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Abstract

Current literature focuses on immediate needs of refugees as they flee acute crises.However, the search for refuge extends beyond immediate migration. Refugees confront many issues in resettlement. The experience of traumatic pain and multiple losses coupled with the struggle for survival in a foreign community places them at risk for diminished health and psychological well-being. The notion of recovery extends to the period of resettlement. It is imperative that nursing professionals examine assumptive biases that hinder the care and recovery of refugees. This article seeks to heighten professional awareness about issues that confront Cambodian women in resettlement by examining these biases.


  Cambodian refugee women who have resettled in the United States face poverty, lack of resources, tremendous burden, and life strains. The term "refugee" legally designates people who cross international borders fleeing war or persecution. [1] They are offered protection under international conventions. However, the search for refuge and safe haven extends beyond immediate flight from political crises. This article seeks to extend the notion of recovery to include the period of resettlement. The experience of traumatic pain and multiple losses, coupled with survival needs in a foreign community, places refugees at risk for diminished health and psychological well-being throughout the course of their resettlement. [2]

  In recent years, Southeast Asians have constituted the greatest proportion of migrants to the United States. [3] However, the health care needs of Cambodian refugee women are little known. As a specific ethnic group with distinct values and beliefs, survey information about Cambodians is often aggregated under "Pacific Islander" of "Asian" group categories. [4]

  As changing sociodemographics reflect an increasingly multicultural and pluralistic populace, nursing faces the challenge of providing culturally sensitive and appropriate care to specific ethnic groups. Given this challenge, it is imperative that nursing redefine and reevaluate its practice and the social context in which it occurs. Nursing professionals who unquestioningly adhere to assumptive biases hinder care and recovery. This article is intended to heighten professional awareness about refugee women by examining these biases.

  The concept analysis of psychological well-being discussed in this article addresses Cambodian refugee women from an underdeveloped, agrarian economy who have resettled in the United States. The referent background and experience of people are important considerations in deriving the meaning of a concept. Therefore, this analysis specifically (1) delineates the situational and cultural context relevant to the migration experience of Cambodian women, (2) examines the value assumptions of psychological well-being from micro and macro perspectives and their relevance to Cambodian immigrant women, and (3) reviews and critiques related literature. For the purposes of this article, the terms "Western" and "host" refer to the United States; "source culture" refers to Cambodian culture or Cambodia.
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  SITUATIONAL AND CULTURAL CONTEXTS RELEVANT TO MIGRATION

  Central to the migration experience are the situational and cultural contexts surrounding it. Refugees have no conscious or voluntary choice during political crises in planning relocation. Consequently, patterns of migration result initially in internal displacement within one's country or temporary asylum in another country. Resettlement in a host country is another avenue that, for some, may or may not materialize. Resettlement poses issues for both refugees and the host country. The shift from a rural environment to a highly technological, industrial urban environment in the United States challenges the economic survival of Cambodian women who have no technical or professional skills.

  Cambodian family members who ultimately resettle in the United States often intend to establish pathways for others to follow. This is not an easily accomplished objective. Women remaining in their country when their spouses migrate bear a heavy socioeconomic burden. These women become sole providers, maintain the family and home, take on additional work, and assume responsibilities vacated by spouses and other family members. [5] Unprepared for the high cost of urban living, spouses may be unable to send earnings home to support family and extended family. Consequently, women remaining behind have few resources to manage daily living. Additionally, prolonged disruption of the family system for uncertain time periods erases markers of family identity such as rituals, celebrations, and routines, especially significant in view of the fact that family unity is a core value in Cambodian culture. The uncertainty of family boundaries and relationships when members are physically absent but psychologically present adds to this disruptiveness. The absence of significant others to help comfort members, share tasks, and reorient and interpret family events increases the psychosocial burdens. [6]

  Reunification with kin in the United States does not resolve hardships. Resettlement places increased adaptive and social demands on Cambodian refugee women. Circumstances require women to seek work and child care assistance outside of the home. Relocation from an agrarian to an urban economy and lack of professional or technical marketable skills place refugee women in a vulnerable socioeconomic position. Many of the low-paying jobs often taken by these women afford little security associated with the formal job market in terms of environmental safety and occupational stability. [7] However, women have little choice but to earn a living through the informal trade market, which reaps little income and involves long workdays, sometimes under extreme weather conditions. Fatigue and life strains increase their risk for diminished health and psychological well-being.

