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Abstract

Background: Cambodian refugees experienced one of the most savage regimes within the
twentieth century. Therefore, they were seeking shelter in the United States. Around 158,000 of
Cambodian refugees gained entry and resettled. Many of them settled in the Long beach area of
Southern California, which is known to have the largest Cambodian population outside of
Cambodia. As survivors of the Khmer Rouge Regime, Cambodian refugees were exposed to
traumatic experiences. The Cambodian community continued to deal with various stressors like
post-traumatic stress disorder, anxiety, depression as well as other conditions. Research studies
have shown that traumatic experiences during pre-migration is predicting the mental health
adversely. However, during the post-migration in the new environment of the host country, the
refugees are facing a lot of challenges that are causing distress and impacting their mental health.
Within the Cambodian community in Long Beach, there is still a lack of research regarding their

post-migration experiences related to mental health.

Purpose: The research study aims to explore the experiences of Cambodian Refugees in the
post-migration time in Long Beach. The study provides information about experienced challenges,
barriers, as well as resources and how those are associated with the mental health of the

Cambodian community members.

Method: A qualitative case study design with face-to-face interviews and observations was
conducted. The data was collected within two-time periods: In the first time phase, during October
2016 until March 2017, ten interviews were conducted. The participants were five experts of the
subject matter and five subjects who were Cambodian Americans or former refugees from Long
Beach. In the second phase, four follow-up interviews were conducted with subjects. Overall,

three observations in the community of cultural events or field visits were conducted.

Results: Five main categories and 17 sub-categories associated with post-migration experiences
related to the mental health of Cambodian community members were developed. Major
challenges within the post-migration that caused distress included the adjustment to the
environment of the United States, language barriers, low education levels, cultural differences,
and employment searching. Additionally, living in a low-income area, facing crime, being
impoverished, being stigmatized, as well as having to deal with post-traumatic stress disorder
were apparent factors that contributed to deterioration of mental health. Resources for
Cambodian refugees were primarily the family and the Cambodian community. Gardening and
the Buddhist religion played crucial roles particularly for the elder generations of Cambodians.
Those were aspects in coping with mental distress or PTSD. Another resource that Cambodian
refugees relied on heavily was governmental assistance, which helped them in surviving in the

United States. However, it had its limitations. The participants experienced a lack of resources,
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in terms of accessing language programs and transitional resources to overcome adjustment
barriers. Furthermore, resources and approaches for mental health are still inadequate. Many
participants reported barriers such as cultural differences, stigma and missing knowledge by
reaching out for health service. However, successful strategies in providing health services in the
community could be revealed. The acceptance of services included educating Cambodians about
available resources, providing interventions related to their culture, eliminating stigma, identifying
needs and demands in a participatory approach, networking among service providers and health
professionals, and hiring staff from the community in order to overcome mistrust and cultural
differences. The 2. generation of Cambodian Americans experienced challenges in finding
cultural connection through family. Due to language barriers within the family and the continued
silence from the 1. generation about their history, difficulties were created for the 2. generation.
However, they find connection to the Khmer culture through the Cambodian Student Society,
which is a club on campus at California State University, Long Beach. The Cambodian Student
Society holds regular meetings in which they learn about culture and history as well as provide
opportunities in connecting with peers. Furthermore, the club is engaged in the Cambodian

community, constantly networking, volunteering, and connecting.

Conclusion: The research study explored the complexity of post-migration. Several challenges,
barriers, and resources that are associated with mental health could be revealed. The results

provide approaches for further research and adapted service in the Cambodian community.

Keywords: Cambodian refugees, post-migration, mental health, challenges, resources
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1 Introduction & Relevance

Trauma rooted in genocide — Around 158,000 Cambodian refugees gained entry and resettled to
the United States between 1975 and 1994 (Chan 2015: 2). They were seeking shelter because
of one of the most violent regimes in the twentieth century (Takemoto et al. 2017: 164). The
Cambodian Communists, named Khmer Rouge, were taking over the country in 1975 after they
won the civil war. During this time, the country experienced extraordinary brutality. The population
at this time was about 7.9 million people, and approximately 1.7 million people out of that
population died because of executions, disease, hunger, coerced labor, and injuries (Chan 2015:
1). Most Cambodians have been tortured and witnessed death, violence, starvation, as well as
trauma within family and friends (Reedy 2007: 10; Chan 2015: 2; Blair 2000: 23 f.; Kinzie et al.
1984: 645 f.).

Research studies have shown that traumatic experiences during pre-migration predict the mental
health adversely. Especially, there is a notable association of greater exposure to trauma resulting
in higher severity of psychiatric disorders or symptoms (Steel et al. 2009: 537; Carlson, Rosser-
Hogan 1991: 1548; Mollica et al. 1998 a: 543 ff.; Mollica et al. 1999: 433 f.)

Today, many former refugees from Cambodia have to deal with the “legacy of war trauma”
(Takemoto et al. 2017: 165). As survivors of the Khmer Rouge Regime, the 1. And 1.5 generation
of Cambodian refugees were exposed to traumatic experiences. Therefore, they have suffered
from and continued to deal with various stressors like post-traumatic stress disorder (PTSD),
anxiety, depression, as well as other conditions concerning mental health (Chan 2015: 2;
Marshall et al. 2005: 571; Blair 2000: 23 f; Kinzie et al. 1984: 645 f. ; Marshall et al. 2005: 576;
Mollica et al. 1990: 83 ff.).

