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ABSTRACT
Khalsa, Gurusewak S. (2021). The Experiences of Mental Health Service Providers Adapting
Counseling Treatments for Refugee Clients. Published Doctor of Philosophy dissertation,
University of Northern Colorado, 2021.

This study examined the perceptions of mental health professionals through their
experiences of adapting counseling treatments to meet the cultural needs of their refugee clients.
For this interpretative phenomenological study, 11 licensed clinicians participated in in-depth,
semi-structured interviews that utilized multicultural counseling and vicarious trauma theories.
Results were presented in superordinate and subordinate themes. This study added to the
literature and exploration of the unique experiences of mental health providers culturally
adapting their counseling approaches in order to provide more effective services to refugee
communities. Participants discussed the influences of their cultural backgrounds, the challenges,
supports, and areas of growth they experienced in their academic training and their experiences
of working with interpreters, colleagues, and supervisors in their professional careers of
providing mental health services to refugee clients. The participants discussed ways in which
they had experiences of low professional self-efficacy, difficulties with cultural boundary
negotiations, vicarious trauma, stress, exhaustion, or professional overwhelm in the early stages
of their adaptation process. Areas of support for participants included culturally sensitive
supervision and consultation from peers and utilization of cultural expertise from interpreters.
Themes identified using interpretative analysis included the early stages of (a) clinicians’ cultural
backgrounds, (b) influences of academic training followed by the initial professional challenges
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of (c) trial-and-error learning, and (d) vicarious trauma, as well as supportive experiences with
(e) interpreters/cultural navigators, (f) identifying clients’ strengths and areas of resilience, and
(g) supervision/consultation with other professionals who had experience working with refugee
communities. Participant clinicians reflected on ways in which the collective influence of each
aspect of these developmental stages resulted in shifts in their therapeutic conceptualizations,
resulting in (h) effective cultural adaptations, (i) increased counseling self-efficacy and more
secure professional identities. These results provided a more comprehensive perspective on
experiences of the adaptation process of mental health providers when working with clients from
refugee backgrounds. The results gave context to the developmental process participants
experienced and insight into the changes in clinical conceptualization and transformative
professional identity that emerged from the challenges and areas of support they experienced
during each stage of their professional progression. Suggestions for counseling psychologists,
supervisors, mental health professionals, and academic trainers to use in their work included
reflective examination of the influences and impact of clinicians’ cultural identities on clients as
well the cultural influences on the mental health paradigms in academic training. Supervisors
could assist in the validation and normalization of the stress involved with early stages of the
adaptation process and in providing concrete cultural knowledge and feedback to align with
developmental stages of their trainees. Research on cultural adaptations for refugee clients
should continue to explore the clinical frameworks to guide adaptation processes with additional
emphasis on developmental models for adaptation including clinician examination of the
influences of their own cultural backgrounds and the cultural foundations of the academic
training from which their treatments were adapted. Sharing narratives of clinical experience
regarding the unique aspects of providing mental health services to refugee communities could
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serve to support fledgling professionals in navigating the early challenges of the developmental
process and lead to an increase in the efficacy of care for clients and communities in need of
services.
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CHAPTER I
INTRODUCTION
To be called a refugee is the opposite of an insult; it is a badge of strength and
courage and victory. (Tennessee Office for Refugees, 2019)
According to the United Nations High Commissioner of Refugees’ (UNHCR, 2019)
Global Trends report, the number of people in 2019 forcibly displaced from their homes by
regional conflicts was close to 80 million worldwide, breaking new records each year since 2016.
Over 20 million of these displaced people are currently registered with UNHCR as refugees and
resettled in host countries including the United States. In 1980, the U.S. Congress passed the
Refugee Act and since then over three million refugees have been resettled throughout the
country, and each year more are admitted. In 2016, approximately 80,000 refugees were
admitted into the United States, and in 2020 11,814 were admitted for resettlement (U.S.
Department of State, 2021). During the resettlement process, refugee populations have faced and
still face enormous hurdles of learning to adjust to an entirely new environment while also
experiencing possible symptoms of trauma, depression, anxiety, or other mental health issues
caused by the conflict in their country of origin (Miller & Rasmussen, 2017). These mental
health issues are further compounded by the stress caused by lack of agency and resources,
separation from family and other supports, and overwhelming acculturation pressures, making
the demand for psychotherapeutic treatment extremely high (Kirmayer et al., 2011).
Toward that end, research indicated mental health (MH) professionals who used
counseling interventions that had been adapted to fit the cultural needs of their clients were more
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effective in their treatment (Chowdhary et al., 2014; Hall et al., 2016; Smith & Trimble, 2016).
Furthermore, in addition to the research supported efficacy of culturally adapted treatments, the
ethical principles of psychologists and the multicultural guidelines established by the American
Psychological Association (APA, 2003a, 2003b, 2017) emphasized the ethical importance of
using culturally adapted treatments in working with clients from diverse backgrounds. Given that
the majority of MH professionals who work with refugees resettled in the United States have
different cultural backgrounds than the clients they serve (Sonethavilay et al., 2011), the mandate
of the APA’s ethics code becomes especially relevant in the context of refugee mental health
service provision.
Yet, for MH professionals providing counseling services to refugee clients in the United
States, the culturally-appropriate treatments outlined by the APA’s best-practice requirements
are sparsely found in the literature (Smith & Trimble, 2016). Another challenge is that treatments
may have been developed with a sample from a uniquely different cultural community than the
providers are serving (Miller & Rasmussen, 2017). The paucity of research focused on the
mental health treatment for refugee groups is understandable: the situations that create refugees
present enormous logistical challenges that can both complicate research efforts and prevent
sound research results (Nickerson et al., 2011). Nonetheless, the ongoing demand for mental
health support for refugees is almost untenable (UNHCR, 2016). Effective services need to be
provided and cannot wait for the slow-moving research process to produce results directed
toward the specific culture, situation, or presenting issue of each group of clients MH providers
are serving. This leaves service providers with the difficult task of attempting to meet the
therapeutic needs of their clients without research support that targets the specific cultural
backgrounds of those clients. Mental health service providers must resort to adapting treatment
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for refugee populations using mainly their own personal experience and clinical judgment in lieu
of culturally appropriate research-based frameworks to guide their approaches.
In spite of this research gap, due to the pressing demand, MH professionals have been
providing, and will continue to provide, refugee groups with mental health services regardless of
the lack of culturally appropriate treatment strategies or applicable adaptation frameworks
(Kirmayer et al., 2011). Without research to draw on, or adaptation frameworks that address the
complexities of the refugee experience, service providers are often faced with the need to adapt
and provide treatment in an ad hoc manner. Furthermore, these ad hoc treatments are likely being
provided in large numbers on an ongoing basis wherever mental health services are available to
refugees all over the United States.
This extempore approach places MH providers in a unique position in which they must
employ personal heuristic decision-making processes to adapt existing and available counseling
treatments to fit their clients’ needs. This decision-making process and the effect it has on MH
professionals has not yet been examined in depth. Given the relatively large number of refugees
being treated in the United States, the experiences of these providers have the potential to be an
enormous resource for other MH professionals attempting to address the on-the-ground
adaptation challenges that arise in the service provision of refugee clients. The successes,
challenges, and clinical experience of MH professionals who have developed their own personal
heuristic approach for adapting treatments for refugees can provide essential information for
other professionals either entering the field or mentoring others through it. An examination of the
process of culturally adapting available treatments to their refugee clients through the lived
experiences of MH service providers could take large steps towards understanding how providers
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are addressing the need to meet APA (2003a, 2003b, 2017) ethical and multicultural guidelines
while also delivering effective services.
Rationale
There are many challenges that refugees face throughout the refugee experience, such as
persecution in their home countries, including torture, extended violence, and other forms of
severe trauma. Additional destabilization is then caused by the need to flee those dangerous
situations, the uncertainty of regaining safety and stability, and the acculturation stress of
becoming a resident in a new country (Rousseau, 2018). All of these challenges are contributing
factors to the propensity of people in refugee communities to develop symptoms of mental
illness such as depression, anxiety, and various presentations of psychological trauma (Miller &
Rasmussen, 2017). Refugees who are resettled in the United States are often connected to mental
health services that are implemented by MH professionals from different cultural backgrounds
than their own. Mental health professionals who work in the United States are necessarily trained
and credentialed through Western-derived mental health treatment modalities (APA, 2018) that
might or might not fit the cultural needs of refugee clients.
Furthermore, available literature on mental health interventions for refugee clients does
not currently reflect the breadth and scope of the wide variety of cultural backgrounds, refugee
circumstances, and presenting situations that comprise the diaspora of the refugee population in
the United States. Attempts to treat clients from a culturally homogenous approach in which the
cultural differences between refugee communities are not considered have been proven to be less
effective than appropriately culturally adapted approaches (Hall et al., 2016). Yet APA’s (2003a,
2003b, 2017) ethical principles, standards of practice, and multicultural guidelines mandate the
use of these appropriately culturally adapted interventions when available.
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Nonetheless, the ongoing demand for mental health services for refugees continues to be
almost untenable (UNHCR, 2019) and MH service providers who work with refugee clients
cannot wait for culturally appropriate interventions to be developed and research tested; effective
services are needed for the ever-changing refugee communities that arrive in the United States
every year. This leaves service providers with the difficult task of attempting to meet the
therapeutic needs of their clients without the research support that targets the specific cultural
backgrounds of those clients (Nickerson et al., 2011). Mental health service providers must adapt
treatment for refugee populations using primarily their clinical experience and judgment in place
of specific evidence-supported treatments or culturally appropriate frameworks to guide their
approaches.
An examination of the process of culturally adapting available counseling treatments for
their refugee clients through the lived experiences of MH service providers’ could take large
steps towards understanding how providers are addressing the need to meet APA’s (2003a,
2003b, 2017) ethical and multicultural guidelines while also delivering effective services to their
clients. The experiences of these MH professionals can provide essential information and insight
for other professionals either entering the field or mentoring others through it. The results of this
study addressed the current gap in the literature by providing an in-depth understanding of the
factors informing the clinical judgement MH providers are utilizing in the cultural adaptation
process. By gaining a better understanding of the factors involved in this process, counseling
psychologists who work with refugee clients can address the barriers to cultural adaptation and
better meet their clients’ cultural mental health needs.
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Statement of Purpose
The purpose of the study was to examine the experience of MH service providers who
have provided or are providing counseling to refugee clients. In particular, this study explored
the service providers’ processes in culturally adapting available treatments in order to work
effectively with their clients. By gaining a better understanding of this process, the results of this
study added to counseling psychology literature on cultural adaptations and are a resource for
MH professionals and counseling psychologists who look to the available research for support in
their treatment approaches when working with refugee clients.
Research Question
The following question was explored in this study:
Q1

What are the experiences of mental health service providers adapting counseling
treatments for refugee clients living in the United States?
Delimitation

