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ABSTRACT 

KAVITHA PADMANABHAN 

EXPLORING ADAPTATION AND QUALITY OF LIFE OF REFUGEES 

IN THE UNITED STATES 

DECEMBER 2014 

The United States is a melting pot of different cultures and individuals from 

countries all over the world. A major part of that diverse constituency includes forced 

migrants, who typically experience disruptions in their everyday lives during the 

resettlement process. Contemporary occupational therapy has begun to examine the 

occupational needs of this marginalized group and focus on occupational engagement of 

these resettling individuals.  This mixed method study aimed to understand adaptation 

and quality of life of forced migrants attempting to reconstruct their lives in the United 

States.  

Three research studies were conducted to respond to the research study purpose. 

Study 1 was a mixed method design that examined the relationship between adaptation, 

as measured by a health related quality of life survey, and temporal adaptation. Five 

individuals resettling in the United States for different lengths of time completed a brief 

survey and provided an explanation for their choices. Study 2 utilized open ended 

interviews to understand the perspectives of two individuals seeking refuge in the United 

States. This phenomenological study provided insights into the lived experience of the 
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two migrants and described the ways in which their experiences influenced their choices, 

priorities and goals for the future. The primary aim of Study 3 was to explore the 

everyday lives and occupations of forced migrants from the perspective of service 

providers who work with these individuals. An ethnomethodology approach using open 

ended interviews with seven service providers including occupational therapy faculty, a 

social worker, and a community agency representative was completed.  

The studies showed that adaptation was a multi-dimensional, individualistic 

process where each participant had distinct trajectories, based on their experiences and 

expectations. Migrants from different countries had different needs and faced different 

environmental challenges. As a result, it was proposed that occupational therapists can 

assist them in overcoming these challenges, thereby improving quality of life. 

Occupational therapy appears to be a much needed service for these individuals who are 

resettling; and model interventions are described.  A detailed synthesis of the three 

studies with implications for occupational therapy practice and research are included.  
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CHAPTER I 

INTRODUCTION 

The United States is one of the major countries that resettle several migrants 

(Larsen, 2004, Gupta, 2012). Occupational therapists (OTs) often see these migrants as 

clients in traditional and non-traditional therapy settings. The primary objective of 

occupational therapy is promoting health and quality of life through enabling occupation 

(Yerxa, 1994, Fisher, 1998). Thus, occupational therapy is a much needed service for 

forced migrants who have difficulty with occupational engagement throughout their 

resettlement process.  

Statement of Problem 

The United States (US) is a multi-cultural nation with an increasing ingress of 

people from all over the world. The US consists of 33.5 million foreign born individuals 

(Larsen, 2004). These foreign born individuals enter the country as immigrants, refugees, 

and asylum seekers. Immigrants relocate voluntarily with plans for education and work to 

improve their quality of life and live the American dream (Fong, 2007). On the other 

hand, refugees and asylum seekers are forced to leave their country and often their loved 

ones and are coerced to live in host countries to ensure safety of life (Smith, 2001). 

Asylum seekers are different from refugees because asylum seekers may enter the host 

country in an authorized (with visitor visa) or unauthorized manner (crossing over the 

border) whereas refugees are brought into the host country through organizations like the 

United Nations (UN) (Whiteford, 2000). There are 77,000 refugees resettled in various 
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countries around the world (USCRI, 2009). The US resettles most of these refugees each 

year.  

The United Nations High Commission for Refugees (UNHCR) is an organization, 

formed in December 14, 1950, to ensure the rights of refugees, support the process of 

seeking asylum and citizenship, and promote their well-being throughout the process of 

resettlement. They resettle about 10.5 million refugees worldwide (UNHCR, 2011). The 

UNHCR assists refugees with what they call ‘durable solutions’ like voluntary 

repatriation (return to former countries), local assimilation (settling in the country of 

refuge), and resettlement (settling in the host country). The UNHCR also undertakes 

other initiatives for refugees that are not limited to advocacy, capacity building, and 

collaborating with other humanitarian organizations. For example, a refugee from Iraq 

could be repatriated to Iraq post turmoil, assimilated in Australia, and resettled to Europe. 

The UNHCR (1951) defines a refugee as- 

A person owing to well-founded fear of being persecuted for reasons of race, 

religion, nationality, membership of a particular social group or political opinion, 

is outside the country of his nationality and is unable or, owing to such fear, is 

unwilling to avail himself of the protection of that country; or who, not having a 

nationality and being outside the country of his former habitual residence as a 

result of such events, is unable or, owing to such fear, is unwilling to return to it. 

(p.16)  
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The UNHCR attempts to provide support in the way of food and basic amenities, 

residence, jobs, transportation, and language training. However, despite these supports 

and assistance provided by non-governmental organizations (NGOs) and other 

institutions, refugees and asylum seekers experience a variety of hardships through the 

entire process of migration. They are displaced from home due to war, political turmoil, 

persecution, and conflict (Driver & Beltran, 1998). During their transition, they spend 

increased amounts of time in ‘refugee camps’ unsure about the future. Frequently, they 

may have to return to their native lands and face the aftermath of the catastrophes that 

incited their migration. The resettlement process is strenuous. Unfamiliar physical 

environments, lack of social support, emotional crisis, constant uncertainty, and often 

deficient routines make these self-sufficient people dependent for basic life tasks. Camps 

do not provide any schedules or routines, both of which often provide structure and 

meaning to life (Kielhofner, 2008). Basic self-maintenance tasks such as bathing may not 

be allowed in the camps. The food items available in their native lands may not be 

available in host countries. The social etiquettes of eating, working, and living are often 

completely different. There are no avenues for leisure activities. Refugees do not find 

appropriate jobs despite having educational degrees as their qualifications are not 

recognized in the host country (Whiteford, 2004). This economic disadvantage often 

leads to their stigmatization (Beagan, 2007). There is also stigma associated with being 

called ‘refugees’ as evidenced in the study done by Whiteford in 2004.   
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Statement of Purpose 

Refugees are uprooted from their stable homes, experience disruptions in everyday lives, 

and have to rebuild their existence from the ground up. Limitations to their participation 

and inability to perform occupations that are central to adaptation often leave refugees 

unable to integrate successfully in their new communities (Gupta, 2012). Refugees have 

been researched significantly in disciplines outside of occupational therapy (OT). 

However, within the field of OT, refugee related research is scant.  

Recently, there is an emerging interest in issues of occupational deprivation and 

occupational justice within occupational therapy (Whiteford, 2000; Townsend & 

Wilcock, 2004; Nilsson & Townsend, 2010). In an effort to address these issues 

occupational therapy literature is beginning to see a few articles addressing refugees. Yet, 

research studies that attempt to include refugee perspectives and understand their 

adaptation trajectories is still inadequate. Occupational therapists are best suited to 

improve skills, manage environments, and find the ‘just right’ challenge for successful 

performance. Therapists often work with many marginalized groups and minorities 

including refugees. Hence, it is important for therapists to understand the adjustments 

refugees make to their everyday occupations in their new environment that affect their 

health and quality of life.  

This dissertation research attempted to explore quality of life and adaptation of 

refugees to their host country, the US, from an OT perspective.  

 



5 

 

Specific Aims 

Occupational therapists serve to enhance adaptation skills and thus improve 

quality of life in their clients. This research serves to explore the quality of life and 

adaptation of refugees to their host country, the US, using a mixed methods approach. 

The research questions are presented as follows: 

1. Is there a relationship between quality of life, as measured by a health related 

quality of life scale, and temporal adaptation?   

2. What is the lived experience of a refugee and how do they adapt to their new 

environment?  

3. From the perspective of service providers who work with the refugee population, 

how do refugees manage every day occupations in their new environment?  
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CHAPTER II 

BACKGROUND AND SIGNIFICANCE 

Refugees, as a special segment of the population, have been researched by many 

disciplines exploring the various needs of this marginalized group. Although the concepts 

of culture and occupational justice are important constructs within occupational therapy, 

their emphasis on the day to day practice of the profession and their significance, 

especially with marginalized groups such as refugees, is lacking. This chapter addresses 

the significance of refugee research within the scope of occupational therapy practice. It 

briefly addresses the adaptation and quality of life literature. 

The Influence of Culture 

Kielhofner (2008) stated that “Culture is a medium through which humans make 

sense of their doing. Culture generates a whole range of things to do and gives them 

shape and significance” (p.95). Refugees experience an enormous change in their cultural 

lives and struggle with this change over their remaining lifetime in their ‘new’ home. 

They are expected to adapt to environmental challenges and find meaning in their daily 

lives.  

Occupational science (OS) purports to study individuals as occupational beings, 

and promotes connections to their routines and place in culture (Yerxa, 1993). Yerxa also 

noted that individuals such as patients discharged from a hospital often are unable to 

engage in occupations and routines as expected by their culture. Refugees are often faced 
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by a similar lack of preparation to adjust and adapt to new lives in unfamiliar territories. 

They have to live up to expectations in their new cultures that may not be ‘normal’ or 

acceptable to them, e.g. not being able to take an afternoon break for daily prayers during 

a holy month while working in a Western society.  

The American Occupational Therapy Association (AOTA) provides guidelines 

for culturally competent care and promotes this concept within the code of ethics to cater 

to an ever growing pluralistic society. Refugees and immigrants form a major 

constituency in this population. AOTA’s centennial vision states- “We envision that 

occupational therapy is a powerful, widely recognized, science-driven, and evidence-

based profession with a globally connected and diverse workforce meeting society’s 

occupational needs” (AOTA, 2007, p. 614). To be globally connected and cater to a 

diverse population, it is important for the profession to understand all its constituents as 

potential clients.  

Occupational Justice 

In recent years, occupational therapy has seen an emergence of the notion of 

occupational justice. Occupational justice is a "justice of difference" (Wilcock & 

Townsend, 2000). Occupational justice posits that the individual has a right to participate 

in occupations of their choice. Whiteford (2000) defines occupational deprivation as a 

state in which a person or group of people are unable to do what is necessary and 

meaningful in their lives due to external restrictions.  She implores occupational 

therapists to work with vulnerable individuals who have been through the refuge process 
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and a have compromised choice of occupations. Lu Ann Aday (1994, p.487) noted 

refugees to be a vulnerable population- “Individuals at risk of poor physical, 

psychological, and/or social health”. These immigrants are faced with financial 

constraints, inability to make informed decisions because of lack of knowledge, and fear 

of repercussions associated with their decisions.  

          The Occupational Opportunities For Refugees and Asylum Seekers (OOFRAS) is a 

network of therapists in Australia that work toward responding to the needs of refugees. 

Their website implores therapists to offer advocacy and support to these migrants in the 

community as well as provide literature on the subject. OTs can offer various occupations 

to these clients. Interventions can include vocational rehabilitation, cultural training and 

language related education, and information about resources for health and wellness.  

Molineux (2004) illustrates the different roles that OTs can consider to provide different 

services to the refugee populations: as researcher, involving refugees in participatory as 

well as action research; as advocate, assisting clients of social injustice; as educator, 

providing authentic information to the world about refugees and improving knowledge; 

and as a lobbyist, making efforts towards governmental/legal reforms and working 

towards policy level changes. Wicks (2001) explored the concept of occupational 

potential in the increasing numbers of refugees who are fleeing from their countries, 

experiencing disruption to occupational routines, and deprivation from opportunities for 

meaningful occupation. Therapists often assist vulnerable populations such as children, 

individuals with disabilities, and elders, so they can certainly similarly assist refugees.  
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Quality of Life 

Quality of life (QoL) is a concept that has been embedded in the health care world 

in the last decade (Smith, 2000). In the light of social and moral crisis, with an inclination 

towards social determinants of health, the quality of life concept placed emphasis on 

initiative and choice, and has emerged as a preferred outcome measure within healthcare. 

The WHO (Szabo, 1996, p.355) defines quality of life as:  

An individual's perception of their position in life in the context of the culture and 

value systems in which they live and in relation to their goals, expectations, 

standards and concerns. It is a broad ranging concept affected in a complex way 

by the person's physical health, psychological state, personal beliefs, social 

relationships and their relationship to salient features of their environment.  

Health-related quality of life (HRQoL) is not only limited to actual quality of life but also 

investigates the individual’s own views/perceptions of QoL in relation to their disease or 

illness. It incorporates psychological and social factors that impact well-being. Lawton 

(1991) defines it as “the multidimensional evaluation, by both intra-personal and socio-

economic criteria of the person-environment system of the individual” (pg.6). 

 QoL is considered an important outcome measure in occupational therapy 

(AOTA, 2008). The importance of QoL was emphasized by Yerxa et al. (1990) - 

“medicine is concerned with preserving life; occupational therapy is concerned with the 

quality of life preserved” (p.8). Quality of life (QoL) and occupational adaptation are 
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closely related concepts. Hwang and colleagues (2011) conducted a mixed method study 

with individuals with multiple sclerosis to find correlations between quality of life and 

three emergent qualitative themes related to adaptation (adjusted self-concept, social 

support and accessibility). They found a moderate correlation between adjusted self-

concept and QoL as well as social support and QoL, however, a low correlation between 

accessibility and QoL. Manee (2008) completed a comparative analysis of QoL and 

adaptation in individuals with spinal cord injury and explained the conceptual 

development of these ideas in detail. This research attempts to use an occupational 

therapy lens to relate QoL and adaptation in the refugee population.  

Refugees 

Different healthcare professionals and disciplines have researched various refugee 

topics of interest including refugee health care needs, gender issues, acculturation, and 

social needs. In psychology, researchers have discussed acculturation issues like 

marginalization, cultural conflicts, anxiety and isolation (Kristal-Andersson, 2000). 

