as its implications for the development and transfer of good practices in the mental health and social care of refugees in Europe. One point should be emphasized at the outset: European policies concerning asylum and immigration are currently in a state of considerable turmoil. Realities ‘on the ground’ are continually changing and research may rapidly be overtaken by events.

5.2. Problems and opportunities presented by the study

This project was the first attempt to undertake a systematic comparative study of the mental health and social care of refugees in Europe. It called attention to a general lack of specific data on the mental health and social care of refugees, both at national level and at the level of individual service providers. 

In each country, specialist NGO’s and Refugee Councils played a vital role in terms of service provision for this group. However, the majority of refugees had to rely on ‘mainstream’ services for meeting their needs, and for this majority we can say that care provisions for refugees and asylum seekers are only as good as those for migrants in general. Our research indicated that in all countries, there was a shortage of education, training, monitoring and research relating to the specific needs of migrants in general, and refugees in particular. In the United Kingdom and the Netherlands, more attention had been paid to these issues than in Spain and Portugal. However, even in the former countries, problems concerning the accessibility and quality of services for migrants remain a source of concern.

5.3.  The challenges faced by EU countries

Refugees and undocumented migrants

At the present time, many EU countries are reporting a dramatic decrease in asylum applications. This is seen as a consequence of tougher border controls, more rigorous screening of applications, swifter deportation and further restrictions in welfare support. However, as a consequence of these measures it is likely that people will continue to enter EU countries but be less inclined to seek asylum when they arrive, thus swelling the numbers of undocumented migrants. It is important therefore to examine the lessons from the Southern European countries in the provision of health and social care to undocumented or ‘irregular’ migrants. 

Avenues of Access

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

· The UK operated largely a dispersal system in which asylum seekers were given social support on condition that they agreed to be dispersed to areas outside of the south east of England. Areas of dispersal were often ill prepared to receive asylum seekers and the early stages of dispersal were often fraught with problems. However, in some areas gradually innovative approaches to service delivery emerged, typically in a `bottom up’ fashion. 

· In the Netherlands, most asylum seekers were more closely controlled within Accommodation Centers, where specialized medical teams provided intake and referral to regular mental health and social care services. The approach here is more uniform and systematic than in the UK, but is also, arguably, less innovative and dynamic. Since the mid-nineties, the Dutch government has actively discouraged the setting up of categorical facilities for refugees and asylum seekers, on the grounds that adequate services must be provided in the regular care system.

· In Spain and Portugal the situation is again different. A significant majority of migrants enter the country clandestinely and consequently are not entitled to immediate access to health, mental health or social care. Undocumented migrants only have access to the emergency services of public hospitals. Both users and service providers may be extremely badly informed about each other.

Barriers to access 

The right to care is one thing; good access to care may be quite another. Usually, access to services is via professional gatekeepers. Barriers may arise from the gatekeepers’ lack of knowledge and cultural competence in dealing with refugee clients. This may be compounded by the refugees’ own lack of knowledge of the health care system. ‘Brokers’, ‘advocates’ or ‘mediators’ thus have an important role to play in ensuring good access and appropriate referral.

5.4.  Recommendations for the Development of Minimum Standards

Our findings led us to conclude that, in broad terms, good practice in the mental health and social care services for refugees includes the following components: cultural sensitivity, an integrated approach, political awareness and accessibility. Those services that have been identified as offering good practice have combined, to a greater or lesser degree, these four components. In the main report (Waters and Ingleby, 2003), we have elaborated this argument further.

A landmark European Council Directive dated 27 January 2003 has laid down minimum standards for the reception of asylum seekers. As a complement to these guidelines, we would suggest the following guidelines for the provision of mental health and social care services to asylum seekers and refugees:

· An assessment of mental health needs is undertaken at an early stage of the asylum seekers application;

· The assessment is sensitive to the particular culture and language of asylum seekers and includes interpreters and translated materials where required;

· Advocacy services are available to help meet the range of mental health and social care needs asylum seekers and refugees may have;

· Key service providers, including those acting as gatekeepers, receive training modules to develop their skills and awareness in dealing appropriately with this client group;

· Asylum seekers and refugees are consulted about the sort of services they would find helpful; 

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

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