Mental health professionals who were the participants in this study had professional
experience providing mental health services to clients who had been through the refugee
experience (who had been designated as refugees by UNHCR) and were currently living in the
United States. This parameter of U.S. residency was chosen as a way to capture the difficulties
refugee communities often experienced in acculturating to a new environment and in working
with MH professionals who did not come from clients’ own culture or had a personal frame of
reference for the refugee experience itself. Additionally, MH professionals who worked in the
United States had been trained in similar academic models as reflective of the U.S. credentialing
systems and therefore created a higher degree of homogenization in the participant sample as
outlined by the interpretive phenomenological analysis (IPA) framework (Smith et al., 2009).
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Definition of Terms
To operationally define some of the key terminology used in this study, the definitions
for the terms listed below were utilized throughout the study. The following terms might provide
context to better understand mental health service provision for refugee clients and the treatment
adaptation process.
Culture. Although many definitions of culture were used in the literature, this study used the
Marsella and Yamada (2010) definition:
The shared learned behavior and meanings that are socially transmitted for purposes of
adjustment and adaptation. Culture is represented externally in artifacts (e.g., food,
clothing, music), roles (e.g., the social formation), and institutions (e.g., family,
government). It is represented internally (i.e., cognitively, emotionally) by values,
attitudes, beliefs, epistemologies, cosmologies, consciousness patterns, and notions of
personhood. Culture is coded in verbally, imagistically, proprioceptively, viscerally, and
emotionally, resulting in different experiential structures and processes. (p. 105)
This definition is both broad enough to include language, religion, socioeconomic class,
gender, and behavioral customs, as well as specific enough to effectively distinguish one
refugee community from another.
Cultural Adaptation. Cultural adaptation in this context is operationally defined using Hwang’s
(2006) definition: any modifications made to treatment in order to enhance its efficacy
within the parameters of a client’s cultural context. Cultural adaptations of mental health
treatments involve systematic modifications “to consider language, culture, and context
in such a way that it is compatible with the client’s cultural patterns, meanings, and
values” (Bernal et al., 2009, p. 362).
Mental Health Service Provider. For the purposes of this study, mental health service provider
refers to any academically trained professional psychotherapy provider, at a minimum of
graduate master’s level, who provides mental health services to clients. This includes
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identifying mental health diagnoses and implementing psychotherapy treatment. In this
study, the term MH service provider specifically denotes professionals with either a
master’s or doctorate in clinical or counseling psychology.
Multicultural Counseling. Multicultural counseling as operationalized in this study refers to the
theory developed by Sue and Sue (2012) which states that culture is an inherent,
essential, and foundational aspect of each person’s identity, and as such cannot in any
meaningful way be separated from their experiences, values, beliefs, and worldview.
Multiculturalism holds as its central component, the view that cultural norms are
developed within the environmental and social contexts unique to each community’s
history and setting and cannot therefore be ethically judged by the values of another
culture. Counseling from a multicultural perspective is the provision of psychotherapy
treatment that implements this central component in all aspects of the counseling process,
including diagnosis and intervention.
Refugee. The UNCHR (2019) defines a refugee as someone who has been forced to flee their
country of origin due to a well-founded fear or persecution. In order for a person to be
legally classified a refugee, they must be vetted, processed, and geographically settled
either in a designated refugee camp or in host country that is partnered by UNHCR. A
person who has not been through UNCHR’s process cannot be legally recognized by the
world’s governments as a refugee.
Limitations
Constructivist qualitative research has inherent limitations in that it is not meant to be
generalized and posits that there is no single reality; rather, reality is constructed by each
individual (Creswell & Poth, 2018). This inherent limitation was also a defining factor of the
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IPA approach used by this study, which used an interpretive, hermeneutic, idiographic focus on
the subjective, unique, lived experiences of the individual participants (Smith et al., 2009). Thus,
a limitation of this study was the results were not necessarily generalizable to other MH service
providers. The results of this study were representative of the specific participants used to collect
data and provided more detailed, in-depth insights into their experiences. The IPA data collection
involves the investigator’s values, beliefs, and biases, and might both direct and limit the
formation of analytic questions (Merriam & Tisdell, 2016). An understanding of the researcher’s
perspectives could inherently limit the influence of data collection as the perspective of data
could be different between researchers. Identifying data patterns in a phenomenon involves
subjective descriptions of experiences, which might vary widely (Lincoln & Guba, 1985).
Additionally, the small sample size used in IPA does not capture all the intricacies and
complexities present in the mental health service cultural adaptation process but instead is a rich
description of the experiences of the specific participants and their unique similarities and
differences. In short, the information gathered in this study was not representative to all MH
service providers who worked with refugees but provided greater insight into their unique
experiences.
The IPA data analysis emphasizes the researchers’ recognition of the influence of their
own biases, values, and preconceived notions when conducting research (Pietkiewicz & Smith,
2014). In this way, the researcher’s previous notions regarding the phenomenon being studied is
recognized as an inherent influence on the researcher’s development of the study, collection of
the data, analysis of the data, and research findings. As a way to be mindful and intentional with
this inherent dynamic, I as the researcher described my own background, interests, and biases
regarding the participants and experiences being studied and engaged in self-checking
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throughout the research process through journaling and monitoring my internal experiences. I
included a thorough description of my own experiences and my own cultural lens and
perceptions that arose throughout the research process, especially as they were changed and
influenced by the research process itself (Pietkiewicz & Smith, 2014).
Another limitation of this study was it examined a phenomenon from the sole perspective
of MH service providers and included the perspective of the clients only through the secondhand experiences of the participants. The direct experience of the clients being served in the
mental health treatment process was recognized as an essential element of the study’s focus but
those experiences were only captured through the second-hand perspectives of the MH
professionals interviewed rather than from the clients themselves. This was recognized as a
limitation of the study, which influenced the interpretation of the data and the research findings
(Smith & Osborn, 2008).
Summary
This chapter provided overall background information on the current refugee experience
including the unique challenges of symptoms of trauma and acculturation stress that many
people experience in their refugee journey to resettlement in the United States. The role of MH
professionals in the implantation of effective culturally appropriate treatment was also discussed
as well as the difficulties service providers face in meeting the profession wide ethical mandates
for utilizing appropriate culturally adapted treatments with their refugee clients. The rationale of
the study and research question were explained in relation to the mental health field. Finally, an
explanation was given of the importance of MH service providers to have a greater
understanding of the unique experiences of the adaptation processes as a way to provide effective
services to refugee communities.
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CHAPTER II
REVIEW OF THE LITERATURE
Overview
Refugees have been classified by the United Nations (UN) as people who are forced to
leave their homeland due to personal hardship, political persecution, war, or systemic conflict
(UNHCR, 2019). Refugee qualification often involves first facing enormous instability, stress,
and a lack of safety in the country of origin, which frequently includes exposure to violence,
imprisonment, torture, and loss of family due to separation or death. This is followed by a
usually long, uncertain process of fleeing the country of origin, seeking refuge with the UN, and
getting registered and resettled in a host country, often selected by the UN with limited
indication for preference by the person applying for resettlement. The resettlement process may
take several years during which time many people live in refugee camps in neighboring countries
or other temporary settlements with few available resources. The final part of the refugee cycle is
either a return to one’s homeland if the conflict has stabilized or, more commonly, resettling
permanently in a host country such as the United States (UNHCR, 2019).
Refugee Mental Health
Research on refugee communities consistently indicated their high vulnerability to
psychological distress and the subsequent symptoms of overwhelming sadness, frustration,
anxiety, and emotional responses related to adversity (Alemi et al., 2014). Statistical records also
consistently showed refugee populations report comparatively higher mental illness symptom
rates in comparison to economic migrants, and significantly higher rates of depression, anxiety,
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and posttraumatic stress disorder (PTSD; rates vary between cultural group from 30-82%) as
compared to the general U.S. population (7-10%; Hameed et al., 2018; Li et al., 2016).
Additional high rates of risk factors such as social isolation, economic difficulties, substance
abuse, and mental health stigma, contribute to the prevalence of mental health disorders in
refugee communities (Giacco et al., 2018).
This spectrum of symptoms has been linked to three categories of traumatic and stressful
events: (a) the pre-migration stressors of exposure to war, persecution, and loss; (b) during
migration stressors of life threatening events and physical harm; and (c) the post-migration
stressors caused by acculturation difficulties, poor living conditions, economic challenges, and
social isolation (Giacco et al., 2018). The pre-migration and migration stressors refugee
communities face are themselves a contributor to the high rates of psychological distress and
often go untreated until refugees are permanently resettled in their host countries. Upon arrival in
the host country, members of these communities are subsequently faced with the additional set of
stressors caused by post-migration that compound and complicate their existing stress symptoms
(Kira & Tummala-Narra, 2015). Mental health service providers working with refugee clients in
the United States must effectively navigate the complex layers of pre-migration and migration
stress and trauma within the context of their clients’ cultural histories as those histories are
interacting with U.S. socio-political dynamics. The result is service providers are faced first with
the immediate effects of acculturation stress and the subsequent effects of previous untreated
trauma (Kira & Tummala-Narra, 2015).
The challenges and stress that refugees face in the resettlement process include lack of
financial and other resources, uncertain political agency, and separation from family. In addition
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to these challenges, resettled refugees still face stress brought on by acculturation to a new
country, culture, and environment (Kirmayer et al., 2011; Miller & Rasmussen, 2017).
As defined by Redfield et al. in 1936, the term acculturation was initially used to
describe “those phenomena which result when groups of individuals having different cultures
come into continuous first-hand contact with subsequent changes in the original culture patterns
of either or both groups’ (p. 149). The model developed around this definition focused on three
main areas: (a) ways in which immigrants hope to maintain their cultural identities when
resettling in a host culture, (b) pressure to create specific changes in behaviors or ways of life
required by the host culture, and (c) the stress caused by the difference between those two areas.
Subsequent to Redfield et al.’s (1936) preliminary model, Berry and Sabatier (1996)
established an updated conceptualization of acculturation that included an axis of attitudes in
which immigrants would fall along during their acculturation identity development process. They
identified four main categories of acculturation: integration, assimilation, separation, and
marginalization. These categories crossed the two dimensions of (a) desire to maintain cultural
identity and (b) the perceived value of relationships to people in the host community.
Further updates to the Berry and Sabatier (1996) acculturation model by Bourhis et al.
(1997) included not only the attitudes of the immigrant group but also the perceptions of the host
culture with regard to the cultural group attempting to resettle. The Bourhis model noted that
host communities’ attitudes toward resettlement groups often varied depending on their
perceived cultural alignment and those differences in attitudes could vastly change the immigrant
groups’ acculturation experience.
The relative acculturation extended model (RAEM) developed by Navas et al. (2005)
continued to build on the concepts established by Bourhis et al. (1997) to include attitudes of
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both the immigrant group and the sometimes culturally diverse host community, as well as the
respective strategies of acculturation and assimilation enacted by both groups resulting from the
interaction of those attitudes. These strategies are often in contrast to the ideal acculturation
process as outlined by those groups, perhaps presenting a different acculturation reality than the
one predicted by attitudes alone. The acculturation process as outlined by the RAEM goes
further to combine the attitudes and strategies of host and immigrant communities with the
specific ethnic, sociopolitical, and psychosocial realities associated with the circumstances
involved with each community’s relevant experiences. The combination of attitudes, strategies,
and sociopolitical context create a comprehensive model of many factors that contribute to the
acculturation process.
While the RAEM is comprehensive in addressing many of the complex factors that
contribute to the acculturation experiences of refugee communities, one area not included was
the potentially significant role MH service providers who worked those communities might play
in the resettlement experiences of their clients. Service providers are often the first point of
contact between refugee and host culture (Qayyum et al., 2014) and the treatment approaches
MH service providers use in their work might play an integral role in refugee communities’
abilities to successfully settle in their host countries. If the treatment approaches used by MH
service providers do not meet the cultural needs of their clients, many members of refugee
communities would not be able to effectively access and engage in treatment and the symptoms
caused by the trauma of the refugee experience as well as the stress of acculturation could be
exasperated or at least never fully addressed (Giacco et al., 2018).
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Multicultural Counseling
History of Multiculturalism in
Counseling
Historically, the profession of psychology has done a great deal of harm to minority
cultural groups by the infliction of cultural values from the dominant cultural groups in which
the profession was originally developed (Fowers & Davidov, 2006). The most consistent
example of this dynamic in the United States has been the prescription of white psychologists’
own cultural values onto their non-white clients, often resulting in the pathologizing of cultural
believes or behaviors that differ from white cultural norms (Sue, 2003). While this harm might
have been done in the name of good intentions, without any awareness of the detrimental effects
of injecting cultural judgment into the services offered to people from different cultural
backgrounds, the consequences were nonetheless catastrophic for the victims. As awareness of
these harmful practices grew, professionals within the field began to recognize the need to
address the issue and a small movement gained traction amongst concerned practitioners (Sue &
Sue, 2012). The concept of cultural competency was first openly presented in the profession in
the now famous Vail Conference of 1973 (Korman, 1974). From the conference came the
resolution that providing services across cultures without an understanding of those cultures was
unethical (Korman, 1974). The conference gave momentum to the multiculturalism movement
within the psychology profession and was shortly followed by Sue and Sue’s 1977 article
“Barriers to Effective Cross-Cultural Counseling.” The concept of clinical cultural competency
continued to take root from there and grow across the profession; and with the APA’s (2003b)
Guidelines on Multicultural Education, Training, Research, Practice, and Organizational
Change for Psychologists, it became an institutional mandate.
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In 1992, Sue et al. first operationalized cultural competency by identifying three factors
within the construct: (a) knowledge of both clinician’s own cultural influences and the client’s
cultural heritage; (b) the cultural attitudes and beliefs of client and clinicians, and where they
might align and differ; and (c) the skills necessary to navigate the client’s cultural history and
values without inflicting values antithetical to the client’s own cultural identity. The factor of
attitudes and beliefs was further refined into a factor termed awareness of attitudes and beliefs
(D’Andrea et al., 1991) and researchers began to develop tools to measure clinicians’ cultural
competency levels.
For the past several decades, the growing movement of multiculturalism in counseling
has changed the zeitgeist of the field. The original impetus for the movement was the consistent
experiences of invalidation reported by clients with minority identities after working with—what
at that time was the profession’s standard—primarily white, heterosexual men (Arredondo &
Perez, 2006). As the evidence of these experiences of invalidation accumulated, professional
counselors who themselves had minority backgrounds also began to gain small steps toward
entryway into the field. Ultimately, the combined experiences of both minority-identified clients
and minority-identified therapists led to a voiced awareness that cultural differences between
therapists and clients had an unmistakable and, in some cases, dramatic impact on the treatment
being provided. Further, if these cultural differences were left unaddressed by the therapist, or
minimized and ignored, the invalidation experienced by minority clients was exasperated even
more, regardless of therapists’ good intentions (Arredondo & Perez, 2006).
With the by now irrefutable evidence of minority clients’ negative experiences with
psychotherapy, and the support and reinforcement of the increased number of therapists who also
had minority backgrounds, other professionals in the field began to recognize the importance of
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cultural influences in their clients’ lives (Arredondo & Perez, 2006). The profession as a whole
began to accept how those cultural influences created meaningful differences between people
(most notably in this case the differences between therapists and their clients) that needed to be
understood, directly addressed in treatment, with steps taken to mitigate the harm caused to
minority clients through the invalidation of their cultural perspectives. Sue et al. (1992) made the
first bold steps in this direction by creating criteria for multicultural competency, which required
therapists to first examine their own cultural values, beliefs, and biases, especially as they might
differ from their clients. The next step was then that therapists should endeavor to research as
much as possible about their clients’ cultural practices and history (outside of session, in
particular, so as not to put the responsibility on clients to educate their therapists). The last was
for therapists to develop skills focused on effectively implementing their cultural awareness into
their treatment approaches. With these three main categories of cultural competency in
psychotherapy, the multiculturalism movement was officially born (Arredondo et al., 1996).
Throughout its development and implementation, the theory of multiculturalism has had
as its underlying foundation that each person’s unique cultural background has a profound
influence on their worldview and perspective of life. Or rather, more than just an influence, a
person’s cultural background is in itself synonymous with their worldview and perspective of
life; they are inextricable and intertwined in such way as to be essentially one and the same. As
such, any cultural value judgments placed by a therapist onto a client serve to invalidate every
aspect of the client’s experience, which is certainly opposite of the stated goal of psychotherapy.
The heart of multiculturalism, then, is each culture’s own values, beliefs, and practices are
neither inherently better or worse than any other culture’s values, beliefs, and practices. Instead,
each culture’s perspective—and each person’s perspective within that culture—are an intrinsic
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product of the context and environment in which the culture developed (Sue & Sue, 2012). In
counseling psychology, this simple, bold statement that all cultural perspectives are equally
valid, is held as foundational, and is held as such in large part because the opposing view was
found to be detrimental to clients’ wellbeing (APA, 2017).
While historical examples of cultural harm caused by mental health professionals are
numerous including the misdiagnosis and maltreatment of Native American, African American,
and Asian American clients (Sue, 2003), more recent examples indicated cultural competency
within the mental health field is still an issue. The influx of well-meaning Western MH service
providers to the regions hit by the 2004 Asian tsunami led to clashes between local community
beliefs and Western-derived mental health interventions (Wickramage, 2006). The clash resulted
in a disregard for and erosion of local support systems, causing the psychological trauma
suffered by the members of the tsunami-affected communities to be exasperated rather than
alleviated (Wickramage, 2006). The aftermath of the Asian tsunami is an unfortunate example of
both the impact a lack of cultural competency could have on the efficacy of treatment and the
progress still to be made in the profession of mental health. Clearly, without appropriate cultural
adaptations to treatment, the potential to harm clients in the process of attempting to address their
mental health needs becomes an increased risk.
Furthermore, providing refugee clients with mental health services that meet their cultural
needs has been recognized as an important aspect of social justice (Ibrahim & Heuer, 2016).
Fraser (2009) defined social justice as the two intersecting dimensions of representation and
distribution in societal organizations such as media and political voice (representation) and
access to resources for well-being (distribution). Social justice efforts under Fraser’s definition
were the recognition of social inequality in the areas encompassed by these two dimensions, and
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the comprehensive attempts to rectify them. Social justice issues in the administration of mental
health services has become a growing area of attention in the field of psychology (Thrift &
Sugarman, 2019). Refugees who are resettled in the United States become a social class of
residents with little to no political agency (Ibrahim & Heuer, 2016). Resettled refugees often face
the effects of being the targets of overt and covert racism and oppression in direct social
interactions, and neglect and disregard for their needs by societal resources institutions (Chung et
al., 2008; Fang et al., 2015). Mental health service organizations are one of the resource
institutions refugees are consistently referred to for support (Ibrahim & Heuer, 2016). In many
cases, MH service providers are the among the first interactions newly resettled refugees have
with people from the United States (Qayyum et al., 2014). This places MH professionals on the
front lines of responsibility to help address the social inequalities refugee communities have
traditionally encountered in the United States. As a part of this addressment, access to and
provision of culturally appropriate mental health services for refugee communities in the United
States becomes an essential aspect of the recognition for social justice in the role of MH
professionals (Kirmayer & Jarvis, 2019).
Multicultural Counseling and
Refugee Clients
In mental health work with refugee clients, service providers’ cross-cultural approaches
might be especially relevant. While the cultural backgrounds of refugee clients in the United
States are diverse with people spanning across four continents and several countries including,
Afghanistan, Iraq, Myanmar, and Somalia, MH professionals in the United States are
overwhelmingly Caucasian. Statistics indicated the population of licensed psychologists in the
United States was approximately 84% Caucasian (APA, 2018). Moreover, within non-Caucasian
clinician demographics, diversity is also limited. This cultural gap between provider and client
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frequently translated into mental health services that were not effectively implemented or
accessed even in situations where services were made as available as possible to refugee
communities. Or when services were accessed, treatment proved ineffective due to the cultural
differences that arose in implementation (Shannon et al., 2015). Different cultural conceptions of
mental health, often labelled as “stigma” by U.S. service providers, have been frequently cited as
the reason refugee communities have not successfully utilized Western mental health services
(Soto et al., 2018).
One point of explanation for these dynamics is Western mental health services were
derived, theorized, and developed within the social context of the countries and cultures of their
origin and, therefore, reflect the values and norms of those cultures. These cultural norms are
often integrated into the mental health services in the form of best practices without the
profession’s recognition of the cultural influence of those practices (Koç & Kafa, 2019). As
such, the extent to which people from different cultural background could benefit from those
culturally infused practices has been found to be a cause for reduced efficacy in implementation
and utilization of mental health services in refugee communities as well as source of additional
acculturation stress for refugee clients actively seeking support (Kidron & Kirmayer, 2019).
One response from the mental health profession has been the call to utilize indigenous
mental health theories and interventions that are developed in the cultural contexts of the
intended recipients (Fowers & Davidov, 2006; Koç & Kafa, 2019). This approach has proved to
be impractical with refugee communities due to both the loss of their original cultural contexts
and the large amount of time needed to develop mental health theories and treatments from the
ground up. The recognition that in Western countries, which currently have established
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indigenous mental health professions, this process took several generations to reach its current
form, places the challenge into perspective.
Cultural Adaptations
The alternative was to adapt the currently available treatment modalities to culturally fit
refugee clients. Several meta-analyses have been conducted that support the contention that
cultural adaptations of therapeutic interventions are more effective than non-adapted approaches
(Chowdhary et al., 2014; Hall et al., 2016; Smith & Trimble, 2016). This strong research support
for adaptations of EBTs, emphasized further by the APA’s (2003a) Ethical Principles and
Multicultural Guidelines (APA, 2003b), has led to primacy of the development and use of
cultural adaptions in the efficacy of treatment. As such, until now, mental health research on
refugee populations has focused mainly on adapting specific treatment approaches for specific
cultural groups including culturally relevant diagnoses and interventions or on the development
of adaptation frameworks across cultural groups.
Specific Treatment Approaches
One approach has been to identify common traumatic stressors of refugee populations in
general (Chan et al., 2016; Miller & Rasmussen, 2014). Other research focused on applying
treatments for trauma onto the refugee context. Hinton et al. (2013) applied “culturally adapted
CBT” onto refugee and ethnic minority populations while Nickerson et al. (2011) published a
systemic review of psychological treatments for PTSD in refugees. Bemak and Chung (2017)
discussed the inclusion of cultural considerations and human rights issues into the multiphasic
model of psychotherapy for trauma treatment. Case studies have also been used to describe
clinicians’ experiences of using trauma interventions on specific refugee cultural identities.
Schulz et al. (2006) gave a detailed account of their application of cognitive behavioral therapy
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(CBT) to Bosnian refugees and discussed adaptations they made to the treatment to
accommodate Bosnian interpreters. Mirza et al. (2017) provided examples of the challenges
involved with attempting counseling across language barriers with Bhutanese and Iraqi refugee
men. Nakeyar and Frewen (2016) analyzed PTSD symptom identification, diagnosis, and
treatment by broadly reviewing 17 case studies on evidence-based care for Iraqi, Kurdish, and
Syrian refugees.
While these studies provided some support to the literature base for effective refugee
treatment, each group of refugees that has arrived in the United States has had a wide variety of
nationalities, cultures, languages, as well as unique circumstances that have caused their
displacement (Kirmayer et al., 2011). For many refugees, PTSD might not be the presenting or
only mental health concern (Miller & Rasmussen, 2017). In other cases, refugee clients originate
from countries or regions in which research on culturally appropriate interventions still had not
yet been conducted. This variety in cultural backgrounds and circumstances has disrupted efforts
to apply interventions from a clinically or culturally homogeneous approach (Miller &
Rasmussen, 2017) and presented providers working with refugee communities with unique
challenges in their attempts to provide effective, culturally competent services.
Adaptation Frameworks
While a short supply of literature has been targeted toward evidence-based interventions
for refugee populations, there have been some efforts at developing general cross-cultural
adaptation frameworks. Bernal et al. (1995) outlined the ecological validity (EV) model in an
effort to increase congruence between clients’ environments and MH service providers’
assumptions about those environments, particularly as assumptions might relate to culturally
sensitive interventions. This model outlined eight dimensions of cultural sensitivity to use as a
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framework for the adaptations of interventions across cultures: (a) language—culturally
appropriate communication, (b) persons—ethnic similarities/differences between therapist and
client, (c) metaphors—cultural metaphors, (d) content—cultural knowledge (values, customs,
traditions), (e) concepts—treatment concepts within the culture, (f) goals—positive and adaptive
cultural values, (g) methods—cultural methods of achieving goals, and (h) context—
consideration of situational changes within the culture. The EV model is an early, foundational
framework and while it outlined important elements likely necessary for any adaptation, it did
not reach beyond its broad, very general scope, and still left MH service providers with little to
hold onto when face-to-face with the challenges involved with having refugee clients in their
clinics.
Lau (2006) also developed an adaptation model focused on identifying when adaptations
of evidence-based treatments might be warranted. She posited two discriminating factors: (a)
culturally distinct elements of risk and resilience including differences in symptom presentation
and phenomenology and (b) threats to social validity of interventions, factors that might
constrain community involvement in the services provided. She further stated that adaptation
should be both selective and directive in their application. Selective in that adaptations should
focus on presenting problems within the community and specifically identify areas of poor fit
between the treatment and the community. Directive in that service providers should be sure to
use empirical findings to help guide the adaption and make adjustments as necessary. Lau’s
model moved a few steps beyond the EV model but still did not provide much in the way of
specifics for service providers dealing with the complex realities and unforeseen challenges of
working with refugee clients.
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Barrera and Castro (2006) further expanded on Lau’s (2006) model by incorporating a
heuristic approach to her initial framework. The heuristic approach attempted to evaluate the
cultural equivalence of (a) engagement—the social validity of the intervention, (b) action
theory—the ability of the treatment to change mediating variables, and (c) conceptual theory—
the relations between mediators and outcomes. Steps to the heuristic adaptation included
information gathering, preliminary adaptation designs, preliminary adaptation tests, and
adaptation refinement. While a heuristic approach is useful for unpredictable circumstances and
environments, such as those found with refugee populations, Barrera and Castro’s model still
avoided providing anything beyond general principals to guide cultural competence.
Hwang (2006, 2009) provided two frameworks of adaption for community interventions
to be used to together to develop a comprehensive adaptation that utilized both top-down and
bottom-up approaches. These frameworks were developed for the use of Asian American
populations but were intended to be general enough to have broad cultural applications. The topdown model, named the psychotherapy adaptation modification framework, consists of six
domains and 28 therapeutic principles that fit within those domains. The domains are (a)
dynamic issues and cultural complexities, (b) orienting clients to psychotherapy and increasing
mental health awareness, (c) understanding cultural beliefs about mental illness, (d) improving
the client-therapist relationship, (e) understanding cultural differences in the expression and
communication of distress, and (f) addressing cultural issues specific to the population. Hwang’s
28 therapeutic principles fit into and elaborated further on these domains, providing more
detailed descriptions and examples of each domain’s applicability to therapy.
Hwang’s (2009) bottom-up, community-based approach, called the Formative Method
for Adapting Psychotherapy Framework (provides an adaptation approach that is meant to
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develop treatments starting from the client community itself, rather than attempting to fit
authoritative treatments onto communities for which the interventions could be ill-suited. The
five phases of FMAP are: a) generating knowledge and collaborating with stakeholders, b)
integrating generated information with the theory and empirical clinical knowledge, c) reviewing
the initial culturally adapted clinical intervention with stakeholders and revising the culturally
adapted interventions, d) testing the culturally adapted intervention, and e) finalizing the
culturally adapted intervention.
Hwang’s (2006, 2009) two-pronged approach marked a fairly comprehensive attempt at
developing a framework broad enough to fit across multiple cultural groups and specific enough
to provide guidance for each distinct cultural group service providers may be working with. Yet
these models were developed for relatively stable communities, for which cultural research has
been conducted and community resources and norms are well established, and which MH service
providers could identify relatively easily before and during working the clients. This might not
reflect the reality of most service providers who work with refugee clients due to fluctuating,
unpredictable circumstances, acculturation issues, and complex issues of stress and trauma.
Again, as a general framework, Hwang’s models provided important foundational elements, in
greater detail than his predecessors, but did not address specific challenges and solutions to those
challenges MH professionals face when working with refugee clients.
Other adaptation models attempted to address the long-standing conflict between cultural
fit of adapted interventions and fidelity to the initial, evidence-based and research supported
interventions. The source of the conflict stemmed from the problem of evidence-based
interventions developed and found to be effective in predominantly Western, white, college
populations, which were then applied to cultures and populations for whom those interventions
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fell outside of cultural sensitivity, making them difficult to implement while remaining
consistent with the evidence-based elements. Cabassa and Baumann (2013) stipulated the
identification of core functional elements of adaptations, which should be left intact, while
adaptation could focus on form or customization to local settings. Cabassa and Baumann also
made distinctions between surface adaptations—which focus on form or delivery of
interventions and deep adaptations—which focus on issues of cultural salience that may impact
the content of the interventions. While this is an important issue in the adaptation process, this
distinction between surface and deep and the conflict between fit and fidelity still leaves much
for the MH service provider to sort through and decide on their own: What is surface? What is
culturally salient? How to identify core elements and recognize when they are effective or not
effective? The answer to these questions potentially requires the use of clinical judgment
informed by each service provider’s personal and professional experiences and perspectives.
Each of these adaptation frameworks provided important foundational and first or second
level elements, which would likely to be useful for MH professionals working with refugee
groups. The foundations of language, cultural metaphors, and other dimensions of the EV model
are less likely to differ between service providers may have high inter-professional agreement.
Still, issues of selection and direction, core elements of interventions, as well as negotiating the
conflict between fit and fidelity are more likely to vary considerably from service provider to
service provider, and therefore might not address specific challenges service providers are facing
while working directly with clients. This is particularly true for MH professionals working with
refugee clients, for whom the instable dynamics inherent in the refugee experience, create a
significant amount of unpredictable variables which introduce additional complexities to the
treatment process. Moreover, all these models were developed for relatively stable communities,
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for whom the refugee experience was not considered in their formulation, and for which previous
cultural research has been conducted and community resources and norms are well established.
However, due to the inconsistent circumstances and factors involved in the refugee process,
including political, cultural, and clinical variables which create differences in clients’ cultural
backgrounds, acculturation experiences, and presenting concerns (Miller & Rasmussen, 2017),
adaptation models which do not account for these areas will have limited applicability for
clinicians working with refugee clients.
In an effort to address these gaps, with the most comprehensive attempt to date to
develop a framework for culturally responsive interventions specifically for refugee clients,
Bemak and Chung (2017) outlined the multiphasic model (MPM) of psychotherapy, counseling,
social justice, and human rights. This extensive model focuses on trauma treatment for refugee
communities and includes attention paid to pre-displacement and premigration trauma, postdisplacement and postmigration challenges, issues of language, employment, and education
during resettlement, changes in family dynamics, the interaction between racism, xenophobia,
and refugee trauma, as well as political countertransference on the part of the counselor. The
model also provides room for conceptualization of the impact of culture on refugee mental health
and trauma, with a highlight of the differences between Western mental health concepts, and the
cultural norms, beliefs, and values of refugee communities, and a recognition that these
differences often result in negative experiences of clients attempting to access services. The
MPM presents a five-phase process for counselors working with refugee communities to engage
in order to services to be culturally effective: (a) mental health education; (b) individual, group,
and/or family psychotherapy; (cc) cultural empowerment; (d) indigenous healing; and (e) social
justice and human rights. Bemak and Chung provided research support for the inclusion of each
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of these phases as well as the expected positive outcome of utilizing each phase as a
comprehensive counseling approach. The MPM also provided emphasis on the recognition of the
potential cultural differences between MH service providers and their clients, such as
individualistic vs. collectivistic values, which therefore indicated a focus on family or group
treatments when possible. Other MPM recommendations of potential areas of cultural difference
included verbal and non-verbal communication, somatic and physical expressions of distress,
and knowledge of cultural stories, myths, and metaphors used in narrative treatment approaches.
Bemak and Chung also highlighted the importance of maintaining a focus on the unique
sociopolitical context of each client, and the political and social experiences that resulted in the
forced migration included in their refugee status.
The MPM addressed many of the gaps in previous adaptation frameworks including and
especially the role of social justice and human rights in the quality of life of resettled refugee
communities. However, the broad systemic approach outlined by the MPM, which might serve
as a useful template for agency wide program development, only provided cursory mention of
the specific counseling adaptations that were the focus of this study. Thus, MH service providers
looking for strategies to overcome the challenges presented by the cultural adaptation process,
and potential areas of support in developing their sense of professional self-efficacy, might not
find sufficient resources in the MPM.
The Experiences of Mental Health
Services Providers
Much of the literature on the experience of MH service providers who work with refugee
clients focused on the area of vicarious trauma. Vicarious trauma has been defined as the
“cumulative effect of identifying with clients’ trauma stories, which can profoundly and
negatively impact on service providers’ thoughts and emotions, memory systems and schemas,
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self-esteem, locus of control, sense of safety, and worldviews” (Puvimanasinghe et al., 2015, p.
744). The refugee experience from home country to resettlement in many cases contains high
degrees of life-threatening stressors with the expected result that psychological trauma is a
common presentation in refugee mental health settings (Rousseau, 2018). As such, MH service
providers who work with refugees often hear the trauma narratives of their clients in great detail.
As with many forms of trauma-focused mental health work, service providers who work with
refugees are impacted by their client’s narratives in ways that go beyond the scope of the
treatment setting (Guhan & Liebling-Kalifani, 2011). Symptoms included emotional reactions,
intrusive images, and/or disruption to beliefs about self, other, and the world (McLean et al.,
2003). Experiences of vicarious trauma by service providers could negatively affect the
wellbeing of providers and in turn the treatment being provided (Barrington & ShakespeareFinch, 2013). Solutions to vicarious trauma effects have been outlined as increased supervision
and self-care for providers (Puvimanasinghe et al., 2015) as well as a shifted focus on resiliency
and vicarious post-traumatic growth rather than on traumatization (Barrington & ShakespeareFinch, 2013).
Vicarious resiliency and posttraumatic growth have been defined as positive effects that
service providers experience in working with clients who are trauma survivors (Steed &
Downing, 1998). Vicarious resiliency occurs when service providers utilize pre-established
patterns of positive adaptations, developed as a result of other challenges in their life, and then
apply those positive adaptions to the challenges of their vicarious trauma experiences
(Hernández et al., 2007). Vicarious posttraumatic growth occurs when service providers
experience a noticeable increase in their quality of life (forming new relationships, increased
self-understanding, greater appreciation of life) from their previous baseline as a direct result of
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working with survivors of trauma (Barrington & Shakespeare-Finch, 2013). As with service
providers who work with trauma survivors from other populations, refugee service providers
have experienced both vicarious resiliency and vicarious post-traumatic growth (Barrington &
Shakespeare-Finch, 2013; Guhan & Liebling-Kalifani, 2011) and these experiences have been
found to be effective in the addressment of the vicarious trauma symptoms also found in high
rates of refugee service providers (Puvimanasinghe et al., 2015).
While vicarious trauma, resiliency, and posttraumatic growth among refugee service
providers and approaches to its management have been extensively studied (Chan et al., 2016),
so far unaddressed in the literature of MH service providers were their experiences with adapting
treatments using their clinical judgment in the place of evidence-supported frameworks to guide
the adaptation process. This gap in the literature leaves an important element of service
providers’ experience unaddressed, one which could add to the established support prescriptions
of supervision, self-care, and resiliency and growth.
Summary
This chapter outlined the mental health needs of refugee communities in the United
States from pre-migration, migration, and post-migration stressors. Mental health service
providers play a role in the implementation of effective mental health treatment and in social
justice advocacy for their clients. Additionally, the theory of Sue and Sue’s (2012) multicultural
counseling and the history of its development and relevancy to refugee communities was stated.
Literature on cultural adaptions of mental health treatments was outlined and its relevancy to MH
services providers was made explicit. Gaps in adaptation literature were highlighted as they
related to the phenomenon being explored by this study.
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CHAPTER III
METHODOLOGY
Overview
This study utilized the qualitative research method of integrative phenomenological
analysis (IPA) as outlined by Smith et al. (2009) to explore the phenomenon of mental health
(MH) service providers’ experiences adapting counseling interventions to meet the cultural needs
of refugee clients in the United States. Integrative phenomenological analysis based qualitative
research uses smaller data sets than quantitative research and as such uses data from fewer
research participants. These relatively fewer participants provide rich, detailed descriptions of
their unique experiences, allowing the researcher to explore the phenomenon in question with
greater depth. As such, qualitative research employs an in-depth analysis of the data and
examines the experiences of populations who have been disenfranchised or had minimal
representation in research (Levitt et al., 2018), such as refugee groups. Integrative
phenomenological analysis methodology was chosen for this study due to the limited amount of
research on refugee mental health and the experiences of professionals providing MH services.
This chapter includes principles for the theoretical framework, methodology, and analysis
of data. Issues related to ethical considerations, research rigor, and trustworthiness are also
addressed. The purpose of this phenomenological study was to examine the experiences of MH
service providers who had worked or were working with refugee clients in order to better under
the cultural adaptation process of those clinicians. The following primary research question
guided the current study:
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Q1

What are the experiences of Mental Health service providers adapting counseling
treatments for refugee clients living in the United States?
Theoretical Framework