Although they expected to live in better conditions, Cambodian refugees’ lives did not get easier
upon arriving to the United States. During their post-immigration, the cascade of stressors, as
well as other challenges and traumatic exposures continued, ultimately affecting their mental
health (Reedy 2007:10; Marshall et al. 2005: 576). Cambodians faced challenges, such as the
adaption to a new culture and way of life in the United States, as well as learning a new language
and customs (Reedy 2007:10). Overall, literature shows evidence that refugees have limited
language proficiency and knowledge of the host country (Khawaja et al. 2008: 489). They are
facing daunting challenges of being separated from familiar environments, culture, and
relationships. They end up being forced to rebuild their lives and identities in an unfamiliar country
(Barnes, Aguilar 2007: 225; Simich et al. 2005: 259 ff.).

Recently, the attention of research has focused on understanding the post-migration experiences
in the host country of refugees and how those are related to mental outcome, like traumatic stress

symptoms and depression (Papadopoulos 2007: 301). Research that compared effects of pre-
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and post- migration aspects on mental well-being identified that post-migration aspects are
significantly correlated to negative psychological outcomes. The impact of post-migration was
greater than trauma within pre-migration (Porter, Haslam 2005: 602; Gorst-Unsworth, Goldenberg
1998: 90; Schweitzer et al. 2011: 299; Chu 2013: 890; Nicholson 1997: 19)

Research in the Cambodian community in Long Beach, California has shown that after two
decades of resettlement to the United States, mental illness still exists in the Cambodian
population. Long Beach is known for its biggest Cambodian community outside of Cambodia
(U.S. Census Bureau 2010; Takemoto et al. 2017: 166; 171).

The research study in the community by Marshall et al., showed that 51% of the Cambodians still
suffered from depression and 62% from PTSD (2005: 576). According to Reedy (2007: 10),
Cambodians were still poorly educated and impoverished, dealing with complex trauma and

mental health issues.

Furthermore, not only are the 1. and 1.5 generation suffering from the traumatic experiences in
pre- and post-migration. The 2. generation of Cambodian refugees are affected by their parent’s
trauma — studies have shown that parental trauma can transfer intergenerational in the
Cambodian population. Therefore, depression, anxiety, guilt, and fear will remain an issue in the
Community if it will be not addressed (Kim 2017: ii, 4f.,42 ff.; Rowland-Klein, Dunlop, 1997: 358
ff.; Choau 2013: 8f, 34 f.). Among immigrant families from Southeast Asia, Cambodians have the
highest rates of parent-child conflicts (Choi et al. 1997: 85ff; Ying, Akutsu 1997: 125 ff.).

Yet, according to Taising, Cambodian Americans are still a remaining group that is least

researched among refugees (2008: 153 f.).

The aim of this case study is to explore and understand the complexity of the post-migration
experiences of Cambodian Americans and how it relates to their mental health. Within this
community, the research has been little in order to discover the resources and stressors for
Cambodians. Therefore, this case study will contribute to the research and can serve for future

research or program adaption in the Cambodian community in Long Beach.
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1.1 Research Question & Objectives

The general research question of this study is: What are the post-migration experiences of

Cambodian refugees in Long Beach and how do they relate to their Mental health?
The specific aims in order to answer the core question are:

¢ to investigate challenges and risk factors, as well as resources and protective factors,
that are related to their mental health.

e to explore provided services for Cambodian refugees in the community that aim to
improve the well-being. Also, how this service is received by the Cambodians.

o to discover the 2. generation experiences, in terms of finding cultural identity and getting
connected to the Khmer culture.

o to discover aspects and recommendations in order to improve the mental health, as well

as the needs, of the Cambodian community members in Long Beach.

1.2  Structure of the Thesis

The structure of the thesis is divided into six chapters. First, the introduction will give an overview
of the topic, research question, and outline of the thesis. This is followed by the second chapter,
which is the theoretical background of the researched topic. The third chapter will present the
detailed accounts of the methodology of the case study. The fourth chapter will portray the results.
Subsequently, the fifth chapter will discuss the method and findings linked to literature and
previous studies. Finally, the sixth chapter will draw the conclusion and give recommendations

based on this study.

1.3  Source of Data & Literature Review

The research study is combined from two data sources: primary and secondary data. The primary
data is based on empirical research that includes observations and interviews with two different

participant groups (see Chapter 3.5).

Secondary data was gathered through an extensive literature review. The literature review was
mostly conducted through data bases like PubMed, Google Scholar, PsycNET, Science Direct
and Springer Link. Also, databases of the Libraries of California State University, Long Beach and

the University of Applied Science Hamburg were used to find relevant scientific literature.

Abstracts of articles were scanned and examined for the relevance related to the study. The

included studies were focused mainly on adult refugees and post-migration experiences.

Keywords used for the research in data bases involved “post-migration”, “risk factors

, “protective

factors”, “health service”, and “social services”. There was also focus on Southeast Asian
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refugees or refugees in the context of the United States. Furthermore, by using the reference list
of relevant articles, more literature was retrieved. Essential was the level of scientific standards
and the applicability to the research question. Other important aspects like the time actuality of
literature were considered. However, since the topic is historically bounded, older literature was
included if latest literature could not be found. Articles, books, and literature in English and

German were included.
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2 Theoretical Background

Based on a comprehensive literature review, this chapter gives an understanding of the topic

including the historical background, theoretical aspects and the current state of research.

2.1  Historical Background

The context about the Cambodian immigration history to the United States is important to
understand. Cambodian refugees experienced one of the most savage regimes within the
twentieth century (Takemoto et al. 2017: 164). Khmer Rouge, known as the radical communist
group, won the civil war that endured from March 1970 until April 1975. In April 1975, the Khmer
Rouge, led by the French-educated Pol Pot, took over Cambodia’s government. They were in
power from April 1975 to January 1979 and ruled the country with extraordinary brutality (Chan
2015: 1). They changed the name of Cambodia into Democratic Kampuchea and aimed to

transform every aspect of Cambodian society with vicious methods (Chan 2015: 6).

