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1. Aims, background and structure of the project

a. Aims

The general aim of this project is to promote the international exchange of good practice, experience and expertise concerning interventions aimed at the psychosocial well-being of asylum seekers and refugees. 

In recent years, EU Member States have been faced with the challenge of providing adequate (mental) health and social care for growing numbers of asylum-seekers and refugees. This group is particularly at risk for health and social problems. However, their access to services may be limited by a variety of factors, and the help offered by the services may be less than optimal. Professionals may feel themselves ill-equipped: their training and experience is unlikely to have prepared them to recognise the specific needs of this group and to offer effective solutions. Cultural and language differences may exacerbate problems of service delivery.

Confronted with these problems, agencies in many countries have devoted considerable effort to developing expertise in this area and devising interventions aimed at overcoming the problems mentioned above. To date, however, the development of interventions to help refugees and asylum seekers has mostly taken place within the borders of each country. There has been little systematic exchange of experience and good practice between different countries. This project examines the question of how ‘good practices’ can be identified and how they can be transferred between countries. It starts from the assumption that the best way forward is by sharing ideas developed in different countries. Innovations pioneered in one country may never have been considered in another; effort may be wasted in one country on developing interventions which in another country have been shown to be flawed.

The following steps are involved in transferring ‘good practices’ from one country to another.

· Identification of successful interventions

· Analysis of relevant differences between the context within which the interventions were developed and the context in which they will be applied

· Adaptation of the interventions to the new context

· Disseminating information and promoting interest among likely users

· Implementing the interventions

In order to meet the requirements of ERF funding, the project has to be limited to one year. Clearly, it is impossible to carry out all these steps in sequence within this space of time. We have therefore split the above trajectory into two sub-projects, referred to as the identification study and the implementation study. The first is concerned with gathering data on the interventions that have been developed in different countries; the second examines the practical problems of transferring interventions from one country to another.

b. Background

Since 1945, the number of armed conflicts in the world has increased relentlessly. It reached a peak of 56 in 1992, dipped slightly thereafter, but has started to climb again since 1995 (Gleditsch et al., 2001)
. Most of these conflicts are internal ones, causing great disruption to the lives of civilians. This is the main reason why there are currently (according to UNHCR estimates) around 45,000,000 people who have been forced to leave their homes in search of shelter.

Somewhat more than half of those uprooted remain within their country’s borders. According to UNHCR estimates there are at present as many as 25,000,000 of these ‘internally displaced persons’. Of the nearly 20,000,000 refugees who leave their country, most stay within the region, often in neighbouring countries. The major refugee burden is shouldered by non-Western countries (Middle East 46%, Africa 20% and Southern & Central Asia 18%). Relatively few of those seeking shelter are to be found in European countries (6,5%), while the combined total for the USA, Canada, Australia and New Zealand is lower still (3,9%)
. Those fleeing to the West are, almost by definition, a select and atypical group, able to plan, pay for and undertake a hazardous and uncertain enterprise. Nevertheless, in recent decades the proportion of refugees reaching Western countries has increased considerably, partly because of the steady improvement in transport facilities.

Asylum applications in Western Europe increased from 70,000 in 1983 to 700,000 in the peak year 1992. This particular surge was due to the Balkans wars; over the last ten years refugees also came (in order of numbers) from Romania, Turkey, Iraq, Afghanistan, Sri Lanka, Iran, Somalia, the Congo and many other countries. After the 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.

During the last few years, there has been a tendency for countries of the industrialised world to vie with each other in developing the most restrictive asylum policy. This, however, seems to influence mainly the choice of which country to go to, rather than the decision to flee to the West in the first place. For example, between January and September 2002 asylum applications decreased in Denmark (-54%), The Netherlands (-38%), Belgium (-26%), and Spain (-26%), but increased in Finland (93%), Sweden (51%), Norway (31%) and the UK (20%)
. However, the total number of asylum applications in EU countries (335,000) remained stable. This demonstrates that relieving the pressure on one country mainly has the effect of passing it on to another, like a waterbed.

