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Survivors of Torture and Trauma Assistance and Rehabilitation Service

Translating and Interpreting Service

United Kingdom

Victorian Foundation for the Survivors of Torture

Introduction

I have divided this paper into two discrete parts, both of them focussing on the contribution of the agency which I direct to the resettlement of refugees who are the survivors of torture and trauma into the society of South Australia.  The first part will look at best practice for an appropriate services delivery model in a multicultural society, examining the extent to which STTARS can be said to deliver “best practice” and possible areas for improvement.  The second part, in looking at challenges in the delivery of these services to a diverse population, will present four examples of partnership used by STTARS

1. Best practice for a culturally and linguistically appropriate services delivery model

Overview & Environment

South Australia is a largely metropolitan State, with 1.1 million of its total population of 1.4 million residing in Adelaide, the State capital.  SA covers an area of approximately 980 thousand square kilometres, with a climate ranging from Mediterranean in the southeast around Adelaide, with extensive wine-growing country in the mid-north and east of the State, to hot, dry, desert conditions in the far north.  Most migrants and refugees who arrive in SA, if they remain in the State, tend to live in Adelaide.  For the purposes of this paper, I shall concentrate on the metropolitan area, which at present contains almost 100% of our client population.

The Survivors of Torture and Trauma Assistance and Rehabilitation Service (STTARS) is a non-government organisation incorporated in South Australia and run by an Executive Director reporting to a Board of Management.  Although operating autonomously, STTARS is a member of a loose national coalition of torture/trauma  agencies in each State and Territory of the Commonwealth, which comprise the National Forum of Services to Survivors of Torture and Trauma.  The constitutions and management of each of these agencies depend very much on the environment of each State or Territory, and vary tremendously across Australia.  Thus the largest of the agencies – the Service for the Treatment of Torture and Trauma Survivors (STARTTS) in Sydney and the Victorian Foundation for the Survivors of Torture (VFST) in Melbourne are themselves very different, although catering for similar sizes of clientele.  STARTTS is in fact a part of the State Government Health Department in New South Wales, while VFST, as an NGO, draws major support both from the State Government in Victoria and from the Myer Foundation, a private business with strong philanthropic leanings.  Every other agency is run along its own lines, with the two smallest – Phoenix in Tasmania, being part of the local State Migrant Resource Centre and the Northern Territory Service in Darwin, being independent although with only two full-time equivalent staff.  Membership of a national partnership of this type is of immense value to STTARS.  It means that a national face can be presented to the Commonwealth Government, which accounts for a significant part of STTARS’ overall budget.  This is money distributed through the National Forum, which has fought successfully for recognition of torture/trauma by the Government as a significant factor in the mental health of refugees.

STTARS is the sole NGO and the only service in SA specialising in the treatment of refugee survivors of torture and trauma.  The State Government’s Migrant Health Service (a part of the mega-Department of Human Services) is in charge of primary health care to refugees, as to other migrants in the State, and refers survivors of torture and trauma on to STTARS where they identify individuals manifesting sequelae or requesting such referral.  The State Government funds STTARS, as a State-based service, for important infrastructural needs such as accommodation and administration.

Organisational Involvement in Refugee Settlement in SA

Government agencies with an input to refugee settlement in South Australia at present include:

Commonwealth Government

Department of Health and Aged Care (DHAC)

Department of Immigration and Multicultural Affairs (DIMA)

· Translating and Interpreting Service (TIS)

State Government (South Australia)

Department of Human Services

· Mental Health Unit

· Housing Trust (SAHT)

· Migrant Health Service (MHS)

Department of Education, Training and Employment

· English Language and Literacy Service (ELLS)

Non-Government Organisations

NGOs involved in advocacy for refugees  in the State include: 

· STTARS (the SA representative of the National Forum for Services to Survivors of Torture and Trauma); 

· the SA-based Australian Refugee Association (ARA); 

· a Migrant Resource Centre (MRC), based in Adelaide and 

· the Multicultural Communities Council.  

All of these bodies, with the exception of ARA, have similar services in other States and Territories, although they are independently incorporated in South Australia.

The principal role of Government departments mentioned is as funding agencies.  In addition, these departments have State Offices which take a part in programming for refugee settlement – varying according to State environment.  SA, for instance, has a State Office of DHAC which has no local involvement, while the DIMA office, although small, takes a substantial part in programming.  The lack of local TIS representation, however (the nearest TIS office is in Melbourne), means that interpreting services are not on a par with those in the three other States where TIS maintains centres – New South Wales, Victoria and Western Australia.

· There is a local, State Government-run interpreting service, as indeed there are private services in SA, but all of these charge commercial rates for interpreting.  The relationship STTARS, like other National Forum agencies, has with DIMA provides for an annual interpreting budget on a grant basis.

The Two sides to Government funding

Whilst government funding is highly sort after and, with the increasing tendency for government to tender for services, highly competitive, an assumption of “ownership” seems to go hand in glove with the bureaucratic attitude.  “He who pays the piper…” is perhaps the best description of this presumption: not the best approach for a NGO which is responsible not just for treating its clients but for advocating on their behalf, sometimes against the interests of government funding bodies.  

A second disadvantage of drawing government funding is that governments tend to fund for specific projects.  This means both that funding is limited to the life of the project and that spending outside the direct project area (for instance, on infrastructural costs, or on treatment for ethnic communities who do not form part of the targetted population) is difficult, if not impossible.  STTARS has been fortunate for the first years of its existence, since neither State nor Federal Health portfolios were too constraining in the way in which their funds were used, but, in line with the economic climate in Australia and more particularly in South Australia, indications are that funding at both levels is being reviewed cross-sectorally and that budgets are going to be honed.  While there is nothing wrong with establishing defined targets for funding – indeed, as a tool of accountability, it is desirable that funded agencies demonstrate the achievement of goals – it is useful for small NGOs with few resources to retain maximum flexibility in funding models.

