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   Chapter objectives  
   »      Discuss practices of the NSW Service for the Treatment and Rehabilitation 

of Torture and Trauma Survivors (STARTTS) in relation to relevant models 
discussed in the case management literature.   

  »      Examine the role of refugee practitioners— combining functions of counselling 
and resettlement work, and working with severe trauma— in terms of case 
management theory.     

   Introduction  
  People who work with refugees confront the disturbing reality of the impacts of the con� icts, 
wars and organised violence from which their clients have � ed, and the vast numbers of 
displaced people in the world who are not receiving adequate care or protection. � is 
chapter focuses on support for refugees provided by the NSW Service for the Treatment 
and Rehabilitation of Torture and Trauma Survivors (STARTTS). � e support systems 
and practices adopted by STARTTS were not explicitly developed according to case 
management theory. However, research for this chapter showed that some STARTTS 
programs share interesting features with speci� c case management models. Writing this 
chapter has followed a re� exive process, exploring case management theory with regard to 
our work practices. We provide a ‘grassroots’ perspective of four long- term practitioners 
at STARTTS, three of whom are from refugee or refugee- like backgrounds.  

  As others have observed, the term ‘case management’ can have dehumanising 
connotations, implying that clients are ‘cases’ and that the practitioner is ‘managing’ the 
client rather than building a respectful relationship (Everett & Nelson 1992, cited in Bland, 
Renouf & Tullgren, 2009, p. 324). Gursansky, Kennedy and Camilleri (2012, pp. 1– 4) raise 
the controversy of whether case management is truly a client- focused practice or an imposed 
approach re� ecting cost- cutting concerns and management of vulnerable populations. 
Although the term has been in use in Australia since the mid- 1980s, Gursansky et al. say 
there remains confusion about its meaning, and its characterisation as both a service delivery 
approach and a practice by individual workers. A proliferation of case management models 
adds to that confusion.  
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  However, we found that there are a number of themes and models in the case 
management literature that offer a framework for conceptualising the work at STARTTS 
and considering potential for system and practice change. These models promote client- 
centred principles of practice appropriate to engaging with traumatised refugees who 
are facing multiple challenges in a changing environment. The centrality of a respectful, 
caring relationship between the client and the practitioner is emphasised. Issues arising 
from practice experience include cultural issues in the relationship and intervention 
style, balancing case management functions in a complex situation of interacting issues, 
and working with clients suffering from severe trauma. In addition, the practitioners 
must interact with the current policies and service structures of the day, and are working 
within the international refugee and humanitarian crisis, which continues as a disturbing 
presence.    

   DEFINITIONS AND BACKGROUND INFORMATION  
  This section provides definitions of terms, followed by information about the current 
world refugee crisis and Australia’s refugee program. Fiske and Briskman (2013, p. 152) 
observe that there is much public debate about refugees which may include inaccurate 
material, so it is important to provide clear background information as context for 
discussion.  

  Models of case management that are relevant for the work at STARTTS are introduced, 
followed by a discussion of practices at STARTTS that share features of these models. Case 
study scenarios that illustrate themes from the discussion are provided; these are a fabrication 
based on practitioner knowledge and experience, rather than accounts of particular clients.  

   Definitions and terms  
  It is common in the literature to use the term ‘refugees’ loosely, referring to people 
who have survived ‘refugee- like’ experiences, but who may not be refugees under 
international law. According to the definition in the 1951 Convention Relating to the 
Status of Refugees (see United Nations High Commissioner for Refugees (UNHCR), 
2010), designation of refugee status requires a person to have a well- founded fear of 
persecution. The Convention was originally limited to protecting European refugees 
from before 1951; the 1967 Protocol removed the time and geographical limits of 
the Convention (UNHCR, 2010). The Convention and Protocol, both ratified by 
Australia, identify five types of persecution: race, religion, nationality, political opinion 
and membership of a particular social group. In order to apply for refugee status, a 
person must have escaped from their own country and be unable to return home for fear 
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of further persecution. ‘Asylum seekers’ are people seeking refugee status whose claim 
has not yet been assessed (Refugee Council of Australia (RCoA), 2011). Thus, internally 
displaced people may be living in desperate situations within their own country, but not 
be legally defined as ‘refugees’. Another definitional problem is that many people living 
outside their own country may be escaping dangerous situations, but not able to prove 
that they are suffering from one of the five kinds of persecution (RCoA, 2011, p. 1). 
Finally, many people have fled from wars and life- threatening situations and arrive in 
Australia under family reunion programs.   

  In this chapter, the term ‘refugee’ is used to refer to all people who have survived ‘refugee 
like’ experiences, unless otherwise speci� ed.  