At the day when the Khmer Rouge captured Phnom Penh (Capital of Cambodia) “they ordered
its population (...) to evacuate the city and go to their ancestral villages. Even patients in hospitals
were forced to move, some being pushed along while lying on gurneys.” (Chan 2015: 6). They
targeted former government officials, military commanders, ethnic minorities, educated people,
teachers, artists, professionals of every kind, and all individuals that resisted the Khmer Rouges
tyrannical rules. The communists identified those people by threatening them at gunpoint to tell
their life stories. Deeming them as enemies, the Khmer Rouge executed killings, bludgeoned
them to death, and tortured in masses (Chan 2015: 6; Takemoto et al. 2017: 164). During that
time, the infrastructure of the country was dismantled, people were forcibly moved out to the
country side to isolated work camps, and all western communications were cut off (Chandler
1991: 238 ff.).

The most revered persons in the traditional Cambodian society, such as Buddhist Moncks, were
defrocked, forced to work in the fields, and killed. They used the Buddhist temples to store their
munitions and weapons. Ethnic minorities were persecuted by the Khmer Rouge. The Cham
ethnic minority, who belonged to the Islam religion, were forced to eat pork; their mosques were
also used as pigsties. In order to control the population, they divided families and took children
who were over seven years old. The children were trained to spy on their parents and were
interviewed on what they talked about (Chan 2015: 6 f.).

The whole country of Cambodia was turned “into a giant slave labor camp” (Chan 2015: 6). People
were forced to harvest crops and build dams and levees with their hands, while surviving on a
bowl of rice. Individuals who were starving and dared to catch anything to eat, like fish, mice,

lizards or wild plants, were rigorously penalized or even killed (Chan 2015: 6 f.).
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Additionally, private property, banks, money, markets, hospitals, and Western medicine were
abolished. All major institutions, Buddhist temples, schools, and libraries in the country were
destroyed (Chan 2015: 1; 6f.; Takemoto et al. 2017: 164).

The Khmer rouge concentrated their purge on educated, wealthy, and urban people (Bunte,
Joseph 1992: 1; Schunert et al. 2012: 3). Over the course of four years, an estimated 1.7 million
people out of a total population of 7.9 million people died because of executions, disease,
hunger, coerced labor and injuries; the total of the deceased remains uncertain but may be up
to three million (Chan 2015: 1; Chaou 2013: 2).

Many Cambodians escaped from the terror to refugee camps on the Thai border. They resettled
to France, Canada, Australia, and the United States, but some of them also languished in the
camps for years (Takemoto et al. 2017: 164f.; Becker 1998: 440f., 508 ff.)

2.2 Resettlement to the United States

The Cambodian refugees were resettling in three waves. The first wave of about 4,500 people
escaped the country before the Khmer rouge was taking over. The second wave was fleeing
during the time of the regime. The last wave fled after the regime was defeated by the Vietnamese
military in 1979 (Chan 2015: 1; Takemoto et al. 2017: 164).

Between 1975 and 1994, around 158,518 Cambodian refugees gained entry and resettled to the
United States. Out of the total number, 148,665 were admitted as refugees, about 6,335 as
immigrants who were sponsored by family members, and 2,518 who did not qualify as refugees
were still admitted as humanitarian and public interest parolees (Chan 2004: 79f.). Since the U.S.
Cambodian refugee program ended in 1994, Cambodians who came after that time had an
immigrant status. However, the number of those who were resettled at that time was small (Chan
2015: 13).

The Cambodians who were seeking shelter in the U.S. were found in every 50 states. The location
of their resettlement was mostly chosen by the U.S. Office of Refugee Resettlement (ORR). The
ORR was a newly established organization after the U.S. Congress in 1980 and took responsibility
for overseeing the resettlement of refugees. This Congress passed the Refugee Act and adopted
the definition of a refugee from the United Nations (Chan 2015: 2; 13); a refugee is defined as a
person “who is outside any country (...) and who is unable or unwilling to return to, and is unable
or unwilling to avail himself or herself of the protection of, that country because of persecution or
a well-founded fear of persecution on account of race, religion, nationality, membership in a

particular social group, or political opinion (...).” (Refugee Act 1980: 1).
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The ORR intended to resettle the refugees from Cambodia, as well as from the other Southeast
Asian countries at that time, in different places in the United States in order to prevent or reduce

burdens of social-services, educational and financial, on just a single area (Chan 2015: 13).

Several factors determined where refugees were resettled. First, ORR could contract existing
voluntary service agencies in the locality to find families, individuals, churches or other
organizations that were willing and able to provide them essentials. These included temporary
accommodation, health care money, food, employment, assistance with state welfare programs
and community service agencies. Additionally, enrollment for children in schools and adults in
English language programs or vocational training courses were other services that were made
available. Furthermore, because many refugees were from rural areas and had backgrounds as
non- industrial workers, farmers or fishermen, the ORR tried to resettle refugees to familiar
areas. This would possibly help them to adapt to the modern and industrial environment. Also,
cities with plenty of cheap housing were preferred to resettle the refugees in. Lastly, areas
where entry-level employment did not require speaking English were searched for by the ORR
(Chan 2003: 31; Chan 2015: 13).

However, the Cambodian refugees wanted to resettle in areas where they can rejoin their ethnic
community, family, and friends; they also looked for Buddhist temples and warm climates similar
to tropic Cambodia. Moreover, living in a locality where they thought to find viable employment

and obtain public assistance were other priorities (Chan 2003: 31).

2.3 Cambodia Town — Long Beach

Although the aim of the federal resettlement policy was to disperse the refugees from Cambodia
around the United States to minimize ethnic enclaves, Long Beach became the Cambodian
capital and diaspora of America. The largest number of the refugees which gravitated to Southern
California came during the 1980s (Needham, Qunitiliani 2007: 34 ff.; Chan 2004: 85 ff.; Chan
2015: 13).

