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Abstract

This article addresses issues of best practice and social justice relative to refugee mental health
treatment through the example of an existing mental health treatment clinic in Southeastern
Wisconsin. Authors consider the state/local history (in Wisconsin), current practices, and
existing funding challenges related to the provision of ethical and culturally competent mental
health treatment services to refugees. Two prominent areas are explored: 1) What types of
professional practice/service expenses are particular to the provision of culturally competent,
ethical, and refugee mental health treatment? 2) Are funders of refugee mental health services
sufficiently meeting the needs of this at-risk population?

Dedication: To Sebastian, our friend and pioneer.

Introduction

This work constitutes a critical reflection of the current provisions of mental health treatment
services to refugee populations in the state of Wisconsin with implications for the provision of
services to refugee populations in other regions, as well. The article offers some historical
perspective regarding the development of refugee mental health treatment services in the state of
Wisconsin. It also addresses considerations related to the provision of ethically-informed and
culturally competent services, when serving refugee populations. Those considerations include
references to professional guidelines; considerations regarding cultural competence; and
research/literature pertaining to the provision of mental health treatment services to refugee
populations. Finally, the operations of a successful professional practice that currently meets the
multi-faceted needs of refugee populations in Wisconsin by conforming to the tenants of cultural
competence is discussed.

This discussion includes the specific funding-related challenges that impede the provisions of
serving refugee groups; the related discrepancies between what can be considered best practice,
from a perspective of cultural competence and professional ethics; and the current status related
to the funding of refugee mental health treatment services in the state of Wisconsin.

Ultimately, through focusing on the provision of culturally competent refugee mental health
services at a specific practice in the state of Wisconsin, this article addresses two prominent
areas of concern: 1) What types of professional practices/service expenses are particular to the



provision of culturally competent, ethical, refugee mental health treatment? 2) Are funders of
refugee mental health services sufficiently meeting the needs of this at-risk population?

History of Refugee Mental Health Services in Wisconsin

Refugees, including asylees, are displaced populations resettled by the U.S. government due to
war, religion, terrorism, political repression, and other violations of human rights. Initially,
programs that were established to meet the needs of refugees in the United States focused on
social services and did not include mental health treatments. During Clinton's administration, the
federal government shifted from traditional social services for refugees to become self-sufficient
by allocating a separate funding to provide mental health services to refugees throughout the
county.

In 1999, the Wisconsin Department of Workforce Development, formerly known as Office of
Refugee Services, competed nationally and was awarded a small fund to start providing mental
health services to refugees in the state of Wisconsin. Five regional programs were established by
subcontracting with county, non-profit agencies, and faith-based agencies to start delivering
culturally competent mental health services to refugees in Wisconsin. Local agencies were able
to hire and train bilingual/bicultural therapists and initiate specialized mental health treatment for
refugees. This marked the formal beginning to mental health treatment programs in the State of
Wisconsin (Wisconsin Department of Children and Families, 2009). Consequently, from the
standpoint of specialized funding and prioritized attention, refugee mental health treatment
intervention can be viewed as being relatively recent in its development, both in the state of
Wisconsin and at a national level.

Culturally Competent Mental Health Services for Refugees

Research has suggested that refugee communities can be seen as having their own unique set of
mental health risk factors. An increase in disorders stemming largely from exposure to traumatic
circumstances such as war, persecution, and oppression, has been widely substantiated in the
literature (Gerritsen, Bramsen, Deville, van Willgen, Hovens, and van der Ploeg, 2006;
Hepinstall, Sethna, and Taylor, 2004; Fazel and Stein, 2002; Hinton, Tiet, Tran and Chesney,
1997). Refugee treatment needs related to these mental health challenges can be considerable.
For the refugee, community treatment is frequently confounded by matters of ethnicity, culture,
and linguistic diversity.

Only recently, have we begun to consider the treatment of refugee populations as its own distinct
area in the field of mental health. Most publications and texts in this area have emerged over the
past two decades (Ingleby, 2005; Miller and Rasco, 2004; Je Dong, 2002; World Health
Organization, 1996). Such publications have taken various sociological perspectives and have
evidenced varying theoretical orientations. These treatment approaches stemming from
ecological approaches to understanding the self are important, when considering issues deemed
pertinent to refugee mental health treatment (Miller and Rasco, 2004; Je Dong, 2002). Such a
diversity of perspectives may serve to complicate issues related to best practices, when serving
refugee populations. Fortunately, professional treatment standards exist that can be of assistance
in guiding treatment when serving refugee groups as members of diverse populations.