Thirdly, the credibility of NGOs in the eyes of their clients can inhere in their perceived independence from Government influence.  A case in point was a recent approach to STTARS by a series of temporary “refugees” (see Operation Kosovar Safe Haven below), where it became clear that they had been independently advised of STTARS’ NGO status, and concluded that STTARS counsellors could “do what they like” in regard to their cases, since STTARS was non-political, in their perception.  While it is incumbent on NGOs like STTARS to maintain high standards of accountability to government and other funders alike, it is necessary also to define roles quite clearly, so that there is no misapprehension among either government officials or client groups of the extent of our responsibilities.  It is essential, therefore, to involve client groups in the formulation of agency policy, and I shall return to this point a little later.

One way around these dilemmas is to diversify in funding sources to the degree that dependence on one individual provider is diminished.  STTARS has already achieved this to some degree in its government funding, which (in contrast to some National Forum agencies) is drawn from three separate portfolios, two from the Commonwealth and one from the State government.  But the challenge is to diversify beyond government.

What other funding is there and how do we get hold of it?

Funding for NGOs like STTARS comes in three main forms:  

1. Government funding (largely via project grants);  

2. non-government sector (including private, philanthropic) funding;

3.   membership fees.  

At present, STTARS lacks non-government sector funding to any significant degree; although membership fees have been raised recently, they remain a small fraction of STTARS’ income.  The two funding challenges for the immediate future remain:

1. To find a non-government, corporate sponsor, both philanthropic and wealthy enough to commit funds in the medium-to-long term;

2. To broaden membership to include business people, able to make donations and/or bequeath relatively large sums to STTARS.

The Issues Surrounding Refugee Settlement

There is a recognised role for both Government agencies and NGOs in service delivery in the settlement environment for refugees.  Government has the money and establishes the formal policy, while NGOs are potentially less constrained in their dealings, are often seen by clients, in STTARS at least, as less “threatening” (bearing in mind that our own clients have often been on the wrong side of government intervention in their countries) and advocate for policy change on behalf of their “grassroots” clientele. In short, both the government and the non-government sectors have distinct roles to play in the process of refugee settlement.  These roles may overlap from time to time, but the relationship will work so long as each player respects the other’s roles and professionalism within their respective spheres.

Problems facing refugees in the process of settlement are frequently other than economic, although economic problems inherent in the society may mean that refugees are virtually unemployable (Jupp, 1994: 63).  Jupp’s assessment is that there should be specialised labour programs aimed at refugee/humanitarian clientele, despite “mainstreaming” sensitivities, because of compelling evidence that “there can be no successful settlement without employment” (63,64).

Jupp also says that there should be an expectation that refugees will be unemployed long-term after arrival and will therefore continue to be a burden on the welfare, social security and public housing systems. (73) In Australia at present there is no such expectation.  On the contrary, the thrust of government policy, insofar as it addresses this question, seems to be on the one hand to deny that there is a cost to the settlement of refugees and on the other to apologise for such costs as prove unavoidable, while reassuring the public scrutineer that they will be kept (a) brief and (b) minimal.  There certainly does seem to have been an eagerness on the part of government to “mainstream” services where possible, presumably in order to minimise, so far as possible, any perceived advantage given to “special” groups and also to reduce costs.  Jupp comments wryly that “it would be reassuring to think that adequate replacement services for new arrivals” (ibid: 74) would substitute for those closed by the Federal Government in its cost-cutting measures, which regularly seem to target settlement services to NESB groups.  

The central plank of Jupp’s thesis here is that refugees should be isolated in policy terms as a distinct recipient of government attention and their needs not always conflated with those of migrants. He seeks instead to dispel “the belief that language difficulties are at the core of settlement problems” and suggests rather that the Government itself should become centrally involved in humanitarian settlement “to ensure that refugees do not become the core of a permanently disadvantaged minority.”  (ibid, 79) Jupp is not alone in this belief.  In 1993, in its discussion papers leading up to the December Conference Refugee Resettlement: Let’s get it right in Australia, the Refugee Resettlement Working Group highlighted their fundamental principle, that “refugees as a definitional category are a group distinct from migrants”, the purpose of which was “to advocate the recognition of refugees as a disadvantaged group, thereby ensuring the fulfilment of the Access and Equity principles in service delivery affecting refugees in Australia.”  (RRWG, 1993: 2,3).  The concern of the RRWG, like Jupp later on, was that the Australian Government’s tendency was to treat refugees merely as another category of migrant and not as a fundamentally distinct genre of exile seeking protection, which sets them quite apart and gives them inherently different needs, including the likelihood of torture and trauma backgrounds. 

STTARS supports the sentiments expressed here, but recognises that, practically speaking, it is necessary to ensure accurate communication with clients in the context of torture and trauma treatment.  Thus, while acknowledging the truth of Jupp’s  thesis that language difficulties are not the central settlement issue, we nonetheless operate a model which ensures effective communication with our clients.  Communication takes a number of forms, but we can focus on two here:

1. The need to involve clients in the direction of the agency.  To ensure that clients are fully aware and supportive of what we are doing, STTARS has started arranging focus groups of former clientele, to assess strengths and weaknesses of the service from the client perspective.  So far we have concentrated on clients from the former Yugoslavia, although there are plans to expand this target in the new year.

2. We at STTARS have always worked very closely with interpreters and cannot emphasise strongly enough the need to use professional interpreting and translating facilities in a multicultural, multilingual service environment. Furthermore, we advocate to other service providers that without utilising adequate, professional interpreting services, they cannot hope to meet the needs of their clientele and will in fact often be significantly disadvantaging them.  

· A case in point involved the return of a STTARS client to our service after a period in hospital to ask STTARS staff interpretation of the prescription that she had been given.  Hospital staff had used her own daughter as an interpreter, and the daughter had misunderstood the dosage of medication needed.  Fortunately, the woman’s good sense had alerted her to a problem and, with STTARS’ intervention, a potentially lethal administration of medication had been averted.  