Nursing research has addressed the limitations in healthcare service delivery and the lack 

of culturally sensitive assessment and treatment measures for refugees (Gerdner, Xiong & 

Cha, 2006). Mental health research shows that refugees have various mental health issues 

such as post-traumatic stress, depression and anxiety (Keyes, 2000). Adams and Gardiner 

(2004) discussed common medical issues found in refugee groups and the need for 

healthcare providers to understand the groups’ exposure to medical diseases as well as to 

emotional trauma. In 2004, Otter and Currie conducted studies on the view and outcome 
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of exercises in refugees and found that Vietnam veterans benefitted from a community 

exercise program.  Gerdner, Xiong and Cha (2006) conducted a detailed ethnography of 

the Hmong culture and posited that culture is an important aspect in the experience of 

illness and that nurses should provide culturally responsive care. Social policy research 

has aimed to understand and develop refugee related policies such as provision of 

resources, repatriation and migration-related strategies. One example is the immigration 

policy of 1990 undertaken to deal with backlogs of asylum seekers to obtain legal status 

(UNHCR; US Conference House, 2005). 

Within the field of occupational therapy, refugee research has been conducted on 

a small scale. Kwai -Sang Yau from Hong Kong (1997) discussed adaptation of youth 

from Vietnam and Cambodia to different cultures in the Western countries. She 

highlighted how occupational therapists can assist these youth with providing appropriate 

human occupations, establishing satisfying relationships, improving transitions to new 

environments, facilitating adoption of relevant roles, and facilitating emotional 

adjustments. Using a qualitative study, Driver and Beltran (1998) reported difficulties 

encountered by refugee children in occupational performance at school. They conducted 

observations and interviews with five students in the 6-12 year range and found that the 

experiences of the children led to gross motor problems and difficulty interacting with 

peers. Simo-Algado (2002) and colleagues discussed occupational therapy interventions 

with children who were survivors of war. In this study, the researchers provided an 

intervention program with primary school children by training community members to 
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provide occupational therapy workshops for the children. The intervention assisted the 

children in being able to use occupations to express their feelings about the traumatic 

experience in their past and find meaning in their lives in the future. Other researchers 

have conducted exploratory research with the refugee population. For example, 

McCormack addressed the greater need for healthcare but lack of comparable services in 

refugees in 1987, and Connor and Polatajko explored the person-occupation-environment 

interaction in refugees in 2002 and found that the physical, socio‐cultural, political, and 

economic environmental changes that the refugees experienced influenced their activities 

of daily living and instrumental activities of daily living.    

In Australia, Gail Whiteford (2000, 2004) has published studies on refugeeism 

with an occupational justice focus. Occupational justice is a term that emphasizes rights, 

responsibilities, and liberties that enable the individual to experience health and quality of 

life through engagement in occupations. Its proponents envision a society in which all 

people have the opportunities, resources, and rights to engage in meaningful occupations 

to meet both intrinsic needs and societal expectations (Wilcock and Townsend, 2000; 

Townsend & Wilcox, 2004; Townsend & Whiteford, 2005; Whiteford & Pereira, 2012). 

Similarly, many occupational therapy scholars in Europe have investigated refugeeism. A 

student group from Turkey identified a community based occupational therapy project for 

refugees and asylum seekers as outcome research using program development 

(Verschuur, 2007).  Researchers like Kronberg, Simo-Algado and Pollard (2005) from 

United Kingdom and Spain have written a book called Occupational therapy without 
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borders in which they discuss issues related to refugees. AlHeresh, Bryant and Holm 

(2013) present a community based rehabilitation program with an example of building a 

community playground for children with disabilities in Jordan. They emphasize 

occupational and social justice and illustrate use of resources for other occupational 

deprived settings. Mirza (2012) conducted a global ethnography to explore access to 

occupational particiaption in eight Cambodian and seven Somali refugees. She found an 

emphasis on employment and self-sufficiency within the refugee resettlement program.  

 Occupational therapy is skilled treatment that helps individuals achieve 

independence in all facets of their lives. Occupational therapy assists people in 

developing the "skills for the job of living" (Jacobs, 1998; Whiting, 1999) necessary for 

leading independent and satisfying lives. Refugees need resources and support in order to 

adapt successfully and lead meaningful lives and therapists can assist refugees with 

obtaining these resources and advocating for their needs. 

In conclusion, most research studies have addressed refugee experiences and 

stated that occupational therapy can be a much needed service for refugees to 

successfully adapt to their host countries. However, there is a lack of understanding of the 

specific needs refugees have along their migration trajectories and how occupational 

therapy can assist them. This research aims to address these issues, understand adaptation 

of refugees and factors that affect their quality of life post assimilation to host countries.  
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CHAPTER III 

RELATIONSHIP BETWEEN QUALITY OF LIFE AND TEMPORAL ADAPTATION 

OF REFUGEES RELOCATING TO NEW ENVIRONMENTS   

Introduction 

The term adaptation is derived from the Latin work ‘adaptare’ which means to fit. 

Adaptation has been extensively studied in biology as an explanation for evolution, in 

physiology as change in an organ or organism in response to sensory stimulation, and in 

psychology as change in quality of the experience with changes in the environmental 

contexts. The concept of occupational adaptation was introduced within occupational 

therapy when Meyer adopted the notion from psychiatry in 1922. He stated that most 

psychiatric conditions were ‘problems of adaptation’ and their remedy was participation 

in work. He is also credited with introduction of the concepts of ‘systematic use of time’ 

and ‘engagement of interest’ within occupational therapy (Meyer, 1922). Since then, the 

concept of adaptation has been used liberally in the OT literature described as adaptive 

responses, adaptive equipment, adaptive skills, and adaptive environments (Reed & 

Sanderson, 1999).  

In 1977, Kielhofner addressed the notion of adaptation with respect to time by 

developing a framework of temporal adaptation. The framework not only provided an in-

depth understanding of the nature and outcomes related to successful use of the temporal 
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dimension of occupation but also provided tools for practice. Neville (1980) explained 

the concept of temporal adaptation with patients with mental illness. She discussed that 

individuals with mental health often have distortions of time and goals set in therapy are 

aimed at systematic organization of activities over time. Occupational adaptation is one 

of the organismic theories in contemporary occupational therapy (Sckade & McClung, 

2001). This theory posits that normative functioning of individuals is a result of the 

constant interaction between the person and the environment. According to the most 

recent Occupational Therapy Practice Framework (2008), occupational adaptation is the 

response that the client makes when encountered by an occupational challenge. Thus, 

occupational adaptation is related to personal factors, environmental factors, and time. 

Suleman and Whiteford (2013) explored the use of occupations in understanding 

refugee resettlement and improving occupational adaptation with the use of life skills 

training. They highlighted the supports and barriers the environment presents to the 

resettlement process; for example, as a positive, resettlement camps may even inculcate 

attributes like resilience, persistence, and determination. Successful adaptation is 

influenced by various factors including physical and psychological health, in addition to 

the environmental challenges. Many refugees may have experienced physical ailments 

like amputations, war related injuries, chronic health conditions such as multiple 

sclerosis, preventable vaccine related health crisis such as tuberculosis, malaria, and 

various forms of malnutrition (Burnett & Peel, 2001; Hollifield et al., 2002). 

Psychological health issues are also prevalent in refugees. Post-traumatic stress disorder, 
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a stress reaction to traumatic events, is very well documented in this population 

(Papadopoulos, 2002; Friedman, 2002; Van de Put & Eisenbruch 2004). These stress 

related disroders along with depression, hopelessness, and a lack of security are all  

related closely to quality of life.  

Quality of life can be defined as “a person’s perception of his or her position in 

life in the context of the culture and value systems in which he or she lives and in relation 

to his or her gaols, expectations, standards, and concerns” (Szabo, 1996, p.355). The 

Center for Disease Control (CDC) states that on an individual level, quality of life 

includes perceptions of physical and mental health. It is not limited to an individual’s 

functional status or social support, and includes resources and policies on a community 

level. Liddle and McKenna (2000) introduced the quality of life evaluation scale to 

occupational therapists, emphasized common philosophical themes, and provided tips for 

its utilization as a valid outcome measure within occupational therapy. 

Occupational therapy strives to assist individuals to maximize their capabilities, 

adapt to their physical environments, interact with society, and take charge of their lives 

thus improving quality of life (Hammell, 2004). There is a scarcity of measures that 

assess adaptation to new environments, especially that of refugees. In her dissertation, 

Grist (2010) studied the relationship between adaptation to disability as measured by an 

adaptation to disability index and examined quality of life as measured by a sense of 

well-being inventory and found a strong positive correlation. Thus, it is believed that 

successful adaptation can be depicted by positive changes on a quality of life measures.  
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Purpose 

Refugees enter their host countries with a long term goal of becoming successful 

members of the society. However, they are often faced with ailments related to physical 

and mental health such as communicable diseases, chronic conditions like HIV/AIDS, 

depression, post-traumatic stress disorder (PTSD) etc. Limited access to healthcare 

services and an inability to comprehend and navigate the system places them at a further 

disadvantage (Burnett & Peel, 2001). Moreover, individual perceptions of their health, 

social supports, and environment are crucial to the quality of life experience. This 

research served to explore adaptation as measured by a health related quality of life 

measure in the refugee population by examining the temporal aspects of the experience in 

the host country. The research question was: Is there a relationship between quality of 

life, as measured by a health related quality of life scale, and temporal adaptation?   

Methodology 

Design 

  In this study the research question was addressed using a mixed method design 

with a primarily quantitative focus to explore whether or not temporal adaptation 

improves health related quality of life in the participant refugee population. Kielhofner 

(2008) states, “Occupation is the purposeful use of time by humans to fulfill their own 

internal urges toward exploring and mastering their environment” (p. 659) and explained 
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temporal adaptation as adaptation over time. The World Health Organization Quality of 

Life Measure-Brief (WHOQOL- BREF) was used as the quantitative measure.  

Participants 

Five refugees, who had been in the USA for different lengths of time, participated 

in the quantitative survey. The participants were obtained using a snowball sampling 

approach: two participants were recommended by a personal friend who teaches English 

as a second language, the other three were references from personal contacts/ community 

members known for their work with the refugee population. All five individuals were 

English speaking and agreed to participate in the study. The refugees were contacted via 

phone, informed consents were obtained, and the WHOQOL-BREF was administered at 

a location of their preference. Participants 1, 2 and 3 completed the survey in their 

homes; participants 4 and 5 completed the survey in their place of work. The participants 

completed the questionnaire by answering the questions individually with the researcher 

present and available for any clarification; two of the refugees needed clarification for 

some of the questions. The measure was administered at one time and the refugees were 

then asked to explain their choices on the questionnaire.  The tool required 10-15 minutes 

to administer and the discussion was audiotaped for all participants except participant 3 

(pseudonym: Sheila).  

Data Collection Tool 

 The WHOQOL-BREF is an abbreviated version of the WHO quality of life 

measure that has 100 questions. Twenty six questions addressing four (physical, 
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psychological, social relationships, and environmental) domains are present within the 

brief measure. The scoring uses an ordinal scale ranging from 1-5, 1 being poor and 5 

being very good for most questions. The WHOQOL- BREF was developed by the WHO 

to understand perceptions about culture and value systems and how these factors affect 

everyday life.  

The tool has been used with a variety of populations, translated in various 

languages and provides a cross-cultural comparison of quality of life indices 

internationally. The WHOQOL- BREF has good to excellent reliability and validity and 

has been tested with adolescents in Bangladesh, urban community residents in China, 

individuals with pulmonary tuberculosis in Taiwan, older adults in Brazil, and the general 

population in Norway and Iran (Trompenaars, Masthoff, Van Heck, Hodiamont, & De 

Vries, 2005; Izutsu et al., 2005; Xia, Li, Hau, Liu, & Lu, 2012;  Chung, Lan, & Yang, 

2012; Chachamovich, Trentini, & Fleck, 2007; Hanestad, Rustøen, Knudsen, Lerdal, & 

Wahl, 2004; Nedjat, Montazeri, Holakouie, Mohammad, & Majdzadeh,2008). In clinical 

practice, the WHOQOL assessment assists clinicians in making judgments about the 

areas in which a patient is most affected by disease and in making treatment decisions. In 

some developing countries, where resources for health care may be limited, treatments 

aimed at improving quality of life through palliation, for example, can be both effective 

and inexpensive. Together with other measures, the WHOQOL-BREF enables health 

professionals to assess changes in quality of life over the course of treatment. The tool is 

attached as Appendix A.  
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Data Analysis and Management  

The data were stripped of any identifying information and entered into a 

Microsoft Excel sheet. The data form included demographic information such as age, 

gender, marital status, education and current health status. The raw QoL scores were 

converted into transformed scores so they can be analyzed on a 0-100 range using 

instructions from the WHO. Domain scores are scaled in a positive direction where 

higher scores indicate higher quality of life. Basic descriptive statistics such as mean and 

ranges were obtained.  Comparisons between total domain scores across the participants 

were obtained using graphs. The domain scores were then correlated to the answers the 

participants provided for their choices to obtain an understanding of the general changes 

in scores and their relationship to time spent in the host country.   

Results 

The WHOQOL-BREF measures physical, psychological, social relationships, and 

environments as four domains of well-being/ quality of life. Demographic information is 

provided in Table 1 with researcher chosen pseudonyms for the five participants. Raw 

domain scores are shown in Table 2 and the transformed domain scores of the 

participants are shown in the Table 3.  
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Table 1:  

Demographic Information of Forced Migrants 

Participant No. 1 2 3 4 5 

Pseudonym Evan Rebecca Sheila George Norma 

Age 26 26 32 40 38 

Gender M F F M F 

Time in US 2 weeks 2 weeks 2 years 9 years 4 years 

Marital status Married Married Single Single Married 

Current health No illness No illness No illness No illness Pregnant 

 

The age of the participants ranged from twenty-six years to forty years of age 

(mean age = 32.4 years). There were 3 female and 2 male participants and the time they 

had spent in the host country (US) ranged from 2 weeks to 9 years.  None of the 

participants reported any health issues at the time of the assessment.  

