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Introduction
Personal Narratives
“Where am I? Oh God! Everything here is new and different: people’s faces, clothes, the
way they interact with one another, and even the way they talk. I feel like I am deaf, I feel like I
want to close my eyes, hide my face and cry. What happened to the world? Why it is so different?
Why can’t I go back?” Too many questions. I knew their answers, but I did not want to admit
knowing. With all these thoughts, I heard, “Hey” from someone, and I turned to find that it was
the English teacher that I met earlier in the day. I was happy that I knew someone; I felt safe for a
moment. But “how will I communicate with him?” I did not understand what he or the others were
saying. I was not able to speak! “Ahh! My name, oh my name is… How do I say my name in their
language?! Maseara, Massarra, they won’t understand  ﻣﺴﺮة. It is just pronounced differently.
Maybe I will ask mama later for a good way to pronounce my name.”
My mom that day was at the Immigrant and Refugee Community Organization (IRCO) in
Portland, Oregon, since she had to be there to take classes and look for a job. Otherwise, they were
going to cut the assistance on us, and we were going to lose the benefits provided by the
Department of Human Services (DHS). My dad did not have to attend anything at IRCO, rather
they started a Social Security benefit application for him since he was over 65 years old. I was not
used to this. I was not used to seeing my mom coming home late, taking busses from one place to
another. I had very little time to talk with my mom about how to pronounce my name. I asked
myself, “Is this going to be our life here? I thought we were going to come to a place where life is
better, where life is different but in a good way, where we don’t have to move again, where we are
safe from any terrorists or people who don’t like us.” I wanted to go back to Syria every single day
for almost a whole year, until I figured that this was where we would have to stay forever, and our
future was going to be here. My parents have sacrificed so much for us, and I felt that I was going
to be a bad daughter if I did not accept where we were, succeeded, and did what was right.
When refugees leave their counties and go to another, like the United States, they develop
the belief that life will be better. They come with very high expectations about life in America. In
late 2008, my family and I came from Syria to the US as refugees through the United Nations
(UN). I was 16 years old, but I did not know how to speak or communicate with the people around
me in school. I was placed in the second semester of junior year. I knew English grammar, I knew
how to read, I knew how to make short sentences, and I knew that the English I had learned was
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British English, not the fast-paced American English that now surrounded me. My older brother
was better than me in English, so I would do whatever he did and take whatever classes he took,
even the hard, competitive classes. I was scared to speak in front of others because I was afraid of
others judging me or laughing at me. However, in the English class the teacher asks me to talk
even if I was not making any sense; he just wanted me to practice speaking. I did speak in his class,
but when I went to other classes I would sit silent and watch others speak. The teachers would feel
sorry for me; after the class they used to talk to me slowly with pictures and hand gestures to
explain the materials.
I had to take biology, US history, US politics, and English with my very bad English skills.
The difficulty of biology was all a matter of vocabulary; however, US history and US politics were
hard in terms of both vocabulary and new materials that I had never heard of. I had very supportive
teachers and school counselor that helped me pass them and moved to senior year, and my English
was improving. In Syria I used to be one of the brightest students in the class, and here I only cared
about passing the class.
It was not easy. Every day that passed, I slept with tears and feelings of wanting to go back
to my country, Iraq. I am originally from Iraq but left in 2003 when I was ten years old. I have
always wanted to go back because it was the only place that I felt really at Home. I realized at that
time that it did not matter how much time I spend anywhere else in my life; my Home will always
be Iraq. I would curl into bed and start remembering my childhood, my wonderful memories as a
kid. Then suddenly the reality would hit me and remind me that my Home was destroyed, the place
of my childhood was gone, and my family left because we were threatened because of our Christian
religion. “Wake up Massarra. Think about what is coming and try to forget the past, or at least just
put it aside for now.” So, I cross my hands and pray and cry, asking God to help me overcome my
struggles.
I was a refugee two times. When I moved with my family to Syria at the age of 10, it was
easier because I was able to communicate in Arabic, so the struggle was only in socializing and
making friends. However, when I came to the US as a teenager, it was so much harder because I
had to start all over, as if I were a kid learning to do basic things but treated like an adult with an
overwhelming bundle of responsibilities. I wasn’t mentally able to accept all the cultural
differences and start adapting to the new culture. I needed time to adjust but I did not know how
much time I needed. I thought to myself, “ will I need a year, 5 years, 10 years, or 20? Also, my
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parents: how am I going help them? They are very stressed already.” According to a 2006
community mental health study of immigrants and refugees, most immigrants and refugees come
already experiencing stress and trauma from their own countries, and parents and guardians
become very overwhelmed and unconsciously pass their stress and their feelings of being
uncomfortable to their children (Pumariega et al., 2005). The children then will experience
psychological and emotional stressors, on top of pressures from the new place they are in. My
parents often associated their distress with their previous traumas when in fact their distress was
also a result of their then current challenges family and social conditions that they were going
through.
In addition to their social struggles, most immigrants and refugees end up living in very
low living conditions. They come without sufficient money to live in better neighborhoods, so they
end up living in poor, violent, and dangerous places. Low conditions of living, including poverty,
lack of education, subsequent unemployment, low self-esteem, trauma and interactions between
poor physical and mental health, can affect the degree of suffering and symptomatology of the
immigrant and refugee children (Pumariega et al. 2005). According an article by Michael Medley
(2012) about healing trauma in refugee children, traumas are “a response to stressful experience
in which a person’s ability to cope is dramatically undermined” (Medley, 2012; p.113). Childhood
traumas result from external factors that “[render] the young person temporarily helpless and
[break] past ordinary coping and defensive operation” (Medley, 2012; p.113).
Low living conditions may force the children to attend schools with low levels of
education, and on top of their bad living conditions, some people in their neighborhoods or schools
abuse them with high levels of discrimination and prejudice. Discrimination and prejudice that
come from peers and adults in schools and communities put refugees’ and immigrants’ children at
increased risk of developing mental health problems (Pumariega et al. 2005).
Responses to these actions can take two forms: first, the children (adolescents in my case)
will isolate themselves from their families and culture and identify themselves as other American
adolescents in their age group. They would feel that there was no reason to keep their original
culture and identity, especially if that culture had negative stereotypes in the US, as do the cultures
of the Middle East or Islamic world. Second, some adolescents will stick to their original cultures
and react “passively” to the new culture. They are also at risk of developing depression and face a
lot of difficulty in dealing with the new society (Pumariega et al. 2005). Most younger refugee
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children who come to the US follow the first way, and most adolescents and adults follow the
second way.
I personally decided then to follow the second way, which is to stay connected with my
Iraqi culture and community in the Portland metro area because then I did not feel like I was living
at my home in the US. The word ‘Home’ became confusing; it used to be Iraq, but now and over
time, I felt like Home was mixed of three different places and cultures. No one in my family
seemed to really care anymore about what home was, because the focus became the future and
succeeding in our education. So, I put the idea of what ‘Home’ was aside and started madly
focusing on planning for the future. I felt that if I stopped and thought about solving the puzzle of
what ‘Home’ was, then I would be wasting a tremendous amount of time and creating more
difficulty. So, I decided to leave it, and I was sure that I will find an answer someday.
Therefore, education and the future became the center of my life, because they were the
center of my parents’ lives, too. My parents always had high expectations of what my siblings and
I and what we should become. According to Carolyn B. Pryor, a sociology researcher in children’s
roles according to birth order and family types, children notice on early age that their parents are
focused on their education and their success in school which becomes reflected on children by
being competitive and ambitious (Pryor, 2001). It was the same thing with my parents: they strived
to do anything in order that we (my siblings and I) become successful in our future.
As a result, I opened my mind and became open to the new culture (the American society)
in order to succeed and have a better future. However, it was not easy because the style of teaching
was very different, the style of taking exams was very different, and the way students studied was
different. I took all that and tried my hardest to understand and communicate, but I admit that my
self-esteem was low and my emotions toward my old memories were not forgotten. I tried to be
strong in front of my family, friends, and teachers, but every night I cried and then slept, then woke
up in the morning thanking God for giving me a new day to improve myself and prove that I am
capable. My English Second Language (ESL) teacher helped me to have more confidence and
overcome the fear of talking in class. He always made me feel that I have accomplished something
in the class--whenever I turned in a paper, participated in the class, or helped someone else (my
English class was mixed of Mexican, Russian, Ukrainian, Asian and Middle Eastern students). He
gave me confidence to share my ideas and not care if I messed up because I always can learn from
my mistakes.
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Thanks to my ESL teacher and other teachers and assistants who worked with me, I
eventually won the District Speech Tournament in reading short stories. Then at the end of my
senior year I was recognized as the best ESL student in the ESL department, and I was given a
certificate for taking first place. At the end of my senior year, I was also accepted into Lewis and
Clark college and into a research internship in a Behavioral Neuroscience lab at Oregon Health
and Science University (OHSU). I began volunteering at Portland’s Kaiser Permanente hospital in
both nurse’s department and an oncology and tumor department. I took at least 2 classes in Portland
Community College (PCC) every summer to improve my speaking and writing. I spent the first
year of Lewis and Clark College in Academic English Studies (AES), and then started my
sophomore year as a freshman student. Thus, I became required to finish my undergraduate degree
in only three years instead of the typical four years. Despite the difficulties I faced, I finished my
B.S. in Psychology.
Undergraduate studies were very challenging given that professors did not understand how
to work with youth coming with a background like mine. Also, the students at Lewis and Clark
were predominantly white and coming from middle- and high-income households. The only way
for me to finish school was to focus on studying days and nights, ignoring social life and accepting
that I am going to graduate from college without any long-term friends. I was able to work for
three school years with Howard Hughes Medical Institute grant helping under-representative high
school students, and for three summers at the same Behavioral Neuroscience lab, which helped me
pay my tuition.
In the spring semester before my graduation, I began an internship with Lutheran
Community Services Northwest (LCSNW) working with their Pathways to Wellness Program.
The program focused on assisting refugee women’s cultural adjustment and conducting
psychoeducational groups with Iraqi women refugees. I participated as an interpreter in the
sessions, translator for the cook book that we wrote, and as a cultural broker. This internship lead
to me being hired as cross-cultural case manager with the multicultural counseling program at
LCSNW.
My work as a case manager involved providing culturally sensitive services and advocacy
work. It required a huge deal of listening, learning, and gaining knowledge from the different
communities that I served. I was more comfortable with clients from my own Arabic-speaking
community, since I have lived in that same culture and I have strong understanding of the rules,
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norms, traditions, the ways in which people interact, the needs, conflicts that exist in the
community, the history that leads people to do certain things, and many other cultural aspects. This
was one of the most rewarding jobs I have ever had, where I was able to be close to my community
and at the same time provide and maintain a high level of ethical conduct regarding confidentiality,
dual-roles/relationships, and professional status. The Arabic speaking clients I worked with
appreciated my work ethics given that they reported to me all the time how disappointed they were
with interpreters talking about them with other community members. Regardless of being younger
and having less experience than them, but they always showed me respect and asked me to voice
out their needs. They wanted to be heard and they believed that I had the capability to do something
for them.
After a year of working with the Iraqi community at LCSNW and serving as a board
member with the Iraqi Society of Oregon, I along with other community leaders came up with a
research idea. Our research aimed to create a psychosocial framework of wellness for Iraqi
refugees in the Portland metro area. We wanted to do an assessment of the experiences of Iraqi
refugees in different periods after their arrival. From our lived and working experience in the
mental health and resettlement field, we realized how important it was to be able to establish a
system of support and a framework of wellness that made the process of resettlement easier and
lead to smoother transitions to the adjustment stage. Of course, the only way to do this research
was to first understand the Iraqi refugees’ expectations before they came here, and their current
living conditions. This research idea, along with the appropriate literature review, was proposed
to the director of the Multicultural Counseling Program, and it was taken with respect. But it was
refused due to insufficient funding for my position to do this kind of work. This prompted my
journey to getting a Masters degree in Applied Anthropology.
In late 2015, I applied to the Applied Anthropology graduate program at Oregon State
University and proposed to them the research idea. I was accepted and began the program in 2016,
maintaining focus on making this ethnographic research happen and raising the voice of my
community. Through my ethnographic study, I aim to create a comprehensive and holistic
approach that assesses the readiness and willingness of refugees to attain the psychological,
intellectual, and political changes that are required for adjustment (Khamphakdy-Brown et al.,
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2006). This qualitative study of mental health services providers (Counselors, Psychologists,
Nurse Practitioners, Peer Support Specialists, Case Managers and more) and Iraqi refugee women
will allow us to assess a framework of adjustment of the Iraqi refugee community in Oregon. I
want to make it clear that my aim is not to criticize LCSNW and its professional staff. Rather, I
recognize that the system is much bigger, and that in this system, LCNSW faces a lot of constraints
and problems that make it very difficult to do optimal work.

Based on my experiences and on the literature review in the following section, I define my
research aims as follows:
1. Identify and describe Iraqi women refugees’ expectations and actual experiences around
resettlement;
2. Identify and describe mental health providers’ perceptions of their clients’ expectations
and actual experiences around resettlement;
3. Examine the ways both Iraqi women and providers navigate any discordances between
expectations and current experiences;
4. Interpret what it means for Iraqi women to be healthy and well in the context of resettlement, especially in the current political climate in the US;
5. Examine how the current political climate and rhetoric are influencing refugees’
resettlement experiences; and
6. Offer recommendations informed by findings to help improve adjustment services for the
Iraqi community in the Portland metro area.
I define my main research questions as follows:
1. How do Iraqi women and providers of mental health services for Iraqi women make
sense of and respond to the gaps between their expectations for life/work and their
current living working realities?
2. How can understanding their perspectives inform steps to improve services for Iraqi
women refugees?
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Literature Review
I sought out two Masters degrees in Public Health (MPH) and Anthropology (MA) because
I wanted to apply a holistic framework to the problem of sensitively responding to Iraqi refugee
women’s mental health problems. The goal of my thesis is to provide a framework that includes
biological processes but that forefronts social, structural, cultural and other ecological
determinants of health. Thus, I sought out literature that was able to help me define this model and
my research questions, which included recent ethnographic literature on Iraqi refugees, theoretical
frameworks in transcultural psychiatry, and more.
History of Iraq Leading to Force-migration
A number of studies have found that in anticipation of resettlement in a new country like
the US, refugees tend to form optimistic images in their minds, construct dreams, and make plans
for themselves and for their children (Biswas, Bipasha and Yako, Rihab Mousa, 2013). Iraqi
refugees who are offered resettlement in the U.S. envision building a life for their children in a
safe and healthy environment where war doesn’t exist, and where people enjoy freedom of religion
and democratic governance. However, studies of psychological distress and trauma among
resettled refugees point to multiple and complex factors that act as obstacles to fulfilling their
dreams in the U.S. (Hollifield et al., 2013; Johnson & Thompson, 2008). The trauma can be
understood by looking at past experiences and traumatic events that they have carried with them
from Iraq. In a book titled American’s Arab Refugees by Marcia C. Inhorn, we can understand
snaps of historical events and wars since 1963 or even before, events that any Iraqi can talk about
in length given how much personal and generational trauma these events have caused. I adapted
Table 1.1 from Inhorn’s book (2018), adding some of my own and my family’s experiences. The
Iraqi people, regardless of their religion or racial ethnicity, have suffered going through the events
listed in the table.
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Table 1.1: Time Line of Iraqi History, 1963-Present (Adapted from Inhorn 2018)
Year
Events
1963
Arab socialist Baath party rises to power after the overthrow of Brigadier Abdel
Karim Qasim
1966-1979
Saddam Hussein became the assistant general secretary, leading to many changes
in Iraq. People had to become members of the party and all industries became
privatized by the Baath Party. A lot of people migrated to the U.S. and European
counties and declared political asylum, including many of my cousins and their
families who have higher degrees.
1979
Saddam Hussein became the president of Iraq and ruled until 2003.
1980- 1988 Iran-Iraq wars killed more than 1 million people from both sides. My mother lost
her brother who was 25 years old and serving mandatorily in the military.
1988
Civil war in Iraq with Kurds
1990
Iraqi invasion of Kuwait
1990
UN Security Council declared economic sanctions on Iraq due to acts of
aggression against other countries.
1991
Iraq was invaded by the US and a coalition of thirty nations in The First Gulf
War. Uranium was reported to be used in weapons that affected the Iraqi people
and the American soldiers. My mom was pregnant with my older brother and had
a less than one-year-old child at the time. She developed anxiety that her children
were going to die from inhaling chemicals in the air, and that her infant was going
to be born with a deformity like other kids who were born at that time.
1991
Major racial ethnic divides between Shia, Kurds, and Sunni
1995
Oil-for-Food program  اﻟﻨﻔﻂ ﻣﻘﺎﺑﻞ اﻟﻐﺬاء-- initiated by the UN to alleviate sanctions
-- induced food and medicine shortage.
2003
U.S. invasion of Iraq
2003-2011
U.S. conduct war called “Operation Iraqi Freedom” against Jihadist groups in
Iraq.
2006
Execution of Saddam Hussein in 2006 for his crimes against humanity, viewed
widely on TV.
2006
1.9 million people are internally displaced in Iraq and 2 million refugees escaped
to neighboring countries, especially Syria and Jordan. Displacement was due to
direct threats of life, generalized violence, forced displacement, fear, armed
conflict and other reasons.
2008
United States resettled 13,823 Iraqi refugees. My family and I, including 6
members total, came to the U.S. in September of this year. A total of 5 million
Iraqis were internally and externally displaced.
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Pre- and post-migration stressors can affect women, men, and children refugees’ mental
health and physical health. Refugees have severe experiences in their countries of origin such as
violence, forced labor, starvation in camps, and trauma (Morris et al., 2009). Iraqi refugees have
gone through multiple post-migration stages after they left Iraq, as one important ethnographic
study shows us that was done by Nadia El-Shaarawi in Egypt with Iraqi refugees living in Cairo
after fleeing the war in Iraq. El-Shaarawi’s ethnography showed how Iraqi refugees experience
ongoing trauma given their life circumstances and the living conditions they are experience in the
neighboring countries. Living as externally displaced at El-Shaarawi explains, retriggers traumatic
events and creates news ones due to feeling uncertain about one’s own and family future.
Uncertainty is a concept that Iraqis who were internally and externally displaced have
battled with. The internally displaced were uncertain if they were making a good decision about
staying in an unstable country where they could be killed. Where the externally displaced feeling
as we say, ““ ”رﺟﻞ ﻗﺪام و رﺟﻞ وراءone step front and another step back.” Externally displaced Iraqis
were living in a transition as El-Shaarawi explained in a quote by one of her informants Ali, “we
just… we got ourselves in a transit situation. Not stable. We can’t plan for our future. We don’t
know how to deal with different situations. Its’s getting worse in Iraq, and we can’t go back. And
… work is very difficult. And we are getting older, and our children are getting older, and this is
stressful.” Instability and uncertainty are the daily life of Iraqis, even the hope the United Nation
Health Commissioner for Refugees (UNHCR) gave Iraqis by resettling them into other countries
created an even more complicated feelings of uncertainty, where it gave Iraqis the notion that they
will be in exile. These uncertainties, instabilities, and suffering as El-Shaarawi explained in her
ethnography, were reflected in idioms that Iraqis used; such as ‘ ’ﺗﻌﺒﺎنtired which reflected the
mental and physical tiredness they felt living in Cairo.
El-Shaarawi showed through narratives of Iraqi refugees living in Cairo, Egypt, how
uncertainty and instability negatively affected and increased mental and physical suffering. Or as
I call it, uncertainty and instability acted as “monsters,” a metaphor that comes from my daily
interactions with my Iraqi community, where we call anything that we are unable to control and
that scares us, a monster. These narratives produced so much knowledge to the public to learn
about the history, the struggle, the wisdom, and the needs they wanted organizations to provide for
them or to understand. Ethnographies like El-Shaarawi’s taught us how to let the power of
narratives guide us to providing services in culturally appropriate ways in any given social, cultural
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and political environment. In chapter 1, I will discuss more in depth this concept of uncertainty
and instability through interviews with Iraqi women in Portland, Oregon.
Iraqi Refugees’ Resettlement in the United States
Even with the fear and uncertainty of exile that Iraqi refugees have, they still hold feelings
of hope and excitement deep inside about the future, as seen through my story and other research.
However, post-migration resettlement experiences can also be retraumatizing and triggering for a
lot of Iraqi refugees. Research shows that Iraqi refugees tend to experience hopelessness,
helplessness, Post-Traumatic Stress Disorder (PTSD), suicidal ideation, and lack of community
engagement, which are often compounded by language and cultural barriers (Morris et al., 2009;
Johnson & Thompson, 2008). From my lived experience and from working with Iraqi refugees in
the mental health field, I saw how new experiences in an unknown place may create new stressors
and challenges refugees face and lead them to interact less with the mainstream environment. Then,
the easier solution becomes isolation from the mainstream environment and their own community
(Johnson & Thompson, 2008; Menjivar & Salcido, 2002) .
As part of this thesis, I was able to meet with many Iraqi community leaders who were
excited for this work to happen in the community. A long-term community leader who was also
a good friend of mine told me that Iraqi refugees tend to cluster and isolate themselves from
other people who were non-Iraqi or non-Arab. He added that a large percentage of Iraqi refugees
did not speak English and were unwilling to adjust to mainstream society or even try to
understand it. A fear to engage came from the stress involved in assimilating and becoming part
of a strange society; that stress also contributes to negative bio-psychological and social
interactions (Menjivar & Salcido, 2002; Wright et al., 2017; Johnson & Thompson, 2008; Jamil
et al., 2002). Their fear in most cases was not empty especially with the current political climate
of the United Sates and the false rhetoric about the Arab world. Many Iraqis were feeling scared
and uncertain when the refugee ban came out preventing refugees from entering the United
States (Raghavan S., Loveluck L. and Sieff K., 2017). Many argued that the travel ban was
expected to be an anti-Muslims or anti-Islam feeding Islamophobia ideation, or what I call it
Arabphobia or anti-Arabism, affecting and exacerbating xenophobia among the American
population and affecting how refugees are treated in the U.S. (Garcia 2017, Aljazeera Inside
Story 2017).
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Despite the past and current experiences that the Arab community and specifically the Iraqi
community are going through, the benefits and challenges of medical and mental health services
are underexplored. In particular, it is likely that medical and mental health providers lack useful
knowledge of the expectations and/or experiences refugees are carrying with them to the U.S.
(Ruiz-Casares et al., 2016). This lack of knowledge can intimidate refugees and prevent them from
reaching out to access services, since they feel they are not being understood or that their input in
treatment is not valuable. At the same time, ideas of struggle and culture shock are not on refugees’
minds before resettling in a new country (Ruiz-Casares et al., 2016). In chapter 2, I will explain in
detail how understanding these different levels and actors can enable us to know what the needs
are and where interventions need to start.
Applying a Socio-ecological Model in Global Mental Health Settings
In my research I look at how processes and actors at different social ecological levels play
roles in the lives of Iraqi women refugees in the Portland metro area, with a focus on ground level
interactions within social groups and mental health providers, as well as the impacts of political
and economic structures at national and transnational levels. I realize the importance of studying
providers, clients, and social groups who are involved in health care systems, with a focus on their
relationships. These relationships help to “recognize and address power differences and crosscultural expectations”, especially when utilizing cultural psychiatry and medical anthropology
frameworks (Kohrt & Griffith, 2015). These different actors explained the ecological system and
explained how different knowledges were generated and the best ways to implement them in the
practice of building therapeutic alliances (Kohrt & Griffith, 2015). The therapeutic alliance is
defined as the positive relationship that forms or doesn’t form between a provider and a client to
make therapy possible and effective (Kohrt & Griffith, 2015). In chapter three of this thesis, I will
go in depth to talk about the therapeutic relationships between mental health providers at LCSNW
and Iraqi refugee women.
Kohrt and Griffith (2015) in their contribution to the book Re-Visioning Psychiatry,
provide a useful socio-ecological model for explaining interactions between providers and refugee
clients in global mental health settings. Their model, which I adapted to fit my thesis work, is
shown in Figure 1. The model shows the levels of interactions between providers and refugee
clients. These interactions are presented on multiple ecological levels, including macro-political,
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economic, organizational, and institutional. The notion of ecological levels comes from an
ecological theory that Gregory Bateson developed in 1971 by asking the question, “how do we
know what we know?” (Kohrt & Griffith, 2015). This theory helps us to inform the relationship
between providers and clients as it pushes us to understand the systems that they both deal with on
daily bases and how they learn to navigate. However, the critical medical anthropology model of
Singer and Baer pushes us further to consider holistically other structural factors, through
ecological systems, in the interactions between providers and refugee clients (Kohrt & Griffith,
2015). Therefore, I am applying this model to understand interactions between the structure of a
mental health system, the political climate of the US surrounding and subsequent to the 2016
presidential election, mental health providers’ struggles, and Iraqi women refugees’ expectations
and current lived experiences.
Figure 1: Ecological Model of Providers’ and Clients’ Interactions

