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Abstract
Despite the rapidly growing need to understand mental health challenges faced by refugee subpopulations, there is a dearth 
of literature exploring mental health conceptualization through the unique refugee lens. Guided by historical trauma theory, 
we gathered data using a two-phase explanatory sequential mixed-methods study (quantitative: n = 40; qualitative: n = 6) in 
a Midwestern U.S. region to understand mental health conceptualization from the Bhutanese refugee perspective by examin-
ing the cultural meaning and perception of mental health, describing experiences of mental health problems, and examining 
cultural protective factors and coping strategies. We argue that recognition of refugees’ conceptualization of mental health 
and identification of cultural protective factors is paramount to healing. Findings emphasize the need to understand historical 
and cultural perspectives in cross-cultural contexts for the development and implementation of culturally responsive services. 
Our study also contributes to emerging knowledge on methodological rigor in research among understudied, hard-to-reach, 
small populations.
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Introduction

Since 2006, more than 86,000 Bhutanese refugees have 
resettled in the United States (U.S. Department of State, 
2017), one of the largest refugee resettlement programs 
coordinated by the United Nations High Commissioner for 
Refugees in recent years (Gurung & Baidya, 2010; Shrestha, 
2015). An ethnically and linguistically Nepali minority 
group called Lhotshampas, Bhutanese refugees were forced 

to flee genocide, torture, and other human rights violations 
(Tol et al., 2010) in the early 1990s when the Bhutan gov-
ernment enacted policies to exclude and denationalize eth-
nic and religious minorities (Evans, 2010). The majority of 
Bhutanese refugees in the United States arrived between 
2008 and 2012 (Centers for Disease Control and Prevention, 
n.d.) after two decades of displacement in refugee camps in 
neighboring Nepal, which denied them citizenship despite 
their cultural ties to the country (Chase & Sapkota, 2017).

Bhutanese refugees have a long and painful history of 
collective historical trauma from forced displacement, sepa-
ration from family members, and loss of citizenship that 
continues to affect them on both individual and community 
levels in places of resettlement (Rinker & Khadka, 2018). 
After their third-country resettlement in the United States, 
this experience of collective historical trauma is often com-
pounded by post-resettlement challenges including but not 
limited to adjusting to a new environment, lack of employ-
ment and reliable social services, and language barriers, 
causing Bhutanese refugees to suffer from poor mental 
health outcomes (Ellis et al., 2016). Mental health is a public 
health concern among Bhutanese refugees, and these prob-
lems are experienced across generations (Rinker & Khadka, 
2018). Bhutanese refugees suffer from alarming rates of 
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substance misuse, depression, anxiety, and PTSD (Cochran 
et al., 2013), the latter three at significantly higher rates than 
the general U.S. population (Vonnahme et al., 2015). Fur-
ther, Bhutanese refugees have been found to attempt and 
complete suicide at high rates—both historically in refu-
gee camps (Schininà et al., 2011) and today in resettlement 
contexts (Ao et al., 2016). Despite these documented men-
tal health risks, however, mental health service utilization 
rates remain low among Bhutanese refugees due to direct 
and indirect barriers at the individual and system levels 
(Wylie et al., 2018): cultural barriers, acculturation stress-
ors, economic barriers, language barriers, gaps in culturally 
responsive services, and the larger political environment of 
visible minority status (Adhikari et al., 2015; Derr, 2016; 
Van Ommeren et al., 2001). Further, a deeper understanding 
of mental health from the unique Bhutanese refugee lens 
also remains limited (Vonnahme et al., 2015), largely due 
to Westernized approaches to mental health care that often 
overlook refugees’ experiences and cultural explanations of 
symptoms and distress (Im et al., 2017).

To effectively address community mental health needs 
and develop culturally responsive interventions, a cultur-
ally grounded understanding of mental health, including 
the meaning of mental health, experience of distress, and 
cultural protective factors such as community coping strat-
egies, is crucial. Studies that conceptualize mental health 
from community-grounded perspectives are warranted to 
devise culturally tailored programs and services that can 
mitigate mental health challenges and empower these new 
members of American society (Im et al., 2017). In this 
study, we sought to provide a comprehensive understand-
ing of mental health through the Bhutanese refugee lens to 
provide new directions and insights for eliminating mental 
health inequities in this population. We begin with a general 
review of refugee mental health and mental health services, 
with particular attention to Bhutanese refugees resettled in 
the United States, to set the context of the study.

Bhutanese Refugees, Mental Health, and Mental 
Health Services

The literature has established that refugees experience 
trauma before relocation and are particularly vulnerable to 
stressors upon resettlement (Yakushko et al., 2008). Cumula-
tive migration stressors—premigration trauma, conditions in 
refugee camps during prolonged periods of transition, and 
postmigration stressors—contribute to high mental health 
risks among refugees. Bhutanese refugees’ history of col-
lective trauma has been linked with forced displacement 
from Bhutan, torture, separation from family members, two 
decades in refugee camps in Nepal, and loss of citizenship 
that continue to affect them at individual and community 
levels (Rinker & Khadka, 2018). Common postmigration 

difficulties such as language barriers, worries about fam-
ily back home, separation from family, lack of social sup-
port, financial difficulties, difficulty maintaining cultural and 
religious traditions, employment difficulties, poor access to 
health care, insufficient help from charities or other agencies, 
insufficient help from the government, increased family con-
flict, and lack of community structures for resolving family 
disputes have been found to be risk factors among Bhuta-
nese refugees (Hagaman et al., 2016). Acculturation stress-
ors among older Bhutanese refugees were associated with 
cultural differences in values and norms, abrupt changes in 
living environments, and drastic shifts in ways of living (Im 
& Neff, 2020). Although postmigration stressors vary across 
demographic groups, postmigration stress such as demands 
of acculturation, language difficulties, decreased support 
systems, increased caregiving responsibilities, socioeco-
nomic disadvantages, lack of access to services, changes 
in family dynamics, financial hardship, discrimination, and 
limited technology skills were found to be major risk fac-
tors for depression and other mental health problems among 
Bhutanese youth and older adults (Poudel-Tandukar et al., 
2019). The traditional approach to health care among Bhu-
tanese refugees often relies on home remedies, and medical 
treatment is only sought when conditions are not resolved, 
presenting a potential challenge to U.S. health care pro-
vision (Maack & Willborn, 2018). This challenge can be 
exacerbated by the possible lack of insurance after resettle-
ment benefits expire (Maack & Willborn, 2018). The lack of 
help-seeking behavior in the Bhutanese population may also 
highlight a gap between the need for mental health services 
and their use, as well as the availability, accessibility, and 
perceived efficacy of such services (Hagaman et al., 2016). 
Further, lower mental health service utilization rates among 
refugees are linked to social, linguistic, and economic fac-
tors; clinical severity; cultural differences in symptom pres-
entation; and systemic discrimination (Derr, 2016; van der 
Boor & White, 2020).