So what is the language communication model advocated here?

Model for Language Communication between Service Provider and Client

It may well be assumed (and often is, by services similar to our own in Australia), that a hierarchy of language based strategies would put the bilingual/bicultural practitioner at the pinnacle, operating in the client’s own language and able to address cultural prejudices and preferences directly.  Next down the hierarchy might be a practitioner using an interpreter, but with assistance from a bilingual practitioner; followed by the latter technique, but with assistance from a Community Health Worker.  The model currently used by STTARS, which consists of a sensitive, experienced practitioner using a qualified interpreter who is (or becomes) familiar with the client, generally would come close to the bottom of this hierarchy, perhaps only slightly above the practitioner inexperienced in the use of interpreters (which is also a frequent occurrence), or the use of inexperienced, unqualified interpreters, as presented in the case scenario above.

But let us look at this assumption.  Is it necessarily going to be preferable to use a bilingual worker, herself from the same ethnicity as the client, where the following possibilities may apply:

1. The bilingual worker, although from the same ethnic background, is from a higher social class than the client and lacks sympathy with the client’s plight;

2. The bilingual worker is a different gender from the client, which leads to socio-religious difficulties ;

3. The client’s community (as is frequently the case with newly-arrived, refugee populations in a small State like SA) is small, and the worker is assumed (rightly or wrongly) by the client to have high status within that community, leading to a reserve on the part of the client who thus will not pass on crucial information surrounding his case history; or the worst contingency:

4. Although from the same linguistic background, the worker is of a different sub-ethnicity or national grouping (eg Serb vs Bosnian, North vs South Vietnamese), thus destroying the possibility of trust even before the sessions start.

These and many more possibilities may arise with the use of a bilingual worker who, by virtue of his or her employment in the agency, must be utilised so far as possible with clients of their language group.  Consider, by contrast, the use of experienced, professional practitioners who are trained and well-versed in approaching a wide range of clientele of many different language backgrounds with the use of a pool of interpreters who are regularly used by the agency.  At the first or subsequent interviews, if the client for some reason (such as those mentioned above) does not like the interpreter, the professional may employ another at the next interview.  

The value of regular use of the interpreter is that trust and rapport can also be established between the interpreter and the client (as well as between the worker and the interpreter), so that there may in effect be a triangular support network established (while always recognising the professional “distance” of the interpreter).  This is a variation on the model of interpreter usage favoured by the Translating and Interpreting Service (TIS), the DIMA-run agency in charge of recruiting and employing most interpreters nationwide.  TIS used to be quite adamant that interpreters should not be used more than once with the same client, in order to avoid dependency, the possibility of “unprofessional” relationships and the monopolistic use of one interpreter only.  Policies have since been relaxed in cases where, as with STTARS, it can be demonstrated that the client has a particular need to build trust with just one interpreting professional.

While I am not suggesting for a moment that bilingual/bicultural workers are not useful (perhaps preferable) in many contexts, the intense sensitivity of both a political and clinical nature surrounding torture and trauma survivors perhaps inclines us to a rather different model from what may be generally advocated in the mental health area.

We shall look in the second part of this paper at the context of STTARS’ operations and will see how, in one particular case when that context is significantly altered, the success of NGO/Government cooperation can be fundamentally undermined.

Challenges in the delivery of mental health care services to a diverse population

The context of this paper is limited to the “mental health care services” delivered by STTARS, which are confined to health care for torture & trauma survivors.  The “diverse population” is, of course, the population of refugees and former refugees in South Australia.  It is worth noting here, however, that although work with survivors of torture and trauma is included under the umbrella of “mental health” both for funding and for conceptual purposes (the latter due in part to the DSM III diagnosis of Post Traumatic Stress Disorder as a condition prevalent among our client group), little official Australian research is undertaken under this banner.  The most recent report on The Mental Health of Australians emanating from the Commonwealth Department of Health and Aged Care’s National Survey of Mental Health and Well-being excused itself from comment on NESB Australians as a category “because of the costs of translating the interview and employing interviewers fluent in a range of non-English languages”.  (Andrews et al, 1999: 4)  This is a disappointing result, given that almost one in four Australians comes from a NES background.  It also implies that such research is left to service providers like STTARS and its National Forum colleagues, or to State-based bodies which lack a national perspective.  

It is also interesting, given the above limitation that the Department itself identified, that the study should go on to characterise “persons born in Australia [as having] a marginally higher rate of mental disorder than…migrants from any non-English speaking country”, concluding that this must be indicative of a “healthy migrant effect”.  (ibid, 10)  Leaving aside the obvious incongruity in the research findings regarding NESB migrants, the “effect” described here clearly would not apply to refugees generally, certainly not to survivors of torture and trauma.  The healthy migrant effect assumes that individuals wishing to migrate, and, even more so, those selected for migration, are least likely to have mental (or, indeed, physical) disorders.  But refugees, as we know, will not of their nature have been “voluntary” migrants in the first place, and humanitarian considerations may well have mitigated the selection procedures of countries of resettlement.

Client Origins and Issues

Major birthplaces in South Australia include the United Kingdom (20.0 per cent), New Zealand (8.7 per cent) and Bosnia-Herzegovina (7.4 per cent).  The 1996 Census showed that just over 75% of South Australians were Australia-born, with 10% or so reporting birth in the UK, Ireland or New Zealand and 11% recording overseas birth outside these countries.  The State Department of Human Services issued a breakdown of the number of persons by health planning region in South Australia according to the 1996 Census, pointing to the preponderance of people from Southeast Asia among the NESB population, with the Vietnamese, Malaysian, Filipino and Cambodian (two of whom represent predominantly refugee communities) by far the largest.