Providers’ interactions with their refugee’s clients, as we see in Figure 1, are linked to
interactions those providers have with their employing organizations, funding resources, and
policies. This model is helpful because it also clarifies that interventions/changes are needed at
multiple levels, and that successful interventions at multiple levels can potentially have synergistic
effects. The theory of ecological systems I am using involves refugeeism and mental health. The
topic of refugees and forced migration has consistently made headlines in the twenty-first century.
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Anthropology has been involved in producing ethnographic studies to explore how displacement
and resettlement shape people’s experiences, relationships, and attitudes about new social and
physical environments (Colson, 2003, Rossen et al., 2013). Forced migration/refugeeism
anthropology involves many actors in the system, starting from the home country, Iraq, and the
factors that lead Iraqis to escape; to the struggles they face in the second temporary resettling
country, including the agencies that are involved in resettling them to countries that are taking
refugees; then to their life post-migration in the U.S., and the types of expectations they bring with
them. Applied anthropology in the refugee field has also focused on different organizational roles
and hierarchies in the healthcare system. According to ethnographic studies, refugees tend to suffer
from loss of “familiar social cues” that they grew up with, which tend to make the resettlement
experiences retraumatizing to them especially when there is a lack of community structures
(Colson, 2003; Wahlbeck, 1999).
The Importance of Community Health Workers
Social networks at the micro social levels don’t only involve mental health providers and
refugees, but it also case managers and Community Health Workers (CHW). However, there is
limited research examining the benefits of CHWs, specifically Peer Support Specialists (PSS)
when working for resettled refugees in the US (Jonikas et al, 2010; Solomon & William 2004;
Steward et al., 2012). Based on a recent community health worker needs assessment conducted
by the Oregon Community Health Workers Association for Oregon Health Authority Office of
Equity and Inclusion, CHW are defined as “trusted community members who use their life
experience and formal training to effectively perform a number of roles to improve individual
and social wellbeing in their communities” (Sanford et al., 2018). A PSS is a type of CHW
whose focus is to support the emotional health and well-being of their clients or community
members (Campbell, J. & Leaver, J., 2003).
One study conducted a survey that had multiple factors affecting the participation of
peer-run programs. They found that one of the main barriers that affected the attendance of the
participants was the feeling not belonging because their race, ethnic identity, or culture was not
respected and their language was not spoken (Jonikas, kiosk, Grey, Hamilton, McNulty, & Cook,
2010). Another study that was shared in the Refugee Peer Support Specialist & Peer Wellness
Training Curriculum by LCSNW staff was a qualitative and participatory study on “using the
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peer-support group model (consisting of a peer and professional facilitator) to enhance the wellbeing of Sudanese and Somali refugees. Refugees reported major benefits of the support program
were increased social integration, decreased loneliness, and expanded coping repertoires (mainly
stemming thorough education and information sharing). Participates appreciated the gender and
culture-specific groups and stated that they preferred this method of delivery to formal clinical
mental health services” (Refugee Peer Support Specialist & Peer Wellness Training Curriculum,
2017).
More Reasons Why I am Doing This Work
Studying these different levels and the actors that are involved is challenging given that
refugee services are non-static. However, this gives advantage for researchers to examine what is
working and what needs to be improved in different systems. Especially since structural
inequalities like poverty, racism, marginalization, and discrimination act negatively and affect
how people experience “being in the world,” I am trying through this research to look at the
micro and macro social factors and the role they play in the mental health and well-being of the
Iraqi community (Kohrt et al., 2016). When these aspects of the Iraqi refugees life are
understood we could work on not only enhancing the client-provider interaction and the cultural
competency of how to work with Iraqi clients, but also provide recommendations for the
Association and the American Psychiatric Association (e.g., Diagnostic and Statistical Manual of
Mental Disorders) to adjust the diagnoses and the ways to treat clients in more of culturally
sensitive manners (Jamil et al., 2002). More narratives need to be obtained from refugee
communities of how they want to be treated and how they feel about their resettlement period.
I realized after working in the mental health system as a case manager, in Lutheran
Community Services Multicultural Mental Health Department with Iraqi refugees, that mental
health providers did not have a lot of background or culturally appropriate mental health practices.
When discussing this gap of knowledge with the providers, I often hear calls for the need to provide
community-based research to learn about the Iraqi refugees’ struggles with the health system, with
adjusting to the new environment, with their daily life experiences, and learning from them how
they need providers to provide the most appropriate services for them. . In our research, we are
planning to do an ethnography with both 1) mental health providers who work at Lutheran
Community Services Northwest Multicultural Counseling Department (LCSNW MCCD), and 2)
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Iraqi women refugee clients who receive their mental health services from the providers being
interviewed. This MCCD is one of very few mental clinics that provide mental health services for
refugee communities. I myself have worked in this clinic for almost three years and I have
maintained good relationships with the providers and with the head of the organization. The
ethnography with the providers will focus on the scope of their knowledge regarding the Iraqi
community experience before coming to the US, their current living conditions, the reality that
they faced after arriving, the shift in family organization and how that affected the family structure.
On the other hand, the ethnography with the Iraqi women will focus on producing a body of
narrative of the women about their life and experience back in Iraq, their traveling journey to the
US, and their current life given the political environment and accessing care.
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Methods
Sampling
Mental health providers were strictly from LCSNW, and either provided one-on-one
therapy with Iraqi refugee women or facilitated Iraqi women’s adjustment discussion groups.
Providers varied in years of experience and educational background. Some had masters in social
work degrees, PhD in counseling education, masters in counseling, and other credentials. There
were four culturally- and religion-specific providers, and four dominant culture providers.
Three of the Iraqi refugee women interviewed were LCSNW clients, either were
receiving one-on-one therapy by LCSNW mental health providers by the time of the interview,
or were part of an Iraqi adjustment group. One of the Iraqi women I interviewed did not have
affiliation with LCSNW but insisted through a friend who participated in this research that she
also be interviewed to share her story. All the Iraqi women were between 35 to 65 years old.
Given the sensitivity of this research and level identity protection requested by the
Oregon State University Institutional Review Board (IRB) and by providers and Iraqi refugee
women, it is challenging for me to provide more information about my interviewees in this
thesis. I am in a difficult position between honoring women’s desires to have their stories told,
and protecting them. I want to point out that Iraqi refugee women living in Portland Metro area
are a diverse group and I respect their individual beliefs and opinions. However, in this thesis I
am going to refer to the Iraqi women I interviewed as “Iraqi refugee women.” I do not mean to
generalize their experiences and stories. I tried to leave out sensitive details to protect their
identity as they requested. I also did not want to use alternative names, in order not to cause
confusion in the community or discomfort to women in the community. Similarly, I refer to the
providers I interviewed as “mental health providers,” “culturally specific providers,” and
“dominant culture providers.” Some of them wanted to meet at LCSNW and others wanted to
meet outside, but given the condition of this research and the questions asked, I wanted to protect
as much as possible my interviewees’ identities.

