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Abstract
A significant number of refugees who seek asylum in the UK have suffered the experience of sexual violence, perpetrated with political or strategic intent, as a ‘weapon of war’ and a method of torture. The impact of this experience on the health and social wellbeing of the individual, combined with the effects of fleeing persecution and of seeking asylum in the UK, results in a profound need for gender-specific protection, care and treatment. At a time when social security concerns threaten to undermine the UK’s accordance with the principles of the Geneva Convention, of which it is a signatory, it is both timely and important to examine the adequacy with which it carries out its obligations. Although extensive research to date has examined the protection of refugees in the UK in the context of their access to health care, this dissertation purposes to investigate the adequacy of the protection offered to refugees who have specific health needs relating to sexual violence as a weapon of war - an issue that has not yet been covered in depth, in the literature. Using the case-study of the borough of Lambeth in London, it reveals some of the barriers that this group faces in accessing health care appropriate to their needs through the primary care system by the analysis of existent literature and the results of primary research.

Forward
	Immigration status in the UK

To claim refugee status, an asylum seeker must demonstrate that:

‘… owing to a well founded fear of being persecuted for reasons of race, religion, nationality, membership of a particular group or political opinion is outside the country of his nationality and is unable, or owing to such fear, is unwilling to avail himself of the protection of that country…’ 

- United Nations 1951 Convention relating to the Status of Refugees (Geneva Convention).
They are granted Indefinite Leave to Remain (ILR) and are eligible for family reunion.

An asylum seeker is a person who has submitted an application for protection and is waiting for the claim to be decided by the Home Office.

Humanitarian Protection Status (HPS) or Discretionary Leave to Remain (DLR) is given to a person for 3 years if they demonstrated that if they return to their country of origin they would be at serious risk of death or torture or for whom removal would be inappropriate. .

Section 4 of the Nationality, Immigration and Asylum Act applies to failed asylum seekers who agree to leave the UK but are unable to due to illness or pregnancy or if there is no safe route of return available.

(Burnett and Fassil 2002)
This dissertation will use the term ‘refugee’ to describe all persons who fit into the definitions above.


Introduction

“A society’s moral strength can be measured by how it treats its most vulnerable citizens.”

 - Adams et al 2004

A ‘Global Refugee Crisis’?

Over recent decades, the rise in the number of refugees fleeing conflict and persecution has been accompanied by an increase in the voices of concern for their welfare. Critics have not only questioned how the Geneva Convention’s definition of a ‘refugee’ is used to determine if a migrant deserves this status, but also how adequately the reception and treatment of refugees by host states reflects its obligations to ‘accord to refugees… the same treatment with respect to public relief and assistance as is accorded to their nationals’ (UNHCR 1996:26). 

Worldwide, cross-border displacement is currently decreasing
. However, the proportion of the world’s population affected by conflict continues to rise, with an estimated 25 million people displaced within the borders of their countries - thus unprotected by international law (UNHCR 2006a). The patterns and characteristics of forced migration today, therefore, continue to epitomise what some term a ‘global refugee crisis’ (Toole and Waldman 1993). This description is warranted not only on account of the number of forcefully displaced but also due to the challenges faced by the international community in protecting this vulnerable group. Contemporary conflict is often characterised by high levels of violence against civilians (Legros and Brown 2001), internal displacement and ethnically based militias - combatants who have little regard for international agreements and protocols (Ohambe et al 2005). The resultant complex emergencies are thus chaotic and dangerous to work in, and many war-ravaged populations remain inaccessible to humanitarian groups (Toole and Waldman 1993). The lack of assistance available to displaced people exacerbates the problems associated with living in a conflict situation (Legros and Brown 2005). 

The Response of ‘the West’

Inevitably, the fall out of ‘new wars’ is devastating to the welfare of both combatants and civilians, amounting to one of the “great public health challenges of our times” (Toole and Waldman 1993:601). Despite this, Edward Newman (2003) fears that the attitude of Western states in particular, towards hosting refugee populations has shifted from a concern for their welfare to a concern for immigration regulation, the security of the state and the welfare of its existing citizens. The United Nations High Commission for Refugees (UNHCR) (2006b) claims that the basic principles of the 1951 Convention are becoming threatened by ‘asylum fatigue’ and the ‘war on terror’. The High Commissioner, Antonio Guterro, blames the Western media and politicians for creating a perception that refugees are a threat to their hosts' economic prosperity, social stability and cultural identity (Stourton and Naughtie 2006). The UNHCR (2006b) fears that this perception has led to restrictive immigration policies, increasingly rigorous state controls and the creation of fertile ground for the emergence of xenophobia and intolerance.

The UK immigration minister, Lord Rooker, gave voice to the prevailing negative and suspicious attitude towards refugees when he commented that “most asylum seekers are young political activists who have deserted their families for economic gain” (Dumper 2002:2). This statement also conveys a pervading stereotype that marginalises the needs of women who make up 30% of immigrants to the UK (Ibid.), and whose health and social wellbeing is particularly at risk during times of conflict and flight (UNFPA 2002). The disproportionate vulnerability of women means that they possess gender-specific needs in the refugee context.

Sexual Violence – a ‘Weapon of War’?

Some of the most pertinent needs of women and girls are related to sexual violence, one of the major atrocities prevalent in situations of conflict. Sexual violence has been committed against women, and to a lesser extent men, within the context of conflict throughout history. This is evident from examples such as the documentation of mass rape during the Second World War where 20,000 women were victims in what has come to be known as the ‘Rape of Nanking’ (Neill 2000). Although some authors indicate that conflict associated sexual violence occurs as a consequence of the break-down in community support systems, social norms and state laws (Ward and Varn 2002; Schmuel and Schenke 1998), many studies have highlighted that the nature of this type of violence can also be systematic and strategic; a brutal tactic to accomplish military or political aims (Ohambe et al 2005; Gingerich and Leaning 2004). Far from being merely a consequence of war, sexual violence constitutes what has come to be known as a ‘weapon of war’ (Gingerich and Leaning 2004). 

The physical, psychological and sociological damage achieved by this weapon has a grave impact on the health of all of its victims. Peel of the Medical Foundation for the Care of Victims of Torture (MF), suggests that ‘all victims of rape need care and treatment, both for the immediate physical and psychological consequences, and to help them deal with the long term impact on themselves, their families, and the societies in which they live’ (2004:7). Research conducted recently confirms that there is strong evidence that many women, seeking asylum in the UK suffer gross sexual violations before arrival (Dumper 2005). It is thus the responsibility of the UK’s immigration and health systems to provide gender-specific protection and care in response to the complex needs of this group, according to the 1951 Convention.

Research Focus and Methodology

This dissertation will seek to understand the health and social impact of both ‘sexual violence as a weapon of war’ on refugees, as well as the process of seeking asylum in the UK in order to make an analysis of the primary health care response to the needs of this group. To date, extensive research has been conducted into refugees’ access to health care in the UK. However, the barriers faced by refugees who are survivors of sexual violence in seeking health care appropriate to their needs has, as yet, been largely neglected. This dissertation will attempt to explore the gap in the literature by conducting a case study of the response of primary health care to this group of refugees in the borough of Lambeth in London.

Sexual violence will be discussed principally in relation to its perpetration against women, since this is the most common scenario. It should be noted, however, that sexual violence against men is also highly prevalent in the context of conflict.

Chapters one and two will discuss the extent of the perpetration of sexual violence in conflict, the factors influencing its prevalence and the physical, psychological and sociological effects it produces in its victims. Recommendations for the management of refugee patients who have experienced sexual violence will also be outlined.

The effects of immigration and the experience of being a refugee in the UK will be considered in chapter three. This section will highlight aspects of the process that are detrimental to refugee well-being such as tightened security, entitlement to health care and the inadequacy of gender-sensitive immigration control. 

Chapter four will make an analysis of the response of primary health care in the UK to refugees’ general needs, and those associated with sexual violence, focussing on NHS services. Lambeth will be used as a case-study to show the experience of a London borough that hosts a significant proportion of refugees and whose primary care trust (PCT) has commissioned a refugee health team (RHT) to tackle issues relating to refugees and asylum seekers.

In addition to a literature review, this dissertation will include an analysis of the results of semi-structured interviews conducted with primary care providers from general practices (GPs) and the RHT in Lambeth. This will facilitate an analysis that is focussed particularly on the primary care response to refugees who have experienced sexual violence as a weapon of war.

The author will conclude that while the experience of sexual violence as a weapon of war has many contextually defined outcomes for a survivor’s well-being, the response of primary care providers in the UK, along with aspects of the asylum process, often fail to provide them with adequate care and protection. This failure can be attributed to restrictive policies, resource shortages, negative attitudes and a state that is focusing less on the protection of asylum seekers and more on protection from them. An improved response to survivors should be made by improvements in refugee protection policy and practice at international and national levels, and at local levels through the provision - and more effective utilisation - of resources and organisations working with refugees by primary care providers.

1. Sexual Violence and Conflict

“Their bodies become a battleground over which opposing forces struggle.” 

· (Rehn and Johnson Sirleaf 2000)

Although Slavenka Drakulic (1994:181) insists that, “women have been raped in every war”, the occurrence of sexual violence is currently rising to epidemic proportions (Rehn and Johnson Sirleaf 2000). As well as being a consequence of social devastation in wartime, many academics suggest that it also serves a number of strategic purposes for combatants and political groups. Peel (2004:11) suggests that where torture is defined as “the deliberate infliction of physical or psychological pain in the custody of, or under the control of, a state agent, or by a non-state agent acting in an organised group, including organised violence which the state is either unwilling or unable to control”, sexual violence is not just a weapon of war but also a method of torture. 

In considering the factors that influence the prevalence of sexual violence as a weapon of war, causal pre-conflict conditions shall be taken into account as well as the circumstances that exist during times of conflict. Some examples of conflict situations where sexual violence has been used as a weapon shall be discussed in order to demonstrate some of the motivations behind its use, the contexts in which it has happened and the types of violence that have been inflicted on victims. Assuming that “at the heart of understanding the impact of rape when working with asylum seekers and refugees is the recognition of the multifaceted and interconnected contexts of rape” (Patel and Mahtani 2004:21), considering these case studies will assist the attempt to comprehend the effect on a victim’s health and wellbeing in later chapters. 

The adequacy of the response by international humanitarian agencies and the way that sexual violence as a weapon of war is considered in international human rights and domestic asylum law are also key factors affecting the prevalence of these acts within conflict situations and the impact that they have on populations at risk. The way that international discourse on this subject has evolved over recent decades and the adequacy of the translation of this discourse into the de facto protection of women shall thus, also be examined.

Pre-Conflict Factors 

The pervasive use of sexual violence as a weapon of war is directly related to the subordinate position of women in nearly all cultures and societies (Ward and Vann 2002). Causal factors influencing the occurrence of sexual violence in the DRC, for instance, include the persistence of customs, practices and legislation that discriminate against women and reduce them to the status of private property (Ohambe et al 2005). O’Connell (1993:2) insists that sexual violence as a weapon of war “embodies the power imbalances inherent in a patriarchal society”. 

Examples of Conflicts where Sexual Violence has been used as a Weapon of War

Darfur, Sudan

Although the ongoing insecurity in the Darfur region of Sudan makes it impossible to accurately record incidence of attacks, it is clear that the military forces of the Janjaweed and the Government of Sudan (GOS) have inflicted a “massive campaign of rape as a deliberate aspect of their military assault” against the non-Arab population (Gingerich and Leaning 2004:1). The use of rape in Darfur has been identified as serving four strategic purposes, each of which can also be identified in other conflicts. Firstly, its use creates a sense of fear in the target population, restricting their ability to maintain normal livelihoods. Secondly, fear of sexual violence instigates the flight of populations when military forces are about to attack and allows them to capture land, destroy or gather property and kill male civilians. Thirdly, it demoralizes a society where virginity and chastity are highly valued, breaking down family and community structures, quelling resistance and deterring the population’s return to their former land. Fourth, the devastation of communities is used as a form of ethnic cleansing. Non-Arab society is being torn apart as an ethnic entity and their patrilineal blood-line is becoming ‘polluted’ as children are being born as a consequence of rape. (Gingerich and Leaning 2004).

Democratic Republic of Congo (DRC)

The conflict in the DRC has involved a complex combination of ethnically based militia and has devastated the country since 1996 (Ohambe et al 2005). A study based on the perceptions of both victims and perpetrators found that motives behind the use of sexual violence were of a political, socio-economic and psychological nature. 