  Back to Top

  UNDERLYING VALUE ASSUMPTIONS OF PSYCHOLOGICAL WELL-BEING

  Analysis of value assumptions underlying psychological well-being and their relevance to Cambodian women in resettlement can clarify theoretical bases for nursing practice and client care. Two pervasive value assumptions of psychological well-being were extracted from a review of literature. One value assumption of psychological well-being is that it is a desirable individual characteristic or quality. This is the micro perspective. The other value assumption of psychological well-being is that it is a socially defined and socially constructed notion. This is the macro perspective, which is shaped through interactive or intersubjective experiences and societal values.
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  Micro perspective of psychological well-being

  The primary value assumption underlying the micro view of psychological well-being is that responsibility for changing adverse conditions, events, or removing barriers lies with the individual. Problems and difficulties encountered are the result of one's choice. The individual holds responsibility for the acquisition of necessary survival skills. The host social infrastructure in which the individual resides is not the source of barriers or perceived difficulties faced by the refugee woman.

  This author categorized three individual attributes of psychological well-being based on definitions found in the literature: (1) affect, (2) ability, and (3) personal perception of life satisfaction and integration. As affect, psychological well-being is a positive or negative feeling state. [8] As ability, psychological well-being is the possession of adaptive capacity and skills to perform one's roles, resolve conflict, make effective transitions, [9,10] and cope with threats or life event changes. [11,12] As an ability, psychological well-being also includes transcendence beyond one's physical illness state through spiritual or religious beliefs. [13] As individual perception, psychological well-being is defined as possession of life purpose, a sense of life satisfaction and integration of being, [14,15] and the belief that one is doing well. [16,17] There is overlap among conceptual definitions, but no single definition of psychological well-being incorporates the dimensions of affect, ability, and life perceptions with certainty.

  Back to Top

  Antecedents

  Major antecedents of psychological well-being are perceived stress and life strains. These include movement from one community to another and social roles such as those defined by marriage and work, [8,17] developmental life stages, [18,19] and illness or trauma. [16] Other antecedents of well-being found in the literature are social support, education, and perceived financial status. [20]
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  Attributes

  Identifiable attributes of individual psychological well-being are positive feeling states, [8,17] mastery reflected in a sense of autonomy, and self-esteem. [9,11] A sense of congruence with one's environment is another identifiable attribute. [19,21]
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  Consequences

  Positive consequences resulting from the presence of psychological well-being are qualitative and developmental changes evidenced by successful achievement of one's goals and increasing competence, confidence, and mastery in negotiating necessary transactions in one's daily life and environment. Negative consequences from an absence of psychological well-being are reinforcement of negatively held self-perceptions, increased alienation and isolation, [17,22] and diminished help-seeking efforts. Devaluation of one's individual role and actual or potential contributions to society reinforces negative stereotypes and biases held by others.
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  Relevance for Cambodian women in resettlement

  Psychological well-being as a micro concept reflects the dominant Western focus on individualism. This Western focus opposes a Cambodian cultural value that encourages reliance on one's immediate and extended family. Therefore, this micro view is not a primarily useful one from the refugee woman's vantage point. The Western view separates Cambodian women from their source culture values.
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  Macro perspective of psychological well-being