Table 2:  

Raw Domain Scores from WHOQOL-BREF 

Participant No. 1 2 3 4 5 

Domain I: Physical 21 21 26 26 22 

Domain II: Psychological 21 24 24 26 21 

Domain III: Social relationships 12 14 10 14 9 

Domain IV: Environments 32 29 22 28 31 
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Table 3:  

Transformed Domain Scores from WHOQOL-BREF 

Participant No. 1 2 3 4 5 

Domain I: Physical 50 50 69 69 56 

Domain II: Psychological 63 75 75 63 81 

Domain III: Social relationships 75 94 56 50 94 

Domain IV: Environments 75 69 44 75 63 

Mean 65.75 72 61 64.25 73.5 

Range  50-75 50-94 44-75 50-75 56-94 

 

Physical health questions addressed activities of daily living, energy, mobility, 

sleep and rest, and work capacity.  Norma (a researcher chosen pseudonym) addressed 

this stating: “I am working, my husband is working. I have one daughter and we 

registered her in a school and she is healthy and this is very important to me.”  The 

psychological domain addressed positive and negative feelings, spirituality, bodily image, 

and appearance. Sheila, a young Nepali refugee, who had limited opportunities for leisure 

and education, explained her feelings about satisfaction with her life stating: “I am happy 

that I have work but I want to study more”. Social relationships included social support 

and sexual activity. Evan explained social relationships in his neighborhood: “Everybody 

here is immigrant, everybody here cares for each other.” The environment included 

physical safety, home, opportunities for participation, acquiring new information, 
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transport and financial resources.  Evan highlighted the importance of safety: “We are 

safe. We are in this country and we are not persecuted or intimidated. We have security in 

the condominium, everything is near, and so for that reason I feel safe.”  He did report 

difficulty with transport, 

I don’t drive right now. That is a big problem. Right now we don’t know the city. 

We need more information about how to move in the bus. We don’t know where 

some parts are. We know where we live, we know our address but we don’t know 

how to get to other places. 

Norma explains her feelings of anxiety secondary to being away from her parents, 

“Actually I have family back home and the situation in Iraq is not good. So I am always 

worried about them, the explosions and all the things you know, it’s not settled. It’s not 

peaceful.” George explained the lack of time for leisure activities that included travel and 

seeing different countries, “I feel sometimes though that time available for leisure 

activities is not enough.”  

The refugees who were new to the host country and in the process of becoming 

familiar with the new environment showed fairly good quality of life depicted by higher 

scores (Evan and Rebecca). In contrast, once the refugees have lived here for a while and 

understood the system; their scores took a dip (participants Sheila and George). The QoL 

scores were higher again for participants who had lived in the USA for a longer period of 

time (Norma). This pattern was most evident for domain three, the social relationships 

area. The graphical representation of the different domain scores across the five 
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participants is provided as graphs 1 through 4 in Graphs section of this chapter. Evan 

scored high on social relationships and environment domains. For Rebecca and Norma, 

social relationships were scored the highest. George scored highest on domain four 

(environment). Although the overall QoL score for Sheila was low, she scored high in the 

psychological domain. Her lowest scores were social relationships and environment. 

Graphs depicting the different domain scores for each participant are presented in graphs 

5 through 9 in Graphs section of this chapter.  

Discussion 

The WHOQOL-BREF measure completed by the five participants provided an 

understanding of their health related quality of lives. The refugees who were fairly new 

had only good experiences from the agencies, reported their environments were 

satisfactory, and had fewer complaints. They were satisfied with their lives as they had 

“house, food, electricity- the minimal conditions” that were necessary for living. A 

refugee who had been here more than two years appeared to understand that she was 

surviving on basic amenities and could have access to opportunities that would better her 

life. She highlighted the lack of adequate services that would allow her to study and work 

at the same time and lack of transportation facilities as she was unable to drive. She did 

not address this as a sole responsibility of the resettling agency but perceived that it was a 

system level change that needed to happen to accommodate more people like her. 

Another refugee female who had lived nine years in the host country expected more out 
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of life and wanted to study. She reported having difficulty with finding appropriate 

employment and education opportunities.  

The domain scores did not necessarily show a linear positive or negative 

disposition with respect to time spent in the United States. Conversely, the refugees 

appeared to have a variable trajectory of adaptation or quality of life when compared with 

each other. Every participant answered the questions based on their current status. For 

example, one female participant was pregnant and attributed lower scores to having less 

energy and time to complete leisure activities and decreased satisfaction with physical 

appearance. She described her situation relative to being very close to her due date and 

hence she was unable to partake in those tasks to the best of her abilities and to the level 

of her satisfaction. All five refugees reported having a good quality of life and primarily 

attributed it to safety. One refugee commented that he felt he was not persecuted or 

intimated and felt he was in a safe place being here in the United States. Two of the 

refugees addressed lack of appropriate information as limiting successful participation in 

tasks of their choice. The domain scores showed areas of strengths as well as weaknesses 

for each participant for e.g. Sheila and George had limited socialization but Evan 

reported a strong nurturing environment.  

The WHOQOL-BREF measure evaluates health related quality of life. Although 

none of the refugees had any physical ailments at the time of administration of the tool, 

the psychological factors involved in adaptation were revealed. Psychometric studies on 
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the WHOQOL-BREF showed that QoL scores decreased with an increase in psychiatric 

symptoms such as depression, somatic symptoms as well as perception of social support 

(Trompenaars et al., 2005). It is evident that adaptation is related to the psychosocial 

make up, personal experiences, and environmental press of each individual, and how the 

individual then deals with the challenges.  

Berry, Phinney, Sam and Vedder (2006) researched the relationship between 

acculturation and adaptation of immigrant youth to new societies and discussed the 

results of their factor analysis, which revealed two important themes of adaptation: 

psychological and sociocultural adaptation. This is assumed to be true with the refugee 

population as well. Stevens and colleagues researched problems in adaptation as a result 

of migration and resettlement, and the factors that influence this process from a 

psychological perspective. They undertook qualitative interviews with six Russian 

speaking immigrants to a novel culture in New Zealand and found that immigrants 

experience struggles during the process of their psychological and sociocultural 

adaptation to the host culture and these interactions with the host environment have far-

reaching effects on their mental health, employment and participation in society. All the 

participants in their study experienced high levels of psychological distress in the initial 

stage of their resettlement, but those who later chose the integration strategy of 

acculturation were more successful and satisfied with their adaptation. In this study, when 

compared with each other, the five participants showed various degrees and methods of 

temporal adaptation to their environments. They also had variable individual trajectories 
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that highlight the dynamic nature of adaptation. Adaptation was thus observed to be a 

non-linear phenomenon, multi-factorial, and influenced by time.  

Limitations 

The WHOQOL measure is a personal evaluation of functioning, hence 

comparative analysis between participants was only based on the subjective 

understanding of their adaptation trajectories. Additionally, secondary to the low number 

of participants (five), no statistical analysis could be conducted; only descriptive analysis 

could be completed. The study was not longitudinal in nature and hence was unable to 

capture changes in the domain scores, if any, which happen over time, spent in this 

country. A qualitative assessment tool with in depth questions about choices and how 

they relate to adaptation would have strengthened the study.  

Conclusions 

Occupational therapists need to appreciate that there are multiple factors affecting 

quality of life in the refugee population. These individuals have been deprived of basic 

amenities in camps and may have fled from their countries for safety. Hence, they are 

often very appreciative of the services provided by agencies like basic self-care needs and 

safety. We, as therapists, have to be open-minded and have a genuine interest in knowing 

their needs and priorities in order to assist them in adapting successfully. In fact, this is 
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not very different from the process outlined by AOTA of obtaining an extensive 

occupational profile in our clients with conventional physical or mental health care needs.  

During the assessment and intervention process, therapists also need to 

understand the different trajectories of adaptation that individuals pass through in their 

lives. Adaptation implies change and change is dynamic. It is influenced by multiple 

factors, both internal such as personal resilience and external such as social supports. In 

addition, the adaptation process if not always linear and one-directional. There are peaks 

and valleys along the path of adaptation. Penrod, Hupcey, Baney and Loeb (2011) 

describe the caregiving trajectories of caregivers who provide end-of-life care. They 

interviewed 46 informal family caregivers to individuals with terminal conditions such as 

cancer and found that trajectories of death influenced the caregiver experience. They also 

report how an in-depth understanding of the trajectories can assist clinicians in planning 

service delivery with respect to the nature and timing for individuals with terminal 

diseases and their caregivers. Similarly, therapists’ understanding of temporal adaptation 

and adaptation trajectories can inform their clinical reasoning while working with forced 

migrants. Future research studies could address individual adaptation trajectories further 

by conducting longitudinal studies with a larger sample of participants.  
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Graphs 

Graph 1. D1: WHOQOL-BREF Physical domain scores across the five participants 

 

Graph 2. D2: WHOQOL-BREF Psychological domain scores across the five participants  
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Graph 3. D3: WHOQOL-BREF Social relationships scores across the five participants  

 

Graph 4. D4: WHOQOL-BREF Environments scores across the five participants  
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Graph 5. Evan’s WHOQOL-BREF scores across the four domains 

 

Graph 6. Rebecca’s WHOQOL-BREF scores across the four domains 
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Graph 7. Sheila’s WHOQOL-BREF scores across the four domains 

 

Graph 8. George’s WHOQOL-BREF scores across the four domains 
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Graph 9. Norma’s WHOQOL-BREF scores across the four domains 
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CHAPTER IV 

PERSPECTIVES OF REFUGEES ON THEIR ADAPTAION TO NEW 

ENVIRONMENTS 

Introduction 

Humans are occupational beings and participation in everyday activities is vital to 

the human experience (Law, 2002). Participation has been explained as sharing or 

involvement within a particular activity. Law (2002) purports  

Participation in occupations has several dimensions: the person’s preferences and 

interests; what he or she does, where, and with whom; and how much enjoyment 

and satisfaction he or she finds. In considering person, environment, and 

occupation, the measurement of participation occurs at the transactions between 

these domains. (p. 642)  

For refugees participation in simple and basic self-maintenance activities become 

burdensome whether in camps or in countries where they are resettled. Davies, Basten 

and Frattini (2009) relate,  

Migrants are affected by social inequalities and are likely to go through several 

experiences during the migration process which put their physical, mental and 
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social well-being at risk. Migrants often face poverty and social exclusion, which 

has negative influences on health, especially in countries of destination and 

transit. (p.3) 

The UNHCR’s ultimate goal is to provide a peaceful environment where refugees 

can reestablish their lives and become contributing members of society. The resettlement 

agencies with assistance from the UNHCR provide support to the refugees. At the site of 

resettlement individuals seeking refuge are picked up from an airport, provide an 

apartment with basic amenities which include a cabinet, couch, working refrigerator, 

stove, silverware and items for self-care like soap, toothbrush, washing powder etc. They 

are also provided access to English as second language (ESL) classes and orientation 

courses that discuss the culture, transportation and lifestyle within the city they are 

relocated (personal communication with multiple directors of resettlement agencies, 

2012-2013). However, despite these supports and services provided by the agencies, 

refugees and asylum seekers experience a variety of hardships through the entire process 

of migration. They are displaced from home due to war, political turmoil, persecution, 

and conflict (Driver & Beltran, 1998). The resettlement process is strenuous; unfamiliar 

physical environments, lack of social support, emotional crisis, constant uncertainty, and 

often deficient routines make these self-sufficient people dependent on others for basic 

life tasks. The food items available in their native lands may not be available in host 

countries. The social etiquettes of eating, working, and living are often completely 

different. There are limited avenues for leisure activities. They often do not find 
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appropriate jobs despite having educational degrees as their qualifications are not 

recognized in the host country (Whiteford, 2004).  

Refugees who are resettled in Western countries often do not carry the same 

customs and beliefs of the natives. Differences related to gender exist between male and 

female refugees as well as between refugees from different countries. Employment has 

been reported to be an important aspect that determines refugee adaptation and quality of 

life in men; however, women from refugee communities do not share this attribute. In 

2000, Beiser and Hou studied the acquisition of language in refugees and gender 

differences, and found that females lacked proficiency compared to males. They also 

studied employment status of male and female refugees. Chung, Bemak and Kagawa-

Singer (1998) found greater distress amongst Southeast Asian female refugees. Dadey 

(2008) studied access to health care and also found gender differences in seeking health 

related services. There is a lack of understanding in what contributes to successful 

adaptation of refugees to their host countries. Support services from resettlement 

agencies, ability to speak the language, increased time spent in the country, interaction 

with other migrants who have resettled and learning from their experiences could all 

contribute to successful adaptation.  

Purpose 

This study aimed to understand the adaptation process and the needs and 

perspectives of two refugees who have assimilated into the community. Understanding 
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adaptation from a perspective of a refugee who has had the lived experience of the 

migration process and adjusted to a new life provides the individual a voice and the 

clinician a means for building successful therapeutic relationships. The research question 

was: What is the lived experience of a refugee and how they adapt to their new 

environments?   

Methodology 

Research Design 

 The research design used for this qualitative study was phenomenology. 

Phenomenology is the qualitative tradition that examines a concept or phenomenon in 

detail (Patton, 2002). Moran (2000) explains it as a radical philosophy to understand and 

describe phenomena or practice. This study examined how refugee men and women 

adapt to their new environments and adjust to the reality of their new lives. The study 

looked at the subjective lived experiences and perceptions of these individuals using a 

biographical story/ narrative to present the findings. 

Participants 

 Two refugees agreed to participate in this study. They were obtained using a 

snowball sampling strategy. One participant was a director of a refugee resettlement 

services agency in the city and was contacted by the researcher as a potential source for 

recruitment of refugees served by him. He agreed to participate as he was a refugee 

himself. Another participant, a female, was recommended by the head of an agency 
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serving refugee needs.  This participant also worked at that agency and agreed to 

complete the questionnaire and participate in the interview.  