As in Sudan, it is used to humiliate the enemy, destroy opposing communities and as a method of ethnic cleansing. It is an attack on a political body as well as a woman’s since their bodies “symbolize the markers of some imagined nation” (Baines 2004:2) in the context of conflict. Ethnic cleansing takes place by the impregnation of women with non-Congolese babies and the deliberate policy of spreading HIV/AIDS within communities (Ohambe et al 2005).

The fear of rape also allows combatants, who are on very low incomes, to pillage and take hostages (Ibid.). It also emerged from interviews that rape was legitimised by military leaders as a reward for their troops and to boost morale and “satisfy their sexual needs” (Ohambe et al 2005:47). 

Latin America
Sexual violence in Latin America is used as a means of torture to punish women for their perceived resistance of dictatorial governments, to force confessions and to elicit information. Bunster-Burotto (1994:158) suggests that a woman’s experience of “violent sexual attacks against her body and psyche are consciously designed to violate her sense of herself, her female human dignity”. Women also become victims of sexual violence because of their association with men who are involved in anti-government political activity – in which case the aim may be to punish the individual in question or to extract information on his whereabouts.

Types of Sexual Violence Employed

Although rape commonly occurs, other aspects of torture also constitute violence of a sexual nature. The UNHCR defines sexual violence as “violence that is directed against a person on the basis of gender or sex. It includes acts that inflict physical, mental or sexual harm or suffering, threats of such acts, coercion and other deprivations of liberty” (CEDAW 2005). The perception of an action as sexually violent may depend on the culture from which the victim comes. For some Islamic women, for example, the removal of a headscarf is sexually degrading, whilst forced nakedness is universally experienced as a form of sexual assault (Lunde and Ortmann 1992).
Perpetrators use many different techniques and methods to degrade and damage their victims. Rape is commonly described as being excessively violent and associated with other inflictions of pain and mutilation such as beating, kicking, cutting and burning with cigarettes or electrical shocks (Gingerich and Leaning 2004, Bunster-Burotto 1994). Penetration may be vaginal or anal and may use sticks, guns, knives or even animals as well as the violator’s penis (Gingerich and Leaning 2004, Ohambe et al 2005, Bunster-Burotto 1994). 

Sexual violence is often committed in the presence of other combatants, other victims or family members (Ibid.). This exacerbates it’s humiliating and social impact, since societal and familial norms are broken and witnesses also become the victims of torture. Most reports of sexual violence as a weapon of war include the infliction of mass rape (Ibid.). Accounts in the DRC also record a method of torture where one victim is forced to rape another (Ohambe et al 2005). 

The context in which sexual violence occurs is fundamental in determining its impact. In Darfur, for example, rape most commonly occurs in the context of an attack on a village. However, as has been reported elsewhere, women and girls have also been abducted and used as sex slaves (Gingerich and Leaning 2004). In Latin America, women are commonly abducted and imprisoned so that sexual violations might take place repeatedly in detention (Bunster-Burotto 1994). Although the perpetrators of sexual violence are generally combatants, this is not exclusively the case. Ohambe et al (2005) believe that the general climate of impunity in the DRC means that policeman, prison guards and other civilians are also responsible for rape. Furthermore, humanitarian workers have played a part in the scourge of sexual violence in refugee camps in countries like Guinea, Liberia and Sierra Leone (Rehn and Johnson Sirleaf 2000). An informer from Sierra Leone reported that “if a girl refuses, when the time comes for the supply of food items, she will be told that her name is not on the list” (Ibid:35).

International Response 

It has been widely acknowledged that the international response to sexual violence as a weapon of war has been inadequate. This is verified by the fact that though the phenomenon remains, and is indeed increasingly prevalent during conflict, it continues to occur largely without castigation. However, there has been some positive change, galvanized by the incitement of international outrage by the media exposure of the cases of mass rape that occurred in Bosnia-Herzegovina (Baines 2004). Additionally, ‘feminist’ advocacy and pressure from the development community has led to a shift, over the last two decades from ‘gender neutral’ humanitarian discourse and international law to policy that is ‘gender mainstreaming’ – that is, including clauses that are intended to protect gender rights (Ibid). Significant events that demonstrate the prioritisation of the protection of civilians against gender-based violence will now be outlined.

The Fourth World Conference on Women (FWCW) in Beijing 1995 is heralded as a turning point that redefined the Geneva Convention, enforcing the view that “violations of the human rights of women in situations of armed conflict are violations of the fundamental principles of international human rights and humanitarian law” (UN 1995:56). The declaration of gender related violence as a crime against humanity led to convictions for genocide, crimes against humanity and torture, based on rape and other acts of sexual violence, during the international criminal tribunals for the Former Yugoslavia (ICTY) and for Rwanda (Gingerich and Leaning 2004). 

The UNHCR identified women as a policy priority during the 1990s, recognising that the assistance offered to refugees under the 1951 convention was gender discriminatory rather than gender sensitive. A growing consensus that gender related claims to asylum should be recognised under the Geneva Convention was acknowledged by the adoption of new guidelines on the protection of refugee women by the European Parliament and many countries (Kumin 2001). 

Despite these measures to mainstream gender into international and domestic policies, Erin Baines (2004) claims that implementation of gender protection has been slow and ad hoc. She attributes this to factors including a belief that simply ‘adding’ gender to existing mandates, neglects the analysis of other factors affecting gender relations. Other critiques of the response to sexual violence as a weapon of war acknowledge, among other downfalls, the weaknesses of domestic systems that facilitate the processes of disclosure, prosecution and protection. In Kosovo, for example, it was found that gender-based violence cases were rarely tried in private and often placed blame on the victim (Ward 2002). This apparent state apathy perpetuates the suffering of victims of sexual violence who never see their perpetrators brought to justice and does little to discourage further atrocities from occurring (Brazeau 1991 and Ward 2002). Along with an inadequate provision of sexual, reproductive and mental health services by humanitarian organisations and by the state during and post-conflict (Zuckerman and Greenberg 2004), failure to effectively implement the legislations and protocols on gender issues developed by successive UN conferences and conventions has meant that “the protection and support for women survivors of violence are woefully inadequate” (Rehn and Johnson Sirleaf 2000:29).

The ways that the UK has attempted to translate international gender mainstreaming rhetoric into practice shall be considered in the later section on sexual violence and the asylum process.

2. The Impact of Sexual Violence as a Weapon of War on Health

“The trauma of rape is tied to both the violation of the body-self and the violation of the social body.”

- (Sideris 2002:714)

Sexual violence is an infliction of pain and humiliation on the body, mind and spirit of its victim as well as on their social network. The impact on the victim is determined by the context in which sexual violence occurs. This affects the way a person presents clinically, shapes the meanings attached to the experience and decides societal responses to the act. 

The various physical and psychological outcomes that may result from the infliction of sexual violence as a weapon of war will now be outlined along with the possible impact on a persons social wellbeing. Some of the appropriate responses suggested by refugee health experts will also be considered in order to inform the analysis of the response by the primary health service in Lambeth.

Physical Health

Injury – Trauma is likely to result from non-consensual intercourse and intentional injury. Abrasion of the vaginal and vulval mucosa is likely to heal quickly, however intentional mutilation of the vagina by the use of objects, cutting, burning or electric shocks is likely to leave distinctive scarring. Sexual dysfunction may result from physical trauma but is more commonly attributable to psychological problems. There is occasionally associated long-term pain and dysuria from bruising of the urethra or from urinary infection. Injury as a result of anal intercourse is more likely than with vaginal intercourse and may cause the formation of a fissure or lead to constipation (Clarke P 2004).

Infection – The risk of HIV infection is much higher in sexual violence as a weapon of war than in consensual sex because of mucosal damage, the absence of protective vaginal secretions and the increased prevalence of STIs amongst combatants (Rehn and Johnson Sirleaf 2000). A health worker in Burundi claimed that “war is a strong ally of HIV. It means we say goodbye to our community schemes and prevention strategies and we say hello to HIV and AIDS” (ibid:47). Victims of rape are also at high risk of other sexually transmitted infections (STIs) such as gonorrhoea, chlamydia, hepatitis B and syphilis. Pelvic inflammatory disease is an additional risk since infections may be left untreated for extended periods and the use of objects in penetration allows bacteria to ascend to the pelvis (Adlington and Burnett 2004). Infection also can lead to infertility, particularly if medical treatment is not received promptly (Ohambe et al 2005)

Menstruation – Women who have been raped usually complain of altered periods. They often describe an increase in blood loss or pain. This may relate to stress or infection (Clarke 2004).

Pregnancy – Pregnancy is more likely if women are raped repeatedly (Ibid.) Many women who become pregnant when they are raped have illegal and unsafe abortions, particularly in cultures where rape is stigmatised and abortion facilities are not available. The UNFPA estimate that 25-50% of maternal deaths among refugees are due to unsafe abortions (Lehmann 2002). Unattended child-birth also poses a health risk, particularly in young girls. Girls aged 10-14 are five times more likely to die in pregnancy than women aged 20-24 (Rehn and Johnson Sirleaf 2000). Women who are pregnant when they experience sexual violence may abort as a result of stress or trauma to the uterus (Clarke 2004).

Psychological and Mental Health

Sexual violence entails the violation of one’s sexuality, an intimate aspect of self. Its psychological and mental health consequences are thus numerous, particularly when perpetration is persecutory and its victims are already physically and psychologically compromised. Furthermore, ‘normal’ post-incident adjustment will not occur owing to the unusual circumstances that victims face such as social insecurity and lack of assistance. The knowledge that they have been targeted can also lead to feelings of self-blame (Seltzer 2004). 

Symptoms that may result from a history of sexual violence include sleep disturbance, nightmares, intrusive images, cognitive memory and concentration problems, anxiety, depression, irritability, emotional liability, behavioural disturbances, lack of energy and headaches (Peel 1996, Arcel 2002). A study in the DRC found that 91% of survivors of sexual violence claimed they were suffering from some alteration in their behaviour or ideation (Ohambe et al 2005). Additionally, 30-40% of survivors experience some form of sexual dysfunction (Seltzer 2004). 

Many victims will not present with psychological distress related symptoms due to culture-related stigma associated with psychological problems. It is more common, particularly in primary care, for patients to present with unexplained somatic symptoms (Seltzer 2004). 

Many studies have found a close association between sexual violence and a diagnosis of post-traumatic stress disorder (PTSD), which is often accompanied with depression (Ferrada 2005). A ‘dose-response’ relationship between trauma and post-traumatic psychological ill health has also been noted (Seltzer 2004). Features of PTSD typically include repeated ‘flashbacks’, emotional blunting, detachment from other people and surroundings, anhedonia
 and avoidance of activities and situations reminiscent of the event (WHO 2003). Most victims experience considerable distress when memories of the event are triggered by familiar sights, smells or by people in official roles such as immigration officers and physicians (Seltzer 2004).

Sociological Outcomes

Sociological outcomes arise both from the way that other people respond to a survivor of sexual violence and from the way a survivor relates to others. The social impact of sexual violence will now be discussed in reference to the effect of political, cultural and religious contexts. 

Where sexual violence is directed against a woman because of her political activity, as in Latin America, the very patriarchal state she opposes is used as torturer to suppress her rebellion and decimate her socially created gendered role of respectable and sacred woman or mother (Bunster-Burotto 1994). Patel and Mahtani (2004) note that women who have been tortured in a political context are often determined to overcome their emotional difficulties to resume their political role and will refuse to let the perpetrators ‘win’. The request of a Latin American woman in therapy was simply: ‘Help me to stand up again and I will go on fighting’ (Ibid:25).
Cultural beliefs will effect the reaction of family and community members to a survivor of sexual violence. Gender relations are a key part of cultural context, thus social outcomes differ between men and women. When, for example, rape is seen as the failure of a woman to meet familial responsibilities or to uphold the values of chastity and purity, it may be associated with the loss of familial honour, shame and rejection (Patel and Mahtani 2004). In Mozambique, many mothers of children conceived by the rebel group ‘Renamo’ were rejected from their families (Sideris 2002). Stigmatisation of sexual violence is universal but stronger in some societies than others and will also determine the victim’s behaviour. They may be deterred from seeking medical care (Patel and Mahtani 2004) or reporting the offence to authorities (Ward 2002). It will also confound the feeling of deep shame dominant in all victims of sexual violence (Burnett and Fassil 2002). Religious beliefs about sexuality may also lead to feelings of shame, guilt or fear of punishment from God (Patel and Mahtani 2004).