Statistics do not themselves represent outcomes, nor do they necessarily answer questions.  They should be used, however, to inform peoples’ capacity to ask questions.
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STTARS’ clients come from a wide variety of source countries and regions, with the most recent arrivals reflecting the government refugee policy of the day.  Wherever they come from, they invariably arrive at STTARS with tales of horror and unbelievable atrocities at the hands of those with power over them.  This is one of the reasons that STTARS, as an NGO, finds itself able to attract clients like this.  Being outside the government structure means that STTARS staff is not answerable to government authorities for their day-to-day dealings with clients.  You might say that this could have little meaning, since STTARS is predominantly government-funded, but in fact clients, who have frequently suffered at the hands of their home governments, are both aware and appreciative of STTARS’ non-government status and environment.  

The dedication, commitment and skills that counsellors and other therapists have accumulated over eight years’ experience with survivors have led to a service which attracts clients through its own reputation, but which, as a small NGO, has less overheads and infrastructural liabilities than would accrue to a government service provider.   

It is STTARS’ role to reempower our clients – to work with them until they feel once again in control of their lives.  This will entail, for the lucky ones, some form of “recovery”, but often, even for them, there can be no real recovery.  The traumas that they have suffered will remain with them in one form or another for the rest of their lives, as evidenced by the number of holocaust survivors who are now referring themselves to our service.  Admittedly, the latter group, like some of the survivors of the Vietnam and Cambodia wars, arrived in Australia before the establishment of torture/trauma services and so they have not even had the benefit of the treatment that we give our clients.  

But the resurfacing of traumas also has to do with the process of ageing and that is a particular challenge for Australia at present.  We have an ageing population, unallayed by high birth rates or immigration rates.  Significant among the ageing cohorts of the population are migrant groups, including World War II era migrants, many of whom were survivors of Nazi Germany.  It is common knowledge these days that the ageing process heralds a number of significant cognitive changes, memory loss, and so forth, and that ageing is [image: image2.wmf]0
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often accompanied by language reversion.  In addition to this factor, people will start to live more in the past, and that past includes long periods of torture and significant traumatisation, where memories may be difficult to live with, at least without help from a torture/trauma service.

The population in SA is ageing even more rapidly. In 1996 the median age for SA was 35 years, compared with 33 years in 1991. The proportion of people aged 65 years or more also increased from 12.7% in 1991 to 13.8% in 1996. In this environment, the challenge to STTARS is to respond to the paradox of being established to cater for newly-arrived refugee populations – which, of their nature, are young, and are still arriving – where an ever-increasing number of needy clients is ageing, not having addressed the issues surrounding their traumatised pasts.

Annual Referrals

In the financial year July 1998 to June 1999, STTARS received 156 new referrals, most of which were either self-referrals or from family and community members.  A third of new referrals were from health and 
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community workers.  

This total contrasted with 137 new referrals the previous year, out of a total of 262 clients seen during the 1997/98 financial year – the balance including clients continuing from the previous year and the “long stayers”, who have been attending STTARS for support for a number of years.   Total face-to-face contacts during 1997/98 numbered 1610, which included 1136 sessions with counsellors/therapists; 159 sessions with psychiatrists and psychologists and 347 session with natural therapists.  
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Difficulties in Local Service Provision

Some of the challenges facing us in relation to delivery of services to this group in South Australia are as follows:

· Economic constraints, meaning less money to go round among more and smaller service providers who are all tendering for the same amount of dollars;

· Grant monies shrink yet further with the Commonwealth Government perception that money should go to the more populous states;

· Competition between desperate agencies at both government and NGO levels who see themselves as providing similar services;

· Lower level economy means extra challenges for clients who cannot find work and are therefore unable to address most fundamental settlement issues before coping with torture-related trauma;

· Higher concentration of refugees in SA due to lower cost of living/housing –  higher unemployment rate – therefore exacerbating unemployment problems.

There is a common perception at government levels in Australia – both State and Commonwealth – that services should be “mainstream” and not specific (Pittaway, 1991).  Furthermore, “the Federal Government has not developed services specifically for refugees, as it seems to hold the view that the settlement needs of refugees are being adequately addressed through Australia’s network of ethnic and multicultural services.”  (RRWG, 1993: R3)  Yet “even though most of these services are managed by NGOs, the Federal Government fails to give appropriate acknowledgement to these NGOs for their contribution and expertise in this area.”  (ibid)  Things have changed a little over the years since this study was produced, but acknowledgement of the role and needs of NGOs is still a problem, particularly at the State level.  As a contemporary South Australian report has put it, “there is a strong belief across the non-government sector that there exists a lack of understanding, or of acknowledgement, on the part of the government sector purchasers about the degree of expertise held by the non-government sector in providing human services.” (DHS/SACOSS: 1999: 44).  Furthermore, NGOs in South Australia have said that “fixed prices assigned by purchasers when contracting out for a service were so low as to make delivery of that service unviable”, leading to a perception that “an accompanying reduction in resourcing has occurred” when devolving services to the non-government sector” (ibid, 40)

Over the past few years, the increasing trend throughout Australia – first at the Commonwealth and more latterly at the State Level – has been for “outsourcing” of service provision.   The reasons for this have been many and varied, but essentially the Commonwealth has cited two principles:

· Central Government is in the business of buying, not performing, services;

· Community services can better be performed by community-based organisations.

In the UK, where the same trend has been noted, the reasons given have been slightly different (albeit that the instances cited here have regard principally to the provision of overseas aid):

· The growing tendency of donors to contract the services of non-governmental agencies as the conduits for assistance;

· Increasing emphasis…on “democratisation” and structural adjustment programmes (leading to) the growth of voluntary non-governmental sectors.  (Yaansah, 1995: v),

although Yaansah has attributed this policy change to “a major ideological shift in the West which seeks to reduce the influence of government..in all spheres.”  (ibid) 

The Commonwealth Audit Office which initiated some of this thinking in 1995 and 1996 has inspired a decreasing direct Commonwealth involvement in service provision and a corresponding diminution of Commonwealth State Office presence across a range of portfolios.    A recommendation in tandem with those quoted above was for the increased involvement of State Government mechanisms in areas where Commonwealth involvement diminished, but States have in many cases withdrawn  their own service provision  on the same grounds, leading to a concomitant reliance on community sector activity.  