In qualitative research, four elements guide the process: epistemology, theory,
methodology, and methods (Crotty, 1998). The basic theoretical frameworks for this
phenomenological qualitative study included the constructionist-interpretivist epistemology, the
multiculturalism theoretical perspective, IPA methodology (Smith et al., 2009), and the methods
of semi-structured interviews with participants. These perspectives informed the current study
and shaped the research question.
Epistemology
Epistemology acknowledges the relationship between the researcher and the participant
(Ponterotto, 2005). A constructivist epistemology was the framework utilized for this study and
guided the underlying principles of this research. Constructivism posits that individual
experiential meaning is made through the interaction of the people and factors involved in the
experience. Meaning emerges from an individual’s unique experiences and is constructed, rather
than being discovered (Crotty, 1998). This ongoing process of creating meaning is influenced by
the unique self-concept of the individual, interactions with their environment, and their unique
life experiences (Crotty, 1998). Constructivism believes that each individual has their own reality
and each reality is valid (Creswell & Poth, 2018). Constructivism is unique as it focuses on the
construction of meaning through each individual’s personal experience and how pre-existing
cultures and subcultures shape the manner in which they make meaning and understand
experiences. Constructivism states that all knowledge is understood through the cultures and
subcultures with which we interact, and meaning cannot be understood without that cultural
context. In the context of a qualitative research study, the constructivist view is that the
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participant and the researcher co-construct the data, the interpretation of data, and the research
findings (Ponterotto, 2005).
This study investigated the unique lived experiences of MH service providers who work
with refugee clients. Service providers’ experiences cannot be understood without
acknowledging the many social contexts that influence them. Constructivism assumes
knowledge and reality are constructed in an interactive process and for MH service providers,
their own cultural influences, academic training, and personal identities play a large role in
making meaning of their experiences. Additionally, it is important to understand how each
participants’ unique history and cultural upbringings impact their realities. Through this study, an
investigation was conducted of the phenomenon of how MH service providers in the United
States understand themselves in the historical and contextual aspects of counseling refugee
clients who might have had different cultural backgrounds than their own.
Theoretical Perspective
Theoretical frameworks provide structure for research studies and guidance in
understanding and explaining the phenomenon being examined (Crotty, 1998). Without a theory
guiding a researcher, they risk becoming overwhelmed with the amount of data and might lose
direction of the research (Ponterotto, 2005). This study used the theory of multicultural
counseling as developed by Sue and Sue (2012). This theory guided the current study in that the
need for cultural adaptions of mental health treatments stems from the concept of multicultural
counseling and effective adaptations therefore met the requirements for cross-cultural
competency as stipulated by Sue and Sue.
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Methodological Framework
Qualitative research methodology can be understood as a strategy, plan, or course of
action that navigates the choices made and methods utilized throughout the course of the
research study (Crotty, 1998). For this study, IPA methods were employed as originally
formulated by Smith et al. (1999) and further developed by Smith et al. (2009). Smith and
Osborn (2008) wrote of IPA as a two stage, or a double hermeneutic, process:
The participants are trying to make sense of their world; the researcher is trying to make
sense of the participants trying to make sense of their world. …IPA’s emphasis on sensemaking by both participant and researcher means that it can be described as having a
central analytic concern, and this suggests an interesting theoretical alliance with the
cognitive paradigm that is dominant in contemporary psychology. (p. 53)
Integrative phenomenological analysis utilizes both the participants’ and the researcher’s
experiences and perspectives as interpretation tools to help identify essential components of the
phenomenon being explored as it draws on the fundamental principles of phenomenology,
hermeneutics, and idiography. Integrative phenomenological analysis takes an in-depth approach
to examining the individual perspectives of participants in their unique contexts (idiographic)
while also formulating critical questions about that experience (hermeneutic) as a way to
understand the meaning derived from the phenomenon under investigation (phenomenological;
Pietkiewicz & Smith, 2014).
This study used IPA methodology as delineated by Smith et al. (2009) to examine indepth the unique experiences of MH service providers using the researcher’s own critical
interpretation of those experiences as way to better understand the phenomenon of ad hoc
cultural adaptions of MH treatments for refugee clients.
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Participants
Purposive sampling was utilized to ensure all participants had both experienced the
phenomenon and a range of MH service years of experience was included in the sample
(Ponterotto, 2005). As compared to nomothetic approaches, IPA methodology stipulates that
researchers try to find a fairly homogenous sample as a way to make specific statements about
the participants rather than probabilistic claims about a population (Smith & Osborn, 2008).
Each participant needed to have the direct lived-experience of the phenomenon being studied to
be able to create a rich description of the phenomenon (Creswell & Poth, 2018).
In IPA methodology, studies are typically conducted with smaller samples than other
methods due to the rich, in-depth nature of the data analysis. This allows for the data to
sufficiently describe the phenomenon being explored through depth rather than an increased size
of the sample. In interpretative phenomenological methodology, sufficiency of data is reached
when the researcher has sufficient data to interpret the phenomenon with depth or “sufficient
cases for the development of meaningful points of similarity and difference between
participants” is obtained (Smith et al., 2009, p. 51). Sufficiency is essential in understanding the
lived experiences of participants and occurs when the phenomenon is sufficiently captured by the
data or no new meaningful connections between thematic elements are interpreted from the data
(Eatough & Smith, 2017). According to Smith and Osborn (2008), this could occur anywhere
from 1 to 25 participants; thus, the exact number of participants required using IPA methodology
might vary. For the purpose of this study, potential sufficiency was planned for at 10 to 12
participants; data were collected from 11 participants. Sufficiency was reached at seven
participants but interviews were conducted with four additional participants to provide
supportive rigor to the study’s findings. Since a rich description was utilized, the researcher
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collected data in several forms and transcribed each interview verbatim after they occurred.
Participants were recruited through various sources including faculty referrals at the University
of Northern Colorado, APA Division listservs (Division 17: Counseling Psychology, Division
52: International Psychology, and Division 54: Trauma Psychology), and the International
Association of Applied Psychology’s Counseling Psychology Division 16 listserv. This
researcher’s professional network was also utilized for participant recruitment. Once participants
were contacted, snowball sampling occurred through asking current participants if they had other
colleagues who would be interested in participating in the current research project
(Polkinghorne, 1995).
Inclusion criteria for this study included participants who had a master’s degree or
doctorate in Counseling, Clinical Psychology, or Clinical Social Work and (a) had worked or
were currently working providing mental health counseling services for at least one year with a
case load of at least 10 clients, and with (b) at least two culturally distinct refugee communities.
For the purposes of this study, distinct cultural communities were defined as groups for which
different therapeutic approaches were required as a result of each community’s cultural
background and circumstances (APA, 2017). The minimum of two culturally distinct groups
allowed for participants’ adaptation patterns across cultures to be captured in the data rather than
only specific experiences relevant to one client community that might or might not be reflected
in providers’ general clinical approaches. The minimum of an academic master’s degree allowed
for a base level of academic training from which the adaption of treatments could be initially
drawn. The minimum one year of experience reflected a profession-wide standard length of time
to develop competency skills in working with specific clinical populations as reflected by
externship and internship times for American Counseling Association/American Psychological
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Association accredited programs (Council for Accreditation of Counseling and Related
Educational Programs, 2021).
Exclusion criteria for the study were MH service providers who worked exclusively with
clients from one cultural or ethnic group including clinicians with refugee backgrounds who
worked exclusively with clients from their own community. Since the focus of the cultural
adaptation process is the navigation of differences between service providers’ and clients’
cultural backgrounds, situations in which those cultural differences were minimal were of less
concern.
Using these inclusion and exclusion criteria, 11 licensed mental health service providers
were selected to participate in this study, ranging in licensure categories of social worker,
counselor, and psychologist. One participant identified as male and 10 participants identified as
female. Cultural background categories of participants consisted of Asian immigrant, Caucasian
American, Caucasian immigrant, Caucasian refugee, Southeast Asian American, Southeast Asian
immigrant, and Southeast Asian refugee.
Researcher Stance
In qualitative research, the researcher is the primary instrument of data collection and
analysis. As such, each researcher’s own experiences, perspectives, interpretations, and
circumstances are an integral part of the research process and cannot be separated from any step
in the methodology, including interview question writing, data collection, theme analysis, and
report writing (Merriam & Tisdell, 2016). As the primary researcher, my four years of previous
experience, from 2012 to 2016, providing mental health services to refugee and other displaced
communities in both Afghanistan and South Sudan informed many parts of this study. More
recently, my experience as an extern mental health therapist starting in August 2018, and then as
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a licensed professional counselor working with refugee clients at a mental health agency, had an
impact on the study’s development and focus. My experiences in providing mental health
services adapted in an ad hoc manner directly informed my interest in and development of this
study. Additionally, my Caucasian American cultural background and graduate academic
training in the United States were important considerations in the context of this study’s
development, implementation, and analyses. These experiences were an essential influence in the
interpretative analysis of this study (Smith et al., 2009) and should be included in considerations
of the validity of the findings (Morrow, 2005).
There were several reasons for my choice of this research topic. My previous work
experiences providing mental health services to clients from refugee communities, including my
own challenges and areas of support in adapting Western-derived mental health interventions for
those communities, caused me to go through a deep level of personal reflection and questioning
of the role of mental health services across cultural differences and a recognition of the need for
those services to be effective cross-culturally. This led to a high degree of interest in the
phenomenon of cultural adaptation and a professional curiosity in the experiences of other MH
service providers who had faced with similar situations. In my own experience, a better
understanding of the cultural adaptation process, and how it affects clinicians, could have been
an enormous support in my attempts to provide effective mental health treatments to the refugee
communities I was serving.
Data Collection
Data collection was completed through one to one-and-a-half hour, in-depth, semistructured interviews with each participant. Prior to the interview, informed consent was
discussed and consent forms were signed by the participants (see Appendix A). During this
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discussion, this researcher confirmed the participant understood the purpose of the study and
guaranteed confidentiality to the participant to the best degree possible through de-identifying
interviews and having participants choose a pseudonym before the start of the interview. When
offered the option to provide a pseudonym of their choice or to use a participant number selected
by this researcher, in all cases participants chose the option of a number selected by the
researcher. Those numbers were used in place of participants’ names throughout the study.
Interview questions were created (see Appendix B) by this researcher based off the
study’s rationale and primary research question. They were informed by the current literature
(Chu & Leino, 2017; Eatough & Smith, 2017; Gluck & Patai, 2016; Koç & Kafa, 2019; Miller &
Rasmussen, 2017). The purpose of the questions was to get the essence of the participants’
experience of culturally adapting mental health treatments for their refugee clients and explore
the meaning they had made from those experiences.
All interviews with participants were conducted via Zoom at participants’ request due
either to logistical challenges created by geographical distances or limitations to meeting in
person due to COVID-19 safety precautions. Interviews were audio-recorded on a passwordprotected device for later transcription. Field notes were taken during interviews that consisted of
behavioral observations of the participant during the interview, description of the location of the
interview, etc. This researcher asked open-ended questions and prompts as detailed in Appendix
B while allowing the participant space to process their experiences. A debriefment statement was
provided following the interviews (see Appendix C).
Methods
The researcher completed an Institutional Review Board (IRB) narrative and obtained
IRB approval before beginning the study (see Appendix D). Recruitment began after IRB
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approval was received through use of APA listservs and the researcher’s professional network.
The initial participants were recruited through the researcher’s professional connections at the
refugee mental health agency where he was employed and through references provided by
faculty at the University of Northern Colorado. Additional recruitment was done through emails
sent to the International Association of Applied Psychology and APA division listservs (Division
17: Counseling Psychology; Division 52: International Psychology; and Division 54: Trauma
Psychology; see Appendix E). Snowball sampling also occurred through asking participants if
they had recommendations for others who might have been interested in participating. Each
individual who was interested in participating completed a screening survey to determine if they
were eligible to participate in the study (see Appendix F) as well as a demographic form (see
Appendix G). Once eligibility had been determined, the researcher arranged with participants a
time and date convenient for them to conduct the interview. Interviews were conducted using
Zoom (a teleconference platform that meets requirements for privacy of data) to obtain audio and
visual data as well as behavioral observations. Participants were instructed to de-identify all
information regarding any clients discussed during the interviews. Field notes were completed
during and after the interviews (Creswell & Poth, 2018).
Data Analysis
Data were acquired through audio-taped interviews that were kept on a password
protected device and field notes taken during and after the interviews. Data analysis began as
soon as the first interview was completed. Each interview was transcribed verbatim and each
transcript was read individually and analyzed using an interpretative framework (Smith et al.,
2009), a descriptive and interpretative method of phenomenological data analysis.
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Data collection continued until themes of similarity and differences among participants
had been generated sufficiently. For interpretative phenomenological studies, sufficiency of data
can be reached with relatively small sample sizes (Smith et al., 2009), and for this study
sufficiency of data was planned at 10 to 12 participants. Data were collected in several forms
including an audio-recorded interview, recorded behavioral observations recorded by this
researcher, and field notes during the scheduled teleconference format interviews. After seven
interviews were conducted, sufficient data were collected to describe the phenomenon under
investigation (Eatough & Smith, 2017), and no new themes emerged from the data (Lincoln &
Guba, 1985). Four additional interviews were conducted to support rigor for the study’s findings.
The IPA data analysis framework specified that “researchers totally immerse themselves
in the data or, in other words, try to step into participants’ shoes as far as possible” (Pietkiewicz
& Smith, 2014, p. 11). An essential element of the IPA approach is to give evidence of the
participants’ making sense of the phenomenon in question while also documenting the
researcher’s meaning making. This is achieved by a two-tiered, three-stage process. First-order
analysis is from a descriptive lens that creates an account of the phenomenon from the
perspective of the participant. Second-order analysis takes a wider lens, moving beyond
description into interpretation, which looks at both the participants’ sense of meaning of their
experiences and the researcher’s understanding of those experiences (Miller et al., 2018). Both
the descriptive and interpretive orders of analysis are implemented through a three-stage process
that involves (a) multiple readings and making notes, (b) transforming notes into emergent
themes, and (c) seeking relationships and clustering themes (Eatough & Smith, 2017). This
researcher utilized these two tiers and three stages of IPA in analyzing the data.
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Individuals who completed peer checks also read each verbatim transcript, behavioral
observations, and field notes and used the IPA stages above to analyze the data. The individual
meaning making of each co-researcher’s experiences were utilized to derive a composite textural
interpretation of the phenomenon. This focused on the interpretation of the meaning of the
experience and integrated the data to create thematic interpretation as a way to understand the
phenomenon (Pietkiewicz & Smith, 2014).
Member checking was offered to each participant after the interview was completed and
transcribed. This researcher explained to participants the nature of a member check and if
participants were interested, they provided their email address for the researcher to contact them.
No identifiable information was included on the member checks to the best extent possible. The
member checks were utilized to allow the participants to clarify their understandings as well as
to elaborate on their experiences if they were interested. This was done in a manner in which the
participants indicated they were comfortable (telephone call, Zoom, or via email) to allow the
participants agency and autonomy in deciding how they felt comfortable sharing their
experience. For in-person, phone, or Zoom format member checking, permission to record
participants’ conversation was sought before-hand. Recording was done through a digital
recording device.
Trustworthiness
Instead of the terms validity and reliability, qualitative research uses the term
trustworthiness to describe the measures a researcher must take to ensure the quality of their
study. Rigorous qualitative research must address the concepts of credibility, transferability,
dependability, and confirmability (Schwandt et al., 2007). Vagle (2018) stated any form of
“validity” or trustworthiness in phenomenological studies is dependent on the researchers
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“sustained engagement with the phenomenon and the participants” (p. 72). Furthermore, the
researcher must be open and sensitive to intricacies of the phenomenon throughout their
investigation (Dahlberg, 2006; Karin et al., 2007; Van Manen, 2001).
Credibility
In qualitative research, credibility refers to the degree of confidence in the research
methods and data interpretation. Credibility is utilized to help establish the truth of the study and
its findings (Polit & Beck, 2020). In this study, credibility was insured by using triangulation,
which entails using multiple methods of data collection, sources of data, and multiple
investigators (Guba & Lincoln, 1994). For this study, transcriptions of each interview, field
notes, and observational data during the interviews were used to accomplish this as well as the
use of multiple investigators who examined the data through peer checks and peer reviewers to
help analyze the data. Member checks were then used to verify the results utilizing the steps
detailed previously. After member checks had been completed, an additional analysis of the data
occurred to see if the themes identified were sufficient to give an in-depth description of the
phenomenon.
Transferability
Transferability in qualitative research involves providing enough information on the
participants or cases studied so others can easily see the similarities between cases studied. This
also helps make the data from the study to have the possibility to be generalized, meaning some
of the findings might be able to be utilized in other unique contexts (Guba & Lincoln, 1994).
Transferability was enhanced in this study through gathering data from semi-structured
interviews, field notes, and behavioral observations.
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Dependability
Dependability involves a traceable, logical, and documented approach to research and
inquiry. It is the responsibility of the researcher to thoroughly document the process of the study,
how changes are made, and the rationale behind any changes made (Guba & Lincoln, 1994).
This study utilized an audit trail throughout the process to help enhance dependability. The audit
trail included a journal this researcher used to keep track chronologically of the research steps,
changes, thoughts, and questions that came up throughout the research process.
Confirmability
Confirmability establishes the certainty or “validity” of the results of the study. Without
conformability, replication of the study cannot occur (Merriam & Tisdell, 2016). Peer checks of
data were used to help confirm results, which gave the researcher a different perspective on the
data. For a peer check, colleagues of the researcher in the field of counseling psychology and
educational psychology who had taken graduate level qualitative research courses and had
experience conducting their own qualitative studies went through the same data analysis
procedure listed above. They provided recommendations on data as well as interpretations that
both differed from or aligned with the researcher.
Ethical Considerations
It is essential for researchers to the meet the ethical requirements of research design and
implementation and to consider ethical dilemmas that could arise during data collection and
analysis. Due to the inherent power imbalance between the researcher and participants,
researchers must strive to take necessary steps to ensure the safety of all participants in the study.
This study maintained adherence to APA’s (2003a) Ethical Principles and Code of Conduct,
which dictated the need for ethical research by placing participants’ safety as the primary
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concern. This study adhered to the APA ethics code by (a) ensuring the confidentiality of
participants and their clients, (b) ensuring all participants were provided informed consent before
agreeing to participate, (c) obtaining IRB approval for the study before data collection began, (d)
disclosing the results of the study to the participants, and (e) avoiding any monetary benefits or
conflicts of interests on the part of the researcher. Furthermore, any emotional discomfort that
participants might have experienced in their choice to disclose their personal experience was
monitored throughout the process and appropriate support resources were provided.
Additionally, as outlined by the 2017 APA Multicultural Guidelines, this study included
an examination of the researcher’s own identity, experiences, assumptions, and cultural
perspectives and biases as they related to the research topic. A reflective examination was also
made as to how those assumptions and biases might have changed throughout and as a result of
the research process itself. The study also included information on participants’ cultural
identities insofar as it was possible to include them while also keeping out personal identity
markers in order to be transparent about participants’ cultural perspectives, values, and biases.
Summary
This chapter introduced the theoretical framework of this study as constructivistinterpretivist and the theoretical orientation as multiculturalism as developed by Sue and Sue
(2012). Smith and colleagues’ (2009) IPA inquiry methodology was outlined for this study and
also introduced as a phenomenological inquiry for the lived experiences of MH professionals
counseling refugee clients in the United States. This researcher’s stance was described to provide
cultural context, experiences, biases, and perspectives on this research. Methods were discussed
that included participant recruitment and inclusion or exclusion criteria. The primary method of
data collection was through in-depth, semi-structured interviews and through field notes and
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observations from the researcher. Interpretive phenomenological analysis data analysis
procedures were presented as well as steps taken to increase qualitative rigor or trustworthiness
in this study. Ethical consideration for the study was also discussed.
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CHAPTER IV
RESULTS
Overview
The purpose of this study was to examine the experiences of MH service providers who
have provided or are providing counseling services to refugee clients in order to better
understand the treatment adaption process of service providers working cross-culturally. The
data collected for this study represented both a depth and breadth of demographics and
perspectives that comprised an overview of the experiences of mental health clinicians adapting
their treatments for refugee communities. Smith et al.’s (2009) interpretive phenomenological
analysis (IPA) was utilized to describe and interpret the lived experiences of the participants.
Results are presented through descriptions of participants’ demographic information, thematic
analysis and interpretation of the data, and direct quotes from participants. Upon receipt of IRB
approval for the research procedure (see Appendix C), 11 in-depth interviews were completed
over the course of 13 months. Restrictions and challenges related to the impact of the COVID-19
global pandemic increased the time frame for data collection, which had initially been planned as
a five- to six-month period. As previously mentioned in Chapter III, sufficient data to describe
the phenomenon being examined were reached at seven participants. To support qualitative rigor
for the study, four additional interviews were also completed.
This chapter includes participant descriptions to address their unique experiences and
contexts. Each description includes individuals’ cultural backgrounds, academic training, and
professional experience. Thematic elements were coded in each individual interview and
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emerging themes across participants are described to address and answer the following research
question.
Q1

What are the experiences of mental health service providers adapting counseling
treatments for refugee clients living in the United States?

While the professional community of MH service providers might be relatively small as
compared to other fields, the pool of clinicians who met criteria for participation in this study
was even smaller. Therefore, to protect the identities of the participants as much as possible,
much of the demographic information was de-identified. All names of participants were deidentified and each participant was assigned a number at their request. Each assigned number
was used consistently throughout this study to refer to the respective participant. In cases where
other individuals, agencies, or geographic locations were mentioned, they were redacted and
replaced with [name], [agency], [city], [State], or [region].
Participant Descriptions
Eleven licensed mental health service providers participated in this study, ranging in
licensure categories of social worker, counselor, and psychologist. Cultural background
categories of participants consisted of Asian immigrant, Caucasian American, Caucasian
immigrant, Caucasian refugee, Southeast Asian American, Southeast Asian immigrant, and
Southeast Asian refugee. Descriptions of participants are provided in the following pages. Table
1 provides demographic information for each participant and Table 2 provides their work-related
experiences. Ten of the 11 participants identified as female and one participant identified as
male. Participants met inclusion criteria of being a licensed mental health service provider (social
worker, counselor, or psychologist) who had at least one year of experience providing counseling
services across at least two distinct refugee cultural groups. The amount of participant experience
working with refugee communities ranged from one year to 14 years. All interviews were
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conducted via Zoom. Data collection began in December 2019 and concluded in January 2021
after 11 interviews were completed and sufficiency of data had been achieved.

Table 1
Participant Demographics
Participant

Demographic Categories

Gender

Cultural background

Academic training

1

Male

Asian immigrant

Master’s in Counseling

Years of
experience
5

2

Female

Asian immigrant

Master’s in Counseling

1

3

Female

Asian immigrant

Doctorate in Counseling

7

4

Female

Caucasian American

Doctorate in Counseling

3

5

Female

Southeast Asian refugee

Master’s in Social Work

4

6

Female

Balkan region refugee

Master’s in Counseling,
Doctorate in Family Therapy

5

7

Female

Southeast Asian
immigrant

Doctorate in Marriage and
Family Therapy, Master’s in
Social Work

6

8

Female

Caucasian American

Master’s in Counseling

5

9

Female

Caucasian American

Master’s in Counseling

9

10

Female

Baltic region immigrant

Master’s in Counseling

14

11

Female

Southeast Asian
American

Doctorate in Social Work,
Master’s in Social Work

14
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Table 2
Participants’ Work Experience
Areas of Work Experience
Participant

Client Populations

Current Job Title

Type of Employment

1

Afghan, Bhutanese/Nepali,
Burmese, Karen, Karenni,
Rohingya, Somali

Licensed Counselor

Refugee MH Agency

2

Karen, Karenni, Burmese

Licensed Counselor

Refugee MH Agency

3

Afghan, Bhutanese/Nepali
Burmese, Karen, Karenni,
Rohingya, Somali

Licensed Psychologist &
Supervisor

Refugee MH Agency

4

Afghan, Bhutanese/Nepali
Burmese, Karen, Karenni,
Rohingya, Somali

Licensed Psychologist

Refugee MH Agency

5

Afghan, Bhutanese/Nepali,
Burmese, Karen, Karenni,
Rohingya, Somali, Vietnamese

Licensed Counselor

Refugee MH Agency

6

Bosnian, Croatian, Serbian,
Sudanese

Licensed Marriage and
Family Therapist,
Licensed Counselor

Private Practice

7

Bosnian, Burmese, Iraqi,
Syrian, Sudanese.