Families may become devastated by sexual violence as a weapon of war. Couples commonly experience relationship and sexual difficulties since sexuality, an integral part of safe intimacy, has been distorted - becoming part of an aggressive and dangerous attack (Arcel 2002). The torturer’s words can also leave deep-rooted scars that alter the beliefs of the victim. Men who are told they are gay by a rapist, for example, may experience uncertainty and anxiety about their sexuality (Lune and Ortmann 1992). Children and young people who witness rape or who are raped at a young age will display an altered attitude towards their family. The experience is often detrimental to the maternal relationship, for instance, since faith can be lost in the mother’s ability to nurture and protect (Ohambe et al 2005). 

Suggested Management

“Traumatic life events of the patient must be a central focus of clinical thinking.”

· (Mollica 2001: 1213).

Many victims of sexual violence as a weapon of war will feel uncomfortable discussing their experiences and will thus be unlikely to bring them up without prompting. Many authors note the development of a trusting, therapeutic relationship is imperative before disclosure is encouraged and that this may take some time (Patel and Mahtani 2004). However, Seltzer (2004:109) believes that “provided this questioning is carried out in a respectful and gentle manner, disclosure can bring great relief” and Mollica (2001:1213), that “demonstrating to patients that their trauma story is an important component of their medical history is a significant step in establishing rapport”. 

Burnett and Fassil (2002:71) suggest that if direct questioning about sexual violation is too uncomfortable then the subject may be introduced by asking, “I know that some people in your situation have experienced sexual violation. Has this ever happened to you?” Alternatively, simple screening instruments such as the Harvard Trauma Questionnaire can overcome this problem and have a high cultural validity and reliability (Mollica 2001).

It is suggested that refugee patients are offered a choice of gender of health worker and interpreter to ease disclosure. It is stressed that the use of an interpreter is essential for non-English speakers and that ideally they should act as a mediator in order to explain cultural context as well as translate. Relatives, especially children should not be used to interpret for patients (Ibid.)

When sexual violence is disclosed, the patient should have a sexual health screen to exclude infection. Some patients may have difficulties being physically examined relating to their experiences (Burnett and Fassil 2002), so if this is not possible, prophylactic antibiotics should be offered and a follow-up visit arranged (Adlington and Burnett 2004).
In response to problems of a psycho-social nature, some may benefit from talking about their experience while others may find this distressing. Patel and Mahtani (2004) suggest that it is essential for a patient to shift internalised negative feelings about their experience through counselling. However, they also indicate that Westernised psychological therapy with its emphasis on individualism, self-disclosure and talking may not be suitable for all patients and that trans- or inter-cultural approaches may be more successful. Recent research also shows that therapist variables such as age, gender and ethnicity can influence effectiveness and that it is more helpful for therapy to focus on the future than on the past (Patel and Mahtani 2004). Alternatively, a more effective approach than counselling may be to help the individual to develop their own support networks or by addressing current practical difficulties (Burnett and Fassil 2006).

The use of diagnoses such as post-traumatic stress disorder (PTSD) and rape trauma syndrome (RTS) in the management of survivors of sexual violence has been widely debated. Patel and Mahtani (2004:21) believe that “using conventional Eurocentric psychiatric frameworks… seriously risks oversimplifying and de-politicising both the impact of rape and the therapeutic attempts to help survivors of rape to manage their difficulties”. However, Seltzer (2004) suggests that diagnostic labelling can be a helpful way of grouping together and making sense of apparently unconnected symptoms. 

Burnett and Fassil (2002) suggest involving mental health services for those who consistently fail to function properly in daily tasks, frequently express suicidal ideation or planning and whose behaviour seems strange or aggressive by those within the same culture. They also suggest that the use of anti-depressants should be considered for concurrent depressive illness. Using the consultative or referral resources of mental health professionals who are trained to work with torture survivors can maximise recovery prospects (Weinstein et al 1996).

The importance of physician awareness and knowledge about the experiences of refugees is stressed throughout the literature. Adams et al (2004:1551) believe that more effective primary care for refugees begins with understanding reasons for flight, a group’s particular exposure to psychological trauma and an increased knowledge about the complex medical needs of refugees. Weinstein et al (1996) suggest that physicians can enhance their knowledge by literature review and training.

3. The experience of being a refugee in the UK

“They survived torture, will they survive Britain?”

- Writing on a demonstrators placard protesting against detention of asylum seekers, Rochester prison, Kent.

(Crawley 2000)

Peel and Smith (2004) suggest that the process of seeking asylum in the UK aggravates the consequences of rape as a method of torture. An understanding of the asylum process and its effects on both health and access to health care will thus be sought in order to fully comprehend the needs of survivors of sexual violence.

Refugees in the UK

The UK receives approximately 2% of the world’s refugees (Dumper 2002). Although no comprehensive information on their numbers or distribution is available, the Health of Londoners Project estimated that 280,000 refugees were living in London in 1999 (Aldous et al 1999). The main countries of origin are reflective of global political situations and so presently applicants originate mainly from Iraq, Zimbabwe, Afghanistan, Somalia and China (UNHCR 2006a). 
Seeking Asylum in the UK
Refugees face unique circumstantial difficulties on arrival in the UK. Families are often without one parent, who may be missing or dead, and a significant number of children are unaccompanied. While suffering from their past experiences that may include detention and torture, loss of loved ones and exposure to violence and persecution, they also experience the loss of leaving behind their homes, families, money, jobs, status and support networks. Those seeking asylum are undoubtedly courageous, resourceful and resilient but on arrival to the UK they face an indefinite period of uncertainty, frustration and disillusionment (Burnett and Fasil 2002). 

The application process is summarised in the diagram below. 
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SEF (Statement of Evidence Form – to be completed in English)

IND (Immigration and Nationality Directorate – Home Office)

Since April 2000, the National Asylum Support Service (NASS) has been responsible for supporting asylum seekers until their application has been decided upon. Subsistence support is the equivalent to approximately 70% of current income support levels (Burnett and Fassil 2002). They are also offered accommodation although many choose to live in the community with friends or family. The new policy of dispersal means that asylum seekers are accommodated outside London and the South East in areas where local authorities may have little experience in working with refugees. The applicant has no choice in the location of where they are placed and may only be able to remain in London if receiving on-going care from the Medical Foundation or specialist health care, which deems dispersal as inadvisable. Housing allocation is primarily driven by availability and not by the applicant’s needs (Burnett and Fassil 2002).

Access to Health Care

Asylum seekers are entitled to free health care and help with other health costs, such as prescription charges, for as long as their application (including appeals) is under consideration. Failed asylum seekers, including those receiving NASS support under section 4, are not entitled to free secondary health care except in the case of an emergency, if they have one of a list of certain communicable diseases or if they are in need of compulsory mental health treatment. HIV/AIDS testing and counselling is available but treatment is not free. Health Service Circular 1999/018 states that failed asylum seekers should not be registered for primary health care but that this is left to the discretion of individual GP practices. Debates on the clarification of this legislation are ongoing (NASS 2005).

Sexual Violence and the asylum process in the UK 
During the 1990s, international agreements and European guidelines were developed that allowed gender-related persecution be considered a right to protection under the Geneva Convention (Kumin 2001). However, Smith (2004) believes that the treatment of rape as torture within the UK’s asylum system has failed to keep pace with the jurisprudence of the ECtHR
 and Commission
 and that there is a worrying lack of ability to differentiate between personal acts and those constituting torture. This legislative inconsistency is likely to be detrimental to the attempt of rape survivors to seek asylum in the UK. 

Efforts have been made to improve the Home Office’s approach to dealing with gender-related asylum claims. In 2000, the UK’s Immigration Appellate Authority launched its Asylum Gender Guidelines, specifically recognising that gender-specific persecution can be relevant to a woman’s asylum claim and drawing attention to procedural barriers that undermine the fairness of decision-making on women’s claims (IAA 2000). Despite these guidelines, concerns remain that the UK asylum system fails to provide adequate protection for women who have experienced sexual violence as a weapon of war. A report on the guidelines states that, “a few examples of good practice were identified but the overwhelming impression was one of a lack of awareness of gender issues and of the Guidance not being followed by decision-makers” (Ceneda and Palmer 2006:11). Barriers to effective gender-related asylum claims include the inability of a woman to pursue her own claim if she is accompanied by a man, the location interviews, the lack of childcare arrangements and the use of male interviewers or interpreters (Brazeau 1991). Victims of sexual violence also have difficulty demonstrating that they have been persecuted rather than having been subject to an act of random violence (Ibid.). 

The Impact of Seeking Asylum on Health

“Because of my worries my doctor gives me tablets, but my worries are due to my immigration status and loneliness”

· Female asylum seeker, dispersed.

(Burnett and Fassil 2002)
The detrimental effect of the asylum process on health has been widely recognised by academics. Dumper (2002) found that 26% of a group of refugee women described having psychological health problems after reaching the UK, compared to 3% on arrival. The BMA (2002), in its review of UK immigration procedures, notes that while asylum seekers already have specific health problems on arrival, the experiences of application and short-term accommodation, particularly detention, along with inadequate medical intervention serve to compound physical and psychological health problems. Additionally, prolonged uncertainty about an asylum claim can cause stress-related ill health.

The BMA (2002) reports that although a medical inspection including a screen for tuberculosis is supposed to be given to every new arrival, these are either inadequate or not received because of staff and funding shortages. In addition, Jones (2000) finds that follow up procedures for health problems discovered on initial examination are poor. There is a particular concern for the health of children who are not offered any screening on arrival despite the fact that they may not be fully immunised (Ibid). 

The dispersal system currently employed leaves refugees marginalised, impoverished and lacking adequate health care since dispersal areas do not have the capacity to serve the complex needs of this group (BMA 2002). Concern has also been raised about the detrimental effects of detention, particularly on mental health. Dr. Zachary Smith carried out a study with Iraqi refugees who had been detained in Australia and found a “horrendous and rapid deterioration in mental state” (Hammond 2006). The ‘No Place for a Child’ campaign expresses particular concern for children in detention. It estimates that 2000 children are detained each year for up to 8 months and claims that the greatest impact is on a child’s mental health, with long term consequences (Crawley and Lester 2005).

Refugees are less likely to access health care during the asylum process due to a lack of understanding about the NHS and their entitlement to care. Where information is available, its effectiveness is limited by language difficulties (BMA 2002). The regulations on failed asylum seeker eligibility have not only barred this vulnerable group from receiving vital health care, but have also led to confusion amongst health workers and asylum seekers (Hargreaves et al 2005). The refugee council reports, for instance, that pregnant asylum seekers, who are eligible for care, have been denied ante-natal services when health workers have been ignorant of legal guidelines (Refugee Council 2004a). GPs also lack an understanding of refugees’ entitlement to primary care as is noted in chapter four. 

4. The Primary Health Care Response to Refugee Women who have Experienced Sexual Violence as a Weapon of War. 

– Case Study: Lambeth Borough, London.

Refugees in Lambeth

It is estimated that there are between 9,400 and 11,000 refugees living in Lambeth who have entered the country since 1983 (Aldous et al 1999). In 2003, it was recorded as supporting the third largest number of refugees of all London boroughs (RHT 2004). Hinton (2001) reports that most refugees in the area live in deprived communities and that many are destitute or living in temporary accommodation. 

The most common country of origin of refugees living in Lambeth is Somalia. Interpreting services are most commonly requested for Spanish, Somali, Portugese, French and Cantonese speakers (Eling 2005).

Primary health care for refugees in the UK and Lambeth

Although some examples of good practice have been identified, primary health services in the UK have been widely scrutinised in relation to the way that they deal with refugees. A summary of the barriers to refugees accessing adequate health care in the UK and Lambeth – both generally and in response to a history of sexual violence -  will now be made. This analysis will refer to services offered by the Refugee Health Team (RHT) and general practioners (GPs) in Lambeth since both provide access points to health care for refugees.

The RHT for Lambeth, Southwark and Lewisham (LSL) was formed in 2004 as part of the Lambeth PCT. A multidisciplinary team, it aims to improve access to health care for refugees and increase the awareness of health care providers about refugee health needs. It is perceived as an example of good practice within the UK (Hinton 2001). However, with increasing numbers of refugees in the area, the team has recently only been able to focus on the most vulnerable (Ibid.).
	Examples of other organisations and resources to assist primary care providers with the management of refugee patients 

· Refugee Community Organisations (RCOs) – There are at least 33 in LSL (Hinton 2001). They include support groups, women’s groups and drop in centres. 