The mistake here is to assume, at both Commonwealth and State levels, that services shed by the respective levels of government can necessarily be picked up and provided in exactly the same way by the community sector, in view, particularly, of the assumption that the latter sector can “do it on the cheap”..  Furthermore, as the non-government sector becomes increasingly reliant on the government dollar, and the government becomes ever more vigilant in monitoring “outcomes” reached by non-government service providers (DHS/SACOSS, 1999:11), the NGO sector runs the risk of losing its vital advocacy role, together with its role in community development, since the threat of competition is always that some other NGO may conform more closely to the wishes of the funding bodies and thus may attract hard-to-get funding away from the organisation that takes its advocacy role too seriously.  Clearly the best way around this dilemma would be through a cooperative framework that recognised each others’ strengths and weaknesses, that respected each others’ integrity and independence of action and that could therefore capitalise on a relationship of trust.  Excessive competition introduced into the NGO sector will detract from the trust element.  Particularly in our environment, dealing with refugee clients who have survived harsh treatment from government agencies and authority figures in their own countries, trust is an essential ingredient in our work.  It must also be reflected in the way we do business with our funders and supporters.

Answers to Challenges 

The answer to some of these financial challenges seems to lie in strategic alliances being made between NGOs themselves in a number of key areas and in further alliances between NGOs and Government sector organisations.  But are such alliances or “partnerships” necessarily successful or, indeed, even desirable?  To assess this, one would have to look at the question “in whose terms?”  That is to say, who judges the desirability of the partnership, and who would need to be affected and in what way before the partnership could be judged “successful”: the organisations involved or the client(s)?  Surely it would have to be a success in terms of client outcomes, or presumably the organisations themselves could not be said to have succeeded.  Thus, no matter how many “runs on the board” the individual agency could be said to have made through a particular exercise, the partnership would be deemed to be a failure if it did not produce successful outcomes for the client or client group.  

I shall outline below four such strategic alliances or “partnerships” between STTARS and other players within the refugee and mental health arena.  I shall not, except by implication, point to their success or failure but shall leave it up to the reader to judge on their merits.

Partnerships

Of course, there may well be problems involved in defining a “successful outcome”, since it would very much depend upon the context of  the exercise, which may well be successful in itself, in terms of the immediate needs of the client, while not significantly addressing her longer term life-chances.

It is only through working together with other agencies that are closely involved in the lives of our clients that we can hope to have a positive effect on their lives in total.  For it is important to recognise a point that seems all too obvious but, for that very reason, is too easy to overlook.  That is, that migrants – and refugees in particular – are faced with the extra stress of having to adapt.  That is to say, their lives like all people’s are complex amalgams of thought, reaction to places, other people and perceptions and other actions, yet the migrant and refugee are also having to adjust to a different universe of being and feeling from their own.  In the case of the refugee – and especially the torture/trauma survivor – there will inevitably be an additional layer of stress inhibiting their free access to the new world.

There has been a number of partnerships of various types forged between 

STTARS and government, community and private sector organisations. The dual relationships with Federal and State Health portfolios form the basis for STTARS’ service delivery, with DIMA funding a project grant to enable three part-time counsellors to mount an early intervention program.  But I shall not explore these partnerships here, preferring instead to focus on four non-core alliances established with other key players in the local health scene.

Partnership No 1

GP Network

As an NGO with few resources, yet a relatively large and diverse clientele, STTARS has needed to develop many partnerships in a flexible network.  One such partnership which has had implications for the entire network depicted above has been with the Adelaide Western Division of General Practice (AWDGP), with whom STTARS co-authored a manual for GPs in 1998 (AWDGP/STTARS, 1998).

With the help of this manual and the links forged through it, STTARS has established and maintained viable two-way referral channels with GPs for clients, and GPs themselves – not only in the Western Division – have begun to be more aware of the unique needs of torture/trauma survivors.  Further, through regular update seminars, STTARS has been able to maintain and extend the network of general practitioners, although the challenge remains to convince the majority of medical practitioners of the value of understanding issues such as torture and trauma, or even of recognising such basic needs as the requirement for professional interpreting for people who may not understand English.

This developing partnership with the medical profession in South Australia can be considered of particular significance, given the frequent involvement of medical practitioners in the process of torture.  We must recognise that the practice of torture is evolving, and torturers now seek, through their practice, not merely to gain information from their victims but to control entire populations by fear.  It is thus important to them that the victim not die, but survive to be released into the community as a warning to others.  This is where doctors come in.  Their job in the torture chamber is not just to administer drugs, but to keep the victim alive, as well as identifying vulnerable parts of the victim’s body for the administration of torture.  It is an unfortunate fact that, in the 100 or so countries in which torture is practised, medical practitioners are frequently involved, often through unbearable coercion.

Through this partnership, therefore, STTARS recognises the role often played by the medical doctor in the eyes of the victim/survivor.  So not only are the eyes of prospective primary health carers being opened to the existence of our client group in their community and thus to the likelihood of a significant proportion of their patients being torture and trauma survivors.  But also, through awareness raising and participation between those primary health workers and the torture/trauma specialist service, the relationship of trust so essential to a newly-arrived refugee in regard to his or her physician, and so compromised in their torture/trauma experience in their own country, can finally begin to be restored.  

Furthermore, STTARS aims through regular updates to keep our GP partners in touch with developments in refugee-like situations across the world and with contemporary practice in managing refugee health.  It is important that medical doctors are fully aware of the language needs of our mutual clients and therefore of the necessity for the use of qualified interpreters.  This translates, of course, to the hospital and public health system, where many practitioners are actively involved as well.