Culture, Language, and Somatization

Culture influences how people understand and make mean-
ing of mental health, and exploring cultural dimensions 
of mental health behaviors necessitates qualitative modes 
of inquiry to more actively “engage” culturally embedded 
points of view (Staples & Widger, 2012). Among refugees, 
stigma, which shapes negative perceptions of mental ill-
ness and psychological treatment, and the fear of bringing 
shame to themselves as individuals and to their family are 
key reasons why they do not seek mental health services 
(MacDowell et al., 2020; Poudel-Tandukar et al., 2019). Fur-
ther, language barriers in a health care context can lead to 
fear and uncertainty regarding health outcomes, especially 
when interpreters are not available for important steps such 
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as scheduling appointments or filling out paperwork (van 
der Boor & White, 2020). When interpreters are offered 
(e.g., for meetings with a provider), concerns arise over 
the translation’s accuracy and completeness, interpersonal 
dynamics, and the insertion of unsolicited personal attitudes 
or advice (van der Boor & White, 2020). At psychiatric care 
centers, language barriers and lack of interpreters can also 
lead to inappropriate treatment and reduced access to care 
(Gong et al., 1991). Further, somatization—the expression 
of physical symptoms of psychological distress, which can-
not be explained by medical examination—is widespread 
among refugees, especially those from non-Western coun-
tries (Rohlof et al., 2014). Although there is strong evidence 
for somatization generally, this phenomenon needs more 
exploration among immigrants and refugees (Lanzara et al., 
2019; Ritsner et al., 2000), including Bhutanese refugees. 
Studies involving Nepali-speaking populations can provide 
important insights into the impact of increased somatiza-
tion in the presentation of psychiatric symptoms, which 
could be relevant to the Nepali-speaking Bhutanese popula-
tion (Kohrt et al., 2005). Although psychological trauma is 
not a unitary construct and has no single linguistic corol-
lary in Nepal (Kohrt & Hruschka, 2010), the psychological 
sequelae of negative life events expressed through idioms of 
distress provide direction regarding somatization of mental 
health (Kohrt & Hruschka, 2010). Studies among Bhuta-
nese refugees and the Nepali population in Nepal showed 
that idioms of psychological trauma and distress related to 
the impact on the heart–mind, brain–mind, body, spirit, and 
social status (Kohrt & Hruschka, 2010). Idioms related to 
brain–mind dysfunction contributed to mental health stigma, 
and seeking treatment for heart–mind distress seemed more 
socially accepted (Kohrt & Hruschka, 2010). Evidence for 
“Nepali-Bhutanese syndrome,” the term for somatization in 
this population, is still scant and remains largely anecdotal 
in the United States (Tolan, 2016).

Economic and Social Stressors

Although successful adaptation among refugees has been 
identified by characteristics such as adequate housing, lan-
guage skills, financial security, and employment, employ-
ment has been deemed the most important factor for success-
ful refugee adaptation (Porter & Haslam, 2003). Economic 
stress has been shown to be the most salient stressor that 
stems from difficulty finding employment and opportunities, 
largely because refugees arrive with premigration challenges 
in resettlement spaces with underdeveloped networks and 
environments that often stigmatize refugee status (Baranik 
et al., 2018). Economic stressors, including cost, time off 
work, and childcare, compound the difficulties of navigat-
ing structural barriers to mental health treatment (van der 
Boor & White, 2020). Overall, lack of financial capital is an 

obstacle for obtaining services, which further limits health 
insurance access and awareness regarding alternative medi-
cal coverage. In the Bhutanese refugee population, Betan-
court et al. (2015) found overwhelming concern related to 
economic hardship—not having enough money for food or 
rent—and acculturative stressors including language barri-
ers, particularly related to parents and children being unable 
to communicate with teachers and other school personnel 
and children struggling to do their homework. Financial 
stressors and social stressors that cause disruption of fam-
ily life among Bhutanese refugees were found to lead to 
increased risk of depression and suicidal ideation (Von-
nahme et al., 2015).

Service Barriers

Mental health professionals are challenged with providing 
culturally responsive services because of significant gaps in 
their understanding of the cultural belief systems of subpop-
ulations (Maleku & Aguirre, 2014, 2018). Although unique 
historical and contextual experiences generate culturally 
specific risk and protective factors for mental health, con-
ceptual models of mental health, suicide, and interventions 
still rely heavily on Western assumptions and understandings 
(Cramer & Kapusta, 2017) or reduce refugees to a cultural 
monolith. Refugees also experience discrimination from 
providers and staff members, which diminishes the likeli-
hood they will seek additional services (Teunissen et al., 
2014). Thus, little is known about mental health challenges 
in refugee subpopulations. Given the diversity among these 
subpopulations, one-size-fits-all mental health interventions 
do not meet their needs and capacities. In-depth explora-
tion using unique refugee perspectives is much needed to 
establish the scope of the mental health problem in this 
population and to make subpopulation groups more vis-
ible. Exploring local conceptualizations of mental health, 
culturally appropriate language can facilitate understanding 
of how populations survive collective trauma and rebuild 
identity that acknowledges past suffering and loss (Shannon 
et al., 2015b). This is crucial to unmasking discrepancies and 
devising tailored programs and services that bolster efforts 
toward eliminating mental health inequities and encouraging 
refugee inclusion.

Our Study

Despite Bhutanese refugees’ experience with collective 
trauma and documented high rates of psychiatric morbidity, 
disability, and suicide, there is limited research exploring 
the conceptualization of mental health from the Bhutanese 
refugee lens (Shannon et al., 2015b; Vonnahme et al., 2013). 
A culturally rich description of mental health sensemaking 
from the Bhutanese refugee lens has the potential to inform 
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culturally responsive approaches to promoting exchanges 
of knowledge and expertise to build collaborative care and 
community partnership and bridge the evident gaps between 
mental health care and refugee resettlement services. In this 
study, we sought to broaden our understanding of mental 
health in the Bhutanese refugee context by: (a) examining 
the cultural meaning and perception of mental health; (b) 
describing experiences of mental health problems; and (c) 
examining cultural coping strategies and cultural protective 
factors. This comprehensive understanding of mental health 
conceptualization from the Bhutanese refugee lens will gar-
ner new directions and insights for eliminating mental health 
inequities in this population.

Study Setting

The Midwestern U.S. region, the setting of our study, ranks 
among the top five refugee resettlement sites in the coun-
try (Refugee Processing Center, 2020). This region hosts 
the largest Bhutanese refugee population—approximately 
23,500 Bhutanese refugees—and this number is expected 
to increase in the next 5 years (Adhikari et al., 2015). A 
recent study in the region suggested alarming rates of anxi-
ety symptoms, PTSD, depression, suicide, and substance 
misuse among resettled Bhutanese refugees in the region 
(Adhikari et al., 2015). Given the increasing demographic 
shifts in the region, mental health services are highly uneven 
and human services organizations face persistent challenges 
in providing culturally responsive services (Maleku et al., 
2018).