· Refugee Support Centre – Provides counselling and psychotherapy to refugees as well as training and support to health professionals.

· Social Services - Asylum Team

· Harpweb – A website for health professionals with relevant information and links. Resources available  include multilingual appointment cards.

· Refugee Council – Information and legal and social support.

· Medical Foundation for the Care of Victims of Torture (MF) – Treatment for victims of torture, medico-legal reports, advice on care of survivors of torture and information on torture in specific countries.




Understanding the UK health system

A survey in a South London clinic found that African attendees cited a lack of understanding of the health care system and their eligibility for care as barriers to accessing health care (McMunn et al 1997). The RHT in Lambeth aims to fill the gap by the provision of leaflets about the NHS and clinic sessions held in hostels, GP practices and RCOs (Hinton 2001). 

Access to adequate health care

Many refugees experience difficulty registering permanently with a GP practice. A study by the Refugee Council (2004) found that 14% of a community from the Horn of Africa were not registered, compared to 1% of the general UK community. Registration difficulties are often related to practices requiring documentation such as passports or proof of address (Jones 1998) or closing their lists to refugees. Refugees are often registered temporarily because they are perceived to be a mobile population. However, 70% of refugees live in one place for more than a year (Jones and Gill 1998). Some academics note that temporary registration is detrimental for the continuity of care (Katikireddi et al 2004). A recent study of primary care services in LSL found that there was a lack of clarity about the type of documentation that should be requested on registration and that a significant number of GPs were unsure about asylum seekers’ entitlement to primary care (Eling 2005).

Once they are registered, refugees may then have problems accessing adequate treatment. Many surgeries in London, for instance, do not offer health checks to refugees (Jones 2000). Half of the asylum seekers interviewed in a study in LSL were not satisfied with their experience of primary care. They complained of not being listened to, not having an interpreter and not being referred to specialists when they felt this is what they needed (Hinton 2001). A significant number also reported difficulties in making appointments relating to language problems and booking interpreters when the system only allowed same-day or next-day appointments (Ibid.).

Another problem is that some GPs lack the capacity to deal with the specific needs that refugees may present with. Most GPs interviewed in a study based in LSL, for example, felt that they had inadequate support in managing mental health problems. There was confusion around referral pathways and a perception that the community mental health teams (CMHTs) were not interested in working with refugees. Some claimed that the in-house counselling services at their practices refused to use interpreting services and so could not treat non-English speaking patients (Eling 2005).
The RHT tackles access issues in Lambeth by providing health promotion in RCOs and nurse-led clinics in hostels, day centres and GP surgeries where refugees can access basic health care, advice or be referred to a GP (Hinton 2001). 
Communication problems

It is widely acknowledged that translation services are inadequate in the UK. Dumper (2002) finds that communication problems are the main difficulty that refugee women experience when visiting health services and that only half of those he surveyed had access to interpreters when visiting their GP despite the fact that 83% did not speak good English. 

Although the RHT aims to improve language support for health services, it has not been successful in this area (Hinton 2001). A recent study in LSL found GPs were not aware of the mechanism for booking interpreters within their practice and many complained about having to wait up to 2 weeks for interpreters for some languages. Most GPs said they rarely or never used ‘Languageline’, the telephone interpreting service (Eling 2005). A consultation involving 70 participants in Lambeth found that along with the under-use of interpreting services by GP health care staff, there was insufficient multilingual information available in practices. Participants also felt that communication difficulties with GPs were due to poor cultural understanding (Boldrini 2004).

Understanding and knowledge about refugees

Hinton (2001) believes that health practitioners lack awareness about the refugee experience, health needs and eligibility to health care. This is verified by the fact that few GPs are aware of the need for TB screening or inquiry into vaccination status and mental health (Hargreaves et al 2000). The BMA (2002) finds that health professionals lack knowledge about support services available to refugees. This lack of knowledge leads to the application of a medical model to all refugees, denying them the holistic approach recommended by experts (Montgomery and Le Feuvre 2000).

The RHT aims to increase the awareness of primary care providers about refugee health needs, eligibility and services by holding training seminars and workshops and by the publication of information. One health visitor said of training: ‘It’s had a good impact on our work as we were totally unaware of these issues’ (Hinton 2001:19). However, training workshops can only reach a small proportion of professionals working in Lambeth and many under-utilise the services of the RHT (Hinton 2001). 

Although there is a resource pack available about refugee health care written for GPs in Lambeth (Fine and Cheal 2004), a recent survey found that only a minority of GPs had a copy in their consulting room and none were aware of the online version (Eling 2005).

Interviews with primary care providers in Lambeth

Methodology

Primary care providers were contacted from the RHT and every GP practice in Lambeth by a letter to their practice manager and a follow up phone call. There were eight responses and interviews were then conducted with seven GPs and one GP nurse practitioner at six different practices and with two members of the RHT. Interviews were semi-structured and either carried out on the phone or face to face. Transcripts were written up within one hour of conducting the interview.

Findings

The most important findings revealed by the interviews will now be outlined.
(GP practices)

Access to health care

· Refugee registration was identified as a barrier to access by two interviewees. However, four of the practices required documentation to register, a difficulty for the majority of refugees living with friends or family. 

· Language was commonly mentioned as a barrier to registering at a practice, seeing a doctor and accessing secondary care. 

· Two interviewees indicated that the policy of charging failed asylum seekers for secondary care restricts access to this group and to eligible patients who lack understanding of their entitlement. 

· Four out of six practices offered health checks to refugee patients.

Consultation difficulties

· All interviewees claimed that language differences were a significant difficulty in their consultations with refugee patients.

· Most interviewees said that they use interpreters a minority of the time and half admitted to using them with less than 10% of non-English speaking patients. Six out of eight claimed to use family and friends as translators on a regular basis. Five interviewees mentioned that they occasionally used Language-line. Reasons for not using interpreters were that they were difficult to get hold of, that they were time-consuming and that patients usually came with someone to interpret for them. 

· No interviewees indicated that a choice of gender was offered to patients on a regular basis, but most thought this would be possible if the patient asked. Most thought that they would not be able to specify the gender of the interpreter that they used. 

· Interviewees also pointed out that multiple and complex needs, particularly psychological problems made consultations longer and more difficult. One GP pointed out that refugee patients have a lot of problems relating to practical issues and suggested, “you really can’t help them that much… they can’t be healed from everything” (Interview 7).

Knowledge and understanding about refugees

· Six interviewees had done some form of training in working with refugees, however only two said it was recent and opinions about its usefulness varied. One said: “It was like teaching grandma to suck eggs. I found it very patronising” (Interview 4), and another that they found it useful to discuss problems with others (Interview 5).

· One GP showed a lack of understanding about refugees by suggesting that a lot are economic migrants and saying that “often they want a sick note. They aren’t supposed to work I don’t think but social services tell them to get a sick note” (Interview 5). 

· All interviewees identified specific needs relating to refugees’ experiences, including psychological effects of what they have gone through or the present uncertainty that they are living in. Two interviewees mentioned needs related to rape.

Awareness of sexual violence as a weapon of war

· All interviewees showed some awareness that a number of refugees had experienced sexual violence. One felt that it only affected a small proportion while another felt that the proportion was as high as 50% among African patients. Two interviewees showed some naivety about the issue, one saying that it wasn’t relevant since most refugees had been in the country a long time and another suggesting that it had only occurred among Albanian refugees in camps and that “they’re all gone now aren’t they, the Albanians?” (Interview 3). Two interviewees said they thought a smaller proportion of men had been sexually abused as well but a further two who were asked specifically suggested men were more likely to experience other forms of torture.

· All interviewees suggested a relevant context in which sexual violence happened. One said, “it can happen when someone has a gun, they have power and they use the opportunity” (Interview 5), and another, “it is used as a political tool of suppression” (Interview 4).

Response to refugees who have experienced sexual violence

· None of the interviewees asked directly about sexual violence as part of taking a history from refugees but many would ask in response to symptoms such as discharge, pregnancy or psychological distress. One GP implied that they had never considered asking about sexual violence but that they would from then on. Two interviewees suggested that there is not enough time within consultations to ask about and deal with sexual violence related problems, one saying of consultations, “they’re only ten minutes long and its impossible to deal with all the emotions and everything else in that time” (Interview 1). The other suggested that “I don’t think it’s necessary as it’s the job of the refugee council” (Interview 5). Three interviewees expressed that disclosure required time for trust to be built up between the patient and the health professional. Other barriers to disclosure mentioned were stigma, fear of not being believed, distress, having a friend or relative with them and the sex of the health care professional.

· All but one interviewee reported that the victim would need a sexual health screen for sexually transmitted infections, most mentioning HIV as a potential risk. All mentioned the need for some kind of psychological help or counselling. Interviewees from four practices mentioned that they had in-house counsellors who they would use. Four mentioned difficulties using other mental health services, mostly related to language. One GP said that the CMHT were likely to “put them on loads of tranquilisers and anti-depressants and send them back to us” (Interview 4) and that their in-house psychologist refused to use interpreters and so could not see most refugee patients. One GP mentioned social problems as a result of sexual violence, stating that the refugee’s community “may not be sympathetic towards rape victims” (Ibid).

Use of refugee organisations/specialists

· Six interviewees had used a refugee organisation or specialist for referral or advice at least once. One GP claimed “I feel confident to deal with it without advice, the RHT sent something but I never read it” (Interview 5). Four said that they would refer to the MF but two of these complained that the waiting lists were too long and the criteria too difficult to meet. Two interviewees claimed that they use local RCOs, one saying “I’d try and get them with a group of people from similar backgrounds” (Interview 6). Only one GP mentioned using the RHT as a service, saying that, “knowing the RHT are there just to offer advice and refer on is really helpful” (Interview 8).

RHT members

· The interviewees had a good understanding of the experiences and needs of refugees including those relating to sexual violence. 

· They identified that the RHT was beneficial to refugees by offering health screens, making referrals to specialist care, offering longer consulting times and informing about the health system. 

· They also identified that the service is limited by a low response rate to letters inviting new arrivals to clinics and by a low referral rate from GPs.

Summary of Findings

· Refugees have difficulty registering at GP practices, seeing a doctor and being referred because of documentation requests, language barriers and poor understanding of the health system.

· Communication problems constitute a major difficulty in consultations between refugees and health professionals due to the insufficient use of interpreters, the presence of friends or family, the gender of the health professional or interpreter and cultural differences.

· A negative or suspicious perception of refugees was evident amongst some primary care providers in Lambeth. This was communicated by comments about not wanting any more refugee patients, economic motives of refugees and a reluctance to attend training or access guidance on refugee health management.

· Awareness of the use of sexual violence as a weapon of war is quite good among primary care providers in Lambeth. However, disclosure is inhibited by communication problems, short consultation times and the reluctance to ask direct questions. 

· Although the RHT in Lambeth attempts to fill health care gaps by the provision of information and primary health care to refugees and by raising awareness of refugee issues with GP health workers, it is only able to reach a small proportion of those who would benefit from its services.

· Although frustration was expressed over the inadequacy of the CMHT to deal with refugee’s mental health care, there is minimal awareness or utilisation of the services offered by the RHT, other refugee welfare organisations and RCOs in Lambeth, some of whom offer counselling and psychotherapy. 

Conclusion and Recommendations

This dissertation has found that sexual violence as a weapon of war effects a significant number of refugees who seek asylum in the UK and that this has a serious impact on a survivors’ physical, psychological and social well-being. The experience of seeking asylum in the UK has been shown to compound these effects due to the detrimental impact it has on health and the restrictions it places on the ability of survivors to obtain protection and health care to which they are legally entitled. These restrictions relate to a lack of gender-sensitive practice in the decision-making process, dispersal and detention, inadequate health screening, follow up and facilitation of health system use and policies reducing entitlement for failed asylum seekers.  

In addition to the barriers to health care posed by the immigration system, there are further barriers that refugees face in accessing health care through primary care providers. These include difficulties amongst refugees in understanding the primary care system, permanent registration at GP practices and communication problems, as well as the understanding and attitude of health professionals towards refugees’ experiences and needs. 

In the borough of Lambeth, this dissertation has found that while generally there was a good understanding amongst primary care providers of sexual violence as a weapon of war and its impact, disclosure was inhibited by short consultation times, inappropriate interpreter use and a reluctance to ask direct questions. The quality of care offered to survivors was limited by the problems associated with the use of the CMHT and the under-utilisation of the RHT and other refugee organisations.