Why Long Beach? — Cambodian refugees gravitated to Long Beach because of its climate,
moderate year-round weather, accessibility of jobs, and the Asian goods that came through the
ports of Long Beach and Los Angeles (Chan 2004: 97; Needham, Quintiliani 2007: 31; Takemoto
et al. 2017: 166).

Another major reason for the migration was that before 1975, a small number of Cambodians
were already in the Long Beach area. Due to an exchange program between Cambodia and the
United States during the late 1950s and 1960s, several educated Students attended California
State University, Long Beach (CSULB) and also schools in Los Angeles. About 140 Cambodian

students were attending the Universities during those decades primarily for engineering,
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agricultural, and technical courses (Chan 2015: 14; Needham, Quintiliani 2007: 34 f.; Chan 2004:
85 ff.). Some of them remained there for jobs, became married, or came back later to the United
States. The exchange program and all relations to the United States were ended once Prince
Norodom Sihanouk took over the country in 1965 (Chan 2015: 13f.; Needham, Quiniliani 2007:
35).

When the first refugees from Cambodia arrived at U.S. Marine Corps Base in Camp Pendleton,
Southern California, they were assisted with translations and orientations. Many of the refugees
were sponsored. Local and national responses to resettlement of refugees were created by the
former students. They were on the forefront in setting up self-help organizations, social service
agencies and cultural institutions to help the new arrivals (Needham, Quntiliani 2007: 34ff.; Chan
2004: 85 ff.; Bunte, Joseph 1992: 2; Takemoto et al. 2017: 166).

The Cambodian Students Association, which was founded earlier during the exchange, eventually
transformed into the Cambodian Association of America (CAA). This organization was set up in
December 1975 in Long Beach and was the first Cambodian-led mutual assistance association
in the U.S. (Chan 2004: 85 ff.).

Additionally, the United Cambodian Community (UCC), a second mutual assistance association
in Long Beach, was formed (Needham, Quintiliani 2007: 36). The UCC was founded in 1977 and
is the most successful and powerful association (Bunte, Joseph 1992: 2). Both organizations
provided a significant amount of work for Cambodians in several social service programs
(Needham, Quintiliani 2007: 36). Up until now, the organizations offer programs to improve the
quality of life, as well as advocate for the well-being in the Cambodian community. The programs
contain linguistically, culturally competent outreach; health, education, and employment services
(CAA, UCC).

The refugees, who were initially scattered in the United States, were attracted for secondary
migration to Long Beach. They rejoined to their family, friends, and Khmer speaking community.
For instance, the community provided associated service, Cambodian food, and a Buddhist
temple that could be established through the UCC. This organization sponsored a Buddhist monk
and raised funds to open a Cambodian Buddhist temple in 1979, which was the first one in Long
Beach (Needham, Quintiliani 2007: 37; Bunte, Joseph 1992: 2). At that time, Long Beach had
employment available at the port and aerospace industry where the refugees needed no English
proficiency. Central Long Beach was an attractive space for the refugees since this area was
economically depressed and property was more likely to be inexpensive. Bungalows and smaller
homes were available, and some of the evacuees were able to buy property, organize cultural

institutions, and open businesses (Needham, Quintiliani 2007: 36).

Long beach is known to have the largest Cambodian population outside of Cambodia (Chan 2015:
14; Adebiyi et al. 2013: 8). The U.S. Census Bureau (2010) reported that about 18,000
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Cambodians are residing in Long Beach. However, according to Needham & Qunitiliani, this
number is an underestimation since the census did not include the Cambodians who live in
neighboring towns. Those people are participating in the cultural events and contributing to the
economy and can be considered as a part of the community in Long Beach (2007: 48f.). Takemoto
et al. estimates that the Cambodian population is about 25,000 — 29,000 in Long Beach (2015:
171).

In 2007, Cambodian Americans gained political clout to designate the section in central Long
Beach as Cambodia Town, which was the first cultural designation in the US (Qunitiliani,
Needham 2013: 276 f.).

2.4 Post-Migration Experiences

Based on previous literature, the relocation trajectory of refugees is distinguished by three stages:
pre-migration, in transit, and post migration (cf. Kirmayer et al. 2011: 959, Slobodin & Jong,
2015:17). This research study focusses on the post-migration experiences and how it is related

to mental health.

Post-migration is the final process of migration. It is the stage when refugees apply for asylum
and live in a host country, as well as deal with the cultural and social structures of the new
environment and society (Bhugra, Jones: 2001: 216, Slobodin & Jong, 2015:17). The initial
refugees or migrants that resettled to another country are considered as the 1. generation and
could be followed by others. The 1.5 generation is defined by those who were infants, small
children or early teenagers and came from refugee camps or the country that has been fled; they
have largely grown up in the host country. The 2. generation are the children of the primary
refugees or migrants and were born in the host country. This generation is not considered as
immigrants or refugees but will have similar experiences in relation to cultural identity and stress
(Bhugra, Jones: 2001: 216; Takemoto et al. 20115: 165).

Within the post-migration, refugees are facing a lot of challenges that are causing distress. The
major causes are poverty, lack of social support, social isolation, discrimination, concept of self,
changes in identity, and resource accumulation. The forced resettlement brings challenges in
regards to language barriers, valued societal roles, loss of culture, family and community, and the
adaption in a new environment and society (Slobodin, Jong, 2015: 18; Bhugra, Jones: 2001: 218;
Li et al 2016: 4; The Refugee Health Technical Assistance Center (RHTAC) 2011; Keyes, Kane,
2004; 824).