   � e terms ‘consumer’  and ‘service user’ are said to risk reducing the client to an economic 
commodity, on the other hand they could also imply a less passive and more active role. In 
this chapter, we use ‘client’ to mean the individual person who is the focus of practice, ‘service 
user’ when referring to the people in the client system, and ‘consumer’ when referring to the 
refugee population group.     

   Current world refugee emergency  
  There is currently an international emergency regarding finding solutions for assisting 
asylum seekers and addressing the broader issues generating their plight (see e.g. 
Aristotle, 2015). At the end of 2014, there were approximately 59.9 million forcibly 
displaced people globally, the highest level recorded since the end of the Second World 
War (UNHCR, 2015).  

  Over the last three years the numbers of forcibly displaced people have increased by 40 
per cent. � e current estimates are that approximately 38.2 million people are internally 
displaced within their own country, 19.5 million are refugees and 1.8 million are asylum 
seekers. � e numbers of displaced people globally have far outstripped the capacity of 
humanitarian organisations to assist them (UNHCR, 2015). � is places more pressure on 
asylum seekers to travel by whatever means they can access to Western countries to seek 
safety and basic resources, as in 2016, where, at the time of writing, there are hundreds of 
thousands of Syrians travelling to Europe.  

  At the end of 2014, more than half of the world’s refugees came predominantly from 
three countries: the Syrian Arab Republic, Afghanistan and Somalia. Major con� icts in 15 
other countries were also producing refugees. � e developing world currently hosts about 
86 per cent of the world’s refugees. A disturbing feature of this current situation is the rise in 
numbers of asylum seekers embarking on risky boat journeys (UNHCR, 2015).   
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   Australia’s program response and asylum seeker issues   
  Australia’s Refugee and Humanitarian Program provides 13,750 permanent visas on an 
annual basis— a ‘drop in the ocean’ compared with the millions of refugees hosted by 
developing countries. In September 2015, following the massive increase of citizens � eeing 
Syria to Europe, Australia committed to settling an additional 12,000 Syrian refugees.   

  � e quality of Australia’s resettlement services and programs has been positively 
recognised internationally; such services exist within a policy framework that aims to 
help people rebuild their lives and equally participate in Australian society. Studies of 
the achievements of Australians from refugee backgrounds point to the success of their 
resettlement (RCoA, 2015, pp. 3– 4), with 800,000 refugees resettled since Federation in 
1901 (RCoA, 2015, p. 1).  

  From a global perspective, Australia is currently a ‘minor destination country’ for 
asylum seekers, when compared with Europe or North America. Furthermore, in contrast 
to Australia’s resettlement program, it is clear that some of the Australian asylum seeker 
policies are a direct challenge to ethical practice according to values of social justice 
and protection of vulnerable people. Fiske and Briskman (2013, p.  154) describe how 
the Australian community has become polarised on this issue, with many people fearing 
that asylum seekers are terrorists or illegal criminals, and that Australians need protection 
from them; while others vigorously promote refugee rights, engage in activism to change 
policies, and assist asylum seekers in various ways. While discussion of Australia’s policies 
concerning asylum seekers who arrive by boat and the mandatory detention of people 
whose applications for asylum are being processed is beyond the scope of this chapter, 
practitioners in the health and welfare sectors are encouraged to keep informed (see RCoA, 
2015; NSW STARTTS, 2014; Fiske & Briskman, 2013; Steel, Momartin, Silove, Coello & 
Aroche, 2011).    

   RELEVANT CASE MANAGEMENT MODELS  
  As previously mentioned, a range of meanings and definitions of ‘case management’ are 
in use, referring to the systems a service- providing agency has in place or the processes 
adopted by practitioners in their practice with the individuals and families they support. 
There is apparent agreement in the literature that the core of case management practice 
is appropriate for client situations in which there are complex needs that cannot 
be addressed by a single service response. In such situations, coordination between 
different services is needed, including as much collaboration with the client as possible, 
and commonly with a strengths- based client- centred ethos.  
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  Some case management models include psychotherapy, counselling and advocacy, and 
some duties depend on the skills and training of the case manager (Bland et  al., 2009, 
p. 329). All models view the quality of the relationship between the case manager and the 
client as being of central importance.  In Chapter  5, we saw that ‘case management’ includes 
individual through to environmental interventions. � ere is an increasing emphasis on the 
multifaceted issues that practitioners face, the importance of collaborative practice, and 
coping with complexity and uncertainty (Gursansky et  al., 2012, pp.  187– 188; Adams, 
Dominelli & Payne, 2009, pp. 6, 16– 19, 26– 31).    