Theoretical Framework: Historical Trauma Theory

History provides groups not only with a platform for mutual 
affinity, but also with a sense of collective meaning-making, 
experiences, and identities. As a guiding theoretical frame-
work for our study, we used historical trauma theory, which 
examines the collective trauma experienced by a popula-
tion and the effects of repeated traumatic experience across 
generations (Sotero, 2006). The literature contends that the 
transmission of collective trauma exists in cultural rituals 
and artifacts, community events and commemorations, and 
family narratives diffused through social learning, social 
identity, and psychodynamics (Tcholakian et al., 2019). 
The experience of historical trauma in a population has 
been identified as a potential cause for long-term distress 
and substance abuse among communities (Ehlers et al., 
2013). Given the painful collective historical experience 
among Bhutanese refugees, understanding mental health 
through a historical trauma lens might garner new insights 
on their shared understanding and culturally grounded con-
ceptualization of mental health. Historical trauma theory 
has been used widely to examine disparate outcomes among 

African American and Native American populations (Sotero, 
2006) but has seen limited use regarding intergenerational 
trauma among refugee populations, a phenomenon that is 
little understood (Sangalang & Vang, 2017). Populations 
who faced mass trauma exhibit disease prevalence, psy-
chological distress, maladaptive coping mechanisms, and 
substance misuse at higher rates—termed historical trauma 
response—because of trauma’s lingering effects, passed 
down through myriad social and environmental pathways 
(Heart, 2003). Socially, difficulty with parenting and family 
relationships and poor communication may lead to psycho-
logical distress among children (Sangalang & Vang, 2017). 
Environmentally, cultural loss, severed ethnic ties, and a 
breakdown in community structure can perpetuate trauma 
in refugee populations and alter how they experience new 
spaces and realities (Sotero, 2006). Studies have found that 
refugees situate their traumatic experiences in the political 
context that led to the violence and disruption of their lives 
(Shannon et al., 2015a). These compounding pathways for 
transmission may contribute to higher psychological dis-
tress rates among populations with past collective trauma. 
Therefore, understanding psychological distress among refu-
gees through a historical trauma lens will help articulate 
how a community makes sense of mental health for that 
population. This shared understanding could aid providers 
in implementing culturally responsive services and challenge 
Western approaches to mitigating mental health experiences 
by pathologizing or managing symptoms (Tol et al., 2010).

Method

Research Design

We used a mixed-methods research design to generate meta-
inference (Creamer, 2018)—which links, compares, con-
trasts, or modifies inferences generated by quantitative and 
qualitative strands (Teddlie & Tashakkori, 2009, p. 300)—to 
gain a comprehensive understanding of the conceptualiza-
tion of mental health among Bhutanese refugees. Given 
the descriptive purpose of our study, we used a two-phase 
explanatory sequential mixed-methods design for a general 
understanding of the research problem (Ivankova et al., 
2006; Fig. 1). Driven by a quantitative approach and fol-
lowed by a consecutive qualitative approach, an explanatory 
sequential mixed-methods design is best suited for studies 
with a descriptive purpose, wherein the quantitative phase is 
often abstract and decontextualized and needs a qualitative 
approach to not only explain or elaborate the quantitative 
findings, but also provide a richer and more contextualized 
explanation of the study conditions and results (Watkins 
& Gioia, 2015). As such, Phase I of the study included 
in-person quantitative data collection that gathered broad 
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information regarding understanding of mental health and 
inequities among Bhutanese refugees. Guided by the prelim-
inary findings from the quantitative data regarding patterns 
and prevalence of mental health, qualitative data collected 
in Phase II through a virtual focus group discussion (FGD), 
adjusted due to COVID-19 disruptions, helped explain the 
quantitative findings and provided in-depth understanding 
of mental health conceptualization through the Bhutanese 
refugee lens. Data collection was conducted from February 
through April 2020. Institutional review board approval was 
received at the study site.

Sample Recruitment and Data Collection

The two-phase data collection was conducted in collabora-
tion with a local community-based ethnic organization serv-
ing the Bhutanese community, which was the key recruit-
ment site for data collection. Convenience sampling through 
partnership with community-based organizations presents 
pragmatic research advantages by providing access to other-
wise hard-to-reach groups (Bonevski et al., 2014). We used 
parallel samples (Onwuegbuzie & Collins, 2007), which is a 
sampling strategy in mixed-methods research that specifies 
that the samples for quantitative and qualitative components 
are different but drawn from the same population of interest. 
Parallel sampling was used to seek convergent and divergent 
themes by purposefully centering diverse community voices 
to promote interpretive consistency of quantitative and quali-
tative data (Collins et al., 2007).

The discussion of rigor and practicality related to research 
with hard-to-reach population should not be overlooked. 
Sample recruitment among underserved and hard-to-reach 
populations is seldom straightforward, where data collection 

procedures and sample size can differ based on population 
accessibility and study area (Bonevski et al., 2014; Crosby 
et al., 2010). Therefore, the practicality of recruiting a hard-
to-reach population sample should not preclude expectations 
of methodological rigor, often developed in the context of 
more accessible populations with socially acceptable areas 
(Crosby et al., 2010). It might seem questionable that as the 
largest refugee population in the Midwestern region, Bhu-
tanese refugees might not meet the parameters of what is 
usually considered hard to reach. It is noteworthy, however, 
that the definition of a hard-to-reach population is not only 
based on accessibility, geography, and transience, but also 
on social disadvantages (Bonevski et al., 2014; Shaghaghi 
et al., 2011). Given the forced displacement context and 
experiences of structural disadvantages and inequities, the 
Bhutanese refugee population is a systematically hard-to-
reach, underserved population (Shaghaghi et al., 2011). The 
sensitivity of the issue of mental health further compounds 
the challenges of engaging this population in research. 
Because research grounded in community perspectives aims 
to identify the unique experiences of resource-strapped pop-
ulations (Bonevski et al., 2014), these voices still have the 
potential to address the paucity of knowledge even with a 
relatively smaller sample size. These community voices war-
rant attention and therefore, should not be excluded (Crosby 
et al., 2010).

We employed multiple methodological strategies to opti-
mize both the research rigor and value of our study findings. 
The purposeful use of a mixed-methods approach, wherein 
qualitative data through an FGD provided an opportunity to 
explain the survey findings grounded in community perspec-
tives and helped broaden the overall descriptive results from 
the quantitative survey. Studies have suggested including 

Fig. 1  Procedural diagram: explanatory sequential mixed methods research design
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three to 12 FGD participants, depending on the nature of 
the topic area (Padgett, 2017), with as few as four recom-
mended for in-depth discussions on sensitive issues such as 
mental health (Adler & Clark, 2015). Our sample size of 
six FGD participants met the recommended number for an 
FGD focused on a sensitive topic of mental health. Despite 
the homogeneity of backgrounds among participants, FGD 
composition included diverse perspectives based on demo-
graphic strata, such as age, gender, and education level, 
which is a recommended practice to bolster the credibility of 
focus group data (Hennink et al., 2019). Partnership with the 
Bhutanese community organization throughout the research 
process including translation of survey instrument in Nepali 
using local concepts to capture the cultural vernacular and 
idioms; participant recruitment and data collection support, 
which are crucial components of a community-engaged 
study (Hacker, 2013), facilitated seamless study implemen-
tation. Further, member checking and community consulta-
tion were utilized to disseminate findings and solicit feed-
back from the Bhutanese community organization, which 
helped build population relevance, acceptability, and useful-
ness of rigorous research data.