Licensed Marriage and
Family Therapist,
Professor, Supervisor

Community Mental Health
Agency, Graduate Program

8

Afghan, Iraqi, Somali

Licensed Counselor

Non-profit MH agency

9

Afghan, Iraqi, Somali

Licensed Supervisor and
Counselor

Non-profit MH agency

10

“All of them” [all items listed
on demographic form]
additionally: Russian, Serbian

Licensed Counselor

Refugee MH agency

11

“All of them” [all items listed
on demographic form]

Licensed Social Worker,
Director of refugee MH
program

Refugee MH agency
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The purpose of the participant descriptions is to provide a context for participants’
experiences and perspectives of adapting counseling treatments when providing mental health
services for refugee clients. All participants’ stories were de-identified (removing locations,
dates, and other possible identifiers) and at their request, participants’ names were replaced with
numbers for reference in this study.
Participant 1
Participant 1 is a male-identified Asian immigrant who immigrated to the United States
before obtaining his master’s degree in counseling. During his academic training in the United
States, he worked primarily with Caucasian American clients, which he stated caused him to
struggle with confidence in his counseling skills. After graduating, Participant 1 sought to work
with clients from Asian immigrant communities, leading him to apply for and start working with
an agency whose services included mental health support for refugees from Asian-Pacific
cultural backgrounds. Now with more than five years of experience working with clients with
refugee experiences from Burma, Bhutan, Nepal, Afghanistan, Vietnam, and other parts of Asia,
Participant 1 described his process in developing a sense of cultural competency in working with
clients resettled in the United States from diverse backgrounds, languages, and different levels of
traumatic experience.
Participant 2
Participant 2 is a female-identified Asian immigrant with a master’s degree in counseling
from the United States. During her academic training, she interned at a community mental health
clinic working with Caucasian and Latinx clients. She continued to work at that agency until
obtaining her license in Professional Counseling, after which she worked as a homemaker for her
two children. She returned to mental health work when her children were old enough to be in
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school and started working at a mental health agency that focused on providing services to
refugee communities resettled in the United States from Asian-Pacific regions. Participant 2
described her experience of adapting to the cultural needs of clients with diverse ethnic identities
from Burma including Chen, Karen, Karenni, Burmese, and Rohingya.
Participant 3
Participant 3 is a female-identified Asian immigrant who obtained her Ph.D. in
counseling psychology in the United States. While in her doctorate program, Participant 3
studied at a practicum site that focused on serving refugees of Asian-Pacific regions. When
applying for doctoral internships, she struggled with finding sites that would accept her
application under her student visa. As a result, Participant 3 worked with her university to create
an equivalent APA accredited internship program at the practicum site. She interned at the site
she completed her practicum and continued on as a licensed psychologist at the same agency.
Participant 3 has now been working at that agency for over nine years, providing mental health
support for refugee clients from Afghanistan, Bhutan, Burma, Iraq, Nepal, and Vietnam. During
her interview, Participant 3 described the experience of navigating the process of developing her
professional identity from graduate school to supervising other externs and interns through the
same process.
Participant 4
Participant 4 is a female-identified Caucasian American psychologist with over two years
of licensed experience at a mental health agency that provides support for refugee communities
from Afghanistan, Bhutan, Burma, Iraq, Nepal, Syria, and Vietnam. She originally developed an
interest in working with refugee communities when she joined a humanitarian organization in
East Africa and subsequently worked with an agency in the United States that focused on
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survivors of torture including people with refugee experiences. She returned to school to obtain
her doctorate in counseling with the express goal of working with refugee communities and
utilized academic elective opportunities to combine her international interests with mental health
topics from course syllabi. For her doctoral training, she interned at the same agency where she
is currently employed, continuing with her professional focus of mental health support for
refugee communities. Participant 4 described her journey of developing greater cultural
awareness from the early experiences of international work, to clinical case management with
refugee clients in the United States, through her academic training and internship, to her current
role as a licensed psychologist working with refugee communities at a mental health agency.
Participant 5
Participant 5 is a female-identified Southeast Asian immigrant whose parents resettled in
the United States as refugees when she was still a child. She started working with a refugee
mental health agency as a support staff and interpreter, then went on to get her master’s degree in
social work. She now works at the same agency as a licensed clinician with members of her own
Vietnamese community as well as other refugee communities from Bhutan, Burma, and Nepal.
As part of her interview, Participant 5 discussed her experiences of getting trained in academic
paradigms distinct from her own cultural experiences, then returning to work within her
community to provide mental health support. She described her process of developing greater
confidence in her role as both a member of a refugee community and as a licensed social worker
with over four years of professional experience providing counseling services.
Participant 6
Participant 6 is a female-identified refugee from the Balkan region of Eastern Europe
whose family resettled in the United States when she was in high school. She is a licensed
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professional counselor and marriage and family therapist with a doctorate from the United States
and over five years of experience working with refugee communities from Afghanistan, Bosnia,
Croatia, Serbia, and Sudan. During her interview, Participant 6 outlined her experiences of
getting trained in the United States, navigating the process of providing counseling services in
her native language, as well as working with interpreters when providing support to members of
refugee communities with other cultural backgrounds. Participant 6 currently has over five years
of experience working in private practice providing counseling services to clients with a variety
of cultural backgrounds and presenting concerns.
Participant 7
Participant 7 is a female-identified immigrant from Southeast Asia. She obtained her
master’s in social work from her native country and a doctorate in couples and family therapy in
the United States. She has over six years of licensed experience working with refugee
communities as a therapist, a supervisor, and a doctoral researcher. She currently works as a
clinician and supervisor in a mental health agency that provides services to clients from Burma,
Bosnia, Iraq, Syria, and Sudan. In her interview, Participant 7 discussed her experiences of
utilizing her experiences as an immigrant in the United States when working with refugee clients
navigating the acculturation process of their resettlement experience.
Participant 8
Participant 8 is a female-identified Caucasian American with a master’s degree in
counseling from the United States. She has worked as a licensed professional counselor for over
five years at an agency that provides mental health services to refugee communities resettled in
the United States. She initially developed an interest in working internationally during her
undergraduate education that carried through to her graduate program. While obtaining her
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master’s degree, she was able to participate in a practicum experience in Southeast Asia, which
solidified her interest in working with refugee communities. After graduating, she worked as a
clinical case manager with a case load that included members of several refugee communities
until she received her license for professional counseling. Since gaining licensure, she has
worked at a community support agency in a program that focuses on mental health support for
refugee communities from several regions including Afghanistan, Bosnia, Burma, Central
African Republic, Eritrea, Iraq, Nepal, Somalia, and Sudan. In her interview, Participant 8
discussed her perspective of the professional community that has developed around the unique
experiences of mental health providers working with the cultural and trauma-centered aspects of
clients are undergoing or have gone through the refugee resettlement process.
Participant 9
Participant 9 is a female-identified Caucasian American with over seven years of
experience as a licensed professional counselor working with refugee communities. After
receiving her master’s in counseling in the United States, Participant 9 worked as a social worker
for several years before taking a job at an agency with a refugee mental health program. She has
now been working at that agency for nine years, currently serving as a clinical supervisor for
other therapists as well as maintaining a caseload of her own clients. She has worked with clients
from Bhutan, Burma, Iran, Iraq, Congo, Cuba, Iran, Iraq, Nepal, Somalia, and Sudan. During her
interview, she discussed her lifelong calling to be a therapist and the discovery of her passion for
working with refugee communities. Participant 9 described the process of utilizing her previous
clinical experience working with youth and adolescents and learning to adapt and apply some of
the same approaches to working cross-culturally with her refugee clients.
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Participant 10
Participant 10 is a female-identified immigrant from the Baltic region of Europe who
moved to the United States before obtaining her master’s in counseling. After receiving her
license in professional counseling, she started working with an agency with a program in refugee
mental health and has been working there ever since, currently serving as the program’s director.
Now with over 14 years of experience, Participant 10 stated she has worked with almost every
refugee group that has been resettled in the United States as well as a wide variety of clinical
presentations. During her interview, she discussed the impact of her identity as an immigrant in
the United States as it has related to her therapeutic work and some of the cultural dynamics she
has learned to navigate over the course of her academic training and clinical career.
Participant 11
Participant 11 is a female-identified Asian American whose parents immigrated to the
United States from a Southeast Asian country. She obtained her master’s in social work in the
United States and while working towards her doctorate in social work, she started volunteering at
a refugee resettlement program that worked with refugee communities to provide support
services to assist with stabilization and integration upon arriving in the United States. After
completing her doctoral degree, Participant 11 developed and implemented the mental health
services program for the resettlement agency from the ground up. She described several
experiences of learning from experience throughout the mental health program’s history, has
now been serving as its director for 13 years, and has worked with many waves of refugee
resettlement in the United States including Afghan, Bhutanese, Bosnian, Burmese, Congolese,
Ethiopian, Eritrean, Iraqi, Somali, Syrian, and several others.
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Emerging Themes
In the section below, I summarize the themes that emerged during data analysis. As
interviews were conducted, I took notes regarding common thematic elements I was noticing.
This process was repeated through transcription, proof-reading, and re-reading the transcripts for
each interview. To complete the horizontalization process of data analysis, I coded each
transcript and noted topics and ideas for themes in each interview. One counseling psychology
doctoral candidate and one educational psychology doctoral candidate served as reviewers for
this study. Reviewers had qualitative research experience and graduate coursework in qualitative
research methodology. They were given de-identified verbatim transcripts to read and steps to
identify broad themes. I compared my notes to those of my reviewers and discussed with them
the categorization and organization of themes. Themes are organized into Figure 1 for reference.
The first two themes that emerged from the interviews represented the preliminary or
early stages of participants’ experiences, which in many cases set the stage for their interactions
with the challenges and supports of the adaptation process. Participants described their
backgrounds and interests in working in the mental health field broadly and in working with
refugee communities in particular. For some participants, their own cultural backgrounds and
experiences led to work with refugee clients and for other participants, their academic and work
interests aligned tangentially with refugee communities. They found a resonance in those
experiences, leading to maintenance of that focus. For all participants, their cultural and
academic backgrounds significantly influenced their decisions to focus their mental health work
on refugee communities.
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Figure 1
Relationship Between Themes

1. Clinician cultural identities

2. Academic Training

3. Experiential
learning

4. Vicarious
trauma
8. Adaptation process

6. Client
strengths

5. Interpreters
navigators
7. Supervision
consultation

9. Increased Counseling selfefficacy/more secure professional
identity

Participants’ Cultural Identities
This theme was defined as participants’ own cultural backgrounds, ethnicities, and
perspectives as they related to their experiences of interacting with their clients’ cultural needs.
Each participant reported distinct cultural backgrounds and experiences that informed their
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choices to focus their work on mental health provision for refugee clients. Three distinct
subordinate categories emerged from this theme: (a) clinicians with refugee backgrounds, (b)
clinicians with immigrant backgrounds, and (c) clinicians with Caucasian American
backgrounds. For each participant, their cultural background and identity had a significant
impact on their professional identity as a mental health service provider and on their choice to
work with refugee communities (see Table 3).

Table 3
Participants’ Cultural Identities

Participant

Clinicians with
Refugee
Backgrounds

Subordinate Themes
Clinicians with
Immigrant
Backgrounds
X
X
X

1
2
3
4
5
X
6
X
7
X
8
9
10
X
11
X
Note. “X” denotes participant endorsement of subordinate theme

Clinicians with
Caucasian American
Backgrounds

X

X
X

Having a Refugee Background
Participants who reported having gone through the refugee experience themselves
consistently highlighted their own backgrounds as the driving force in deciding to both join the
mental health field and to focus on providing services to refugee communities. In most cases,
these participants provided services to their own communities as well refugee communities from
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other countries or cultures of origin. For these participants, both the refugee experiences and the
immigrant or acculturation experiences they shared with their clients were leading factors in their
choices to take on their roles and mental health providers.
Participant 5 described how the shared background with her clients helped to increase her
capacity as mental health provider for her community: “Because like my experience of feeling
lonely, depressed, anxiety and like an outsider helped me to have all the emotions and words I
need to put out there to engage my client.” Here, Participant 5 stated how her own refugee
background gave her the tools to be a more efficacious clinician for refugee client because of her
ability to understand and accurately express the emotional aspects of her clients’ challenges,
leading to greater engagement with mental health supports. This increased engagement was a
significant asset for service provision with refugee communities as the cultural stigma associated
with mental health services often presented barriers to accessing available support.
For Participant 6, she first decided she wanted to become a therapist and then because of
her bi-lingual abilities, she found a high need for services with members of her own community:
Yeah, I mean, it was, it's just like, I knew I wanted to do therapy, but it was kind of like
navigating that path, you know, counseling as a profession. And then, I didn't even know
that there's not even a word for [laughs] counseling in our language. So, like navigating
kind of just the mental health system here and kind of where I could be the most helpful.
Participant 6 described experiences where she was hired for positions that required skills in her
first language due to the relatively high percentage of refugees from her own cultural background
resettled in the region. Her desire to work in the mental health field combined with her cultural
experiences led her to ultimately start a private practice and specialize in working with people
who shared the same cultural identity.
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Having an Immigrant Background
For this subordinate theme, participants who had immigrated to the United States
consistently expressed similarities in their experiences with their clients’ stories of the
resettlement process. For participants with immigrant backgrounds, the challenges of
acculturating to the United States and the stress caused by navigating the changing cultural
expectations had significant influence on their identities. In this case, participants expressed the
unique perspective that had developed from their immigration experience increased their
empathy and understanding of their clients’ challenges, giving them an increased sense of selfefficacy in working with refugee communities, in ways which U.S. clinicians might not. As
Participant 2 stated:
I used to feel like I was on the outskirts as well, like I'm not a part of the community
because I don't speak perfect English and I did not have all the shared memory, the
upbringing my peers have… And now I'm on this journey of helping the refugees to be
part of this community… they know that I understand how it feels like... to be a
foreigner.
In this case, the shared experience of being a “foreigner” and feeling like an outsider provided
Participant 2 with increased empathy for her clients, creating an experience of enhanced
therapeutic understanding and providing them with a degree of cultural safety from the
discrimination and segregation consistently reported by immigrant and refugee communities in
the United States.
Participant 10 also described her challenges of being an immigrant and acculturating to
the United States:
It is clear that I'm foreign born. So I actually, I came with my family to the United
States not that long ago, relatively, twenty years ago. I had to start from scratch,
zero. Not only because of the new culture, acculturation, switching from
[country]… it’s a different culture. So literally, I knew zero English and I believe
that my struggles were a combination of first, my lack of language, then the way I
was thinking, you know, the structure of my mind, and I need analyze to express
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myself: this is who I am, this is how things are going. And that was like, it was
even sometimes complicated in my native language. So I just really felt like a fish
out of the water…
Participant 10 went on to relay how those experiences of struggling to communicate effectively
across cultural and language divides informed her decision to work for an agency that served
refugee clients, stating,
So one was that I was just leaning towards someone who is similar, I believe
naturally, even without, you know, consciously—I don't know if I'd be able to
acknowledge that—but just somebody foreign born and having somewhat
different outlook to the world, in comparison—like just different values, beliefs…
So the team that I have joined was also international.
Once Participant 10 found a workplace community of diverse international colleagues, she was
also able to utilize her background as an immigrant in the United States to work more effectively
with refugee communities: “So I think just having my harsh sort of immigrant experiences turned
into a tool, a therapeutic tool, as empathy.” Participant 11 also emphasized this aspect of her
immigrant background as it affected both her early career choices and her current passion in
working with refugee communities:
And I think growing up understanding the duality of trying to navigate two cultures
simultaneously. I think every immigrant has very distinct stories, but I think even
growing up that certainly was in the background thinking about adjustment, thinking
about, you know, how to navigate language and jobs.
Having a Caucasian-American
Background
Unlike participants with refugee or immigrant backgrounds, participants with Caucasian
American backgrounds reported a process of cultural exploration that led them to work with
refugee communities rather than areas of shared experiences. For these participants, the interest
in working with refugee communities often developed tangentially to other interests. Participant
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8 described her interest and experience working internationally as a starting point for her journey
to working with refugee communities:
I was a psychology major and also really interested in cultural anthropology though… but
I'm just really interested in other cultures and learning about other populations. And I had
a teacher in my undergrad, and he was actually a positive psychologist. He studied
happiness, but studied happiness globally all over the world, and I just really loved
hearing about his research and his experiences. He did a lot of work in [country] and...
yeah, I don't remember where else, but I was just so interested in what he was doing. And
so I think that kind of got me on the track of international psychology and global mental
health.
Participant 4 shared a similar experience in which her religious background informed a
strong value in social justice:
And I think for me a lot of things just didn't make sense as far as the imbalance and
inequity and injustice across the world. And so I sort of started looking for something
very early on that would help me feel like I was contributing to re-balancing, you know,
some of the systems I guess.
Her values of systemic justice were then impacted when she traveled to East Africa and worked
in a program that provided humanitarian support for people in the region. She described that
initial internationally experience as a transformational point in her journey toward working with
refugee communities in the United States, stating, “That has given me a whole other perspective
that I lean on a lot even in my clinical work.” While initially incidental or circumstantial
decisions, participants with Caucasian American backgrounds described their first experiences
working with refugee communities as significantly impactful, resulting in decisions to continue
with that focus in their work up till the present day. In some cases, as with Participant 9, for a
total of nine years.
Influences of Academic Training
and Internship
This theme was defined as participants’ experiences with academic training programs in
counseling or social work. These academic experiences were then compared to their post-
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graduate, professional experiences with refugee clients, with differences and similarities between
them laying the groundwork for the adaptation process. For all participants, their academic
training programs provided the initial, formative interaction with mental health service
paradigms that therefore laid the foundation from which future cultural adaptations would be
drawn (see Table 4). Exploration of this sphere of experience was instrumental in understanding
each participant’s professional adaptation process. The subordinate themes that emerged from
participants’ experiences in academic training were: (a) culture of academia, (b) cultural
limitations in academic training, (c) areas of support in academic experiences, and (d) areas of
personal growth.

Table 4
Influences of Academic Training and Internship

Participant
.

Culture of
Academia

Subordinate Themes
Cultural Limitations in Areas Of Support
Academic Training
in Academic
Experiences
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

1
X
2
X
3
X
4
X
5
X
6
X
7
8
X
9
10
X
X
11
X
X
X
Note. “X” denotes participant endorsement of subordinate theme.

Areas of
Personal
Growth
X
X
X

X
X
X
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Culture of Academia
In this subordinate theme, participants described a cultural dynamic unique to academic
environments and distinct from their experiences in other areas of their lives. For many
participants, their introduction to academia amounted to the first step in the adaptation process in
which their own cultures and backgrounds were adjusted to fit into academic paradigms. For
participants with refugee and immigrant backgrounds, enrolling in their academic programs
resulted in another experience of cultural adjustment. Participant 3 recalled it as “a total culture
shock” when she started her doctoral program and described the culture of academia: “It’s totally
different. It was quite a culture shock and I really had to slowly learn from that experience.”
Participant 1 reiterated this perspective through his own experiences in starting his
academic counseling training: “So you know that counseling is actually a unique
language…Yeah, so actually counseling is a unique language and I use a second language to
learn counseling language, so I don't have so much confidence to do to so [in the earlier stages of
his experience].” For Participant 1, the challenges of adjusting to the academic culture, including
experiences of discrimination, caused him to experience significant self-doubt in his abilities to
acculturate. He recalled struggling with that doubt, saying, “It's more like a self-reflecting to say
that, ‘Okay, so then can I really provide the services in America?’” He went on to point out that
his experiences of navigating the cultural adjustments to academic training were significant
influences on his decision to pursue post-graduate opportunities working with immigrant
communities.
Cultural Limitations in
Academic Training
For this subordinate theme, participants described encountering un-adapted mental health
paradigms during their schooling and experiencing the need for adaptations as limitations of their
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academic training. Participant 5 described this limitation: “Whatever you learn in school is a
theory... a program is, it's good, but it's not enough, you know, in reality.” As an example,
Participant 5 pinpointed a specific area of her course work in which cross cultural applications
had not been considered: “Or Erikson, right? How a child, the child development, and my
question is: okay, is it the same with Asians or with Africans, right? With non-Americans?
Because most of the research have been conducted on white... [populations].” In this example,
Participant 5 used Erik Erikson’s stages of psychosocial development, often taught in many
psychology programs as a foundational aspect of human experience, as a source of cultural
limitation in her academic training, and therefore also a key element of her adaptation process. In
this way, the questions Participant 5 asked in reference to Erikson’s theory served as a template
for potential questions to many areas of cultural fit in mental health service provision: which
elements of standardized academic training will fit with refugee client’s cultural norms, values,
and beliefs, and which will not. As Participant 1 stated, “So when I was in… my Master’s
program, I kept asking myself, ‘That knowledge is wonderful, however how can I bring this back
to my country?’ Because lots of things is kind of not make sense.” In this instance, Participant 1
outlined his adaptation process starting from adjusting and adapting to the specific language
unique to the counseling field, and then re-adjusting after graduating to adapt what he had
learned to fit his own cultural experiences. Participant 11 described her view on entering the
workforce from graduate training as a similarly difficult transition:
But at the same time when you're trained in the classroom around, okay, this is how you
do a screener and this is a dah dah dah, right? I mean, “This is 10 sessions and this is
what each session is going to look like.” It is a rude awakening when you come into the
field and you realize your participants are not going to engage in that way.
For participants with Caucasian-American backgrounds, the adjustment process occurred
largely after graduating from school rather than first entering school. In these cases, the need for
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cultural adaptation was first encountered as a limitation or restriction in their training. In her
experience, Participant 4 recalled encountering what she described as limitations in flexibility:
“I think early on I learned, as I think anybody who works with refugee populations learns at
some point, that the models we learn in school just need to be more flexible.” Participant 8 also
described her academic training as “black and white,” stating,
I think that what we learn in school is so black and white, like, this is how you do this
intervention. This is what CBT looks like, or this is what this should look like and seeing
how it can be applied in a different context and how it doesn't have to be so black and
white, and manualized.
Areas of Support in Academic
Experiences
Participants also highlighted areas of support that were instrumental in their ability to
navigate the challenges of their academic experiences. For Participant 4, these areas of support
involved seeking out and connecting with other members of the school who had some
understanding of the cultural issues involved with working cross-culturally:
And I relied on my other students who also had a more like global perspective. And
eventually I did find a faculty member who ended up being like my closest support, and
to help me through things, and we did some international stuff together. And so it ended
up that I did find somebody eventually outside of my program [laughs]. It was in a
different program within the psychology department. Um, but yeah, that ended up being
really helpful.
This viewpoint was shared by Participant 8 who described her experiences of working in
externship placements internationally as part of her school program and how those international
experiences were an instrumental part of her academic training. She recalled,
I do think that it helped me kind of expand my view of what things could be. I think that
what we learn in school is so black and white, like, this is how you do this intervention,
this is what CBT looks like, or this is what this should look like. And seeing how it can
be applied in a different context and how it doesn't have to be so black and white, and
manualized.
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For Participant 8, her international practicum placements provided an experiential complement to
the academic training she had received in her course work, which helped to recognize the need
for adaptation early on in her academic experience.
Areas of Personal Growth
Through a combination of challenges and supports, participants described a process of
learning and growth during their academic training. This growth allowed participants to develop
the foundation from which they would take steps into their professional, post-graduate careers
working with refugee communities. As Participant 2 described in her experience with her
master’s internship:
So that's one thing I learned from that [internship] site and I was able to use that
experience to bring to my current position: overall be more intentional about how to
approach the financial difficulties of the families, the individuals here. And without
judging them.
Here, Participant 2’s academic training became an area for her to build her competencies and to
grow professionally. For many refugee communities, struggles with financial stability are central
to the challenges they encounter in the resettlement process. For Participant 2, her internship
training in working with clients from lower ranges in socioeconomic status assisted her in
developing empathic approaches for supporting clients with stressors related to low-income. She
stated this area of growth would be instrumental to her later work with refugee communities.
Participant 3 explained her perspective of her academic training as an essential stage in
the development of a solid base of counseling skills from which she later developed more
flexibility:
And I will say that, "Hey, there's nothing wrong with the training that you received on
campus. Those are very basic and traditional, fundamental trainings that you need. And
there are certain things that your supervisors on campus are telling you not to do. Um,
those are very important because when you first started, you got to follow those rules
before you can be more flexible."
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Again, the limitations in academic training experienced by many participants were also relayed
as an inherent developmental step in their learning processes, which they later recognized as key
elements to their skills and growth as effective mental health service providers for refugee
communities.
After the initial stages of the adaptation process, which involved combining cultural
background with academic training, the following two superordinate themes emerged from
participants’ discussions of the challenges they experienced in the earlier stages of their
professional careers. This stage was characterized by instability in participants’ sense of
professional self-efficacy brought about from a lack of a guiding framework for navigating the
cultural adaptations required when working with refugee communities.
Experiential Learning Through
Trial-and-Error
As participants began their work in providing counseling services to refugee
communities, they described experiences of encountering limitations in their training. The initial
stages of adaptation process involved experimenting with alternative approaches through a
process of trial-and-error. This theme was defined as participants’ experiences of learning on the
job to meet their clients’ cultural needs through that that process of experimenting with
alternative approaches (see Table 5). The subordinate themes associated with experiential
learning were feelings of low counseling self-efficacy and re-examination of professional
boundaries.
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Table 5
Experiential Learning Through Trial-and-Error

Participant
1

Subordinate Themes
Feelings of Low Counseling
Re-Examination of Professional
Self-Efficacy
Boundaries
X
X

2

X

X

3

X

X

4

X

X

5

X

X

6

X

X

7
8

X
X

9

X
X

10

X

X

11

X

X

Note. “X” denotes participant endorsement of subordinate theme.