The provision of effective health and social care for asylum seekers and refugees is partly dictated by principles of human rights, and partly by pragmatic considerations. The right to care is laid down in the Refugee Convention of 1951, but 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 integrating into the host society, thereby becoming even more dependent on the state.


The provision of this care is a new challenge for many services and institutions. There are two arenas in which care may be provided: locally, within the conflict region (for example in temporary refugee camps), and in the host countries of the developed world. Help ‘in the field’ is mostly provided by internationally funded NGO’s. Although local services may be disrupted during armed conflict, they have the task of dealing with the problems of returned refugees and social reconstruction after the conflict ends. The present study is primarily concerned with the provision of services in host countries: in this case, services have to deal with problems and groups of clients with which they are unfamiliar. Giving refugees the formal right to care is one thing – but ensuring the care is accessible and effective is another. As we are dealing with a field which is still in its infancy, the exchange of experience and insights into good practice should have a high priority.

A note on terminology

In everyday usage, a refugee is “one who flees to a foreign country or power to escape danger or persecution” (Webster’s Ninth Collegiate Dictionary). Although the UNHCR statistics are based on this definition, many agencies reserve the term ‘refugee’ for those whose application for asylum under the terms of the Refugee Convention has been accepted. This is to distinguish them from ‘asylum seekers’, who still have to prove their right to asylum, and ‘illegal aliens’, who may be fleeing from danger or persecution, but have not entered the official asylum procedure or have been rejected by it. For convenience, we will generally use the term the term “refugee” to refer to asylum seekers, acknowledged refugees and refugees living in illegality. However, when the context requires, we will distinguish between these groups.

c. Sub-projects

i. The identification study

This study is concerned with identifying good practices and characterising the context in which they have been developed. We have chosen to study in detail two Northern European countries (the United Kingdom and The Netherlands) and two Southern European ones (Spain and Portugal). The number of asylum applications in these countries during 2002 was as follows (UNHCR, 2003). The right-hand column shows the ratio of the total population to this number, in other words how many inhabitants there are for each asylum seeker.

	
	Asylum

Applications
	Ratio of

Population

	United Kingdom
	110,700
	540

	Netherlands
	18,567
	865

	Spain

	5,179
	7,738

	Portugal
	245
	41,160


Table 1. Asylum statistics for the four European countries in the Identification Study

The total for the Netherlands was much lower in 2002 than in previous years (less than half of the 43,895 asylum seekers in 2000), because of the introduction of stringent new procedures for excluding new arrivals from the asylum procedure. 

As mentioned above, the category of ‘illegal aliens’ probably harbours many fleeing from danger or persecution who are unwilling or unable to enter the asylum procedure, or who have been rejected by it. This applies to all the above countries, but in particular to Spain and Portugal, where many refugees are thought to by-pass the step of applying for asylum. The low numbers of asylum seekers in these countries may therefore be misleading.

As well as surveying the care provisions for refugees in each country, our study describes in detail the context in which these services have been developed. There are important differences between countries in this respect. 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. The suitability of an intervention for transfer depends not only on its quality, but also on its appropriateness in the context of another country. Often interventions will need to be drastically modified to suit the conditions obtaining in another country, while some may be simply non-transferable.

Besides these four ‘country reports’, a fifth survey deals with interventions developed in other European countries and in the rest of the world. Because of the limitations of the current project, this survey will necessarily be very limited and will focus on promising and original interventions from other countries.

ii. The Implementation study

This part of the project set out to gain concrete experience of the obstacles which may be encountered when attempting to transfer interventions between countries. For these purposes, we chose interventions which can be regarded as relatively successful in their country of origin. We also decided to transfer interventions between two countries offering similar contexts: the UK and The Netherlands. The 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 which came into effect in 2000 means that both countries now practise dispersal of asylum-seekers and rely mainly on existing services to provide care.