Data Collection Tool 

  Two data collection tools were used in this study. Initially, the two refugee 

participants completed the WHOQOL-BREF measure as described in study 1 

independently with the researcher in the room. The measure is attached as Appendix A. 

They also participated in a face to face key informant interview for about an hour at the 

place of employment by the choice of both participants. Crabtree and Miller (1999) 

define key informants as “individuals who possess special knowledge, status, or 

communication skills, who are willing to share their knowledge, and skills with the 

researcher, and who have access to perspectives or observations denied to the researcher 

through the other means” (p. 73).  Individual key informant interviews allow free flow of 

ideas (Kumar, 1989) and in this instance, allowed the investigator to gain an in-depth 

understanding of their perspectives. A semi-structured interview guide developed by the 

researcher was used for this study. To ensure the usability of the interview guide, it was 

reviewed by refugees who work at the NGO agencies; they offered feedback on the 

questionnaire, ensured sensitivity of the questions and assisted to eliminate or change 

information to tailor the questionnaire for appropriateness to the refugee population. 

Participatory action research (PAR) is a research method that involves its participants in 

each step as a means to achieve their goals. Taylor, Braveman and Hammel (2004) define 
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PAR- “Participatory action research involves consumer participation, power, leadership, 

and knowledge generation in the development, implementation, and evaluation of 

services” (p.73). This research does not claim to be PAR; however, it did attempt to 

include one step of PAR, i.e., inclusion refugees in developing the questionnaire. The 

questionnaire is attached as Appendix B. Since one of the refugee participants was an 

administrator of a refugee resettlement agency, he was asked additional questions 

pertaining to his perceptions of other refugees that are resettled by the agency. The 

administrator questionnaire is attached as Appendix C.  

Data Analysis and Management 

  The two interviews were transcribed verbatim by the student researcher. An 

inductive process of thinking was utilized with an open coding strategy. The transcribed 

interviews were coded by identifying ideas at sentence level and then at paragraph level. 

After repeated review and examination of the transcripts, similar ideas were collated 

together to form categories or themes within each biographical story.  ‘In vivo’ codes that 

highlighted the participants’ responses were also used to highlight the ‘lived experience’ 

of the two participants. The information from the interviews, the WHOQOL-BREF 

measure and demographic data about these individuals was combined to enhance the 

narrative. The biographical stories are presented in a narrative format in the Findings 

section.  
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Findings 

Mr. A’s Story 

Mr. A is a forty two year old refugee from Iraq who worked as a program director 

for one of the refugee resettlement agencies in a southwestern city. He had been working 

with the agency for about five years now. He presented his perspectives of both being a 

refugee as well as being an administrator of an agency that resettles more than a hundred 

refugees each year. Three themes emerged from the analysis- his personal experiences 

colored his perceptions of adaptation and how he assists his clients (other refugees), the 

process of adaptation itself and, his opinion on the supports and barriers to successful 

adaptation.  

Personal experiences. Mr. A noted that he, unlike other refugees he assists in 

resettling, did not come from a camp. He travelled to other countries adjoining Iraq from 

the beginning and was not limited by the inability to understand or speak English. Mr. A 

was an engineer from Iraq who voluntarily chose social services as a career. He explained 

his choices by stating that he had worked in his family business back home and 

accidentally stumbled on to social work while working for a non-profit organization in 

Jordan. He said he enjoyed the interaction with people which led him to his current 

position. However, he did note the stressful nature of his job that prevented quality time 

for leisure pursuits like travelling, seeing different places and learning about their 

cultures. He also attributed a lack of sleep to his demanding work requirements and 
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reported only moderately enjoying his life. When asked about his personal relationships, 

he noted that he is often the supportive figure for his family, friends, and staff. He is 

currently single and notes that he is perceived as a caregiver, often caring about his staff, 

family and friends and is seldom at the receiving end of such care. He rates his 

satisfaction with personal relationships as moderate and also attributes it to his 

personality type which is more ‘mother like’ and nurturing. 

Perspective on refugee adaptation process. Mr. A reports finding his job 

rewarding as he is able to provide a safe haven for many refugees coming into this 

country and often finds that they are able to navigate the system within six months to a 

year. He commented that the job is demanding and explains:  

They (national agencies) want to make it better but there are factors- the budget 

limitations, the staffing limitations. At the end of the day the United States 

resettles 70% or 80% of the refugees and there are people for whom it is their 

dream to come here. This is a lifesaving program.  I am not talking about the 

exceptional refugee situation like the Iraqis, someone like myself. Although they 

are oppressed and have fear persecution and their life is in danger but when you 

think about the Rwandan refugees, the Bosnian refugees with genocides, the 

Cambodian- it’s a wonderful program. 

Barriers to successful adaptation. When wearing his administrator cap, he noted 

the different challenges that he thinks refugees often encounter. First, he addressed the 
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lack of adequate funding. Refugees are often assisted by agencies up to 6 months; 

however, the monetary assistance is too meager even to support rent. Possibly, this is 

why most refugees are found in low income neighborhoods and may continue to 

experience issues with gangs, limited exposure to appropriate cultural norms, and 

isolation from other assimilated individuals or American ‘citizens’. He also reported that 

the agencies are often working extremely hard to find appropriate employment 

opportunities for these refugees in an effort to ensure they can be self-sufficient before 

the funding for individuals/ families is exhausted.  

Secondly, the language barrier is one of the most limiting factors that prevent 

successful adaptation. He then highlighted his own experience: 

I mean just to learn —the banking system, credit, credit card, the navigation of the 

city, driving can be challenging sometimes, the highways, the shopping system, 

online, the mail system, the advertisements. It was challenging, it’s new, you 

make mistakes and you learn from your mistakes.  

Despite being knowledgeable about the culture, having worked with Americans 

before, being able to communicate well in English, being educated, he still faced 

challenges in everyday activities which required time to learn and adapt.  He commented 

that agencies offer ESL classes however, the motivation as well as the feasibility to 

attend the classes is not always addressed by the agencies. For example, “it is not that you 

go to school and you work at the same time, this is an American concept. In Iraq, 

education is free even for higher studies. But if you are studying then you don’t need to 
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work.” Thus, the concept of being a working student is alien to many refugees who prefer 

working rather than attending ESL (English as second language) classes, so they continue 

to be unable to communicate well in the outside world.  

The agency that he heads often resettles refugees in entry level jobs for gainful 

employment. He noted “We have some refugees that have done only farming. Some of 

them didn’t work before. Entry level jobs: assembly, hospitality, employment preparation 

workshops- we work with different organizations like one on one job search, preparing 

them for the employment opportunities”. He also said that they educate refugees to start 

building contacts and relationships within their initial entry level jobs, develop better 

communication and work related skills and then assist them in obtaining better jobs in a 

way to improve their quality of life.  

Supports for successful adaptation. Mr. A discussed the positive attributes of 

forced migrants that assist them with successful assimilation. 

The refugees have so much resilience that sometimes they even surprise me that 

how can they survive. I am speaking as a supervisor of this department in charge 

of 350 cases, 600 refugees a year. And also from my experience as a refugee who 

came to this country. You know I was not living in a refugee camp, I went to 

school, I was living in Jordan, I had my life, I had my work. 

Mr. A highlighted the divide between the learned/ educated refugees and the more 

non-exposed agrarian ones. He reported that it is a challenge to find appropriate jobs for 

the educated refugees. Often agencies explore employment opportunities that utilize their 
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skills rather than their educational degrees and licenses as their qualifications are not 

acknowledged by authorities here in the US. However, having an agency that is striving 

to provide for the refugees’ needs is a great support in a country like the United States.  

Mr. A also expressed appreciation for the volunteers at the refugee agency who 

serve as cultural mentors for the newly assimilated refugees. These volunteers teach them 

about ESL, how to access public transportation, and orient them culturally to the city. 

However, he noted that volunteers were often limited and unable to provide their services 

in times of need. For example: 

We don’t get them consistently throughout the year. And it is very hard when you 

have someone to volunteer but during the weekend. We need someone to 

volunteer during the workdays and we would like them to be available during the 

working hours. They are available after 5 or 6 or 7 which is still wonderful 

because they can be available for some ESL teaching.  

He mentioned that refugees appreciate assistance of volunteers from religious 

organizations like churches, mosques more as they are aware that these individuals are 

not paid for their services and hence perceived to have a genuine concern for the refugee 

cause. Mr. A called it the ‘charity concept’ that is existent in all cultures as well as 

touched upon the concept of spirituality as the religious volunteers are perceived as 

‘people of God’. These institutions also serve as a great support to the refugee 

community.  

 



45 

 

Ms. S’s Story 

 Ms. S is a thirty-four year old female refugee from Iraq who works in a clerical 

position at an agency that assists refugees to gain access to medical and social services. 

She is expecting twins and lives with her husband and daughter in a southwestern suburb 

of the city.  

 Ms. S reported needing medical attention, not having enough energy for everyday 

life, not being satisfied with her bodily appearance and not having enough time for 

leisure as she was eight months pregnant with twins. Her physical health did not allow 

her opportunities to enjoy life as she would have otherwise. She did, however, note that if 

she was not pregnant she would have not have been limited in performance of everyday 

living tasks, leisure or work tasks as well as have time and energy for enjoyable life 

pursuits. Analysis of Ms. S’s case revealed three themes: her current priorities, her initial 

experiences, and the ways in which they made it ‘easy’ for her to adapt to life in the 

United States. 

Priorities. Ms. S attributes the highest priority in her life to safety secondary to 

her past experiences of fleeing from a war torn country. She said 

I like that it is safe here. Safety is the first thing. I feel happy that I am sending my 

daughter to school and when I pick her up she will be safe, nothing will hurt her, 

nobody has kidnapped her and this is very important thing for me. 
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She described her living environment as ‘safe and good’ and unlike back home where 

personal safety is at risk every day. She also addressed being close to Mediterranean 

restaurants and shops as important so she can shop for items that are customary to her 

diet preferences. Ms. S placed a high emphasis on education and employment- “So you 

know studying, working is the first priority for me. I can’t live without work. I don’t like 

to stay home and just doing housework“. She reported that she was pleased with her life 

because she was working, her husband was working and that she was able to send her 

daughter to a good school. She expressed a desire to study further but is expecting twins 

and has to care for her husband and daughter. She hoped to fulfill this desire in the future. 

She also reported to be unable to completely enjoy her life as she had family back home 

in Iraq whom she thinks about and calls every day to check on their safety. Interestingly, 

she noted that spirituality is not a primary priority; she prayed from home and did not 

visit a mosque.  

Initial experiences.  Ms. S lived at home with her parents, as is customary, and 

completed her BA in English from a reputable university in Baghdad. Her parents 

travelled to different countries when she was young and she had the opportunity to 

experience different cultures. She had planned to travel once she graduated from her 

program; however, she was unable to do so secondary to the political situation in Iraq.  

She then worked at two different international organizations (American and Egyptian 

companies) in Iraq, undertaking interpretation as well as administrative tasks. She met 

her husband in Iraq, went with him to Jordan and got married there Although Ms. S did 
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move to Jordan from Iraq in 2006 secondary to the political turmoil in her country, unlike 

a lot of refugees, she did not have to reside in a refugee camp. She and her husband 

requested refugee status in Jordan and were then assimilated in the United States and 

moved to the US in 2009. Her daughter was one year old then; Ms. S reports being bored 

at home as she could not find a job. Later, she did serve as an interpreter for the agency 

that resettled her to the United States.  

Adaptation “easy for me”. Similar to many Iraqi refugees who are educated and 

able to communicate fairly well in English, Ms. S endorsed an easier adaptation process 

to life in the United States and an absence of culture shock-  

Some of the refugees who are coming from camps or places extremely different 

from US will face difficult days and situations here. But what made it easier for 

me- the first job I was dealing only with Americans, the US army and Americans. 

The second job also I was working with Americans. When I went to Jordan I was 

working for a foreign organization, I was the only Arabic person there. So I had a 

lot of information. It was easy for me to get here.  

Both she and her husband had learned to drive in Iraq and hence driving/ transportation 

was not a major limitation for them in the United States. When asked about what she 

disliked about being here, Ms. S reports missing customs and traditions from back home-

“It’s not dislike it’s just like missing things you have back home- the customs, the people 

you talked to, had fun with and had a good time with. I miss these things.” 
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Both the refugee participants described their lives, activities of daily living as well 

as their adjustments to their new environments. Their ‘lived experience’ of being a 

refugee, choosing to flee from their homelands and re-establishing their lives in their host 

countries provides an understanding of the challenges refugees face through the process 

of migration and assimilation.   

Discussion 

This study aimed to understand adaptation of the two participants, one male and 

one female, to life in the United States. The findings illustrate the descriptive life stories 

of two refugees who claim to have assimilated well into the society. This discussion 

section addresses the similarities and meaning of their lived experiences.   

Comparing the Two Stories 

The two refugees who were interviewed came from fairly well-to-do families, 

were fluent in English and had encountered the Western culture in their past. They were 

both from Iraq and had experiences unlike the majority of the refugees resettled into the 

United States. According to the overseas refugee arrival data from the Office of Refugee 

Resettlement (ORR), the majority of refugees arrive from Bhutan and Burma where the 

societies are more rural and elementary and people are often illiterate. Diken (2004) 

discusses issues encountered by refugees in camps and how they are often segregated into 

gated neighborhoods or ‘contemporary camps’ within the city of refuge. Both Mr. A and 

Ms. S, however, did not have to live in these cluster communities and had the freedom to 
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choose the neighborhood they wished to reside in. Their prior experiences included use of 

modern amenities and thus, they were not at a complete disadvantage in living their lives 

in the United States. Both were affiliated with resettlement agencies and worked for them 

at some point of time providing them with a sense of purpose, employment and 

opportunities for forming lasting connections. Some of the common themes between the 

two stories are explained as follows: Feeling: ‘I am unlike other refugees’ and 

‘Experiencing struggles and overcoming them’.  