Feelings of Low Counseling
Self-Efficacy
As participants described their experiences transitioning from academia to professional
life or, in some cases, transitioning from one area of mental health service provision to working
with refugee communities, the subordinate theme of low counseling self-efficacy emerged. In
these descriptions, participants recalled encountering significant differences between their
academic training or the previous professional experiences and the cultural needs of their refugee
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clients. For many participants, encountering these differences resulted in struggling with feelings
of low confidence in their counseling abilities. Participant 5 recalled, “…and one point the client
told me that I was not helpful. You know, that just say thing that hurt my feeling, you feel bad
because then everything that you can do to help a client, but then they doesn't appreciate your
help.” In some cases, these feelings of low self-efficacy were directed at themselves, as in the
case of Participant 5, or at counseling intervention paradigms as in the case of Participant 2:
Because it's so easy for me to just go in and hear all the poor story and be like, ‘Oh, your
poor thing!’ and then forget about all their strengths and then, you know, jump into, let
me teach you this and that. You just need to learn how to do breathing. You know? It's so
easy to just do that, but I've tried it, it doesn't work [laughs].
Participant 11 described the experience of encountering the initial lack of efficacy in
working with refugee clients, stating, “It is a rude awakening when you come into the field and
you realize your participants are not going to engage in that way.” For Participant 11, adjusting
to multiple waves of refugee groups, culturally distinct from each other in many ways and
navigating the unique cultural needs of each group, amplified the need to experiment. She said,
“And so almost by trial-and-error… So figuring out, okay, what modalities make the most sense?
Who we were resettling serving in 2011 is completely different from who we're serving today.”
Participant 8 illustrated this experience with an example and the cultural differences created by
language barriers between clinicians and clients, recalling, “It's so hard to explain, but I think
that I get a lot of non-sequiturs from clients, so sometimes you think I'm asking this question
very directly and it's got like a pretty direct answer and then you get some answer that's totally
has nothing to do with what you said.” This aspect of initial challenges with language barriers
was also reiterated by Participant 7: “Yeah, I would say so, it's, you know… when I'm in therapy
sessions, when they're not speaking the same language, you know, the therapy style is different
the way we talk and say things is different. And so that's definitely made me pause.”
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For all participants, experiencing the gap between training/past experience and the
cultural needs of their clients, and the resulting lack of confidence, led them in taking active
steps toward cultural adaptations of their counseling approaches. For many participants, these
early experiences of low-counseling self-efficacy became key stages of their adaptation process
and later professional confidence.
Re-Examination of Professional
Boundaries
Many participants also recounted experiences of feeling the limitations of the
professional boundaries they developed in their academic training or their previous counseling
work. Some participants, such as Participant 9, described these as cultural norms for their client
communities, saying, “And also one thing I've definitely learned working with this population is
most of the refugee communities we work with are much more community based rather than
individualized. Like we tend to be here in America.” In other cases, the common experiences of
trauma and high levels of distress caused by the acculturation process for refugee communities
were the focal point of re-assessment of professional boundaries. Participant 9 illustrated this
dynamic as well:
You know, also boundaries, personal boundaries and professional boundaries are
extremely important. I think in particular, working with refugees because they need
help… And if you care so much that you're going to get impacted by every single story
and need and go above and beyond what's actually appropriate for your position. Um,
number one, you can do some damage to your clients long term, but two, you can burn
yourself out in a heartbeat… So I think boundaries are extremely important to reflect on
when you get into this work.
This perspective was also shared by Participant 2 as she discussed her process in re-examining
her boundaries due to experiences of feeling overwhelmed by clients’ needs: “But with this
population, because they're so vulnerable, I feel so protective of them and it's harder for me.
Yeah, I think it's harder for me to say, ‘Okay, let's call it a day.’ I think about them more.” She
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described a boundary re-negotiation process that included re-conceptualizing her counseling
approach and adjusting her professional boundaries to allow for more client empowerment.
In terms of cultural boundaries, Participant 3, who came from an Asian immigrant
background, described her process of adjusting her boundaries for academic culture, then
working to adjust them back to a cultural comfort level appropriate for her refugee clients:
Boundaries are seen totally different, you know, in collectivism cultures. So I had to
relearn—obviously I came from a very collectivism culture and had to learn the
American way to follow boundaries when I was in my training program and once I get it
out I'll get out of the way of doing this and I realized, “Oh my God, like this is much
more comfortable for me to do,” and I kind of go back to my roots and personally just
feels more natural and comfortable for me to do. To go through and understand where
that flexibility stands and how boundary looks very different for people from different
countries.
In this case, because of the cultural overlap between herself and her clients in terms of relational
boundaries, Participant 3 was able to make the necessary adjustments to work with her clients
effectively. For her, the adaptation of boundary adjustments to meet her clients’ needs proved to
be a re-adjustment from the initial process she navigated in her academic training. For
Participant 3, these academic boundaries were “fairly Western, individualistic” and she “had to
learn the American way to follow boundaries when I was in my training program.”
For Participant 5, who came from a refugee background, navigating the professional
boundaries with her clients was difficult in part because of the cultural and refugee experiences
she shared with her client communities. She recalled an example of receiving negative feedback
from a client, which at the time felt more like a personal critique rather than a discussion of
professional services: “At one point the client told me that I was not helpful. You know, they just
say thing that hurt my feeling. You feel bad because then everything that you can do to help a
client, but then they doesn't appreciate your help. And it’s okay, I try to stay professional.”
Participant 5 described this as an impactful experience in that during that time in her professional
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development, negative feedback from clients felt more personal, specifically because it was
coming from other members of the refugee community. The shared cultural experiences between
Participant 5 and her clients created a more diffuse relational boundary between personal and
professional interactions, thereby contributing to additional difficulties in establishing effective
professional boundaries as compared to her Caucasian American colleagues.
Participant 1 conceptualized the boundary negotiation process as a balancing dynamic
between the ethical boundaries required by the profession and the need to be sensitive and
flexible with his clients’ cultural norms, stating, “And how to balance both of them. Is that
the... [how to] be ethical and keep the boundary at the same time, but flexible. I think that that's
the big challenges for those who are working for this population.”
Vicarious Trauma
Included in the definition of the refugee process were the experiences of hardship,
physical and psychological trauma, and significant de-stabilization. As participants recalled their
encounters with their clients’ trauma, many of them also experienced vicarious symptoms of
trauma or feeling overwhelmed. This theme emerged from participants’ experiences of managing
the stress related to interactions with their clients’ histories of trauma, and the feelings of being
over-burdened by the high levels of needs they perceived in their clients (see Table 6). All
participants reflected on the challenges of working with client communities with high rates of
trauma and comprehensive needs for support with finances, housing, and other challenges in the
resettlement process. The subordinate themes associated with vicarious trauma were experiences
of second-hand trauma symptoms and experiences of stress, exhaustion, and overwhelm.
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Table 6
Vicarious Trauma

Participant
.
1

Subordinate Themes
Symptoms of Second-Hand
Experiences of Stress, Exhaustion,
Trauma Symptoms
and Professional Overwhelm
X

2

X

3

X

X

4

X

X

5

X

X

6

X

7

X

X

8

X

X

9

X

10

X

11

X
X

Note. “X” denotes participant endorsement of subordinate theme.

Experiences of Second-Hand
Trauma Symptoms
For Participant 5, who was herself a member of a refugee community and who had her
own experiences of trauma from going through the refugee and resettlement process, encounters
with her clients’ trauma were initially de-stabilizing. She recalled a training experience that had a
significant impact on her:
And one training, I got triggered. That was during my master's program. And I told
myself, you know I can feel like my body like I'm shaky and then cold, sweaty, and then,
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okay a little shaky. So, okay, ”Hey, [participant] you are grounded, you are safe.” I
remember those moments, you are going to remember forever.
In this case, the symptoms of second-hand trauma she discussed were directly related to the
overlap in experiences with her clients as part of their shared refugee backgrounds. Participant 5
described her process of learning to adjust to the consistent encounters with clients’ trauma
narratives, including seeking support for her own trauma, adjusting her professional boundaries,
and focusing on client strengths.
Participant 9 discussed a similar perspective of learning to manage the high levels of
trauma she encountered in her client communities. She outlined some of the many factors
involved:
And some of it is, you know, reality-based because they have less income, they have the
language barriers, some come and are unable to work or whatever the circumstance is. It
presents as lots of need, and on top of trauma, right? So as a therapist, how do you sit
with all of that, knowing that you can't solve all of it, you just can't… So how do you
manage the level of trauma that you're going to hear? How do you manage the level of
need and sometimes perceived helplessness?
The trauma experiences of refugee clients also had an effect on Participant 8. She described her
perspective: “It can be really difficult work. Like you're hearing a lot of trauma stories and a lot
of, you know, the worst things you could ever imagine to happen to another human being.” As
compared to Participant 5, for Participant 8, who came from a Caucasian American background,
the impact of her clients’ experiences of trauma was distinct from her own cultural experiences.
The vicarious trauma she discussed reflected her perspective of encountering her clients’ stories
as a part of her clinical work rather than as a shared cultural background. She described her
process of learning to share her experiences with colleagues and supervisors was an important
tool for managing the vicarious trauma reactions: “Just sharing about, you know, my
experiences, the good and the bad. That’s it really.”
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Experiences of Stress, Exhaustion, and
Professional Overwhelm
Some participants recalled the initial stages of low counseling self-efficacy as significant
contributors to their professional stress and exhaustion. In these cases, participants described a
process in which the high needs of their clients combined with their lack of confidence in their
own abilities, lead to feeling overwhelmed, frustrated, and exhausted. Participant 11 described
the overwhelm she experienced initially and also witnessed in her new staff members as feelings
of being in a perpetual emergency:
And a lot of the conversations I had with just the staff was: everything seems like an
emergency. That we are working and operating as a triage, instead of really just
recognizing that in a resettlement program, your captive target population are folks that
have trauma narrative.
Participant 10 recalled her initial reaction to the trauma and stress she encountered with
her clients as an element of burnout, saying, “And then thinking that for me handling that level
of stress, that probably in the beginning, I was just also more running on the autopilot before I
figured out that I'm able to handle that amount of pressure.” For Participant 10, learning to
manage the pressure was an important step in becoming effective in her work.
Participant 4 outlined her own experiences with this process:
You know, just like any other new clinician at the beginning, there's a lot of self-doubt,
there's a lot of frustration with why am I not seeing more change in my clients, am I
making enough of an impact? And because of that, I actually went through a period
where I had lot of secondary trauma. They didn't realize that that's what it was. And it
was because I had these expectations that I should've been able to do more, quicker.
Participant 4 elaborated further her experience of secondary trauma was the impetus to engage
further in an adaptation of her counseling approach to both better meet her clients’ needs and
also develop professional boundaries to prevent exhaustion or overwhelm. For Participant 8,
beginning to experience her own counseling self-efficacy was a significant support in managing
her overwhelm. She recalled,
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So seeing the smaller successes and the smaller changes, and regarding those as
important as, you know, an overall reduction in symptoms. Because I don't see that, that
often. This is complex trauma, years and years of trauma, and it doesn't always go away
that quickly. And it's not always as neat and black and white as I might've hoped, you
know?
She stated this gradual shift in her expectations for counseling outcomes was a perspective she
gained as an important aspect of her professional developmental process.
These two themes of experiential learning and vicarious trauma reflected areas
participants experienced as challenges in their adjustment to working with refugee communities,
which served as driving forces for the cultural adaptation participants implemented in their
professional development. The following three superordinate themes, on the other hand, emerged
from participants’ discussions of the supports, or positive influences, they experienced during the
early stages of the adaptation process.
Interpreter Dynamics
Given the diverse range of cultural backgrounds in refugee communities resettled in the
United States, clients often presented with needs for language interpretation in order to access
mental health support. All participants identified language interpreters as a central component to
their experiences of providing effective counseling services for refugee clients (see Table 7).
Participants who were able to work in their first language within their own communities still
identified experiences in their career of working cross-culturally with clients from other refugee
communities. This cross-cultural dynamic was exemplified by the language differences bridged
by interpreters. This theme was defined as participants’ experiences in working with an
interpreter or a cultural navigator in session with their clients. The subordinate themes related to
interpreter dynamics consisted of the role of the interpreter and the effects of the interpreter on
the dynamics of the session.
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Table 7
Interpreter Dynamics
Subordinate Themes
Participant

The Role of the Interpreter

1

X

Effect of Interpreters on Adaptation
Process
X

2

X

X

3

X

X

4

X

X

5

X

X

6

X

7

X

X

8

X

X

9

X

10

X

X

11

X

X

Note. “X” denotes participant endorsement of subordinate theme.

Role of the Interpreter
Many participants reflected on the role of interpreters in the provision of mental health
services for refugee clients. For some participants, interpreters were described as having a
specific role of language translation in which interpreters were instructed to focus on translating
the content of the session. Participant 9 described interpreters as a “mouthpiece” for both the
clinician and the client and in order to keep to maintain the therapeutic boundaries of the session,
she would have interpreters focus solely on the language content: “And so part of that is I just
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want them to feel like they're not in the position of having to handle any question that comes at
them or anything, no responsibility that way.” For other participants, the role of interpreter
included cultural consultants in which the interpreters also served as representatives of the client
community and contributed helpful information about clients’ experiences before, during, or
after sessions. In these cases, interpreters were assigned the role of ‘cultural navigator’ of which
language translation was a part of their duties but also included providing inside knowledge and
perspective on clients’ cultural needs. Participant 1 reflected on his process in developing a
balance for the role of clinicians and navigators:
Because navigators sometimes can seem like your co-therapy because they are language
brokers, they are cultural brokers. So they are really useful. I always want my navigator
to be my... kind of like a co-therapy… I'm still looking for the balance about that,
because they do not have the full mental health training. However they are experts for
language and culture for sure.
This perspective was shared by Participant 2 as she described working to find the right balance
between the two areas of expertise brought to the session by both the clinician and the navigator:
Sometimes I had to really be the expert and the navigator would be more of a supporting
staff, you know, doing interpretation. But there have been more times the navigator has to
be more active than I am because of you know, the comfort level of the family, the client
or just to report that we have a meeting place. So I have to just… it's like co-therapy!
Participants’ perspectives on the role of interpreters created a spectrum of participation,
ranging from translator to cultural representatives and experts and several points of variation
between those two ends. Participant 7 described it as a collaboration dynamic, stating, “And so
that's the other piece too, that collaboration has to be at multiple levels. You need to be also be
collaborating with your interpreters, because they have a tremendous knowledge about their
own… many of them are from their own communities.”
Regardless of each participant’s individual perspective, interpreters were recognized as
having a central role of importance in the efficacy of counseling services, which Participant 2
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outlined straightforwardly: “Without them, no matter how good we are it's not gonna… what's
the word? You know… they're like our arms and legs.”
Effect of Interpreters on the
Adaptation Process
Many participants recalled experiences in which making the shift to working with
interpreters in session required an adjustment in counseling approach and in turn informed their
adaptation process. Participant 4 outlined the effect of interpreters on her experience with
adapting her counseling approach:
And being able to consult a lot with our dynamic team, having the perspective of our
navigators has helped so much and, you know, because it's easy for people who have the
privilege of education to be thinking about things in a certain way and then people who
are more practical and like in contact with the real things, you know, and not from an
academic theoretical perspective but from a lived experience, is helpful.
In this case, the lived experiences of interpreters, as members of the refugee community
themselves, were helpful for Participant 2 in making the necessary cultural shifts in her academic
training to better understand her clients’ perspectives.
Participant 11 relayed her perspective of interpreters serving as an important tool in
gauging the effectiveness of her experimental counseling approaches:
They do, it leans on the team quite a bit to say, "How's this going to land?" Like even
when we talk about screener instruments, when we talk about even modalities, what do
you think is going to be the general reaction? Right? I can get that pulse from the
interpreters. But at the same time, you don’t know until you try it out.
For Participant 11, utilizing the interpreters to assess how clients were responding to her
interventions helped her engage with the trial-and-error process more effectively and in turn led
to experiences of success, client progress toward treatment goals, and greater counseling selfefficacy.
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Participant 6, who came from a refugee background and had experience working with
refugee clients from her own community as well as clients from other cultural groups, discussed
her perspective of the role language played in her therapeutic process:
Even now it is easier to do therapy in English [laughs]. When I have to do therapy in
[native language], there's actually quite a bit of translating going on in my head. You
know, how would I say this in [native language] without like directly being, you know,
translate it from English or without me saying it this way, because it will not make sense
in [native] language. So it is, I literally do a lot of my own translating in my head when I
do therapy with [clients from her own community].
In this case, Participant 6 identified with the challenges faced by interpreters because she was
able to recognize those challenges from her own experience working cross-culturally. She
described significant differences in how she approached therapy depending on the language
format being used, whether using English directly with the client, English through an interpreter,
or directly in her first language with other refugee clients from her community.
Clients’ Strengths and Resilience
As participants described their experiences with vicarious trauma, overwhelm, and low
counseling self-efficacy, the theme of identifying and recognizing clients’ strengths also emerged
as a source of support for developing culturally effective counseling approaches. In this way,
participants’ recognition or perception of their clients’ strength served as an answer to the
experiences of exhaustion and overwhelm and assisted participants in developing frameworks for
effective counseling approaches. This theme was defined as participants’ recognition and
conceptualization of their clients’ personal and cultural strengths and how those strengths
impacted participants’ perspectives of their own professional efficacy. Many participants
described shifts in their perspectives in which their counseling approaches moved from viewing
their clients as members of vulnerable, traumatized communities to communities that had
successfully survived enormous hardship and destabilization. As Participant 1 stated, “So, lots of
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[clients] that just can find their solution… they always can find their solution and find a way to
survive.” Several participants drew direct connections to increases in their professional
confidence with the development of greater recognition of clients’ abilities to navigate the
challenges of resettlement. In some cases, recognition of these abilities resulted from clients’
success stories such as the one Participant 3 described,
Another thing I have observed to help me to feel more confident, is that when you see
your clients that came to this country the same year as you did with nothing, you know,
nothing in their hands. Um, just nothing really. And then as refugees and the government
had to help them with their food and all the welfare benefits and they live in government
housing, but now, right now they bought their own house, their family lived together.
Kids go to college, you know, have stable jobs. They speak English and they have like
two cars for the family… Look at their lives, my goodness. It's amazing the progress they
have made.
Participant 3, who herself immigrated to the United States and understood the challenges
involved with the acculturation process, expressed recognition of the resiliency of her clients
who navigated similar immigration experiences but with significantly less resources. She
highlighted this recognition as a significant contributor to a shift in confidence with her own
professional abilities.
In other cases, participants’ increased awareness of clients’ strengths resulted from
clients’ self-report of their cultural supports. Participant 2 recalled an experience working with
one of her Karenni clients in which they were discussing similarities between her own Asian
cultural background and the client’s cultural experiences from Burma. Participant 2 said the
discussion also turned to shared experiences of adjusting to cultural norms in the United States.
She was impacted by the client’s recognition of his own cultural supports, stating, “But he
[client] was very proud of his community. He was proud that when he needed help with English
or money or whatever, he could reach out to his community [of other resettled Karenni refugees
in the area].” Participant 2 cited this experience as a pivotal shift in her perception of her clients’
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understanding of their own strengths: “So that's, yeah, that's something I learned… And so that's
a good reminder of: don't think they don't have resources. They do.”
For Participant 5, part of her process in identifying clients’ strengths was to seek out
leaders and successful members of her own refugee community to use as mentors and guides for
support. She described the role of leaders from her cultural community on her experience as a
clinician:
The second support I find is leadership… Yeah, and then, I really learn a lot from
[cultural group] entrepreneurs, teachers, yeah. You know, like I think leadership really
helped me to gain more confidence and in school they don't teach about leadership. And
of course, you need, you do need leadership.
To Participant 5, the leaders of her community who were actively working to advocate and
support other members of community were indications of cultural strength and served as role
models for her to continue with her work in spite of the challenges. She described the leaders in
community as models to learn from, which she was able to apply to her work as mental health
service provider: “So really yes, those years of learning, implementing, helps a lot with my
clinical skill and who I am today.”
Participant 7 summarized a dynamic she had encountered several times in her career in
which conceptualizations of refugee communities would tend to focus almost exclusively on the
vulnerabilities of the community members. For Participant 7, who was also a clinical supervisor
for social work and counseling interns as well as for new professionals joining her program, this
conceptualization was especially common. She stated she had learned to address this perception
with her interns by highlighting their clients’ strengths, stating,
I think that's been very important to me that in addition to talking about the
vulnerabilities, just the kinds of growth that happens and the profound amount of strength
that anyone needs, anyone has to come here and build again. I try and remind myself to
just make sure that I get that across. Cause I think there might be a tendency to only think

85
of refugees as a vulnerable population. Which yes, there are vulnerabilities and there's
also, there's just tremendous strength…
Supervision and Consultation
Support
When encountering the gaps between academic training and their clients’ cultural needs,
and struggling with the experiential challenges of trial-and-error learning, participants endorsed
supervision and peer consultation as additional areas of support for their professional
development in working with refugee communities. This theme was defined as participants’
experiences with receiving clinical supervision or colleague consultation during their adaptation
process (see Table 8). The subordinate themes related to supervision and consultation support
were supervisor’s understanding and knowledge of the unique experiences of working with
refugee clients, and validation from colleagues of the challenges involved with providing mental
health services to refugee communities.

Table 8
Supervision and Consultation Support

Participant
1
2
3
4
5
6
7
8
9
10
11

Subordinate Themes
Supervisors’ Understanding and Knowledge of Unique
Validation of Challenges
Experiences of Working with Refugee Clients
from Colleagues
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X
X

Note. “X” denotes participant endorsement of subordinate theme.
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Supervisor’s Understanding and Knowledge
of Unique Experiences of Working
with Refugee Clients
Participants described their experiences of working with refugee clients as distinct from
other experiences providing mental health support to non-refugee client populations—in many
cases because of the dynamics of working cross-culturally with clients from a diverse range of
ethnic, cultural, or national backgrounds. For these areas of cross-cultural counseling, many
participants identified their supervisors’ understanding of those unique cultural experiences as
key aspects in normalizing their experiences in navigating the cross-cultural dynamics the
encountered with their clients. Participant 4 compared her supervisors at her mental health
agency with the supervisors she had encountered during her academic training, referring to the
comparison “So yeah, I would say it was qualitatively different,” and describing the differences
as “They [supervisors at MH agency] knew the places to go to get information and they had
experience to pull from. They had the cultural knowledge to just know what it's like to work
across cultures really.”
Participant 3 listed her supervisor as a significant support for her experimenting with
different counseling approaches with her clients.
My supervisor was very supportive and she was, she had been working with the
population… So there are many things I wasn't sure what to do and I'll go ask her and
then realizing, “Oh, I guess there are different ways to do this rather than the way that, or
traditionally that were taught, like being trained on campus, you know, in the academic
setting.” I just, yeah, I was... They provided me a huge space of flexibility to try different
things as long as it's maintained in a professional boundary.
For Participant 3, her supervisor provided a structure for maintaining professional boundaries
with which she could explore and develop her own framework to adapt counseling approaches to
meet her clients’ cultural needs. Participant 3 listed her supervisor’s past experience with refugee
communities as an important aspect in providing that structure.
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Supervisor understanding of working with refugee communities was also listed by
Participant 8 as a significant element to her experiences of supportive supervision, stating,
And I also think that supervision has been really helpful, a helpful tool. So having a
supervisor who has experience working with refugees and can also offer guidance, or
even just say, "You know I tried that too, and that happened to me too," and just at least
kind of be there with you and join with you in that difficulty. But those have been
effective tools for me.
Participant 1 described a key factor in his experience receiving supervision from a
supervisor with experience and understanding of the unique dynamics involved with working
with refugee communities as the opportunity to have questions and concerns answered with
practical information:
And those answers, very specific, concrete, and very practical. Just that, I had several
different supervisors, and lots of times, unfortunately didn't get very concrete...
solutions, and sometimes I need that to have the anchor, to let me know what should I do,
yeah.
In Participant 1’s experiences, his past supervisors did not have the direct experience with
refugee communities to address his specific questions, leaving him to return to a trial-and-error
approach without additional support. For many participants, support from culturally experienced
supervisors was listed as anchor points amidst the otherwise overwhelming and de-stabilizing
challenges of adjusting their counseling approaches to work more effectively with refugee
communities. When referencing her professional struggles, Participant 5 summed it succinctly:
“And so one good thing: I had a very supportive supervisor.”
Validation of Challenges
from Colleagues
In addition to supervision, several participants listed consulting with other peers who had
experience working with refugee clients and were navigating similar challenges as key sources
of support. In these cases, participants described the understanding and validation from their
colleagues as sources of normalization, professional experiences often distinct from colleagues
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working with other client populations. Participant 8 defined her experience working with other
MH professionals in her agency as “A kind of bubble” in which the understanding and validation
was a foundational norm rather than as potential need for advocacy. She discussed this bubble in
more depth:
I think I just mean like being insulated or surrounded by people who also work with
refugees or have an understanding of working with refugee populations… So they're very
aware of the issues and the difficulties and the challenges… So that's kind of like the
bubble of these people that are understanding versus at the other job where there was no
bubble. There was... you had to explain everything to everyone around you and you had
to constantly be an advocate, not only outside the agency, but within the agency.
Here, Participant 8 recalled working at an agency in which she was the only MH professional on
staff who had experience working with refugee communities, resulting in what she felt was a
consistent need to explain and advocate for the specific cultural needs of her clients.
Participant 4 also identified her colleagues at the refugee MH agency she interned and
currently works as a significant support network for her learning process and professional
development. In her case, she described the trust that developed between her colleagues through
their shared experiences as a way to maintain her focus on learning and growing and reducing
potential feelings of being isolated in her experiences, stating:
I think having a lot of people I trust that I could process it with, like whether that was
peers and colleagues, you know, other students or interns that I process my experience
with and who could offer me perspective and… you know, process. I think that that has
really helped so that I am not holding anything too personally, but I'm able to kind of get
it out into the ether and examine it and then reabsorb it. You know, in a way that’s useful
and growth oriented rather than holding me back.
For many participants, working at agencies with mental health programs that focused on
serving refugee communities provided opportunities to develop supportive networks with their
colleagues. Participant 6, who had established her own private practice after working at a MH
agency, also identified peer consultation as an important support. However, in her case, she

89
described a process of seeking out other professionals who had some cross-cultural experience or
professionals with minority backgrounds who could also relate to the challenges involved with
her clients’ acculturation experiences. For Participant 6, she recalled this process of seeking out
peers with similar or shared understandings started in her academic training where she was one
of the only students with a refugee background in her program.
Yeah I feel that it was always kind of like this, you know, like the students that were from
other universities and doing the practicum in the same agency, I could talk to them, we
got it. You know, we were able to understand, and then probably some... with the
students at the university, but more kind of, you know, more like maybe students, there
were like more... more minorities, perhaps? You know, either different culture or... you
know, I was most probably talking to one of my African American friends, and I said, "I
don't know, this idea of like we're doing more things than what the definition of therapy
is... " And she said, "Oh man, I do the same thing with my African American clients."
Here, Participant 6 described some of the shared experiences of minority communities in the
United States and how seeking out consultation from other professionals who worked with those
communities or who themselves held minority identities provided her with helpful support in
navigating some of the specific experiences she had with the challenges of trying to adapt her
academic training to her clients’ cultural needs.
Similarly, Participant 3, who cited nine years of professional experience working with
refugee communities, recalled her experiences first joining the field as somewhat isolating for
her in terms of a lack of available consultation from colleagues. At that time, Participant 3 said
she was a trailblazer at the agency, being the first student to both develop and complete the
agency’s clinical internship program, and therefore did not yet have peers with whom she could
readily consult. When asked about what she felt might have been helpful to her in looking back
at her initial challenges, she stated, “Maybe more peer support and people like telling you that
this is just going to be that hard. You will get there and you'll be able to help them and things
like that. That probably would've been very supportive.” Additionally, when asked about her
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current areas of professional support, Participant 3 stated, “I think... continuing, maintaining
contact with others who also work with this population,” highlighting further the importance of
peer support in her experience.
With groundwork laid from previous themes of clinicians’ own cultural backgrounds,
their experiences of academic training, the challenges and supports of the early stages of their
professional development, participants’ experiences with cultural adaptation of counseling
approaches emerged as the next theme.
Cultural Adaptations of Counseling
Approaches
The previous themes outlined the trajectory, starting from participants’ cultural
backgrounds and academic experiences, to the struggles of trial-and-error learning and vicarious
trauma or burnout, through the supportive aspects of clients’ strengths and supervision and
consultation from peers. This theme was defined as participants’ experiences of adapting their
academic training to fit the cultural needs of their clients (see Table 9). Here, participants
discussed their adaptation experiences and how those experiences influenced their perceptions of
their clients, influenced their perception of themselves as professional mental health service
providers, and influenced their conceptions of counseling as a support service. Subordinate
themes associated with the adaptation process were changes in counseling identity and changes
in therapeutic conceptualization.
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Table 9
Cultural Adaptations of Counseling Approaches

Participant
1
2

Subordinate Theme
Changes in Therapeutic
Changes In Professional
Conceptualization
Counseling Identity
X
X
X
X

3

X

X

4

X

X

5

X

X

6

X

7

X

8

X

9

X
X

10

X

11

X
X

Note. “X” denotes participant endorsement of subordinate theme.