In both countries we have selected (on the basis of consultations with experts in the field) an intervention which is highly regarded and has been positively evaluated, but has 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 to be considered for transfer to the Netherlands is the 'Breathing Space' project. 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 co-ordinated way.

The Dutch intervention consists of a package of programmes 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.

2. The notion of ‘good practice’ in the current setting

In the case of mental health and social care for refugees, defining ‘good practice’ is not simply a matter of evaluating the efficacy of a particular intervention in solving problems. Evaluation in this setting is much more complex and many-dimensional than, say, assessing different procedures 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, in purely clinical terms, of a given procedure.

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 are dealing with a field which is complex and in certain respects contentious, we have decided to adopt broad definitions of problems and treatments and not to impose a fictitious consensus on the field when it comes to defining the ‘state of the art’. We could have taken as our starting-point the problem constructions and organisational structures of health service providers and simply asked the question “what services are available for refugees suffering from  (for example) PTSD, and how adequate 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.

Of course, the hope of some protagonists of ‘evidence based’ treatment was to create a single, uniform standard for ‘good practice’ which would make arguments between different schools of thought redundant, the only question being: “does it work?”. This might be a feasible goal for conditions defined in ‘disease’ terms, where success can be measured fairly objectively. When dealing with illness, however, interventions have effects on several different levels, so that the question of priorities arises. How important, for example, is the removal of symptoms compared with the improvement of ‘quality of life’? How important are considerations such as ‘empowerment’ or ‘stigmatisation’? The answer to these questions will influence our assessment of whether a given procedure does or does not “work”.

a. Which problems?

To which problems are we looking for effective remedies?  One option, again, is to define problems and needs in the terms in which they are constructed by professionals. Thus, workers in mental health and social care distinguish ‘psychosocial problems’ from material, social or political problems on the one hand, and somatic ones on the other. Within these boundaries, the category still comprises a wide range of problems, ranging from psychiatric disorders to “normal reactions to abnormal situations”.

However, many users may not agree with the assumptions underlying the category of ‘psychosocial problems’, or even be familiar with it. 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 stubbornly insist that psychological, material, social, political and somatic problems are inseparable. They may not locate problems ‘in’ the individual, or regard individual treatment as an appropriate response to them. To use Arthur Kleinman’s terminology, 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 is concerned with improvements to the care system, it must take in to account professional notions as well. We have chosen for a pragmatic approach, in which attention is paid to the ‘explanatory models’ used by both professionals and users. 

b Which services?
Although the aims of the project are defined in terms of ‘mental health and social care’, we do not regard the only relevant service providers as mental health care organisations 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 counsellors). Interventions may also be carried out by non-professionals.


Since prevention is also a relevant activity, it is possible for many sorts of intervention not regarded as ‘psychological’ ones to have an impact on psychosocial problems. For example, recreational activities or language courses can have a valuable effect in improving refugee’s abilities to cope. This makes it sometimes difficult to know where to draw the line: the range of activities which can influence a refugee’s state of psychological well-being is theoretically enormous. Is the removal of a repressive regime by military means a form of ‘preventive mental health work’? Most would say no - but lobbying against stressful asylum procedures, unjustified detention and humiliating treatment does indeed, according to many, fall under the professional responsibility of those trying further refugee mental health.


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.

c. Which practices?

What counts as a ‘practice’? The most obvious level concerns ‘primary process’ – the actual treatment process. However, as we have seen, ‘treatment’ is not the term which many workers in this field use to define their own activities. Moreover, the accessibility of a service, its closeness to users’ culture and life world and the way it is organised, are also relevant to effectiveness. In this study we are concerned with the following four major kinds of ‘practice’:

1. Organisational changes

These do not concern so much the type of help that is given, as the way service provision is organised. For example, where are services located? How are they financed? How are their activities coordinated? What is done to improve the standards of service on a national level? Do organisations exist to consolidate and disseminate existing knowledge and to develop new knowledge?

.