Recruitment Process
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This research was treated as level 3 (High risk level) due to working with a vulnerable
population (Iraqi refugee women in mental health services). In my recruitment strategies for both
the Iraqi women and the providers, I had to realize that both of these groups were rarely
participating in any type of research and they were all busy.
I contacted LCSNW’s mental health department head to ask him about conducting this
research with mental health providers and Iraqi refugee women clients. He accepted happily and
requested to receive more details about the study and the IRB approval.
I contacted him again to look into the appropriate times to make appointments with
providers and their Iraqi refugee clients in order to explain the research and answer questions
before or after therapy sessions. I was willing to travel to Portland and Beaverton LCSNW sites to
attend the beginning of the therapy sessions to have this discussion with potential participates. The
plan was, if Iraqi refugee women were showing interest in participating after our initial meeting,
by calling or emailing me, I would schedule another appointment to go over the consent form
verbally and start the interview.
However, this process did not work as planned. The women complained of too much
regulations and rules around participating in the study and they did not understand the reasons
behind the restrictions, especially the one where they could not meet for the interviews with me at
LCSNW. After a few months of no contact, I asked the Arabic speaking counselor who had plans
to run the Mindfulness and Movement Group (M&M Group) with Iraqi women if I could attend
the group and talk to the women about participating in the research. A lot of them felt that they
wanted to talk about their needs and their story.
As for providers, I also asked the head of the mental health department at LCSNW if I
could send an email to providers in his department to support my research. He provided me with
a list of the emails of the providers and I was able to send them a general email explaining the
research along with the IRB approval attached to it (See Appendix C for recruiting email and
Appendix D for Providers Consent script). I attended a meeting of LCSNW providers and
explained my research in person for ten minutes. Over the course of four months and after sending
follow-up emails, only 4 of the providers emailed me back and showed interest. None of them
were case managers or peer support specialists. I personally asked my Iraqi friend, who was a case
manager at LCSNW, to try to participate as her participation was very important. She happily
accepted and I met her for an hour at her office. Other providers contacted me later hearing about
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how the interviews went from other providers, and becoming interested in sharing about their
work.
Data Collection
The data collection lasted approximately a year. In the Winter and Spring of 2017, I
interviewed 8 mental health providers, where each interview took approximately 2 to 3 hours.
Sometimes I met with providers twice. In the Summer and Fall of 2018, I interviewed 4 Iraqi
refugee women. In the Summer of 2018, I attended the M&M Group. In the Fall of 2018, I
guided a group discussion of 20 Arab community leaders about this research and their
recommendations for supporting Iraqi women and families in the Portland area.
I conducted semi-structured interviews with a preconceived question guide/script that
focused on three parts: adjustment, health care system, and information sharing between clients
and providers. Iraqi women (Appendix E) and providers (Appendix F) had similar sets of
questions in order to focus on similar topics. The first set of prompts was about Iraqi refugee
women’s expectations before coming to the US and their current lived realities; and for
providers, the level of knowledge they had about their clients’ expectations before they came to
the US and their current living experiences. The second prompt was about refugees’ interactions
with the health care system, and the providers’ take on the refugees’ interactions with the health
care system. The third prompt of discussions was about the meaning of health and healing for
both Iraqi refugee women and mental health provider. The fourth prompt was about
recommendations. During my work I wrote field notes on a small notebook as my interviewees
were talking, then after interviews I wrote extensive notes or recorded my reactions to the
interviews.
When conducting Semi-structured interviews, I encouraged the participating Iraqi women
clients to identify a place where they were comfortable talking (except the LCSNW office, upon
IRB request). Most Iraqi refugee clients preferred LCSNW as a place they felt comfortable to
meet, but I was not able to meet that need. I usually met them at their residence instead. I didn’t
prevent the participation of husbands, children, or anyone in the household. I handed and read with
them the consent form (Appendix A), which was in Arabic language (Appendix B) and did not
require a signature to eliminate any discomfort that may come with giving away their signature. I
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also handed them a list of resources in case of discomfort during or after the interviews (Appendix
H).
In every home I visited, Iraqi women shared a meal with me and told me how happy they
were when they have visitors. I asked them general guided questions as I handed the questions to
them (Appendix E), but Iraqi women personalized each of the guided questions by sharing their
stories and recommendations. I found that I needed to be ready to do some case management work,
calling a doctor for an appointment, calling section 8 housing, looking up phone numbers and
addresses, calling the property manager, and so on. Most of the Iraqi women I interviewed were
my former clients when I worked as a case manager at LCSNW, so they still saw me functioning
in the same role.
For providers, I also encouraged them to choose a place they felt the most comfortable for
the interview, including their offices at LCSNW. Three of the providers chose to meet with me at
their offices at LCSNW and had me check in with the front desk and put my name and appointment
time on their schedule (where all other providers can see). The other five of the providers met me
at a coffee shops, libraries, their homes, and via skype. I needed to meet with three of the providers
twice because we ran out of time. I had to drive from Corvallis to Portland or Beaverton every
time I met with a provider. The guided discussions I used were very similar as I brought them to
each interview (Appendix F). However, providers were sometimes passionate about some topics
more the others, so I let the conversation flow as I was learning a lot of details about their work
and how they do their work in a way that is unique among other mental health providers in the
agency. All providers that were interviewed had a lot of frustration with the health system as a
whole and they shared many recommendations.
The Iraqi/Arab community leaders guided discussion was held on October 20th, 2018. 20
Arab and Iraqi community leaders attended, along with Dr. Maes. A month before the meeting, I
contacted a few Iraqi community leaders who were good friends of mine and asked them to spread
the word about this meeting. A week before the meeting I made an announcement on the “Iraqi
Community In Oregon” Facebook page asking all community leaders and culturally specific
people in the community who hold advocacy roles in any shape or form to come participate in the
discussion as it was going to benefit our community in the long run. The discussion focused on the
needs of the Arab community to have a center to provide immediate cultural needs and referrals.
They also wanted this research to advocate for volunteers in the community to become CHWs,
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given that they see this need in the community, especially in education programs. Participating
community leaders were 25 to over 65 years old, and included both women and men. There was a
great respect between all participants and tremendous appreciation for such research.
In the summer of 2018, I attended a weekly Iraqi refugee women’s group called the
Mindfulness and Movement Group (M&M Group) that was co-facilitated by an Arabic speaking
and a Farsi speaking counselor. The Iraqi refugee women who attend this group are a mixed of
women who don’t receive mental health services from LCSNW, and women who were receiving
mental health services. The M&M Group was based on the needs that Iraqi women reported, so
the information discussed and shared was very needed. There was an expectation of privacy that
was communicated in every session, where everything they shared and talked about was
confidential and not open for gossip when they were outside of the session. Most of the Iraqi
women who attended this group knew me from the community and my previous work. However,
I still explained my research and the aims to the women and gave them my contact information
to contact me whenever if they had a question about the research or if they wanted to participate.
I attended and collected field notes of the types of the different subjects being discussed, of when
the group was talking about the gaps of services, and of when they talked about the differences
between their expectations before coming to the US and lived realities in the US (Appendix G).
The observation notes did not include names of women nor any identifying information, nor
direct quotations and that to respect the privacy of each session.
Analytical Methods
I analyzed audio recordings of the semi-structured interviews and notes from my notebook that
I wrote during the interviews. For 2 providers, I had to translate as I was transcribing since they
were conducted in both Arabic and English. For Iraqi refugee women, I listened to the recording
and wrote the English translation of the interviews. I still wrote a lot of what they said in Arabic
to include in quotations in this thesis, especially words that explained their feelings. While I was
making appointment with providers and Iraqi refugee women, I used a password-protected Excel
sheet (no names, only letters associated with their names to help me remember) to organize the
location of the interviews, to remember the main subjects talked about in the interviews, the
duration of the interviews, number of the interviews, and people who were present along with the
participants.
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After transcribing, I used MAXQDA2018 to compile my data into different documents and
read through all the interviews and coded them using five main codes with sub-codes: Political
climate, navigating the mental health system, women/providers’ expectations and experiences,
health and healing, and recommendations.
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Iraqi Women Refugees’ Expectations and Experiences of Life in the US
Life in Iraq: The Good Times, the Bad times, and Initial Displacements
Iraqi people are proud of their civilization and their background. One of the Iraqi women
that I interviewed wrote a full page summary of how life was in Iraq before Saddam Hussain. She
told me, “You know, I forget all the time and I wanted to write about the history so you can use it
in your research and tell people how great Iraq was, since most people don’t know.” We talked for
a while after she shared this poem with me,
“«”»ﺑﻼدي وإن ﺟﺎرت ﻋﻠﻲ ﻋﺰﯾﺰٌة وأھﻠﻲ وإن ﺿﻨﻮا ﻋﻠﻲ ﻛﺮاُم
which means, “my home, even if you were harsh on me, you are still dear to my heart, and with
all the struggle and sorrows my family has been through, they will always be full of pride and
dignity towards their home.” She explained this saying as she talked about how in the past Iraq
was known to be a roof that gathered people of diverse religions and backgrounds, where everyone
was living as one family that knows no hatred, no discrimination, no extremists. But when the
Saddam Hussein regime came and favored Sunni over Shia, Christian, Kurdish, and Jew, the
divides in our community grew deep. Wars then took our sons and husbands away and changed
people’s ways of treating each other. These events then lead us to the 2003 US invasion and to
massive waves of migration, which explains why all our family members are separated throughout
the world, living ﺑﺎﻟﻐﺮﺑﺔ, “living in exile”. However, they all maintain that pride and dignity of being
from Iraq, she said.
Community leaders I met with talked in the meeting about how in Iraq, younger people's
goals after they graduate were to get a job with the government so they would be able to secure
their life, get married, have kids, and stay in their jobs until they die. If only one person in the
family worked, they were able to afford the living. However, due to the wars that Iraq has been
through and the sanctions, the community leaders told me, Iraqis became “unadventurous” in their
life. They are always afraid to change jobs, change a place of living, change norms and traditions,
or even to change their lifestyle. It is mainly the uncertainty caused by political and economic
troubles that shapes young people’s goals and life projections, where aiming for a governmental
job becomes “unadventurous” (Johnson-Hanks, 2005; Cliggett et al., 2007; Ellison, 2009; Mains,
2012). This life style was before the 2003 US invasion and during the sanctions on Iraq in the
1990s, where people were living in poverty and were struggling to meet the needs of their families.
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People can’t be adventurous in their life because they are always afraid of negative reactions from
the government and because the economy of the whole country is down and none of the fields
were making any money so people were stuck with the jobs they had.
Still, the aftermath of the 2003 invasion was terrible on so many levels, women report, that
they had no other choice but to leave everything and go to other cities or other countries and try to
survive. All the memories of family, closeness, connections, food, happiness of being with
community and being home in the past are all gone. Women tell their mental health providers
memories of how their life in the past was all about family and being at the house together. Both
men and women, certainly men, talk about their status in the community, their work. Where
women talk about their connections with their family and the dishes they used to cook in the
holidays. Iraqis carry these memories and stories with them no matter where they go, to some they
say that “they are gone” and to others they say, “we can make new memories here in America”.
However, to all, these stories bring a lot of hope and joy for the family, but also a lot of pain
remembering the reasons they left their homeland that are linked with war and death.
When asking women about leaving Iraq and resettling in other countries, almost all of them
wanted to talk about: how we got to this point, the underlying factors of migration, and the
intrusion of the US and other countries in their homeland. Their sense was, “we don’t want what
happened to us to happen to others,” since they constantly thinking about the Middle East refugees
and themselves and what they had to go through. They told me that because they left their home
country, they have been living in constant fear not being able to ever find peace and to be home,
so that is something they don’t want anyone to experience. They talked about how their sense of
security was threatened where they are constantly being on edge and thinking about their families
that ended up being all over the world. One Iraqi woman told me, “I want to move forward, these
memories of life back home were so dramatic that I don’t want to revisit.” Most of the time
revisiting events happens in therapy sessions with their mental health provider; however, women
feel that they want to take care of current events and priorities now rather than focusing on past
events. Figuring out how these past experiences of living in Iraq and other countries contribute to
the healing process is a topic I will discuss in “navigating (mental) health system” and “therapeutic
alliance” chapters later in this thesis.
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Initial Resettlement Experiences
Regardless of the trauma that Iraqi women report seeing in their home country, living in
neighboring counties was also traumatic in many other ways. One Iraqi woman told me, “we had
to leave Turkey and live in really poor area in Damascus, Syria, because we ran out of money.
Discrimination against Iraqis was so bad I had to keep my children at home Ahbeshom ""اﺣﺒﺴﮭﻢ
[imprison them], that my children lost their personality and their sense of socialization.” Some
Iraqis applied as they were in Iraq to the UN, others who were not able to stay in Iraq because of
discrimination, being threatened, losing loved ones, being scared, or for a lot of other reasons they
went to other neighboring countries to apply for the UN. Applying for the UN meant that they
received protection by an international organization and a temporary resettlement. Iraqis moved to
neighboring counties like Lebanon, Jourdan, Syria, Turkey, Egypt, United Arab Emirate, and other
Arab countries. In all these countries, Iraqis were not eligible to work, and they had to bring their
temporary residency card to get stamped by the host country’s government regularly. Iraqis who
could not afford the living expenses in these countries had to stay back in Iraq and make it work.
One Iraqi woman told me, “we sold our house and spent all the money in the 7 years of waiting
[in Turkey and Syria] with uncertainty of when we will get resettled; UN took forever, and we
were starting to lose hope.” Some Iraqis moved from one country to the other depending on how
much money they had left; Jourdan, Lebanon and United Arab Emirate were the most expensive.
Iraqi woman told me a lot of stories about how their families and them were scared not knowing
what the future is holding for them, they can’t go back home, and they can’t do anything in the
country they are waiting in. These types of stories were very similar to stories that Nadia ElShaarawi (2015) discussed in her ethnography of Iraqis in Egypt.
The Iraqi woman who spent 7 years in the waiting period with her two children and without
her husband told me about her experience with racism and discrimination against Iraqis in Turkey.
She talked about how they lived in very poor conditions, “not even acceptable for animals to live
in.” They were scared at night to sleep because they were living among mice, insects, and other
animals. They were always fearing that someone will come in and take advantage of them. One
day, her son slept at night and he woke up with a rash all over his arm and hand that ended up
swelling up and turned to blue. She took him in the middle of the night, walking for an hour to the
emergency room since there was no transportation available. When they arrived, they told them
that they can’t serve them because they did not have insurance and they could not understand them
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given that they did not speak Turkish. “No one would soften his or her heart toward my son,” she
said. She offered them money to diagnose the situation and tell her what to do; she understood that
they recommended amputating the hand to save the whole arm. She became very emotional as she
was telling me the story and lowered her voice so she would not remind her son who was in the
next room in the apartment where we were doing the interview. She talked about how she lost faith
in humanity after that night. She sat with her sons at the emergency lobby for hours waiting to see
what happens to the whole arm, a doctor came and gave them a prescription to get from the
pharmacy and told them that they needed to leave. She knew nothing about the prescription, but
this was her only choice. She gave her son the medications and wished that it was going to heal
him. Her son got better after a while. This was one of the most heart-breaking stories I heard as I
was doing the interviews with the Iraqi refugee women.
Later Resettlement Experience (“Last Destination”)
The most criticism I heard from Iraqi refugee women and providers was about the UN
process and the information they share with refugees prior coming to the US. Most of the time,
refugees are not being told about the things that are going to face them at the later resettlement
period, in the US. Even if they were being told, then it was brief and vague, and it was during a
time where there were other risks and issues that they were grappling with. A lot of these issues
were related to trying to keep their families and themselves safe and they were just trying to get
out. An Iraqi woman told me that they did not remember anything from the orientation since it was
very general and not even about the specific state or city that they were going to go live in. They
feel that once they came here, they were thrown into the everyday life of having to find jobs and
resources to live right away and there was no time to acclimate or to open up to the surrounding
environment. In addition, once they were here, there was no time for them to spend with their
family and they felt rushed to jump on to that pacing system that they did not know anything about
An Iraqi woman said, “my life and my son’s life have been lost in waiting. We are tired ﻧﺤﻦ
‘ ﺗﻌﺒﺎﻧﯿﻦNihna ta’banen’.” All the Iraqi women told me how ta’banen they were. They commented
how refugees get here to America tired, “we need a hand and want to be listened to.” Every woman
comes with her own background and experiences trying to figure out how her life was going to
look like here in America. One Iraqi woman talked about how she comes from a very traditional
Iraqi family and that her life was very difficult back home where she always felt like a prisoner in
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her own house. She wondered about how her life was going to look like here in America since she
lived in a very controlling household with a very controlling husband. Other women also wondered
how their life was going to be in America living as a single mother with children after losing her
husband in a massacre in Iraq. Starting a life in the last destination of their resettlement was an
experience that was mixed with sad and happy feelings.
An Iraqi woman told me, “we came in to America and we were shocked to see that life is
a great struggle and this just adds to what we have been through … the past has affected us
negatively and we have not noticed that until we came here. I realized that actually what I have
been through [the trauma] is way worse than I expected.” When Iraqi refugees were in the waiting
zone for very long time, they were putting off caring physically and mentally for themselves. Since
the first steps in the US were to obtain a primary care provider and do mental health screening,
they started realizing that their health has deteriorated. Another Iraqi refugee woman resembled
her deteriorated health by a saying, “ ”ﻧﺪﻓﻊ ﺿﺮاﺋﺐ اﻟﻤﺎﺿﻲmeaning she was now paying the tributes
of past trauma in her life. However, Iraqi refugees did not only have to deal with past trauma, they
also needed to figure out their life in the US in a very short period (6-8 months of governmental
assistance).
Health Problems, Mental Shock, and Depression
Limited resettlement assistance and resources raise the refugees’ stress in addition to the
stress of being in a new country. Some Iraqi refugee women told me that they were coming here
with a “mental shock” “ﻧﻔﺴﯿﺎ ﻣﺼﻌﻮﻗﯿﻦ,” with hopelessness and feelings that they have to adjust to
the system and to the culture very quickly. This stress may have major side effects in addition to
the mental health ones. In the community leaders meeting, an Iraqi woman who works with a
Masjid (or Mosque) in Beaverton and advocates for other women in the community, reported
developing a heart attack in the first couple months of coming to the US. She came over 15 years
ago and said, “we did not have any of the services that exists today for us back then.” She reported
not being able to communicate fully the reasons of her heart attack and the doctors were not able
to identify the core of the issue. However, she strongly believed that it happened because of the
high level of stress and feeling depressed “ “ ”ﻛﺄﺑﺔKa’aba.” All of the Iraqi refugee women I
interviewed talked about Ka’aba and how it is affecting their life negatively. One Iraqi woman
said, “when I came to the US, I couldn’t ask for help, I couldn’t read anything, I didn’t know
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anyone, and I didn’t know the places; I was totally lost. I felt stupid for not being able to express
myself.”
Ka’aba is experienced by almost every Iraqi refugee no matter what age or gender. A
clinician told me that he has Iraqi men clients who would close themselves in their rooms and cry
because they cannot bear the idea of showing tears in front of their family. Iraqi refugees associate
Ka’aba with the feelings of being lost, homesick, uncertain about their future, worried about their
family back home, feeling unproductive, dealing with housing crisis, language barriers,
comprehension barriers, learning the school system, and the change in family dynamic. All these
lifestyle changes in addition to past trauma increase Iraqi refugees stress and depression, especially
the change in family dynamic which Iraqi women and providers talked about in length.
Through my interviews I did not look at treatment plans of the Iraqi refugee women I
interviewed nor other refugee clients. Given that I worked at LCSNW I was always involved in
the assessment and the diagnosis process, so I had a great understanding of the mental health
conditions we encounter and work with at LCSNW. The CDC conducted a survey in 2012 of Iraqi
refugees who have been in the US for 8-36 months and they were able to collect statistics of the
different conditions Iraqi refugees come with. The highest reported condition was Anxiety
(“kalak”) at 50%, depression (“K’aba”) was the second at 49%, then Post Traumatic Stress
Disorder (PTSD) was the third at 31%. The CDC also reported after releasing these findings that
they were consistent with the United Nation data that were collected in Syria in 2008. However,
these data were shifted a little when Iraqi refugees arrived in the US. A mixed method qualitative
and quantitative study that stems from a collaboration between EhnoMED staff and the University
of Washington suggested that 30% of the Iraqi refugees that they encountered had diagnosable
depression or anxiety, whereas PTSD occurs at a higher rate of 51% among Iraqi refugees
(Regester et al., 2012). This study was able to shine the light on a lot of aspects of the Iraqi refugee
life given that they were able to conduct focus groups with eight refugees from Iraq who have
resettled between 3 weeks to 3 years in Seattle, Washington. Not only that, but they interviewed
three resettlement coordinators, then obtain historical, cultural, and medical background
information from Iraqi American physicians, and were able to give recommendations by Iraqi
refugees and by health care personnel.
At LCSNW mental health providers reported that they encounter similar mental health
conditions of Iraqi refugees living in Portland metro area to Iraqi refugees living in Seattle. The
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most common conditions they see while working with Iraqi refugee clients are hopelessness,
medium to severe depression, being “non-compliant,” PTSD, anxiety, and lack of trust. When
asking Iraqi women refugees about their mental health condition, they used the phrase “ اﻟﺤﺎﻟﺔ اﻟﻨﻔﺴﯿﺔ
“( ”ﻣﻜﺴﻮرةAl Hala Al Nafsia Maksoura”). This phrase roughly translates to “psychological
condition.” In the Arabic language, the word “Al Nafsia” is derived from the word “ ﺲ
ُ  ”َﻧْﻔwhich
means the spirit. The word “Maksoura” means “broken.” Another word that I hear Iraqis say
is ""ﻣﺘﺤﻄﻤﺔ, which means “shattered” referring to their mental health. Iraqi refugees’ mental health
condition is linked to their spiritual well-being as well as to their mind and body. Another phrase
that providers who work with Iraqi refugees hear is ““( ”ﻧﻔﺴﻲ ﻣﺤﺼﻮرNafaasi Mahsour”), which
means shortness of breath, chest pain, tightness, or heavy pressure.
Broken, shattered, and hopeless are the types of feelings that are related to mental health
conditions that Iraqi women are living with, as they and their mental health providers reported.
The United Nations conducted interviews in 2010 with Iraqi refugees in Syria and found a variety
of factors that contributed to their mental health status, including: air bombardments, shelling, or
rocket attacks (77%); witnessing a shooting (80%); interrogation or harassment by militias (68%);
and knowing someone close to them who had been killed (75%) (Ghareeb et al, 2008; United
Nations High Commissioner For Refugees, 2010). Alongside these experiences, Iraqi refugees
experience other types of psychological and social disturbances. Iraqi refugees refer to their
experiences in the US as: "“ "ﺻﺪﻣﺔSadma”, meaning “Shock;” “ “ ”ﺿﻐﻂDaghet”, meaning
“pressure;” ““ ”اﻧﺴﻼخInsilakh”, meaning “uprooting;” ““ ”ﻗﻠﻖKalak”, meaning “anxiety or
worries,” (Schinina et al., 2008). Iraq and Arab community leaders reported that these feelings and
mental health conditions are still very present in the life of the Iraqi refugees living in the Portland
metro area.
It is challenging for the mental health providers to sometimes pin point the Iraqi refugees’
mental health condition given the multilayers of traumatic experiences throughout their life and
that was still going. Most of the time, if not all, mental health providers are not only targeting one
mental health condition, such as PTSD, or doing targeted work on nightmares. Rather, they are
looking into a more socio-ecological and economic set of processes which requires the mental
health provider to understand what is happening in their environment and the types of stressors
they are experiencing.
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One of the providers I interviewed made me draw how I felt my life was when I came to
the US. I became nervous because I could not put my experience and feelings into a drawing. I
told myself that I will let my hand direct me, and on the notebook that I was using to take notes, I
scribbled a deformed circle. It made me frustrated because I needed to focus on conducting the
interview with her, and I was carried away with the emotions of remembering different experiences
that I went through early in the resettling period. There are always unhealed wounds of the past
that Iraqi refugees live with, and these wounds could open at any point. This provider was trying
to show me that every refugee has their own perspective and experiences. Providers, in turn, have
to be aware that it matters to know what was happening to the person and how they were perceiving
their environment and interacting with it personally. She said, “if their environment is destined or
there is no desire to learn English, or desire to integrate or move from one’s own comfort zone and
be in another community, is that wrong? I think it is a protective factor to feel that you don’t want
to blend in. It is an ongoing process and we should be supporting and since it is not static and it
keeps changing like culture itself, we have to always educate ourselves and ask each one of our
refugee clients.”
School, Work, and Family Life
In the Iraqi community there is an expectation of the nuclear family, which the male is
going to be able to work and provide for the family and the wife might not work but she will be
responsible for childbearing and doing house work for the whole family. However, when refugees
came to the US, they may not be able to have that scenario play out initially and that means there
was going to be a shift. Some families would embrace the change in family dynamic and others
will have hard time living with it. Some clinicians reported that sometimes they see that a wife or
a daughter in the family become excited to have more opportunities and the male of the family
may have a challenge with that. These challenges came from changes to the gender norms and
believes around the expected duties that falls on the mother, father, daughter and the son. Family
dynamic changes became very present in families that have children in schools and learning the
English language quicker than their parents. One of the Iraqi refugee women I interviewed had
children in school, she reported seeing her kids and a lot of other kids in the community take the
role of the parents since they learn the language faster. It is fairly difficult, she explains, to get
herself to adapt to the level of English her kids are learning in schools and rise to that challenge.
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At therapy sessions, clinicians see a lot of fear from Iraqi refugee parents around the topics their
kids are going to learn about in schools, their academic success, and challenges their kids face with
understanding the school system.
In the Iraqi women group I participated in; women talked about their experiences with
schools as something that was concerning to them. They had a little understanding of what the
school was going to teach them that they might disagree with, and concerns about topics that they
were not going to learn in school here in the US that they would learn if they were back home.
One of the women said, “the challenge is that we don’t know the system and we don’t know the
language and we want to set our children up for success, but we get lost of how we can accomplish
that.” I asked a mental health provider about if Iraqi women talk about these struggles with the
school system in therapy sessions, he told me that they always talked about these topics given that
their children were their number one priority. That mental health provider also told me that he
would suggest to parents to be open and learn from their children as they were doing their
homework. However, they would share with him that the concept of being open to learn from their
children may interfere with traditional norms of hierarchy in which kids learn from adults not the
other way around. In the Iraqi community, some of the way’s parents discipline their children is
by obeying the roles such to finish their school homework.
All the providers that I interviewed have seen in a way or the other that fathers lose their
control over their families and that leads to mental health implications on the wife and the children.
This loss of control comes from losing their authority and their position becomes not supported by
the larger society. In contrast, Iraqi women tend to adapt because of their nurturing position in the
family and since that they are already doing the same things they used to do in the past with the
kids. Given that men were struggling tremendously with the idea of giving up their power and their
position, this created a lot of conflict and lost in relationships. An Iraqi community leader who
works with the social justice department shared with us in the meeting that there are at least 5 to 6
call to 911 a month from Iraqi women reporting domestic violence. In most of these cases, he says,
“men are trying to practice their power and positionality in the family after they feel that they have
lost everything, and wives are the first victims.”
In contrast, one of the clinicians told me that he is working with an Iraqi family that the
wife worked full time, and the father was LCSNW client. The Iraqi couple had three younger girls
and father had significant physical condition that he was struggling with and was preventing him
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from working. However, he picked the girls from school every day and he was very committed to
his duties and he “has a very tendering and loving relationship with his kids and he feels it every
time he is coming to sessions,” the father’s mental health provider said. The Iraqi man cooked for
his wife and the children and they had a very open and clear relationship. The mental health
provider wanted to tell me through this story that we don’t see violence against women all the time
and there are families who have figured out a system that worked for them.
The Fallout of the 2016 Presidential Election
As discussed by Marci Inhorn (2018) and El Shaarawi (2015), Iraqi refugees have been
battling with the concept of stability for very long time; a lot of Iraqis would agree that their life
has been unstable since the 1960s. Therefore, this concept of stability as an Iraqi woman explains
is “strange and not understood” “ ”ﻏﺮﯾﺐ او ﻏﯿﺮ ﻣﻔﮭﻮمwhich is due to previous wars Iraq has been
through and the post-migration and resettlement processes. While talking to mental health
providers, Iraqi refugee women and leaders in the community the main theme that came up
regarding stability was the current political status of the US and its effects on Iraqi people’s sense
of stability.
After Trump was elected, a lot of people in the Iraqi community were feeling unstable and
unsafe to get out of their house. They were fearing how the American population is going to react
to them, especially to the ones who appear Muslim (wearing Hijab), given the way that Trump as
a candidate talked about immigrants and Muslims, and the administrations’ immediate postelection attempts to change immigration policies. One Iraqi woman told me, “I started questioning
my life choices and the reasons that brought me to the US in the first place and whether I can call
it home or not.” Living in this political era, Iraqi refugees were having these conversations
constantly and were feeling a sense of uncertainty; some will express their gratitude towards
president Trump and others will express their frustrations. A mental health provider reported that
one of her Iraqi women clients lived in an area where it was quite open and the police were around
all the time, but anytime she saw the police man she went inside and closed the door. This provider
tried to tell her, “he means you no harm,” but the Iraqi woman still feels petrified because police
men represented power, some power that is abusive, and that power is controlled by president
Trump.
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This feeling of instability, fear and feeling unsafe were not the expectations that Iraqis came
to the US looking for, but unfortunately it became a reality that they had to deal with. Mental
health provides told me about the ways that their Iraqi women clients have begun to alter their own
movements and dress to avoid being targeted. Some women also reported wearing the Hijab in
certain ways that did not look like a Hijab, or of taking off the Hijab in certain areas to protect
their children. When meeting Iraqi women, they verified these facts and they added that they would
still put Hijab if they were with people from their own community in order to respect traditions.
Another provider reported that one of his clients stopped going to the Masjid fearing that there
would be people there spying on people.
These conversations about fearing to be recognized in public became more prevalent and
emotional after the hate crime that happened on the Max train in Portland, where a man who has
white supremacist ideations saw two girls sitting next to each other wearing Hijab, and began to
rant, saying things like, “Go back home. We need Americans here.” He then pulled a knife and
stabbed three men who came to aid the two girls; two of these men are dead, and the two girls were
severely traumatized. This trauma was felt not only by these two girls, it was also felt by their
families and their communities. The incident happened 10 minutes or less from LCSNW, where
Iraqi refugee women whom I interviewed receive mental health services. Mental health providers
have told me that their clients were “retraumatized,” that it was another added injury, another
trauma in a series of so many stressful life experiences. Many of their clients were and still are
concerned about their daughters going out in public. They find themselves telling them not to go
out since they were wearing Hijab. This fear and anxiety created struggles between generations
within families. Some women refugees decided to stay as much as possible in the home, scared of
taking medical transportation (medical Taxi) to get to their medical appointments. Providers said
that Iraqi refugee women were disappointed that they needed to hide fearing for their lives in a
place that they perceived to be safe and call it a second home.
Stability in Terms of Work and Health Conditions
The sense of stability is challenged when Iraqi refugees interact with different
organizations and when they experience health conditions that may affect their work
performance/work status. Where some community leaders had seen that Iraqis have a fear from
Department of Human Services (DHS), from Social Security Administration (SSA), and from
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different organizations that they were connected to and was providing them benefits. An Iraqi case
manager reported that, Iraqis have a fear to fill out an application or fill out an annual regular
paperwork by themselves, fearing that they will make mistakes and lose everything (lose all the
benefits). Given that Iraqis are coming to the US and have a very little understanding or grasp of
the system, they try to stay safe, or as a community leader says, “they are on a survival mode since
they don’t have energy to lose more.” Most Iraqi refugees were considered low income; but to
them being low income was security that they will be able to feed their children and receive
insurance when sick. An Iraqi woman tells me, “we are scared to get out of OHP [Oregon Health
Plan].” The jobs that Iraqi refugees get when they enter the US are lower paying jobs and most of
them did not provide health insurance. As discussed in the resettlement process section, a lot of
Iraqis come with mental and physical trauma, so obtaining these jobs quickly to be able to feed
their families becomes a very challenging task and impossible to some. That was the reason we
saw a lot of Iraqi women are interested in applying for Social Security benefits to be able to deal
with the trauma, have a “stable income” and be able to provide for their children.
This sense of instability continues as Iraqi women discussed the physical sickness and
mental health condition and their effects on obtaining a job and their status in the community. This
theme was discussed in depth on different levels, not only sickness and mental health condition
but also how the resettlement system treats refugees, which it goes as far that one Iraqi woman
calls it “ “ ”ﺑﻼ رﺣﻤﺔBala Rahma” means “with no mercy.” The general belief by the US government
is that when refugees are coming here, they have to perform on an acceptable level according to
the system in order to continue benefits. If a refugee should have any type of disability or they
were not capable of working, then they needed to prove the disability by going through a process
that takes almost a year or more without any income. Within this process, women say that they
loss a part of their dignity and they feel that they have a lower status in the community after the
process is completed.
One Iraqi woman I interviewed told me about her physical condition that prevented her
from working. She had been in the US for over 10 years, she reported not being able to sit in one
spot for more than an hour or stand for long time. She reported having pain all throughout her body
that she can’t explain; in addition to arthritis. I handed to her the consent form in Arabic for her to
read it, but she laughed and asked me to read it for her since she was unable to read or bend any
part of her body, in this case it was her neck. She tried all medications that the doctor has given
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her and none of them worked, which the doctors ended up giving her a general diagnosis of, “nerve
issues.” She became emotional when telling me how the doctor told her that her condition only
gets worse with age, she said “I don’t want to say it again it hurt when I remember how he said
these words to me.” She applied for SSI, but she explains how her life was ““ ”ﺟﺤﯿﻢJahim” means
“hell” going through the process. Her husband was not able to find a job easily and they did not
have children to be eligible for cash or food stamp benefits. They were on the “verge of
homelessness,” she said. I heard a lot of these stories during my interviews, where in addition to
the mental health condition or the sickness, refugees have to deal with the fear of being evacuated
and being homeless until they obtain social security benefits.
Finding a job and being able to work long hours is very difficult for some of the Iraqi
refugee women who have issues with back pain ,arthritis, joints problems, blood pressure, and
other chronic pain. Knowing that “ ”اﻟﺒﺎل و اﻟﺬاﻛﺮة ﺗﻌﺒﺎﻧﻲmeaning “the mind and the memory are tired,”
even the Iraqis that have higher degrees obtained from Iraq most of them have gone through
traumatic events that lead them to not being able to focus anymore. Every task became challenging
and providing for their family and being a good figure to their children became hard. Especially
that there were no programs that support people who have degrees from other countries, which
people have to always start from below zero. Even when younger adults come to the US, they have
to be working. One of the Iraqi women who has two children over 18 reported, “when my children
told an IRCO staff that they wanted to finish school and get good degrees, the system stood in their
way and started to threaten them by cutting the benefits.” An American mental health provider
told me that Portland is not a place where people are living with much stability; there are a lot of
working-class people and refugees are among them. A family has to all work in order to feel a
sense of security and stability, which means the mother can’t only be watching the kids since that
would put the family life into jeopardy.
Summary
Iraqi women spoke about how proud they were to be Iraqis, as Iraq is a country with an abundance
of civilizations and history. Their expectations before coming to the U.S. varied depending on if
women had children or did not, the reasons of their resettlement, and the way they came to the
United States. Some people had previous knowledge about how life was going to be in the United
States, while others were completely misinformed about what is awaiting them in the United

36
States. However, all have faced difficulty navigating the medical, legal, financial, and social
systems. Even if they had good English skills, comprehending and seeing the big picture was
challenging and confusing
Women talked a lot about “ ﻛﺄﺑﺔDepression” that comes from accumulated stress, sadness,
hopelessness, and constant worry. Iraqi refugee women reported feeling scared, uncertain,
confused, further isolated, and retraumatized. All these were due to the Max event, the laws around
the refugee ban, and other immigration laws. This retriggering fear affects the daily lives of Iraqi
refugees who physically appear to be Muslim or speak only Arabic or little English. Some of the
Iraqi women have taken their Hijab off to protect their children and themselves. Some kids in
schools have chosen not to wear Hijab anymore and to identify less with Islam to decrease being
targeted. Also, after Trump was elected, a lot of people in the Iraqi community ware feeling
unstable and afraid to go out of their houses, fearing what is going to happen to them in the near
future. They started questioning their life choices and the reasons that brought them to the U.S. in
the first place, and whether or not they can call it home.
The concept of stability as women reported is strange and unknown “ ﻏﯿﺮ ﻣﻌﺮوف او ﻏﯿﺮ
ﻣﻔﮭﻮم,”and that is due to spending a very long time living in the waiting and unsure mode. When
they were in the second country awaiting to be resettled, they used to wait for UN calls every
second of the day, unsure when they will be kicked out of the place they were living in or if their
money was going to last them another month, another year, or five years. When coming to the
US, they had to perform on an acceptable level according to the system in order to continue
benefits. If they have any type of disability or they are not capable of working because they want
to finish school and get good degrees, then the system stands in their way and starts to “threaten”
them. Physical sickness and the mental health problems were experienced as further limitations
to perform here in the U.S., which negatively affects how they feel about their lives here.
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Navigating the (Mental) Health System
Mental health services to the Iraqi refugees
Providing mental health services to refugee communities tends to be different than the
provision of services to people from the mainstream society. With refugees, mental health
providers have to always find ways to alter their services to meet the immediate needs of their
clients rather than only provide psychotherapy. In this section I explain the process by which Iraqi
refugees get referred to mental health services, the services LCSNW providers provide to Iraqi
refugees upon starting services, and the limitations of these services.
Most Iraqi refugees get referred to LCSNW from Virginia Garcia Memorial Health Center
or Mid County Health Clinic at their first medical appointments when they enter the US. An Arabic
speaking case manager or the intake coordinator (uses interpreter over the phone) then call the
referred client and explain the services that LCSNW can provide for them. In most cases, Iraqi
refugees don’t understand why and how they were referred to LCSNW. Key words that refugees
look for in these calls were “ ﻣﺴﺎﻋﺪة ﺗﺄﻣﯿﻦ ﻣﺼﺎدر اﻟﻤﻌﯿﺸﺔhelp in finding resources.” The phrase mental
health “ ”اﻟﺼﺤﺔ اﻟﻨﻔﺴﯿﺔcould bring negative associations for Iraqis who were not exposed to mental
health services. Providers and case managers at LCSNW were aware of how Iraqi refugees may
feel. One mental health provider talked about her understanding of how some of her Iraqi clients
felt about mental health services. She said, “the whole concept of you go to get mental health
treatment you are mad, you are crazy, it comes with shame and they don’t want people to shame
them, they always want to show that they are strong and they want to hold their heads up and
counseling signifies weakens for them.” Therefore, LCNSW providers are aware of the challenges
in reaching out to Iraqi refugee clients and establishing care.
Establishing Care
Initiating care was one of the most challenging process in providing services for Iraqi
refugee clients. Mental health providers have to spend excessive amount of time to establish care
and undergo the intake process. At LCSNW the management team were able to collaborate with
the mental health system administration to add hours to the intake process to understand better the
needs of their refugee community and to be able to coordinate their care. However, the mental
health system provides services once the client was diagnosed with a specific mental health
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condition. The idea of being forced to diagnose refugee clients was frustrating to some of mental
health providers given that they felt limited with the mental health system that demonstrates
westernized mental health treatment approaches. Where others felt that there was no time to be
frustrated or have an advocacy role given the load of work they had to deal with. Given that Iraqi
refugees who are seeking mental health services have experienced a high degree of trauma, in most
cases providers try to touch the bases of the trauma without traumatization. The mental health
system used to believe that any intake process would only need to be done in 90 mins maximum,
but after a lot of advocacy work by the LCSNW counseling director and other staff they were able
to add 60 more minutes but still encourage to finish the intake process in 90 mins.
All the mental health providers that I interviewed believed that home visits were the best
way to establish care and meet the needs of their refugee clients. The providers I interviewed had
a shared belief in their practice that if they would not do home visits to their refugee clients, knew
where they live, and how they live, their work with them will not be as effective. Home visits
enable them to understand their refugee clients more and connect with them on an advanced level
given the mistrust that refugees usually experience toward medical systems. However, home visits
are time consuming on the end of the provider. A provider said to me, “when my mainstream
clients leave the session, their work is done. However, for the refugee client you have to make
calls, you have to do things they need, and you have to go to their homes and help the family with
paper work since they can’t do it by themselves.”
Diagnosis
LCSNW providers I interviewed don’t talk directly about diagnoses with their Iraqi refugee
clients since they see it as more damaging than beneficial. Most of the time they talk about
symptoms and goals they want to work on together at the therapy sessions. Providers complained
that the mental health system doesn’t understand that diagnosis practices may be retraumatizing to
people. In Oregon, even if limited, refugees can receive mental health services without diagnosis
because there are grants that fund these types of services, which is not the case in other states. In
most cases, Iraqi refugees are admitted to outpatient clinics and have mental health diagnoses in
order to meet their immediate needs and access intensive case management and mental health care.
Diagnosing means labeling someone with a condition, and “in most cases clients get obsessed
with the diagnosis and get stuck with it, and it took away from moving forward with the treatment,”
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one mental health provider told me. A provider said, “the diagnosis is for the system, so we can
get funding and pay for services and things like that.” Mental health providers were using
Cognitive Behavior Therapy (CBT), Eye Movement Desensitization and Reprocessing (EMDR),
motivational interviewing, couple therapy, family therapy, storytelling, and they were shifting now
to the Peer Support Model. Given that most Iraqi refugee clients have a combination of diagnoses,
mental health providers did not make a diagnosis that dictated the type of therapy they practice
with their refugee clients.
Interpretation Services
In addition to the concerns Iraqi women refugees, community leaders, and mental health
providers raised about accessing medical services and navigating through the medical system, they
also talked about interpretation services. Iraqi refugee women felt that their privacy gets broken a
lot of the times because interpreters were talking outside of the sessions about them with other
community members. From personal experience being in the community, as much as interpreters
were prohibited by interpretation companies not to disclose information outside of the sessions, I
still saw interpreters in the community doing these things. I heared them saying things like,
“tomorrow I have an interpretation appointment with Noura since she has a doctor appointment
for her headaches,” “I just came from an appointment with Noura, it took really long time and she
is not doing well at all,” or other times interpreters say in conversations with people in the
community, “yesterday I was interpreting for Noura and she isn’t well we should call her and visit
her” (The name, Noura, used in my example here is a factitious name). It is culturally acceptable
to be worried about a person, but Noura in this case might not want people to know about her
condition but she would still welcome people to her house even when knowing that her interpreter
had told everyone. Noura or anyone in her situation would not face their interpreter and tell them
not to say these things again because they don’t want to lose them. Iraqi refugee women I
interviewed discussed cases like this and reported being irritated and frustrated that there is no way
to protect their privacy.