Changes in Therapeutic
Conceptualization
Participants relayed experiences in which their conceptualizations of therapeutic and
counseling approaches shifted significantly as a result of the challenges and supportive processes
they underwent in the early stages of their professional careers. Participant 7, who had over six
years of experience working with refugees and also worked as a supervisor for new trainees,
described her change in perspective as such: “But I did notice that the way I did therapy
changed… And I've noticed that with my other supervisees who have worked with refugees, they
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also have noticed how they're… just their way of doing therapy changes.” Many participants
drew a distinction between traditional models of therapy and adapted models they found to be
more applicable to refugee communities. Participant 8, who described her process in adapting
treatment as an exercise in creativity, said, “I do think that it helped me kind of expand my view
of what things could be.” For Participant 2, this distinction between traditional models and
adapted models implied the need for a framework, or system, for navigating the changes required
by adaptation: “Traditional therapy has a place, but I think the language barrier and the cultural
barrier make it really hard to be, you know, be completely carried over into… yeah, we just need
a different coding system.”
Later in the interview, Participant 2, who identified as an Asian immigrant, drew a
parallel between traditional models for therapy with what she called Westernized or manualized
approaches, saying, “Like the check marks, you know… when we are filling out the intake
question, there are the check boxes of, okay: client's strengths, or protective factor, being able to
recognize symptoms and their own role in manifesting the symptoms… It’s very Westernized.”
This term of Western models for therapy was reiterated by Participant 1 who also identifies as an
Asian immigrant: “For Western mind I will let them know to say that it is okay to feel sad, you're
miserable and feel angry, feel guilty. Then, it can be okay to have this kind of feeling. On the
Eastern side I say that if you don't feel that to one, that's just okay too.” Here, Participant 1
described his perception of his Asian refugee clients’ cultural norms for emotional processing,
and he conceptualized the need for a different approach to meet his clients’ needs while also still
providing them with effective services. This view of a Westernized approach was also endorsed
by Participant 4:
You know, we can expect change to happen in our lives. And some cultures there is less
expectation around change. You know, things have been this way for so many
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generations. Why should we hope for anything to be different? And you know, Western
conceptualization we might think of as like learned helplessness.
In this case, Participant 4, who identified as a Caucasian American, discussed her perception of
her clients’ cultural norms of acceptance versus more Western views of empowerment and
change, and how she needed to adjust to those cultural differences. She described the initial
adjustment as a struggle for her and one she continues to work on: “And I think it's, it's a part of
that, but what's so challenging is I still have like this, you know, very much Westernized
American bias and orientation around asking for what we need.”
Changes in Professional Counseling
Identity
In addition to changes in conceptualizations of therapeutic approaches, many participants
also iterated the impact of working with refugee communities had on themselves directly in
terms of their perceptions of their own professional identities. Participant 2 described a change in
her perception as one that involved shifting from thinking of herself as someone who worked
with clients to someone who worked with the whole community: “The biggest distinguisher is
when I work with refugee clients, I really feel like I'm working with the community. It's not just
one individual or one family. I feel like I'm really part of this community.”
Participant 9 discussed the changes in her counseling identity as one that grew to
incorporate a wide range of roles and that often started with exploring her clients’
conceptualization of her as a therapist:
So someone from Burma, I may not even use the words, 'mental health' or 'therapist.' I
might just describe what I do. So I might say "I'm someone who you can meet with
regularly and develop a relationship with, and I can help you with how you're feeling. So
if you're sad or worried or can't sleep or remembering things that might've been scary,
or...." …And so I might present it like that and then ask them how they feel about
working with someone here in America. And honestly, most of them are like, please, it
just helped me cause I offer them an interpreter too. And they recognize that they might
benefit. So that's how I start.
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For Participant 9, her counseling identity became more flexible to meet her clients’ needs and
included growing comfortable with clients’ use of terms such as “teacher,” “doctor,” or “case
manager” for the work they did together.
The previous eight themes outlined the developmental process of the participants, starting
from their unique cultural backgrounds, through their academic training, into their professional
experiences of the challenges and supports of starting to work with refugee clients, and resulting
in changes to their therapeutic approaches and professional identities. The collective impact of
the experiences represented by these themes led to the final emergent theme of participants’
increased counseling self-efficacy in providing mental health services to refugee communities.
Counseling Self-Efficacy
Participants discussed the development of a sense of confidence in their professional
abilities and gaining a sense of stability in their professional identities that resulted from
navigating the challenges and seeking out and receiving support in the early stages of their
careers working with refugee communities. This theme was defined as the development of a
secure professional identity associated with working with refugee communities after having
initially experienced self-doubt, feelings of low self-efficacy, and overwhelm during the early
stages of the adaptation process (see Table 10). Subordinate themes of counseling self-efficacy
were recognizing failure as a learning process instead of a barrier, increased therapeutic
flexibility, and confidence in therapeutic abilities.
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Table 10
Counseling Self-Efficacy

Participant
1

Subordinate Themes
Recognizing Failure as Increased Therapeutic
a Learning Process
Flexibility
X
X

Confidence in
Therapeutic Abilities
X

2

X

X

X

3

X

X

X

4

X

X

X

5

X

X

X

6

X

X

7

X

X

8

X

X

9

X

X

10

X

X

X

11

X

X

X

Note. “X” denotes participant endorsement of subordinate theme.

Recognizing Failure as a
Learning Process
Several participants identified perceptions of challenges during sessions or in the course
of treatment, which initially had been felt as a contributing to a sense of failure, had shifted to a
perception of those experiences being essential to their learning process. Participant 5 discussed
the shift in her perception of encountering unsuccessful cultural experiences with clients and
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labeling those experiences as “failures” to consciously choosing to label them as learning
experiences:
What helped me I think first to go through the emotion of pain, disappointment, you have
to fail, but either you fail forward successfully or backwards, it's your choice. And, you
know, like I... so my choice is to fail successfully, you know, to learn from my mistakes.
So reflect like with, from whatever client, whatever, what I learned from it, you know,
what worked, what didn't work.
Participant 10 also described this process from the perspective of working with new interns and
trainees as she tried to instill them with this view of failure at the outset of their training:
What I'm now sharing with my interns and colleagues, so that, you know, have that
attitude of learner and that you are going to be, uh, while helping, not that you might be
able to help out, but know that you don't know. Be aware that you don't know-- Be
appreciative of what you're learning. Be humble. Don't bring the attitude: "I will
transform your life."
For Participant 10, cultural humility was a key component to maintaining a perspective as a
learner, which helped to facilitate the shift away from viewing initial challenges as failures and
instead as learning opportunities.
Participant 11 analogized experiences of therapeutic failures with clients as a
developmental difficulty in adjusting to the cultural complexities of clients’ unique experiences.
She stated, “You still need to learn, of course you still need to evolve, but if you can sit with, you
can sit comfortably with complexity, I think that that's a good indicator that you found your
footing, you found your grounding.” In this way, Participant 11 expressed a need for clinicians to
increase their comfortability with cultural differences and move away from the perception of
those differences as failures.
Increased Therapeutic Flexibility
Participants also described a consistent theme of increased flexibility in their ability to
work therapeutically with clients. For some participants, this flexibility was in contrast to the
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rigidity they initially experienced in their academic training and the early stages of their postgraduate work. Participant 9 described her perception of the need for flexibility when working
with refugee clients: “Because you know, the training that I received, I remember, you know,
talking about how to structure a therapy session, how to have a basic plan for a therapy session,
as I just said, that that doesn't work with this population.” For Participant 9, the flexibility of
moving away from structure and treatment plans, when needed, was an essential component of
being effective with her clients. Similarly, when asked about differences he noticed between his
earlier work experiences and his current approach to working with refugee clients, Participant 1
said, “I feel much more flexible, and I feel more comfortable what's my boundary about.” Other
participants discussed some of the anxiety they initially felt in when encountering the need to
adapt their approaches to be more flexible. Participant 3 described it as her process of learning to
adjust from an more traditional and rigid therapeutic models to the confidence that emerged
when she incorporated more flexibility in to her approaches:
So you lose a lot of self-confidence through that process. Especially being trained in a
very Westernized perspective, you know, principled academic setting... It's kind of
getting very comfortable with my clients and my, the people that I work with, you know,
refugees and AAPI [Asian American and Pacific Islander] populations. That makes me
feel very confident and I could tell people that this is what I do.
Flexibility was also identified by participants as a natural product of the cultural
adaptation process and of learning to adjust to clients’ cultural needs. Participant 8 described
arriving at this perspective as a part of letting go of expectations for how mental health service
provision was “supposed to” look. She described her view:
I think that just being flexible and open-minded is the best approach that you can take. So
really giving up on the idea that it's going to go the way that you expect it to go, or you
want it to go. That, I think, is the key to being able to do this work effectively, or to not
go crazy trying to do this work.
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Confidence in Therapeutic Abilities
With the development of increased comfort in the learning process and the inherent
flexibility acquired through making necessary cultural adjustments to meet their clients’ needs,
participants described consistent experiences of the accompanying confidence in their abilities to
work effectively with their refugee clients. Participant 3 said, “But then after doing this job for a
couple of years and all the things that I learn, these things kind of start coming together in your
head. And, you have that.” Participant 5 reinforced this point: “I would say that I feel more
confidence, yeah. If you knew me like five, six years ago, no. Different.” For Participant 5,
because of the shared refugee background between her and her clients, this increased confidence
in her abilities also reflected confidence in addressing some the cultural stigma toward mental
health services she encountered from other community members. As both a member of the
refugee community herself and a representative of the mental health services being offered those
communities, she stated her sense of confidence included feeling more comfortable in her
identity as an MH service provider when interacting with other people from her cultural group.
In returning to her discussion of comfort with complexity, Participant 11 described the
journey from nervousness to sense of professional confidence:
Every time we meet a new case, it's natural to get nervous. But I think when you start to
feel more confident is when you can sit with complexity, I think that when you are new to
this field, complexity can be very intimidating. It can be overwhelming. But when you
can look at a case and not be shaken by the fact that there are five different pieces
rotating around and you can look at it and just be okay with it, you don't need a solution
that minute, but to be able to be presented a case and say, “Yeah, this case is going to be
really hard.”
For Participant 11, developing confidence in her therapeutic abilities did not imply that struggles
with clients’ cultural dynamics or with clients’ diverse range of presenting concerns no longer
occurred. Instead, she recognized an increased comfort with those challenges as an important
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step in her sense of self-efficacy. However, she also made a point to clarify that her increased
confidence also did not imply she felt her developmental process was complete: “I don't think
that I've arrived, but I will say I am more comfortable with the work. Like I don't have the same
anxieties that I remember having in grad school.”
Participant 1 echoed a view similar to the one expressed by Participant 11. Participant 1
defined his own developmental process as consisting of learning to work more comfortably with
interpreters, expanding his role as a therapist to include aspects of case management, and
becoming more flexible in the application of traditional models for therapy. He described his
current perception of his counseling abilities as,
However, somehow I just know that I feel much more comfortable working with this
population. Or in this style, of the style of counseling or therapy model; like, interpreting
and working more closely with the case management combined with the skill training and
the traditional psychotherapy.
For Participant 1, who came from an immigrant background, his description of increased comfort
with the adaptations required in working with refugee clients was a significant change from the
early experiences in his academic training when he attempted to acculturate to the academic
environment. As with Participant 3, the contentment he described in this case included a comfort
in returning to dynamics more closely matched to his own cultural experience as compared to the
cultural norms he felt he needed to adopt during his training. Nonetheless, similar to Participant
11, Participant 1 felt his learning process was a continual one and he was always exploring new
ways to enhance his work: “…even today I feel much more comfortable and confident to use this
approach. At the same time, I still continue to pressure myself: where's the boundary? And where
is it ethical?”
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Researcher’s Interpretation of Themes
As stipulated by IPA methodology (Smith et al., 2009), I used the lived experiences of
my own cultural background, experiences with formal academic training, and over four years of
mental health work with refugee communities and applied my perspectives throughout the data
collection and interpretation processes. My experiences also informed the development of the
relationship among themes that emerged from participants’ experiences. The result was themes
that followed a progressive trajectory of professional identity development. Starting from preacademic experiences, participants brought their cultural identities into their academic training,
which influenced their experiences of the academic environment. After leaving academia,
clinicians experienced the limitations of their training, or the gap between their training and the
cultural needs of their clients, and the challenges of experiential learning (trial and error) and
vicarious trauma or feeling overwhelmed by the needs of their clients. These challenges resulted
in feelings of low counseling self-efficacy, which reinforced the need for adaptation of
counseling approaches. Experiences with interpreters/navigators, clients’ personal and cultural
strengths, and culturally informed supervision or consultation provided positive experiences that
supported the adaptation process (see Figure 2). The interaction and combination of these
negative (shown in red in the chart) and positive experiences (shown in blue in the chart) were
factors that led to clinicians adapting their mental health paradigms and service approaches to
better meet their clients’ cultural needs. In going through the adaptation process, clinicians
experienced more secure counseling efficacy and arrived at a more realized professional identity.
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Figure 2
Relationship Among Themes

1. Clinician cultural identities

2. Academic Training

3. Experiential
learning

4. Vicarious
trauma
8. Adaptation process

6. Client
strengths

5. Interpreters
navigators
7. Supervision
consultation

9. Increased Counseling selfefficacy/more secure professional
identity

Although this process was not always linear or necessarily, in effect, completed, a general
pattern of this trajectory emerged from the data. Importantly, a secure professional identity was
not endorsed as a stage from which challenges or uncertainty with the adaptation process no
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longer occurred but instead as a framework for which navigating those challenges had been
established.
Epistemological Underpinnings of Data
Analysis and Results
The epistemology chosen to guide this study (constructionism) guided data analysis and
presentation in several ways. A key tenant of constructionism is knowledge and reality are
shaped through a social context, and meaning is constructed through an individual’s unique
experiences (Crotty, 1998). With this in mind when analyzing the data, each participant’s
transcript was analyzed to first understand the unique way in which they made meaning of their
experiences. The presentation of results of this study was guided by constructionism in that
participant descriptions were created to acknowledge and explain factors that had impacted the
manner in which participants had constructed their reality. Further, the social context of each
participant was acknowledged through the collection of demographic data and presenting each
individual’s social background at the beginning of their participant descriptions.
The theory of multicultural counseling as defined by Sue and Sue (2012) examined the
ways in which an individual’s cultural identity impacted and influenced their experiences from
the broader society at large, which is a dynamic that continues in the counseling room. This
theory was chosen to guide this study because clinician’s cultural identities were embedded in
their approaches to counseling and to their strategies for navigating the cultural differences or
similarities they experienced between themselves and their clients. Multicultural counseling
theory guided data analysis by including a focus on the identities influencing participants’
perspectives including (but not limited to) their country of origin, their experiences of
immigration or interaction with other cultures, their native languages, their gender identities, and
the impact of those identities on their experiences of academic training and post-graduate
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experiential learning. Close attention was given to the bi-directional impact of the counseling
system, which often included the clinician, the client(s), and the interpreter. The cultural
identities of these elements of the system and how they interacted greatly impacted the
experiences reported by the participants.
To that end, in the presentation of demographic data on the participants, data included
their cultural background, gender identity, academic training, cultural backgrounds of refugee
communities they have served, as well as the length of their experience. Each of these factors
played an important role in the adaptation process outlined through the participants’ narrative
experiences of working with refugee communities.
Additionally, vicarious trauma occurred when clinicians were working with clients who
had experienced trauma and often times began to exhibit symptoms of trauma themselves despite
not having directly experienced the trauma (Puvimanasinghe et al., 2015). Vicarious trauma is an
experience that frequently occurs for clinicians who provide mental health support for refugee
communities due to the high rates of trauma in those communities resulting from the refugee
experience. Vicarious traumatic theory guided data analysis in that participants’ experiences of
stress and trauma relayed during the interview were examined in light of the high rates of
vicarious trauma and burnout associated with refugee service providers.
Conclusion
This chapter described the results through individual narratives of each participant as well
as themes observed across interviews. Emerging themes were described using quotes as much as
possible to allow participants’ voices to be heard and the researcher’s interpretation of results
was also discussed. Data were analyzed and the following themes emerged:
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1.

2.

3.

4.

5.

Participants cultural backgrounds and identities
•

Having a refugee background

•

Having an immigrant background

•

Having a Caucasian-American background

Influence of academic training and internship
•

Culture of academia

•

Limitations in academic training

•

Areas of support

•

Areas of personal growth

Post-graduate learning through trial-and-error
•

Feelings of low counseling self-efficacy

•

Re-examination of professional boundaries

Vicarious trauma
•

Second-hand trauma symptoms

•

Experiences of stress, exhaustion, and professional overwhelm

Interpreter dynamics
•

Role of interpreter

•

Effects of interpreter on the adaptation process

6.

Clients’ strengths and resilience

7.

Supervision/consultation support
•

Supervisors’ understanding and knowledge of unique experiences

•

Colleague validation of challenges
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8.

9.

Cultural adaptations of counseling
•

Changes in counseling self-identity

•

Changes in therapeutic conceptualization

Counseling self-efficacy
•

Recognition of failure as a learning process instead of a barrier

•

Increased therapeutic flexibility

•

Confidence in therapeutic abilities

In conclusion, the participants in this study described many shared experiences in
navigating the cultural adaptation process of providing counseling services for refugee clients.
Each participant had their own individual experiences and perspectives. The descriptions and
interpretations of these data could provide psychologists and counselors a better understanding of
the professional developmental process clinicians experience when working with refugee
communities and adapting treatments to meet their clients’ cultural needs.
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CHAPTER V
DISCUSSION
The purpose of this qualitative, phenomenological study of mental health service
providers’ experiences of working with refugee communities was to gather their perceptions of
adapting counseling approaches to meet their clients’ cultural needs. This adaptation process is
an essential component to the efficacy of mental health support when working with refugee
clients and the experiences of clinicians provided important areas of understanding to the
phenomenon of cultural adaptation of counseling interventions. A better understanding of this
phenomenon could assist in the development of foundational frameworks for cultural adaptations
to be a tool for counseling psychologists to navigate through what has largely been an unguided,
ad hoc experience.
Current literature on counseling adaptations for refugee communities noted the high need
for clinicians to make adjustments to evidence-based or manualized approaches and the
associated challenges many clinicians experience when going through adaptation without
literature support or other professional parameters yet in place (Chowdhary et al., 2014). At
present, the literature is lacking in examining the experiences of mental health providers working
with refugee clients in general and with their experiences in the adaptation process even more
specifically. This study helped to fill this gap by taking a qualitative approach in exploring the
experience of licensed mental health clinicians with at least one year of experience working with
a diverse range of refugee communities. The literature supported the efficacy of adapted
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treatments as compared to un-adapted approaches when working cross-culturally (Chowdhary et
al., 2014). This study could help counseling psychologists in analyzing the experiences of mental
health service providers to identify elements of their cultural backgrounds, their academic
training, and the challenges and supports in their professional lives that contributed to the
efficacious implementation of adapted approaches and assisted in the development of secure
professional identities as mental health clinicians for refugee communities. Counseling
psychologists who currently work with refugee clients, supervisors who support or train other
new professionals who work refugee clients, or students with intentions to enter the field could
use the identified elements as supports in developing their own frameworks to better assist other
clients with refugee backgrounds.
This chapter includes a summary of the study and discussion of the results. Results of this
study were obtained through several methods: conducting 11 in-depth interviews, field notes
taken throughout interviews, and collection of demographic data on participants. Transcriptions
of each interview and transcripts were read, re-read, analyzed, and interpreted to code the
emerging themes. A personal journal also allowed for thoughtful reflection throughout the data
collection and analysis process to more fully engage with the emerging themes and to conduct an
in-depth interpretation of the thematic relationships in reference to the research question. Peer
reviews were also utilized, as well as member checks when available, to help identify themes and
more fully analyze the relationships between them.
To enhance trustworthiness in the study, verbatim transcripts of each interview were read
and re-read several times to analyze emerging themes and triangulation of several sources of data
(interviews, demographic data, behavioral observations, peer review, and researcher notes) was
utilized. The personal experience of the researcher’s own work with refugee communities was
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applied to provide additional interpretation of themes that emerged and the relationship between
those themes. Member checks from participants were also employed when available. Of the 11
participants contacted for feedback on interview data and clarification of themes, 5 of the 11
responded with their perspectives. The perspectives of additional investigators were also utilized
to examine data through peer checks. This enhanced confirmability of the study and provided the
supplementary perspectives of graduate students who examined the data and had experience in
qualitative research. Finally, reactions to the research process were examined.
Nine superordinate themes emerged from data analysis, eight with accompanying
subordinate themes. The first superordinate theme was clinicians’ cultural identities with
subordinate themes of having a refugee background, having an immigrant background, and
having a Caucasian American background. The second major theme was the influences of
academic training and internship. Subordinate themes included culture of academia, cultural
limitations in academic training, areas of support in academic experiences, and areas of personal
growth. The next two themes comprised the challenges participants experienced in their post
graduate careers. The third superordinate theme was experiential learning through trial-and-error,
which included subordinate themes of feelings of low-counseling self-efficacy and reexamination of professional boundaries. An additional challenge and the fourth identified theme
was vicarious trauma with subordinate themes of experiences of vicarious trauma symptoms and
experiences of stress, exhaustion, and professional overwhelm.
The next three themes comprised the areas of support participants experienced in their
professional development. The fifth identified superordinate theme was interpreter dynamics
with subordinate themes of the role of the interpreter and effects of interpreters on the adaptation
process. The sixth superordinate theme was clients’ strengths and areas of resilience. The
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seventh superordinate theme and final theme to comprise areas of support for participants was
supervision/consultation support with subordinate themes of supervisors’ understanding and
knowledge of the unique experiences of working with refugee clients and validation from
colleagues of the challenges involved with providing mental health support to refugee
communities.
The final two themes comprised the remaining stages in the developmental experiences
of clinicians in the adaptation process. The eighth superordinate theme was cultural adaptations
and counseling approaches with subordinate themes of changes in therapeutic conceptualization
and changes in professional counseling identity. The ninth and last superordinate theme was
counseling self-efficacy with subordinate themes of recognizing failure as a learning process,
increased counseling self-efficacy, and confidence in therapeutic abilities.
An overview of the complete study and purpose of the research is presented in this
chapter followed by a summary of the findings and how they related to current literature in the
field. Findings that were inconsistent or had not been seen in previous literature are presented.
Methodological and theoretical implications of the current research are discussed. Practical and
clinical implications for counseling psychologists and mental health professionals are also
presented. Finally, limitations of the current study and future directions for this paradigm of
research are provided.
Overview and Purpose of the Study
The number of people registered as refugees increases to record numbers each year with
current statistics estimated at over 60 million people worldwide. People face many challenges
throughout the refugee journey such as persecution in their home countries, destabilization
caused by the need to flee those dangerous situations, the uncertainty of regaining safety and
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stability, and the acculturation stress of becoming a resident in a new country (Kirmayer et al.,
2011). All of these challenges are contributing factors to the propensity of refugees to develop
symptoms of mental illness such as depression, anxiety, and various forms of psychological
trauma (Miller & Rasmussen, 2017). As such, the need for mental health services for refugees is
high. Refugees who are resettled in the United States are often offered mental health services
provided by mental health (MH) professionals from different cultural backgrounds than their
own. Furthermore, clinicians who work in the United States are necessarily trained and
credentialed through Western-derived mental health treatment modalities (APA, 2018), which
might not fit the cultural needs of refugee clients, and therefore require a cultural adaptation of
service approaches.
Available literature on mental health interventions for refugee clients does not currently
reflect the breadth and scope of the wide variety of cultural backgrounds, refugee circumstances,
and presenting situations that comprise the diaspora of the refugee population in the United
States. Attempts to treat clients from a culturally homogenous approach in which the cultural
differences between refugee communities are not considered have proven to be less effective
than appropriately culturally adapted approaches (Hall et al., 2016). American Psychological
Association’s (2003a, 2003b, 2017) ethical principles, standards of practice, and multicultural
guidelines also mandated the use of these appropriately culturally adapted interventions when
available. Nonetheless, the ongoing demand for mental health services for refugees continues to
be almost untenable (UNHCR, 2016) and MH service providers who work with refugee clients
cannot wait for culturally appropriate interventions to be developed and research tested; effective
services are needed for the ever-changing refugee communities that arrive in the United States
every year. This leaves clinicians with the difficult task of attempting to meet the therapeutic
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needs of their clients without the research support that targets the specific cultural backgrounds
of those clients (Nickerson et al., 2011). Mental health service providers must resort to adapting
counseling treatment for refugee populations using mainly their own personal experience and
clinical judgment in lieu of culturally appropriate research-based frameworks to guide their
approaches.
This study explored the lived experiences of clinicians who provided counseling services
to refugee clients and who were culturally adapting counseling treatments to meet their clients’
needs. An examination of the process of culturally adapting available counseling treatments to
their refugee clients through the lived experiences of clinicians could take large steps toward
understanding how service providers are addressing the need to meet APA’s (2003a, 2003b,
2017) ethical and multicultural guidelines while also delivering effective services to their clients.
The experiences of these clinicians could provide essential information and insight for other
professionals or students considering joining the field.
Through systemically exploring the lived experiences MH service providers, similarities
and differences in participants’ narratives were identified. Qualitative, interpretive,
phenomenological methodology provided a theoretical framework to analyze and interpret the
context and meaning participants had made in their lived experiences (Smith et al., 2009). The
following research question was examined through this study:
Q1