The professional standards that define the field of human services promote values of cultural
sensitivity, when working with diverse populations. The code of ethics for the practice of
psychology (APA, 2002), social work (NASW, 1999), and counseling (ACA, 2005), each
recognize a person’s culture as an important variable with regards to treatment. In addition,
specific treatment guidelines have been devised to aid professionals in their efforts to best meet
the needs of diverse populations.

The American Psychological Association has published guidelines for the provision of
psychological services to ethnic, linguistic, and culturally diverse populations (APA, 1991).
Such guidelines consist of inspirational statements that the clinician serving such populations is
advised to consider. Included in this publication are guidelines regarding the provision of
services in a language requested by the client (APA, 1991, Guideline 6), with considerations to
particular translator services. These guidelines go beyond the principle stipulated in the APA
Code of ethics which simply stipulates that psychologists "demonstrate respect for people’s
rights and dignity" (Principle E), and serve to actually establish standards of professional
treatment when serving diverse populations. Such guidelines can also be viewed as setting the
groundwork for the provision of culturally competent services for psychologists.

Cultural competence refers to a clinician’s capacity to proficiently meet the clinical needs of
culturally diverse populations. Sue and Sue (2003) define cultural competence with regards to
the awareness, knowledge, and skills required for working with diverse populations. Sue and Sue
(2003) stipulate that awareness has to do with the appreciation that the clinician asks how their
own culturally-bound assumptions, values, and beliefs impact upon the treatment process.
Knowledge, in turn, relates to the level of understanding acquired by the clinician regarding the
client’s operating world view. Finally, Sue and Sue (2003) suggest that the culturally competent
clinician needs to acquire the appropriate skills for working with the given population, including
culturally appropriate treatment modalities and interventions.

Beyond the ethical development of cultural competence, mental health service providers working
with refugees are urged to consider issues of best practice when serving refugees. Recent
research has supported the general benefits of psychotherapy, when serving refugee populations
(Renner, 2007). Renner’s research, which represented a population of refugee and asylum
seekers with multiple mental health issues, found that 85% of the group had identified therapy as
having significant benefits. Kinzie (2001) attributed treatment efficacy with refugee and
immigrant populations to the important role that the human relationship plays in treatment. Since
refugees are prone to isolation in response to the social threats they have endured, Kinzie (2001)
has suggested that the client/therapist relationship is of central importance in addressing issues of
mass traumatization identified in the population.

In order to be able to provide therapeutic services to these populations, mental health service
providers need to establish means of making their services known and accessible to refugee and
immigrant groups. From this standpoint, it is not surprising that organizations that have been
found to successfully meet the needs of refugee populations, frequently tend to be community-
based rather than office-based in their model of service provision (Cordero-Guzman, 2005).
Availability of qualified interpreter services is also a clear prerequisite for serving any client in
which language is a barrier. Many interpreters also serve as cultural brokers, which are crucial in
engaging refugee clients and building trust with the refugee communities.



Best practice, when serving refugee populations, has also tended to emphasize the importance of
providing holistic services (Sue and Sue, 2003; Pumariega, Rothe, and Pumariega, 2005). In
general, holistic services can relate to any form of treatment that works to integrate aspects of the
whole person into treatment, rather than localizing treatment approaches to one or two discrete
aspects of the individual, such as brain chemistry or mistaken thinking. Holistic service refers to
services that prioritize the incorporation of an individual’s religious and/or spiritual values and
culturally specific beliefs into their treatment (Sue and Sue, 2003). Also, the provision of
psycho-education groups, education directed at understanding the development and expression of
mental health symptoms, constitutes another example of holistic services that have been
identified to be of some benefit to refugees (Goodkind, 2005).

Finally, programs that can successfully address the relationship between physical and mental
health challenges that have been known to confront refugees represent another example of a
holistic approach to treatment that has also been found to be of benefit to refugee services
(Culhane-Pera, Her, and Her, 2007; Allden, Poole, Chantavanich, Ohmar, Aung and Mollica,
1996; Carballo, Grocutt, and Hadzihasanovic, 1996). Overall, holistic services appear to refer to
many different areas, but it seems to be particularly important in serving refugees because of the
global impact of the circumstances associated with being a refugee and its effect on the
individual, as a whole (Gerritsen et. al, 2006; Hepinstall, et. al, 2004; Fazel and Stein, 2002;
Hinton,et. al, 1997).