Adverse post-migration stressors that refugees faced in the relocated environment are not only
causing distress; it also affects mental outcomes (Wessels 2014:13; Papadopoulos 2007: 301
ff.). In direct comparison of post- and pre-migration, post-migration factors are more impactful

than pre-migration experiences, such as trauma that affects the mental well-being among
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refugees (cf. Schweitzer et al. 2011: 304 f.; 2013 Chu et al. 2013: 895 f.,) In addition to
unemployment, isolation from social support and adjustment are identified as predictors for higher

rates of anxiety, depression, and somatiform disorders (Schweitzer et al. 2006: 184 f.)

Nevertheless, pre-migration experiences and trauma affect the mental health significantly
(Summerfield 1999: 1449 f.). Therefore, it is important to consider the pre-migration aspects. Pre-
and post-migration is a complex interaction in terms of successfully adapting to the host country
after resettlement (Birman and Tran 2008: 155 ff.; Lindencrona et al. 2008: 127 f.).

For instance, a research study identified the contrast of experiences in pre-migration which
influenced the perceptions of refugees in their post-migration experiences. This study was about
Bosnian refugees that migrated to Chicago. It found that the association of pre-migration
experiences functioned as comfort and a reference point in terms of how refugees evaluated their

experience in their post-migration time in Chicago (Miller et al. 2002: 349 ff.).

Cambodian refugees had different circumstances and unique needs when they arrived in the
United States. They distinguished in some factors from previous immigrants that resettled to the
United States. Those factors included high rates of trauma and diseases, as well as lack of
appropriate work, educational and linguistic skills. This resulted in not being able to enter the work
force immediately (Needham, Quintiliani 2007: 31 f.; Quintiliani 2014: 2). Existing linear models
of immigrant acculturation were challenged by their particular difficulties and needs in adjusting
to the society of the United States (Alba, Nee 1999 cited from Needham, Quintiliani 2007: 31 f.).

The majority of Cambodia refugees had a background of being farmers and coming from rural
areas. Many of them came to the United States with an education level of four years or even less
(Bunte, Joseph 1992. 2). About 5% of Cambodian refugees who came with the first wave in 1975
were mainly educated and able to get “white-collar jobs”. Approximately 40-50% of Cambodian
refugees who came with the second and third wave to the U.S. managed to get “blue-collar

occupations”. The rest of the refugees relied on public assistance and welfare (Chan 2015: 2).

The last group of the refugee wave had a significant amount of composed households led by
women who lost their husbands, sons, or fathers due to the Khmer rouge (Chan 2015: 2). Those
women came with little or even no education to the US. (Needham, Quintiliani 2007: 37 f.). The
women had to become the main earners in the household in order to survive with their children.

However, most of them had never worked in wage labor in Cambodia (Chan 2015: 2).

The highest poverty rate and welfare usage overtime of refugees that came to the United States
in 1980s and 1990s were found in Cambodians, Laotians, and Hmongs (Takei, Sakamoto 2011:
252).
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2.5 Refugee Trauma & Mental Health

According to the World Health Organization (WHO), mental health is “a state of well-being in
which every individual realizes his or her own potential, can cope with the normal stresses of life,
can work productively and fruitfully, and is able to make a contribution to her or his community.
Health is a state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity." (WHO 2014)

Various factors, such as social aspects, individual attributes, and the environment in which a
person live, are all determinants which dynamically interact with each other. Those factors can
have a positive and negative effect on the individuals’ mental health. Individuals who are exposed
to poverty and chronic health conditions are prone to experiencing mental health problems. In
addition, others susceptible include minority groups or refugees who experienced a war and are
forcibly displaced (WHO 2012: 2).

Refugees who have witnessed a genocide and persecution have high rates of violence exposure,
including numerous traumas and significant psychological issues (Allden et al.1996: 1561;
Eisenman et al. 2003: 627; Mollica et al. 1998b: 482; Marshall et al. 2005: 571). A notable cause
for psychiatric disability worldwide is the exposure to mass trauma (Marshall et al 2005: 571)
Research shows that the most common psychiatric disorders among refugees are depression,
anxiety, and PTSD (Ustun, Kessler 2002: 181f.; Steel et al. 2009: 537; Bogic et al. 2015: 1).

According to the American Psychiatric Association, PTSD is the consequence of “Exposure to an
extreme traumatic stressor involving direct personal experience of an event that involves actual
or threatened death or serious injury, or other threat to one’s physical integrity; or witnessing an
event that involves death, injury, or a threat to the physical integrity of another person; or learning
about unexpected or violent death, serious harm, or threat of death, injury experienced by a family
member or other close associate” (American Psychiatric Association 1994: 424). Refugees are
burdened with a higher prevalence of mental disorders than the general population (Porter et al.
2005: 602; Fazel et al. 2005: 1309). According to one particular meta-analysis, the prevalence of
PTSD is estimated at 30.6% and depression at 30.8% in conflict-afflicted populations of refugees
and displaced individuals (Steel et al. 2009: 537)

A systematic review showed that higher risk of mental health problems persists among adult
refugees even after numerous years of resettlement (Bogic et al. 2015: 1). Not only during
resettlement or in their home countries are refugees exposed to multiple kinds of traumatic
experiences; those experiences are prolonged and repeated (Karunakara et al. 2004: 83;
Nickerson et al. 2015: 185). Refugees who are suffering from PTSD experience traumatic
situations repeatedly. The incidences are memorized so vividly that the victims feel the event just