Phase I

Data collection in Phase I included an in-person quantita-
tive paper-based community survey using a 30-item survey 
instrument self-administered both in English and Nepali, 
based on English language proficiency and preference of 
research participants (N = 40). Translators and data collec-
tors from the Bhutanese community organization were used 
to facilitate data collection, as needed. Each participant 
received a $10 USD gift card as an incentive for their time. 
The 30-item survey instrument included questions covering 
five major domains: perceptions of mental health; experi-
ence with mental health problems; cultural coping strate-
gies and support seeking behavior; mental health services; 
and an open-ended question regarding mental health in the 
Bhutanese refugee community. Nominal categories were 
used to ascertain patterns of mental health meaning and 
understanding, community perceptions of mental health, 
cultural stigma associated with mental health, experiences 
with mental health problems, and perceptions of mental 
health services. The 30-item survey included standardized 
scales—namely, the Generalized Anxiety Disorder (GAD-
7; Spitzer et al., 2006) and the Patient Health Question-
naire (PHQ-9; Kroenke et al., 2001)—to gauge patterns of 
anxiety and depression symptoms, respectively, as part of 
the mental health experience domain. GAD-7 is measured 
with a 4-point scale ranging from 0 (not at all) to 3 (nearly 
every day) and indicates different levels of anxious symp-
toms: minimal or none (0–4), mild (5–9), moderate (10–14), 
or severe (≥ 15; Spitzer et al., 2006). PHQ-9, measured 

by response options of 0 (not at all), 1 (several days), 2 
(more than half the days), and 3 (nearly every day), indi-
cates different levels of depressive symptoms: minimal or 
none (0–4), mild (5–9), moderate (10–14), or severe (≥ 15; 
Kroenke et al., 2001). The GAD-7 and PHQ-9 scales have 
been used among refugee populations as screening instru-
ments to measure psychological distress and identify sever-
ity of symptoms (Bjarta et al., 2018). The PHQ-9 scale 
has been culturally adapted by Kohrt et al. (2016) with lay 
Nepali terminology and validated among Nepali-speaking 
populations with high reliability (Cronbach’s α = 0.84), mod-
erate internal consistency (0.54–0.86), and high sensitivity 
and diagnostic odds (OR = 62.55). Similarly, GAD-7 is a 
widely validated scale in low-income countries, including 
South Asia, and has been used in Nepal in other recent stud-
ies (Gupta et al., 2020). Given the importance of informal 
care practiced by friends, relatives, and neighbors in the pre-
vention and alleviation of mental distress in the Bhutanese 
refugee population (Chase & Sapkota, 2017), we also used 
the 11-item support seeking domain of the Coping Strategy 
Indicator Scale (CSI; Desmond et al., 2006) to focus on the 
mechanisms of coping and support seeking measured by 
using a 3-point Likert scale (0 = not at all, 1 = a little, 2 = a 
lot) as part of the 30-item survey instrument.

Phase II

Data collection in Phase II included one 90-min virtual 
FGD, using a secure Zoom platform to garner in-depth 
information from Bhutanese key informants (N = 6). The 
virtual FGD had to be adapted due to the disruption caused 
by COVID-19. The study team, composed of two bilingual 
(English–Nepali) researchers, conducted the FGD primar-
ily in English, with opportunities for participants to express 
cultural terminologies in Nepali. Using an FGD guide, 
researchers asked participants to provide deeper insights on 
their understanding of mental health, experience of mental 
health issues, and cultural coping mechanisms and protec-
tive factors in the Bhutanese refugee population to further 
explain and expand the preliminary survey findings in the 
Bhutanese historical and cultural contexts. Unscripted 
prompts were used to elaborate on specific mental health 
topics faced by the Bhutanese community. The FGD was 
video recorded and transcribed verbatim by the two-person 
research team. General observatory field notes were also 
taken by the research team during the FGD. Each participant 
received a $25 e-gift card upon completion of the FGD.

Data Analysis

Quantitative data from the community survey (n = 40) and 
qualitative data from the FGD (n = 6) were first analyzed 
separately and then integrated to provide a comprehensive 
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understanding of mental health conceptualization grounded 
in the Bhutanese lens. Univariate analyses were used to 
describe the data and find patterns in the quantitative data 
collected using SPSS v.25. Composite mean scores were 
used to calculate the cutoff point for anxiety (GAD-7) and 
depression (PHQ-9). Mean scores were calculated for CSI 
to identify mechanisms of support seeking behavior. Reli-
ability measures (Cronbach’s α) showed high levels of 
internal consistency (GAD-7: α = 0.91; PHQ-9: α = 0.93; 
CSI: α = 0.93). We analyzed qualitative data in two stages. 
First, we used the rapid and rigorous qualitative data analy-
sis (RADaR) technique—an individual and team-based 
approach to streamlining coding and qualitative data analy-
sis in a systematic way—to develop data reduction tables in 
Excel (Watkins, 2017). Second, we used thematic coding as 
the first-cycle coding method (Saldana, 2016) to categorize 
codes and generate themes based on relationships between 
codes, frequencies, and meaning across codes. Second-cycle 
coding methods included axial coding and theoretical cod-
ing, wherein the overarching themes were coded, sorted, 
and synthesized (Saldana, 2016). To maintain methodologi-
cal rigor in the data analysis, the first and second authors 
coded the data independently, generated tables with initial 
and focused codes, and translated the codes into categories, 
themes, and subthemes. We ran kappa analysis (Cohen’s k) 
to determine the level of intercoder agreement (McHugh, 
2012); results show substantial agreement in data coding and 
analysis (k = 0.692, p = 0.001). All authors then re-evaluated 
data analysis, unanimously agreed on the study’s overarch-
ing themes, and finalized the translation of themes table 
(Table 1). Four interrelated overarching thematic clusters 
emerged from the data. The two databases were then merged 
for analysis to highlight convergent and divergent themes to 
present the overall mixed-methods results, a crucial compo-
nent of a mixed-methods study (Creswell, 2015).

Results: Integration of Quantitative 
and Qualitative Findings

Demographic characteristics of the study sample (N = 46) 
are presented in Table 2. Almost 57.50% of participants were 
between 20–30 years of age; median annual income was 
$31,000–$40,000; 55% of study participants identified as 
male and 45% identified as female; 52.5% were employed 
and 45% were unemployed; and a majority practiced Hindu-
ism (65%). Approximately 60% of survey respondents had 
been in the United States for ten or more years. Among the 
key informants (N = 6) who participated in the FGD, the 
mean age was about 32 years, ranging from 20 to 50 years. 
There was an equal distribution of male and female par-
ticipants; mean length of stay in [state blinded for review] 

was about 8 years. Most FGD participants were employed 
full-time and included a social worker, caseworker, manager, 
director, and student.

Given the rich information garnered from the FGD to 
corroborate the descriptive quantitative results, we purpose-
fully established qualitative data as the priority. Then, using 
a weaving technique, which is a process of integrating both 
qualitative and quantitative findings on a theme-by-theme or 
concept-by-concept basis (Fetters et al., 2013), we integrated 
descriptive and narrative data from quantitative and qualita-
tive phases in four overarching interrelated thematic clusters 
that emerged from the qualitative data analysis.