2. Training and education 

‘Good practices’ may also consist in improving the expertise of health and social care workers. Training may be given as part of existing courses or separately. The duration of such activities may range from a single lecture or workshop to a two-year degree course.

3. Treatment 
This refers to the ‘primary process’ activities referred to above, i.e. interventions designed to ameliorate existing problems. They may be undertaken within the context of regular care, or as part of a special facility.

4. Preventive activities
These activities (see discussion above) are especially important within a social medicine or mental health perspective.

d. Criteria for good practice

As already mentioned, assessing the quality of service provision in this area is a complex matter. Even if we reduce the issue to a simple question about the clinical effectiveness of a given treatment, there are many practical and methodological pitfalls involved. For example, many of the interventions studied involve small numbers and subjects who are difficult to follow up. Ethical, organisational or financial considerations often make it very difficult to set up controlled clinical trials with a sound experimental design. In addition, there are problems of access to the target group, resulting in biased sampling, and the cross-cultural validity of the instruments to be used. Although a ‘before-and-after’ design has the advantage that subjects form their own controls, thereby (hopefully) cancelling out whatever cultural bias there may be in the questions asked, it is another matter to be sure that these questions are properly understood, meaningful, and answered in a reliable way.


Other types of evaluation, however, may be more practicable. For example, process evaluation, in which information is gathered about the success with which a plan has been put into practice (whether it 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, but these data are harder to interpret, for at least two reasons. One is that answers may reflect strategic considerations (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, more a priori 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 recent insights in the field in question - is it a ‘state-of-the-art’ intervention? As we saw above, however, there is no consensual definition of what the ‘state of the art is’, and it is impossible to impose a single standard on all the interventions studied.

Moreover, different ‘schools of thought’ may prioritise goals, which are actually in conflict with each other. A recent example is given by the reorganisation of youth services in The Netherlands. To improve the ‘professionalism’ of the services, systematic procedures were introduced based on the model of clinical practice. This entailed closing low-threshold, informal ‘walk-in’ centres where young people could drop in and air their problems discretely, as well as many ‘outreaching’ programmes. The result was a service with stricter standards and procedures, but one, which was effectively inaccessible to many of its intended users. By some standards, a ‘good practice’; by others, a totally inadequate one.


In this study, most of our effort has gone into inventorising practices. Where possible, we have included data on evaluation, but very little such information could be found. In our own selection of promising innovations, we have paid attention to questions such as these:

· How accessible is the intervention?

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

· To what extent have users influenced, directly or indirectly, the form of the activity?

· How much attention, and what kind, is paid to possible effects of cultural differences?

· Is the intervention original?

· Are attempts made to evaluate the success of the intervention?

4. Research strategy and outline of reports

a. Research strategy

i. 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 so far for dealing with these problems. This information was placed in the context of the distinctive political, demographic and cultural features of each country. Information was provided by the collaborating agencies in each land, as well as existing publications and other oral sources.

The Canterbury team covered the UK & Spain, while the Utrecht research team carried out the same task for The Netherlands and Portugal. Both teams gathered information on non-EU countries. In order to facilitate comparisons, information was be gathered in a standardised way (see section b ii below). The findings were presented for critical review to experts in each of the four countries and amended in accordance with their comments.

ii. Implementation study

Based on 2 selected practices. Steps.

a) Evaluate the experience to date with the two selected practices. This evaluation was based on existing reports, supplemented where necessary by interviews with professionals and clients who have been involved.

b) Identify the differences in the parameters of service provision and national context between the two countries which may make modification necessary (differences in refugee populations, financing of services, structure of service provision, treatment philosophy etc.)

c) Make proposals regarding the modifications which may be necessary to make practices transferable.

d) Produce a Manual summarising the results of steps a-c. This manual was submitted in draft form to selected experts familiar with the interventions for critical assessment and feedback. After revision it was handed over to the research team in the other country as a basis for taking the project further. 

e) Expert Meetings were held with key stakeholders in the country to which the intervention was to be transferred, to discuss the best strategy for implementing it. The research team in that country then developed a strategy for implementation and proceeded as far as possible with piloting and evaluating the intervention in question.