  Moxley (1997) understands ‘case management’ to include both the case managers and the 
system in which they are working. In specifying the purposes of case management systems, 
Moxley initially conceptualises two archetypes of ‘system- driven’ and ‘consumer- driven’ 
case management. While system- driven case management primarily aims to control and 
manage vulnerable people, reducing costs to the community by using resources e�  ciently, 
consumer- driven case management is focused on consumers’ interests (Moxley uses the term 
‘consumers’ rather than ‘clients’). In consumer- driven models, the case managers aim to be 
responsive to needs as they are expressed, the importance of the relationship between the 
case manager and the client is highlighted, and the model includes strengthening resources 
in the community. � e aim is to not only link people to services, but also to help them 
organise their own supports, and promote clients e� orts to gain control over their own lives 
(Moxley, 1997, pp. 20– 24).  

  Critics of this consumer- driven model claim that it is also controlling, forcing clients 
to become proactive and pressuring them to � t a certain model of ‘empowered’ behaviour. 
Moxley writes that these criticisms may lead to a third archetype of ‘consumer- controlled’ 
case management, where case managers work directly for clients, in accordance with the 
clients’ expressed needs. It is argued that the model implies changes in how services are 
organised and funded, but if more clients/ consumers are employed in human services, then 
it is likely that more consumer- controlled models will come into existence (Moxley, 1997, 
pp. 24– 25).   

   THE CRITICAL ROLE OF CONSUMERS IN THE 
DEVELOPMENT OF STARTTS PRACTICES  
  In this chapter, we are focusing on the central role of practitioners from refugee 
backgrounds because their contribution has led to practices that have much in common 
with the notions of consumer- driven and consumer- controlled case management. 
STARTTS has a diverse range of multilevel systemic programs, but our attention is 
on work with individuals who have complex needs, as this is the primary focus of case 
management.  

See Chapter 5
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  STARTTS was established in 1988 in Fair� eld, Sydney, with a handful of sta�  (including 
two of the authors of this chapter), and was one of the � rst refugee torture and trauma 
services in Australia. At that time, many refugee survivors of torture and trauma were not 
accessing mainstream health services— they were ‘falling through the net’. Reasons included 
lack of trust in government agencies, and a lack of understanding of Western health systems 
and interventions, such as counselling. � e initial service users included refugees from 
the civil wars and dictatorships of Central and South America, Vietnam, Cambodia and 
Laos (including the ‘Indochinese boat people’), Iran, Sri Lanka and Afghanistan. A study 
by Reid and Strong (1987) found that the consumers were facing complex issues related 
to resettlement in Australia, family separation and losses, experiences of trauma, torture, 
dangerous escapes and living in refugee camps, combined with ordinary life cycle issues.  

  In order to best meet the needs of the consumers, the management committee of the 
service appointed a number of bicultural counsellors who were themselves members of the 
refugee communities. One of their roles was assisting clients to build trust in the service and 
to access assistance— the bicultural counsellors formed a kind of ‘cultural bridge’ between 
the refugee communities, and STARTTS and other services and resources. An important 
predecessor to the STARTTS bicultural counsellor model was the ‘bicultural model of 
psychiatric treatment of refugees’ developed by the Indochinese Psychiatry Clinic in Boston 
(Mollica, 2006, pp. 10– 15), which was established in 1981.  

  STARTTS developed within a broad framework of community development and clinical 
interventions, which included work with individuals, families and groups, community 
development projects, consultation with refugee communities, in� uencing the mainstream 
health system and social policy development, and other work at a socio- political level 
(Aroche & Coello, 1994). In keeping with this model, all full- time counsellors are expected 
to allocate one- third of their work hours to community development work, one- third to 
projects and the remaining one- third to ‘clinical work.’ � e service currently describes its 
model as a systemic ‘bio- psycho- social’ model.  

   The bicultural counsellor model  
  There were many issues with the early bicultural counsellor model. It appeared, 
particularly at first glance, that some cultures did not have a tradition of counselling. In 
addition, some communities had lost many educated people due to organised violence 
and persecution in their home countries, and other newly arrived health professionals 
did not have their overseas qualifications recognised in Australia at that time. As a 
consequence, many bicultural counsellors at the beginning of STARTTS did not have 
formal counselling training and worked as co- therapists with a qualified generalist 
counsellor. In addition to their co- therapy role the bicultural counsellors fulfil roles 
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that include interpreter, cultural advisor, advocate, case coordinator and community 
development worker (Becker et  al., 1990). It was a trail- blazing situation, with the 
counsellors’ roles being developed in conjunction with what the clients and refugee 
communities stated that they needed, or seemed to need.  