Although interview results were obtained from only a small sample of primary care providers in Lambeth, the findings indicate that refugees who have experienced sexual violence as a weapon of war have some difficulty in accessing appropriate health care in response to their needs. It can be assumed that the problems identified in Lambeth are representative - or less in frequency and extent - of those facing refugees in the rest of the UK, since primary care providers in Lambeth have access to many more supportive organisations and resources than most other areas with large refugee populations, particularly dispersal areas outside of London. 

The RHT makes an important contribution to increasing refugees’ access to health care and raising awareness of issues relating to refugees among primary care providers, which is important for effective management. However, it has been noted that the RHT can only reach a small proportion of those it would benefit and that it has been unsuccessful in improving access to language support. Burnett and Fassil (2002) suggest that holistic care for torture survivors can be offered in the form of practical and legal assistance and community, religious and creative links as well as medical approaches. In line with this thinking, the author recommends that GP practices in Lambeth should utilise the services of the RHT and other refugee organisations more effectively in order to improve their response to patients who are survivors of sexual violence.

Many of the factors limiting refugees’ access to appropriate health care are due to practicalities such as time and resource shortages. The BMA (2002) recommends that extra funding be directed to delivering services to newly arrived immigrants and to doctors in order that they might meet the complex needs and language requirements of refugees. 

Another factor that might be considered as contributing to the barriers identified is a lack of political prioritisation of the protection of refugees at a time when the state is faced by the challenge of meeting security needs. In the view of the UNHCR (2006b), real and perceived security threats not only influence the willingness of states to provide asylum to refugees, they also determine the quality of the refuge provided. 

This dissertation has investigated domestic and local factors responsible for the difficulties faced by refugees seeking health care in relation to sexual violence. However, an equally important area of focus should be the prevention of sexual violence as a weapon of war at an international level, in order to address some of its root causes. Advocacy on behalf of potential victims of the future should focus on strengthening the implementation of gender protective legislation and policy in conflict situations, and on enhancing the protective capacity of countries of first asylum - a crucial role, which the UNHCR (2006b) believes belongs to industrialised countries.

As the UNHCR argues, ‘the notions of asylum and refugee protection mean very little unless people who are obliged to seek sanctuary in another state are able to enjoy an adequate degree of physical, legal, material and psychological security in that country’ (UNHCR 2006b:28). It is imperative therefore that changes are made at local, domestic and international levels in order to adequately protect and care for refugees who have experienced sexual violence as a weapon of war.
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Top Floor Flat


11 Lambourn Rd

                       London


SW40LX

3 February 2006

              07779995774










              02072073717









          sooperray@yahoo.com

Dear [Practice Manager],

I am a medical student intercalating in International Health at UCL. Under the supervision of Jolene Skordis at the London School of Hygiene and Tropical Medicine and Angela Burnett at the Medical Foundation for the Care of Victims of Torture, I am currently writing a dissertation about primary health care and vulnerable population groups. I am conducting some primary research, interviewing GPs and primary health nurses in the borough of Lambeth. These interviews would last approximately 15 minutes and could be done in person or over the phone. 

If any of the staff at the practice would be kind enough to offer me some help, please would you contact me. I would be very grateful.

Thank you and best wishes,

Rachel Wake

Objectives of Interviews with Non-Specialist Primary Health Care Workers (GPs and GP nurses)

· To establish the significance of refugees within their patient population.

· To assess the accessibility of the practice and of consultations with primary and secondary health care professionals.
· To assess the awareness of GPs/nurses to refugee health needs associated to their experiences, including awareness of sexual violence as a weapon of war.
· To establish the extent to which disclosure of this history occurs and under which circumstances refugee are asked about it if at all.
· The extent to which GPs associate this history with specific health needs and offer treatment or services to address these needs.
Questions

In interview ‘refugee’ will refer to asylum seekers, failed asylum seekers and those with refugee status.

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

· What aspects make it easier/ more difficult for refugees to see a doctor?

· What aspects make it easier/ more difficult to refer to secondary health care?

· Do all refugees receive a health check on registering?

· Do you use interpreting services? With what proportion of non-English speaking patients?

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

· Can you identify any particular differences between your experience of consultations with refugees and other patients? 

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

· What do you suppose is the context of this type of violence?

· Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
· Their response 

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you have access to any advice/ guidelines on how to manage this situation?
· Do you refer these refugees to any specialists in refugee health?
Objectives of Interviews with members of the RHT

· To discover the extent to which RHT health workers are the primary contact that refugees have with health care.

· To discover what services are provided by RHT health workers.

· To ascertain how aware RHT health workers are of sexual violence as a weapon of war and the associated health needs

· To find out their response to these health needs.

· To find out their opinion of the GP based health care of refugees in the borough including their access to GPs, the adequacy of treatment and GP awareness of the refugee experience.

The term ‘refugee’ also refers to asylum seekers or those that have failed the asylum process.
Questions

· Their role in working with refugees
· How many refugees/ asylum seekers/ FAS do you work with?

· In what area and context?

· How do refugees access your services?

· What services do you offer?

· What services can you refer clients to?

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

· How do you rate the access that the refugee population has to services that address these needs?

· Including their access to a local GP practice?

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

· What do they suppose is the context of this type of violence?

· Is this information regularly obtained within consultations with refugee women?

· Do you ask directly or only discuss the issue is brings it up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt them to ask about a history of sexual violence?
· What, in their experience makes it easier/ more difficult to attain this information and discuss these issues?
· Health service response

· In their opinion, what, if any, are the health needs of a woman who has experienced sexual violence as a weapon of war?
· Do this group receive any treatments or services in response to any physical health needs/ mental health needs/ social needs?
· If any, what benefits to you think this group receives from these treatments or services?
· What factors do you suppose lead to any or all of this group receiving no health response to their specific needs related to sexual violence in their country of origin?
· How aware do they think that non-specialist health providers eg. GPs, GP nurses are of the needs and experiences of refugees?

· General needs associated with being a refugee

· Experience of torture

· Experience of sexual violence

· How important do you think it is that GPs and primary health nurses are aware of the refugee experience?

· Preliminary interview with former member of RHT. (Not used in results)

Role in working with refugees and Asylum Seekers:

As a refugee nurse, I was the only clinical member of the ROT, the others were health care assistants mainly running health awareness workshops with refugees in hostels. I was mainly working with refugees who were waiting for their application to go through, which sometimes took a few months or a year back then, but now is much quicker, maybe a couple of weeks. As well as having contact with refugees in hostels, I was referred cases by Refugee Community Organisations and NASS. NASS support asylum seekers while their applications are being processed and would give me a list of people in my borough, their name, age, country of origin but rarely any health details as then there was no health checks on arrival. With induction centres, health checks should be occurring more frequently now. I sometimes got 30 or 40 people every week. It was too many to see them all so I’d prioritise people I knew would be most at risk on a fairly arbitrary basis. Single men from Iran for example, I knew were likely to have experienced extremely traumatic forms of torture, single women and people who were living in areas I knew were deprived or who were less likely to integrate with a community. It was fairly hit or miss as the only way I had of contacting them was by letter. The response rate was quite good but some wouldn’t be able to read the letter or wouldn’t be at the address I had for them. I’d often work with people in emergency accommodation centres or who were on the streets once their application had been refused or they’d come back to London after being placed somewhere else and NASS support had stopped. The home office can move people all over the place and its very difficult of they’ve established a community in a certain area and are then moved. Many are refused refugee status but cannot return. I met an Iraqi guy who was sleeping under cars. He was refused Asylum as the regime is no longer in Iraq. He had spent time in Abu Ghraib prison under Sadam Hussein’s regime, had had a leg amputated in torture and was a type 2 diabetic. Section 4 allows protection of people under able to return to their countries after they have been refused asylum so we were able to get him into a hostel but maybe he’s been deported now.

I only reached the tip of the iceberg. If I was sitting in a double-decker bus full of refugees I maybe saw one of them.

What are the main ethnicities in LSL?

I think there’s a large number of Chinese, Vietnamese and Latin American people. I was mainly working wit Somalis, Congolese, Iranians, Ethiopeans and Eritreans.

What were their main health needs?

Most had experienced torture and imprisonment. I’d say about 60% of women had been raped, most of them multiple times. Some men had too but maybe not as many. Most had witnessed some form of human rights abuses and the present destitution they were living in all contributed to their ongoing trauma. So, the repercussions of all this meant a lot of psychological distress. Sleep disturbance, nightmares, flashbacks, loss of hope for the future, hyper-arousal – they are jumpy. I’d say the point of break down for refugees is often during their time seeking asylum because of the bad treatment they receive under the system. There are also physical consequences of torture- mal-united fractures, back pain, musculo-skeletal damage, neuropathic pain, the practice of Falaka in the Middle East led to leg and knee pain. Most commonly people say they have a headache. They might go to the GP and come away with a pack of paracetemol.

What do you think of the use of PTSD as a diagnosis?

I don’t really like it because of the stigmatisation and labelling of someone who is experiencing a normal reaction to the trauma they have been through. The level of distress is so high. Also, because it is ongoing trauma they are going through. I think the diagnosis should be questioned. But it is also useful. Some find it helpful to have a diagnosis rather than think they’re going mad. It’s also useful for the asylum process, as evidence that what they’ve been through has affected them in a significant way, and to enable referral to the MHT and PTSD department.

How do you rate health care available to refugees when you refer them to specialist centres or to GPs?

I referred to the MF, Refugee Trauma Centre, Helen Bamber or too the CMHT. But some CMHT’s won’t see patients unless they’re referred from GPs. I generally don’t refer to GPs but would in that case. I think it’s very valuable for them to get treatment and there’s a lot of healing value in talking about what’s happened and being listened to. If people register themselves with GPs, care is variable. I think that sexual health screening and general screening is a problem. Sometimes they don’t get immunisation updates they need.

How do you rate access to GPs?

I think there’s a problem with them even understanding the system. They might get information but they get so much info it’s hard for them to take it all in. The NHS system might be completely alien to them. But if they really have health needs they often do seek some kind of help. There’s also discrimination both from health professionals and receptionists. They can prevent refugees from registering. Language is another barrier and very rarely can they get interpreters. They might also be reluctant to use the NHS as it’s a government run service and they are intimidated by authority after their experience of torture. Especially if doctors were involved in their torture. They might not trust them.

What proportion of women who have experienced sexual violence do you think disclose to you and do you think this is different with GP staff?

It’s hard to tell. I think most did talk to me about it but not straight away and I asked questions implying I suspected they might have experienced it from my knowledge of where they’d come from. Some women choose not to disclose because of the culture they come from and the stigma associated with it.

It’s more difficult at the GPs, there’s limited time and everyone feels like the doctor is too busy for them. There are also rarely interpreters and they might have their kids with them. I don’t think most primary health staff are very aware of the experiences of refugees and the torture that happens. It’s not the sort of thing people want to find out about and its not in medical or nursing literature very much. The workshops run by the outreach team are really good but only reach a small proportion of staff.

How do you rate the health care response to needs directly related to sexual violence?

I think most refugees that have experienced sexual violence could benefit from some form of intervention. This doesn’t necessarily need to be a form of Western medicine but community groups, art, church. Sometimes I found groups for them to get support from like churches. I think we’re missing a lot of STI’s. People are reluctant to go for screening as it might trigger a flashback. Primary health workers miss noticing at risk people and then refugees don’t turn up for appointments.

Interview 1 – GP at practice 1, Lambeth. She has previously worked at a specialist refugee health centre.

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
We have a lot of immigrants but a small proportion of refugees. They are mostly from various places around Africa, maybe East Africa.

· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

It’s difficult for everyone to register I think. We need proof of address because we have a problem with people coming from outside of the area. They need to bring a bill or something which is difficult for refugees if they’re staying with friends or something.

· What aspects make it easier/ more difficult for refugees to see a doctor?

We do have multilingual cards at reception but in reality I don’t know how often they’re used. We don’t have any appointment cards like that though.

· What aspects make it easier/ more difficult to refer to secondary health care?

It’s easier once we’ve seen them and we can order interpreters for their consultation. The hospital will send them an appointment letter in their language.

· Do all refugees receive a health check on registering?

No not at the practice but most of them have been screened at the airport for TB. I don’t think they’re screened for much else.

· Do you use interpreting services? With what proportion of non-English speaking patients?