40
Meeting Iraqi Refugee Women’s Needs
Providers referred to Maslow’s hierarchy of needs as a very relevant and lived experience
theory that Iraqi refugee clients go through. Maslow’s hierarchy of needs theory was taught in
counseling and social work curricula to guide care, since it provides a specific and concerted way
of looking into the needs of the individual. The theory proposes that, “every organism, every living
thing has a hierarchy of needs of which survival is the most basic” (Holzknecht J., 2007). Based
on Maslow’s theory, people’s needs are universal and whatever is the most urgent unmet need is
what our behaviors, cognition, and motivations center around. Those unmet needs are placed at
the base of the hierarchy. Once they are satisfied, the attention then will be focused on the next
level. In Maslow’s hierarchy of needs (Figure 2) we see that there are two main levels: The
Deficiency Needs (D-Needs) which includes the basic needs of individuals, and the Being Needs
(B-Needs) which includes the psychological needs and the self-fulfillment needs. On the lower
level of the hierarchy, basic needs, is where an individual focused on providing safety, being loved,
and care for themselves. Where on the upper levels, psychological needs and self-fulfillment needs
are oriented toward needs a person has for others and figuring a sense of meaning and purposes in
their life.
Figure 2: Maslow’s hierarchy of needs, copied from McLeod S. A. (2017)
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In the case of the Iraqi refugees, providers indicated that when clients come into mental
health services, they are not in the mindset of receiving mental health services; rather, they are
coming to get their basic needs met. Iraqi clients were coming with needs such: coordinating care
with primary care provider, translating letters in the mail, applying for Social Security Benefits,
filling out paper work for DHS, connecting them to resources to receive rent and electricity
assistance, linking them to food distribution resources, connecting them to services that help them
find jobs, providing education around the school system if they had children, connecting them to
immigration services regarding their green card, supporting them with finding appropriate and
safety housing situation, supporting them in cases of discrimination acts against them, supporting
them with legal immigration matters, and many more. Providing these listed services was crucial
in providing care and building trust since “if counselors fail to address basic physiological needs
clients may terminate counseling prematurely” (Lonn & Dantzler, 2017). The process of providing
services that meet the psychological, safety, belonging and love, self-esteem, self-actualization,
and self-transcendence needs of Iraqi refugees tend to be more complicated.
Recent renovations of Maslow’s hierarchy of needs criticized how when working with
vulnerable populations such as refugees, most of these levels of the hierarchy overlap and the work
requires fluid transitions between the levels rather than moving linearly from the bottom level to
the top (Lonn & Dantzler, 2017). Daniel Wordsworth, CEO of the American Refugee Committee,
criticizes Maslow’s hierarchy of needs when it comes to interpreting it in working with refugees.
Wordsworth claims that, “when helping refugees, we start in the lower layers and don’t prioritize
the higher ones until the basic physiological needs have been met (often meaning never)
(Wordsworth, 2017). And we assume that refugees think in this sequential way, too.” When
working with refugees in the mental health field, we don’t see that refugees experience “need” in
any kind of sequential way since the experiences of wars, displacement and resettlement is mixed
of physical and psychological factors that are intimate.
When providers claimed that they benefitted from the framework of Maslow hierarchy of
needs, they were at the same time criticizing it and criticizing the traditional mental health
approaches when talking about how they actually provide their services to their refugee clients.
Based on my interviews with providers, most if not all reported starting with asking their clients
about their needs and priorities in order to build their treatment plans according to these needs. As
much as the Maslow hierarchy of needs framework was present in the providers’ work as they
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think, as much as they were inventing new personalized frameworks and battling with old ones to
describe their work. A mental health provider that I interviewed told me, “according to the
westernized counseling services, I have to be focusing only on the therapy and anything that has
to do with case management is not my job.” As a practice social worker, he was trained to work in
trans-disciplinary ways where everyone in the agency was part of the team. He continued
explaining how in his practice, the team as whole assessed who had the best capacity to reach a
client and offer a meaningful and ethical intervention. His practice, unlike the counselor or
psychologist practice, it was built on collaboration work and acknowledging that sometimes there
are people in the team that are better at providing a meaningful experience than others. Hearing
this provider trying to explain his work, I became more aware that providers were struggling with
combining their practices and putting on the table to discuss it.
Limitations of the Mental Health System
The mental health system tends to operate similarly to how the general biomedical system
operates. Any client that is admitted has to obtain a diagnosis in order to receive services and meet
their needs. The mental health providers I interviewed at LCSNW reported feeling that they have
to create ways to navigate through the system and advocate for themselves to change the system,
given that it was not set up to serve refugees. There were three themes that evolved when
discussing this topic with providers: maintaining sustainable funding, case managers struggling
with navigating resources, and frustration of the meaning of heath and being healthy to the system.
Maintaining sustainable funding
At LCSNW, the clinical director and the office operation manager are always working to
explain to the mental health system and to the state their work environment and work conditions
as they provide varies types of services for refugees. The challenge is that Medicaid only funds
LCSNW when providers were diagnosing clients and when billing their services. However, there
were other types of services that were completely different and were not billable that LCSNW
clinical director and staff had to find other types of funding to fill in these gaps. One of LCSNW
staff that I interviewed reported, “there are a lot of things that we can do, therapeutic or nontherapeutic and in order to do our work we have to have a consistent funding and Medicaid is great
that way. And it is stable, or it has been.” This same staff continues to talk about the relationship
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that LCSNW was able to build all throughout the years with funders and with the county because
they had showed how much direct-contact with refugees can contribute to positive outcomes to
the society. So, the clinical director and the operation manager have to consistently be advocating
and sharing information with the country, the state, and the funders in order to keep the
Multicultural Counseling Program running.
Though, when talking with providers about funding, they disconnected from the
conversation given that their work was completely focusing with client’s day to day and
discussions around funding were seldom. Providers were not seen in advocacy roles or acting as
agents in changing the mental health system practices or framework. Rather, discussions around
advocacy were focused on funding and finding resources and mostly all the time it was delivered
by the clinical director and other staff that have higher positions at LCSNW. Even though providers
were overwhelmed and over worked, they still wanted to participate and be involved in discussing
topics that were related to advocacy and funding. One provider did not like the fact that he did not
know how much money was budgeted for him to spend on a group that he was running. He had to
go ask every time he wanted to buy food or anything for the group if he was able to. Providers
talked about the need to have more transparency regarding budget in order not to be a source of
additional stress.
When I interviewed a staff in the management team, I asked her about how the political
status of the US shifts funding sources, especially after the hate crime that happened in Portland.
She explained how LCSNW had on going conversation in circles with other organizations, and at
these tables she raised a lot of conversations about mental health and the connections to the hate
crime incident in Portland. This was a part of our conversation:
Massarra: Are incidents like these bring programs and organizations together? Did any type of
unification of programs happen?
LCSNW management staff: These types of incidents raise awareness for the head of the mental
health system in different counties that are not necessary working with refugees. It unifies the
organizations that are mainly working with refugees. And since discrimination has always been
there, but this incident raised the level of awareness up for those on other layers, so the people in

44
the high level have better understanding of what on the ground level providers are doing and what
they are experiencing.
Massarra: How does LCSNW uses refugees’ stories and what they are experiencing at such times
in meetings with stakeholders?
LCSNW management staff: Given the current political climate, our clients have raised the profile
for refugees, so when the max incident happened, in meetings with stakeholders they asked us
about what is the least news, how is our work impacted, and what is happening to the clients that
you are serving. At these tables I am usually or most of the time the only refugee provider so I am
being asked constantly about these things.
Massarra: Who else bring refugees stories? And do refugees’ stories work when you present them
on the table?
LCSNW management staff: Folks in similar role like me at Catholic Charities, IRCO, and other
refugee organizations also bring refugees stories from their everyday work. We have told these
stories to foundations as group, and we got additional funding out of that to do services. There was
a lot of sympathy at that time and folks wanted to be supportive. Also, Portland United Against
Hate Grant came out after the Max incident to help our refugee communities. So that is a positive
thing of how refugees’ stories that we share, and other refugee organizations share could make a
change. Most importantly, you got to have good stories and having the data and with research like
this to help with funding.
I could not have a conversation such as this with any other provider that I interviewed since
they were far disconnected from the process of talking about and advocating for resources for their
clients. This task of reaching out to different organizations and maintaining relationships tended
to be specific to few staff members in the agency, unless providers were working with other
organizations given that they had mutual clients.
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Case Managers Struggling with Resources
After a lot of attempts to interview case managers and peer supports, I was able to interview
only one case manager. Given that I have been in this role before, I understood completely how
over-worked and overwhelmed case managers and peer support specialists are. LCSNW was
unique in providing culturally and language specific case managers and peer support specialists to
their refugee clients. However, their roles were still being explored and they were not completely
defined given that they work with counselors to provide immediate needs and skill building
services to their refugee clients. The case manager I interviewed said, “I have to look for resources
for myself, I am not that resourceful, and the internet is my only way. My information and
knowledge all come from my practice and my work with my clients.” Case managers also struggle
with the overload and managing their case load since they don’t only work with clients from their
community, but they also work with clients that speak other languages and they had to provide
interpreters for them.
Case management work becomes more challenging and frustrating when working with
refugees who have very little understanding of the system, where refugees questioning all the time
what the right move was and what was wrong. This little understanding came from lack of
adjustment resources and attention they received when arriving and the limited time refugees have
to absorb the information shared with them upon their arrival. The case manager I interviewed told
me how it was frustrating for her when her clients chose a wrong decision and they came back
later regretting their decision and she had to fix it since they did not know anyone else to help
them. She felt that she has to do the task twice sometimes because her refugee clients made
uneducated decisions. These uneducated decisions came, she thinks, not from only language
barriers but also from comprehending the system and the information shared with them. She told
me that, “comprehension is a huge issue when navigating any types of services and our Iraqi
refugees struggle to understanding the information fully and connecting the dots.”
One of the main issues she is dealing with now was the housing crisis given that there was
very limited resources and the wait to get an appointment with a housing specialist takes months.
“Housing is a basic need,” she reported, but she wasn’t able to provide the housing and it was a
long process especially if the people who were applying were on SSI, applying for SSI, or people
waiting for section 8 housing. Given that the housing problem is coming from the bigger system,
LCSNW case manager said, “I am not able to find housing fast at all, it is frustrating, all other
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housing programs are full and the waiting list to talk to a specialist is very long and I have to be
involved in it given that there is not much resources available at the housing authority to provide
case management and interpretation.” She explained how she needed to take a client to the housing
authority and section 8 housing to fill out different applications since her client would not be able
to do it herself. However, since part of the therapy for this Iraqi refugee woman client was skill
building, she was able to teach her how to go to different apartment offices and put her name there.
This case manager told me, “I don’t know if this was my job or maybe not, but I have to do it
because otherwise who would do it for her.”
Health and Being Healthy According to the System
The last theme that I want to discuss in this section is the health system’s understanding of
health and being healthy. I recall a dialogue I had with one of the providers about this topic:
Massarra: Is health or being healed considered a checkmark according to the system?
LCSNW provider: In the system health, healing, and treatment are used as a checkmark in clinical
language.
Massarra: What does it mean to be healthy?
LCSNW provider: It has to be holistic! We have to consider that, yes, we have a body, yes, we
have a mind, and it is controversial to talk about spiritual and the heart right now because some
people outright reject it. Even in Greek if you look at the word “pychi” it comes from the word
“soul.” I think we need to talk about the bio-psycho-spiritual model, not just one-dimensional way
of looking at it and the social support too is important in order to build social capital.
Massarra: So, what is the issue? What is your struggle with the system?
LCSNW provider: (He laughed) this is a long conversation! But I get ignited on topics such these.
I think the whole problem is rooted in western industrialized ways of living. The way things have
happened in the past 100 years are drastic for the human history and the way we are heading with

47
communities, societies, and diversity issues all these stuff are really concerning since we are trying
to turn everything into mechanical, materialistic, and reductionist worldview that is actually really
foreign to most traditional cultures that had sustainable balanced ways of dealing with health and
illness and healing that worked for them. Trauma isn’t new, people have had trauma in the past
and they have their own ways of dealing with that, which is through communities and coming
together and spiritual practices that they did. People had healers and community living was
different. People used to live next the nature, when we are living in these concrete cities and we
are also removing ourselves from plants and animals. This is really part of healing, just being a
human, if you could be a human let's talk about being human again in some ways. It is evolutionary.
Massarra: So, what do you do then, or I guess I have to ask, what can you do?
LCSNW provider: I would offer for my clients a possibility for alternative sources of healthcare,
like: The center of natural clinic for alternative care but insurance doesn't cover that! (he raised his
hands in the air wishing that we will get there at some point).
Massarra: What do you feel are the limitations of the mental health system at LCSNW or as a
whole?
LCSNW provider: At LCSNW we have a lot of flexibility in exploring different traditional ways
of healing, but I always have the pressure to have things seeming legitimate to the outsider, so
when I am writing notes I don’t really go in depth about our conversation. You have to take too
much energy to write notes and I still have the feeling that I am being watched and that internal
camera, you know! The limitations are not imposed by LCSNW it is by the system. We have to be
more creative to justify things and in doing things in order to get more funding from grants to do
more work for the community.
This conversation captured a lot of feelings and practical work that go into working with
refugees, and the struggle that providers go through to fight the system while still obeying rules.
In my interviews with providers, there was a lot of expressed desires to change the mental health
system, but they felt that they did not have the capacity to do it and if they tried (for instance by
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bringing holistic/alternative care into the system), they would be seen as strange or unprofessional.
On the other hand, in my interviews with Iraqi refugee women they only talked about their
relationship with their providers and how equipped and supportive they were in their care. There
was no conversation about the mental health system, rather there was a lot of conversation about
how much they struggle to find resources in the community and how much work their providers
do for them.
Medical Services and Cultural Humility
I am transitioning in this section from talking about providers at LCSNW to providers of
other kinds of medical care at other hospitals and clinics. I will share narratives of Iraqi women
refugees, community leaders, and LCSNW providers as they talked about their experiences with
medical services. Mostly everyone I interviewed complained about how medical providers did not
understand the background of their patients. Some Iraqi refugees told their mental health providers
how their doctors would dismiss or maybe not even address any questions they asked, which made
them forget questions or they did not ask questions because they feel intimidated. At the same
time, there were Iraqi refugees who tell stories about how equipped and open their medical
providers were in providing services for them and listening to their needs. However, all my
interviewees agreed that there was deficiency in “cultural competency” trainings. They wanted the
doctors and medical professionals to understand who they were, to ask questions and give them
time to talk about themselves to figure out suitable treatments. What they really were asking for
was cultural sensitivity and cultural humility trainings. Research have showed that cultural
competency trainings have consequences of marginalization, increase stigmatization and
stereotypes of different communities that did not meet the standards of the westernized system
(Willen & Carpenter-Song, 2013; Metzl & Hansen, 2014). The cultural competency trainings were
set up to teach medical professionals approaches of communication, understanding diagnosis and
treatment in the view point of a whole community, understanding stigma that a particular
community has around medical or mental health services, and stigma of HIV and homosexuality
in certain religious communities (Metzl & Hansen,2014).
Iraqi refugee women complained that although doctors can be nice and sometimes ask
questions, they did not know the past experiences and trauma their clients/patients had gone
through, nor their current struggles living in the US. Mental health providers and community
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leaders said that the ways Iraqi women refugees were being treated increased their anxiety and
triggered their trauma. Community leaders and mental health providers are always aware that if
Iraqi refugee women felt discoursed or were retriggered, they will isolate themselves in their
homes and will not attend clinic visits in order to protect themselves from being traumatized again.
In medical services, this behavior of women trying to protect themselves was understood
as noncompliant. Although Iraqi refugees generally go to medical services and they actively want
to get help, there was always disappointment that their doctors never look at the big picture. An
Iraqi refugee women told me, “I have accepted whatever type of services I am getting, and I can’t
really change it, but it bothers me when I know what is happening to me and I feel it but the doctor
says he can’t see it.” The issue of how much listening and understanding doctors were doing was
reported in all studies of refugees and providers. Most of the time the reason doctors were not able
to listen fully was that there was not enough time, where clients were spending in most of their
visits 10 to 15 mins or a maximum of 30 mins at the doctor’s office. Thirty minutes at the doctor’s
office with an interpreter and talking back and forth wasn’t enough for refugees to explain what
they were experiencing. Therefore, some mental health providers reported, Iraqi refugee clients
become depended on pills to solve and cure their problems as it was interpreted by their medical
providers.
I was interested to ask mental health providers about if they think there was any type of
discrimination that their Iraqi refugees have experienced when going to doctors. One mental health
provider who comes from similar background of the Iraqi refugees reported that she has never seen
any discrimination, “but when Iraqi refugees go to their doctors, their doctors are not
understanding their cultural background; doctors don’t have patience. Hopefully one day we can
both write a book about this.” When talking about cultural background and having cultural
humility, we have to also pay attention and to look into the individual’s believes since we can’t
assume anything. She commented how this research that I am doing is very important and it is
needed, she said, “there isn’t any literature around these topics of refugees who have been here in
the recent years and especially in the Portland Metro area.” Exploring subject of cultural humility
and cultural sensitivity among doctors is very important given that there are a lot of diversity within
the Iraqi refugee community and other refugees from other communities that are physically ill and
weak, and they need to be understood personally.
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When medical providers have a lack of understanding of the refugees’ background or no
patience, mental health providers notice that it increases the mental health symptoms too in so
many ways. Mental health providers I interweaved told me how they try to coordinate care as much
as they can all the time and try to educate each provider about their clients and discuss their
treatment plan. On the other hand, medical providers did not reach out to coordinate care with
mental health providers, which leaves the stress of gaining positive treatment outcomes on mental
health providers.
The Iraqi refugee woman who has two children and spent 7 years in the waiting period that
I talked about earlier, raised an issue she struggled a lot with when visiting medical providers. She
talked about how treating skin diseases is very challenging and frustrating in the US. Iraqis have
lived through verity of poor environmental conditions given the wars Iraq has been involved in. In
addition to poor conditions of living in the second countries waiting to be resettled. This Iraqi
refugee woman said, “we [referring to herself and her sons] have skin conditions that appear now
and then, and my sons’ skin diseases treatments are not covered by insurance. Most of the time we
have to pay out of pocket.” One of her sons has a condition that his hands sweat uncontrollably,
where sometimes if he was holding a paper in his hands it becomes all wet. When going to his
medical provider, he was prescribed Botox and other types of treatments, but Oregon Health Plan
insurance company did not approve it even after many times of requesting approval. Her other son
has a skin condition that can only be treated with cortisone since they have tried all types of
medications on him and nothing worked. However, she was afraid that cortisone will affect his
heart. She then talked about herself and how she had also a skin condition in her head, where the
doctor at Oregon Health and Science University (OHSU) kept ignoring the type of treatment she
was suggesting. She talked about how when she was in the session with him, he did not talk to her,
but he talked to the resident doctors about her without engaging her in the conversation. Iraqi
refugees have to always wait long time to get to see doctors or follow up appointments, and when
they finally are able to see the doctor it is very short time and they would not be able to talk about
some of the aspects that are contributing to their medical health conditions.
Another Iraqi woman I interviewed told me how she did not understand why her doctor
only spent 10 mins with her and he/she did not pay attention to the details about her life. She told
me that she wanted to tell her doctor, so he understood, “but he doesn’t really ask me about my
life.” Iraqi women refugees talked about how their relationship with their mental health providers

51
was hundreds of times better than with their primary doctor. Another Iraqi woman refugee asked
me to listen to her as she lists the things she is struggling with in the medical field and she told me
to make sure that I write them in my research so people hear. I promised her to do that. She said,
“I have done a surgery to my ears, I have blood pressure issues, I have
arthritis, back pain, I have really back headaches that I have told my
primary doctor about multiple times before. I wondered if the headaches
are from my blood pressure issues, I asked the doctor to prescribe a
blood pressure machine for me so I can check for myself, they would
not approve it for me. I made an appointment to go over my medication
and I requested from the nurse who worked with my doctor to order
again the blood pressure machine. She said that she will get back to us
soon. No one called us for months, not until my son called asking about
the order and the nurse said ‘oh yeah you are eligible to get a blood
pressure machine’ she established an order over the phone. Now it
should be on its way, but it is taking four months to get this order going
and we don’t know when it is going to get to me.
Another thing is that I need a disability sign to put in the car so my son
can park the car in the disability designated areas when I am with him
since it is really hard for me to walk. The doctor would not agree to sign
the form for me. Especially after I had a knee surgery. I asked him
because I needed it, if I did not need to use it, I would not go out of my
way to ask him or establish the paper work for it. Even with all these
condition above that I have he would not sign it for me.”