actually happened (Bundespsychotherapeutenkammer 2015: 6ff.).
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Most Cambodian refugees have been tortured and witnessed death and trauma of their family
and friends. Some also experienced the loss of their children through concentration camps during
the Khmer Rouge regime (Reedy 2007: 10; Chan 2015: 2, Chan 2004: 230). The victims of the
genocide bear the mental health and physical consequences of the experiences. Many refugees
from Cambodia are dealing with various stressors like PTSD, anxiety, depression, and other
conditions and symptoms concerning mental health (Chan 2015: 2; Marshall et al. 2005: 571;
Blair 2000: 23 f; Kinzie et al. 1984: 645 f.; Marshall et al. 2005: 576; Mollica et al. 1990: 83 ff.)
The life of Cambodian refugees did not get easier upon arriving to the United States. During their
post-immigration in the United States, they dealt with other challenges, traumatic exposure, and
stressors that affected their mental health adversely. This included the adaption to a new culture
and way of life in the United States, as well as the learning of a new language and custom (Reedy
2007:10). A study conducted by the Research and Development Corporation — RAND in 2005
showed that of all participants (n=490) of Cambodian refugees in Long Beach were exposed to
trauma in pre-migration time, 99% witnessed near-death because of starvation and 90%
experienced the loss of a family member or friend. Furthermore, 70% indicated that they were
exposed to violence in post-migration time in the US. After two decades of resettlement in the
United States, mental illness still exists within this population. 51% of Cambodians in Long Beach
suffered from depression and 62% with PTSD. Both PTSD and depression were strongly related

to measures of traumatic exposure (Marshall et al. 2005: 571; 576).

2.6 Resources & Protective Factors for Refugees Mental Health

Along with the mentioned risk factors in the chapters above, there are also protective factors for
refugee’s mental health. For instance, social support, language support, acceptance by the host
country, and accessibility of employment and housing are protective factors (Bhugra, Jones 2001:
216 f.). Furthermore, aspects like individual attributes, behaviors such as the ability to deal with
thoughts and feelings, and the capacity to deal with the social world and manage daily life are
also protective factors for mental health (WHO- 2012: 3). A study identified that resilience
associated with traumatic experiences and PTSD is multidimensional. Coping, personality, affect
regulation, ego defense as well as the utilization and mobility of resources have an influence in
the ability to deal with PTSD (Agaibi and Wilson 2005: 211). In a review with 26 studies, six main
sources of resilience emerged which had counterproductive aspects in young refugees, who had
resettled in western countries. Those included social support, acculturation strategies, education,

religion, avoidance, and hope (Sleijpen et al. 2015: 158).

Furthermore, a successful coping strategy was religion for refugees (Schweitzer at al. 2007: 282).
In coping with past trauma, a firm belief system, either faith-based or political-based based, were

helpful. Those aspects were also an important predictor for a better therapy outcome (Brune et
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al. 2002: 451). According to Schweitzer et al. (2007: 285 ff.), religion can support emotional
stability. Believing in a higher power allows refugees to find meaning and to regain control of life.
In particular, social support from the ethnic community of the refugees plays an important role in
predicting mental health outcomes (Schweitzer et al. 2006: 179). Social support can buffer
adverse effects of trauma and stress as well as enhance well-being and positive experiences
(Cohen, Wills 1985: 310; House et al. 1988: 293).

Further research findings indicate that social support and community acceptance may also
promote successful reintegration and positive psychosocial adjustment (Betancourt, et.al. 2013:
17). The mental health and well-being of an individual is also directly or indirectly influenced by
social and economic conditions. Resources like education, income, and opportunities to engage

positively in society are relevant factors (WHO, 2012: 4).

2.7 Health & Social Services for Refugees

This chapter aims to give an overview about the health and social services refugees receive

during their resettlement and in the initial post-migration.

In 1980, the Refugee Act was passed in the United States (Kennedy, 1981: 141). Due to this
Refugee Act, the government of the United States offers immigrants legal, financial, and medical

assistance (Office of Refugee Settlement 2012).

Before a refugee is resettled to the United States, the Department of Homeland Security (DHS)
decides if the applicant can be admitted. The decision will be made from an interview and other
evidence (Government of the United States of America 2014: 3). When the refugee gets admitted,
the case will be directed to a non-governmental resettlement agency to resettle the refugee in a
local community. This agency is funded by the Department of State (DOS) and the Office of
Refugee Resettlement (ORR) to support refugees’ reception. The refugee is provided by the
resettlement agency with housing, food, clothing, support language training, and employment
guidance for the initial 30 days after they arrive. The emphasis within the resettlement program
is to establish employment for the refugees as fast as possible. Refugees must find a job and
register with the social benefit systems once this initial period is passed. During the first five years
of the relocation time in the US, the local resettlement agencies provide the refugees with
language, ORR- funded employment, and other services (DOS 2011; Capps 2015: 348). The
ORR provides a Refugee Social Services Program, which aims to address barriers to
employability. The service includes interpretation and translation, social adjustment, day care for
children (ORR without a year). However, the service is mainly focused on assisting refugees

within their first few months of the resettlement (Capps 2015: 348).
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Other services for which refugees might be eligible include Refugee Medical Assistance (RMA),
Refugee Cash Assistance (RCA), Temporary Assistance for Needy Families (TANF),
Supplemental Security Income (SSI), Children’s Health Insurance Program (SCHIP),
Supplemental Nutrition Assistance Program (SNAP) (GAO 2010: 13 ff.).

Health insurance and medical assistance is accessible through the RMA, which is provided up to
eight months after they enter the United States (Office of Refugee Resettlement 2015; GAO

2010). After that time, they either get health care insurance through employment, buy insurance,
or enroll in Medicaid or SCHIP. Medicaid and SCHIP is provided for individuals with disabilities
or low-income. The eligibility criteria are dependent on the state and is accessible for up to 7
years (GAO 2010: 13 ff.; Refugee Center Online without a year).

Furthermore, refugees can obtain the RCA program, which provides them with cash during the
initial eight months in the United States. However, refugees have to register for employment
service. The first employment positions that are offered to them must generally be accepted
unless they have a good reason to not accept the job. The amount of cash that refugees can
receive vary on the size of the family. For instance, for a family of two, the amount received is
currently $420 (Washington State Department of Social and Health Services, without a year; GAO
2010: 14 f.).