  � e personal and professional experience and skills of each colleague were valued, as the 
bicultural workers had much to contribute to the organisation in terms of personal qualities, 
prior experience and education, and in their understanding of the service users. What was 
important was to � exibly respond to the needs of service users, rather than have sta�  ful� lling 
rigid role de� nitions within a medical model (Cunningham & Silove, 1993). Value was 
placed on respecting the cultural background of sta�  and clients— an approach to practising 
that could now be termed ‘cultural safety’ (Williams, 1999, cited in Bowles, 2013). � e 
original small cottage premises of the service created an atmosphere of community, rather 
than one of a clinical treatment centre. � e distressing nature of the work was recognised, 
and counsellors were o� ered clinical supervision and time to attend personal psychotherapy 
or other ‘anti- burnout’ activities (Becker et al., 1990; Bowles & Mehraby, 2007).  

  Some practitioners questioned whether Western approaches such as counselling would 
be relevant to people from traditional cultures, and there was an open atmosphere of 
challenging received ideas and pioneering co- therapy models in order to try to practise 
in culturally sensitive ways. Clients would often receive help simultaneously from their 
religious or community leaders and from STARTTS. Aligned with the concepts of 
community engagement, participation and collaboration addressed  in Chapter 10 , models 
and interventions developed ‘from the grassroots’ upwards at STARTTS (see, e.g., the 
STARTTS electronic resource at the end of this chapter). In the authors’ opinion, the 
knowledge and advice of the bicultural counsellors were and remain critical factors in 
the success of various programs, particularly in bringing refugee clients into the service in 
the � rst place.    

  Many bicultural counsellors gained professional training and quali� cations while 
working at STARTTS, and developed further as clinicians, trainers or managers. Some 
also published their work. After only a few years, the model evolved such that counsellors 
worked independently. In addition, STARTTS was able to gradually employ more bicultural 
clinicians with recognised professional training in areas such as social work and psychology, 
and the original bicultural counsellor model became less prominent.  

  Nooria Mehraby, who was employed at STARTTS originally as a Middle Eastern 
bicultural counsellor, wrote that in her opinion, there were three factors that in� uenced 
the success of the bicultural counsellor model at STARTTS: (i) the personal qualities and 
experiences of the bicultural counsellors themselves; (ii) their relationships with their own 
refugee communities; and (iii) the provision of consistent clinical supervision, clinical 
training and support for further academic study and professional training (Mehraby, 2002).  

See Chapter 10
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  Bowles (2006, p. 17) describes various dynamics in the bicultural worker model. � ere 
was the danger of the bicultural counsellors being patronised and forming an ‘underclass’ 
in the service, and also the problem of reverse discrimination, where little recognition was 
given to the Australian- trained workers. However, in some cases close relationships formed 
between the monolingual and bicultural therapists, perhaps partly forged by supporting 
each other through the traumatising e� ects of the work. In the view of the authors, these 
close professional relationships and the cultural sensitivity, openness and � exibility of the 
early bicultural model continue to the present in the work at STARTTS.  

  � e bicultural model in� uenced ways of working with interpreters at STARTTS. 
A model developed where the interpreter was viewed as a third person in a triadic counselling 
relationship, rather than a ‘voice box’ (Becker & Bowles, 2004). It was found that meeting 
with the interpreter after the session to provide debrie� ng and also to discuss the work 
helped provide a solid therapeutic structure for the client. � e interpreter services requested 
that training be provided to interpreters working at STARTTS, and a joint committee wrote 
a set of guidelines for counsellors to follow when working with interpreters (New South 
Wales (NSW) Healthcare Interpreter Services, NSW STARTTS & NSW Refugee Health 
Service, 2011).  

  McKinney’s (2007) critique of the unresolved power issues in the bicultural counsellor 
model in a refugee service in the USA argued that the conventional power relations of the 
medical system had won over the more idealistic egalitarian model, with the bicultural 
counsellors becoming disempowered.   

  By 2015, the STARTTS service had been established in nine locations across New South 
Wales, employing approximately 160 sta� . � is growth, together with the opportunities and 
demands of operating in rural and urban contexts (see Moxley 1997, p. 48), has brought 
challenges in the continued adoption of � exible models of intervention and the collective, 
empowering model of operation of the past. � ere is pressure to manage a large waiting list, 
and to meet evaluation, contractual and funding accountability requirements. However, 
the sta�  group was and continues to be primarily made up of practitioners from refugee 
backgrounds, and remains committed to � exible, creative, multilayered interventions. � e 
practitioners still focus on meeting the complex needs of the consumers, and empowering 
refugees to rebuild their lives and participate in, for them, a new and very di� erent society.   