Example of a Culturally Competent Practice

Sebastian Family Psychology Practice, LLC

Since 1998, Sebastian Family Psychology Practice (Sebastian Family) has served refugee
communities. As a practice, Sebastian Family prides itself on providing holistic, multilingual,
culturally competent services to refugees and immigrants. Sebastian Family has served a diverse
cross-section of the global community including refugee groups from Thailand, Laos, Cambodia,
Burma, Iraq, Afghanistan, Eritrea, Uganda, Rwanda, Liberia, Sudan, Congo, Bosnia, Croatia,
Serbia, and the former Soviet Union. Over the years, the practice has developed ties with
numerous refugee/immigrant communities and has remained active in the community in
addressing the needs of the ever-changing refugee community in southeastern Wisconsin.

Sebastian Family’s holistic approach includes the provision of case management and support
services, in addition to mental health services to individuals and families struggling to adjust to
life in the United States. The practice benefits from having multilingual staff including service
providers fluent in several African Languages, Arabic, Burmese Languages, French and Spanish,
who are adepts at incorporating aspects of the individual’s cultural experience into the treatment
process. Sebastian Family also works with its own interpreters and when necessary, acquires the
use of interpreter services, when available in the community.

Consistent with Kinzie’s perspective (2001), the development of the client/therapist relationship
constitutes a key component in the treatment of refugees. However, the success of the clinic in
addressing the treatment needs of the refugee community is at least partially related to a clinical
proficiency with regards to the area of cultural competence. Familiarity with diverse practices,
belief systems, and world views constitutes an area of specialty for the clinic. This has allowed
professionals a greater capacity to connect with diverse clientele and establish culturally
appropriate treatment approaches. The inclusion of family members into therapy and the



encouragement of cultural and religious supports (shaman, priests, and other spiritual leaders)
have proven to be of particular benefit for many clients, who do not conform to individualistic
and self-oriented cultural norms of the west.

Although Sebastian Family operates a fully functioning mental health clinic, it also provides
home-based, as well as community-based therapy and supportive services that are provided as
needed. This supports the transportation needs that many refugees face, which increases the
overall accessibility of services and helps to build trust. Out-patient psychiatric consultation is
also provided through the use of consulting psychiatrists who see clients in the clinic at regular
intervals throughout the year. On rare occasions, psychiatrists have made home visits for
refugees who were homebound with severe disorders.

In general, clinicians tend to emphasize optimal social adjustment including support and
assistance with the client’s various vocational, occupational, educational, residential, and family
stability goal areas. Cooperation with community resources and organizations is frequently
necessary in addressing such goal areas as identified by the client and their family.

Networking with community support agencies that serve the various refugee communities has
proven to be essential in meeting the needs of the refugee population.

As an organization, Sebastian Family has developed and fostered lasting ties with community
organizations that specialize in serving target refugee communities such as Pan-African
Community Association (PACA), Hmong American Women Association (HAWA), Bantu
American Friendship Association (BAFA), Lao Family Community inc., and local refugee
resettlement and service agencies. Additionally, Sebastian Family interfaces with mainstream
entities across the state in the education and advocacy regarding the needs, challenges, and risk
factors particular to the state’s refugee population.

Mental health consultation provided to both refugee-specific, as well as mainstream service
providers working with the refugee populations, has proven to be of great benefit in helping
service providers better understand the mental health treatment needs of the population. Psycho-
education provided directly to the refugee community has also been helpful in identifying signs
of stress and managing symptoms of trauma and anxiety.

Finally, networking with fellow service providers remains crucial in identifying the ongoing
systemic obstacles facing the refugee populations and in strategically addressing these challenge
areas through the appropriate avenues. It is important to note, that such activity has been deemed
essential to the practice in its ambition to meet just the basic mental health needs particular to the
Wisconsin refugee population.