Also, TANF is provided for people with low-income and are pregnant or have to take care of a
child. The eligibility has a maximum of 5 years and the amount of cash varies also on the family
size. TANF for a family of three individuals with no income would receive a cash amount of
$521(Washington State Department of Social and Health Services, without a year; GAO 2010:
13ff). Another program for cash assistance is SSI and is provided up to seven years for disabled,
aged, or blind people (GAO 2010: 14).

Other benefits for food assistance includes food stamps. Eligible for food stamps are individuals
with low-income (GAO 2010: 14).

The programs SSI, SNAP, TANF, Medicaid are intended to serve low-income individuals.
However, the thresholds for income limits and financial eligibility vary within these benefits. TANF
is one of the programs in which income limits differ by the state. The income limits for Medicate

are varying as well with the eligibility differing for each recipient (GAO 2010: 13).

The Government of the United States has been criticized for not raising the funds and support of
reception and integration in order to adequately address the emergent size and needs of resettled
refugees. The funding of services for refugees has not been increased for almost 25 years (Caps
et al. 2015: 349).

Refugees have diverse health and social needs, as well as conditions. Yet, it is challenging to

ensure well-being and health of refugees (Pace et al. 2015: 64). Additionally, it is essential to
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provide services, especially culturally appropriate, to ensure the well-being of refugees (Stewart
et al., 2015: 1146). Studies show that refugees are experiencing barriers in accessing health care

because of availability and knowledge about services (Edward, Hines-Martin 2015: 1185).

For instance, service providers complained that funding has not increased, which restricts them
in prioritizing skills development or training programs for refugees. Those programs can be
supportive to find higher-skilled and better paying work in the long-term perspective. Also,
services for employment that are funded by the ORR have been criticized in concentrating too
much on direct employment. As a result, highly educated refugees are getting under-skilled

employment (Caps et al. 2015: 349).
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3 Methodology

This chapter outlines the applied methods during the research project and analytic process. To
begin, the rationale for a qualitative inquiry and a case study design will be discussed. Followed
by the philosophical assumption within the approach and how it relates to the process of research.
Furthermore, a detailed study design—which includes a description of the participants, the study
location, the sampling and recruitment process as well as the sample size will be provided.
Subsequently, the data collection and its different data sources, the data analysis strategies as
well as ethical considerations that were necessary within the research process will be explained.
Finally, the role of the researcher’s own experiences in the field of study and the generalization

of the research outcome will be discussed.

3.1 Rationale for a Qualitative Inquiry

A qualitative research approach was chosen to explore and to gain an understanding of what
experiences Cambodian refugees had in their post-migration in the United States, particularly
Long Beach, California. Moreover, to inquire how their experiences affected their mental health
well-being among the generations and what protective factors and risk factors the target group
had. Also, the participants’ opinions on what needs to be improved to enhance their mental
health. In this case, a quantitative approach is less suitable, because it is more beneficial to proof
theories or hypothesis. Since the population group of Cambodian refugees in Long Beach,
California is still under-researched in regard to their post-migration experiences related to mental
health, this project has an explorative character. A qualitative inquiry approach is necessary, so
that new aspects can be discovered and theories as well as recommendations for the target group
can be formulated in the end. The following table lists some of the differences between a

qualitative and a quantitative research approach (see Table 1).
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Table 1 Differences between Qualitative and Quantitative Research

Dimension Qualitative Quantitative

Relationship between

researcher and subject Close Distant

Researchers stance in

relation to subject Insider Outsider

Objective and

Reality Subjective and multiple
singular
Processual and socially Static and external
Image of social reality
constructed by actor to actor
Relationship between Confirmation of
Emergent
theory/concepts and research hypotheses

(Source: Own representation according to: Shareia 2016: 3849; Neuman 2014: 17; Flick et
al.2013: 14, 17, 25; Creswell 2013: 43 f., Denzin, Lincoln 2008: 14)

Quantitative research is a strategy that quantifies the problem, works with standardized and
normative methods and is more objective (Flick et al. 2013: 17). Within this inquiry method the
researcher is perceived as an outsider because the relationship of the subject and the researcher

is non-existent or brief (Neuman 2014: 17).

According to Stake (1995), quantitative research is a method for explanation and control, whereas
the qualitative inquiry method is concerned to understand the complexity of interrelationships of
the issue (p. 37). One of the central features of a qualitative inquiry approach is the openness to
capture the real-life complexity of a studied object without isolating the cause and effect (Flick
2016: 26 ff.). The focus is on the meanings, wholeness and essences of an experience. As shown
in the table, qualitative research in comparison to quantitative research, is a strategy that allows
a closer relationship between the subject and the researcher (Flick et al. 2013: 14; Denzin, Lincoln
2008: 4f, 10ff, 14ff, 17; Creswell 2013: 43 f, Shareia 2016: 3849). A great emphasis of qualitative
inquiry is the importance of individual perspectives and their multifaceted complexity (Flick 2016:
28). Hence, it is a method that helps to understand the knowledge and the behavior of individuals
because it describes the world from the inner perspective e.g. of the individuals who experiences
the issue or phenomenon (Flick 2016: 28; Flick et al. 2013: 14; Creswell 2013: 44 f).
In regard to reality dimensions, qualitative research involves multiple constructions of realities. It
is based on the idea that social reality is built by the researcher and is permutable. The subjectivity
of the researcher as well as the subjectivity of the participants are involved in the research project

(Flick 2016: 29; Creswell 2013: 47). Compared to quantitative research, which has only one social
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reality and is more likely to have a static perspective that is independently of the researcher (e.g.
postpositivist) (Creswell 2003: 8, 18; Berger, Luckmann 1966: 13ff.; Sale et al. 2002: 44 f.; Flick
et al. 2013: 25). Furthermore, theories and concepts are developed or refined in the qualitative
paradigm, but they are the starting point in quantitative research for investigations (Flick et al.
2013: 17, 25; Denzin, Lincoln 2008: 14). Ultimately, these aspects are the key major differences

in qualitative research and quantitative research.