Theme 1: Community Understanding of Mental 
Health

Findings show that community understanding of mental 
health in the Bhutanese refugee community is still evolving 
and rather mixed. Although almost 97.5% of survey respond-
ents reported that mental health is important to them, partici-
pants also shared that there is a persistent lack of awareness 
due to cultural disbelief in mental health. Survey respond-
ents and discursive FGD discussion highlighted that younger 
Bhutanese members were more aware and understanding of 
mental health issues. Recognition and acceptance of mental 
health in this group were considered to have positive ripple 
effects in the larger community:

People do have mental health issues, but there is lack 
of awareness. They are not open to discussing these 
issues. I feel that more young Bhutanese members are 
starting to be aware of mental health issues—it’s pro-
gressing. (Survey participant).

When asked about what mental health meant to the 
Bhutanese community, survey respondents associated the 
meaning of mental health (Fig. 2) with five major domains: 
emotional wellness (87.5%), social wellness (82.5%), physi-
cal wellness (67.5%), spiritual wellness (60%), and clinical 
characteristic (42.5%).

Although mental health was associated with emotional 
(bhawanatmak), social (samajik), physical (sharirik), spirit-
ual (aadhyatmik), and clinical (chikitsakiya) attributes, FGD 
participants highlighted that there is no common understand-
ing of mental health in the Bhutanese population. Partici-
pants stated that because people in the Bhutanese commu-
nity have experienced mental health symptoms for so long, 
they view them as a part of their daily lives:

The whole idea of mental health is very loosely 
defined in our community. So, there’s like not really 
[a clear idea]. We still haven’t grasped the concept of 
what actual mental health looks like … and we don’t 
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Table 2  Demographic 
characteristics of study 
participants (N = 46)

Survey participants 
(N = 40)
f (%)

Focus group participants (N = 6)
f (%)

Age
 Between 20 and 30 years 23 (57.5) Mean = 31.75 years, SD = 12.5
 Between 31 and 40 years 7 (17.5)
 Between 41 and 50 years 8 (20)
 Between 51 and 60 years 2 (5)

Sex
 Male 22 (55) 3 (50)
 Female 18 (45) 3 (50)

Religion
 Hinduism 26 (65)
 Christianity 8 (20)
 Buddhism 1 (2.5)
 Other 5 (12.5)

Marital status
 Single 23 (57.5)
 Married 13 (32.5)
 Separated 1 (2.5)
 Divorced 2 (5)
 Missing 1 (2.5)

Employment status
 Employed 21 (52.5)
 Unemployed 18 (45)
 Missing 1 (2.5)

Annual family income
 Less than $10,000 7 (17.5)
 Between $10,000 and $20,000 2 (5)
 Between $21,000 and $30,000 3 (7.5)
 Between $31,000 and $40,000 11 (27.5)
 Between $41,000 and $50,000 4 (10)
 Between $51,000 and $60,000 4 (10)
 Above 61,000 4 (10)
 Missing 5 (12.5)

Place of birth
 Bhutan 24 (60) 3 (50)
 Nepal 15 (37.5) 3 (50)
 Other 1 (2.5)

Education
 High school diploma or equivalent 13 (32.5) 2 (33.3)
 Some college, but no degree 6 (15)
 Associate’s degree 3 (7.5)
 Bachelor’s degree 9 (22.5)
 Master’s degree 3 (7.5) 2 (33.3)
 Never attended school 1 (2.5) 2 (33.3)
 Missing 5 (12.5)

Length of stay in the US
 Between 1 and 3 years 2 (5)
 Between 3 and 5 years 1 (2.5) Mean = 10 years, SD = 0.816
 Between 5 and 7 years 4 (10)
 Between 7 and 9 years 9 (22.5)
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really have like a unified idea of what mental health 
really is. (FGD participant).
For me personally, if I wake up right in the morning—I 
am mentally right today. If don’t wake up, right, like I 
have a heavy head or I’m stressed—then, I’m mentally 
sick for the day. So personally, I see mental health is 
very much attached to our personal life, day-to-day 
activities. (FGD participant).
In general, I don’t know if there is a definition that the 
community has accepted or maybe still people don’t 
know about what mental health issue is. Do I have [a] 
mental health issue? Or it’s like it’s normal as usual, I 
lived my life this way. (FGD participant).

Because mental health has been normalized in their daily 
minutiae, Bhutanese community members cannot compre-
hend a life free of mental health issues. FGD participants, 
therefore, stated that this normalcy might have contributed 
to the lack of awareness and understanding of mental health 
problems in the Bhutanese community.

Theme 2: Mental Health and Culture of Inexpression

Survey findings show widespread acknowledgment that 
Bhutanese community members definitely or most defi-
nitely experience mental health symptoms (87.5%). Yet 

almost 32.5% of survey respondents reported that they do 
not experience any mental health symptoms (not at all and 
not likely) and 25% reported being unsure of their mental 
health experience (Fig. 3).

Further, self-reported anxiety measured by GAD-7 
based on a mean cutoff score was mild (M = 5.67, 
SD = 6.32) in the survey sample. Almost 55% of the sur-
vey respondents showed minimal anxiety, 20% showed 
mild anxiety, 12.5% showed moderate anxiety, and 12.5% 
showed severe anxiety levels. Similarly, depression lev-
els, measured by PHQ-9, indicated moderately severe 
depression (M = 14.79, SD = 7.01) based on the cutoff 
score. Almost 22.5% of the survey sample showed mild 
depression; 42.5% showed moderate depression, 10% 
showed moderately severe depression, and 25% showed 
severe depression levels. Although survey findings suggest 
the prevalence of mental health symptoms in the Bhuta-
nese community, FGD participants emphasized a lack of 
expression, as described by one participant: “Unexpressed. 
Mental health is unexpressed.”

FGD participants said that the inexpression of men-
tal health perpetuates the belief that mental health is not 
a relevant issue, affecting both awareness of the issue and 
help-seeking behavior. Participants underscored that because 
mental health is not expressed, there is a predominant notion 
that the Bhutanese community does not experience mental 

Table 2  (continued) Survey participants 
(N = 40)
f (%)

Focus group participants (N = 6)
f (%)

 10 years or more 24 (60)
Length of stay in [current state]
 Less than 1 year 3 (7.5)
 Between 1 and 3 years 7 (17.5) Mean = 7.75 years, SD = 2.5
 Between 3 and 5 years 4 (10)
 Between 5 and 7 years 15 (37.5)
 Between 7 and 9 years 6 (15)
 10 years or more 5 (12.5)

Fig. 2  Meaning of mental 
health (n = 40)
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health problems and therefore, treatment is not needed for 
something that does not exist:

They don’t consider it as an illness that has to be 
expressed or should seek help or support or treatment. 
People will say, even if they have that, the thing that 
I have this existing since I came or since it was like 
10 years when I was in camp. So, I don’t have a prob-
lem. Even if there is a problem, they don’t express that. 
(FGD participant).