We use face-to-face interpreters but only with a tiny proportion, maybe less than 5% of non-English speakers. Most get by with pigeon English or being their own interpreters who are friends or family. 

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

Yes, in theory. In reality it depends if they have good enough English to ask for it at reception. If we see a patient and they ask for next time to have a different gender then that’s possible but, but it’s difficult for them to ask if they have to do it through an interpretor.

· Training in working with refugees
· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

In my old job, I had some in London. But I haven’t been offered any in my current job.

· Can you identify any particular differences between your consultations with refugees and other patients? 

The language barrier. The presentation is often different as they come with multiple complaints and it’s difficult to home in on what’s actually wrong where as western patients are often more specific with their problem. They might come with problems related to their housing.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

Ongoing psychological trauma because of their case. It doesn’t resolve really until they have somewhere safe to live. They have ongoing legal issues so you can try dealing with their problems but they have an underlying fear of being returned to their country. I tend to refer them to a specialist psychiatrist if they have mental health issues but I think often they are more in need of supportive and psychological services and their problems are related to their lack of community support and the uncertainty they live in.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

A majority of the African women have and a significant number of the men but they are less likely to disclose but most women, say from Congo will have. The women seem almost resigned to it like they have accepted it as something that just happens. The men are less willing to tell you and are often more traumatised.

· What do you suppose is the context of this type of violence?

A break down in their societies. Most say there is no specific reason but it is a way of dehumanising their group but not specifically directed against them as an individual because of something they have done.

Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
Not in this job. I don’t ask directly, not in the first consultations because they’re only ten minutes long and its impossible to deal with all the emotions and everything else in that time. If there are psychological problems, then I’ll refer and hopefully the counsellor will ask. I’ll ask if there are specific problems like discharge.

It’s easier if you’ve already got a rapport, if they know you are safe and that it’s confidential. You can’t expect people to tell you the first time but if you’ve met them a few times. Time is the major factor.

· Their response 

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you have access to any advice/ guidelines on how to manage this situation?
· Do you refer these refugees to any specialists in refugee health?

HIV risk or STIs. You must ask directly. And then ongoing psychological trauma. We do screening for infection here, including sexual health and HIV, Hepatitis and syphilis. I’ll refer to counselling or phsychological therapy depending on what the indicators are. I take it step by step generally.

No guidelines.

Haven’t referred to refugee specialists.

Interview 2 – GP at practice 2, Lambeth

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
No. Our catchment just covers the YMCA where lots of refugees stay but otherwise there aren’t many, a small proportion. They are from Eritrea and Somalia. 
· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

It’s difficult because we’re not the nearest practice to their accommodation. Clapham is expensive to live in. If they do come, they can register.

· What aspects make it easier/ more difficult for refugees to see a doctor?

Nothing in particular

· What aspects make it easier/ more difficult to refer to secondary health care?

It’s just the same as with any patient.

· Do all refugees receive a health check on registering?

No, we used to check everyone, but when most people are young and healthy it’s not worth it so we only check if they are over a certain age or they’ve pointed out a particular problem on their registration sheet.

· Do you use interpreting services? With what proportion of non-English speaking patients?

We use an interpreter about 10% of the time, the rest of the time they bring a relative or friend or get by in pigeon English.

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

They would have to request it at reception to have a certain doctor. I don’t know about interpreters.

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

I had a couple of lectures at my old practice. They were quite helpful for understanding the process that they go through.

· Can you identify any particular differences between your consultations with refugees and other patients?

Language. Psychosomatic symptoms, which might be related to their feelings of isolation.  They’re all depressed and can’t sleep. Some of the women have been raped. It demands a lot of time as they have a lot of problems.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

I think around 50% of African patients have been. (and men?) they’re more imprisoned and abused in other ways.

· What do you suppose is the context of this type of violence?

Oh well they’ve mostly come from war areas. That’s what happens.

· Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
No it’s not generally obtained. If they have been, they’re often registered with the MF so get treatment there. A bit of both- I sometimes ask if there’s pelvic pain or pregnancy I ask the sexual history.

It’s easier if the professional is of the same sex and more difficult if they are with a friend. It’s better for them to have an independent interpreter.
· Their response 

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you have access to any advice/ guidelines on how to manage this situation?
· Do you refer these refugees to any specialists in refugee health?

A sexual health screen. They might have PID. Psychological counselling. It’s hard for them to get counselling because of language though. You can’t really be counselled in pigeon English and the MF have a strict criteria for getting someone there as they are overbooked. You have to be raped to get up the waiting list.

I don’t generally refer except to the MF. But they have criteria.

Interview 3 – GP at Practice 3, Lambeth.

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
No, not really. A small proportion. Come across them every now and then.

Congo, Africa, Sudan

· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

· What aspects make it easier/ more difficult for refugees to see a doctor?

· What aspects make it easier/ more difficult to refer to secondary health care?

Well, I think our practice is very sympathetic. We have Dr Brian Fine here from the medical foundation and he works at the medical foundation and has a specialist interest in refugee health. We have packs for GPs to help give services for refugees. I think we’re known as sympathetic.

The receptionists have something on the computer I think which helps with language differences and the sheets are in different languages. 

It’s difficult to get interpreters. We sometimes use languageline and use a face-to-face interpreter when we can get hold of one or else do what we’re not supposed to do and use friends or family members.

For secondary health care, there are problems with them understanding the services. One case I had, I think the hospital didn’t really appreciate the lack of understanding so that the discharge sheet said fully informed when actually he really wasn’t. So he was going in and out for ages. Its language that’s the main problem but otherwise I’ve never had problems getting them seen by secondary health care. I did have a refugee woman once who refused to go to ANC because she was convinced that she’d be deported. She thought that she could only go when she was in labour. But, we worked out that she could get ANC and so she goes now I think. Oh, and once I had a discharge summary which said discharged for deportation, which I thought was terrible. We don’t know the situation really but it’s terrible that GPs send their patients to hospital and they end up getting deported. I don’t know if hospitals actually do that.

· Do all refugees receive a health check on registering?

Ye-es. I say weakly. I mean it’s not full blown the same as anyone else would get I suppose but then things would be followed up if they came up.

· Do you use interpreting services? With what proportion of non-English speaking patients?

It’s difficult, they usually come with someone so we don’t use another service. So probably only 10%.

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

We do have male and female doctors but in the afternoon or evening its difficult as there is only one doctor. They would have to wait around anyway. But we would try to accommodate them if they asked.

I’ve no idea about interpreters as it’s the receptionists job really. But I expect that it’s not an option. They tend to be random so we often have a man interpreting for a woman or vice versa.

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

No. Not officially. Brian Fine does training for GPs all over the country so he raises the issue quite a lot.

· Can you identify any particular differences between your consultations with refugees and other patients? 

Longer. An officially longer appointment usually isn’t offered because we’d be too busy. Manly language makes it longer, or complex needs and a lack of understanding of the process I suppose. They may not realise they can come back so they’re not being rejected.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

Trauma. I have some children that I am trying to get to go too something at the MF, They’ve been here for 7 years but since they saw things when they were in Somalia and fleeing I don’t think they’ve had any help.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?
Er..possibly..probably. I haven’t come across any. 

· What do you suppose is the context of this type of violence?
I don’t know.

· Do you ask directly or only discuss the issue if it is brought up?
Well..I would now.

· What do you mean now?

Well, after this conversation. But no. I suppose it happens in camps doesn’t it. I mean this is from the past but I saw some Albanians once and they’d been in camp where I think there was some sexual abuse stuff going on. But then they’re all gone now aren’t they, the Albanians? They’ve gone back.

· If you do ask, is this as part of a general history or only in response to a particular symptom?
Torture does come up and I ask if they have abdominal pain. Now I suppose I’d ask about sexual violence for abdominal pain, or for sexual problems or discharge but then people find this very difficult too talk about. And anxiety generally.
· Their response 

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?

Other than a screen, counselling. There’s a counsellor here or depending on the context I’d refer to the MF. I’ve phoned the RC before as I wanted a counsellor in Portugese as it’s probably better if they are counselled in their own language isn’t it. I think the RC provides that sort of thing sometimes.
Interview 4 – GP at Practice 4, Lambeth

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
Yes. Less than we used to but relative to practices in the rest of the country a lot. 

A medium proportion

Somalia, Ethiopia, Eritrea, French speaking Africa: Congo, Sierra Leone, Ecuador. Still some Afghanis, Kosovans whose conflicts are over but are not residents.

· What aspects of your practice make it easier/ more difficult for refugees to register?

· What aspects make it easier/ more difficult for refugees to see a doctor?

· What aspects make it easier/ more difficult to refer to secondary health care?

Language is a barrier. The Somali population are good at getting someone to come along with them who speaks English. Either a family member or a community leader. If they can demonstrate they live in the area they are able to register.

There are few languages among the receptionists

Secondary care- If they are very new to the country then under the new NHS system which is the electronic referral system then they won’t have been allocated an NHS number..which takes weeks… so according to the compute they won’t exist. So, we have to use the old system which means writing a letter and this delays the process by 3 weeks. So you could say that the NHS system is a form of institutionalised discrimination.

· Do all refugees receive a health check on registering?

They are all offered one just like our other patients. We particularly look for TB which we get quite a lot of.

· Do you use interpreting services? With what proportion of non-English speaking patients?

Two of our receptionists are also interpreters so it is quite easy if there are Spanish, French or Portugese speakers. Spanish speakers make up about 20% of our population and about 70% of them don’t speak English.

With refugees, they learn English quickly so I’d say we use interpreters with a minority.

· Training in working with refugees

· Have you ever had any?

Yes. It was run by the Refugee Support Centre and was an all day session on using interpreters with refugees about 5/6 years ago.

· Was it useful?

No. It was like teaching grandma to suck eggs. I found it very patronising.

· Can you identify any particular differences between your consultations with refugees and other patients? 

Not really. A lot of our other patients don’t speak English.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

Yes they do have specific needs. They are shelter, education, work, mental health but you have to treat each as they come really. It’s useful to know something about the politics of where they come from. For example Somalia is a tribal country and they would out which tribe they are from above the country they are from. Turkish Kurds would view themselves as Kurds rather than Turks, which is important to know.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

It depends where they’re from. In the Congo this is extremely common but in Ecuador it’s less common. Risk of infection would vary as well. HIV infection is something to be aware of.

· What do you suppose is the context of this type of violence?

It can be random, and it can be institutional. For instance what is happening in Sudan where it is used as a political tool of suppression. Rwanda as well, except we don’t have many Rwandese.

· Is this information regularly obtained within your consultations with refugees?

Well, the nurses ask about it. They’re very good at that because it’s part of the health check they take the sexual history?

· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
Yes PTSD type symptoms would make me ask
· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
Infections. That would be the practical medical side of things. And then there are the psychological consequences- how the women feels in herself, if she feels dirty, how she is interpreting the experience. Then there are the attitudes of the society to take into account… who may not be sympathetic towards rape victims.

· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you refer these refugees to any specialists in refugee health?
It depends what’s happened. Screening for STIs including HIV can be done at the clinic. Depending on if we feel there is more going on or not, we might refer to an STD clinic or to a psychological service such as the CMHT who as far as I can see will put them on loads of tranquilisers and anti-depressants and send them back to us.

There is a psychologist here but he will only see people if they speak English- which is another form of racism. The counsellors will work with interpreters though.

Interview 5 – GP at Practice 5, Lambeth.

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
A large proportion, the practice is opposite a hostel for refugees.

Former Yugoslavia, Russian, Iran, Iraq, African countries such as Sierra Leone, Ghana, Somalia and Nigeria. Lots are economic migrants though.

· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

It’s in a good location, near where they live and people hear about it through others that have come, through word of mouth. They hear they can get their problems sorted out here. It’s easy to register. They need to have their proof that they are a refugee and a document to show where they live like a bill or tenancy agreement. That’s what the PCT require.

· What aspects make it easier/ more difficult for refugees to see a doctor?

Language. We use an interpreting service on the phone or they come in with their friend. The consultation is more difficult. They have more problems of a social and psychological nature.

The consultations are longer and there are more of them.

· What aspects make it easier/ more difficult to refer to secondary health care?

It is not difficult to refer, we need to book an interpreter sometimes.

· Do all refugees receive a health check on registering?

Everyone gets a check when they register.

· Do you use interpreting services? With what proportion of non-English speaking patients?