Partnership No 2

NESBWEB: Transcultural Mental Health Network SA

In SA , NESBWEB is a newly formed alliance of NGOs and government providers in all fields of mental health service delivery to NESB people.  Included in the network are the State Government’s Mental Health Unit and Migrant Health Service, transcultural workers from State Government mental health services in both metropolitan and non-metropolitan  zones, SA’s Women’s Health unit, representatives of the State’s three universities, representation from at least one of Adelaide’s major teaching hospitals, STTARS, an NGO called Multicultural Mental Health Access Program (McMHAP), recently established to deal with mental health issues across ethnic communities, and a consumer representative.  

Through monthly meetings and the free flow of discussion and ideas created both within and outside such meetings, all service providers in the mental health arena – government and NGO alike – are able to exchange and compare positions and assistance.  NESBWEB has succeeded in obtaining a small grant from the Commonwealth Government, which will be used to employ a project officer to disseminate knowledge of and exposure to transcultural issues in the delivery of mental health services in the State.

In its embryonic state (NESBWEB was formed twelve months ago), and with a diversity of agencies involved, early discussions focussed on constitutional matters and issues more of representational than programmatic import.  There was a risk in these early stages that the forum would succumb to the temptation to target issues of language only (echoing Jupp’s earlier mention of language as a secondary issue which often assumes undeserved significance).  But, into its second year and with the acquisition of the grant mentioned previously, it is clear that NESBWEB has emerged strongly from its inauguration and is now in a good position to focus on mental health issues of real significance to SA’s NESB population, such as:

· Understanding at all levels of the community of issues surrounding access to mental health care by migrant communities;

· Practical measures to address those issues, once understanding has been achieved

· Equitable access to health care facilities for migrant communities;

· Access to facilities in non-urban areas of the State,

These are all issues to which Government and Non-government organisations alike can contribute, and for which real shifts can be made in needed policy formulation.  The strength is that Government representatives, as the policy makers, are working together with NGOs, as the major client advocates, towards the same end.  Provided that they listen to one another, and provided that the Network’s resolutions are accurately channelled back to Government at the highest levels, the fact that groundwork discussions between both sectors and consequent resolutions have already taken place should mean that there are no obstacles surrounding their implementation.

Partnership No 3

Case Coordination

Case Coordination is a system first established by DIMA in South Australia to cater for newly-arrived refugees.  The system was initiated as an immediate response to the imminent arrival of refugees from Bosnia in January 1996.  As a hastily cobbled-together amalgam of agencies involved in the early reception and treatment of refugees, it worked well and effectively.  Agencies involved included: DIMA; the South Australian Housing Trust (SAHT); the SA State Government’s Migrant Health Service (MHS); the English Language and Literacy Service (ELLS); the Migrant Resource Centre (MRC): and the Australian Refugee Association (ARA).  

STTARS was not included in the initial partnership, because DIMA, which was in charge of the process, concluded that MHS could perform both physical and psychosocial assessments of arriving refugees adequately and at no cost to the Commonwealth, while STTARS, as a specialist NGO, would have charged for the service.  The proviso was that MHS, having made initial assessments, should then refer to appropriate agencies where conditions of the arriving refugees warranted further referral.   Such agencies would include GP or dental services where a physical condition manifested in a new arrival; and STTARS as the State’s torture/trauma service where torture and trauma symptoms were evident.

We have seen above a criticism of Dr Jupp’s, that too much emphasis is placed on the provision of English language services to arriving refugees at the expense of policy initiatives in other areas more critical to the refugee’s life prospects in regard to settlement in Australia.  Case coordination took account of the need for English Language provision to this client group by the inclusion of ELLS, but also tried to address areas of high need by involving the SAHT and  the Department of Social Security (now “Centrelink”).  

Early on in the life of Case Coordination, it became clear that housing was to be a major issue.  DIMA had a number of government-leased flats available, many of which had been part of a migrant hostel in an earlier era.  These were now in the process of being sold onto the private market, but DIMA was able to retain some and expand its stocks through leasing of flats elsewhere in the metropolitan area.  To do so, DIMA hired an independent contractor, Haden, which was being used in other States for the same purpose.

Haden Contractors, on behalf of DIMA, had another function.  As part of the management of the flats, Haden was required to ensure that tenants vacated their flats within three months, or six months as the absolute maximum.  This was where the linkage established with the SAHT was seen to be essential.  The SAHT, as a State Housing authority, had a far wider stock of housing, and it was thought that, with adequate planning, it should be possible to allocate State housing to the newly-arrived refugees, after an initial period in DIMA temporary accommodation.  Yet SAHT had a wider group of clients, since its province was the entire State.  Many of these clients were judged, by SAHT management, to be quite as needy as incoming refugees.  It was reasoned that some of the Trust’s constituents had lived in South Australia all their lives and were thus entitled to accommodation before newly-arrived refugees.  

So DIMA was forced, while maintaining the involvement of SAHT to the extent that it could accommodate refugees from the flats, to consider the private rental market also.  This was not the preferred option, since it was thought that, while the State might be swayed by political and humanitarian considerations, private landlords will be motivated principally by rental values.  The net result of these problems has been that, where Jupp had warned of over-emphasis upon the language needs of refugees, the Case Coordination process in SA has been hijacked by housing issues.  

This is a situation that has not evolved with time, or with changes in the format of Case Coordination.  In 1998, it was decided in DIMA tacitly to “withdraw” from Case Coordination and to allow some of the agencies involved to take a higher profile in the system.  Thus, in South Australia, the metropolitan area was effectively divided in half: one half being delegated to the MRC to chair, and the other to ARA.  Given the long-standing relationship that STTARS has enjoyed with ARA, together with the recognition of torture/trauma issues as fundamental to refugee settlement, STTARS was included in the ARA-chaired Case Coordination committee.  