Feeling: ‘I am unlike other refugees’. Both Mr. A and Ms. S felt that they were 

unlike other refugees and perceived that they had ‘lesser’ problems than the other 

refugees. They reported that since they were knowledgeable about the language they 

were able to adjust to lives in the States better. They related to immigrants more than 

refugees. Immigrants, unlike refugees, are often economically motivated and can return 

to their home countries if they wish. They also are governed by the rules of the host 

country different from refugees who have UN laws governing them until they are 

completely assimilated. Also, a most important difference is in ‘choice’. Refugees are 

displaced secondary to war or political turmoil but immigrants often make informed 

decisions to relocate to a new country. The two participants did make a personal decision 

to come to the States; however, they were coerced into the decision by the unrest and 

conflict in their home country and were unable to return. Both had interacted with 

refugees from lesser privileged countries secondary to their work with the refugee 
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population. Hence, they believed that they were better equipped to deal with the demands 

of their new environments when compared to the ‘other refugees’. 

Experiencing struggles and overcoming them. Although Ms. S and Mr. A had 

both made choices to arrive in the United States, they still experienced various obstacles 

to successful adaptation. Mr. A listed numerous novel tasks that required a learning curve 

such as banking, internet use, etc., whereas Ms. S noted the lack of employment 

opportunities. Other issues noted by the two participants are:  

 Safety- Both participants noted the importance of safety in their 

everyday lives. They stated how safety was the highest priority and in lieu of having a 

personal safety other challenges seemed less grave and manageable. Safety is a basic 

human right and governments are expected to guarantee the physical security of its 

citizens. However, refugees are vulnerable groups who have no protection. Thus, 

refugees are often satisfied with lives initially, post assimilation, as their primary need of 

physical security is met. Alvi, Schwartz, DeKeseredy and Maume (2001), in their study 

with 219 refugee women living in public housing in Canada, found that satisfaction with 

neighborhoods has a strong impact on perception of safety. Ms. S lived in safe 

neighborhood among peers with similar backgrounds and hence reported a ‘good’ quality 

of life in terms of her safety and that of her family.  

 Work- Mr. A reported being satisfied with his job but noted the lack of 

time for personal pursuits secondary to the demands of his work. Ms. S highlighted the 

importance of having a satisfying productive occupation. Within occupational therapy, 
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participation in productive work has been associated with improved health (Law, 2002). 

Work has both intrinsic and extrinsic rewards including a feeling of worth, self-efficacy 

etc. (Spencer et al, 1998; Strong, 1998; Baker, Jacobs & Tickle-Degnen, 2003). Gupta 

and Sullivan (2008) discuss the factors related to successful adaptation of immigrants and 

refugees in their research and report “Successful adaptation of immigrants depends on a 

variety of factors, including internal or personal resources, environmental enablers and 

constraints, and the degree of difference between the host country and their country of 

origin” (p.30). They also address work specifically and highlight the difficulty 

immigrants and refugees face while obtaining gainful employment- their credentials are 

not always approved by the host countries, language and transportation barriers, and lack 

of understanding of workplace norms limit opportunities for work participation. As found 

in the literature, both the participants reported that participation in work improved their 

quality of life. 

Differences 

Ms. S was very family oriented and her goals in life were always connected to her 

family. Her perception of having a good quality of life was also related to the safety of 

her family, work pursuits of her husband and overall life that they lived together. Mr. A 

did note having more of a caregiver role with his family, staff and friends. He, however, 

lived alone and reported spending very little time in leisure activities secondary to work. 

He also said he did not socialize and had few close friends. Gupta and Sullivan address 

social participation of immigrants and refugees and note that rules of friendship, a 
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hesitation to initiate conversation and lack of connectedness often lead to social isolation 

in this group. Ms. S showed that having strong family ties did offer more opportunities to 

participate in meaningful family and leisure tasks.  

Similar to numerous other forced migrants, both the participants were leading 

satisfying lives until the enormous disruption to their routines. This cataclysmic event 

does take an enormous toll on the psychosocial health of individuals. Both the 

participants mentioned being grateful for programs and people who sponsored them and 

others like them. Individuals who come to this country have the freedom to practice their 

religion, are treated on the basis of merit and provided with opportunities to better 

themselves. Although not completely adequate, there are supports both with regards to 

infrastructure, programs and social capital. This is why people come to the United States 

to pursue the American dream.  

Implications for Occupational Therapy 

The results of this study identified the difference in needs of refugees coming 

from different countries. It also highlighted the importance of past experiences and its 

impact on how individuals perceive their happiness, needs, quality of life, and plans for 

the future. Adaptation, from an occupational therapy perspective, depends on the balance 

between the environmental demands and the press for mastery (Schkade & McClung, 

2001). This is evident in working with refugees who strive to better themselves and deal 

with the barriers that arise from the environment. Also, there needs to be an emphasis on 

understanding the influence of temporal adaptation as the life trajectories of the refugees 
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are not limited to their time in settlement camps, and often adaptation is orchestrated 

successfully over time in different locations. Gupta and Sullivan (2008) provide strategies 

that can be used by therapists to promote specific areas including activities of daily 

living, socialization, and work participation. They conducted a wellness group with the 

immigrant/ refugee population and used their skills and interests to promote participation 

in various tasks. The program included education, task performance and practice and 

demonstration as tools to empower refugees and enable them to adapt successfully.  

As therapists, we need to understand that personal choice is an important 

determinant of satisfaction with one’s life. When refugees become clients of occupational 

therapy services, we need to develop an occupational profile that provides us with an 

understanding of their backgrounds, skills and challenges. Many refugees, such as the 

participants in the study, may not encounter issues with language or culture and may  

seem well adjusted. However, they may be dealing with social isolation, 

frustrations related to gainful employment and goal setting for the future. Therapists can 

empower such refugees by providing education, skill building programs, and advocacy. 

Their occupational therapy goals may be a step towards their goals of self-actualization. 

And therapists can assist them in reaching those life goals.  

 

Limitations 

Only two refugees from Iraq were able to participate in this research study. 

Attempts were made to contact and recruit more individuals; however, not having 
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interpreter services, agencies as gatekeepers and a general suspicion of outside 

researchers contributed to limitations in recruitment.  

Future Research 

It would be important to conduct this study on a larger scale with refugees from 

different countries who have been in the United States for different periods of time. In 

addition, studying differences between male and female refugees who may have different 

assimilation patterns would add to a greater understanding of the challenges facing 

refugees. It may also be interesting to compare immigrants and forced migrants to tease 

out the importance of choice and control in adaptation.   

Conclusions 

The lives of the two refugees provide a glimpse of the challenges forced migrants 

face and the environmental factors that serve as supports and barriers to their successful 

resettlement. An understanding of the lives of these immigrants and their issues with 

engagement and participation in everyday occupations serves to inform the therapy 

process. Thus, the occupational therapy services can be tailor made and client centered 

for this population.  
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CHAPTER V 

THE EVERYDAY LIVES AND OCCUPATIONS OF REFUGEES FROM THE 

PERSPECTIVE OF SERVICE PROVIDERS 

Introduction 

Law (2002) promotes participation in everyday occupations as important 

determinants of health and well-being in individuals with and without disability. She 

explains that participation is defined in various ways but of central importance is the 

active engagement of the individual in the activity. She also acknowledges that factors 

that facilitate meaningful participation include: a focus on the task not the outcome, an 

internal drive for mastery, choice and a supportive environment. Lunden (2012) describes 

barriers to participation in everyday occupations encountered by refugees. She believes 

that engagement in meaningful occupations and improving socialization amongst 

refugees promotes quality of life and health.  

Environmental impact results from the dynamic interrelationship of the person 

and the environment affecting participation and performance (Barris, 1982; Kielhofner 

2002). “The resources, opportunities, demands, and constraints that any environment 

offers will depend on the person’s current values, interests, roles, habits, and performance 

capacities” (Kielhofner, 2002, p. 101). This environmental impact is specific to a person 

and his/ her environmental context. Therapists are always attempting to use 

environmental impact positively and improve performance of preferred occupations in 
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clients. Letts, Rigby and Stewart (2003) note , “If information about occupational 

performance from the client’s perspectives and environments is gathered, it will most 

certainly influence how the issues are analyzed and intervention is planned by 

occupational therapists”( p.295). 

Thus, it is important to analyze the environmental barriers and supports in the 

lives of refugees. It is also important to understand the ways in which refugees participate 

in everyday activities and reflect on how therapists can maximize the quality of their 

lives. In an effort to better understand how refugees perform everyday occupations and 

the strategies/resources they use to manage their lives in the host countries, this study 

interviewed administrators/ faculty members who had worked with refugees and had 

firsthand knowledge of their experiences.  

Purpose 

Occupational therapists often assist individuals in improving their quality of lives 

through activity performance (AOTA, 2008). However activities, routines, and rituals are 

all colored by the individual’s backgrounds, culture, and past experiences. In order to 

better understand the needs of the refugee population as clients of occupational therapy 

services, it is imperative that we understand their experiences and ability to participate 

successfully in activities of daily living (ADLs) and instrumental activities of daily living 

(IADL) tasks. The research question was: How do refugees manage every day 

occupations in their new environment from the perspective of service providers who 
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work with the refugee population? A follow-up to that central question was: What 

resources do they use to complete their roles and routines? 

Methodology 

Research Design 

 This study attempted to discover the everyday occupations of refugees. The 

design for this qualitative study was ethnomethodology. Patton (2002) describes the 

approach as a ‘study of methods’ (p.111) to understand how individuals make sense of 

their world and adjust to their everyday lives. Garfinkel (2003) explains it as 

investigation of artful practice of everyday life. In this study, the researcher attempted to 

study the methods the participants used to accomplish every day occupations in their new 

environment. Qualitative interviews were conducted with administrators/ faculty 

members who have some experience working with the refugee population.   

Participants 

 Occupational therapists and other individuals such as social workers, educators, 

and NGO leaders who have experience working with the refugee population as a part of 

research or service endeavors were contacted. Purposive sampling was undertaken in 

order to target individuals with extensive knowledge and experience with refugees. 

Twelve service providers were contacted and seven agreed to participate. Of the five who 

were unable to be interviewed, two declined secondary to health reasons, two refused, 

and one was unable to provide time for the interview. All the participants signed an 

informed consent prior to the interview. Four completed a phone interview and three met 
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face to face with the researcher for twenty minutes to an hour, at a day and time of their 

choice. Four participants requested to have the interview questions sent beforehand via 

email. All the participants requested to have the results of the study mailed to them at the 

end of the study and served as member checks for the study.  

Data Collection Tool 

 An open ended semi-structured interview guide designed by the researcher was 

used for this study. The guide is attached as Appendix C.  

Data Analysis and Management 

Inductive qualitative data analysis was utilized for the study.  All the interviews 

were transcribed verbatim by the student researcher and read multiple times. The 

transcribed interviews were compiled with field notes which included the researcher’s 

reflections during and after the interviews. Open coding, described as coding grounded in 

the data without having preconceived paradigms (Strauss, 1989; Strauss & Corbin, 1997), 

was used during analysis. The transcripts were examined line by line and initial codes 

were generated. A descriptive code that explains a concept/ experience was used initially 

to code ideas across the transcripts and field. This was helpful for indexing and 

categorizing ideas which were then refined to specific themes. The initial code list was 

pared down and chunked to form a summative and more meaningful list of key themes. 

Categories were then generated from the initial codes and finally overarching themes 

were generated that covered similar categories. In an effort to understand the methods 

that the participants use to conduct everyday lives, no pre-conceived theory was utilized. 
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Analyst triangulation was utilized by having two dissertation committee members review 

two transcripts and provide their insights and suggestions for themes. The codes from the 

members were considered in the analyses and generation of themes for the study.  

Findings 

Seven service providers participated in this research. A brief description of the 

participants is provided in Table 4 and explained in detail below: 

Table 4:  

Demographics of Service Providers  

Sr. 

No. 
Service provider Refugee experience 

1 OT faculty  
Participants in dissertation in the past; currently works as 

community partner/ advocate for refugees with disability 

2 OT faculty 
Served on a university board and worked on a grant 

addressing basic health care 

3 OT faculty 
Member of a program evaluation team dealing with 

community programs 

4 OT faculty 
Partnered with refugee organizations as potential fieldwork 

opportunities for OT students  

5 
Social worker in 

school district 

Worked with refugee parents and children in an effort to 

better the children’s’ participation and performance in 

school 

6 
Director of refugee 

service agency 

Involved in a grant with medical health professionals 

addressing refugee health  

7 
Staff at refugee 

service agency 

Involved in grant writing and contributes to cross-cultural 

research/service efforts undertaken at agency 
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Four of the seven participants were faculty members teaching occupational 

therapy curricula in Universities across the nation. One of the participants was a director 

of an agency that provided social services to refugees and another participant worked at 

the same agency as an administrative head and research coordinator. The last participant 

was a social worker, who worked within the school district and had over 20 years’ 

experience working with refugees. The participants provided different types of services to 

the refugees. One of the faculty members had refugees with disabilities as participants for 

her dissertation and currently works as a community partner/ advocate for disability and 

chronic health related issues. One served on a board at the University with medical 

professionals, heard about a grant that addressed basic healthcare of refugees, and began 

addressing refugee issues as pertaining to OT. The director of the social service agency 

also began her involvement with refugees as a part of a grant operated by medical health 

professionals, specifically physicians’ assistants. One faculty member began as a member 

on a program evaluation team addressing community programs for refugees, and another 

partnered with refugee organizations which were also used as fieldwork centers for 

occupational therapy students at her university.  