   System- driven, consumer- driven 
or consumer- controlled models  
  Moxley’s (1997) archetypes of case management provide a framework for examining 
the purposes of programs at STARTTS, and highlight the important role of refugee 
practitioners in their design and implementation.   
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  � ere is evidence of tension between the three archetypes in the service. STARTTS 
has always strived to focus on needs of consumers; for example, through employing a 
majority of practitioners with refugee- like backgrounds; ongoing consultations, liaison 
and joint projects with refugee communities; and management committee membership of 
representatives from di� erent refugee communities, as well as other stakeholders. From the 
point of view of individual practitioners, forming a genuine, reliable, caring relationship 
with clients is of critical importance. STARTTS management has provided the � exibility 
needed for counsellors to provide culturally sensitive, individually tailored interventions that 
aim to promote improvement in personal functioning, social connections and resettlement 
in a new society. STARTTS practices have much in common with a consumer- driven mode 
of case management.  

  Do STARTTS programs also verge on being consumer- controlled? � e range of 
culturally sensitive, counselling interventions by bicultural counsellors is provided 
 by  consumers and  for  consumers. Community development projects at STARTTS are 
primarily resourced by workers from refugee backgrounds, in collaboration with members 
of refugee communities and with practitioners from other agencies. Some recent examples 
from an enormous catalogue of creative projects include the Karen Garden Project— 
community gardening for Karen farmers from Burma; and the Choir of Love— a group 
of Iraqi choristers from a range of ethnic and religious backgrounds. An example 
of an enduring group program is Grumas, a Spanish- speaking women’s group, which 
was begun in 1990 by Lucy Marin, a Spanish- speaking bicultural counsellor. � ese are 
perhaps illustrative of Moxley’s discussion of the value of transdisciplinary teams and 
‘deprofessionalisation’ (1997, p. 59).  

  Using a system- driven lens, requirements from funding bodies and competition for 
funding have meant that STARTTS has had to give consideration to maintaining a ‘critical 
mass’, or economically viable participant numbers, to meet increasingly stringent service 
accountability and evaluation requirements. Working within this system, the challenge for 
counsellors is to meet such requirements— for example, progressive symptom measurement— 
in a respectful, non- pathologising style.  

  Another dilemma for STARTTS at the service system level was whether to extend 
assistance to asylum seekers who are in mandatory detention, awaiting the processing of 
their applications for asylum. In doing so, could STARTTS be inadvertently supporting 
this system of lengthy detention? As referred to above, research has shown that prolonged 
detention has a range of serious negative e� ects on detainees, and STARTTS has participated 
in research and submissions to the government regarding issues in the detention and asylum 
seeker policy area. Meanwhile, counselling is o� ered at the STARTTS premises for asylum 
seekers in detention and e� orts are made to meet their needs as far as possible.  
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     Scenario 21.1  
  Steps in surviving persecution, fleeing by boat and detention  

  Ms Salwa’s general practitioner has referred her to STARTTS because she is 
suffering from depression, anxiety, anger outbursts and sleeping problems. 
Ms Salwa is from a minority religious group who have been persecuted for 
generations in the land of Mesopotamia (Iraq), where they have lived for centuries.  

  In 2003, Ms Salwa and her family fl ed from Iraq to Jordan in fear of their 
lives. They waited in Jordan for their refugee application to be processed, 
without a result. Ms Salwa’s husband fi nally travelled to Indonesia, and 
then by boat to Australia, where he was detained. He was released with a 
Temporary Protection Visa; this gave him no right to work or to sponsor his 
family to come to Australia.  

  In desperation, Ms Salwa and her children also travelled to Australia by boat, 
which she describes as ‘an experience from hell’. She says that they were among 
300 passengers stacked in a small fi shing boat ‘like sardines’. At one point, she 
was injured when she saved one of her children from falling overboard.  

  Ms Salwa expects that Zaid, the bicultural counsellor at STARTTS, will 
be able to solve all her diffi culties within the immigration and welfare 
system. Zaid helps Ms Salwa to develop more realistic expectations, while 
acknowledging her experiences and survival. They discuss the concept 
of counselling. Ms Salwa’s psychological symptoms are assessed, and she 
describes her physical injuries and settlement needs.  

  Zaid refers Ms Salwa to a free English language course and to a lawyer 
who works pro bono to prepare her visa application; and he also liaises with 
her general practitioner regarding referral to medical specialists. He refers 
her to STARTTS support groups, which provide education about accessing 
resources and settling in Sydney, and help her to build a support network. She 
begins counselling at STARTTS to cope with psychological and other issues.  

   Practice tips  
   •       Validating a client’s experiences and survival as asylum seekers within 

the current system, can begin the conversation toward a realistic idea 
of what is possible.    

   •       Focusing on the needs of the client and linking them to self- help/ 
support groups and formal services is important for their access 
to assistance with issues such as health, legal and the resettlement 
process.    