The MRC, however, elected not to include STTARS in its committee, since it saw little value in thus increasing the representation in the forum.  Thus the existing model of Case Coordination was adopted by the MRC and also by the ARA, with the exception of STTARS’ inclusion in the latter group.  Nor was there the least alteration, at least in the ARA model, from the accepted format of discussion.  Thus the agenda still revolved, principally, around discussion of housing matters, with the MHS commenting on issues of both physical and psychosocial health.  For although STTARS was now included in participatory terms, and could speak with authority on its own clients, the referral process within Case Coordination remained the same.  Thus MHS it was that provided initial physical and psychosocial assessment for clients, with minimal referrals to STTARS in the case of torture/trauma survivors (see Table).  Although STTARS has not been involved in the MRC-chaired discussions, and thus cannot speak with any authority there, it seems unlikely – given the inclusion of the same agencies as under the previous model – that that particular forum has altered either.  

Thus we see a shift from Jupp’s concern regarding English tuition to a perhaps equally irrelevant overemphasis on housing issues.  Both are important to the newly arrived refugee, but not at the expense of other factors and, particularly (in my view) treatment of their traumatic symptoms and distress related to their recent past.  If it is true that between 60 and 80 per cent of all refugees have been exposed to torture and trauma, then it is incumbent on receiving governments to focus their resources principally upon this issue.  It is certainly the case that torture and trauma survivors cannot be expected to address issues of their past until they feel secure in their futures, and that will be the topic of my next case.  But the prominent  inclusion of agencies in the central discussion process, whose sole interest lies in areas peripheral (while important) to the treatment of survivors, needs rethinking.  Such agencies should be available for referral to the extent that their contribution is necessary, but their inclusion should be limited to that.

Partnership No 4

Operation Kosovo Safe Haven

Operation Kosovo Safe Haven, Australia’s response to this year’s humanitarian crisis in the Balkans that saw thousands of people fleeing Kosovo in terror of Serb forces, represented the first time that Australia has acted as a country of first asylum for refugees at the request of the UN.  Australia is a long way from the usual “hotspots” of humanitarian activities.  Beyond a handful of Vietnamese “boatpeople” during the Vietnamese civil war, and the extraordinary case of Chinese students following the Tiananmen Square massacre, Australia has been accustomed to providing refuge for people as a last resort, as a country of resettlement, the United Nation’s third (and least preferred) “durable solution” (the others being repatriation or resettlement in the country of first asylum).  The 12,000 refugees taken each year by Australia (which includes onshore asylum seekers) is but a drop in the bucket of the international refugee problem, but, per capita, it puts Australia high on the list of refugee recipient countries.

So Australia’s offer, at the request of the UN, to take 4,000 Kosovars as a temporary measure, on the understanding that they would be repatriated at the conclusion of the war in Kosovo, was the first time that Australia had acted as a first asylum country, without the offer of permanent residence being part of the initial deal.  The first planeload of temporary refugees to arrive in Australia was welcomed with great ceremony by the Prime Minister who spoke of Australians’ desire to help the Kosovar people get back on their feet.  This ceremony was more or less replicated in South Australia some weeks later by the State Premier welcoming the 147 Kosovar people to arrive in Adelaide.  As with other Kosovars around the country, those in Adelaide were accommodated at a military barracks.  The difference in Adelaide was that the Hampstead Barracks (renamed the Hampstead Safe Haven) was very close to the centre of the city, where in New South Wales, Victoria, Tasmania and Western Australia (the other States to take Kosovars), the barracks used were some considerable distance from the metropolitan centres.  Also, in the case of one of the military establishments in each of NSW and Victoria, active firing ranges were included in the designated “havens”: a problem which was not genuinely resolved during the life of the project.  I shall discuss here the exercise in South Australia only, since STTARS had direct input to that alone, although National Forum agencies had regular meetings (usually by telephone) to discuss developments in their respective havens.

From the start, it was resolved by the State Government that the Human Services Department should take control of the operation, although DIMA was the national coordinator and, theoretically at least, maintained control in each of the States in liaison with the Defence Department which, through its military establishments, “hosted” the Kosovar residents.  The Kosovars were free to come and go from the Havens, on the understanding that , if they were “sponsored” within the local communities and fed and housed there for longer than a day or so, they would lose their right to medical treatment, accommodation and food, together with their weekly $20 allowance, at the Haven.

Three main “sectors” of interest were established in Hampstead Safe Haven, to cater in part for the large number of agencies that became involved.  The Information and Recreation sector involved the local branch of the Red Cross Society, the Education sector incorporated ELLS and the Health Sector included both the MHS and STTARS.  DIMA, the Department of Defence and the Human Services Department were also included variously in each of these sectors, with an “Executive” being established involving the key Government departments.  The day-to-day running of the Haven was left to a local army officer and his team on the one hand and a DIMA officer with his off-sider on the other, with each of the sectors contributing their own management and practitioners as the needs arose.

The major focuses for residents of the Haven revolved around primary health on the one hand (physical and dental health in particular) and recreation on the other.  Most days there was an outing of some kind arranged, to show people around Adelaide, the Hills or some other attraction and almost every weekend, a major function or excursion was arranged.  Sometimes this was at the expense of a pre-arranged health appointment, or of educational classes for children at school level or for adults in English.  These occasions were welcomed and enjoyed by residents generally, although it was difficult to avoid the impression that the objective was distraction rather than entertainment.