Most people who can’t speak English bring their own- a friend or family member. An interpreter might come, maybe 5 or 6 times in a year. I think 5% of non-English speaking pts we use a telephone interpreter, 10% get an interpreter and 80% either speak for themselves or bring someone.

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

It’s more difficult as we are a small practice but I do have a part time female doctor so they can choose. I don’t 

know about interpreters, the reception deal with that.

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

I’ve had 2 2hr seminars in the last 5 years from the RHT. What can I say, maybe I learn something.

· Can you identify any particular differences between your consultations with refugees and other patients? 

They’re longer, there are more psychological problems, there are often so many physical problems in the first consultation. They come to a western doctor and they want to check that everything’s ok. I have to spend more time explaining the medicine and the pharmacy, the system. They are generally physically healthy, I can’t think of any specific problems. They all have psychological problems though. Often they want a sick note, they aren’t supposed to work I don’t think but social services tell them to get a sick note. If any physical problems, they are related to their injuries, like gun shot or knife wounds which they’ve had in the past. They are often worried about their family who they have left behind, this takes up a lot of time.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

Maybe 10% have been sexually abused.

· What do you suppose is the context of this type of violence?

It’s a way that they get them to fall into a way of thinking, to have power over them. Or it’s opportunistic. It can happen when someone has a gun, they have power and they use the opportunity.

· Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
Few are willing to say. They might tell me 6 months or a year after I met them. They are not asked directly. If they have a symptom like depression or anxiety I might ask if they know what causes it. One person was pregnant because she had been sexually abused. She came out and told me without me asking.

The refugee council will ask them and know about whether someone has been, then they will tell me. It’s not practical because of time and sometimes I don’t think it’s necessary as it’s the job of the refugee council.

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you have access to any advice/ guidelines on how to manage this situation?
· Do you refer these refugees to any specialists in refugee health?
The lady who was pregnant went for a TOP in the end. Counselling, maybe anti-depressants. I feel confident to deal with it without advice, the RHT sent something but I never read it.

I don’t refer to anyone as I can deal with it here just like others. I might send any social problems to the refugee council to help.

Interview 6 – Nurse practitioner at practice 4, Lambeth. 

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
Yes, a large proportion. Not so much newly arrived anymore. We used have a lot of transient people who would come from the hostel, before they were moved on. They’d be here for 3 weeks or so. But the hostel closed down 2 years ago. Now, we have a lot who have been here a while. Mostly from South America, Central and North Africa- Somalian, Ethiopian and Eritreans. We probably have some from the hostel who are still around so maybe some Iraqi and Iranian people.
· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?

We have Spanish and Portugese speakers at the surgery, they are jointly receptionists and interpreters for consultations. Also, the leaflets are all translated in to different languages. Leaflets for contraceptive and sexual health advice. The notices about opening times etc are also translated and are visible from outside the surgery. I think otherwise people are encouraged to come by word of mouth. If they hear that there are translators here then they might be more likely to come.

· What aspects make it easier/ more difficult for refugees to see a doctor?

Problems with other languages. We have language line but it is very time consuming and doctors will usually just try and get by without an interpreter. A refugee might find it easier if there is a doctor of the same background. So if they speak an Asian language, they may try and find an Asian doctor. The attitude of the doctor is important as well. Some surgeries are very welcoming and some are resistant to having refugees if they can’t really be bothered with the hassle. Word gets around about where the welcoming doctors are. 

· What aspects make it easier/ more difficult to refer to secondary health care?

There aren’t really any problems. I suppose we tell them what language they speak and it’s up to them to arrange an interpreter. We always think it’s better to get an outside interpreter rather than use family members. It’s not very ideal if a child is translating contraceptive advice to their mother.

· Do all refugees receive a health check on registering?

Everyone is offered one. Usually if they don’t turn up to one then this is picked up in the first consultation and done anyway.

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

Yes I suppose it is within the realms of possibility. I suppose if there aren’t any female doctors available then they may have to come back another time. But the nurses are all female. The interpreters are all female so it might be difficult to sort out a male. I guess it is possible but to be honest it hasn’t really come up very much in my experience.

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

Yes, a very long time ago. I still remember some things from it. It was run by the RSC? I think, something like that. We had a bit of input when we were looking after the people from the hostel as well. We had a lot of stress and unhappiness then. We mainly got advice on management. We were offered some counselling for the staff as well, from in house counsellors.

· Can you identify any particular differences between your consultations with refugees and other patients? 

Well except for language, I suppose differences in cultural beliefs about health care, about what we could provide. With newly arrived people, there was some misunderstanding. They expected us to be able to deal with all their problems, even the very long standing ones straight away and didn’t realise the constraints on our health service. So expectations didn’t match returns. There are other cultural differences as well, like the way that they would describe symptoms. The issue of eye contact or no eye contact and touching. Some cultures find that very alien when doctors will need to touch them in examination. I suppose these issues aren’t really taken in to account. Its very difficult to think of all these issues in a 15 minute consultation and we don’t always pay heed. It’s difficult when one patient might be Eritrean and the next Somalian and you have to remember different cultural differences when you jump from one to the next.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

Well some of them have been victims of torture or rape, they’ve been parted from their families and have witnessed death of close ones. There are psychological needs. The separation from home and coming to somewhere very alien where everything is unfamiliar. This can be very psychologically traumatic.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

Well, now I think we mainly get economic migrants, and not so many newly arrived refugees from war torn countries so not so much now. Most people we see have been here a long time and have settled in you see. A small proportion.

· What do you suppose is the context of this type of violence? Who may have done this to them?

Well some come in saying that they’ve been gang raped by soldiers. I suppose it could be anyone that is opposed to their political beliefs. We refer to the MF sometimes.

· Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
It depends where they come from and what they are presenting with. I wouldn’t just ask because I assume they have because of where they come from. I may think that there is something deeper than what they are presenting with and so if we were talking about feelings then maybe it would come up.
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt you to ask about a history of sexual violence?
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
The attitude of the person asking them about it. Gender of person, the cultural and religious background of the person may effect it. Something I learnt a long time ago in one of those sessions is that if you order an interpreter from the same country for example Eritrea, they may be from the opposite tribe which might be very difficult for the person as they may see them as coming from the same group as the perpetrator of the crime. So you think you’re helping but actually you may be making it more difficult.

Their response 

· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
Their religious beliefs about rape and virginity may lead them to think that if they’ve lost their virginity they have ruined all chances of getting married. STI screening we do for all blood borne viruses, pregnancy test and counselling, other counselling from some of our staff might be offered.
· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
· Do you have access to any advice/ guidelines on how to manage this situation?
No, but I think I’d know where to get some online. I am experienced in dealing with STIs and that sort of thing in this culture so I suppose I just adapt and add to that.
· Do you refer these refugees to any specialists in refugee health?
MF

Local groups. These come and go depending on the need in the area but they might offer counselling in different languages depending on what languages are predominant. I’d try and get them with a group of people from similar backgrounds.
Interview 7 – GP at Practice 4, Lambeth.

Work with refugees?

The practice is next to a hostel, but they’ve closed this down now. When it was open, there were 900 asylum seekers. Now there’s probably around 20. And refugees.. it feels like hundreds. I think around 500, and our practice is 7500. 

Ethnicities: Oh everywhere.. Eritrea, Ethiopia, Ivory Coast, Burkina Faso, Sierra Leone, South America (Columbia). We even had one from Jamaica recently.

What aspects of their practice make it easier/ more difficult for refugees register/ see a doctor?

Well we have in-house translators for Spanish and Portugese speakers so that encourages a lot of those to come. We have telephone translators and we can book translators too but this takes a while obviously. I think a lot of refugees know about us because of the outreach team and the fact we used to have a link with them when the hostel was open.

Training in working with refugees

· Have they ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

No I don’t think so. I’ve read books about health in other countries and I think Angela Burnett from the MF came to speak to us once. I’m not aware of any courses available. I think someone offered us some training in PTSD (and a lot of them have that) but I deleted it.

How do they describe their experience of consultations with clients who are refugees in comparison with other clients?
Well, they’ve got so many problems. That’s why they’re here I suppose. Depression, anxiety. The transition of moving into hostels with lots of people from all over the place, its very distressing so there’s a lot of angst. They’re often somatised so they have leg pains and head-aches.

They’re difficult to help because we can’t solve their practical problems. I see it as long term friendliness really. It’s important to be supportive and friendly. There’s often a language barrier of course especially without translators. And then the consultations take so much longer with translators. I’m always rather glad when they can’t come. They often don’t believe that nothings wrong as well. Sometimes their solicitors tell them to get diagnoses because this will help their case.

You really can’t help them that much. There’s not much you can do. They can’t be healed from everything.

I sometimes refer them to the MF but they’ve got horrendous waiting lists.

What proportion of women do they estimate have experienced sexual violence in their country of origin?

Most African women have. Probably all the women in the hostel had, when it was open. Now, around 10 or 15%.

What do they suppose is the context of this type of violence?

In war situations. Lots of soldiers come round and gang rape them or stick guns up their vaginas. In prison too. Men get raped in prison as well.

Ascertaining if a refugee woman has experienced sexual violence as a weapon of war

· Do they ask directly or only discuss the issue if the woman brings it up?
· If they do ask directly, how?
· If they do ask, is this as part of a general history or only in response to a particular symptom?







· If in response to a symptom, what symptoms prompt them to ask about a history of sexual violence?
· What, in their experience makes it easier/ more difficult to attain this information and discuss these issues?
I used to ask. If they were French speaking, from the Ivory of Coast or somewhere, I’d ask …(French) which meant have you been raped? At least I hope that’s what it meant. I didn’t ask if they were sitting there looking happy complaining of a sore throat, but if they looked distressed. 

It takes a long time, and a shared language is really helpful. It’s difficult to get it out of them if they’re deeply distressed and you can’t get eye contact with them. They sit there and stare into their laps a lot of the time.

In their opinion, what, if any, are the health needs of a woman who has experienced sexual violence as a weapon of war?

A safe place away from men. The hostels were mixed and the women would get scared of being raped again- and maybe they were being. They need sexual health tests, smears, HIV tests, pregnancy tests, contraception for the future. I sometimes refer them to GUM. Mental health is completely overloaded in Lambeth but we have in house counsellors who we refer to sometimes. 

Do they have access to any advice on how to manage this situation and do they think any would be helpful?

Yes I suppose it would probable be helpful. I think I’m probably a lot better at this than others. I did get some advice from Angela Burnett once as she visited to talk to us.

Are they aware of any guidelines for this situation?

I don’t think so. I haven’t looked in my refugee pack for a long time.

Interview 8 – GP at Practice 6

(Refugees: Asylum seekers, failed AS or refugees)

· Work with refugees

· Does your practice serve a significant refugee population?
· Is this a large or small proportion of all clients?
· What are the main countries of origin?
Yes. I don’t know what the statistics would be but a larger proportion. That’s of asylum seekers, failed asylum seekers and refugees.

Mainly Somalis. Also some Eastern Europeans from Kosovo and Albania. Ivory Coast, Sierra Leone, Turkish, Afghanistan, Iran, Iraq, Eritrea, Congo.

· Do all refugees receive a health check on registering?

Yes- like all our patients.

· Do you use interpreting services? With what proportion of non-English speaking patients?

Yes. We mainly use telephone interpreters but sometimes face to face which is a bit quicker. Our mid-wife acts as an interpreter sometimes. Sometimes they come with family members so we use them. We might offer them someone else to interpret but sometimes they turn this down and prefer to use a family member. Double appointments are booked when an interpreter is used.

· Are refugees able to choose the gender of the health professional/ interpreter that they see?

Well, our nurses are all female actually, but we do have one male doctor so if they specify then that’s fine. It’s more difficult with phone interpreters so no they can’t choose. But I haven’t found anyone has ever said anything about it. Our Somali face-to-face interpreter is male actually.

Have cultural differences between refugees and their interpreters ever been a problem?

Sometimes on the phone, we might have a Spanish speaker for a South American patient. This has cause language problems since the language is slightly different. I have heard of problems though. Face to face interpreters sometimes interpret the situation more than what the patient says which can sometimes be helpful but sometimes isn’t.

· What aspects of your practice make it easier/ more difficult for refugees to register at the practice?
It’s very easy for patients to register here. We don’t ask for any ID or proof of address, that sort of thing which some ask for. Our books aren’t closed to anyone. We can register patients and do health checks at any time except Monday mornings that are especially busy.

· What aspects make it easier/ more difficult for refugees to see a doctor?