   •       An honest relationship based on trust and respect is critical.        
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   A CLINICAL CASE MANAGEMENT LENS  
   Counselling and resettlement work at STARTTS  
  One issue in the work at STARTTS is balancing the needs of clients for counselling with 
those for resettlement assistance, referral and service coordination. Early publications 
from STARTTS described the importance of meeting the needs of the client to gain 
control over turbulent internal states and work through losses, while at the same 
time helping to rebuild their ability to participate in a new society and gain access to 
resources (Silove, Bowles & Reid, 1991, p.  10). Commenting on early experience of 
providing refugee support, in 1991 Risé Becker observed that the interaction of internal 
and external issues was such that even after securing housing, a client might not be 
able to feel ‘at home’, and so may face difficulties in settling into new premises. One 
constructive idea was to develop trust with clients through being willing to assist in 
practical ways initially— as a ‘point of entry’ for the practitioner with clients unfamiliar 
with counselling (Nguyen & Bowles,1998, p. 46).   

  � e Victorian Foundation for Survivors of Torture chose the title ‘counsellor advocate’ 
for their counsellors, recognising the multifaceted role of the counsellor in responding to the 
complex needs of consumers. Further, Aroche, Coello and Momartin (2012) have pointed 
out that the emphasis in the literature has shifted away from focusing on the trauma of 
the clients, and towards the myriad of current resettlement issues that they face— pointing 
to the importance of the advocacy, referral and service coordination aspects of the work. 
A broad focus on bio- psycho- social issues, rather than a narrow medical model focus on 
trauma symptoms, is also a strong theme in the refugee treatment literature (e.g. Steel, Steel 
& Silove, 2009).  

  Coordinating and making appropriate referrals to specialist practitioners and groups 
within and outside of STARTTS has always been an important part of the counsellors’ work. 
Counsellors may refer clients to other STARTTS programs; for example, physiotherapy, 
acupuncture, psychiatric assessment and treatment, neurofeedback (see the STARTTS 
electronic resource at the end of this chapter), the STARTTS legal service, support groups, 
youth camps, or the Families in Cultural Transition Program, a group that o� ers information 
regarding resettlement issues. � ere is referral and advocacy work on behalf of clients in 
relation to the community and government sectors. � is includes working with Centrelink, 
the Department of Housing, the Department of Education, legal services, the New South 
Wales Refugee Health Service, the Transcultural Mental Health Service, settlement services, 
migrant resource centres and ethnic- speci� c organisations. Coordinating interventions and 
referrals, together with the client, is a critical part of the counsellor’s role.   
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   Clinical case management  
  In  Chapter 13 , Robert Bland, Noel Renouf and Ann Tullgren observe that the clinical 
case management model is most commonly adopted in mental health in Australia 
because it ‘integrates therapeutic (or clinical) work with the other core functions of 
case management—assessment, planning, linking, monitoring and advocacy, review 
and case closure—in the context of a relationship with the consumer’ (p.  285 ). They 
describe Kanter’s (1989) outline of the key elements of clinical case management, 
where the case manager uses clinical skills, forms a genuine and caring professional 
relationship with the client, and assists the client with interventions in the environment. 
The principles of the clinical case management model include working within the 
case management relationship— altering the intervention to suit the client’s needs, 
and providing flexibility and continuity of care. This description in  Chapter 13 , of the 
combination of direct clinical work and ‘environmental interventions’ with a genuine 
caring relationship with the client, is similar to the STARTTS counsellor role.    

  Elsewhere, ‘practical case management’ has been described as including the roles of 
‘clinician, psychotherapist, co- ordinator of continuity of care, designer of a strategy for 
achieving goals collaboratively with clients, consultant- team member, advocate and care 
planner’ (Dowling et  al., 2007, cited in Bland, Renouf & Tullgren., 2009, p.  329). � e 
central combination of psychotherapeutic clinical work with advocacy and referral is also 
similar to the STARTTS model. Rosen points out that Australian mental health guidelines 
do not promote the idea of a generic case manager role, and that each profession is required 
to use its own training and expertise, as well as carry out the main case management tasks 
(2007, cited in Bland et al., 2009, p. 326).  

  Rothman and Sager (1998, p.  13) focus on helping individuals and also ‘promoting 
system- wide policy changes and community education’. � is focus is on combined micro 
and macro levels, as Rothman and Sager view the whole agency as being involved in the 
macro functions, as well as the case manager (1998, p. 18). � is broader focus has other 
similarities to the systemic model of interventions at STARTTS.  