Summary
There are a lot of challenges when providing services to Iraqi clients, given that they are
coming in the first place for case management support and meeting their immediate needs. Mental
health providers talked about how the mental health system is not equipped to work with refugees,
so they have learned to navigate and advocate for themselves to change the process in order to fit
the needs of the population they are working with.
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There is a lot of frustration from both clients and mental health providers when dealing
with providers in the medical field. There is a lack of understanding about the client’s background
and their mental health needs, in addition to a lack of cultural competency, humility, and
sensitivity. Clients don’t feel connected to or understood by their PCP, who don’t ask much about
their background and the reasons behind their conditions. They spend considerably less time in
their PCP office than they spend with their mental health providers.
Clients feel reserved most of the time at therapy sessions or in their medical appointments,
due to having an interpreter that they don’t trust. Most of the time interpreters don’t comfort or
assure the clients that what happens in the session stays in the session. LCSNW has selected a few
Arabic interpreters whom they feel most comfortable using, since they are trusted by current
clients.
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Therapeutic alliance
Defining Therapeutic Alliance
Throughout this section of my thesis, I will attempt to explain how the relationship between
mental health providers and Iraqi refugee women is formed, and the obstacles that prevent it from
forming through mental health providers and Iraqi refugee women’s narratives. Before we discuss
the therapeutic alliance that develops or doesn’t between Iraqi refugee clients and their mental
health providers, we need to first understand the concept of the therapeutic alliance. The
therapeutic alliance is a relationship between a provider and a client, it is defined as “a positive,
collaborative relationship based on trust and a shared commitment to the client’s growth and
healing” (Miller et al., 2005, p. 29). In order for the therapeutic alliance to develop and result in
positive outcomes, there must be a mutual understanding and bonding between the provider and
the client (Martin et al., 2000).
Most of the literature on the therapeutic alliance is produced by psychologists studying
provider-client interactions. However, recently anthropologically trained psychiatrists have taken
the concept of the therapeutic alliance further, to show how this relationship is shaped by factors
across multiple ecological levels extending to national and global economic regimes. The
therapeutic alliance praxis in global mental health is represented by all these ecological levels and
happens through “dialogical practices” as Kohrt and Griffith (2015) explain. Where the “dialogical
practice refers to the intentional structuring of interactions so that each participant experiences the
empowerment necessary to express his or her perspective, expecting that each perspective will be
responded to respectfully during discussion, reflection, and the joint design of goal-directed
activities” (Kohrt & Griffith, 2015). Through this therapeutic relationship, people will be able to
express their identity, values, and commit to participate in the relationship. Kohrt and Griffith add
that in order to be able to form a therapeutic alliance in the global mental health, then we need to
focus our attention to “culture, mental health status, healthcare structure, and power differentials
across these domains.” This model of healing that they suggest alien with mental health providers
I interviewed, Arab community leaders, and other researchers who also believe in the need to
follow three conditions: (1) “Engagement of the patient as an active, collaborative agent who helps
shape both the agenda and the forms of interactions;” (2) “the patient’s acceptance of therapeutic
methods drawn from the psychotherapist’s expertise,” in other words, participating in therapeutic
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relationship; and (3) beginning the psychotherapy with a primary focus on expectations and the
goals of the interaction throughout the time (Kohrt and Griffith, 2015; Douma M., 2013).
Applying Therapeutic Alliance framework to Working with Refugees
When talking to providers regarding the understanding of the therapeutic alliance, they pointed
to me that each one of them had a different meaning to the relationship that develops between them
and their Iraqi women refugee clients. Some of them even told me that sometimes clients and
mental health providers were not on the same page about the meaning of the therapeutic
relationship, which that created conflict. Therefore, the active bond, the collaboration, and the
setting up goals looks very different when working with refugees (Warr S., 2010; Douma M.,
2013). These three conditions above that are responsible for positive therapeutic alliance take a
different shape when working with Iraqi refugees.
The three main conditions that are linked to the therapeutic alliance listed above, tend to have
limitations, especially in the case of dominant culture mental health providers working with
refugee clients. First, the affective bond becomes limited by the difficulty to build trust, due in part
to cultural differences and language barriers. Second, conflict may occur when participating in
therapy given that western psychological treatment doesn’t consider case management needs as a
starting point, or a clash may occur due to “deeply held norms of a refugee or asylum seeker, who
is from a hierarchical and traditional culture where the therapist is typically viewed as an authority”
(Douma, 2013). Third, therapeutic goals may not be a priority to refugee clients rather meeting
their needs are their core priority when starting mental health services (Knipscheer, van
Middendorp, & Kleber, 2011). LCSNW mental health providers were always battling with the
topic of therapeutic alliance. Through my interviews with them, I was able to understand how they
individually perform their work based on their backgrounds and what they feel was the most
effective in the services they were providing. In the following sections, I will explain the
therapeutic relationship between LCSNW providers and their Iraqi refugee women clients. The
themes that emerged in my interviews about this topic were: first, the background of the providers;
second, collaboration between providers and clients; third, establishing and meeting goals. Giving
that some of the providers were from the dominant, euro-American US culture, while others shared
cultural and religious background with Iraqi women, I was able to see a lot of differences in the
way providers talked about their therapeutic relationships with their Iraqi women clients. I was
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also able to see how this relationship was reflected by the Iraqi refugee women’s narratives at oneone-one therapy sessions and in refugee adjustment groups.
Meeting the Three Conditions of Building Therapeutic Alliance
Collaboration between Providers and Clients
The way that providers and refugee clients expressed their collaborations and their
relationships with each other did not come across in my interviews as hierarchical, unlike what the
literature has proposed in the past (Shonfeld-Ringel, 2001; Douma M., 2013). When discussing
collaborations and the relationships that were built over time between providers and refugee
clients, providers reported that they understood that their refugee clients were not going to be able
to unpack their trauma experiences at the start of their mental health services. They were aware
that in order to have a positive collaborative relationship, they had to first gain their refugee clients’
trust. Then providers had to learn that their refugee clients were just trying to survive and
struggling to maintain and keep their life stable, which means that it was often not good to
challenge them to explore deep suffering and the losses they have experienced.
Different providers have different ways of approaching their refugee clients and planting seeds
of trust in their relationship. One provider from the dominant culture told me that he did not have
a great recipe of building this therapeutic relationship. He commented that he would have some
refugee clients experiment with letting go, “this idea of letting your guard down a little bit and
opening up and sharing what you hold or have been holding on to.” He said this approach had been
working with some refugee clients but not with others. He continued explaining how this approach
had brought him and some of his refugee clients closer, given that they both discuss and explore
the sense of stability and control they had in the house, among their family, and in life in general.
Also, this approach enables the provider to learn a lot about the culture of the refugee client and
start to understand the family dynamic of his or her client. However, providers always wonder
about the long-term healing impact this therapeutic relationship has on their refugee clients. Some
providers have seen the process of healing; others have not.
Culturally specific providers believe that their “solid” relationship with their refugee clients
is a crucial part of the therapeutic alliance and collaboration process. One culturally specific
provider explained to me that most of her clients tried to limit their exposure to the outside world
by only attending her therapy sessions. She tried to show them that if they were able to have this
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type of exposure, and they were capable of building some trust in her, then they will be able to
build relationships with other friends and build other types of trust and appreciation. She said,
“They take our relationship with them as an example and they think that they can and are able to
do that,” and through this relationship they will be able to gain skills and build on their own skills
when communicating with others. However, this relationship that was built on trust, confidence,
sympathy, understanding, mutual background, and hope still took years to develop, and it was
always different from one refugee client to another. Culturally specific and dominant culture
providers both reported that in the process of building this therapeutic relationship, it was very
important to push their Iraqi refugee women clients to come to support groups to engage with
others in the community and to reflect upon the improvements they were noticing in themselves
and in their therapeutic process.
Participating in Therapeutic Methods
In order to participate in therapeutic methods providers did only use psychotherapy and
cognitive behavioral therapy (CBT), they also worked on developing coping skills with their
refugee clients. Coping skills included self-care, social networking, living in a safe place, attending
group therapy, and more. Sometimes culturally and religiously specific providers discussed
subjects with their Iraqi Muslim clients that were related to their faith, and proposed reading the
Quran, the Sunnah, and other readings as a traditional coping skill. A provider told me, “having
conversations is important since you know that for Muslim practicing people, reading the Quran
is a big part of their traditions and their daily duties. Also, it is part of their therapeutic process. Or
when they are feeling anxious or scared or anxiety, they will go to it.” Culturally appropriate and
religiously attuned providers talked about how all their Muslim practicing clients were in some
way engaged with the Quran, and it was considered as a source of relief, protection, and safety.
Similar with Iraqi Christian refugee clients, they have pride in their religion, and for them praying
to God and putting down their burden by going to church or praying was considered therapeutic.
Providers believed that providing a safe space for their refugees was their first priority and
for clients’ too in order to be able to participate in therapy. Providers were aware that sometimes
their refugee clients may feel reluctant to talk about certain topics, especially current events or past
trauma. Therefore, they tried to maintain a welcoming and warm environment in which their
refugee clients felt safe and validated. A provider told me, “providing safe place is crucial to
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discuss how current political events hinder refugee clients from practicing their coping skills.”
There were sometimes environmental, social and discrimination barriers in the face of the refugee
communities that interrupt and delay the healing process. For example, a mental health provider
told me, “some of my refugee clients feel reluctant to go to the Masjid where they are concerned
something is going to happen or sending their girls out with Hijab.” That refugee client was
working on developing her social network and trying to obtain skills to engage in the community.
When hate crimes in the community happen or the current administration releases a bill against
Muslims or a refugee community, then refugee clients start feeling scared and the work that has
been done in therapy sessions with providers is erased. Factors such as racism and discrimination,
work against the providers treatment plans, where providers start seeing decrease in the therapeutic
alliance and in mental health outcomes (Douma M., 2013).
Establishing and Meeting Goals
The concept of establishing and meeting goals was a practical process that mental health
providers were mandated to conduct, write about, and update regularly. To clients, their goals were
focused on the wellbeing and future of themselves and their family members, especially their
children (if they had children). According to Drožđek et al. (2007), refugee clients’ issues are
usually expressed as “psychological,” “medical,” “social,” “political,” and/or “multidimensional.”
In therapy sessions, Iraqi women refugee clients talked about their families and how they tried to
solve issues at home. Since mental health providers needed to have client centered therapy sessions
and work on personal goals for each of their refugee clients, they have adapted to targeting these
personal goals indirectly, and they wrote their notes in this way. LCSNW providers thought that
most of their refugee clients did care about goals, and most of the time it was hard for them to
come up with goals especially when asking them directly. Most of the time, providers were reading
between the lines and interpreting what their refugee clients were saying and what their needs
were. Then they discuss these needs with their refugee clients to confirm if they were decent goals
for them to establish in their treatment plans.
Meeting these therapeutic alliance three conditions with refugees require intensive hours
of establishing care, maintaining trust, continuing care, and respecting goals. Every mental health
provider I interviewed had their own unique way of establishing and maintaining the relationship.
In the next section I will be shining the light on the differences between culturally specific and
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non-culturally specific providers when providing their services as this will give a better idea of
how the three conditions were applied by different providers.
Comparing Culturally-Specific and Non-Culturally-Specific Providers
Culturally specific mental health Providers
Though there is limited research examining the benefits of community health workers
and culturally specific providers, there was a consensus in the available literature that they were
more effective than dominant culture providers (Jonikas et al, 2010; Solomon & William 2004;
Steward et al., 2012). The perspectives that culturally specific providers hold were very
important and valuable to the mental health field. An Arabic speaking provider told me,
“sometimes when I was working with a mainstream provider [meaning a dominant culture
provider], I used to be reserved because he would do things or tell them to do things that I am not
sure that it would work culturally with our population, so even if he pursues the work with a
client he will get to a dead end.”
I interviewed two Arabic speaking providers who told me that they felt that they had more
lived experience than their dominant culture colleagues, which they use on a daily basis. This lived
experience these Arabic speaking providers share enables them to understand Iraqi refugee
lifestyles and their cultural understanding of mental health treatment. One of the main lived
experiences that Arabic speaking providers share with their Iraqi refugee clients was leaving their
homeland and moving somewhere else. They know how impossible it can feel when a person
moves to a place after many years of waiting, only to end up without any support system and
depending on their inner strength and God. Culturally specific providers talked about how they
were able to understand the intensity of the situations that their clients have experienced. This
understanding was combined with being able to better assess their needs and build their treatment
plans in culturally appropriate ways to meet their immediate needs, which were linked to their
gender and personal status in their family.
Another aspect of background understanding involves knowing the geography of Iraq and
specific places where Iraqi refugees lived in Iraq. An Iraqi provider told me that this knowledge
allows them to understand where to start in the therapy. For example, Iraqis have different
experience depending on whether they were living in the mountains, the desert, the city, or the
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farmlands. “You have to know their geographic and educational background to be able to support
them in the correct way,” the Iraqi provider commented. She said that Arabic speaking providers
who are not from Iraq are sometimes surprised to learn about certain behaviors and perspectives
of Iraqi refugee clients.
In general, culturally appropriate providers who share their client’s religious background
tend to feel that the therapeutic alliance developed faster than it would if they didn't share a
religious background. Clients share with culturally specific providers that they feel a sense of
comfort with them based on their shared religion. This was because most mental health conditions
of Iraqi refugee were linked to spiritual, mind and body which require a need to understand how
the faith is connected to their environment, according to a culturally and religiously specific
provider. This provider discussed in the interview how he in his practice tried to make sense of the
reality around his refugee clients, not just the “materialist things,” but how they were feeling about
their spiritual life and what was happening to them. Issues of faith came up a lot, such as “free
well, or being tied up,” they were linked to depression and anxiety. On one hand, Faith issues that
were linked to depression were seen as whether refugees feel giving up too much, if everything
was already decided for them, or if nothing whatsoever can change their life. On the other hand,
faith issues that were linked to anxiety become related to feelings of frustration when someone
was in charge and they needed to move and change everything. Therefore, understanding their
aspects of their life made the provider closer to understanding the mental health condition of the
Iraqi refugee.
When refugee clients felt comfortable with their culturally specific providers, they tend to
be more open about the fear and anxiety they were experiencing in their daily life. These types of
discussions always have culturally specific codes and references that providers who have the same
shared experiences understood. A provider told me, “I would not necessarily expose everything
about my experiences, but I would say something to let [clients] know that I know what they are
saying, and I understand aspects of what they are going through.” When providers share these
types of feelings and sympathy, clients start feeling “ ”اﻟﺸﻌﻮر ﺑﺎﻻﺣﺘﻮاءmeaning “a sense of
contentment,” as an Iraqi refugee woman explained her feeling towards her culturally specific
provider. This also creates a sense of bonding in the relationship, where refugee clients become
confident that their provider was able to understand their hardships, current living experiences and
be a part of their healing process.
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Good Intentions and Lack of Cultural Knowledge
Providers who don’t share Iraqi refugee women’s background report struggling in
connecting and understanding their background given that they have not lived through similar
experiences. They talked about how they were always conscious in their work of their limitations
and privileges, but at the same time having appreciation with the sense of witnessing the
experiences of others. This appreciation is also extended to feeling privileged to be able to
accompany refugees with their current reality, current circumstances, being able to provide
support, and understand the refugee experience through their clients. LCSNW mental health
providers believe that taking time to building a relationship with their refugee clients was the most
important part of their work. A provider talked in our interview about his excitement when
exploring topics that were meaningful for his clients, but yet it frustrated him because he did have
a great grasp on the reason why it was meaningful for them. This lack of cultural background or
cultural references that dominant culture providers have may hinder the therapeutic relationship
and the potential for it to be deeply developed (Martin et al., 2000).
This provider continued discussing with me how our mental health system was lacking
mental health providers of color or culturally specific providers. He said, “when we look at staff,
they were mostly western trained, and of white practitioners and we have a long way to go to make
our workplace more diverse and where we have more people in staff who know more intimately
or at least know closely these experiences and can pinpoint it and can know the impact.” Other
dominant culture mental health providers I talked with agreed with how much the mental health
field lacked culturally specific personnel, such as peer support specialists, community health
workers, and providers that hold other licenses in the medical and mental health field.
LCSNW mental health dominant culture providers were involved in providing immediate
needs, case management services, and therapy for their Iraqi women refugee clients. However,
when I asked providers from the dominant culture about their services, they reported that there is
so much knowledge that they lack about their refugee clients’ background and current life. They
also reported feeling limited in what they can offer where the only thing they can do is to create a
space for them to talk freely about topics they did not normally talk about, work with them on
problem solving, and discuss topics related to mental health and wellness. One provider told me,
“I can offer humanistic approach and acceptance and time to explore some parts of the life and of
themselves, and it is valuable, but man there is so much that I don’t know about their values and
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their lives, and understandings the depth of family relationship.” Every dominant culture provider
I interviewed was at a different stage of their career development and had varying levels of
expertise in providing mental health services for refugee communities. Regardless of their
expertise, they were always questioning as dominant culture providers, “how much further can I
go?” given the language and cultural barriers. Recognizing at the same time that cultural sensitivity
and cultural competency trainings are not enough and have serious limitations.
Though mental health providers were telling me how they felt confused a good portion of
the time about the extent of their services, they did not seem hopelessly confused. The confusion
came from not being sure what this space could offer their refugee clients. Some wondered if this
space could offer a profound transformation, only support in life changes, a place to only talk, or
maybe nothing at all because they can’t meet their needs. Providers shared with me that their Iraqi
woman refugee clients have told them things such: “I know I have a place to come to get things
off my chest,” “a place to share a story or a memory about the past and I know you will listen to
me,” “at least I can come to talk about problems in my family and explore solutions,” and
“someone to think with and to solve problems with.” Providers at LCSNW feel a sense of
accomplishment when they hear these types of sayings from their refugee clients and feel that they
have reached a deeper level in their therapeutic relationship.
Iraqi Refugee Women’s Experience with their Mental Health Providers
All the Iraqi refugee women I have talked with and interviewed in the course of my data
collection have reported having great experiences with their mental health providers and their case
managers. They have also reported sharing their experiences with a friend and encouraging each
other to receive mental health services. LCSNW had a unique setup where clients can attend oneon-one services and at the same time attend adjustment groups. A lot of Iraqi refugee women have
always enjoyed this combination of services since it makes them feel that they are cared for and
people are looking after them. These services in turn made them more relaxed where they let their
guards down and enjoy their providers’ or other women’s company. A mental health provider
shared with me that she has learned so much from her refugee clients about how she needed to do
her job, one of her clients told her, “my life was shattered and I was shattered and things were
shattered, and now [after receiving mental health services] I am able to put pieces together.” I
became optimistic when hearing the women talking about their relationship with their mental
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health provider and case managers. Maintaining and building this relationship meant to them more
than getting healed. They told me that they knew that their depression was never going to go away
because of a lot of reasons, but they were excited to have someone to talk to and understands them
on weekly bases.
Perspectives on Healing and Health
Mental health providers and Iraqi refugee women have different perspectives on health and
healing. I wanted to explore this topic in order to understand how far or close the Iraqi refugee
women from their mental health providers around the belief of “having a healthy life.” My
questions were: what is the meaning to have a healthy life? what it means to you to be healed? I
asked these questions knowing that the mental health system views health as a “checkmark.” I
found that providers tend to discuss their beliefs around the meaning of health and healing in long
and logical answers discussing how healing happens in both therapy session and community bases.
In contrast, Iraqi refugee clients described their perspectives of health and healing in terms of their
family, their faith, the symptoms they have and how it is affecting their life to be productive.
Providers’ Perspectives on Healing and Health
Providers believe that healing takes a place in the therapy session between two people.
They also strongly believe in the importance of community engagement and the power of
alternative healing practices. Other providers explained the meaning to be healed and being healthy
as when a person is “living a life where they have control over their anxieties,” is “aware of the
ways to protect themselves,” and is “able to optimize their relationship to themselves, to their
environment, to their friends and family.” I recall here a part of my interview with one of the
dominant culture providers of LCSNW:
Massarra: What bothers you about the current mental health system that you want to see changed?
LCSNW provider: We are dealing every day with refugee clients’ living realities and their past
traumatic experiences. We are trying to make these experiences clinical to the system, but maybe
by doing that every day we are actually losing a little bit of our creative brain power to be able to
think about really beneficial ways of actually doing this work. This system of checks and balances
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and using medical jargon and clinical formulations that is required for insurance purposes might
actually be slowing us down to achieve our core goal which is to help people in the communities.
I wish it was just something simple and we realize that people are just going through something
difficult and we need to help them.
Massarra: What else do we need to change?
LCSNW provider: I think the philosophy around health and healing needs to change. The way we
view health needs to change so that mental health services are accessible to people if they feel they
need it. And that should be enough. Most people would not actually seek services for an hour
unless they actually feel the need to do it. If someone healthy and doing fine they would not really
spend the time and see someone to talk to. So really framing the meaning of health to create a
sustainable society. [This provider was very passionate about this subject.] We need to reframe
how we are looking at the idea of health and health care. I think that is the start of it. Maybe it is
the education of it. Maybe instead of spending billions of dollars on military we might be able to
put that money in the education or mental health
Dominant culture providers I interviewed also believe that that peer support specialists play
a huge part in the healing process, but unfortunately very little research has been done to show
their effectiveness in the therapeutic healing process. The peer support specialists can connect to
the community given that they are trusted people who understand the community, speak the
language, and understand the stigma related to mental health so they can act as a bridge between
their culture and the community.
To both culturally specific and dominant culture providers, healing is a process and is
something that is active and ongoing. One provider said, “I think all of us are in spectrum of healing
and illness and sometimes these are in play at the same time too.” Providers I interviewed always
talked with their Iraqi refugees about balance and wholeness, which including how they were doing
physically, emotionally, and spiritually. Sometimes providers told me they recognized that healing
means different things to different people, and they were always prepared to have conversations
about the meaning of healing with their clients in order to serve them better.
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A culturally specific provider talked with me about the misconception of community
building as a means of healing. She thinks that the community building approach was a westernized
way of thinking. When she hears her clients say things such as, “I don’t want anyone in my life,”
she thinks that there were some issues we need to address first in the community. These issues
were related to trauma and fear and they needed to be addressed before we talked about community
building. This culturally specific provider saw in her practice with Iraqi refugee clients, that part
of the process of healing was when her clients develop a better relationship with themselves, knew
who they were, and felt safe within themselves. Once this relationship was built, then they will be
able to build relationships with their community and friends. This provider believed in this process
because she found that some of her Iraqi refugee clients “don’t like themselves.” One Iraqi refugee
woman told her, “I don’t think I like a lot of things in myself. I don’t know how others perceive
me or if they like me at all.” Therefore, healing in the perspective of this culturally specific
provider was to address personal and social issues and build skills and positive attitudes of her
Iraqi refugee clients before pushing them to socialize.
A religiously appropriate provider commented that his clients told him that they did not
want to be inside the community or deal with anyone. He told me that his clients say things like,
“I have decided the best for me is to be alone, and no friends is good, so I don’t talk about my
issues and that makes me more comfortable.” This provider understood that his Iraqi refugee
clients’ experiences in their home countries, during the resettlement waiting period, and when
trying to adjust in the US, all contributed to their dishonesty and mistrust of one another in the
community. So, this creatd tension in the community and Iraqi refugee clients bring it to the
therapy sessions. In the perspective of most providers I interviewed, they can solve these
community issues by engaging in community organization, but their clients did not think about
community organization in the same way as their providers did.
Iraqi Refugee Women’s Perspectives on Healing and Health
The cultural stigma toward mental health services back in Iraq is very negative given that the
mental health system in Iraq primarily provides psychiatric care in hospital settings (Regester et
al., 2012). Therefore, it was not surprising that Iraqi women refugees I interviewed did not talk
about healing in mental health terms. Health and healing to the Iraqi refugee women stems from
the wellness and health of their family. For most of their lives, Iraqis have dealt with trauma due