Two major themes emerged from the discussion with the administrators/ faculty 

members. One theme addressed the different needs the refugees have, and the second 

theme was identification of services that fulfill those needs to assist refugees assimilate 

successfully into society. There were subthemes within the major themes and are 

presented in the Table 5 and explained in detail below. One of the questions in the 
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interview addressed the invisibility of this community for research purposes and the 

experience the participants had researching this population. These specific research issues 

are addressed in Chapter VI in detail.   

 

 

Table 5: 

Themes and Quotes from Participants 

Refugee Needs Quotes 

Resettlement process 

“Were occupationally deprived while living in refugee 

camps. They have a series of disruptive events in their 

life.” 

Overall needs 

I just thought that there were so many needs…..social 

and health needs, educational needs, employment 

needs.” 

Abilities 
“And the different cultures they are bringing with them 

and the family dynamics. I learn so much all the time.”  

Services Quotes 

Occupational Therapy 

 as best fit 

In addition to general OT services, “Heath literacy, 

leadership, strategy planning and program evaluation” 

Future of OT with  

refugee population 

Important topic to study, contribute to the community 

and field of OT 

Non-OT related services 

“Everybody brings a different kind of resettlement 

process to them (refugees) and whichever way you are 

helping will be of great value.” 
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Refugee Needs 

This section addresses the various needs that the refugees have as observed by the 

participants who work in close proximity to the refugee population.  

Resettlement Process: Three issues were addressed within the resettlement 

process: issues related to the refuge process, issues that resettlement agencies attempt to 

address and issues related to novel experiences.  

The participants address the process of refuge from the time the forced migrants 

are displaced to when they are assimilated in the host countries. Often individuals seeking 

refuge don’t come directly from their native lands to their host countries. In fact, they 

spend a significant portion of their lives in refugee camps in various other countries. 

Their familiarity and knowledge of modern life may be completely different and depend 

on their past experiences as explained by one of the participants: 

It’s like it depends where they are coming from, so it depends on their 

background. So if somebody is coming from 20 years in a refugee camp in 

Thailand and a village in Burma prior to that….. In that whole time span they 

have never used electricity or indoor plumbing, or a bus or have never had jobs. 

They grew their vegetables and they had their pigs and their chickens; they need 

everything. It is unbelievable how little they know. 



63 

 

Resettlement agencies have about six to eight months by which they need to equip 

the refugees with skills for self-sustenance like job skills training, cultural orientation and 

managing transport. A particular agency may place close to hundred refugees each year 

and are often short staffed, have limited resources to handle such case loads and work 

under the constant pressure of improving outcomes (decreased time for refugee to 

become self-sufficient, resettling more refugees). The agencies provide English as second 

language classes, conduct cultural orientation sessions, and educate the refugees on 

general every day task management. However, they often have to depend on volunteers 

or existing community leaders to undertake these educational endeavors secondary to 

shortcomings in staffing and funding. They also have to match the skill set of the refugee 

to the environmental demands in the employment industry and place the working cohort 

of refugees in appropriate settings. Thus, agencies often bear the onus of managing the 

lives of refugees but appear to be ill equipped to successfully perform their duties to their 

satisfaction or in a timely manner. This is highlighted by the following excerpts: 

Well you know the problem with refugee population is that a lot of things are 

piecemeal like even the English classes, it’s not like everybody sign up for 

English classes. They (agencies) start the English classes periodically so they are 

a hit or miss kind of thing. …..And in the 6 weeks the mom finds a job and so she 

says forget it. The other thing is the cultural orientation, it should be for 

everybody but actually it’s piecemeal also. Some families get it and some don’t. 

Another participant reported,  
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Refugees are expected to be self-sufficient within 6 months that means they have 

to start working as soon as possible. But at the same time we need to equip them 

with the tools so in case they lose their job they have skills to get another job. And 

one of the basic things, one of the basic tools is communication, that they should 

be able to speak English. So the challenge is that they need to learn English and to 

work at the same time. 

Individuals seeking refuge have to become independent and successful in their 

new environments. Their perception of their own independence and ability to handle 

difficult situations in life is colored by their skills and past experiences. One of the 

participants explained the story of a refugee who conveyed his inability to understand a 

concept that is so commonplace in our civilization- electricity.  

I was in the camps all I really had to have to support my family was a machete. I 

could build my house because it was a house of thatch, I could cut down food and 

I could take care of everything I needed with a machete- that’s the only thing I 

needed. Here I can’t do anything, because I don’t understand electricity, I can’t 

build my house so I am dependent on somebody else. 

Thus, the process of assimilation is not smooth and consistent across various agencies for 

the different refugees arriving from Africa, Asia and the Middle East (most refugees 

resettled in the U.S. are from these countries). The needs of the refugees are very 

different and the new environments present various different demands on them. These 

needs are addressed next. 



65 

 

Overall Needs: The refugees have varied needs including but not limited to lack 

of: knowledge of the lifestyle in a modern country, ability to speak/understand English, 

and understanding the social and medical care system, e.g. healthcare. Many who have 

come from camps or extremely rural societies have never been exposed to modern 

technology. They often face difficulty managing everyday tasks as noted by this 

participant: 

The first weeks of school, when they first start school they have no idea where the 

bathroom is.  And the kids go outside to go to the bathroom. They have never 

been in a cafeteria; they don’t know how to navigate a cafeteria and the fact that 

they can’t touch all the food. This is an idea that is completely foreign to the kids.  

She also added, “The oven is being used to store food because they (refugees) don’t know 

how to use an oven. Apartments complain because people buy big sacks of rice and leave 

it outside and the rats would get it.” Another discussed the inability of the refugees to 

often understand plumbing, “Like on the second floor apartment they would clean the 

floor by dumping a whole bucket of water on the floor and then it would leak down into 

the apartment below them.”  

The social worker highlighted language/ communication as one of the most 

significant needs that refugees have. This lack of ability to understand or speak English 

was addressed as a major limitation to adaptation by each and every participant. One said, 

“And also dealing with police, I have kids telling me that something will happen at the 

apartment complex and they will call 911 and the police will come but they don’t know 
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how to articulate what happened.” Another commented about communication in a work 

setting,  

And language, really work based language. You don’t have to be able to write a 

declarative sentence but you do have to understand what the safety procedures 

are. You have to be a team leader if you can. You do have to understand what it 

means to push the buzzer to open the door, what the OSHA requirements are so 

job based language training is huge. 

Language limitations affect other areas of daily living including leisure, work and 

accessing health care services.  

I worked with so many of them and they have never held a pen in their hand 

before. They were illiterate not only in English but in their own language. And the 

Kareni as well as the Bantu, they are just learning to write their names. Writing 

their names is very slow.  They need basically everything. They can’t read a 

medication bottle and you don’t realize how complex things are until you sit 

down and try to teach it to somebody. You know bus schedules and now 

everything is online. You can’t apply for a job unless you work on a computer. 

They don’t even know the alphabet, using the computer is really a challenge so 

employment is a huge problem. 

Many refugees have post-traumatic stress disorder, mental health issues, physical 

diagnoses like amputations or war related injuries. They are unaware of how to access 

health care services and are often new to Western medicine, long waits, health related 
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forms to sign, follow up care, managing medications, etc. Thus, the refugee population 

needs a myriad of services to work in collaboration to address their everyday needs. They 

already have multiple disciplines addressing their requirements; however, often in silos 

and provision of the resources is piecemeal. One of the participants explained metrolift 

services for disabled forced migrants 

If you don’t speak the language, you don’t know the system, how are you going to 

get signed up with the metro lift. You know you got to sign the forms, you have to 

go to the doctor, you cannot get into the clinic and you have to call them and 

speak in English to take you anywhere. I mean think about the insurmountable 

obstacles. 

Abilities: Although the participants highlighted the needs of the refugees and 

focused on their limitations, there were a few references to the abilities that the refugees 

had when dealing with life situations. The following excerpts provide reference to these 

positive attributes: 

The school district social worker said  

Don’t forget anybody who makes it here is a survivalist of war and famine and 

God knows whatever else…..  It’s not a matter of months, it takes years and years 

with a series of interviews and series of screenings- health screenings, security 

screenings and all kinds of clearances have to be done. So it takes a long time to 

finally end up in Houston. At some point you have survived all of that. 
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The director of refugee services provided examples of where refugees take up leadership 

roles and attempt to uplift their community.  She said  

There are community leaders who want a lot for their community. The Burmese 

community has them, the Sudanese group has them. In fact, I had a Sudanese 

navigator who became the elected leader of the community which is hugely 

unusual in the Sudanese community. 

One faculty member described their sense of community and goals of collective 

progress – “My experience has been- no matter how limited the resources, the refugees, 

when they arrive in the United States, are very family and community oriented. And they 

are trying to help others out”. Another faculty member explained the ability to find 

satisfaction with their new lives and how this satisfaction is related to expectations that 

are different for different refugees. She reported, 

People coming from Iran and Iraq and Afghanistan who were engineers or who 

they were middle class people, they were teachers and they come in with a lot of 

knowledge of how to live in an urban environment. … They are working as a 

janitor or a hotel maid alongside the Kareni woman who can’t write her name and 

has the same job. And the Kareni woman might be relatively happy in her 

rundown apartment with no car but the Iraqi professional is not happy with that at 

all.  
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Thus, some of the participants addressed some of the abilities that the forced 

migrants possess and this focus on strengths is important for occupational therapists to 

consider.  

 

Services 

Three subthemes are discussed under Services: occupational therapy as best fit, 

future of occupational therapy for this population, and non-OT related services. 

Occupational Therapy as Best Fit: The participants addressed how occupational 

therapists are best suited to provide services to the forced migrant population. Although, 

agencies are able to provide many resources to the refugees, these are generally limited to 

informational and not experiential sessions. Many refugees have mental health 

disturbances as well as physical limitations that may need conventional occupational 

therapy methods explained by the following excerpt: 

Several of the participants in my study did have mobility impairments, and yes, 

they needed conventional therapy as in they needed referrals for wheelchair or 

other mobility aids. They also needed travel training because we are in a city 

where everyone uses public transit and it is certainly more affordable for 

them….Some needed balance training, some of them needed strategies to live 

with daily pain so yes, there were several people who needed conventional 

therapy. 
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Occupational therapy services offered by the program started by one of the faculty 

member were not limited to skill building but also included aspects of rest and relaxation. 

We (team) help them with relaxation techniques and giving them strategies for 

being able to sleep. So many of them can’t sleep at night and they are afraid they 

are going to have nightmares. So we help them with some strategies to sleep so 

there is a life skills piece to it but it can also move into some other directions that 

are much more specifically mental health oriented. We do some physical 

disability when that comes up for e.g. we were asked to see a client who had 

multiple sclerosis and needed help becoming more independent as his wife was 

planning to leave him. He needed to be able to bathe by himself so we did the 

traditional kind of things in terms of physical disability of getting him a shower 

chair and teaching him about getting from the wheelchair into the shower safely, 

maneuvering around in his apartment, being able to cook a meal, and so 

sometimes it has the more common ways that OT works with people with 

physical disabilities. So it’s great that as occupational therapists we have that 

capacity. 

Many faculty members reported how OT was best suited to address the needs of 

the refugee population. “We are a profession that has the strongest handle on occupation 

and occupational adaptation where we kind of take into consideration both the individuals 

biological status, their volition and the supports that are available in the environment.” 
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Another explained the benefits of having such a fieldwork experience available to the OT 

students she teaches-  

The whole effort off late being occupation-based, the whole meaningful 

occupation piece, is really perfect for students to experience, the fundamental 

principles of occupational therapy without it being muddied by medical 

diagnoses. In the current way, where we work in the hospital, we don’t have time 

to be more occupation-based. 

Others explained how OT was distinctive in that it offered an opportunity to experience 

success ‘by doing’; it included process oriented training, understood environmental press 

and promoted use of occupation as a therapeutic tool.  

 However, some participants did note that recipients of their services were often 

confused by what occupational therapy was. Some were reluctant to participate; however, 

when they saw the gains made by other individuals they were eager to experience the 

same results. Agencies also noticed a difference in the outcomes of training conducted by 

occupational therapists compared to social workers or volunteers. And this anecdotally 

proves the benefits of having occupational therapists run different programs for the 

refugee groups. A few examples of training and education programs conducted by the OT 

participants for the refugees are as follows: pre-driving sessions which include taking the 

test, weaving programs, life skills training, home maintenance including care of 

plumbing, use of oven etc. to eliminate risk of eviction, food procurement and 

management which included trips to grocery stores, public transportation not limited to 
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reading schedules but managing commutes, money management including how to pay 

bills and banking, parenting classes, job skills like punctuality and leadership skills, 

agrarian tasks like involvement in community gardening, leisure skills for the youth like 

sports and introduction to local library services, understanding of emergency services like 

911, and the emergency department at hospitals.  

Future of OT with Refugee Population: Each faculty member reported 

experiencing success in their involvement with refugees. They reported personal 

satisfaction/ gratification as well as exceptional outcomes for both the refugees and the 

OT students who worked with them. The OT participants did report an inability to have 

clinical therapists placed with refugee agencies or working with this population in the 

community secondary to funding inadequacies. The agency heads were unaware of the 

unique role of OT with this population and cited funding limitations to staff their centers 

adequately. The participants did foresee having a therapist at least part time at the 

resettlement or community agencies. One participant mentioned, 

And yes, these are interventions that are not typically funded by the funding 

streams that OTs get reimbursed for but the way I envision it is one could provide 

a small grant to a foundation or even to the Office of Refugee Resettlement 

(ORR) and implement a pilot project at a resettlement agency and kind of take it 

from there. 