  Another perspective of psychological well-being is the macro view, which addresses the social context. The macro perspective warrants considerable discussion because it is central to the migration experience. The primary value assumption underlying the macro view of psychological well-being is that it is socially defined and socially constructed. Two components that form this value assumption are interaction, and cultural change. As a socially constructed notion, psychological well-being is defined as a process. It includes interaction and exposure in the host culture, [23] effective functioning in the host culture, [24] adjustment and acculturation to the host culture, [25,26] and adaptation and acceptance of a host's ways. [27] These process-oriented definitions of psychological well-being have limitations. First, they exclude subjective views of Cambodian immigrant women within the host culture. Secondly, process-oriented definitions of psychological well-being oppose the body of literature that emphasizes it as an individual characteristic. Last, the preponderance of host behaviors suggest abandonment of behaviors and practices that reflect the values and beliefs of one's source culture.
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  Antecedents

  Conflicting worldviews of the source and host cultures are antecedents to the macro construction of the concept. Dependence on one's social group or family for assistance is heavily emphasized in Cambodian culture. [28] The group orientation is a stark contrast to the Western focus on independent decision making and personal accountability for one's matters. Cambodian refugee women in the United States are jeopardized by multiple barriers imposed from within their source culture and from the host culture. Traditions in the source culture afforded language skills and education to men, not women. [29] Hence, little knowledge of the language and nonmarketable work skills in a competitive economy on arrival in the host country are barriers to health care access, education, and employment. [5,30]

  Cambodian refugee women contend with a patriarchal hierarchy in the source and host culture. Traditional gender roles in the source culture are nonegalitarian. The base of power and decision making in the family rests with the men, who maintain controlling and restrictive rights over spousal or female offspring activities to avoid bringing dishonor to the family name. [31,32] Women may earn some economic independence, but tradition expects them to remain at home to continue care for families and elders. The view of refugee women as "dependents" rather than "producers" or household wage earners in mainstream bureaucracies reinforces nonparity. [2]

  Cambodian cultural roles, family relationships, and perceptions of illness are traceable to a Buddhist life philosophy that teaches acceptance of one's "karma," or fate. The Cambodian woman's role in maintaining family equilibrium and managing stressful problems is accomplished through a nonconfrontational stance toward issues at hand. [33] For example, koucharang, or thinking too much, a culture-bound syndrome characterized by intrusive thoughts and memories, is handled through encouraging with words, discouraging sad thoughts, and remaining with the family member. Koucharang is kept as a closed issue within the family system thereby, "saving face" and avoiding dishonor by keeping problems hidden.

  The notion of saving face discourages seeking outside help. Such an act would bring stigma or ostracism from within their own ethnic community. [34] Hence, somatization among Cambodians instead of the admission of problems is a culturally acceptable way of communicating suffering, distress, and the need for help. [31]

  In the source culture, illness causation is attributed to neak ta, or spirit possession [10]; "soul loss," a disharmonious state when souls that are believed to inhabit body organs and body parts are absent; and shifts in the balance of forces, such as "hot" vs "cold" principles and "bad wind." [28,31] Acceptable treatment for illness symptoms traditionally includes the use of lay healers, soul-calling ceremonies, amulets for spirit-caused illness, dermabrasion techniques, and the principle of opposition (treating illness believed due to "cold" forces with "hot" foods). [10,31] These perceptions of explanatory models of illness and treatments, considered culturally appropriate from the women refugees' vantage point, conflict with the Western model of care, which is predicated on physiological causes and treatment of organic disease.
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  Attributes

  A social attribute of psychological well-being as a macro construction is the transferability of other-defined reality for Cambodian refugee women in the host culture. Government and nongovernment agencies in the United States, for example, have determined how ethic groups are categorized by census data. Information about Cambodian refugee women is largely inaccessible because many surveys of households assume that they are male headed and that any patterns of employment within the household refer to men. [35] This eliminates Cambodian women in resettlement from the broad picture. Terminology that defines or describes people outside of the mainstream emphasizes stigmatization. "Immigrant" and "refugee" connote "foreigner" and "outsider" status. Perhaps "women in resettlement" would afford a nonjudgmental description and more than dignity and respect than "immigrant" or "refugee."
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  Consequences

  Cambodian women in resettlement are prevented from reaching their true potential as valued and productive members of society. They are caught in a vicious cycle where cultural values and beliefs that differ from the host culture alienate them from needed social and health care resources they seek. [36] Attempts to explain a chief complaint as neak ta or koucharang to insensitive providers victimizes immigrant women, who may receive inappropriate care and treatment. Furthermore, geographic resettlement in communities of their own ethnicity further isolates them from mainstream resources and reinforces discriminatory and stereotypic views of such communities in the host culture.