Counsellors from both STTARS and the State Government joined forces in addressing some of the psychological needs of the residents, although this technique presented problems in itself.  Unquestionably, like any other survivors of such horrific atrocities, the Kosovars were traumatised and undoubtedly also they had needs, in terms of counselling and externalising their own feelings.  STTARS and other practitioners addressed these needs in the accepted ways, including relaxation and other natural therapies, particularly for children.  In the short term, these techniques enjoyed real and demonstrable success – perhaps unexpectedly so, since the Health Sector Management team in the Haven had initially suggested that counselling would not become a priority until much later in the life of the Haven.  Yet the reality was that the Haven was only a short-term exercise, and that STTARS, in particular, is an agency that deals with long-term problems.  We have discussed earlier in this paper the issues of housing and employment, for instance, without resolution of which the survivor will find it difficult to concentrate on his or her psychological condition.  But here we were presented with a physically close-knit community of 150 clients (an unusual condition in itself, since they could not leave, in any meaningful sense), none of whom were in any position to resolve their futures before addressing their pasts.  Were we in effect serving them well by offering counselling that depends, for its effectiveness, on

1. A secure present and

2. The likelihood of a secure future in which to pursue the treatment?

The Kosovar residents of the Haven had neither of these things.  Their present was not secure until they knew about their future.  Their future, since it lay in all probability in Kosovo itself, could not be secure since they had no real knowledge of conditions at home and were frequently hearing on news broadcasts of further atrocities, exploding mines and freezing winters with no housing.  Furthermore, although they had all been advised that they would be repatriated eventually, when the situation in Kosovo was resolved, they had no real understanding of when or how that would come about.  It also seemed that many of them had signed the required agreements to return with no expectation that that would really occur, at least in the foreseeable future.  After all, when families were freezing in tents in Macedonia and were offered relative comfort and freedom in Australia, a signature seemed a small price to pay.  So perhaps many had unwittingly become pawns in Australia’s first experiment as a first asylum country.

The juxtaposition of the UN announcement that Kosovo was safe for the repatriation of refugees and the beginning of a refugee exodus from East Timor created the impression that the Kosovars were being hastily removed in time for the next temporary influx.  Together with the Immigration authorities’ delayed clarification of the Kosovar Safe Havens’ residents’ rights vis-à-vis

1. permanent settlement (none);

2. receipt of the so-called “Winter Allowance” of $3000 per adult family member (only on departure by 30 October); and

3. sudden closure of the Hampstead Haven,

some tension was created between elements in the local community and government authorities, with private legal agencies intervening on behalf of the Kosovars.  In Adelaide, this resulted in some 57 residents of Hampstead Haven moving into the community, housed either by local Albanians or church groups, rather than being bussed to existing Havens in Victoria, as arranged by DIMA.  This was in fact the ultimate outcome in any case for most of the remaining Kosovars, who have now been repatriated: most having been convinced that returning to their country, albeit in mid-winter, was preferable to remaining.  A handful have remained in Adelaide, foregoing the “Winter Allowance”, in the belief that they still have prospects of remaining in Australia and that they have issues both in their pasts and their presents to address before they can look to the future.

Lessons that can be learned from this initial experience of temporary asylum could perhaps include the need for flexibility in approach regarding the projected length of asylum to be offered.  If we plan to treat people who have emerged from traumatic situations as refugees, including addressing their trauma, we have to be prepared to address issues of fear and safety also, since these are fundamental.  Perhaps accommodation within community settings, particularly with people of their own ethnicity if possible, is preferable to military housing, bearing in mind that such people come from situations of military conflict.  This would also reduce costs to governments significantly, since most of the costs of Operation Kosovo Safe Haven went towards infrastructure and salaries within the Havens themselves.  

Finally account should be taken of the real and legitimate expectations of the refugees themselves and a greater, more regular and more open attempt made at two-way communication with them.  The world must recognise, it seems, that in an era of radically increased global communication and of post-Cold War dissection of nation-states, this sort of temporary refugee condition will become increasingly common, leading to an even greater need for communication between governments and NGOs, together with their client communities.

Conclusion

What conclusions can be drawn from these case scenarios in particular, and from the paper overall?  The scenarios presented two cases of embryonic partnerships, which seek to involve a multitude of players in addressing, on the one hand, survivors of torture and trauma in particular and, on the other, the wider clientele of mental health in general.  The first case represents two branches of the health sector working together towards a common goal, the achievement of which depends upon:

1. The ability of one partner (in this case, STTARS) to adequately inform the other (the GP network) of the issues involved and convince that partner of the importance of the work; and

2. The recognition by one partner (the GP network) of the unique needs of torture/trauma survivors, together with the requirement to work with the other partner (STTARS), often without adequate remuneration, towards the satisfaction of those needs.

Advantages of such a partnership lie in the mutual appreciation of the wellbeing of mutual clients, from different perspectives.  Disadvantages inhere in the perceived significance of a particular set of clients, making up 100% of one partner’s business, but only a small proportion of the other partner’s.

The second scenario considered presented a wide range of agencies, which in a sense turns the first scenario on its head.  Here is a large number of organisations, government and NGO alike, all of whom have as their clientele the “set” of NESB mental health clients in SA of their clients, yet all of whom have different sectoral interests, thus finding common ground hard to achieve.  The challenge for the future lies in subsuming those sectoral interests in favour of the common needs of clients, a goal which NESBWEB now seems well on its way to achieving.

The third and fourth scenarios, by contrast with the first two, represent established (in one case, completed) partnerships.  Members of Number 3, Case Coordination, are quite clear on their clientele, which, though dynamic in its membership, appears to them constant in its needs.  This perception has inhibited change in the mechanism for addressing those needs, although the partnership itself has altered structurally over the years.  The fourth case was singular in its application, since it represented a snapshot circumstance in time, which did not reflect prior experience or expertise, although the temptation was to address it, as if it were such a reflection.

Overall, the desired outcome would be that the success and failures of the final two, “established” scenarios could inform and improve the response of agencies in the first two, and indeed in other such partnerships. Insofar as STTARS is concerned, as an agency involved in the development of approaches to our particular brand of mental health clients, we will learn from our own experiences in the above scenarios, particularly in the area of context.

It is context, after all, which determines the needs of our clients (including language, housing, employment but also more fundamental issues of the past, present and future) and context which therefore in large measure should drive the response to those needs.  Thus any partnership must pay strict attention:

1. to the context of its clients and their needs if it is to be successful in meeting those needs, which will entail involving the clients themselves in the process; and

2. be clear on and respectful of the role and integrity of other partners in the process, if it is judged that there should be partners,

since it is only by these measures that NGOs and Governments alike can hope to succeed in an increasingly small and challenging global environment.

. . . . . . .
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