          The participants also commented that OTs would need to perform a needs 

assessment with each refugee group as well as the resettlement agency to find different 
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routes of interventions. The OTs will need to be clear and specific about tasks that they 

can perform as some participants had experiences where the agency heads or social 

workers would use the OT students as manpower e.g. using their vehicles to pick up 

refugees from airports, having students perform filing and administrative tasks, etc. Also 

beginning as volunteers and having a long term visibility in the community, improving 

connections with community leaders and groups, and active listening of issues faced by 

staff members at the agency ensure a successful OT program. Another faculty member 

noted that OT could take up leadership or administrative roles in the community and 

serve on various boards to help create and evaluate programs for refugees.  They could 

conduct needs assessments and provide strategic plans to achieve specific outcomes using 

occupation based approaches. Some of the programs that the OT faculty members have 

initiated can serve as models for other such programs that can be initiated and managed 

by OT faculty members at other universities.  

Non-OT Related Services:  One agency director reported that the refugees 

needed many services. In their opinion, the best way to provide these services was 

collaboration amongst the service providers. The non-OT participants mentioned physical 

and occupational therapy as key players in the refugee resettlement process. In addition to 

therapy, some of the non-OT disciplines cited as important for these forced migrants were 

medicine, nursing, educators / teachers, social workers, employers, administrative staff at 

agencies that provide social services, employers, governmental agencies etc.  
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While collaborating with other team members, it is also imperative that the clients 

of the services, the refugees, are respected and involved in the decision making processes. 

One participant mentioned the use of the word ‘refugee’ which could potentially be 

disempowering and instead he prefers using the word ‘individuals who are resettling’ in 

an effort to reduce stigma. Also addressing their individual needs and not viewing them 

as a part of the whole had been highlighted. Refugees come from various economic, 

educational and experiential backgrounds and grouping their needs is inappropriate. One 

faculty member reported,  

We can’t be imposing what we think is right on people….I think as therapists we 

need to step back a little bit and rethink what kind of therapy they need or should 

be getting. So while living in the US where you know independence is something 

that is highly valued in this culture it might seem a better idea to offer other things 

that they may need at this point. 

They reported service providers need to ensure they learn non-verbal ways to 

communicate and depict respect and interest if they are unable to speak the language. 

Also, clinicians cannot impose their perception of refugee needs or ‘normality’ on the 

individuals resettling in the US. They need to let their clients choose and make decisions 

and thus improve self-advocacy and independence in their clients.  

Discussion 

The participants provided details of the refugee process, identified multiple needs 

for resettling individuals, acknowledged OT services as the best fit for refugees, and 
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offered recommendations for practice. The participants addressed some of the steps of the 

refugee process; gaps in the process were completed by the researcher with information 

from literature and are presented as follows.  Once a refugee flees his/her home, they 

seek protection in a country of asylum and register with the UNHCR. The UNHCR refers 

the names of the refugees to the U.S. Refugees Admissions Program (USRAP) or the 

U.S. Embassy. The refugee then submits an application and interviews with an officer 

from the Department of Homeland Security’s U.S. Citizenship and Immigration Services 

(USCIS). Once approved the applicant receives a medical exam, a cultural orientation 

and a travel loan which must be repaid. The refugee is matched with one of the voluntary 

agencies that assist with refugee resettlement.  Agency representatives pick the refugees 

up from the airport and bring them to assigned apartments. The housing is usually in low 

income neighborhoods secondary to scarcity of funding for placement of the families. 

Basic amenities for self-care, hygiene, supplies for cleaning, managing food prep are 

provided. For health care: adults are provided with Medicaid (Medicaid provides health 

coverage for some low-income people, families and children, pregnant women, the 

elderly, and people with disabilities) services for about eight months and then have to 

apply for a Gold card after that period. A gold card is a medical assistance program 

provided by the local county hospital district to cover basic medical needs of low income 

individuals and families. Children are covered under the CHIP program which is a 

governmental program for children of low income households. (Refugee Transitions: 

http://www.reftrans.org/, http://www.medicaid.gov/, 

http://www.medicaid.gov/
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https://www.harrishealth.org/en/patients/access-care/eligibility-card/pages/eligibility-

application.aspx). These appear to be basic services and do not provide comprehensive 

coverage of needs that forced migrants have. 

Implications for Occupational Therapy 

Refugees survive war, camps and complete dependence for security, shelter and 

sustenance (Gupta & Sullivan, 2008). Yet, they are able to adjust their lives in the host 

countries despite these hardships. This highlights their resilience and spirit. As illustrated 

by the Kawa model (Iwama, 2005), views of self, life, well-being, and the meanings of 

occupations are not individualistic but inter-dependent. Iwama explains the cultural 

reality of non-Western worlds where collective identity is more important than individual 

identity, interdependence preferred over autonomy and hierarchy not equality is the 

norm. Many refugees come from Asia, Africa and Middle East and may have similar 

cultural realities.  

Occupational therapy can provide much needed services like life skills training, 

communication, training in ADLs and IADLs that are essential to successful participation 

in societies. Therapists often capitalize on the skills of an individual client and attempt to 

reduce the disabling effects of the environment. An emphasis on what refugees ‘cannot’ 

do and a focus on the limitations in skills and abilities like language takes away from the 

positive attributes that refugees possess and use to overcome hurdles in adaptation. A 

focus on strengths instead of limitations, abilities instead of disabilities, and skills instead 

of impairments is standard in occupational therapy practice. Therapists need to evaluate 

https://www.harrishealth.org/en/patients/access-care/eligibility-card/pages/eligibility-application.aspx
https://www.harrishealth.org/en/patients/access-care/eligibility-card/pages/eligibility-application.aspx
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the cultural identities of refugees and take advantage of the values that they possess in 

order to provide successful interventions (Whiteford, 2004). One such example would be 

using their knowledge about construction, farming and climatic conditions to start a 

community garden. Another would be knitting and sewing projects where refugee women 

could teach and train other individuals. These programs foster a sense of inclusion and 

act as an avenue for socialization. Group interventions for education and demonstration 

sessions also work as a great resource and promote collaboration and learning between 

the clients.  

Occupational therapists have to be culturally competent (Black & Wells, 2007) 

and specifically attuned to the level of understanding and knowledge that refugees have. 

Refugees may express disinterest in the therapy process due to a lack of understanding of 

the services and their benefits. Therapists need to refrain from labelling such clients as 

resistant or non-compliant and instead use non-conventional approaches to increase 

engagement. It is also important to understand that refugees may be naïve to 

commonplace items and norms of social conduct. The programs developed by the 

participants in this study can serve as models for other therapists and therapists can 

undertake life skills training, education and advocacy efforts for refugee clients in 

community based settings.  

Limitations 

Initially the research plan was to recruit refugee participants to investigate how 

they manage their activities of daily living. However, secondary to recruitment issues this 
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was not possible. Service providers participated in the research study and provided their 

perspectives and opinions on how refugees manage everyday tasks. They also cited 

services that can serve as resources for successful adaptation. Nevertheless, the 

perspective and lived experience of refugees itself may be different from that of the 

service providers. Also, noteworthy is the experience of the OT students who have 

experience with this population in their fieldwork practice. Their perspective would have 

provided an additional dimension of understanding refugee needs but was not undertaken 

as a part of this research study.  

Conclusion 

Refugees face hurdles at every step of their transition process. They are resilient 

and likely to adapt successfully to their host countries. They assimilate well and have 

goals of a better future for themselves and the next generation. However, the challenge of 

transition and recovery may be facilitated by occupational therapy services that assist in 

providing much needed education, support, and intervention programming. OT 

intervention could possibly assist with rapid as well as better adaptation and an overall 

improved quality of life during and post the process of assimilation.  
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CHAPTER VI 

CONCLUSION AND IMPLICATIONS 

This section summates the results and discussions of the three studies. It also 

highlights the researcher’s personal insights and experiences during the process of data 

collection and analyses. Study 1 addressed quality of life and its relationship with 

temporal adaptation. Study 2 addressed adaptation over time from a refugee perspective 

and Study 3 looked at the perspectives of services providers and their understanding of 

how individuals who seek refuge manage their everyday lives. The results of the three 

studies provided an understanding of refugee needs, quality of life and adaptation, and 

the ways in which occupational therapy can play a role in facilitating these outcomes.   

Adaptation across the Three Studies 

 Adaptation infers change. Many theorists have provided models of change that 

explain adaptation in relation to time (Collins & Sayer, 2001; Lucas, 2007). Livneh and 

Parker (2005) explain theoretical models of change in adjustment to chronic disability 

and illness. They describe four models both linear and non-linear with some common 

underlying assumptions. These assumptions are that psychosocial adaptation to chronic 

disease and disability is a dynamic, unfolding temporal process and integrates both 

internal (experiences, abilities) and external factors (environment), and that irrespective 

of the paths linear or non-linear most individuals achieve renewed personal growth and 

functional adaptation. Non-linear models describe adaptation as a reciprocal process 

between the individual and the environment. The trajectories can be pendular (oscillating 
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between two points), phasic (subsequent parts dependent on previous) or sinusoidal 

(crests and troughs) however all change over time. Although, their research was 

undertaken in relation to adaptation to chronic illness and disability, this researcher had 

similar findings for adaptation to new life events.  

The five participants in Study 1 appeared to be at different points of the change 

process and their position in time appeared to color their perceptions of quality of life. 

Participants who had been in the host country only a few years appeared to be in the 

‘honeymoon’ phase of change where everything seems interesting and positive. 

Winkelman (1994) describes the four phases of culture shock and highlights the 

honeymoon or the tourist phase as phase one. He explains that the first phase is often 

characterized by excitement, interest, positive expectations and idealizations of the new 

culture. The second phase is the crisis phase where cultural differences start becoming 

blatant to the individual and adjustment is difficult. There is a sense of lack of control and 

the individual often experiences negative feelings such as anxiety, anger, isolation and 

depression. With respect to this study’s participants, this phase was when they often 

realized that they had the ability to achieve more but their attempts were thwarted by 

physical and social barriers in the environment. The third phase is where individuals learn 

to adjust effectively to the new environment using problem solving skills, learning the 

culture, and finding ways of dealing with the above mentioned crisis. This third phase of 

adjustment/ reorientation and gradual recovery is slow with recurrent crisis and 

readjustments. Once the refugee individuals had learned the system, they were able to 
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find avenues for success and mastery in education, employment and lifestyle. The last 

phase is adaptation, resolution and acculturation when the individual manages the new 

culture and assimilates into it. Comparing the quality of life scores as well as descriptions 

of their satisfaction with life, it appeared that the participants experienced these phases 

same as explained by Winkelman. The participants appeared to adapt to their new 

environments over time.  

Lucas (2007) attempted to research if happiness changed after important life 

events and found that happiness and subjective well-being differ with time and are 

considerably different for different individuals. His work refuted earlier concepts of well-

being where happiness changed, adaptation was inevitable and individuals’ feelings 

fluctuated around a biological set point. This concept of individual differences was also 

evident in this research. The participants had different experiences and levels of 

adaptation that affected their quality of life scores on the WHOQOL measure.  

 Two participants who had gone through the refuge process also described their 

experiences in detail. People who go through the refuge process come from different 

countries like Somalia, Iraq, and Burma; and they often have experienced persecution, 

civil unrest and war (Ashraf, 2003; Smith, 2013; Stephenson, Smith, Gibson & Watson, 

2013). Having been through this daunting experience, these individuals cite personal 

safety as the first priority. The participants also highlighted safety as an important aspect 

that improved quality of life here. Per the participants, once safety was addressed, 

livelihood appeared to be the next priority.  Since the beginnings of occupational therapy, 
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work and engagement in productive occupation have been central to health and well-

being (Krefting, 1987). With forced immigration, employment presents a great hurdle. 

Inability to speak the language, different standards of academic achievements, lack of 

resources to manage education and employment simultaneously, and inadequate 

knowledge about job related skills like punctuality,limit these individuals from pursuing 

employment opportunities of their choice (Whiteford, 2000; Gupta, 2008).  

Choice has been viewed as central to the occupational therapy process. Client-

centered therapy is both a claim of the field itself as well as a goal therapists strive to 

achieve with every client. Rebeiro (2000) conducted a qualitative study with two clients 

of mental health services and explained the role of choice in the OT process. The study 

described how the inability to provide client centered therapy and lack of choice in 

occupations/ activities led to diminished collaboration between therapist and client as 

well as disengagement in activity participation. Therapists need to remember that 

individuals who are resettling have been denied choice in many stages of adaptation. 

Therapists need to ensure client centered therapy in order to build a therapeutic 

relationship and achieve desired outcomes. The two participants discussed their ability to 

communicate, decreased culture shock and prior knowledge of the Western culture as 

precursors to successful adaptation.  

The third study depicted the ways that individuals who seek refuge conduct their 

everyday lives from the perspective of service providers. These service providers were 

social workers, occupational therapists, researchers and community agency workers. The 
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participants noted obstacles in personal care areas and instrumental activities of daily 

living: self-care, work, home maintenance, leisure, money management, health literacy, 

shopping, and understanding information faced by the forced immigrants.  

Campbell and Turpin (2010) describe their perspectives on issues related to home 

safety in individuals with refugee backgrounds. They define home safety as “freedom 

from harm during everyday tasks within the home” (p. 425) and explain how individuals 

with refugee background place higher demands on the healthcare system secondary to the 

inability to manage their homes safely. They conducted a similar study consisting of 

interviews and observations with individuals who work with the refugee population. 

Issues addressed by the participants were fire safety, electrical appliances, child safety, 

emergency procedures, hygiene and food safety and feeling safe at home. The 

participants described how lack of information, cultural backgrounds and limited 

experience with the new systems related to appliances and emergency procedures led to 

unsafe situations for their clients. This was evident in this research as well. The 

participants of this study described the refugee process in detail, highlighted the different 

needs in this population and then also gave suggestions on how to address these needs. 