65
to war and other social and political conflicts. They have developed a variety of ways to cope with
the traumatic events, which include learning to suppress their health and mental health needs in
order to focus on the future and getting to a safe destination.
Iraqi refugee women have told their providers that the ways they cope include “putting on
music and dancing,” “getting together to recite Quran,” “getting together and telling stories of the
past,” “cooking for family and friends,” and “engaging in sewing or hand crafts.” However, being
healthy to the Iraqi women I interviewed meant feeling that they were healing from their sickness,
feeling that they were not disabled, helping their children (if they had children) live stable lives,
providing for the basic needs of their families, and feeling productive in their daily life.
All the Iraqi refugee women I interviewed were on Social Security Benefits (SSI) for different
medical reasons, but similar mental health reasons. They were all diagnosed or have diagnosed
themselves with depression or “ “ ” ﻛﺄﺑﺔKa’aba”, as they told me. Depression to them is a
consequence of past trauma and how they feel about their daily life living with disability. An Iraqi
refugee woman told me that her doctor advised her to receive acupuncture or other alternative
medicine and do swimming. A lot of refugee women report that their doctors and mental health
providers suggest different types of alternative medicine. Like most Iraqi women, she agreed with
her provider but deep down she did not believe in such alternative medicine. She said, “in order to
be healthy for me I should walk, but my health is not good “  ”اﻟﺤﺎﻟﺔ اﻟﺼﺤﯿﺔ ﻣﻮ زﯾﻨﺔand it was in my
way to do anything. It was even hard to learn the English langue because of my medical condition.
People don’t believe me.”
The healing process for Iraqi women was also spiritual. One Iraqi woman told me, “if a person
loves to do something, God then will test that person “  ; ”اﯾﺤﺎربbut my test from God has been
really hard.” This Iraqi woman had been living with a diagnosed “nerve issue” for years, and she
feels that this condition was a test from God. Once she shows her loyalty, respect, and strength to
God, then she will be healed. The things she loved to do, and which she feels will bring back her
health, are learning to use computers, sewing, doing projects with other people, having a job, and
being able to socialize. However, she feels ““ ”ﻋﺎﺟﺰةA’jezah”: disabled and broken “Maksoura”
"ﻣﻜﺴﻮرة."
This word, disability or “A’jezah” (used for female), is a word that was used very frequently
throughout all my interviews with Iraqi refugee women. When I attended the movement and
meditation group with Arabic speaking and Farsi speaking counselors, they prevented the women
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from saying the phrase “ “( ”ﻣﺎ اﻗﺪرMa Akdar”) -- “I cannot” -- in order to push them to get out of
their body and mind comfort zone, but within their own physical capabilities. The feeling of having
a disability or not capable of doing things on their own makes their life style “boring and
repetitive.” One Iraq refugee woman told me, “I just do things that have no meaning: اﺷﯿﺎء ﺗﺎﻓﮭﺔ
[silly things]. I feel that I was born for something much bigger, but I am in pain and suffering for
nothing, I don’t have a message in life, but I was born with a message.” This was the woman who
had a “nerve issue” for more than 30 years. It was one of the most difficult interviews I did because
I felt how much she wanted to be healthy, but healing from her condition was not going to come
anytime soon, and she was still standing strong and waiting patiently. This Iraqi woman has been
showing resiliency all her life and she knew that she was a fighter, but she feels sick, disabled, and
her condition was out of her control every single day.
When the Iraqi refugee women I interviewed talked about health, they often started describing
their medical issues and the surgeries that they have had. Then often said “ ”ﻧﺤﻨﺎ ﺗﻌﺒﺎﻧﯿﻦ-- “we are
tired” -- and that they felt lucky to have mental health providers to talk to and a case manager to
take care of their immediate family needs. Sometimes they talked about physical healing, such as
“getting a surgery and feeling better after the surgery.” When talking about mental health and
healing, they talked about “feeling good” when they go to sessions, especially if they were able to
speak Arabic with their Arabic speaking provider. The phrase, “feeling good” means that they feel
temporarily good when they were in the session or when they were in the women’s group. An Iraqi
provider told me that even if their case management work was done, they will channel their worries
about their family back in Iraq and about their children here in the US. Therefore, mentally healing
or “feeling in peace” is something that Iraqi refugee women rarely experience.
Discussing Trump Administration Policies in Therapy
Part of the therapeutic alliance is the bonding relationship that develops between the
providers and their clients. In the mental health field and working with refugees, providers were
exposed to a high level of stress due to uncertainties about new laws in place and how to support
their refugee clients. I was interested to see if the bonding relationship between providers and
refugee clients has increased during the changes in political climate in the US and after the Trump
administration’s refugee ban. To my knowledge there was very little research that explores how
relationships between mental health providers and refugee clients have changed after the political
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climate changes in 2016 and the negative rhetoric around refugees, especially refugees from Arab
countries. There was a variety of responses in my interviews with mental health providers, but
there was an agreed belief that building trust and bonding at the initial stages of the therapy is
critical in the process of providing care. They believed that even if there was a positive bonding
connection, it stemmed from the relationship that they have established for a long time with their
refugee clients.
After the refugee ban and the discrimination against Arabs and “immigrants of color,” in
general, the collective anxiety of the LCSNW office had risen. It affected some staff more than
others. Some staff and their families were affected directly, whereas other staff reported “sitting
with a privileged identity,” meaning that they did felt changes in the political climate had not
affected their life. However, all providers I interviewed felt sad, stressed out, and nervous for their
refugee clients and their futures in the US. Providers were uncertain how new laws, the travel ban,
and the general white supremacy platform is going to affect their refugee clients. They were seeing
at therapy sessions and at group sessions that the election of Trump in 2016 was creating
tremendous anxiety for families. A lot of refugee clients were concerned that they will never be
able to travel again to see their family members outside the US, or that they will never be able to
unite again with their family members in the US. One provider told me that one of his refugee
clients told him, “I have a brother who is trying to get to the US and he finished all the UN
requirements and is waiting for their visa, and I am afraid that with the new laws he will never
make it to the US.” Another Iraqi refugee said, “I have a flight to go back to Iraq to visit my mother
who is dying, and I don’t know if it is going to be possible to see my mother now because I am
afraid if I left the US that I will not be back.” Iraqi refugees and other refugee communities were
coming with these concerns to their mental health providers because they did not know where else
to go.
Providers had no other choice but to provide space to talk about these concerns and try to
find resources for their refugee clients. Even though providers had their own internal reactions and
frustrations with the political changes in the country, they were told by the LCSNW management
not to openly discuss what was happening if clients did not initiate the discussions. From my
interviews, some providers followed with the management’s request, while others were furious,
and others followed their own practice by initiating discussions. At the same time, all providers I
interviewed were very careful not to bring their own anger and sadness into the dialogue in order
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not to influence their clients’ narratives, but they all wanted to make it clear for their refugee clients
that they were open to discuss the political changes.
The shift in therapeutic alliance was experienced differently between dominant culture
providers and culturally specific providers. The dominant culture providers depended on their
already established relationship and trust between them and their Iraqi refugee clients. Also, those
who had a social work orientation felt that they were already discussing naturally and speaking
with their refugee clients and staff about systemic oppressions. At these times, dominant culture
providers I interviewed needed to know what their refugee clients were experiencing and their
reactions to the political changes. The only way they were able to open these conversations was to
ask and provide the option for them not to answer if they were not comfortable. One provider said,
“I feel they were comfortable talking about their reactions. I hope they felt some comfort and felt
that I was compelled to dive into these types of conversations given that I am to them a
representative of a white man. I felt that I needed to take some ownership and responsibility over
the kind of things that are happening in our country and talk about what that means for me and
them.” Another dominant culture provider also commented about how she felt the necessity to
comfort her refugee client and discuss with them that not all Americans or white people in this
country are supportive of what was happening. This provider told me, “My refugee clients were
not talking about it first in session because they thought that I was part of the system that was
perpetuating this rhetoric. I needed to explain to them where I stood personally from this.”
Discussing these topics with culturally specific providers was easier since they were able to
relate to their refugee clients’ experiences. A provider told me that he did some self-disclosure
with some of his clients to talk about the history of discrimination and racism and what he
experienced after the 9/11 attacks in 2001. He told me, “I felt like sharing with my clients about
my experience in 9/11 so I can let them know that I have been through similar situation. Of course,
it can’t be the same experience, but it is similar given our background. I do get what it means to
look like a Middle Eastern and how all eyes on you.” This provider felt a sense of deeper
connection after he had this conversation since his refugee client started looking at him as a person
who lived through discrimination in this country and is doing well.
Another culturally specific provider felt that she was able to connect more and bond with her
Iraqi women refugee clients after bringing a female police officer, who is originally a refugee from
Russia, to her women’s support group. This provider told me how through bringing the police
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officer she was able to have conversations around fear and having the courage to report crimes.
Iraqi refugee women brought discussions of fear, wearing hijab, discrimination, legal issues, and
politics to the therapy sessions and case management appointments. Iraqi refugees needed the
space to talk mainly about legal issues and the pending visas of their relatives and loved ones, and
the only people they were able to trust and talk to were their mental health providers and case
managers.
Support Groups
In order to make connections with the different communities in Portland metro area and
provide services that meet the refugees’ needs, LCSNW has been providing support groups.
Support groups strive in a sense to create and strengthen therapeutic alliances among Iraqi women,
not just between each client and her provider. Facilitators work hard to discuss multiple topics
regarding refugee experiences including culture shock, psychoeducation, and empowering
communities to advocate for themselves. In an exploratory study by Behnam Behnia, an associate
professor in the School of Social Work at Carleton University, Ottawa, community peer groups
were found to be an important part of supportive community resources for refugees who are
survivors of torture and war (Behnia, 2003). Through refugees’ narratives of surviving torture and
war in Iran, Somalia, El Salvador, Bosnia, and Cambodia, Bahnia shows that community peer
groups have the power to bridge the gap in services and act as a necessary therapeutic service. A
refugee in Bahnia’s exploratory research reported that women’s support groups were good because
they “make women aware about oppression that comes from our culture and husbands. We learn
about the situation of other women, learn about our rights, while cooking together.” Women in
this study participated in groups by sharing their feelings and each other’s stories and learning how
to end the stigma of mental health services. A lot of other research pointed to the social relations
and social networks within refugee populations as a key for adjustment, decreasing the sense of
isolation, and increasing access to care (Antonucci T., 1990; Nguyen S.D., 1987; Blackwell R.D.,
1993).
Iraqi Refugee Women’s Adjustment Groups at LCSNW
The Iraqi women’s groups at LCNSW are facilitated usually by an Arabic speaking counselor,
case manager, or peer support specialist. Sometimes they are also facilitated by non-Arabic
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speaking mental health providers, but an interpreter or an Arabic speaking peer support specialist
or a case manager is always present during sessions. Iraqi women groups have been going at
LCSNW for almost 7 years, started in 2013. During these 7 years, providers at LCSNW have
noticed that adjustment support groups were helping previously isolated Iraqi refugee women
connect with others and build social capital. Iraqi women started gaining information about
resources and sharing their experiences despite their differences. A provider who had been at
LCSNW since 2013 and worked with Iraqi women said, “the support groups were established to
create an avenue for information sharing and to offer psycho-education to talk about the
experiences of trauma people have had, and support the idea that they can be supportive to one
another during the adjustment process.”
In every Iraqi refugee women’s group, there was always dynamic conversation and passionate
discussions around the reasons behind their forced migration and their experiences of losses and
gains during these times. Given that Iraqi refugees have been through a lot of changes in their life,
one of the topics that mental health providers have been working on with Iraqi women was
embracing resiliency and trust in the group. A provider said, “the Iraqi refugee women group is
very dynamic, and you are pulling from everyone’s experiences and you are looking at a way to
incubate or nurture that sense of trust within the group. And there might be natural times where
people may storm out of that, and have somebody be the conflict rouser, which is normal process
in any human group dynamic.” However, all the Iraqi women I interviewed who attend refugee
women’s groups at LCSNW reported that they always celebrated their gains in life, wellbeing, and
strength through supporting one another. One of the providers who was involved in the cookbook
that Iraqi refugee women made said, “the cookbook that they made was a way to share recipes,
sharing family traditions, to do something that brings joy and meaning to them. It was a great way
to share their diversity and bring them hope, too.”
Providers at LCSNW, myself included, still have a hard time measuring the impact adjustment
groups to the community. They know that adjustment support groups have tremendous impact on
the refugees who were participating in groups given that they always come back, and they always
ask for new groups. However, one provider said, “it is really hard to measure the positive
connection that develops in groups between refugee communities and the staff at LCNSW.” Iraqi
refugee women who participate in groups tend to appreciate the groups since they find them very
valuable and full of benefits for their families and themselves.
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Iraqi Refugee Women’s Perspectives on Adjustment Groups
I think that one of the only ways to know the success of the groups is by collecting the
women’s narratives and reflections. Providers whom I interviewed shared similar perspectives.
They reported that they tried to include the Iraqi women’s reactions in the notes; most of the time
these reflections were not shared and were only used for billing. Iraqi refugee women whom I
interviewed reported that groups provided by LCSNW, “have been tremendously amazing and
helpful since being in groups have got me out of my shell and made us more knowledgeable and
braver.” Iraqi women felt that through all these years of support groups, they were able to build
strength and ability to advocate for themselves to get what they need. Iraqi women commonly
reported that in groups they felt relaxed: “  ”اﻧﺎ اﺷﻌﺮ ﺑﺮاﺣﺔ ﻧﻔﺴﯿﺔ و ﻓﺮحmeaning “I always feel mentally
relaxed and happy.”
When going to the support groups, Iraqi women feel that they can take a break from their
life:
I take time off from everything going on in my life. I have gone through
really difficult times in my life here, and I am always thinking of my
daughters and their families back in Iraq and stressing out about my family
here and how I will deal with rent and support. But when I go to groups, I
feel that I deserve the time not to think about these things and if I think
about them then I feel that other people will help me to process.
Iraqi women felt that mental health providers have “ ”رﺣﺎﺑﺔ ﺻﺪرmeaning “good-heartedness” or
“generosity” -- because they are always welcoming and hosting groups that meet their needs. One
of the Iraqi women I interviewed told me that she used to visit her mental health provider at
LCSNW weekly for individual sessions, but after she started going to the group regularly, she felt
that she only needed to see her mental health provider every other week.
Summary
In this section of my thesis I explained how the relationship between mental health
providers (from the dominant culture and culturally specific) and their Iraqi refugee women
clients is formed in different environments, therapy sessions and adjustment groups. Researchers
that focus on the therapeutic alliance between providers and refugee clients have realized that in
order to understand this relationship, we need to learn about the multiple factors across different
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ecological levels, including political and economic levels (Douma, 2013; Kohrt and Griffith,
2015; Martin et al., 2000). Dominant culture providers struggle with associating and
understanding deep beliefs and cultural references that Iraqi refugees use in therapy sessions.
Especially with the present of an interpreter, providers have hard time connecting faster and
building therapeutic alliance. Where for culturally specific providers who share same religion,
language or country of origin, they report being able to understand the needs and connect on
personal and lived experience level with their refugee clients. Based on mental health providers,
community leaders, and Iraqi refugee women’s narratives, we learned that community health
workers, peer support specialist, or culturally specific providers, in general, have a great
knowledge of the needs and the cultural dynamics of the community. They don’t act as only a
bridge between the Iraqi refugees and the dominate culture, but also as guides and as community
figures refugees look up to. We learned from this section that doing therapy in individual
sessions is not enough for Iraqi women healing process. Iraqi women are social in their nature
and they heal together by supporting and helping one another. Adjustment groups facilitated by
mental health providers have tremendous positive health impact and enhance the therapeutic
alliance between refugees and their providers as they learn about one another in a more familiar
environment than one-on-one therapy sessions.
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Recommendations, Limitations, and Conclusion
Providers’ Recommendations for Different Systems
LCSNW providers recommended a lot of changes to the immigration, health, and
resettlement systems. During my interviews some of them even called for a reform to the mental
health system, to put the needs and lives of refugee clients first and reduce the burnout on mental
health providers. Providers also called for increase awareness of the need to have people of color
in leadership positions. In addition, they called for the management team at LCSNW to be more
sensitive to providers’ expectations and work experiences.
When asking providers about changes they see that needs to take place in the immigration
and resettling systems, they all commented on the need to give refugees more time to resettle and
to give them more resources during this period. One provider said, “from my experience watching
how my refugee clients’ mental health condition deteriorates upon coming to the US, I think the
government needs to give people more time to acclimate and feel home.” Providers’ felt that the
resettlement process and limited assistance add more trauma and anxiety to the refugee family
instead of acting as a road to wellness, health, and self-sufficiency. By increasing the assistance
time and resources, refugees will be able to adjust more successfully, and both the mental health
system and the medical system will be able to be involved in the resettlement process.
Another issue raised by providers and community leaders relating to resettlement is the
lack of coordination in the different systems and organizations that work with refugees: “they are
split and don’t work cohesively together.” This in turn affects the sense of community and
belonging felt by newly arrived refugees. This was the reason providers and community leaders
recommend unity in services and more awareness of the refugee story because they see a lot of
isolation, disconnection, anxiety to access services, and miscommunications experienced by their
refugee clients.
I asked a provider what he would do to change the system if he could. He answered by
saying,
I would give people two years or a year and half and the funding they would give
will cover the cost of living and all bills. There would never be a worry that
someone would be ever homeless or houseless after just getting here. [....] People
would be close to their community in some way, having complexes and housing
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options where people aren’t separated from the people that speak their language
and who have been here longer and can educate and support them in
understanding the ways of life here. Mental health screening and support would
be a lot more present; resettlement teams would have mental health practitioners
to do screenings and early engagement.
Nearly all of the providers I talked to had similar wishes. Providers have seen how
important the community was in their refugee clients’ lives when they come to the US, and how
important peer support specialists were in boosting the mental health of newly arrived and longterm refugees. Peer support specialist have a powerful position to connect to the community and
make refugees feel that they are understood, supported, and cared for. By extending the
resettlement assistance period beyon 6 months, refugees will be to extend their social connections,
build their network, and ease into adjusting to American society. In addition, case management
services will be more organized, which will allow time for psychoeducation, increasing refugees’
awareness of laws, rules, and their rights. When there is more time for resettlement, refugees who
come with skills will have more opportunities to learn how to use their skills.
Providers’ Recommendations for LCSNW
Another recommendation that some LCSNW providers wanted to address is empowering
people of color within the organization. A provider told me that she wanted to be open to talk about
racial issues, organizational racism, and underlying discrimination that are present in the agency,
but she was not given the opportunity and was put down. This provider said,
It also has to do with white men being in power and not being effective. [The
problem is] ineffective leadership, with a lack of people of color having power
and voice in making programs, and for these things to be delivered. The issue is
fundamental racism, people who are in the position of power using that power
to silence others. So, the people in power are using their power, to discriminate
against their people of color workers.
This provider was very agitated when telling me how she felt LCSNW needed to handle situations
in the community, especially during the Trump administration’s “Muslim ban.”
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Other providers also felt that, under the Trump administration and beyond, LCSNW needed
to be more involved with communities of color being affected or targeted by discriminatory
policies. They wanted the leadership to consider these times to be monumental opportunities and
to make active choices to engage in different actions. They wanted the management team at
LCSNW Portland office to be involved, but they also wanted the CEO to come down and meet
with the staff and be present. The disconnect between providers and the management that I
gathered from my interviews seemed to grow bigger after the Muslim ban was announced. There
are topics related to core beliefs that are not being discussed. There are feelings that are very
strongly felt by providers that are not being processed and explored. There are also styles of
communication practiced by the management team that may be considered offensive to some
providers.
Providers also complained about issues around allocating people’s roles and
responsibilities in the most effective matter. One provider told me, “dealing with Ride to Care
medical transportation issues or interpretation issues takes away a lot of time from what I am really
qualified to do, where I can be spending more time to provide group [therapy sessions] or do a
training.” Establishing and facilitating a group takes a great deal of effort and time that providers
don’t have given that the system is concerned with their productivity levels. A provider said that
every time he thought of convening a group, he tells himself, “it is time consuming and I can’t do
it with my clients’ load.” Providers have to manage interpretation and transportation by their own
when convening a group. They will be responsible for following up with a weekly transportation,
interpretations, and booking spaces for meetings. This hinders providers from establishing groups
that they feel will benefit their refugee clients.
Mental health providers (counselors) recommended hiring more culturally specific case
managers and peer support specialists. A lot of refugee clients don’t feel comfortable with
interpreters in the room as they are doing case management work, but providers are forced to work
with what they have and bring interpreters that are trusted to a good degree by their refugee clients.
Having peer support specialists and culturally specific case managers will ease the process of
meeting refugees’ basic needs. Peer support specialist can be involved and work with refugee
clients on therapeutic goals in a culturally appropriate way. They are people who have similar lived
experiences to the refugee clients, who share the same background and who can guide refugee
clients through the process of wellness.
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Lastly, providers I talked to commented about how inadequate the health care system is at
addressing physical needs and the reasons behind illness. Almost all providers I interviewed talked
about issues they had with connecting to medical services, given that medical services don’t take
into consideration the background of the “patient,” their mental health status, or the root cause of
their illness. Providers at LCSNW wanted to recommend that, “it is not possible to treat someone
if you don’t really know what is going on with them or even know them.” During my conversations
with providers, they wanted to raise awareness around considering the root causes of mental and
physical illnesses and conditions experienced by refugees. When they were talking about root
causes, they were referring to the social determents of health and structural violence, which are
often ignored in 10- or 15-minute appointments with a doctor.
Iraqi Women and Community Leaders’ Recommendations
When discussing their recommendations to the system in general, Iraqi women and
community leaders commonly wanted to see more advocacy work being done in various domains:
medical, mental health, educational, employment, governmental, and legal. Community leaders
see on daily bases the needs of the community and feel a sense of responsibility to support and
advocate. They see a need to do much more community organization. Community leaders want to
educate and inform the Arabic speaking refugees living in Portland metro area about their rights,
responsibilities, and duties, and provide them with the resources needed.
One prominent recommendation was to increase parents’ engagement with their
children’s schools. Iraqi women feel disconnected from their children’s school work and school
events due to the language barrier and not understanding the school system. A community leader
who holds a position as a community liaison in the Beaverton School District commented in the
meeting that, “forms about events that the school is holding always comes in English or Spanish.
We know that we have the right to get them in Arabic, but we don’t know how. … Our people are
always afraid that they will fail, and women are shy to ask for something that is considered their
right.” A few months after my meeting with community leaders, this community leader --with the
support of volunteers in the community -- were able to make Arabic the third language in
Beaverton school district. This means all Arabic speaking families who have kids attending
schools in Beaverton will be able to get updated announcements in Arabic language to be informed
of all school events. They have also advocated for families to have Arabic interpreters at school
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events. This work is done by volunteers in the community who feel the urgency and the importance
to support one another. These volunteers were present at the community leaders’ meeting, and they
wanted to advocate for themselves and other people in the community who are willing to do this
work. They wanted to be hired to do this work professionally given that justice and advocacy work
is very overwhelming when they have other responsibilities.
In addition, there is a tremendous amount of work that needs to happen in the community,
such as:
•

Raising awareness about illiterate parents in the community and how to reach out to them

•

Establishing groups that educate the community about different laws in the US, especially in
Oregon.

•

Establishing Information sessions to discuss laws and rules around immigration by inviting
immigration consultants or lawyers to inform the community.

•

Advocating for community members to engage in job fairs and meet employment related needs
especially for youth refugees who are 19 years old and without a high school degree.

•

Providing English second language classes that are focused on the vocabularies Iraqi refugee
women need in their daily activities, as they go grocery shopping, ride the bus, when they are
lost and trying to find a place, and when they are checking in at doctors’ appointments.

•

Raising awareness about Hijab and the meaning of Hijab to the Muslim woman in order to
change the public perspective and view on women with Hijab “”اﻟﺤﺠﺎب ھﻮ ﺟﮭﺎد اﻟﻤﺮأة اﻟﻤﺴﻠﻤﺔ
means “the Hijab is the Muslim woman’s fight”

•

Raising awareness among the Iraqi community about the need to build community, be united,
and eliminate mistrust and isolation.

•

Promoting information sharing and positive interactions in the community among youth and
adults, especially during gatherings and community events to increase the sense of home and
belonging.

•

Raising awareness of mental health conditions experienced by refugees. Iraqi refugee women
want to be supported to help other women who are going through emotionally difficult times
and decrease the stigma around mental health services. We need Iraqi women to be trained as
Peer Support Specialists, to lead groups in the community to discuss mental health stigma, and
deal with stress in culturally appropriate ways. An idea for a mental health group name is
“ ”ﻣﺠﻤﻮﻋﺔ ﺷﻮن اﻟﺼﺤﺔ؟means “Group How’s your health”
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•

Establishing rules and regulations with translators and interpreters around respecting
individuals’ privacy and establishing a secure and empowering system for Arabic speaking
clients and patients to advocate for themselves when they do not feel comfortable at
appointments.

•

Hiring more Arabic speaking, culturally appropriate, mental health therapists who understand
the culture, the background, and the norms of Iraqi refugees.