Participants corroborated several reasons for the inexpres-
sion of mental health. Bhutanese refugees adhere to a collec-
tivist culture, wherein individual experiences are not given too 
much importance. Further, given their collective refugee expe-
rience, they have always had to think about safety and survival 
as top priorities, and expressing emotions and feelings seemed 
futile amid the continual disruptions they faced throughout 
their life course. Participants also highlighted that expression 
of emotional distress is limited by the Nepali language. These 
linguistic limitations might have contributed to the inability to 
express mental health experiences as understood, described, 
or even experienced in Western culture:

I think one of the issues is also just talking about our 
emotions—because we have always been on survival 
mode, we don’t really think about ways to commu-
nicate how we feel. Also, there really isn’t a way in 
our language to say, oh, I feel sad, or I feel isolated, 
because we’re so into the mindset of thinking that 
we’re constantly on survival mode and we have been, 
but here it’s different. (FGD participant).
I don’t think there are any verbiage that can define 
“counseling” in Nepali as of yet. So, how do people 
understand mental health concept in general? (FGD 
participant).

Theme 3: Historical Trauma and Cultural Stigma

Survey respondents (92%) and FGD participants resound-
ingly agreed on the pervasive cultural stigma surrounding 
mental health in the Bhutanese community.

There’s definitely a bad stigma, if you have mental 
health issues, then you’re seen as like a crazy person 
that needs help that can’t manage to do things on your 
own. So, it definitely has bad stigma to it. (FGD par-
ticipant).

FGD participants corroborated that cultural stigma 
around mental health was largely due to their historical expe-
rience of collective cultural trauma that resulted in multi-
generational suffering. Bhutanese refugees endured political 
violence and torture in Bhutan and discrimination in refugee 
camps in Nepal. The community’s collective refugee expe-
rience of isolation and marginalization was very painful to 
talk about, causing repulsive reactions, which further created 
stigmatization of mental health. Collective cultural trauma is 
siphoned to subsequent generations that did not bear witness 
to the trauma but continue to shoulder the weight of a pain-
fully disrupted life that inflicted emotional, psychological, 
and physical harm. Participants highlighted the persistent 
negative treatment of people suffering from mental health 
issues in the past that created a perceived fear of being 
labeled and isolated from their own community. Stigma-
tizing beliefs of potential violence, dangerousness, shame, 
incompetence, punishment, and criminality were associated 
with people suffering from mental illness.

What we had historically as the concept of mental 
health is still existing in the community. It is still taken 
as a source of taboo, and people don’t like to talk about 
the painful past. They feel they will become more iso-
lated by expressing themselves as mentally ill or men-
tally unable to do things. (FGD participant).

Fig. 3  Self-reported experience 
with mental health symptoms 
(n = 40)
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People mostly connect mental health with some pains 
in the past with the family members in generations, 
like my uncle died by suicide. I now see that my 
uncle [might have] been [going through] a chronic 
mental health issue, but how was that taken by my 
family—it is like somebody in the generation before 
passed away—and maybe some rituals were not com-
pleted and that evil omen is still somewhere hanging 
around—that’s how it is handled, without looking at 
ways to address the problem before my uncle went to 
that level of making the decision to take his own life. 
(FGD participant).
The way it was taken—back in the day—is you see 
people who have mental illness are being isolated. Like 
in my own extended family, if someone had mental ill-
ness, you are locked inside because they think they will 
be very violent to the family, they might do anything 
to the family. So, they put them in a small, closed area 
and they feed them once or twice a day, and that’s it. 
So, seeing that—even if people had that mental illness, 
they wouldn’t express that to people because of that 
fear. That is a historical concept of how mental health 
was. That is why the taboo, the stigma still exists. 
(FGD participant).

Participants also shared that people who experience men-
tal health symptoms, particularly men, are seen as incapable. 
This cultural perception jeopardizes the traditional role and 
status of men in a largely patriarchal culture, in which men 
are expected to be strong, powerful, authoritative, and head 
of the household:

If you’re going through some mental health issue—
people perceive them as someone who’s incapable of 
doing and managing day-to-day lives. For us, espe-
cially the men in our community—they want to be the 
working person in the family—so, like for them, these 
kinds of issues bother them. It’s kind of putting them 

in a vulnerable position. So, people don’t want to talk 
about it. (FGD participant).

Theme 4: Cultural Coping Mechanisms

FGD participants discussed positive community coping 
mechanisms that facilitated positive mental well-being in 
the Bhutanese community. Support seeking, in general, was 
a common coping mechanism. Survey findings on support-
seeking behavior showed that it was mostly limited to the 
parameters of family, friends, and members of their own 
community (Table 3). The five major support-seeking behav-
iors were talking to people about the situation because that 
made them feel better (M = 1.32, SD = 0.77); describing feel-
ings to a friend (M = 1.21, SD = 0.70); accepting help from a 
friend or relative (M = 1.16, SD = 0.78); telling people about 
the situation because it helped them come up with solutions 
(M = 1.13, SD = 0.77), and seeking reassurance from those 
who know them best (M = 1.13, SD = 0.81).

Participants in the FGD highlighted the importance of 
physical, mental, and spiritual practices such as yoga and 
walking as coping mechanisms. Bhutanese older women 
described household chores as a passive coping strategy to 
regulate their emotions:

The other thing, especially that I see very common 
among older women, is doing household chores—like 
mopping floors, cooking, cleaning, gardening, what-
ever it is—that really helps them take their mind off 
of other things. And that’s something that I’ve noticed 
with my mom, even with myself right now. So, a lot of 
older ladies definitely use household chores as a cop-
ing mechanism. (FGD participant).

The mind–body–spirit connection was explained as sig-
nificant to the Bhutanese experience. Temples and other 
sacred sites are considered healing spaces that provide peace 
and solace, not only among people experiencing mental 
distress but also their families. Traditional religious rituals 

Table 3  Social support seeking 
among Bhutanese refugee 
population (N = 40)

Social support items (α = 0.93) M (SD)

Described your feelings to a friend 1.21 (0.7)
Accepted sympathy and understanding from someone 1.18 (0.76)
Talked to people about the situation because talking about it made you feel better 1.32 (0.77)
Talked about fears and worries to a relative or friend 1.03 (0.78)
Told people about the situation because talking about it helped you come up with solutions 1.13 (0.77)
Went to a professional to help you feel better 0.97 (0.1)
Went to a friend to help you feel better about the problem 1.05 (0.73)
Went to a friend for advice about how to change the situation 1.08 (0.71)
Accepted sympathy and understanding from friends who had the same problems 0.95 (0.73)
Accepted help from a friend or relative 1.16 (0.78)
Sought reassurance from those who know you best 1.13 (0.81)
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and customs were the most commonly mentioned cultural 
coping mechanism. The Bhutanese community predomi-
nantly features practicing Hindus, who believe in that gods 
can remove the negative effects of evil powers. Because the 
Hindu belief system fosters concepts of collective identity, 
social status (i.e., varnas and caste system), ethical conduct 
(i.e., dharma), and familial obligations (Im & Neff, 2020), 
FGD participants reiterated that family and community were 
very strong cultural components. Therefore, culturally sup-
portive Hindu religious rituals—such as “Graha Shanti,” a 
spiritual practice to heal the spirits and the stars; collectively 
listening to “Bhagavad Gita,” a Hindu religious scripture 
recited by Hindu priests; or conducting “saptaha,” a seven-
day prayer, worship, and ritual offering in front of a sacred 
fire while chanting mantras—wherein extended family mem-
bers, neighbors, and the larger community are engaged—
provided a sense of belonging and agency in the community. 
Further, participants also shared that “jhakri,” who are tra-
ditional healers, have historically played a prominent role in 
Bhutanese culture as protectors:

In my family, if they believe there is some evil going 
around with any member of the family. We do religious 
ritual— “Graha Shanti.” We invite family, where eve-
ryone come together and practice these religious and 
spiritual practices. (FGD participant).
If someone has mental illness, they still believe that 
going to temple solves that problem. Because back 
home, they used to go Brindaban [religious site]. So 
similarly, here also they go to pilgrims, there is “sap-
taha” a religious ceremony that is being conducted 
that runs for seven days. A religious event is being set 
up by the family where the immediate family member 
sits in an isolated place and listen to the Bhagavad 
Gita recited by the pundits [priests]. We still see some 
old kind of practice of using “dhami-jhakiri.” (FGD 
participant).

Younger FGD participants emphasized the use of tech-
nology and social media to share their thoughts and feelings 
with their Bhutanese peers. Participants highlighted the lack 
of Nepali-speaking counselors and counselors of color as a 
barrier to seeking mental health services, but they could find 
support on online platforms. Bhutanese refugee youth uti-
lized digital technology such as FaceTime and social media 
platforms such as Facebook private groups, Finstagram (a 
private Instagram space or account), Twitter, and TikTok to 
express emotions and share everyday difficulties of coping 
with cultural demands, academic difficulties, and cultural 
conflicts. Younger FGD participants affirmed that there is 
a widespread acknowledgement and acceptance of mental 
health in this demographic group, and that these digital 
spaces are convenient mediums to not only talk about mental 
health, but also curate actionable steps for healing, maintain 

social relationships, and help promote a system of support 
and sense of community.

I think for my generation, we understand the concept 
of mental health. But it’s more so, like, how do we 
deal with it? And we don’t have counselors who speak 
Nepali and it’s usually hard to get a counselor of color. 
So, for us, it’s like, what are some things that we could 
do to cope, and one of them has just been talking to 
each other via Facebook, FaceTime. But I do think that 
we need to kind of talk about ways to heal also. What 
are some steps that we could take or what are some 
things that we can learn to help? (FGD participant).
There’s a private Instagram—called Finsta—where 
you just rant about what’s going on and you only have 
a selected group of friends that can see it. Rather than 
calling each friend, I can tell them what’s going on 
with my life. And some do give feedback. Other times, 
I just need to vent or say something. I’ve also seen peo-
ple post a lot of emotional hardship on Twitter. TikTok 
is also becoming a big thing, where people are com-
plaining about daily things that they go through in life, 
especially about cultural differences. So, there are vari-
ous different platforms that my age group have been 
using to cope with what’s going on, to show they’re not 
alone in this. We have built some type of community. 
(FGD participant).

FGD participants described the important role of com-
munity-based initiatives and support groups such as soccer 
teams, youth support groups, arts and literature groups, and 
book clubs to navigate mental health stressors in the Bhu-
tanese community. Younger FGD participants highlighted 
the impactful work of peer-led groups, such as Women of 
Knowledge and Empowerment (WOKE), to create a plat-
form to talk about mental health issues. WOKE was essen-
tially started by young Bhutanese women who participated 
in a 12-month cultural leadership project (Maleku et al., 
2018), an academic–community partnership project organ-
ized to promote cultural identity and leadership among 
young Bhutanese refugee women. Participants shared that 
the enriching discussions that take place in these spaces 
were beneficial for both facilitators and participants alike.

For our generation, we have the WOKE and the soccer 
team. One of the goals of the group is to also tackle 
mental health and talk about it. So, those groups have 
been very intimate for us at this point. And we really 
share some of the things that we have been going 
through. Just nonverbal comments that we receive in 
the group have been very helpful. For the younger girls 
and us as facilitators, we are actually getting benefits 
from that group. (FGD participant).
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FGD participants discussed the role of arts and literature 
among Bhutanese community members and highlighted 
how expressive writing through literature groups were used 
as coping mechanisms to ease stress. Expressive writing 
in the form of poems, literary pieces, stories, songs, and 
books gave meaning to ruminating thoughts, experiences of 
trauma, and emotional distress. Participants highlighted that 
these literary groups provided a pathway for social connec-
tion and community healing. Further, the festive feel to the 
literary meetings—where community members presented 
themselves in ethnic cultural attire—promoted cultural iden-
tity in the Bhutanese refugee population.

There is also arts and literate. There is a literary 
group—it’s a group where they—[people] who can 
read and write Nepali—form a club, where they write 
poetry, wear traditional outfits, write sort of stories 
and things like that, and publish book. Because that 
is also another way of sharing their experiences. I’ve 
seen lots of people are writing songs, making albums, 
and sharing that. These are ways of sharing expression 
of what their emotions are. We have bunch of youth 
clubs where they are now starting to organize book 
clubs. (FGD participant).

In addition to these positive coping mechanisms, FGD 
participants also shared negative coping mechanisms that 
are pervasive in the Bhutanese community. From rising rates 
of alcohol and substance use to gambling and alarming rates 
of suicide, participants affirmed that these negative coping 
strategies were a byproduct of the cultural stigma associated 
with mental illness and negative attitudes toward people suf-
fering from emotional distress, which create layers of sup-
pressed emotions until it erupts into severe repercussions:

I think so many people are going negatively—like get-
ting addicted to alcohol and drugs, gambling, and one 
of the worst-case scenarios is the suicide rate, which 
is very high in the community. It cannot be expressed, 
I still believe for somebody like me and in the genera-
tion older to us, if you express it, you are seen as a 
lunatic, like you are crazy. So, it remains unexpressed 
like a magma and people get distracted completely—
they take negatives routes like addiction and alcohol-
ism—and you feel like taking your own life. (FGD 
participant).

Discussion and Implications

Findings show that the Bhutanese community’s loose under-
standing of mental health is tied to traumatic historical expe-
riences, which affects cultural stigma around the issue of 
mental health and those who experience it. We found that 