Creswell (2013) describes the following defining steps of qualitative research: it “...begins with
assumptions and the use of interpretive frameworks that inform the study of research problems
addressing the meaning individuals or groups ascribe to a social or human problem.” (Creswell
2013: 44). To inquire the issue, the researcher uses an emerging qualitative approach, collects
data in a natural setting that is “...sensitive to the people and places under study...” (Creswell
2013: 44). Tools for data collection involves e.g. interviews, field notes, conversations,
photographs, recordings and memos. Analyzation of gathered data will include deductive and
inductive methods to create themes or patterns (Creswell 2013: 44). The representation of the
data involves the voices of participants, the researcher’s reflexivity, describing and interpreting
the problem in-depth as well as relating to the literature or “...a call for change.” (Creswell 2013:
44). In this research study the mentioned steps were thoroughly considered in the procedure. The
most important aspect of this research study is to give the participants a voice and a chance to
tell their stories, considering there is still a gap in research about the mental health of Cambodian

refugees.

There are different approaches within qualitative inquiry, but each has its own defining strategies

and qualities. In the following chapter the rationale for the selected approach will be presented.

3.2 Intrinsic Case Study Approach

In order to gain an in-depth understanding of the particular case, Cambodian refugees in Long
Beach, California, an intrinsic case study design, based on the methodology described by Stake
(1995; 2005), is applied. In intrinsic case studies, investigations are driven by the intent to know
more about the uniqueness. When studying about a case, it is of primary and not of secondary
interest to understand the case better. The researcher has a genuine interest about the
commonality and particularity of the case itself and not because it represents other cases or
illustrates a specific problem or attribute. It is not of high interest to explain a generic phenomenon
or an abstract construct and generalize the outcomes to a larger population. The purpose is not
necessarily to create a theory but is an option (Stake 2005: 445; Stake 1995: 3, 36 f.). According
to Robert Stake “A case study is expected to catch the complexity of a single case. A single leaf,
even a single toothpick, has unique complexities — but rarely will we care enough to submit it to

case study.” (Stake 1995: xi). The case study is an intensive analysis and provides an in-depth
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understanding of a contemporary phenomenon within a bounded system (e.g. within a context, a
setting) (Hancock, Algozzine 2006: 9, 11; Creswell 2013: 97; Yin 2014: 16). Creswell (2013: 97)
describes the case study as a “...methodology, a type of design in qualitative research, or an
object of study, as well as a product of the inquiry.” As an empirical research method, it is
commonly used in social science disciplines, such as psychology, anthropology, political science
and sociology (Creswell 2013: 97; Yin 2003: 4 f.). Stake points out four defining features of case
studies — holistic, empirical, interpretive and empathic. The meaning of holistic is that the
interrelationship among the context and the phenomenon needs to be considered by the
researcher. By empirical is understood that the investigators base the inquiry on the observations
made in the field. Interpretive means that the study has an interaction between researcher and
subject. In addition, the researchers rely upon intuitions which is in line with constructivism
approach. Finally, the meaning of empathic is, to reflect on participants realities or experiences
in an emic viewpoint (Stake 1995: xi f., 40 f. 43 ff.; Yazan 2015: 139). Examined topics for case
study research vary widely. Often it includes groups, individuals, events, processes, programs,
institutions and other related phenomena (Hancock, Algozzine 2006: 11, 15). The case study
facilitates the exploration and understanding of complex social phenomena that arises out of
these situations and topics. Through case studies, the important and holistic characteristics of
real-life events for example like small group behavior, organizational, individual life cycles,
international relations, neighborhood and school events, etc. can be explored (Yin 2003: 4).
Insights that are provided through case studies can also have a direct impact on future research,
procedures and policies (English 2005: 93). As a qualitative research approach includes using an
array of data sources and ensures that the case or cases is explored through different lenses.
Therefore, the phenomenon can be understood and revealed through multiple facets (Baxter,
Jack 2008: 544). Sources of information for a comprehensive data collection are for instance
interviews, observations, reports, documents and audiovisual material (Creswell 2013: 97; Yin
2003: 8).

For the methodology of case study are multiple guiding approaches existent, e.g. Stake (1995;
2005); Yin (2014) and Merriam (1998). This research study applied the approach from Stake
(1995; 2005). Stake (1995; 2005) argues for a flexible strategy which focuses on the case, what
is to be studied, instead of the methodology, or how it is studied. His approach allows for major
changes in the design even if the research has already begun (Stake 1995: 49 ff. 2005: 448;
Yazan 2015: 141 f.). Stake suggests issue questions for an initial design, which will help formulate
the research questions. The researcher “use[s] issues as conceptual structure in order to force
attention to complexity and contextuality... [because] issues draw us toward observing, even
teasing out, the problems of the case, the conflictual outpourings, the complex backgrounds of
human concern” (Stake 1995; 16-17). Stake does not recommend a certain time point for starting

the data gathering and analysis during the investigation procedure. He advises two to three
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evolved issue questions in order to structure the interviews, observations, as well as document
reviews (Stake 1995: 20). The flexibility within Stakes case study approach is based on the
concept of progressive focusing from Parlett and Hamilton (1976). The concept assumes that “the
course of the study cannot be charted in advance.” (Parlett & Hamilton 1976: 148). According to
Parlett and Hamilton, “The transition from stage to stage, as the investigation unfolds, occurs as
the problem areas become progressively clarified and redefined” (Parlett & Hamilton 1976: 148;
cited in Stake 1995: 22).

A less strict research approach was beneficial in this case, since the research was strongly
connected with spending time in the field, getting a sense of the Cambodian culture and to

u