•

Supporting single mothers in the Iraqi community, especially those who don’t speak English
and are struggling to find balance between their jobs and taking care of their children and
family.
This work is not possible without community health workers (CHW) and peer support

specialists (PSS). The Iraqi community in Portland metro area is very small, approximately 3000,
and there are a lot of members who are willing to advocate and support other members in the
community. But they also struggle to find balance between doing justice and advocacy work and
managing their own jobs. Iraqi refugee women I interviewed emphasize the need for peer support
specialists whom they can understand and learn from on weekly bases, and who can listen and
advocate for them. These recommendations by Iraqi women, community leaders, and providers
align with the Oregon Health Authority’s recommendations on the need for community health
workers and peer support specialists in various communities.
Iraqi Women Want to be Productive
As I mentioned before, Iraqi women want to be productive and they want to spread peace and
positive energy in their community. They want to build their community by establishing a network
system where other women in the community feel comfortable helping one another and sharing
information about, for example, rent assistance, electricity assistance, language programs, fitness
programs, food assistance, programs supporting low income families, and more. Iraqi refugee
women I interviewed reported wanting to help newly arrived refugees. The women who had been
in the US for a while told me that they want to be connected to newly arrived refugee women, “so
they will not suffer like we suffered when we came here.” Iraqi women also wanted to share their
resettling experiences with newly arrived refugees to decrease the depression associated with
resettlement.
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Being productive to Iraqi refugee women also means learning new skills, especially for women
who did not have the opportunity in the past to build a skill and support her family. Some of the
new skills that women were interested in are getting a hair stylist certificate, sewing, making art,
using the computer, using banking services, opening a food business, driving, English language,
starting a small business, and many more. Learning these skills and gaining more knowledge often
happens through groups, trainings and workshops in the community, which the Iraqi community
lacks due to funding, connections, and collaborations. Iraqi women wanted to gain these skills not
only for income, but for their emotional and mental well-being. One Iraqi refugee woman told me,
“by gaining a skill I will be empowered and capable of doing things and show my family that I
can also support and contribute, that I am not disabled.”
Iraqi refugee women also want to share their stories with governmental, non-profit, and forprofit organizations that work with refugees to convey their individual experiences and unsettle
prejudices about “refugees from Iraq.” They feel that this will never be possible if they do not have
people in the community who speak English to advocate for them. When sharing these thoughts
with leaders in the community, they talked about the work they do in the community to make the
voices of their own people heard.
Finally, the Arab community and specifically the Iraqi community needs a space where all can
share their various backgrounds, a place that might be called an “Arabic Intercultural Community
Wellness Center.” In such a space, Arab refugees and community leaders can:
•

Come and feel safe when they need support, help, and a place to brainstorm community
programs.

•

Help the people in the community who are feeling isolated and experiencing mental health
issues to receive basic psychoeducation and referral to services.

•

Work together and organize themselves to decrease conflicts in the community that come from
years of trauma.

•

Use culturally appropriate ways to help with families that are experiencing marital issues,
abuse, and generational divides.

•

Gather resources, make connections, and collaborate to provide education about the American
system, rights, responsibilities, laws, and how these affect the Arab community.

80
•

Break the norms and show that women in the community can become leaders who encourage
other women to support their families and advocate for their children in schools to get the
services and the help they need.

•

Establish women’s groups and family groups to discuss coping and stress relief mechanisms
by collaborating with other organizations and professionals. An Iraqi woman suggested a
“women’s swimming pool day” for women to gather, swim together, chat, and enjoy each other
away from men and in exciting place.

•

Implement community engagement programs and collaborate with other communities in the
Portland metro area to introduce the Middle Eastern community and learn about other
communities. This will also involve events other than World Refugee Day to celebrate and
share traditions and experiences of communities in Portland metro area.

•

Support CHWs and PSSs working in the center to understand the challenges community
members may have in staying connected with others.

•

Raise awareness of social media to make day to day communication smoother and more
acceptable.

•

Collaborate with public health, mental health, medical, and emergency preparedness agencies
to keep the community informed of any updates and announcements that may affect the public.

•

Collaborate with the police bureau, child protective services, and adult protective services to
solve issues in the community in a culturally appropriate manner.

•

Establish groups, workshops, and trainings around raising children in the US, and become
familiar laws, rules, and responsibilities around parenting.

Limitations
Before concluding, I would like to return to briefly discuss this study’s limitations. Due to
the sensitivity of this research and as asked by IRB, I was not able to provide personal information
about any of my interviewees. I tried to keep the stories and the quotes anonymous to respect
everyone’s privacy. Also, due to the time constraints of my study I was not able to include deeper
discussions I had with Iraqi women and providers around the struggles in the education system,
challenges the youth are experiencing every day in school, and confusions the Iraqi youth have
around their Iraqi identity and faith. I was not able to include discussions about conflict between
some providers and the management team, in order to keep the focus of this thesis on the
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relationship between providers and refugee clients (knowing that such conflicts that were shared
with me did affect interactions between refugee clients and providers). Further research is needed
to address the needs of the Iraqi community in Oregon in areas such as housing, legal issues,
immigration, human services, child and adult protective services, parenting, and psychotropic
medications.
Conclusion
My main exploratory ethnographic goal was to create a comprehensive and holistic
approach that allows us to assess a framework of adjustment of the Iraqi refugee community in
Oregon. Through the narratives of Iraqi refugee women, mental health providers, and Arab
community leaders, I was able to understand the ways in which they want to establish a system of
support and a framework of wellness with the goal to make the resettlement and adjustment
processes easier and smoother for refugees.
My first main question was: How do Iraqi women and providers of mental health services
for Iraqi women make sense of and respond to the gaps between their expectations for life/work
and their current living and working realities? Iraqi refugee women, community leaders, and
mental health providers had their own way to respond to the gaps. For the Iraqi refugee women,
their narratives focused on telling the history of Iraq and how different wars they were involved in
changed their life trajectory. Iraqi women talked a lot about the long waiting period in different
countries due to massive numbers of Iraqis applying to be resettled in countries around the world.
Some of the biggest worries Iraqi refugee women had were about their children’s future and
figuring out ways to support their family once they arrived in the US. Iraqi women reported being
tired, depressed, feeling mentally broken and needing tremendous help and support to go through
the resettlement and adjustment processes. Resettling and finding a rhythm in their life is so
challenging that sometimes they reported feeling that they live in “hell,” especially if they were
not capable mentally or physically to work. Iraqi refugee women wanted to raise awareness
through their narratives about their current lived realities during the Trump administration,
especially after the Portland MAX train hate crime that added a layer of fear and insecurity to their
lives. Through their recommendations, they communicated that they wanted to be given
opportunities to rebuild their community, raise awareness about mental health, plant peace and
love within their community, be productive in their daily life, and support their families. Their way
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of establishing a system of support is by coming together and advocating for one another given
that they understand each other’s experiences. Iraqi refugee women suggested that adjustment
groups facilitated by grassroots organizations or LCSNW providers are a great place to start
brainstorming.
For the Arab community leaders, their narratives focused on taking the Iraqi refugee
women’s recommendations further to discuss the needs of the community, and how women can
be pioneers of change. Community leaders struggle to establish an adequate and consistent system
of support and framework of wellness for their community mainly due to lack of funding. There
are many volunteers who hold multiple jobs or receive social security (SSI) benefits that are
helping community members in need. They feel overwhelmed and want more organization in their
work to be able to provide more services. They want to have an Arabic Intercultural Community
Wellness Center in order to address the needs of the community by hiring community health
workers (CHWs) and peer support specialists (PSSs) who are trained to help community members
navigate through programs. A Center such as this will enable community leaders to focus their
attention on providing services and referring community members to other programs as needed. It
also will open the opportunity for more collaborations with different organizations and systems to
increase the knowledge and power of the Arabic community in Portland metro area.
For mental health providers at LCSNW, their narratives also called for systemic changes
to support the rise of grassroots organizations, as they are the point of connection with the different
refugee communities they work with. There was a big emphasis on increasing trainings and
preparing CHWs and PSSs to be involved in medical, case management, and mental health
services. Dominant culture providers also talked about their struggles to connect on a deeper level
with their refugee clients and needed the presence of PSSs in the sessions to help bridge the gaps
of services and contribute to successful and positive therapeutic alliances. The literature clearly
shows that PSSs are considered by providers and refugee women to be more effective in building
therapeutic relationships than are dominant culture providers (Jonikas et al, 2010; Soloman, 2004;
Mariam, Simich, Shizha, Makumbe, & Makwarimba, 2012). Also, culturally specific providers
felt that they were able to build therapeutic alliances and see positive outcomes of their therapy
due to sharing similar lived experiences with their clients. Iraqi refugee women talked about
feeling “راﺣﺔ ﻧﻔﺴﯿﺔ,” meaning feeling complete relaxation of the soul when talking to their culturally
specific providers. Looking into providers’ and refugee clients’ relationships, I was able to help
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see the importance of this relationship and how dominant culture and culturally specific providers
were dealing with cross-cultural expectations (Kohrt & Griffith, 2015). Both dominant culture and
culturally specific providers called for Iraqi and Arabic community empowerment to support
refugees who have an interest in providing mental health services, since the field needs more
counselors with credentials.
Mental health providers who work with refugee clients reported that their work is very
challenging. During my interviews, providers struggle most of the time to navigate through the
system and advocate for themselves to change the mental health and the medical system around
them to fit the needs of their refugee clients. The advocacy role is held by only a few staff in the
management team, and providers hardly have time to voice their challenges directly. This was very
clear from the way mental health providers responded to questions regarding changes in the mental
health system. Providers were frustrated, felt that they had no power, felt anxious about where to
start, and gave a lot of recommendations. There is a need to have deeper and open discussions
among providers and with the management team regarding their work, and to brainstorm ways to
advocate for themselves.
Finally, I was able through the narratives and recommendations of Iraqi refugee women,
Arab community leaders, and mental health providers’ to answer my second main question: How
can understanding their perspectives inform steps to improve services for Iraqi women refugees?
The recommendations above bring great insight and an incredible depth of knowledge about the
needs of the community and the steps to improve services and access to care.
This exploratory ethnography was extremely timely and important given the political
climate changes in the US in 2016 and the increase in discrimination towards Arabs and Muslims
around the world. To the Iraqi refugee women, this research is just the beginning of a journey.
Beyond this thesis, they expect me to produce a book including their individual stories and to
convey them to the broader society and to the world. Therefore, this work is in progress, and as a
researcher and a community member we welcome any type of support to help continue this work.
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Appendices
Appendix A. – Consent Scripts for Iraqi Refugee Women in English
IRAQI REFUGEE WOMEN CONSENT SCRIPT
Project Title: Expectations and lived realities of Iraqi women refugees and refugee mental health
providers in Portland
Principal Investigator: Kenneth Maes, PhD
Student Researcher(s): Massarra Eiwaz, Master of Applied Anthropology (candidate)
Purpose: This research seeks to better understand the perspectives, concerns, and desires of Iraqi
women refugees and of health providers who support Iraqi women refugees, including how your
perspectives, concerns and desires have changed with the current political climate in the US, around
immigration from Arab and Muslim pats of the world. Through this research we aim to understand
how recent political changes, including public rhetoric during and after the US presidential campaign,
the “travel ban” roll-out, and pending health care system changes in Oregon, have impacted the gap
between expectations and realities for recent refugees and health providers in the Portland area.
Activities:
For interviewees: If you choose to participate in this aspect of the study, you will participate
in an interview with me. Interviews will take place in your home or at a comfortable and
convenient location of your choosing. I would like to audio record our interview, so that I can
be sure not to miss any of the important things that you tell me. However, if you are not
comfortable with audio recording, then I will only take notes in the interview. The study will
involve questions regarding your resettlement process and health care services. You are free to
withdraw from this study at any time without fear of penalty, and you are free to choose not to
answer any question.
Time: The interview will last as long or as little as you choose, with the maximum allotted time
being 2 hours. Again, you may exit the interview or skip questions at your choosing without
fear of penalty.
For adjustment group observation: If you choose to participate in this aspect of the study, you will
simply attend the Iraqi women support group as you normally do. I will also attend, and I will take notes
and report on the types of the subjects being discussed in the group, particularly discussion of the gaps of
services Iraqi women refugees are experiencing, and Iraqi women’s conversations about their expectations
before coming to the United States and their current living realities.
Time: This aspect of the research will not require additional time from you, aside from your normal
participation in the Iraqi women support group.

Risk: The possible risks and/or discomforts associated with participating in this study include
discomfort in discussing sensitive issues such as experiences within your country of origin and during
re-settlement, including experiences related to your mental and physical well-being. Only the
researcher and principal investigator will have access to any of the information collected.
Confidentiality will be maintained throughout the research process, meaning that we will not use or
connect your name and identity to the information you tell us. Information will be kept under lock and
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key, and interview recordings will be saved in secure format in order to protect your confidential
information. There is a risk or possibility of breach of confidentiality. This will be minimized by
depersonalizing transcripts of the interview recordings, meaning that your name will not be associated
with your interview. Your choice to participate or not will not affect the services you are currently
receiving, or your relationship with the student researcher.
Benefit: We do not know if you will benefit from being in this study. Your responses will provide
insight for future adjustment and hopefully betterment of services for Iraqi refugees.
Payment: There is no cost for participation in this study. There will be compensation for you in the
form of a small gift as an appreciation for participating in the study.
Confidentiality: It is possible that others could learn about your participation in this study but the
information you provide will be kept confidential to the extent permitted by law. Your participation in
this study is voluntary and can be terminated at any time of your choosing. Under Oregon law,
researchers are required to report to the appropriate authorities any information concerning child abuse
or neglect. The researchers may also report threats of harm to self or to others.
Study Contacts: Contact the student researcher Massarra Eiwaz either by phone: xxx-xxx-xxxx or by
email: eiwazm@oregonstate.edu. If you have questions about your rights or welfare as a participant, please
contact the Oregon State University Human Research Protection Program (HRPP) office at (541) 737-8008 or by
email at IRB@oregonstate.edu.

Do you voluntarily agree to participate in this study? By verbally consenting, you are acknowledging
that you agree to the terms listed above and understand the benefits and risks of your voluntary
participation in this study.
For semi-structured interview subjects only: Do you consent to having our interview audio recorded?
Thank you
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Appendix B. – Consent Scripts for Iraqi Refugee Women in Arabic
ﻧﻤﻮذج اﻟﻤﻮاﻓﻘﺔ ﻟﻠﻨﺴﺎء اﻟﻌﺮاﻗﯿﺎت
ﻋﻨﻮان اﻟﺒﺤﺚ :ﺣﯿﺎة اﻟﻨﺴﺎء اﻟﻌﺮاﻗﯿﺎت وﺗﺠﺮﺑﺔ اﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ ﻓﻲ ﺑﻮرﺗﻼﻧﺪ أورﯾﻜﻦ
اﻟﻤﺴﺆول ﻋﻠﻰ اﻟﺒﺤﺚ :ﻛﻨﯿﺚ ﻣﯿﺰ ،دﻛﺘﻮرا ﻓﻲ ﻋﻠﻢ اﻷﻧﺴﺎن
اﻟﻄﺎﻟﺒﺔ اﻟﺒﺎﺣﺜﺔ :ﻣﺴﺮة ﻋﯿﻮاز )ﻣﺮﺷﺤﺔ ﻟﺘﻨﺎل اﻟﻤﺎﺟﺴﺘﯿﺮ ﻓﻲ ﻋﻠﻢ اﻻﻧﺴﺎن(
ﻋﺰﯾﺰﺗﻲ اﻟﻤﺮأة اﻟﻌﺮاﻗﯿﺔ،
اﻧﺎ ﻣﺴﺮة ﻋﯿﻮاز اﺗﻠﻘﻰ اﻟﺪراﺳﺎت اﻟﻌﻠﯿﺔ ﻓﻲ ﻋﻠﻢ اﻻﻧﺴﺎن واﻟﺼﺤﺔ اﻟﻌﺎﻣﺔ ﻓﻲ ﻛﻠﯿﺔ ﻣﺤﺎﻓﻈﺔ أورﯾﻜﻦ .اﻧﺎ اﻋﻤﻞ ﻋﻠﻰ
اﺟﺮاء دراﺳﺔ اﻟﻤﺎﺟﺴﺘﯿﺮ ﻣﺘﺨﺼﺼﺔ ﻓﻲ ﺑﺤﺚ اﻟﻄﺮﯾﻘﺔ اﻟﺘﻲ ﺗﻌﯿﺶ ﺑﮭﺎ اﻟﻤﺮأة اﻟﻌﺮاﻗﯿﺔ ﻓﻲ أورﯾﻜﻦ واﻟﺘﻮﻗﻌﺎت اﻟﺘﻲ ﺟﻠﺒﺘﮭﺎ ﻣﻌﮭﺎ
ﻣﻦ اﻟﻌﺮاق وﻛﯿﻒ ھﺬه اﻟﺘﻮﻗﻌﺎت اﺧﺘﻠﻔﺖ او ﺑﻘﯿﺖ ﻣﺜﻞ ﻣﺎ ھﯿﺎ ﺣﯿﻦ وﺻﻮﻟﮭﺎ اﻟﻰ أورﯾﻜﻦ .اﻟﺒﺤﺚ ﻣﺨﺘﺺ أﯾﻀﺎ ﻓﻲ دراﺳﺔ
اﻟﻄﺮﯾﻘﺔ اﻟﺘﻲ ﯾﺘﻌﺎﻣﻞ ﻣﻌﮭﺎ اﻟﻤﻌﺎج\اﻟﻤﻌﺎﻟﺠﺔ اﻟﻨﻔﺴﯿﺔ .ﻧﺤﻦ ﻣﮭﺘﻤﯿﻦ ﺑﻤﻌﺮﻓﺔ اﻟﻄﺮﯾﻘﺔ اﻟﺘﻲ ﺗﺠﺘﺎز اﻟﻤﺮأة اﻟﻌﺮاﻗﯿﺔ اﻟﺼﻌﻮﺑﺎت
ﻟﺘﺤﺼﻞ ﻋﻠﻰ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ ان ﻛﺎﻧﺖ ﺟﺴﺪﯾﺔ ام ﻧﻔﺴﯿﺔ .ھﺬا اﻟﺒﺤﺚ ﺳﻮف ﯾﺴﺎﻋﺪ ﻋﻠﻰ ﺗﺤﺴﯿﻦ اﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ ،اﻟﺘﻮطﯿﻨﯿﺔ،
واﻟﻨﻔﺴﯿﺔ ﻟﻠﺠﺎﻟﯿﺔ اﻟﻌﺮاﻗﯿﺔ اﻟﻤﮭﺎﺟﺮة .اﺳﺘﻨﺎدا ﻋﻠﻰ اﻟﻮﺿﻊ اﻟﺴﯿﺎﺳﻲ ﻓﻲ اﻟﻤﻨﻄﻘﺔ اﻻن وﻛﯿﻒ ذﻟﻚ ﯾﺆﺛﺮ ﻋﻠﻰ اﻟﺨﺪﻣﺎت اﻟﻤﺘﻮﻓﺮة
ﻟﻠﻤﮭﺎﺟﺮﯾﻦ ﺑﺎﻷﺧﺺ اﻟﺬﯾﻦ ھﻢ ﻋﺮب ،ھﺬا اﻟﺒﺤﺚ ﺳﻮف ﯾﺮﻛﺰ ﻋﻠﻰ اﻟﻤﮭﺎﺟﺮﯾﻦ اﻟﻌﺮب )اﻟﻌﺮاﻗﯿﯿﻦ ﺑﺎﻷﺧﺺ( وﻛﯿﻔﯿﺔ ﺗﻌﺎﻣﻠﮭﻢ
ﻣﻊ اﻟﻤﺠﺘﻤﻊ ﻣﻦ ﺣﻮﻟﮭﻢ وان ﻛﺎﻧﻮا ﺷﺎھﺪو أي ﺳﻮء ﻣﻌﺎﻣﻠﺔ وﻋﻨﺼﺮﯾﺔ اﺗﺠﺎھﮭﻢ ﻣﻦ ﻗﺒﻞ ﺑﻌﺾ اﻟﻤﻨﻈﻤﺎت او اﻟﻤﺆﺳﺴﺎت اﻟﺤﻜﻮﻣﯿﺔ
او اﻻھﻠﯿﺔ.
ھﺬا اﻟﺒﺤﺚ ﺳﻮف ﯾﻜﻮن ﻓﻲ اﻟﻤﻨﻀﻤﺔ اﻟﻠﻮﺛﺮﯾﺔ ﻟﻠﺨﺪﻣﺎت اﻻﺟﺘﻤﺎﻋﯿﺔ ﻓﻲ ﺑﻮرﺗﻼﻧﺪ وﺑﯿﻔﺮﺗﻮن ،اﻟﻤﻘﺎﺑﻼت ﻣﻊ اﻟﻨﺴﺎء
اﻟﻌﺮاﻗﯿﺎت ﺳﻮف ﺗﻜﻮن ﻓﻲ أي ﻣﻜﺎن ھﻢ ﯾﺸﻌﺮون ﺑﺎﻟﺮاﺣﺔ واﻻطﻤﺌﻨﺎن ﻓﯿﮭﺎ .اﻟﺒﺤﺚ ﺳﻮف ﯾﺘﻀﻤﻦ اﺳﺄﻟﮫ ﻋﻠﻰ ﻛﯿﻔﯿﺔ إﻋﺎدة
اﻟﺘﻮطﯿﻦ واﻟﺨﺪﻣﺎت اﻟﺼﺤﯿﺔ اﻟﻤﺘﻮﻓﺮة ﻟﻠﻤﮭﺎﺟﺮﯾﻦ .ﺳﻮف ﯾﻜﻮن ﻟﻜﻲ اﻟﺼﻼﺣﯿﺔ وﻟﻼﻧﺴﺤﺎب ﻓﻲ أي وﻗﺖ ﻣﻦ اﻻوﻗﺎت ﻣﻦ دون
اﻟﺨﻮف ﻣﻦ أي ﻏﺮاﻣﺔ ،ﻟﺪﯾﻚ أﯾﻀﺎ اﻟﺤﺮﯾﺔ ﺑﺎﻻﺧﺘﯿﺎر ان ﻻ ﺗﺠﯿﺒﻲ ﻋﻠﻰ اﺳﺎﻟﮫ ﺗﺸﻌﺮﯾﻦ إﻧﻚ ﻏﯿﺮ ﻣﺮﺗﺎﺣﺔ ﻟﮭﺎ.
ﻟﯿﺲ ﯾﻮﺟﺪ أي ﺧﻄﺮ او دﻓﻊ أي ﻣﺒﻠﻎ ﻟﮭﺬا اﻟﺒﺤﺚ .ﺳﻮف ﯾﻜﻮن ﺗﻌﻮﯾﻀﺎت ﻟﻠﻤﺸﺎرﻛﺔ ﻓﻲ اﻟﺒﺤﺚ وﺳﻮف ﺗﻜﻮن ﻋﻠﻰ
ﺷﻜﻞ ھﺪﯾﺔ ﺑﺴﯿﻄﺔ ﻣﻦ ﻗﺒﻠﻲ اﻧﺎ اﻟﺒﺎﺣﺜﺔ ﻛﺸﻜﺮ ﻟﻮﻗﺘﻚ ﻣﻌﻨﺎ .اﺟﻮﺑﺘﻚ ﺳﻮف ﺗﻜﻮن ھﺎﻣﺔ ﺟﺪا ﻟﺘﻌﻠﯿﻢ اﻟﻮﺳﻂ اﻟﺬي ﯾﺴﺎﻋﺪ اﻟﻤﮭﺎﺟﺮﯾﻦ
ﻋﻠﻰ ﺣﯿﺎة اﻟﻤﮭﺎﺟﺮﯾﻦ ﻟﻜﻲ ﻧﻌﻤﻞ ﺳﻮﯾﺔ ﻋﻠﻰ ﺗﻮﻓﯿﺮ ﺧﺪﻣﺎت أﺣﺴﻦ ﻟﻠﻤﮭﺎﺟﺮﯾﻦ .اﺷﺘﺮاﻛﻚ ﻓﻲ اﻟﺒﺤﺚ طﻮﻋﻲ وﺳﺮي .اﻟﻤﻘﺎﺑﻼت
ﺳﻮف ﯾﻜﻮﻧﻮن ﻣﺤﻔﻮظﯿﻦ ﻓﻲ ﻣﻜﺎن اﻣﻦ ﻟﻜﻲ ﻧﺤﻤﻲ اﻟﻤﻌﻠﻮﻣﺎت اﻟﺴﺮﯾﺔ ﻣﻦ اﻟﻤﻘﺎﺑﻼت .ﻓﻘﻂ اﻟﺒﺎﺣﺜﯿﻦ ﻓﻲ ھﺬا اﻟﺒﺤﺚ )اﻷﺳﻤﺎء
ﻓﻲ اﻷﻋﻠﻰ( ﺳﻮف ﯾﻜﻮن ﻟﺪﯾﮭﻢ اﻟﺘﻤﻜﻦ ﻣﻦ اﻟﻌﻤﻞ ﻋﻠﻰ اﻟﺒﺤﺚ واﻟﻌﻤﻞ ﻓﻲ اﻟﻤﻌﻠﻮﻣﺎت اﻟﺴﺮﯾﺔ .اﻟﻤﻌﻠﻮﻣﺎت ﺳﻮف ﯾﻜﻮﻧﻮن
ﻣﺤﻔﻮظﯿﻦ ﻓﻲ ﻣﻜﺎن ﻣﻘﻔﻮل ﻋﻠﯿﮭﻢ ﻓﻲ ﻗﻔﻞ وﺟﺎھﺰﯾﻦ ﻟﻠﺘﺤﻠﯿﻞ ﺑﻌﺪ اﻻﻧﺘﮭﺎء ﻣﻦ اﻟﻤﻘﺎﺑﻼت.
إذا ﻛﻨﺖ ﺗﺮﻏﯿﻦ ﻓﻲ اﻟﻤﺸﺎرﻛﺔ ﻓﻲ ھﺬا اﻟﺒﺤﺚ ،ارﺟﻮك ﻗﻮﻣﻲ ﺑﺈﺗﻤﺎم ﻧﻤﻮذج اﻟﻤﻮاﻓﻘﺔ ھﺬا ﺑﻜﺘﺎﺑﺔ اﺳﻤﻜﻲ واﻟﺘﻮﻗﯿﻊ ﻓﻲ اﻷﺳﻔﻞ.
ﻋﻨﺪﻣﺎ ﺗﻮﻗﻌﯿﻦ ھﻨﺎ ﯾﻌﻨﻲ إﻧﻚ ﻣﻮاﻓﻘﺔ ﻟﻼﺷﺘﺮاك ﻓﻲ اﻟﺒﺤﺚ.
ارﺟﻮك ﻗﻮﻣﻲ ﺑﺎﻻﺗﺼﺎل ﻋﻠﻰ ﺗﻠﻔﻮن ﻣﺴﺮة ﻋﯿﻮاز
او ارﺳﻠﻲ اﯾﻤﯿﻞ ﻋﻠﻰ
eiwazm@oregonstate.edu
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Appendix C. – Recruitment Email to Providers
Dear LCSNW providers,
I hope this email finds you well. I am Massarra Eiwaz, a former LCSNW mental health case
manager, and current graduate student in Applied Anthropology at Oregon State University. For
my Master’s thesis, I am exploring the expectations and lived realities of Iraqi refugee women
and mental health providers in Portland Oregon, specifically at LCSNW. The title of my study is
“Expectations and lived realities of Iraqi women refugees and refugee mental health providers in
Portland: an ethnographic study to inform refugee mental health services and policy.” The
principle investigator (PI) of the study is my advisor at Oregon State University, Kenneth Maes
(PhD).
I am emailing to invite you to participate in my study. As providers, your participation is highly
important, especially considering the lack of careful attention to and public understanding of the
work you do.
Please contact me if you would like more information about this study: Cell: xxx-xxx-xxxx.
E-mail: eiwazm@oregonstate.edu
With thanks,
Massarra Eiwaz
M.A.c Applied Anthropology
Oregon State University