  All models emphasise the critical importance of the helping relationship. Gronda (2009) 
set out to explore ‘what works’ in case management practice by analysing 53 research 
studies of case management with homeless people. Among the � ndings were the value of 
a caring case management relationship combined with comprehensive practical support. 
Rothman and Sager (1998, pp. 35– 36) discuss some cultural and ethnic issues in doing case 
management, describing how the model can be adapted to the culture of the client. � e 
dimension of culture intersects all aspects of working with refugees, and particularly the 
helping relationship.  

See Chapter 13
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     Scenario 21.2  
  Balancing counselling and resettlement support  

  A popular South Vietnamese saying after April 1975 was ‘if the traffi c light 
post could move, it would make to the sea’. This refl ects the reaction to the 
repressive regime that followed Communist victory and occupation, and 
led to hundreds of thousands of southerners taking desperate measures to 
escape from the country.  

  Referred by a health professional, 50- year- old Ms Nguyen shows 
severe symptoms of post- traumatic stress disorder (PTSD) connected with 
her experiences in Vietnam and while travelling to Australia. Though Ms 
Nguyen’s attempt to escape Vietnam was eventually successful, she survived 
imprisonment in Vietnam, capture and sexual violence by pirates, loss of 
loved ones, fear of being dumped on an uninhabited island, and nearly four 
years in a refugee camp.  

  Ms Nguyen meets with Giang, a bilingual counsellor who speaks her 
language. Giang arranges for a STARTTS physiotherapist to treat Ms 
Nguyen’s constant body pain, and makes contact with other service providers 
regarding her medical and welfare needs. Giang also encourages her to join 
an ethnic- based recreation group when she feels ready.  

  While her trust with the service is fast developing, Ms Nguyen’s 
recovery from trauma seems slow. Only at the end of the second year of her 
involvement with STARTTS does she show increased motivation, have more 
sleep and experience fewer traumatic nightmares and intrusive memories, 
and enjoy going out, travelling and home gardening. She reports that her 
general health level is up and her physical pain level is down.  

  Ms Nguyen’s progress is evident from the improvement in symptom 
levels shown through ongoing self- administered psychological scales, her 
achievements in raising children entirely on her own, her voluntary work 
with a fundraising campaign and her perceived shift of focus in life from 
negatives to positives.  

   Practice tips  
   •       Traumatised refugees often benefi t from a combination of counselling, 

advocacy, referrals and practical assistance.    
   •       Sharing language and culture can make a valuable contribution toward 

the development of a trusting practitioner/client relationship.    
   •       Psychological tests are measures of clinical progress and improvement 

that can be respectfully used for the benefi t of the client.        
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   WORKING WITH SEVERE LEVELS 
OF TRAUMATISATION  
  Rothman and Sager (1998, p. 19) caution against ‘becoming infatuated with technique 
at the expense of serving people’. In the trauma field, we have found that no single 
theory or intervention is ‘the answer’, and an approach is needed that enables flexibility 
in interventions so that the service is for the clients, and not vice versa. Allen (2001, 
p.  9) makes the point that if the practitioner takes the bio- psycho- social model of 
trauma seriously, the level of thinking and integration required is very challenging. He 
states that if workers want to be of help to their clients, then they need to be open to 
all possible sources of knowledge, including research findings, and various perspectives 
including neurobiology, cognitive- behavioural, interpersonal, psychodynamic and 
attachment theory (Allen, 2001, p. xxi).  

  � e strengths model of case management emphasises client strengths and resources 
available (Bland et  al., 2009, pp.  336– 338). � is approach is a respectful, practical and 
hopeful model. It focuses on the total person, rather than a ‘trauma victim’. Sometimes, 
strengths- based work at STARTTS can be subtle and gradual. It may not be possible at � rst 
for a severely traumatised client to think much about a formal treatment plan. What can be 
important for some clients initially is building a safe therapeutic space.  

  Rothman and Sager (1998, pp. 19– 20) describe how success is often gauged by clients 
recovering, and being able to fully participate in the community again. However, they 
would view prevention of deterioration for some clients to be as important as cure and 
improvement are for others.  

  A small minority of clients referred to STARTTS have lost many close relatives, 
or their entire immediate family, and/ or su� ered extreme levels of torture. Some have 
survived years of war trauma and imprisonment, and have witnessed atrocities. � ey may 
have lost relatives at sea during escapes by boat and spent years living in refugee camps. 
� ese experiences sometimes intersect with early childhood traumatic experiences of loss 
of parents and sexual and physical abuse. Many clients have developed serious chronic 
physical illnesses and/ or psychiatric problems following trauma. Some accounts of trauma 
would seem to be impossible to cope with. While it may be true that mere survival of 
these events and experiences is remarkable, it may not be useful to only validate strengths 
at � rst.  