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

b. How this report is built up

i. General overview of the report

Part A. Introduction

Part B. Identification Study

1. UK

2. NL

3. Spain

4. Portugal

5. Rest of the World

6. Conclusions

Part C. Implementation Study

1. UK

2. NL

Part D. General conclusions from the study; continuation, dissemination.

ii. Results of the Identification Study

Surveys on the UK, The Netherlands, Spain and Portugal 

These four surveys have the following standard structure:

 Chapter 1. The context of interventions

    A  Demographic

1. Immigration and emigration in historical context 

2. Post-WWII migration: the main groups of immigrants. 

    B     Political

1. Immigration policy since 1945. The politics of immigration: public attitudes, including representation in the media. 

2. Development of asylum policy. Representation of asylum seekers in the media.

3. Current admission procedures

4. Current reception and accommodation arrangements

5. Rights and restrictions applying to asylum seekers (e.g. work, education)

    C   Needs and problems of asylum-seekers and refugees
Particular sources of stress. Data (insofar as they exist) on needs for (psycho-social) care. This section combines official and professional views (e.g. epidemiological studies) with the perspective of the groups themselves, using published research, interviews with group members, and other informants. 

Chapter 2. Mental health and social care provisions

    A
Short sketch of the care system 

1. The health care system, with special attention to mental health services. Historical background, financing and organisational structure.

2. Social and community care, focussing on the aspects particularly relevant to mental health (esp. social work).

3. Health and social care outside the regular framework: NGO’s (including religious bodies), self-help organisations.

    B     Multicultural care provisions
To what extent have efforts been made to improve care for members of ethnic minorities in general? 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?

    C    Services for asylum seekers and refugees 
1.   To what sorts of care are asylum seekers and refugees entitled?

2.   How accessible are these care provisions?

3.   What problems have arisen in service provision for asylum seekers and refugees?

Chapter 3. Practices developed for asylum seekers and refugees

This chapter follows on from the last one and contains an inventory of the practices that have been developed for these groups. What solutions have been developed so far? What are the philosophies underlying these innovations?

The approaches developed will be categorised under the following headings:

1. Organisational changes introduced to improve service provision for asylum seekers and refugees.

2. Training and education 

3. Treatment 
4. Preventive activities
Chapter 4. Good practices 

    A    Summary of strong and weak points of service provision

    B    Case studies

Individual projects or approaches which are felt to be particularly innovative and promising will be singled out for more detailed attention here

World-wide Survey

This survey is necessarily more selective and summary in nature. In it, the researchers (in collaboration with the international bodies mentioned on p. 5) have identified a number of key initiatives that have been developed for asylum seekers and refugees in non-European countries. These were selected on the basis of the quality and availability of research and evaluation evidence. These interventions have been placed in the broader social and political contexts in which they have developed. This involves, for example, considering the projects in the context of the particular laws and policies on asylum and immigration and the extent to which they are established primarily for refugees or asylum seekers or for migrants in general. 

iii. Results of the Implementation Study

The results of the implementation study have been written up in the form of an account of the steps undertaken and the progress reached in each country.
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� There are of course different ways of counting armed conflicts, but all observers agree on the underlying trend.





�  All percentages taken from World Refugee Survey, 2002 (Washington, D.C.: U.S. Committee for Refugees). This survey relates to “refugees in need of protection” defined as “asylum seekers awaiting a refugee status determination” plus “refugees who are unwilling or unable to return to their home countries because they fear persecution or armed conflict there and who lack a durable solution” (op. cit., p. 3).





� Figures taken from Trends in asylum applications, January-October 2002: Europe, North America, Australia, New Zealand and Japan. Geneva: UNHCR (� HYPERLINK "http://www.unhcr.ch" ��www.unhcr.ch�)
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