93
Appendix D. – Mental Health Providers Consent Script
MENTAL HEALTH PROVIDERS CONSENT SCRIPT
Project Title: Expectations and lived realities of Iraqi women refugees and refugee mental
health providers in Portland
Principal Investigator: Kenneth Maes, PhD
Student Researcher(s): Massarra Eiwaz, Master of Applied Anthropology (candidate)
Purpose: The purpose of this study is to explore the ways Iraqi women refugees and providers of
mental health services for Iraqi women in Portland, Oregon, understand, navigate, and respond to
gaps that exist between expectations for life and work in the US, and current lived realities. In
other words, I aim to explore the ways both Iraqi women and providers conceptualize and
interact with discordances between expectations of living and current experiences. This research
further seeks to better understand how your perspectives, concerns and desires have changed
with the current political climate in the US, around immigration from Arab and Muslim pats of
the world. Through this research we aim to understand how recent political changes, including
public rhetoric during and after the US presidential campaign, the “travel ban” roll-out, and
pending health care system changes in Oregon, have impacted the gap between expectations and
realities for recent refugees and health providers in the Portland area. My research aims to
develop and communicate insights that could improve future services and support systems, and
ultimately the health and wellbeing of refugees going through re-settlement.
Activities: If you choose to participate in this study, you will participate in an interview with me.
These will take place at Lutheran Community Services office or at a comfortable and convenient
location of your choosing. I would like to audio record our interview, so that I can be sure not to
miss any of the important things that you tell me. However, if you are not comfortable with
audio recording, then I will only take notes in the interview. The study will involve questions
regarding the services you provide to Iraqi refugee women and the perceptions and
understandings you have about how refugees and mental health services interact. If you choose
to be a part of this study, you are free to withdraw at any time without fear of penalty, and you
are free to choose not to answer any question.
Time: The interview will last as long or as little as you choose, with the maximum allotted time
being 2 hours. Again, you may exit the interview or skip questions at your choosing.
Risk: The possible risks and/or discomforts associated with participating in this study include
discomfort in discussing sensitive issues such as your perceptions and opinions about the
services provided to Iraqi refugee women. Only the researcher and principal investigator will
have access to any of the information collected. Confidentiality will be maintained throughout
the research process, meaning that we will not use or connect your name and identity to the
information you tell us. Information will be kept under lock and key, and interview recordings
will be saved in secure format in order to protect your confidential information. There is a risk or
possibility of breach of confidentiality. This will be minimized by depersonalizing transcripts of
the interview recordings, meaning that your name will not be associated with your interview.
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Benefit: We do not know if you will benefit from being in this study. Your responses will
provide insight for future adjustment and hopefully betterment of services for Iraqi and other
refugees.
Confidentiality: It is possible that others could learn about participation in this study but the
information you provide will be kept confidential to the extent permitted by law. Your
participation in this study is voluntary and can be terminated at any time of your choosing.
Study Contacts: Contact the student researcher Massarra Eiwaz either by phone: xxx-xxx-xxxx
or by email: eiwazm@oregonstate.edu. If you have questions about your rights or welfare as a
participant, please contact the Oregon State University Human Research Protection Program
(HRPP) office at (541) 737-8008 or by email at IRB@oregonstate.edu
Do you voluntarily agree to participate in this study? By verbally consenting, you are
acknowledging that you agree to the terms listed above and understand the benefits and risks of
your voluntary participation in this study. Your decision not to participate or to participate in this
research will not impact your employment or benefits at LCSNW, or your relationship with the
student researcher.
Do you consent to having our interview audio recorded?
Thank you.
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Appendix E. – Iraqi Refugee Women Interview Questions in Arabic & English
Semi-Structured Interview Guide for Iraqi Women
Iraqi Women - Questions about expectations before coming to the U.S.
Ø
Ø
Ø
Ø
Ø

Tell me about the expectations you had before coming to the U.S.
Now tell me how your expectations have matched or not matched with reality.
Tell me more about how you expected your lifestyle to change after coming to the U.S.
What did you expect about U.S. schools? What has been your children’s experiences?
How do you feel these days about being involved in mainstream society in the Portland
area, and interacting with others?

Arabic translation:
:اﺳﺄﻟﮫ ﻟﻠﻨﺴﺎء اﻟﻌﺮاﻗﯿﺎت ﻋﻦ ﺗﻮﻗﻌﺎت اﻟﺤﯿﺎة ﻓﻲ اﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة اﻻﻣﺮﯾﻜﯿﺔ
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ ﺗﻮﻗﻌﺎﺗﻜﻲ ﻗﺒﻞ ﻣﺠﯿﺌﻜﻲ اﻟﻰ اﻟﻮﻻﯾﺎت اﻟﻤﺘﺤﺪة اﻷﻣﺮﯾﻜﯿﺔ؟
 أﯾﻀﺎ اﺣﻜﻲ ﻟﻨﺎ اذا, او ﻛﺎﻧﺖ ﻏﯿﺮ ﻣﺘﻄﺎﺑﻘﺔ,اﺣﻜﻲ ﻟﻨﺎ اذا ﺗﻮﻗﻌﺎﺗﻜﻲ ﻛﺎﻧﺖ ﻣﻄﺎﺑﻘﺔ ﻟﻤﺎ رأﯾﺘﻲ ھﻨﺎ ﻣﻦ ﻟﺤﻀﺔ وﺻﻮﻟﻜﻲ
رأﯾﺘﻲ اﺧﺘﻼف ﻓﻲ ﺗﻮﻗﻌﺎﺗﻜﻲ ؟
اﺣﻜﻲ ﻟﻨﺎ إذا ﺗﻮﻗﻌﺘﻲ ﺣﯿﺎﺗﻜﻲ ﺳﻮف ﺗﺘﻐﯿﺮ؟
 ھﻞ ھﻮ ﻣﺨﺘﻠﻒ ﻋﻦ اﻟﻤﻜﺎن اﻟﺬي ﺟﺌﺘﻲ ﻣﻨﮫ؟ اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ،اﺣﻜﻲ ﻟﻨﺎ ﻋﻦ ﺗﻮﻗﻌﺎﺗﻜﻲ ﻋﻠﻰ اﻟﻨﻀﺎم اﻟﺘﻌﻠﯿﻤﻲ ﻓﻲ أﻣﺮﯾﻜﺎ
.ﺑﻌﺚ اوﻻدﻛﻲ ﻟﻠﻤﺪرﺳﺔ ﻣﻊ طﻼب ﻣﻦ ﺟﻨﺴﯿﺎت ﻣﺨﺘﻠﻔﺔ
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ اﺳﺘﻌﺪادﻛﻲ ﻟﻼﻧﻐﻤﺎر ﻓﻲ اﻟﻤﺠﺘﻤﻊ ھﻨﺎ واﻟﺬي ﺗﻌﻤﻠﯿﻨﮫ ھﻨﺎ ﻓﻲ ﺣﯿﺎﺗﻜﻲ واﻟﺬي ﯾﺠﻌﻠﻜﻲ ﻋﻠﻰ اﻟﺘﻮاﺻﻞ
ﺑﺎﻟﻐﯿﺮ

•
•
•
•
•

Iraqi Women – Questions about health care experiences
Ø Tell me about your experience receiving medical care in your home country.
Ø Tell me about your experience receiving medical care here in the US.
Ø Talk to me about the differences and if those differences cause any challenges for you and
your family.
Ø Tell me about the kinds of help or assistance you receive in health care settings here in the
U.S. Is it mainly help from people from the community, or help from organizations?
Ø When going to a provider do you feel your needs are being met? Why or why not?
Ø Tell me about the kinds of traditional healing strategies you follow when feeling sick
physically.
Ø Tell me about traditional coping strategies that you follow when you feel distressed. Are
they any different than what you do when you feel physically sick?
Ø Have any of the mental health providers or medical providers you’ve seen asked you about
your traditional ways of healing or coping?
Ø Tell me about suggestions you have for the medical and mental health providers.
Arabic translation:
:اﺳﺄﻟﮫ ﻟﻠﻨﺴﺎء اﻟﻌﺮاﻗﯿﺎت ﻋﻦ اﻟﻀﻤﺎن اﻻﺟﺘﻤﺎﻋﻲ واﻟﺼﺤﺔ
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•
•
•
•
•
•
•
•

اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ ﺗﺠﺮﺑﺘﻜﻲ ﻋﻨﺪﻣﺎ ﻛﻨﺘﻲ ﺗﺬھﺒﯿﻦ اﻟﻰ اﻟﺪﻛﺘﻮر ﻓﻲ اﻟﻌﺮاق او ﻓﻲ اﻟﺪوﻟﺔ اﻟﺘﻲ ﺑﻘﯿﺘﻲ ﻓﯿﮭﺎ
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ ﺗﺠﺮﺑﺘﻜﻲ ﻋﻨﺪ اﻟﺬھﺎب ﻟﻠﺪﻛﺘﻮر او اﻟﻌﯿﺎدة ھﻨﺎ ﻓﻲ أﻣﺮﯾﻜﺎ
اﺣﻜﻲ ﻟﻨﺎ إذا ﻋﻦ اﻻﺧﺘﻼف ﻓﻲ ھﺬه اﻟﺘﺠﺎرب وﻣﺎ ﺗﻔﻌﻞ ﻣﻦ ﺻﻌﻮﺑﺎت ﻟﻜﻲ و ﻋﺎﺋﻠﺘﻜﻲ
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ اﻻﻧﻮاع ﻣﻦ اﻟﻤﺴﺎﻋﺪات اﻟﺘﻲ ﺗﺤﺼﻠﯿﻦ ﻋﻠﯿﮭﺎ ،ھﻞ ﻧﺎس ﻣﻦ اﻟﻤﺠﺘﻤﻊ اﻟﻌﺮاﻗﻲ ,او ﻣﻦ اﻟﻤﻨﻀﻤﺎت
اﻻﺟﺘﻤﺎﻋﯿﺔ ﯾﻌﻤﻠﻮن اﻷﻛﺜﺮ ﻋﻠﻰ دﻋﻤﻜﻲ و دﻋﻢ ﻋﺎﺋﻠﺘﻜﻲ ؟
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ أﻧﻮاع اﻟﻌﻨﺎﯾﺔ ﺑﺎﻟﻨﻔﺲ واﻟﺸﻔﺎء اﻟﺘﻘﻠﯿﺪﯾﺔ اﻟﺘﻲ ﺗﺴﺘﻌﻤﻠﯿﻨﮭﺎ ﻋﻨﺪ اﻟﺸﻌﻮر ﺑﻤﺮض ﺟﺴﺪي
اﺣﻜﻲ ﻟﻨﺎ ﻋﻠﻰ أﻧﻮاع اﻟﻌﻨﺎﯾﺔ ﺑﺎﻟﻨﻔﺲ ﻋﻨﺪﻣﺎ ﺗﺸﻌﺮﯾﻦ اﻧﻜﻲ ﻣﺴﺘﺎﺋﺔ او ﺣﺰﯾﻨﺔ
اﺣﻜﻲ ﻟﻨﺎ إذا اﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﻨﻔﺴﯿﯿﻦ او اﻟﺪﻛﺎﺗﺮة اﻟﺬﯾﻦ ﺗﺬھﺒﯿﻦ ﻟﮭﻢ ﯾﺴﺄﻟﻮﻛﻲ ﻋﻠﻰ طﺮق اﻟﻌﻼج اﻟﺘﻘﻠﯿﺪﯾﺔ اﻟﺘﻲ ﺗﺘﺒﻌﯿﻨﮭﺎ
أﺧﺒﺮﯾﻨﺎ ﻋﻦ أي اﻗﺘﺮاﺣﺎت ﻟﺪﯾﻜﻲ وﺗﺮﯾﺪﯾﻦ اﻟﺪﻛﺎﺗﺮة واﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﻨﻔﺴﯿﻦ ﯾﻌﺮﻓﻮﻧﮭﺎ
Iraqi Refugee Women - Questions about resettlement

?Ø Tell me about the meaning of resettlement; what does it mean for you and your family
Ø Tell me about the ways you prepared yourself and your family before coming to the U.S.
Ø Tell me about the kind of information you know about adjustment and how to adjust to a
new country.
Ø Tell me about your knowledge of the Portland, Oregon area, regarding culture, religious
diversity, and customs.
Ø Tell me about some the differences between life in Portland and life in your home country.
Ø When you have an urgent situation at your home, like a serious health condition or a fire
?or other things, what do you do? Who do you ask for help
Arabic translation:
اﺳﺄﻟﮫ ﻟﻠﻨﺴﺎء اﻟﻌﺮاﻗﯿﺎت ﻋﻠﻰ اﻟﻤﻌﻠﻮﻣﺎت اﻟﻤﺘﺒﺎدﻟﺔ ﺑﯿﻨﮭﻢ وﺑﯿﻦ اﻟﻤﻌﺎﻟﺠﯿﻦ اﻟﻨﻔﺴﯿﻦ واﻷطﺒﺎء:
• أﺧﺒﺮﯾﻨﺎ ﻋﻦ ﻣﻌﻨﻰ اﻻﺳﺘﻘﺮار وﻣﺎذا ﯾﻌﻨﻲ ﻟﻜﻲ وﻟﻌﺎﺋﻠﺘﻜﻲ اﯾﻀﺎ
• أﺧﺒﺮﯾﻨﺎ ﻛﯿﻒ ھﯿﺌﺘﻲ ﻧﻔﺴﻜﻲ وﻋﺎﺋﻠﺘﻜﻲ اﻟﻤﺠﻲء اﻟﻰ أﻣﺮﯾﻜﺎ
• اﺧﺒﺮﻧﺎ ﻋﻦ اﻟﻤﻌﻠﻮﻣﺎت اﻟﺘﻲ ﺗﻌﺮﻓﯿﻨﮭﺎ ﻋﻠﻰ ﻛﯿﻒ ﺗﺴﺘﻘﺮﯾﻦ ﻟﻠﺤﯿﺎة ھﻨﺎ ،اﺣﻜﻲ ﻟﻨﺎ ﻋﻨﻤﺎ ﺗﻌﺮﻓﯿﻨﮫ ﻋﻦ ﺑﻮرﺗﻼﻧﺪ اورﯾﻜﻮن,
ﻋﻦ اﻟﻤﺠﺘﻤﻊ ,اﻟﺪﯾﺎﻧﺎت اﻟﻤﺨﺘﻠﻔﺔ ,اﻟﻌﺎدات ,و اﻟﻨﺎس ھﻨﺎ
• ھﻞ ھﻨﺎ ﻣﺨﺘﻠﻔﺔ ﻋﻦ اﻟﻤﻜﺎن اﻟﺬي ﺟﺌﺘﻲ ﻣﻨﮫ؟ ﺗﺤﺪﺛﻲ ﻟﻨﺎ ﻋﻦ ھﺬا اﻻﺧﺘﻼف
• اﺧﺒﺮﯾﻨﺎ ﻋﻦ ﺗﺠﺮﺑﺘﻜﻲ او ﻣﺎ ﺗﻌﺮﻓﯿﻨﮫ ﻋﻨﺪﻣﺎ ﯾﺤﺪث أي ﺷﻲء طﺎرئ ﻓﻲ ﺑﯿﺘﻚ ،ﻣﺜﻼ :ﺷﺨﺺ ﻣﻦ ﻋﺎﺋﻠﺘﻜﻲ )ﻻ ﺳﺎﻣﺢ ﷲ(
ﯾﺘﻌﺮض ﻟﻮﻋﻜﺔ ﺻﺤﯿﺔ ﻗﺎﺳﯿﺔ ﻓﻲ اﻟﺒﯿﺖ ،ﺣﺮﯾﻖ ﻓﻲ ﺑﯿﺘﻚ ,او أﺷﯿﺎء أرى ...ھﻞ ﺗﻌﺮﻓﯿﻦ ﻣﺎ اﻟﺬي ﯾﺠﺐ ﻓﻌﻠﮫ؟
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Appendix F. – Mental Health Providers Interview Questions in English
Semi-Structured Interview Guide for Mental Health Providers
Mental Health Providers - Questions about clients’ expectations
Ø Tell me what you know about the expectations your clients had before coming to the U.S
Ø Do you think your client’s expectations matched or did not match with what they have
experienced?
Ø Tell me how you think your clients expected that their lifestyles would change.
Ø What do you know about your clients’ expectations regarding the education system in the
U.S.? Do you think they have concerns now over sending their children to schools with
mixed ethnicities?
Ø How do you assess the readiness of your clients to be involved in mainstream society,
interacting with others?
Mental Health Providers - Questions about clients’ health care experiences
Ø Tell me what you know about your clients’ experiences with medical care in their home
country before coming to the U.S.
Ø How do you think their experiences going to a doctor, hospital, or clinic here in the U.S.
are different than their earlier experiences in their home country?
Ø What are some challenges your clients have experienced with the health system in the U.S.?
Ø What do you know about the help or assistance your clients receive in dealing with life
challenges -- is it mainly people from their community, or from organizations?
Ø Do you feel that when your clients are coming to you, you are meeting their needs?
Ø Do you think your clients have an idea of how much work you are doing to meet their
needs?
Ø Tell me what you know about the types of traditional healing strategies your clients follow
when they feel sick physically.
Ø Tell me what you know about traditional coping strategies that your clients follow when
they feel distressed; are they any different to what they practice when they feel physically
sick?
Ø Do you ask your clients about their traditional ways of healing or coping?
Ø Have your clients given you suggestions of how they want to be treated?
Mental Health Providers – Questions about resettlement
Ø Tell me what is the meaning of resettlement? Do you think you and your clients think
about resettlement in the same way? How so?
Ø Tell me about the ways you would prepare yourself and your family to move to another
county. Do you think that is how your clients prepared themselves and their families?
Ø How do you think your clients experience life in the Portland, Oregon area, regarding
culture, religious diversity, and customs?
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Ø How do you think recent changes in the political climate – around immigrants, refugees,
Muslims, and Arabs -- has changed your interactions with your refugee clients?
Ø What is your experience of the refugee mental health and social service in which you work?
How are your experiences different from your expectations about this work?
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Appendix G. – Support Group Observation Guide
Support Group Observation guide
Study title:
Expectations and lived realities of Iraqi women refugees and refugee mental health providers in
Portland: an ethnographic study to inform refugee mental health services and policy
PI: Kenneth Maes
Student Co-PI: Massarra Eiwaz
Note: do not write field notes about anyone who does not give consent.
For those who give consent, write notes on the following:
Ø Conversations about expectations before coming to the United States and the difficulties
encountered in the U.S., including:
o Gaps in social and health services
o Troubles communicating with providers
o Islamophobia or Arabophobia
o Experiences of racism/discrimination
o Concerns about changing immigration and health policies
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Appendix H. – List of Resources for Participants
Resources List
Crisis Numbers 4
CLACKAMAS COUNTY Crisis Line: 503-655-8401
WASHINGTON COUNTY Crisis Line: 503-291-9111
MULTNOMAH COUNTY 503-988-4888 or 1-800-716-9769
Mental Health Care Agencies 8
Avel Gordly Center For Healing (OHSU) 503-494-4745 / agch@ohsu.edu
621 SW Alder, Suite 520, Portland, OR 97205
Intercultural Psychiatric Program (OHSU- IPP) 503-494-4222 Address: 3633 SE 35th
Place, Portland OR 97202
Caremark Behavioral Health Services 503-413-4848 Address: 10123 SE Market St.,
Portland, OR 97216
Cascadia Behavioral HealthCare 503-674-7777 Address: 847 NE 19th Ave., Suite 100,
Portland, OR 97232
Multnomah County Health Department Clinics 21
MID-COUNTY HEALTH CENTER 12710 SE Division Street Portland, OR 97236
Phone: 503-988-3601 Fax: 503-988-4167 Buses: 4, 71
th

SOUTHEAST HEALTH CENTER 3653 SE 34
Phone: 503-988-5140 Buses: 9, 66, 75

Ave., Portland, OR 97202

ROCKWOOD COMMUNITY HEALTH CENTER, 2020 SE 182nd Ave., Gresham, OR
97233
Phone: 503-988-5400 Bus: 4
Women’s Health 25
DOWNTOWN WOMEN'S CENTER 503-224-3435
Address: 511 SW 10th Ave., Suite 905, Portland, OR 97205
WASHINGTON COUNTY DEPARTMENT OF HEALTH 503-846-8881
Address: 266 W. Main St., Hillsboro, OR 97124
Intercultural (Multi-ethnic) clinics 40
CENTER FOR INTERCULTURAL ORGANIZING 503-287-4117
Address: 700 N Killingsworth Street, Portland, OR 97217
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COALTION OF COMMUNITIES OF COLOR 503-288-8177 ext. 295
Address: 5135 NE Columbia Blvd., Portland, OR 97218
IMMIGRANT AND REFUGEE COMMUNITY ORGANIZATION 503-234-1541
Address: 10301 NE Glisan Street, Portland, OR 97220