Occupational therapy appeared to be aptly suited to provide the much needed education, 

job training, life skills training, and cultural orientation by ‘doing’, for example- actually 

travelling on the bus, real time shopping, etc. The participants also explained their visions 

for the future of OT including non-conventional roles such as leaders and board members 
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dealing with program development and outcome analysis and providing information and 

services to larger refugee agencies like the ORR and UNHCR.  

Occupational therapy has always considered adaptation as one of its central goals. 

Therapy serves to improve quality of life in various performance contexts and is aimed to 

be client-centered (AOTA, 2008). Thus, occupational therapy can serve an important role 

in providing much needed services to forced migrants. This was addressed by the OT 

participants who felt that OT was best suited to address the issues of individuals who 

have gone through the refuge process. In a recent review of articles by Bennett, 

Scornaiencki, Brzozowski, Denis, and Magalhaes (2012), only 5 out of 36 articles 

regarding performance of daily occupations after migration to a new country were in 

Occupational Therapy journals. Thus, it shows that most of the data with respect to 

forced migrants stems outside of OT. This study was an attempt to understand how 

individuals forced to migrate undertake everyday occupations, adapt to their new lives, 

and improve their quality of lives. 

Researcher Bias 

 The perspectives and background of the researcher affected the research process. 

The researcher came to the United States as an immigrant to live the American dream. 

The researcher did not experience any compelling circumstances to flee her home country 

and was able to adjust to the demands of the new life well. The researcher, a clinical 

occupational therapist, often encountered individuals with an inability to speak English as 

clients of OT services. These clients were unsure of the services offered, unable to 
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comprehend all the instructions provided, had a different understanding of independence, 

pain, personal goals and process of disability and recovery. These clinical experiences 

and having a personal background of having to adapt to a new culture had an impact on 

the choice as well as process of this research dissertation. 

 

 

Personal Experience with Refugees and Service Providers 

The researcher notes two distinct experiences that helped analyze and understand the 

different issues that people face who are experiencing the refugee process.  

1. An educational session that catered to different service providers like social 

workers and nurses held by a resettlement agency director was attended by this 

researcher. The agency head had personal experience in refugee camps in Thailand 

having spent significant time there. He provided basic statistics, highlighted the 

process of exodus, and implored service providers to be sensitive of the needs of the 

individuals who seek refuge in each of their clinical domains. The agency head was a 

social worker and explained how the refugee population was marginalized and very 

little interest was provided to this group. The research focus was honed after 

attendance at this educational session as well as prolonged discussion on issues 

pertaining to refugees with the social worker post session.  

2. This researcher was able to observe an orientation session held by a group of 

service providers in collaboration with the local school district. Firstly, although the 
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event was announced at the local school the refugee children attended and there was 

door to door information dissemination, none of the refugees showed up at the set 

time. A representative from the team had to go knock on each door again and request 

their presence. The refugees lived within the same neighborhood. Once they attended 

the session they received information mainly about children’s grades, reading, 

communication with teachers, discipline as well as information about general 

hygiene, self-care, home maintenance, ESL classes, transport assistance etc. These 

topics were addressed by 2-3 different professionals who were mainly social workers. 

There were four different interpreters translating the information into 4 completely 

different languages.  The refugees appeared extremely grateful post-session and 

received goody bags that included basic amenities like washing soap, wash cloths, 

self-care items, and a few books for the children etc. Post-session, the team met and 

discussed how the refugees are often thankful for the information; however, it 

continues to be extremely difficult to recruit them even for information/ orientation 

sessions. This was encountered during this study both during recruitment as well as 

when attempting member checks with the refugee participants.  

Research Study Issues 

This researcher encountered significant challenges with recruitment. Efforts of the 

researcher to overcome or circumvent these challenges are explained in the following 

discussion. 
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At the Participant Level 

Small, Cooney and O’Connor (2009) discuss poor recruitment as a limitation of a 

successful program or research endeavors. They request researchers to consider the 

participants’ perspectives including the cost-benefit to them, time requirements and 

expectations of them, cultural backgrounds and how they affect sharing of personal 

information, and accessibility including public transportation.  The authors discuss 

different strategies to improve recruitment as follows: establishing a collaborative 

relationship with administrators and staff from key recruitment sites, strategically 

choosing the site where the program would be held, hiring and training culturally 

sensitive people, having flexibility in scheduling, and making frequent contact. They also 

suggest that researchers or program developers provide the staff with a clear 

understanding of their expectations, the research process, and understand their motivation 

towards assisting the researcher with the recruitment process.  

All these issues were considered by this researcher as follows: 

 Participants were asked to request a place and time that were convenient for 

them addressing their schedules and transportation issues. However, the 

language barrier was a major roadblock to successful recruitment.  Secondary 

to limited funding for the study, interpreter services were not used.  

 Also, the time required to translate the WHOQOL questionnaire and the 

interview questions as well as the possible limitations of having an interpreter 

for the qualitative study including matching the time when the interpreter as 
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well as the refugee participants was available deterred the researcher from 

using an interpreter service. A large number of refugees are still non-English 

speaking or may be unable to successfully comprehend the consent process.  

  In addition, many refugee participants may have been wary of sharing 

personal information due to risk of loss of confidentiality, repercussions from 

agencies based on their responses and lack of understanding of research 

processes.  

At the Agency Level: 

This researcher attempted to contact agencies at least 6 months to a year prior to the 

actual research process.  

 Multiple sites agreed to participate with the administrators/ resettlement managers 

showing both interest and agreeability. However, the agencies were reluctant to 

provide letters of support despite frequent contact. Also, as observed in the data 

collection process, one resettlement manager could have up to eighty cases to 

handle and were often limited in terms of time and resources that they could offer.  

 Secondary to funding limitations, there was an inability on the researcher’s part to 

make frequent in person contact although multiple attempts to explain the 

research process and its outcomes were undertaken by phone and via email.  

 Staff turnover at the agencies was another barrier to successful recruitment. Initial 

contacts often changed within the time required for the IRB to respond and the 

rapport building process had to be repeated often.  
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 Also, there was no tangible benefit to the agencies from the research study and 

they served as gatekeepers for the recruitment process.  

Sulaiman-Hill and Thompson (2011) report that community based organizations 

or gatekeeper agencies may limit access to the refugee populations. Hence, they generally 

sourced contacts outside refugee resettlement agencies to reduce gatekeeper bias in their 

research. Also, using the agencies for identification of refugees to participate in the study 

often could be perceived as an extension of the agency agenda. They do note difficulties 

with obtaining access to different refugee communities. Sulaiman-Hill and Thompson 

provide a guide to overcoming sampling challenges in examining refugee resettlement. 

They completed an extensive profiling of communities with a priori interviews with 

community leaders, interpreters, immigration personnel, and legal advisors. They also 

had interpreter assistance for translating multiple data collection tools. They used a 

snowball sampling strategy, which has been identified as a method of choice when 

attempting to study hidden populations (Faugier & Sargeant, 1997). They recommend a 

mixed method design using an ascending methodology as the most pragmatic approach to 

research with ‘hidden populations’.  

             This research study did use a mixed method design as well as a snowball 

sampling approach towards data collection. However, the research did use resettlement 

agencies as gatekeepers which served to be a major limitation of the study. This step was 

undertaken in order to achieve a presence within the refugee community and a perception 

that the researcher would have more backing if the agency supported the research. Also, 
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most of the administrators or agency heads dealing with the refugee resettlement program 

were refugees themselves and their perspectives may be respected by the population they 

served. However, this course of recruitment did not work to the advantage of the 

researcher.  

Attempts to Strengthen the Study 

This study employed a mixed method design to understand the process of 

adaptation and quality of life of refugees in their host countries. The quantitative study 

had only 10 participants and the qualitative data was collected from two respondents. To 

counter these limitations, data triangulation, maximum variation sampling and member 

checking were used. Maximum variation sampling was used for study three where OT 

faculties from different parts of the country were recruited. Also included were social 

workers and agency directors who work closely with refugees but may not have an 

occupational therapy focus in their work. For data triangulation, field notes and personal 

communication logs were included in the analyses process. Two committee members 

assisted with coding two interviews and their coding was also included in the analyses. 

The researcher transcribed all the interviews. Member checks were completed only with 

participants of study three after the completion of the study. The study sample included 

only English-speaking refugee participants. Threats to the trustworthiness of the 

qualitative data were minimized by giving careful attention to the interview techniques, 

transcription, and analysis.  
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Implications for Occupational Therapy Practice 

The results of the study and the personal experiences of the researcher provided 

insights into the lives of refugees and how therapists can serve these individuals better. 

Occupational therapists need to be mindful of the adaptation trajectories of forced 

migrants. An individual’s position in their trajectories appears to dictate the perceptions 

about priorities, everyday life, and quality of life. This study strengthens the notion that 

effect of migration is multi-dimensional and affects all areas of functioning: self-care, 

work, leisure etc. (Gupta & Sullivan, 2013; Suleman &Whiteford, 2013; Smith, 2013). It 

also helps to understand that occupations and past experiences shape an individual’s 

sense of identity. Occupational therapists need to be culturally competent and open 

minded with a genuine interest in evaluating limitations in occupations that are 

influenced by the clients’ culture and past experiences (Whiteford, 2004; Gupta & 

Sullivan, 2008). They need to provide the just right challenge during treatment 

interventions like life skills training, physical health remediation, or providing 

amelioration for mental health issues that are based on the client’s prior occupations. 

Schools of occupational therapy can implement programs and collaborate with refugee 

agencies to provide fieldwork experiences for OT students. The students can then 

experience community therapy service provision with forced migrants, implement 

occupation based programs and collect outcome data to show improvements in 

adaptation. With an ingress of huge numbers of forced migrants and a shift towards ‘pay 

for performance' where insurance agencies pay service providers only with improved 
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outcomes, research and evidence-based occupational therapy practice in these areas 

appears essential. 

Implications for Occupational Therapy Research 

This study had several limitations in recruitment and only a small sample of 

individuals who have requested refuge in the United States participated in this study. 

Future research should explore adaptation over time with a larger population of refugees. 

This endeavor could be a multi-site study as there are a few OT programs working with 

the forced migrant population at the current time. Also, in order to capture changes in 

adaptation over time, a longitudinal design with evaluations at a minimum of three points 

in the process would be beneficial. Research with forced migrants should include 

individuals from different countries who have been in the United States for different 

periods of time to understand differences in adaptation. In addition, differences amongst 

male and female refugees with possibly different assimilation patterns would add to a 

greater understanding of the challenges facing refugees. It may also be interesting to 

compare immigrants and forced migrants to tease out the importance of choice and 

control in adaptation.   

This study was not supported by a grant and lacked funding to provide for 

interpreter services. Research could also look at policy and government aided programs 

for this population as well as how therapists could be financially supported to serve them. 

Additional research needs to address culturally appropriate occupations and a needs 

assessment of forced migrants within the healthcare realm.  
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Conclusions 

The data from the quantitative and qualitative studies were synthesized to develop 

an understanding of adaptation of refugees by responding to the research questions. A 

mixed method approach often provides a comprehensive understanding of the 

phenomenon of adaptation. Many novel insights were acquired and detailed 

understanding of refugee needs in general as well as occupational therapy processes that 

can contribute to their cause were obtained. Overall, it was understood that refugees often 

have long and often occupationally deprived pre-immigration life trajectories. They have 

experienced disruptions in life and resettlement, albeit a positive change may still be 

viewed as a disruptive event in their lives. OTs can assist in improving adaptation over 

time with this population by using the same intervention strategies as we do for our 

physically and mentally challenged clients. Creating an occupational profile, addressing 

self-care, IADL, leisure and other needs, breaking task into doable parts, (activity 

analysis) and providing opportunities for mastery and evaluation of performance can all 

be incorporated into the intervention. A popular OT text called Willard and Spackman’s 

occupational therapy (Schell, Gillen, Scaffa & Cohn, 2013) once carried a Chinese 

proverb which is apt for this summation- ‘Give a man a fish, feed him for a day. Teach a 

man to fish, feed him for life.’ We as OTs have the duty to address occupational 

deprivation and provide quality therapy interventions that are in keeping with our roots 

from moral treatment.  
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KEY INFORMANT INTERVIEW GUIDE FOR FORCED MIGRANTS 

 

 Describe the environment you live in. This could include your surroundings, 

people, things etc. How is this environment different from your past environment? 

 

 What were some of the roles you had in your past?  Student, employee, parent, 

sibling, caregiver etc.  Which of these roles are important to you? Which of these 

are you still able to do?   

 

 What are some of your duties at present? How well do you think you perform 

them? 

 

 How do you think you are doing at present? Are you satisfied with the way things 

are going? 

 

 How has life changed for you since living here? How are you coping /adapting to 

this new life?  

 

 What do you like and dislike about being here? How could it be better for you? 
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Appendix C 

 

Interview Guide for Agency Representatives/ Faculty Members 
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INTERVIEW GUIDE FOR AGENCY REPRESENTATIVES/ FACULTY MEMBERS 

 

Occupational therapy is a profession that assists individuals in performing their everyday 

tasks to the best of their abilities. It may include teaching new techniques for managing 

environments or rehabilitation for individuals who have lost their function secondary to 

physical or mental impairments.  

 

This study aims to better understand the adaptation of refugees to their host countries and 

their quality of life in this country. Also, it seeks to understand if time in the host country 

improves both adaptation and quality of life.  

 

1. In what capacity do you or did you work with refugees?  

Qualifiers: how many years, which country were the refugees from? 

 

2. What was your experience working with this population? 

Qualifiers: their issues, everyday life 

 

3. What occupational needs would you say these refugees have to manage everyday 

activities? 

 

4. What kind of occupational therapy services would be beneficial for this 

population? 

 

5. What type of services help refugees adapt better to their host countries? 

 

6. How can a researcher access this population better? 

 

7. Any last comments/ tips 

 

 

 

 

 

 

 

 