What are the experiences of mental health service providers adapting counseling
treatments for refugee clients living in the United States?
Summary of Findings and Relationship with
Current Literature

Findings from this research are presented in this section in the form of emergent
superordinate themes and their associated subordinate themes. They are organized first by
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superordinate theme and then each associated subordinate theme. Each subordinate theme is
described briefly and its relevance to current research findings. Overall, themes in this study
were largely commensurate with research found in qualitative and quantitative research. Findings
that were novel and not mentioned in previous literature are noted.
Thematic Analysis
Eleven interviews with licensed mental health service providers with over one year of
experience working with refugee communities were included in this research study. Ten
participants identified as female and one participant identified as male. Two participants
identified as having refugee backgrounds, seven participants identified as having immigrant
backgrounds, and three participants identified as having Caucasian American backgrounds.
Participants’ years of experience working with refugee clients ranged from 1 to 14 years with the
number of distinct cultural communities with whom participants worked ranging from 4 to 15 or
more.
All participants were licensed as either clinical socials workers (six participants),
professional counselors (four participants), or psychologists (two participants). Five participants
had doctoral degrees related to mental health service provision and six had master’s degrees.
Five participants reported they also worked as supervisors for other clinicians or students in
training.
Participants’ Cultural Identities
The literature on multicultural counseling competency and sensitivity paid significant
attention to the ethnic identities and cultural backgrounds of clinicians, especially in relation to
differences or similarities between MH service providers and clients (Matthews et al., 2018).
Differences in cultural backgrounds could create challenges to understanding or therapeutic
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empathy, thereby potentially presenting additional hurdles for counseling adaptations (Chao &
Nath, 2011) and impacting counselor self-efficacy (Matthews et al., 2018). Similarly, areas of
overlap in cultural backgrounds between clinician and client might create strengths in
understanding or empathy and the increased cultural familiarity for clients could lead to higher
rates of service access and retention (Villalba, 2009). Cultural overlap between clients and
providers also indicates additional acculturation challenges in early stages of academic training
for clinicians (Ulupinar, 2018) as they might have encountered the need to go through cultural
adaptation processes multiple times in their experiences: first when adjusting to academic culture
and then again professionally when readjusting to their clients’ cultural needs even when similar
to their own (Attia, 2021).
Influences of Academic Training
and Internship
Participants’ cultural backgrounds played a significant role in their experiences of
academic training and internship, which was a dynamic supported by the literature (Reynolds &
Rivera, 2012). In the case of participants with immigrant or refugee backgrounds, their identities
as minority students created experiences of language anxiety (Haley et al., 2015), discrimination,
and limited options for both support and post-graduate employment opportunities (Kissil et al.,
2013a, 2013b), which were reflected by literature highlighting the dynamics of power and
privilege inherent in academic systems throughout the United States (Chan et al., 2018; Pebdani,
2019). These experiences directly impacted students’ academic achievement and perceptions of
their self-efficacy (Li et al., 2018), which was an experience endorsed by all participants with
minority identities.
In terms of the adaptation process for counseling treatments, the influence of academic
experiences on counseling self-efficacy might have had a big role in the participants’ initial
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choices to work with refugee communities or on their experiences with the initial challenges
encountered by the adjustments required to work effectively with their clients (Kissil et al.,
2013b). For participants with Caucasian American backgrounds, transitioning into academic
training was likely an experience more aligned with their own cultural norms, resulting in greater
experiences of impacted self-efficacy upon adjusting to work with refugee clients postgraduation and, therefore, higher levels of stress, exhaustion, and overwhelm (Roberts et al.,
2018). On the other hand, participants with immigrant backgrounds reported feelings of comfort
and familiarity when beginning to work with clients who had similar cultural values as their own.
Post-Graduate Learning Through
Trial-and-Error
The literature on counseling self-efficacy drew a direct and predictive relationship
between clinicians’ sense of self-efficacy and their knowledge of evidence-based practices
(Schiele et al., 2014). For service providers working with refugee communities, resources for
evidenced-based practices are limited, resulting in the need for trial-and-error, ad hoc approaches
to developing effective treatment adaptations. The lack of evidence-based resources and higher
use of trial-and-error approaches might result in higher amounts of perceived failures and
perceptions of reduced quality of services when working with refugee clients, further decreasing
perceived self-efficacy (Schiele et al., 2014). Low counseling self-efficacy has also been linked
to experiences of vicarious trauma and the stress, exhaustion, and overwhelm from professional
burnout, which again further impacts self-efficacy in a cyclical pattern (Isawi & Post, 2020).
In addition to struggles with counseling self-efficacy, participants endorsed challenges
with navigating and adjusting to the shift in professional boundaries often presented by the
dynamics of working clients with cultural backgrounds from outside the United States. Further
boundary complications were also discussed in terms of managing clients’ experiences of trauma
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and low availability of resources for financial stability. This boundary negotiation process
endorsed by participants was heavily supported by the literature. Gemignani and Giliberto (2021)
reported on their study’s findings that indicated significant tension between service providers’
personal expectations and their professional demands led to an exploration of adjusted
professional boundaries. Gemignani and Giliberto framed this process as an impetus from
providers feeling a loss of professional control and burnout, leading to attempts to regain control
through boundary negotiation. This dynamic was relayed by all participants of the current study
and indicated a strong connection between the subordinate themes of professional overwhelm
and boundary negotiation.
Vicarious Trauma
Participants’ experiences of vicarious trauma, stress, and exhaustion were extensively
documented in the literature of clinicians working with clients with high rates of complex trauma
as is found in refugee communities (Kim, 2017; Puvimanasinghe et al., 2015; Sui &
Padmanabhanunni, 2016). One aspect of participants’ experiences involved the activation of
symptoms from their own histories of trauma as in the case of participants with refugee
backgrounds themselves. Pickering (2017) explored this dynamic for therapists with histories of
abuse working with clients with trauma and discussed the impact clinicians’ personal trauma
could have on their wellbeing. For MH service providers working with refugee clients, due to the
high prevalence rates of trauma those communities (Mellor et al., 2021), the risk factor for
vicarious trauma experiences increased (Sui & Padmanabhanunni, 2016), which was reflected in
the data provided by participants in this study with histories of personal trauma.
In other cases, participants discussed their experiences of encountering their clients’
needs for trauma treatment and other areas of support during the early stages of their post-
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graduate work and subsequent feelings of helplessness when academic or Westernized
approaches appeared to be inefficacious. Gemignani and Giliberto’s study (2021) on burnout and
self-care in providers of psychosocial care for refugee communities indicated a connection
between feelings of a lack of control and a sense of responsibility toward treatment outcomes as
components of burnout for clinicians. The limitations in training participants endorsed when first
attempting to apply their academic training to their clients could be explained by the interaction
of a lack of control and responsibility toward their clients’ wellbeing.
As cultural adaptations in their approaches were made and client outcomes fit more
normalized curves for success rates, participants’ sense of self-efficacy likely also increased. In
their work, Puvimanasinghe et al. (2015) indicated a direct link to work satisfaction, clinicians’
sense of self-efficacy, and lower rates of vicarious trauma. For many of the participants in this
study, early stages of high motivation to work with refugee clients combined with the low worksatisfaction resulting from experiences of perceived failure with the clients were aligned with
those findings.
Circumstances of mental health programs operating with low amounts of resources has
also been found be a contributor to these experiences of stress and exhaustion (Roberts et al.,
2018). The low available resources MH agencies working with refugee communities frequently
report in their efforts to effectively serve their clientele (van der Boor et al., 2020) cannot be
overlooked when considering MH service providers’ experiences of stress, exhaustion, and
overwhelm.
Interpreter Dynamics
The role of interpreters in the provision of mental health services to refugee communities
continues to be explored with research and was reflected by the range of perspectives in
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participants’ experiences. Traditional interpretation models in health care required interpreters to
act strictly as neutral language translators; whereas in the mental health field, debate involved the
unattainability of neutrality within counseling sessions, implying neutrality might not be an
effective goal to strive for (Miklavcic & LeBlanc, 2014). Mirza et al. (2017) explored some of
the three-way dynamics involved specifically with cross-cultural counseling and found
counselors varied between active and passive in their application of interpreter approaches.
Results of the study indicated interpreters with more active roles during sessions—that is,
interpreter roles which included more than verbatim language translation—served to resolve
communication mishaps between counselor and client that would otherwise persist. This active
approach to interpretation was also emphasized by some of the current study’s participants where
they discussed a reliance on or consultation with interpreters’ impression on language
adaptations during session.
With active interpretation gaining a foothold in the range of approaches for the role of
interpreters in cross-cultural mental health services, the literature also discussed a more
collaborative approach in which interpreters were engaged as therapeutic allies in the treatment
process (Aranda et al., 2021). The collaborative approach, in which interpreters served as more
as cultural brokers than just language translators, as well as agents of empowerment for clients
and sources of consultation support for providers when needed was a perspective shared by some
participants. In these cases, participants referred to interpreters as “cultural navigators” or even
as members of a co-therapy team in which clinicians would focus on MH interventions and
navigators would focus on creating cultural comfort and familiarity for clients.
For other participants, keeping a more traditional role for interpreters during sessions, in
which interpreters’ focus was maintained on language translation, was endorsed as their
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preferred approach. The utility of this more restricted role was also explored in the literature.
Skaaden (2019) discussed, in some cases, a reduced role was found to create a supportive
professional and ethical boundary for interpreters in which responsibilities for aspects of sessions
outside their domain of expertise were minimized, thus reducing the potential impact of vicarious
trauma, stress, or overwhelm. In this area, the literature indicated key factors in clinicians’
approach to passive, active, or collaborative interpretation might be the amount of training,
resources, and the resulting degree of trust service providers were able to develop with their
interpreters (Berbel, 2020; Hassan & Blackwood, 2021). Mental health programs or agencies in
which interpreters are enrolled temporarily from third-party language interpreter services might
need to use traditional language translation models by default.
Through the range of perceptions of the interpreters’ role in sessions, the literature also
highlighted the impact of interpreters on the outcome of services in cross-cultural MH service
provision. In this area, participants discussed the central role of interpreters as supports in their
progression toward providing more effective services, and research provided some evidence for
the importance of this role in the cultural adaptation process (Fennig & Denov, 2021). Here,
interpreters utilized as a resource to increase clinicians’ cultural knowledge and awareness
served as significant elements in participants’ experiences of treatment success with their clients
and, therefore, were also significant contributors to their counseling self-efficacy.
Clients’ Strengths and Resilience
As participants discussed experiences of support in their professional developmental
process, the theme of clients’ strengths and areas of resilience was consistently endorsed.
Complementary to the extensive literature on vicarious trauma, research has also paid substantial
attention to resiliency factors for clients who have experienced significant trauma in their lives
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(Blount & Acquaye, 2018). For participants of the current study, a greater recognition of their
clients’ resiliencies was a pivotal aspect of their developmental process. The overwhelm
experienced by participants in the initial post-graduate phase of their professional work was in
part alleviated by a shift in focus from viewing their clients as vulnerable toward viewing them
as survivors of significant hardship and adversity common to the refugee experience (Bemak &
Chung, 2021). This shift in perspective was supported by the findings of Roberts et al. (2018)
who found that counselors working with refugee communities in Australia experienced increased
wellbeing instead of vicarious trauma when they focused on their clients’ strengths and
resilience. In this case, wellbeing was associated with the study’s participants’ reports of feeling
inspired and increasingly effective when working with clients, which also reinforced the
connection between clients’ strengths and counseling self-efficacy. Liu et al. (2020) investigated
the direct experiences of newly arrived refugees’ perceptions of their own areas of resiliency.
Results showed several factors of both internal and external resiliency for active and proactive
coping, indicating the strengths and resiliency-based approaches endorsed by participants of the
current study were also supported by the literature. Furthermore, in their study on Nepali
Bhutanese refugees’ experiences of resilience, Spatrisano et al. (2020) outlined a model of
resilience that included clients’ cultural supports such as community and spirituality, navigation
and negotiation of resources, and exposure to adversity as central components of refugee survival
experiences. Several participants relayed acknowledgement of these areas in their clients’ stories
as a key shift in their conceptualization of clients, resulting in a reduction in stress caused by
feelings of high need and responsibility for the clients’ wellbeing and also a reduction in
exhaustion and overwhelm.
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Supervision and Consultation
Support
In discussing their experiences of support, participants recounted the impact of clinical
supervisors that had been instrumental in the developmental of greater counseling self-efficacy
when adapting treatments for refugee clients. Research on supervision styles provided support
for these experiences with findings indicating a direct connection between satisfaction with
supervision and trainees’ sense of self-efficacy (Fernando & Hulse-Killacky, 2005). This
connection might be further moderated by supervisors’ multicultural counseling (MCC)
competency, especially when trainees were working cross-culturally (Crockett & Hays, 2015).
Many participants described their supervisors as a source of validation and normalization for
their experiences of perceived failure with clients as they initially attempted to use non-adapted
approaches. Participants indicated supervisors with high degrees of MCC competency and
previous clinical experience working with refugee communities were a useful support both in
gaining concrete strategies for navigating cultural differences and for receiving recognition of the
unique context within which providers were working. For many participants, their peers and
colleagues also contributed significantly to the normalization, validation, and contextualization
of their cross-cultural experiences but research efforts have not yet examined this aspect of MH
providers working with refugee communities. Given the consistent endorsement of this
experience by participants in this study, researchers interested in this topic would likely find
meaningful results.
The literature also indicated supervisors could be a pivotal and effective source of
support in mitigating the impact of vicarious trauma for counselors working with refugee clients
(Long, 2020). Since participants of the current study relayed higher levels of vicarious trauma,
exhaustion, and overwhelm during the earlier stages of their post-graduate professional
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experiences, supervisors have potential to be an essential support for managing the associated
stress of those vicarious trauma experiences. Participants described their supervisors as
instrumental in their attempts to make adjustments in their cultural awareness, boundaries, and
clinical adaptations, which allowed them to develop more effective approaches to working with
clients, enhanced their work-satisfaction, and increased their professional self-efficacy.
Recent research on MCC supervision also emphasized the importance of including social
justice aspects in supervision models (Dollarhide et al., 2021). In their study, Dollarhide et al.
(2021) outlined a model of MCC supervision in which intentional and purposeful explorations of
the social justice aspects of their clients’ experiences were incorporated into the supervision
relationship. Many participants in the current study discussed areas of social justice in their work
as well. Given refugee communities are frequently faced with challenges of low access to
resources, discrimination, and cultural segregation resulting from the lack of support in local and
national societal systems (van der Boor et al., 2020), the social justice model of MCC aligned
with the perspectives shared by participants.
Cultural Adaptations of Counseling
Participants discussed many areas of their experiences in which the cultural differences
between the counseling approaches they had studied in their academic training and their clients’
values, beliefs, and cultural norms resulted in perceived failures in attempts at providing
treatment. These experiences in turn directed participants to the need for cultural adaptations to
their counseling approaches. Advancements in research continue to find support for the centrality
of cultural frames of experience on presentations of mental health related symptoms (Faregh et
al., 2019; Jarvis & Kirmayer, 2021; Vance et al., 2017), especially in conditions of acculturation
that are core aspects of the refugee resettlement process (Mellor et al., 2021). With these cultural
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frames continuing to gain prominence in mental health conceptualizations and treatment
approaches, participants’ experiences of trial-and-error approaches to adaptation further
reinforced the need of evidence-based adaptation frameworks specific to refugee cultural
dynamics. Recent reviews of the literature supported the clinical utility of cultural adaptations
(Degnan et al., 2018; Naseh et al., 2019; Turrini et al., 2019), indicating participants’ trajectories
through the cultural adaptation process toward greater counseling self-efficacy were aligned with
research findings. Further exploration of cultural frameworks to guide adaptations could reduce
or potentially eliminate much of the stress associated with the challenges of the trial-and-error
stages participants expressed in their interviews.
A recent study on cultural adaptations using internet-related formats with resettled
refugee communities in Germany (Spanhel et al., 2019) had particular relevance to some of the
adaptation challenges involved with the COVID-19 mandated restrictions of the 2020-2021 year.
As many clinicians resorted to teleconference software platforms to maintain treatment with their
clients during the global COVID-19 pandemic, the need for cultural adaptations utilizing
technological resources has become especially highlighted. Adaptation research in the modern
era is more likely to include these digital formats as part of standard practice in working with
clients with applications for refugee communities as well.
Counseling Self-Efficacy
As participants discussed their developmental trajectories from experiences of inefficacy
to more confident professional identities, flexibility was identified as a prominent theme related
to their experienced increase in counseling self-efficacy. Flexibility was identified in the
literature as a component of vicarious resilience (Puvimanasinghe et al., 2015), indicating
participants’ descriptions of increased flexibility might also be a factor in the reduction of stress
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related to their experiences of vicarious trauma when working with their refugee clients. This
might help to explain the connection between flexibility and counseling self-efficacy participants
endorsed in the current study and provide some directions for further exploration of the factors
contributing to self-efficacy for MH service providers working with culturally displaced
communities.
The findings of Isawi and Post’s study (2020), which directly examined aspects of selfefficacy in counselors working with refugee clients, also supported the connection between selfefficacy and a reduction in vicarious trauma experiences. Reduction in vicarious trauma related
to an increased focused on clients’ strengths reported in Roberts et al.’s study (2018) further
indicated participants’ descriptions of the confidence in counseling abilities, which developed in
later stages of their development process, might have a direct connection to reduced stress and
overwhelm from earlier stages. With research findings supporting the inverse relationship
between stress experienced by counseling trainees and counseling self-efficacy (Lannin et al.,
2019), participants’ developmental experiences working with refugee clients matched other
elements of counseling training stages as well.
Additionally, cultural factors contributing to differences in participants’ experiences in
academia and working professionally with clients cross-culturally were also supported by the
literature. Oh et al. (2019) found counseling students’ cultural factors were a significant factor
contributing to differences in reports of self-efficacy. Participants discussed the role their cultural
backgrounds played in their developmental processes, and particularly in the counseling selfefficacy they experienced during their academic training, when first working with refugee
communities and then in later stages of their career. This indicated the cultural background of
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clinicians working with refugee clients informed an important aspect of their development of
increased counseling self-efficacy.
Implications
Research Implications
Given this research study utilized a qualitative and interpretive phenomenological
methodology, it provided data on the lived experiences of individuals who were all experiencing
the same phenomenon of culturally adaptive counseling treatments for refugee clients. Each
participant’s experiences, stories, and conceptualizations were considered as a valid
representation of this phenomenon. Meanings were compared and gathered for participants who
all shared experiencing a common phenomenon (Creswell & Poth, 2018). The context and
meaning each participant made of their experiences were compared to understand the
phenomenon in both nomothetical and idiographic terms (Smith et al., 2009). In the data
analysis, participants’ experiences were utilized through direct quotes to help illustrate their
unique perspectives.
This methodology appeared to be most appropriate for the present study due to the
minimal research that currently existed on clinical perspectives of clinicians working with
refugee communities as phenomenology specifically sought to understand the lived experiences
of the phenomenon (Creswell & Poth, 2018). The goal of this study was to understand, from
clinicians’ perspectives, the process they went through in adapting counseling treatments to meet
the cultural needs of refugee clients. To obtain the perspectives on how clinicians underwent this
process, a better understanding of their lived experiences of the phenomenon was necessary. This
proved to be useful to allow participants to share the story of the developmental factors that
shaped their professional experiences and formed their current professional identities.
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Qualitative research allowed for personal and direct contact with participants, which
helped to create a synergy between my own professional experiences and the unique perspectives
of the participants (Smith et al., 2009). As the researcher in this study, I was an active participant
in the co-construction of the participants’ stories and served as a research interpreter by sharing
their stories to the best of my ability. I utilized my experiences throughout the research process,
when applicable, by engaging in self-reflexivity and journaling my reactions, experiences, and
ideas as I identified and determined themes. Smith et al.’s (2009) IPA methodological
framework, which involved the heuristic interaction of my interpretation of the participants’
experiences, helped me to engage with the data collected using the perspective of my own lived
experiences of working with refugee communities. Engaging in this process and utilizing some
of my own experiences and ideas, I was able to identify ways in which my views could
contribute to the emergence of themes and inform the development of the relationships between
them. I utilized my own experiences of working with refugee communities in the United States
as a clinical case manager and internationally as a mental health specialist in Afghanistan and
South Sudan. I also incorporated my recent experiences working as a doctoral extern and
licensed professional counselor with a refugee mental health agency in Colorado.
Existing research on mental health services for refugee communities was scarce and
primarily focused on quantitative analysis on the efficacy of specific cultural adaptations of
evidence-based treatment approaches. By using a phenomenological approach, participants were
able to share their lived experiences from their unique perspectives and provide an in-depth
account of their narratives of working with refugee clients, which were demonstrated in the
results of this study including their perceptions of how they developed as effective mental health
service providers. Phenomenology was useful to assist in gaining these in-depth perspectives of