Funding of Cultural Competence

The provision of culturally competent, holistic, mental health services has proven to bring with it
a host of challenges that can make operating a practice dedicated to meeting the needs of refugee
communities an on-going struggle. Central to these challenges have been unique challenges in
the funding of treatment and compensation for operating expenses that are particular to and
necessary for the work with refugee populations. For instance, for a limited period of time,
resettlement organizations are able to help provide funding for mental health treatment for the
refugee, as the refugee attempts to get settled in the United States (U.S. Department of Health



and Human Services, 2010). However, when refugees are unable to access their own medical
coverage following this transitional period of time, they frequently find themselves unable to pay
for the mental health services they need. Given the severity of the challenges facing many
refugees, it may become unadvisable and an ethical liability to discontinue services, due to an
inability to pay. Consequently, it is not uncommon for clinicians to feel the need to provide pro-
bono services for an indefinite period of time to maintain trust with the client and his/her
community, while other means to pay for services are being explored.

In other circumstances, funders may limit the payment of services to those that occur in the
office, which means that when the client’s social disposition and/or issues related to best practice
necessitate the use of home visits, clinicians will not be reimbursed for services. Even when
home services are funded, it is rare for service providers to be compensated for mileage placed
on personal vehicles or reimbursement for travel time.

The need for interpreter services present additional challenges for those serving a refugee
population. In the past, it was not uncommon for a client’s family member to serve the role of
interpreter. Having a family member serve this role can be seen as an infringement on client
privacy and treatment efficacy, given the dual role and the family member’s inexperience in
providing medical interpretations. None-the less, family members are utilized as interpreters, due
to a lack of formal interpreter services available within the community. Over the years and
through the emergence of state support and training programs, formal interpreter services have
become available for members of the state’s larger refugee communities that include the Hmong
community and Spanish-speaking clients. Currently, interpreter services are covered by HMOs
when the interpreter has acquired the necessary certification. However, given the dearth of
certified interpreters for many of the more recent refugee communities that have arrived in
Wisconsin, acquiring certified interpreter services for Burmese, Iragi, and Afghan refugees, is
not always possible. Interpreter services can usually be acquired from the community, but such
services can become an operating expense of the clinic, when the interpreter’s services are not
covered by the funding entity.

The central role that community networking plays in sustaining a practice committed to meeting
the needs of refugee communities constitutes a time expense that is rarely, if ever, compensated.
With the exception of the provision of formal consultation services, a practice’s involved
commitment in addressing the broader mental-health needs of the refugee community is
performed with singular attention to the greater needs of the community. Finally, state-grants
have been of great assistance in helping compensate for such extraneous expenses, when serving
this population. Unfortunately, state-grants are largely contingent on economic conditions and
have diminished, due to the national recession. Consequently, 2009 brought with it a loss of
grant funding that had previously helped the clinic meet the needs of the refugee community.

Conclusion

The provision of mental health treatment services to refugee populations both in Wisconsin and
across the United States constitutes a relatively recent priority in terms of public health,
beginning with the provision of government resources first allocated in the 1990s. Since this
period, service providers in the state of Wisconsin have made strides in meeting the needs of this
at-risk population across the state. Issues related to professional ethics and cultural competence
have necessitated that the provision of these services include additional services and expenses



not typically associated with mental health treatment when serving domestic populations as well
as have contributed to an increase in the provision of pro-bono services at varying points in time.

From this view, funding challenges provide considerable deterrents to any mental health practice
otherwise interested in addressing the considerable mental health need areas facing refugee
communities. Specifically, existing funding realities limit service providers in the provision of
ethically-informed, best practices, and are financial liabilities, which threaten the viability and
sustainability of professional practices and programs designed to meet the needs of this
population. These include the payment of interpreter services when no licensed provider is
available, lack of sufficient compensation to offer community-based services when deemed
clinically indicated, as well as the on-going networking demands necessitated of work with
populations, which by nature are outside the mainstream population. Practices that choose to
prioritize by addressing the mental health needs of refugees and displaced populations do so at
their own professional expense. This becomes an obstacle to best practice in mental health
treatment and also a social justice concern.

Given these circumstances, it is recommended that continuing dialogue be established between
existing service providers and current state, federal, and private funders, in better meeting the
treatment needs of the refugee community. Given our review of the matter here, it would appear
that a community-based and integrated approach to treatment, rather than an office-based
individualistic approach, is most suitable for working with refugees.
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