the collective mental health experience of the Bhutanese 
refugee community remains largely unexpressed and unad-
dressed, which further contributes to the stigma associated 
with mental health. In our study, Bhutanese refugees’ col-
lective survival; traumatic history of violence, discrimina-
tion, and marginalization; and collective normalization of 
emotional distress in daily life contributed to mental health 
inexpression (Sangalang & Vang, 2017). These findings 
corroborate previous studies that have shown that Bhuta-
nese refugees find it unhelpful to share their suffering with 
community members sharing collective trauma (Shannon 
et al., 2015b). Consistent with previous studies, we found 
that negative experiences with hospitalization and treatment 
and fears of being labelled, shamed, and isolated from their 
community contributed to inexpression of mental health 
symptoms (MacDowell et al., 2020). These fears stem from 
a history of political repression, perpetual threats, and dis-
connection and disempowerment in new spaces that leave 
refugees helpless and speechless (Shannon et al., 2015a, b). 
Even after achieving safety in places of resettlement, refu-
gees are less likely to speak freely about their past and cur-
rent suffering due to decades of silent survival (Shannon 
et al., 2015a). Findings show the strong influence of culture 
on mental health inexpression. The value placed on thought-
ful and self-disciplined silence in collective cultures (Kim 
& Sherman, 2007) disinclines Bhutanese from expressing 
mental distress. Further, the Nepali language is limited in 
terminologies to describe mental health. These findings 
point to the link between mental health and somatization 
(Lanzara et al., 2019) in the Bhutanese refugee population, 
largely due to differences in expressing emotional distress, 
limited by their ethnic cultural language. Often, cultures are 
made visible through languages. Scholars have long pointed 
to the difficulties of accurately describing experiences that 
involve the mind and body across different cultures. Further 
efforts to address emotional distress—with special attention 
to social, cultural, and linguistic differences—are therefore 
warranted for the overall mental well-being of all refugees 
(Lanzara et al., 2019). More in-depth studies on local con-
ceptualization of mind and body and expression through 
language in the Bhutanese refugee population are much 
needed to explore unique cultural and linguistic contexts of 
mental health and somatization (Kohrt & Hruschka, 2010). 
Future studies could use inductive approaches to provide 
more in-depth understanding of cultural vernacular and 
idioms of distress in the Bhutanese refugee population to 
broaden our understanding of mental health expression and 
communication.

Study findings show that recognition and acceptance 
of mental health were more widespread among Bhutanese 
youth compared to older generations. Further, their use of 
digital technology—as coping mechanism and as a way to 
find collective healing—points to the potential for targeted 
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digital mental health applications and use of digital plat-
forms for Bhutanese refugee youth. Our study contributes to 
the critical need to explore mental health challenges across 
demographic subgroups of Bhutanese refugees, especially 
youth (Betancourt et al., 2020). Findings on the Bhutanese 
community’s negative and positive cultural coping strate-
gies provide implications for targeted programs and services. 
Study findings allude to negative coping mechanisms such 
as alcohol, substance use, suicidal ideation, and suicide 
attempts, consistent with prior studies (Adhikari et al., 2015; 
Michaels et al., 2010; Mirza et al., 2018). Bhutanese refu-
gees feel more comfortable seeking help from friends and 
family than from professionals (Chase & Sapkota, 2017), 
consistent with prior studies showing that this community 
generally views care seeking as negative and a sign of weak-
ness (MacDowell et al., 2020). Study findings suggest that 
religious and spiritual practices were positive coping mecha-
nisms. Findings from our study show that Hindu rituals and 
practices are central to cultural coping (Chase et al., 2013); 
engaging in culturally supportive rituals helped promote 
mental well-being (Calabrese & Dorji, 2013); and religious 
and spiritual affiliation provided a sense of belonging and 
agency (Amit & Bar-Lev, 2015; Benson et al., 2012). Find-
ings show that community-based initiatives formed around 
Bhutanese arts and literature, women’s support groups, 
youth clubs, and sports have been used as mechanisms to 
bring the community together based on shared identity and 
experiences. Because refugee populations rely more on their 
social networks, community-based initiatives can provide 
collective platforms for cultural healing that promote posi-
tive mental well-being. Because culture is a significant cop-
ing mechanism that builds resilience, these identified cul-
tural ways of coping are crucial protective factors that can 
minimize risk factors for the overall psychosocial well-being 
of Bhutanese refugees (Pulla, 2016). We argue that recogniz-
ing the historical context and cumulative migration stress-
ors that contribute to present-day psychological distress is 
paramount to cultural healing and resilience in subsequent 
generations. Given the collective historical experience with 
trauma, development of culturally tailored interventions that 
go beyond treatment of symptoms to overall healing and 
well-being are necessary to effectively address mental health 
inequities experienced by the Bhutanese refugee population. 
Understanding how historical trauma might influence the 
current mental health status of the ethnic Bhutanese refugee 
population and attention to issues of somatization, language 
and expression of emotional distress may provide new direc-
tions for eliminating mental health inequities in this popula-
tion. Given the collective culture, mental health education 
and intervention should be targeted at the community level, 
using culturally grounded initiatives that already exist in 
the community. Using cultural assets of the community will 
have a far-reaching impact on collective healing.

Limitations

Our study has several limitations. Given the small sample 
size, any attempts to make statistical inferences or generalize 
the study findings outside the Midwestern geographic region 
might be inconclusive. Our study was limited in examin-
ing gender differences in expression of emotional distress 
and coping responses. The nature of the study exploring 
the sensitive topic of mental health was itself a limitation 
for sample recruitment, because many participants did not 
want to talk about it. This could have also led to higher rep-
resentation of the younger age group in the survey sample, 
because they were more accepting of the issue. There were 
challenges with data collection process due to language bar-
riers, lower literacy levels of participants, and the disruption 
caused by COVID-19. Given the virtual adjustment of the 
FGD due to COVID-19 disruption, community participa-
tion might have been limited, largely due to uneven access 
to broadband internet or technology. Although translators 
were used to offset some of the language and literacy limita-
tions, this could have led to potential self-reporting biases. 
Further, data collection at the community-based organization 
mostly occurred in an open setting, which might have played 
a role in response biases. The FGD was conducted in both 
English and Nepali, transcribed verbatim, and translated into 
English. Although verbatim responses have been used to 
maintain data originality, it is possible that data could have 
been misinterpreted or the original meanings might have 
been lost in translation. The use of standardized scales such 
as PHQ-9 and GAD-7, although used across refugee popu-
lations, adapted, and used among Nepali-speaking popula-
tions, might have been limited in capturing the unique Bhu-
tanese refugee context. Despite these limitations, however, 
our study captured a multiplicity of community voices to 
elucidate the conceptualization of mental health through 
the Bhutanese refugee lens. As such, findings are well posi-
tioned to inform culturally responsive community mental 
health services and provide implications for diversity and 
inclusion efforts in local and regional contexts.

Conclusion

Our study provided a multidimensional conceptualization of 
mental health through the Bhutanese refugee lens based on 
unique historical and cultural contexts, crucial for devising 
culturally responsive mental health services and interven-
tions. Collective histories of trauma shared by communi-
ties can result in cumulative emotional and psychological 
impacts that linger across generations. The persistent cycle 
of trauma not only weakens families and communities, but 
also deteriorates the vibrancy of cultures. Our study contrib-
uted to knowledge around community coping mechanisms at 
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the intersection of religion, spirituality, cultural identity, and 
digital technology. Acknowledging the processes of under-
lying intergenerational trauma in community mental health 
services can bolster cultural healing. Holistic interventions 
that target culturally based collective healing and not just 
symptoms of mental health are crucial to bolstering resil-
ience in this population. Further, participatory approaches 
that include the Bhutanese community will help create 
knowledge and community-based, healing-centered inter-
ventions to best serve these new members of U.S. society. 
We hope our study will spark additional research to better 
understand this unique refugee population facing a men-
tal health crisis while simultaneously offering culturally 
grounded directions to promote mental health equity in this 
population.
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