126
the adaptation process in which the participants noticed their professional identities change over
time and the growth they had seen in their treatment approaches. Notable gaps in previous
research were the unique experiences of clinicians making cultural adjustments to their methods
without the support of available literature resources to guide their treatment approaches. The
interviews provided detailed and in-depth information regarding participants’ lived experiences.
By directly quoting participants, their voices were able to be heard directly in the study’s results.
In sum, the methodology used allowed the current study to address the research question guiding
the study and explore the phenomenon by giving depth to this topic through participants’
descriptions of their unique perspectives. Additionally, through the collaborative approach
outlined by Smith et al.’s (2009) IPA, I as the researcher was able to bring my own experiences
of working with refugee clients to bear in the analysis of the data, allowing for the emergence of
themes and the relationship between them in greater depth.
An aim of this study was to gain an understanding of the experiences and perspectives of
clinicians working with refugee clients and making cultural adaptations to counseling treatments
to meet their clients’ mental health needs. The phenomenological approach and methodology of
conducting semi-structured interviews allowed participants the opportunity to share their
experiences and identify aspects of their experiences they might not have recognized prior to the
interview. Other methodologies, such as quantitative methods, likely would not have provided
participants an opportunity to fully explain the factors or contexts contributing to their
experiences. By allowing the participants to explain their perspectives and the factors and stories
informing their perspectives, a better understanding of the cultural adaptation process involved in
working effectively with refugee clients emerged.
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Theoretical Implications
A theoretical foundation for this research study was based on multicultural counseling
theory that posits the cultural identities of both the clinician and the client, and the interaction
between those identities, have a significant impact on the quality of the treatment being provided
(Sue & Sue, 2012). This study found the cultural backgrounds of participants was a significant
factor in their experiences throughout their academic training and post-graduate professional
roles and contributed their clinical experiences when working with refugee clients. Participants’
backgrounds, whether refugees themselves or first or second-generation immigrants or
Caucasian Americans, each had unique trajectories depending on their cultural experiences.
For the eight participants with either refugee or immigrant backgrounds, those identities
created unique experiences for them during their academic training, in some cases leading to
experiences of social isolation, discrimination, or anxiety about their counseling abilities their
fellow Caucasian American students did not go through at the time. These participants also came
from backgrounds in which U.S.-based academic environments and training in mental health and
counseling paradigms were outside their previous cultural areas of familiarity and, therefore,
required an adjustment and acculturation process, which in some cases presented sources of
stress and self-doubt about their abilities. Participant 10 used an analogy to describe her
experience as a foreigner in the United States:
I don't know if you are familiar? It's not that widely known and popular, but the theory of
a coconut and peach, have you ever heard of that theory? It's a very interesting one, not
that many people have heard it. It was a comparison of two cultures by using coconut as a
fruit and peach as a fruit… You know, coconut is a fruit, it's just like ugly, not beautiful
from outside, you get into it all that is nice and soft and white and juicy. And peaches are
opposite: you get inside, outside is nice, you get inside, it's a hard pit… There were things
that I was learning too, so then I can apply that into my work with clients, but that was
actually a lot about myself.
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Here, Participant 10 used the images of a coconut and a peach to describe her interactions with
Caucasian American students in her U.S. graduate training program with her experience and the
experiences of other immigrant students being more similar to one that appears ugly on the
outside and beautiful on the inside. Caucasian American students, in her experience, appeared
beautiful on the outside but were hard and unfriendly upon further contact. For Participant 10,
these experiences in academia led her to seek out post-graduate work with other international
colleagues, which led her to apply to an agency with a refugee resettlement program in her area.
Participant 10’s account of her experience was one well aligned with MCC theory and was
similar to the many accounts of clients with minority identities who reported harmful and
invalidating experiences with mental health providers due to cultural differences, which then
informed the initial development of MCC theory.
For the Caucasian American participants in the study, international cross-cultural
experiences early in their developmental training process led to greater awareness of factors
contributing to acculturation stress or the need for culturally supportive treatment approaches.
Participant 4 described a pre-graduate school experience working in a region in East Africa that
significantly impacted her perspective as a Caucasian American woman living in the United
States. That experience led her to continue to seek work with refugee communities after
returning to the United States and to find opportunities to focus on refugee-related mental health
throughout her course work. This was an experience echoed by Participant 8 who enrolled in
practicum training in Southeast Asia during her graduate program, which led to post-graduate
work with refugee communities lasting to the present time of her interview, a time frame of at
least five years. Participant 8 described her experience working with refugee clients as a
“bubble” in which other providers with cross-cultural backgrounds shared similar perspectives,
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while agencies and providers who did not have significant cross-cultural interactions often
required dedicated advocacy efforts in order to gain the cooperation needed for effective service
provision. On the other hand, while Participant 9, who identified with a Caucasian American
background, did not endorse cross-cultural interactions that informed her choices to work with
refugee communities, she did cite past experiences with clients who required high needs for
therapeutic flexibility as an essential preparation training-ground for her cross-cultural work. In
these cases, the different trajectories of participants were explained by MCC theory’s
foundational principles of the influences in which clinicians’ cultural backgrounds provided
perspectives unique to those experiences and therefore according to MCC theory, participants’
cultural backgrounds also provided different avenues and approaches for adapting counseling
treatment to meet the needs of their clients.
An additional implication of this study for Sue and Sue’s (2012) MCC theory was the
study’s findings that served to reinforce the need for adaptations in order to provide effective
services for refugee clients. Given the need for cultural adaptations of counseling treatments is a
founding principle of MCC theory, participants’ experiences of low counseling-efficacy prior to
making cultural adjustments to their treatment approaches, followed by increased self-efficacy
and professional confidence stemming from the successful adaptation of treatments, fit well with
MCC theory’s principles. Participants also described experiences of increased well-being,
reduced stress and exhaustion, and greater abilities at therapeutic flexibility after reaching the
cultural adaptation stages of their professional development process. This indicated MCC
theory’s emphasis on the reduction of harm for clients with minority identities when working
with culturally competent MH providers could be expanded to include the reduction of harm for
clinicians as well.
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In summary, the findings of the study fit with and were explained by MCC theory’s
conceptualizations of the impact of cultural experiences on the counseling process and therefore
served to reinforce the theory’s utility in the mental health field (Sue & Sue, 2012). Other MH
providers working with refugee communities might be supported by continuing to follow MCC
theory’s recommendations for cultural competency.
It is important to note there were a few limitations to the chosen theoretical orientations.
For MCC theory, a difficulty in measuring participants’ competencies in this area as it related to
their self-disclosed sense of professional self-efficacy in working with refugee clients might
present a confounding factor in outlining their developmental experiences. For example, the high
stress and exhaustion or low professional self-efficacy participants endorsed during earlier stages
of their experience could have been the result of other personal areas of their lives or to events
outside the MC theory’s constructs of cultural awareness, knowledge, and skills. Such
experiences might have had a direct impact on participants’ cross-cultural perspective in ways
not discussed in the study’s results. Given this study’s scope could not necessarily assess for
other factors involved in participants’ experiences of cross-cultural competency, it might not
serve as a comprehensive representation of the MCC theory’s application to working with
refugee communities and therefore presented a limitation of the theory’s use.
Clinical Implications
This section includes a summary of participants’ feedback for counselors, psychologists,
and mental health professionals. Additionally, specific implications for individual and family
therapy with refugee clients and communities are discussed as well as ways to provide advocacy
for these group as counseling psychologists. Given the study’s emphasis on cultural identities of
clinicians, it is important to note these implications were based on a limited sample of participant
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demographics; therefore, recommendations should be understood within the context of the
perspectives informed by participants’ identities.
Unique to other adaptation frameworks, the results of the study provided clinical
implications for the inclusion of MH provider developmental stages when navigating the process
of working with refugee communities. Participants’ descriptions of the influences of their
cultural backgrounds; specific academic experiences including areas of limitations, support, and
growth; and the challenges with negotiating boundaries and vicarious trauma they experienced
when first adjusting to the differences between their training and their clients’ cultural values,
beliefs, and norms fit the trajectory of a professional developmental model. The trajectory
outlined by the experiences participants relayed in this study included a progression from early
stages of low counseling self-efficacy when encountering cultural differences to later stages of a
more secure professional identity with greater confidence in their cross-cultural counseling
abilities.
Using the developmental model outlined by the results of this study with its progression
from low counseling self-efficacy through the cultural adaptation process to higher counseling
self-efficacy, the areas of support participants discussed in their interviews take on particular
importance for counseling psychologists. In many cases, participants described the impact of
utilizing a strengths-based model of treatment with their clients, which involved shifting from a
conceptualization of vulnerability and need to one of strength and resilience. Many participants
noted the positive impact on their sense of self-efficacy when making a shift to more strengthsbased approaches, indicating these approaches with refugee clients might be a protective factor
against vicarious trauma and the stress and exhaustion stemming from feelings of overwhelm
participants conveyed in their earlier experiences. Furthermore, strengths-based approaches were
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supported by current research on culturally responsive interventions for refugee clients that focus
on bottom-up, culturally-informed treatments, community-wide cultural empowerment, and
issues of systemic support as key elements of effective interaction with refugee groups (Bemak
& Chung, 2021).
All participants consistently endorsed the need for therapeutic flexibility when working
with refugee communities. For many participants, flexibility included the ability to make
adjustments from the mental health paradigms they learned in their academic training programs
or adjusting their expectations that those paradigms would fit with the needs of their clients.
Other participants described therapeutic flexibility as a product of an increase in available
therapeutic resources to meet the varied cultural presentations of their clients. In both cases,
flexibility was defined as a recognition of the reduced effectiveness of manualized, mainstream,
or rigid approaches to treatment when applied to their clients and the resulting inclusion of
additional cultural paradigms for mental health services. For all participants, increased flexibility
was an inherent outcome of the adaptation process, which was supported by Martinez and
Dong’s (2020) findings on the role of cognitive flexibility in MCC competency, with
implications for developmental training approaches to use measures of therapeutic flexibility as a
gauge of progress in trainees’ cross-cultural sensitivity. Participants’ experiences also indicated a
direct connection between flexibility and perceived counseling self-efficacy, highlighting again
the central role of self-efficacy in developmental models of cultural adaptation. While the results
of this study indicated a relationship between the experiences of therapeutic flexibility and
counseling self-efficacy, the directionality of the relationship could be an avenue for exploration
in further research.
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The supports participants discussed of culturally-informed supervision and consultation
from colleagues, which helped participants create context and meaning for their clinical
experiences, were also important inclusions in the developmental process outlined by this study.
Some participants expressed feelings of professional isolation, separation, or even
marginalization as service providers for clients with minority identities. In these cases, validation
and recognition of the unique cultural needs of their clients, and the gaps between those needs
and more mainstream counseling approaches, were not readily available from supervisors and
colleagues in other areas of MH service provision. The lack of support for the challenges
inherent in the adaptation process played a further role in participants’ impacted professional
self-efficacy and also created increased risk for vicarious trauma or overwhelm. The support
participants received from their culturally-informed supervisors and colleagues might have
served to provide the contextualization and normalization essential to navigating the unique
cultural experiences often interpreted as failure by early-stage professionals. The need for
professionals working with refugee communities to intentionally create professional gatherings
with opportunities for formal or informal consultation amongst colleagues was strongly
implicated by these findings. These gatherings might serve not only to disseminate the latest or
best practices in the field but also provide essential support for the clinicians’ wellbeing as they
encounter challenges in their cultural adaptation processes.
Similarly, participants indicated the role of interpreters in the adaptation process also
served as an area of support for understanding their clients’ experiences and perspectives, which
provided essential cultural guidance. Many participants relayed client stories that included
cultural misunderstandings, miscommunications, or therapeutic conceptualizations or
interventions that did not fit with client’s cultural norms, values, or beliefs. In these cases,
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interpreters were able to adopt the role of cultural navigators with consultation support to provide
important cultural context for clinicians to better understand their clients’ experiences or
behaviors. Increased cultural knowledge of their clients in turn served as a significant contributor
to more effective cultural adaptations and therefore increased counseling self-efficacy.
However, not discussed directly by participants in this study was interpreters’ own risk of
vicarious trauma symptoms when participating in treatment of clients with traumatic
experiences. Since many interpreters share the refugee backgrounds of clients for which they are
interpreting and might have similar experiences of trauma or experiences that serve to trigger
their own trauma symptoms, the risk of vicarious trauma or stress and exhaustion is elevated (Lai
& Costello, 2021). Additional challenges created by the diffuse boundaries experienced by
interpreters as members of their own communities, caused by frequent interactions with clients
and their families outside scheduled sessions, were also potential sources of stress (Hassan &
Blackwood, 2021). The literature on interpreters for refugee communities gave extensive support
for the impact on interpreters’ wellbeing when working with clients who had experienced trauma
(Gartley & Due, 2017; Jiménez-Ivars & León-Pinilla, 2018). Clinicians who work with refugee
clients using interpreters could provide support by maintaining awareness and validation of the
particular dynamics interpreters experience in mental health service provision and participate in
advocacy efforts for resources for interpreters to manage their wellbeing (Berbel, 2020).
Some clinical implications of the results of this study for the supervision of clinicians
working with refugee clients include the importance of supervisors’ cross-cultural awareness and
multicultural competency, particularly in relation to the unique challenges faced by providers in
the early stages of their development process. Supervisor multi-cultural competency has been
directly linked to supervisee counseling self-efficacy (Crockett & Hays, 2015). In light of the
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role of self-efficacy in the developmental model indicated by this study, culturally-informed
supervision therefore has the potential to play a significant role in the experiences of mental
health service providers working cross culturally. Supervisors supporting clinicians or trainees
working with refugee clients could frame their efforts toward cultural adaptation using the
themes that emerged from participants’ experiences in this study and provide validation of the
challenges inherent in the development of greater cross-cultural self-efficacy.
At the end of each interview, participants were asked to provide suggestions for mental
health service providers, supervisors, academic training programs, and students considering
working with refugee communities. Clinicians overwhelmingly noted the need for a greater
awareness of issues facing refugee communities resettled in the United States and greater
awareness for the cultural needs of clients who require cultural adaptations from more
mainstream and manualized approaches. Many participants labeled these mainstream approaches
as “Westernized” mental health paradigms that did not fit the cultural backgrounds of their
clients and often resulted in experiences of pre-mature disengagement or dissatisfaction with
services, leading to clinicians’ feelings of low self-efficacy, stress, exhaustion, or overwhelm.
When asked about recommendations for academic training programs, participants
described the need for greater inclusion of refugee and immigrant contexts in multicultural
training components. Many participants relayed experiences with academic training they felt was
limited in scope and efforts to include international perspectives. The perception of these
limitations created a sense of counseling ill-equipment for participants when encountering the
cultural needs of their clients, leading them to resort to the trial-and-error efforts linked to the
early experiences of failure and low self-efficacy outlined by the themes of this study. Kuo and
Arcuri (2014) and Kuo et al. (2020) investigated academic approaches to training practicums for
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students learning to work with refugee clients. The findings of these studies lent support to the
importance of including experiential cross-cultural learning at the student level and recognition
and support for the cultural developmental processes of students in training practicums.
Emphasis in these areas in academic programs would reduce the negative impact of the trial-anderror stage of the cultural adaptation process, thereby also reducing the potential risk of vicarious
trauma created by early experiences of low counseling self-efficacy.
At the systemic level, counseling training programs could investigate and reflect on the
cultural paradigms that inform the foundations of their treatment approaches. In their article on
cross-cultural psychotherapy, Koç and Kafa (2019) raised the question of the efficacy of
adapting Western models for treatment of non-Western communities. The authors drew attention
to the reality that the majority of therapeutic models used as standards in the field were
developed in Western contexts and therefore reflected the inherent assumptions of the cultures
from which they emerged. Effective adaptation, as the authors explored, might also require
changes in these fundamental cultural assumptions. Academic training programs with goals for
multicultural competency in their students might then need to include elements of these forms of
reflective investigation of the cultural paradigms that inform their course work.
Limitations and Implications for
Future Research
The sample of participants in this study provided some limitations regarding the
generalizability of the results. The sample of participants in this study consisted of licensed
social workers, counselors, family therapists, and psychologists. Ten of 11 participants identified
themselves as female and one as male. Two participants identified as having refugee
backgrounds, six as having immigrant backgrounds, and three as having Caucasian American
backgrounds. While the relatively limited demographic range of the sample lent itself well to
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qualitative research methodology, the results could not be generalized to groups who might differ
from this sample in significant ways. It is recommended that future research studies include
clinicians from more diverse cultural backgrounds and with more diverse ranges of academic
training and professional experiences. Future researchers should be intentional when describing
the diversity of characteristics they are looking for in their sample and intentionally target
recruitment toward various ethnic and minority groups to obtain greater diversity in participants.
This would contribute more depth to the literature and provide perspectives of diversity in the
field of mental health service provision.
An additional limitation of this study was the data provided by participants conveyed
experiences of their clients’ unique stories and perspectives and the experiences of the interpreters
with which they worked. Through sharing their understanding of these client and interpreter
stories, participants expressed a great deal of empathy and gratitude for the opportunity to be a
part of their clients’ lives and for the support they received from interpreters. However, these
experiences only provided a second-hand understanding of the direct, lived experiences of people
from refugee communities, whether clients or professional interpreters. Although the scope of this
study was limited to the perspective of MH service providers, the experiences and perspectives of
people directly undergoing the refugee process are an important topic with a great deal of
urgency. Exploring these experiences further necessitates the inclusion of refugee voices. While
second-hand accounts from service providers were compelling, it is recommended that the direct
perspectives of people experiencing forced displacement and acculturation stress be included in
the conversation for future studies.
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Summary and Conclusion
This chapter included participant descriptions, superordinate themes, and the
accompanying subordinate themes resulting from this research study. Themes were discussed in
relation to the identified research question and goals of the study. Research implications for the
study were discussed as well as theoretical implications of the study related to multicultural
counseling theory and vicarious trauma theory. Clinical implications of the findings were
discussed as well as limitations and implications for future research.
The clinicians interviewed for this study offered suggestions for current or future trainees
who might be considering a career in mental health service provision for refugee communities.
Suggestions included deliberate inclusion of refugee and immigrant client experiences to course
material, a reflective examination of the influence of cultural identities on academic and
professional cultural experiences, and program level support and understanding for the unique
cultural challenges of minority students’ experiences in the academic environment. When
discussing how her work with refugee communities fit into the field at-large, Participant 4
advocated for profession-wide changes to increase the inclusion of the refugee experience in
counseling psychology. In discussing the need for recognition of refugee communities’ unique
experiences and clinicians who are navigating the path from academic training to cultural
adaptations and counseling self-efficacy, Participant 4 stated definitively,
But valuing it for what it is; this perfectly fits within our field of psychology. This
is something that we should be doing as a field, supporting people with just these
incredible lists of trauma in their lives, and adaptations and adjustment. Like we
as a field have an absolute responsibility and I think that we need to start seeing it
that way versus seeing it as some novelty area of interest.
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INFORMED CONSENT FOR PARTICIPATION IN RESEARCH
University of Northern Colorado
Project Title: The Experiences of Mental Health Service Providers Adapting Counseling
Treatments for Refugee Clients.
Researcher: Gurusewak Khalsa, M.A., Doctoral Student, Department of Applied Psychology and
Counselor Education, Email: khal8698@bears.unco.edu
Research Advisor: Basilia Softas-Nall, Ph.D., Department of Applied Psychology and Counselor
Education, Email: Basilia.SoftasNall@unco.edu
The purpose of this study is to examine the experiences of mental health service
providers who provide counseling services for refugee clients in the United States. If you
choose to participate in this study, you will fill out a demographic questionnaire, which will ask
questions such as your age, gender, ethnicity, nationality, spoken languages, academic training,
and work experience. You then will then participate in an individual interview with the
researcher, which will be audio recorded on a password-protected device. The interview is
expected to take approximately 1.5 hours.
Your responses will be kept confidential to the greatest extent possible. Your name will
not be recorded, and a pseudonym will be used in any field notes, transcriptions of interviews,
or other written data. The researcher will de-identify your story to the greatest extent possible to
help enhance confidentiality, not revealing specifics about you or your family, but focusing on
themes in the relationship. Data will be stored on a password protected computer in a password
protected Microsoft word document. All possible efforts will be made to maximize
confidentiality of your responses.
Your participation in this study is unlikely to result in any direct benefits to you as an
individual; however, your participation will contribute to the understanding of the unique
experiences of veterans’ spouses and relationships. In this project, there are no known economic,
legal, physical, psychological, or social risks to participants in either immediate or long-range
outcomes. I understand that it is not possible to identify all potential risks in a research study, but
I believe that reasonable safeguards have been taken to minimize both the known and the
potential, but unknown risks. You may withdraw your consent and discontinue your participation
at any time without penalty.
Participation is voluntary. You may decide not to participate in this study, and if you
begin participation you may still decide to stop and withdraw at any time. Your decision will be
respected and will not result in loss of benefits to which you are otherwise entitled. Having read
the above and having had an opportunity to ask any questions, please complete the demographic
questionnaire if you would like to participate in this study. Your completion of the demographic
questionnaire indicates consent to participate in the study. You may request a copy of this form
to retain for future reference.
(Page 1 of 2)__________
(participant initials here)
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All participants are invited to participate in a member check after the interview. This will
involve the researcher emailing participants de-identified results which consist of themes and
significant quotes. Participants will then have the opportunity to review the themes and set up a
phone call, Skype or Zoom call, or email the researcher back regarding their opinions and
perceptions of the themes derived from the research study. If you are interested in participating
in a member check, please provide your email below and the researcher will contact you after the
interview.
If you have any concerns about your selection or treatment as a research participant,
please contact the Office of Research, Kepner Hall, University of Northern Colorado Greeley,
CO 80639; 970-351-1910.
Participant’s Name (Please print): _____________________________________

Signature: __________________________________________Date___________

Email (if interested in participating in the member check):
_________________________________________________________
Researcher’s Signature
__________________________________________Date___________
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Interview Questions
1.

Tell me the story of how you started providing counseling services to refugee clients.
a.

What was your academic training and previous work experience?

b.

What contributed to your decision to work with refugee clients?

2.

What is an experience that exemplifies your counseling work with refugee clients?

3.

What are some of the obstacles that you experienced in counseling refugee clients?

4.

How was your experience when you first started working with refugee clients?

5.

a.

What were some of the transitions you experienced? Can you share some examples?

b.

How did you navigate those transitions?

c.

What kind of support did you have? What was helpful to you?

Were there any changes that you made in the way that you provided counseling services for your
refugee clients? If so, any examples that would illustrate those changes?
a.

6.

Was there anything that helped you feel more effective as a counselor or therapist? Why?
a.

7.

If so, how did those changes affect the way you have thought about yourself as a mental
health provider?

Were there any resources you utilized that helped support your experience of feeling
more effective?

Were there any experiences you had in which the changes that you made to the services that you
provided that you felt were challenging or unsuccessful? Why?
a.

Were there any resources that you found lacking or that would have been helpful?

8.

Looking back, would you have any taken any different approaches with your clients, if you had
the knowledge and experience you have now?

9.

Has working with refugees affected you as a professional mental health service provider? Any
examples?
a.

Are there any ways you feel you have changed, grown, or developed as a professional as
a result of working with refugee clients?

10.

Would you want to tell new mental health providers about your experiences before they begin
working with refugee clients? If so, what would you share with them?

11.

Thinking back to what we’ve talked about so far, what are some changes to your counseling
approach for refugee clients that have had the biggest impact on you?

12.

Any additional stories you would like to share?
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Debriefment Statement
The study in which you have participated is called “The Experiences of Mental Health Service
Providers Adapting Counseling Treatments for Refugee Clients”. The purpose of the
research is to explore the experiences of mental health providers who culturally adapt
mental health treatments for their refugee clients. Specifically, the primary goals are to
gain insight, promote awareness, and inform practices in the field of mental health of the
needs of people who have been through the refugee experience, as well as the
professionals who work with them. This research is of value to mental health
professionals, psychologists, and social scientists who work with refugee groups.
If you have experienced any psychological or emotional discomfort during or after participation,
and would like someone to talk to, please see the resource provided below.
National Alliance for Mental Illness (NAMI) Helpline: 1-800-950-NAMI
National Suicide Prevention Hotline: 1-800-273-8255
Thank you for your participation! Your contribution is greatly appreciated. If you have any
questions or concerns, please contact me at any time.

Gurusewak Khalsa, M. A.
Doctoral Student - Counseling Psychology
Department of Applied Psychology and Counselor Education
University of Northern Colorado
Greeley, CO 80639
Phone: (206) 313-1704
Email: khal8698@bears.unco.edu
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Text for email to recruit participants through professional mental health listservs:
Attention licensed Mental Health Professionals working with refugee clients:
Hello, my name is Gurusewak Khalsa and I am a student in the APA Accredited Counseling
Psychology Ph.D. program at the University of Northern Colorado. I am doing research
on the experiences of mental health providers who are culturally adapting counseling
treatments for their refugee clients in the US, and I am looking for mental health
providers who would willing to talk to me and share that experience. I am interested in
hearing the strengths and challenges of your experience. If you know anyone who may be
interested in sharing their stories and experiences with me, please send an email to
khal8698@bears.unco.edu.
Thanks for your time and your attention to this request.
Sincerely,
Gurusewak Khalsa
Text for email to recruit participants through other participants:
Hello! I am a doctoral student at UNC. I am interested in hearing your experiences of counseling
refugee clients. Another mental health professional suggested that you might be
interested in participating in some research I am doing. It involves filling out a
questionnaire and answering questions in an audio recorded face-to-face interview that
should take about one to two hours. You will choose a pseudonym before the interview
begins, and results of the study will be presented in an de-identified, confidential way so
that results cannot be linked back to you. Your contribution to this study will benefit
other service providers and the clients they work with; your experiences and stories are
very important! Would you be interested in participating?
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Participant Screening Form
Participant #:
1)
Are you a professional mental health service provider?
Please circle: Yes/No
2)

Do have experience working in the US providing counseling services for clients who
have been legally designated as refugees by United Nations High Commissioner of
Refugees (UNHCR)?
Please circle: Yes/No

3)
How much experience do you have counseling refugee clients?
Please circle the most appropriate answer:
a)
Less than six months
b)
More than one year
c)
More than two years
d)
More than five years
4)

During the time that you were counseling refugee clients, how many clients did you
serve?
Please circle the most appropriate answer:
a)
Less than ten clients
b)
More than ten clients
5)
Which cultural groups of refugee clients have you provided counseling?
Please circle all that apply:
Afghan, Bengali, Bhutanese, Bosnian, Burmese, Cambodia, Congoese, Cuban, Haitian, Karen,
Karenni, Nepali, Rohingya, Rowandan, Somali, Syrian, South Sudanese, Sudanese,
Ukrianian, Yugoslavian, Other cultural groups not listed:
_______________________________________
6)
What academic training have you completed?
Please fill out all that apply:
Masters: _________________________________
Doctorate:________________________________
7)

8)

Please list any certifications or licenses that you currently hold, or held while
counseling refugee clients:
_____________________________________________________________________

What relevant previous work experience did you have before providing counseling
for refugee clients?
Please write-in all that apply: _______________________________________________
______________________________________________________________________
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Age:
Gender:
Ethnicity:
Nationality:
First language:
Second language (if any):
Academic degree(s):
Date degree(s) received:
Current occupation:
Length of time at current occupation:
Previous occupation (if any):
What setting did you work with refugee clients (circle the most appropriate answer):
Community clinic, Humanitarian organization, Hospital, Inpatient hospital, School clinic, Private
clinic
Other: _______________________________________
Length of time working with refugee clients (circle most appropriate answer):
Less than six months
More than one year
More than two years
More than five years
Cultural groups of refugee clients have you worked with (circle all that apply):
Afghan, Bengali, Bhutanese, Bosnian, Burmese, Cambodia, Congoese, Cuban, Haitian, Karen,
Karenni, Nepali, Rohingya, Rowandan, Somali, Syrian, South Sudanese, Sudanese,
Ukrianian, Yugoslavian, Other cultural groups not listed:
_______________________________________
Age group of clients you’ve worked with (circle all that apply):
0-12, 13-17, 18-45, 46-80, 80 and above
Presenting problem of clients (circle all that apply):
Acculturation Stress, Adjustment Issues, Anxiety, Depression, Social Isolation, Psychiatric
Disorder, Trauma
Other(s) not listed: ______________________________________________