  All these issues combine with complex resettlement challenges. It is surprising how a 
severely traumatised client’s recovery can, over time, be enhanced in response to a caring, 
respectful relationship. Provision of a ‘life raft’ can be just as important as a ‘rapid recovery’.  
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     Scenario 21.3  
  Impacts and possibilities for a survivor of severe trauma  

  Ms Ron survived extreme trauma during the 1970s in Cambodia. She was 
the sole survivor of the mass murder of her family— the Khmer Rouge had 
arrested and later killed her parents and 11 siblings. Ms Ron has also survived 
an abusive, violent marriage. She is divorced, has no relatives or close friends, 
and is illiterate both in Khmer and English.  

  Ms Ron presents with insomnia, headaches, anger outbursts, memory 
diffi culties and rheumatoid arthritis. However, she is seeking help because 
she is ashamed of her inability to control her angry behaviour towards her 
children. She is fearful that her children will leave her.  

  At fi rst, Ms Ron does not trust Devi, the counsellor. Also, she has diffi culty 
in communicating verbally, and has memory gaps about her past. Devi stays 
with the pace and content that suit Ms Ron, validating signs of strength, 
including her survival of the Khmer Rouge regime. It is likely that knowing 
Devi also survived this genocidal situation is a source of hope and feelings 
of being understood.  

  Devi helps Ms Ron to manage angry feelings using Buddhist breathing 
practices. She starts to speak more articulately, and to remember her early 
life in Cambodia with her family. Her relationships with her children improve.  

  Ms Ron and Devi gradually develop an intervention plan, including 
referrals for treatments, group activities and addressing practical issues. 
Devi coordinates Ms Ron’s access to treatments, which include acupuncture, 
massage and psychiatric assessment. There are also referrals for legal 
assistance and to youth camps and adult support groups. Devi provides 
advocacy with schools, Centrelink and employment agencies.  

  In Devi’s view, the therapeutic relationship between the two has been the 
critical factor in the progress of the work.  

   Practice tips  
   •       Finding out about any previous treatments the client has sought helps 

the practitioner to consider what might be acceptable to the client and 
effective in their current situation.    

   •       Working as part of a support team of workers helps to meet the 
multiple needs of the client.    

   •       Couselling is more effective when matching the pace to suit the client, 
and allowing them to direct the interventions as far as possible.       
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   CONCLUSION  
  The authors have found that applying case management models and theory to their 
work is very useful for clarifying the value base of practice and supporting the systemic 
bio- psycho- social model at STARTTS. The clinical case management model has proved 
to be a useful framework for describing and validating the varied roles of the counsel-
lors at STARTTS. Although there is unavoidable tension between system- driven and 
consumer- driven models, in the view of the authors the development of STARTTS has 
been strongly infl uenced by the consumers and for the consumers. The critical role of 
the bicultural counsellors in forming a cultural bridge with consumers— combined with 
the large numbers of refugees working in the service, and the ongoing consultations and 
collaborations with refugee communities— has much in common with consumer- driven 
and consumer- controlled models. In addition, the humanitarian client- centred approach 
of case management is congruent with working with severely traumatised people at 
their own pace, and developing culturally appropriate ways of working that suit particu-
lar groups.   

  Reflective questions  
   1    What are the different functions/ roles of clinical case management with refugees? 

How can the values of a strengths- based model fi t with this work?    

   2    What aspects of STARTTS practice could be considered ‘system- driven’, ‘consumer- 
driven’ or ‘consumer- controlled’? What roles have refugee workers played in the 
development of STARTTS?    

 3    What are the important elements of case management work with severely 
traumatised refugees?  
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 ELECTRONIC RESOURCES  
 NSW Service for the Rehabilitation and Treatment of Torture and Trauma Survivors 
(STARTTS): www.startts.org.au

   � is website contains up- to- date information regarding STARTTS programs, research, 
publications and resources. Look out for the upcoming training events, job vacancies and 
fundraising events (such as the Annual Refugee Ball), and read about how to make referrals, 
contact STARTTS, and much more.    

 Refugee Council of Australia (RCoA): www.refugeecouncil.org.au

   Formed in 1981, the RCoA is a non- pro� t and non- government national organisation for 
refugees and their organisational and individual supporters. Its activities include policy, 
support for refugees, support for members, community education and administration. It 
is funded by organisational and individual member contributions, and project grants from 
philanthropic and government bodies. � e site provides information regarding Australian 
immigration policies and programs for refugees, as well as media articles, fact sheets, other 
publications and resources.    

 United Nations High Commissioner for Refugees (UNHCR): www.unhcr.org

   � is website contains UNHCR information regarding the worldwide refugee situation, 
statistics, countries of origin, hosting and resettlement. It is constantly updated. � e annual 
 Global Report  is a useful summary.     
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