No more than anyone else. Some appointment slots are available to be booked in advance but for immediate appointments, we use a telephone triage system to decide if someone should come in or have a phone consultation. This can be difficult with language differences. If they don’t speak English we usually book them an appointment anyway. It is difficult for them to understand the appointment system. Our practice leaflets are in English and I think we’ve had them translated into French and Spanish but not Somali. The interaction at reception may also be difficult because again we have a French and Spanish speaker only.

· What aspects make it easier/ more difficult to refer to secondary health care?

Referral is fine. Unless they are a failed asylum seeker, in which case it is more difficult as they are not supposed to have free secondary health care. We usually refer them and let them know the situation and then they’ll get a letter saying they have to pay so it may not be worth it. Pregnant women in this situation we tend to see at the surgery for as long as possible for ante-natal care and then they can get care when they are in labour as it is an emergency. ‘Overstayers’ are difficult as they are here beyond their visa time and women may have married and then been rejected or beaten up by their husbands. Hostels don’t accept them and they don’t have access to benefits so we are liaising with the social service to see what we can do for them.

Otherwise we say in the referral letter if they need an interpreter but this doesn’t always happen and so appointments end up being pushed back and re-arranged.

· Training in working with refugees

· Have you ever had any?

· If so, who ran it, was it free, how good was it etc?

· If not, are they aware of any that is available to them?

Yes. I had some during my GP scheme and in the VTA year. I think the RHT did some training and Brian Fine and his wife who used to work at the MF. As a GP registrar the RC did some and I’ve been to s lunchtime training session for Lambeth where I got a big folder. The council is fantastic really. Knowing the RHT are there just to offer advice and refer on is really helpful.

It was useful for understanding the different statuses and the asylum seeker processes and to talk about specific problems with others. There was also encouragement to not be scared to ask things about a patients exposure to trauma as I think for many that is really overwhelming and you might not want to ask for fear of not knowing what to do with the response. We were also encouraged not to send everything to the MF but to use the local services available.

· Can you identify any particular differences between your consultations with refugees and other patients?
I suppose there is more distress and more physical symptoms that are exacerbated by psychological problems. Cultural differences may be difficult but it varies a lot from person to person. Some of my Somali families are very demanding but I think that is to do with their understanding of what can be offered and the fact they are desperate for help. They may just have different ways of approaching things and communicating what they want.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

It depends if they are asylum seekers or refugees. Asylum seekers aren’t treated very well really. They need stability and since they are prevented from doing anything productive and build their sense of self worth. The process takes so long and they may be moved around from place to place. This makes their trauma much worse- it makes it more difficult for them to pick up the pieces and create a life for themselves. They need more psychological support than we are able to provide. This would be more helpful than what doctors can do.

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

Yea- I certainly know of some. It’s probably a very high proportion of women who have or who’ve witnessed it of family members which is also traumatic.

Men?

Possibly less sexual violence in men but other forms of violence or witnessing it.

· What do you suppose is the context of this type of violence?

In the Congo or in Somalia it is war, and in other African countries, Sierra Leone or Eritrea. A certain amount of sexual violence stems from war. There have been domestic violence problems as well.

· Is this information regularly obtained within your consultations with refugees?

· Do you ask directly or only discuss the issue if it is brought up?
· If you do ask, is this as part of a general history or only in response to a particular symptom?
It varies. It depends on why they are consulting. I have asked directly but only within the context of a discussion- I don’t ask completely cold. If they come with a problem, which seems psychological I might talk about it. Not always but I would be aware that their problems may be to do with this. 
· How do you usually phrase the question?
It’s different with different people. I suppose I start with more general open questions and then if violence is mentioned I might ask what was involved. I might ask if there was any sexual violence involved or directly if they have been raped.
· What, in your experience makes it easier/ more difficult for refugees to disclose this information or to discuss issues related to their history of sexual violence?
It’s difficult for them to discuss. Cultural reasons- they make it difficult to discuss in our society and I think it’s more difficult in others. Often when they are very upset then talking about it is more traumatizing. They also are worried I think about whether they are believed. But maybe it’s more to do with not wanting to think about it.
· In your opinion, what, if any, are the health needs of someone who has experienced sexual violence in their country of origin?
It depends on the situation and the timing. Some may benefit from checks for STD etc. depending on what care they have already received. Most needs are psychological.

· What treatments or services are offered to them in response to any physical health needs/ mental health needs/ social needs?
STD checks can be done at the practice or at the GUM clinic if they prefer. We sometimes might use the Haven, which is specifically for women who have been raped and they might be helpful. For mental health, we have a very good counsellor in the practice who sees a number of refugees and also works at the trauma service and she would recommend other care if they needed it. She might refer to the CMHT. Many don’t want that. They might just be seen by the counsellor and gently moved towards engaging in secondary health care.

· Do you refer these refugees to any specialists in refugee health?
Not often. The counsellor sometimes uses the RHT for social needs. They might tell us about women’s groups and other local groups that are useful.

· Do you have access to any advice/ guidelines on how to manage this situation?

My big folder.

Interview 9 – Health worker at RHT, Lambeth

Role?

I facilitate the access that asylum seekers have to the general health service. I make assessments of newly arrived asylum seekers that are supported by NASS in the clinics that we hold in hostels and day centres so the asylum seekers are either in emergency accommodation or they are living in the community with friend and family. I use a patient held assessment form that they can then take on to other services like their GP. The people that come to the day centres are also failed asylum seekers and refugees as anyone can walk-in to a clinic. I think we see most newly arrived asylum seekers. Other than at the clinics, we can send notification letters to people who are living in the community. These are mostly people who have refused to be disbursed. We are given the address and we invite them to a clinic. The letter is in the language that they speak. They sometimes come but not most.

To do the assessments I sometimes need to use language line an interpreting service.

I sometimes refer the patients to the MF if they have been tortured (there is a specific question about this on the form) or I refer to a CPN of they have some mental health problems like depression, sleep loss etc.

Specific needs?

Mental illness is a problem such as depression. Also, they come from a very different background and the system is very different to what they’re used to. Language barriers are a big problem and often they will not have any ID documentation with them and GPs can sometimes need to see this to register patients. Medically, they might have stomach ulcers, head aches, back pain, problems related to their bad experiences.

Access?

We can give them information on how to access health care but it is difficult because of the language barriers and when GPs ask for ID. Most I think are registered with a GP. In hostels there is a link with a local GP practice n=and the GP might come in to explain where they are and what to do. Homeless refugees have problems. They have no support but there is the Princess Street Practice that registers homeless people so we can refer to them when we come across AS that are homeless.

Rape and sexual violence?

Most women have experienced that. We refer them to the GU clinic at Kings College Hospital where they get counselled and screened for STIs. We can refer them to the CPN as well and then they are assessed and counselled if necessary. Some men are as well. 

Context

Most African and Arabic people have had this. It is a type of torture usually in prison and because they may belong to some political group.

Obtaining Information

It is not easy for them to talk about. We encourage them to come back and have a follow up session because they won’t want to say it on the first visit. We must tell them that it is confidential as well. Sometimes I ask the question directly but mostly it is because of a specific symptom such as pain on passing urine or severe diarrhoea, weakness and tiredness, mental health problems.

It is difficult as sometimes they don’t trust us as they think we are from immigration control or they think that we might tell other people so it is really important they know about confidentiality. We usually see them on their own and ask if they want to see us on their own if they have family with them. They can also get the choice of if they want to see a female or male health worker and interpreter. If I am on my own then I can phone someone and arrange for them to see a female instead.

Health treatments/ services?

STI screening is effective. Some people find the counselling helpful but some people think it’s a waste of time. They say it is just talking and doesn’t make anything better, they still feel depressed and that nothing will change. People might not get any help if they are put on waiting lists for appointments. Sometimes they are dispersed before they get their appointment and we may have to try and make a link with their new location but we can’t always.

GP awareness?

Some GPs don’t know anything about refugees and they don’t even use interpreters because they say it wastes time. Some think that seeing refugees is a waste of time because they might not turn up to appointments. Some have no information on refugees. They are not very aware of torture this is why we must give them the information. They may think that AS say they have been tortured to abuse the system. Some are aware of sexual violence. If the refugee has been referred to a GU clinic and then goes to the GP this will make them more aware of what goes on.

How important?

GPs should stop listening to the media but listen to the patient when they speak of torture and treat the patients interests not just make a judgement based on their beliefs.

Interview 10 – Nurse at RHT, Lambeth

· Their role in working with refugees
· How many refugees/ asylum seekers/ FAS do you work with?

· In what area and context?

· How do refugees access your services?

· What services do you offer?

· What services can you refer clients to?

My role is to look after health. We do holistic health assessments, which look at every aspect of their lives, accommodation. It is a multidisciplinary team but I do the health side of thing and then refer to health workers for more social aspects such as any problems with their housing. We screen them, for example some may have been raped and will need sexual health screens and we provide health education. They are referred from the team or it might be by word of mouth if one of their friends has seen us. There are also referrals from RCOs, GPs and colleges if they identify problems there. Also NASS refer new asylum seekers to us and we invite them to a clinic. We might call or write to them every month and its variable, some come, and some don’t.

· What specific needs, if any, do you think that refugees have that are related to their experiences in the past or their present experience of being a refugee?

They need to be listened to which is something they don’t get in many departments. We need to find out what their pressing needs. They need to be able to communicate which is why using an interpreter is essential. They need to feel welcome, and they are made to feel unwelcome a lot but we need to develop a trusting relationship so that they feel happy to divulge their worries. They need us to follow their needs up and tell them where to get the services they need, to explain the system and what NHS terms mean. They need an explanation of where to get help.

· How do you rate the access that the refugee population has to services that address these needs?

It is not very good unless they are directed as to where to go to get help.

· Including their access to a local GP practice?

· Do you think that a significant proportion of refugees have experienced rape or sexual violence in their country of origin? If so is this a small/large proportion?

Yes quite a few. I wouldn’t know exactly but to me, it’s like every one has experienced some form of sexual abuse.

· What do they suppose is the context of this type of violence?

It’s a form of torture. Soldiers that are out of order.

· Is this information regularly obtained within consultations with refugee women?

Yes. Sometimes not initially as they may be embarrassed and they don’t know you. 

· Do you ask directly or only discuss the issue is brings it up?
Sometimes I ask directly but sensitively so I’ll say ‘Have you ever been sexually abused in any way?’
· If you do ask, is this as part of a general history or only in response to a particular symptom?
· How do you usually phrase the question?
· If in response to a symptom, what symptoms prompt them to ask about a history of sexual violence?
· What, in their experience makes it easier/ more difficult to attain this information and discuss these issues?
The language problem. I might ask the question but then I have no idea what the interpreter actually says to them or how they say it. But they usually answer. It’s difficult because they are embarrassed to talk about it  and it brings back all sorts of memories and makes them cry. Then they feel bad because they are crying in front of you and they worry about what will happen next. Whether the information will be spread in the community, if they’ll be laughed at or called names.

· Health service response

· In their opinion, what, if any, are the health needs of a woman who has experienced sexual violence as a weapon of war?
Sexual health screening, counselling as they are traumatised, may be depressed, can’t sleep at night.
· Do this group receive any treatments or services in response to any physical health needs/ mental health needs/ social needs?
We might refer them to the medical foundation.
· If any, what benefits to you think this groups receive from these treatments or services?
· What factors do you suppose lead to any or all of this group receiving no health response to their specific needs related to sexual violence in their country of origin?
· How aware do they think that non-specialist health providers eg. GPs, GP nurses are of the needs and experiences of refugees?

· General needs associated with being a refugee

To be quite honest, they don’t give as much time as we do. They may have some awareness of the needs.

· Experience of torture

I don’t really know. Maybe a general awareness but they don’t have time to talk about it and deal with any problems. I don’t know that GPs refer to MF and take refugees seriously.

· Experience of sexual violence

If the refugee bothers to mention it I suppose.

· How important do you think it is that GPs and primary health nurses are aware of the refugee experience?

Very, very important. We should be getting more referrals from GPs. If the refugees with needs were referred to u we could give them more time and counselling and refer them on to the MF or the Helen Bamber Trust where they can get help.
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� The global population of refugees of concern to UNHCR has declined from 18 million in 1992 to just over 9 million in 2004 (UNHCR 2006b).


� Anhedonia is the inability to gain pleasure from normally pleasurable experiences.


� European Court of Human Rights.


� European Commission on Human Rights.
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