  Changes in traditional gender roles resulting from migration sequelae lead to further ostracism by the ethnic community and loss of family support. As a voiceless entity in both source and host cultures, Cambodian women have the dual task of grief resolution from uprooting events and rapid adjustment to resettlement in a new environment. Demands on them to comply with the competing value systems of both cultures adds to the struggle to fill survival needs.
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  Relevance for Cambodian women in resettlement

  The macro perspective offers a more useful viewpoint of psychological well-being because it depicts a realistic view of problems and demands imposed within a sociocultural context including both source and host cultures. In the long run, how refugee women participate in society and make decisions that affect their daily lives is closely tied to how they are portrayed in the macro scheme of things. Essentially, Cambodian women in resettlement are portrayed as static, dependent entities, not as evolving women who are affected by transitional life experiences, multiple strains, developmental life stage, and perceived changes. Furthermore, the host culture's emphasis on adoption of its ways has filtered into the resettlement experiences of these women and other-held perceptions of them.
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  REVIEW AND CRITIQUE OF LITERATURE

  There is increased awareness in research looking at the health care needs of refugee and immigrant women in general. [37-39] Krieger and Fee [35] called for the development of social measures and strategies to understand relationships between social categories and health. Nursing research studies have identified common themes of downward mobility, marginalization, and isolation in refugee and immigrant women of different ethnic backgrounds. [22,38,40,41]

  Current literature also identifies an increasing awareness and understanding of health risks and needs of distinct Southeast Asian immigrant groups within the context of their respective sociocultural belief systems. [42,43] Studies that measured psychological well-being among refugee and immigrant groups in the context of culture have addressed adoption of host culture behaviors, the use of ethnicity-specific programs, and assessment tool development. Operationalization of the concept as the adoption of host culture behaviors has focused on nominal levels of measurement, such as preference for food, style of dress, spoken language, and preference for customs and lifestyle habits of the host culture over one's source culture or vice versa. [23,25] Ward and Kennedy [26] found that employment and socioeconomic status were predictors of psychological adaptation, and life changes and host interactions were predictors of sociocultural adjustment.

  Few studies have scrutinized relationships among health care infrastructures (provider interactions, health care systems, and utilization of services) used by refugee and immigrant populations. Inequitable distribution and inaccessibility to health care, poor quality of care, and negatively perceived interactions by refugee and immigrant women buttress the argument that health care decisions by providers are made with social criteria in mind. [35,44] Race, gender, income level, and insurance coverage are examples of social criteria. Institutional policies and practices sustain this argument by sanctioning culturally insensitive patient-provider interactions and permitting culturally inappropriate treatment interventions without regard for beliefs and values. [44] Flaskerud [45] and Flaskerud and Akutsu [46] found that Asian patients who used "mainstream" health care programs were diagnosed differently than those who used ethnicity-specific programs and services. Other research related to utilization of health care services among immigrants indicate that they are less likely to seek services for psychosocial stress, identity conflict, and posttraumatic stress syndrome. [20]

  Quantitative instruments developed for the measurement of psychological well-being have been shown to have highly acceptable reliability and validity. Seminal research studies done by Bradburn, [8] Campbell, [12] and Carp and Carp [15] have identified stable dimensions of psychological well-being. These are cognitive, affective, perceptive, and life satisfaction. Tools with adequate psychometric properties have been translated into other languages for use with non-English-speaking populations. Back translation, conceptual equivalence, and semantic meaning in tool development are critical research issues that have been addressed in recent literature. [47-49] However, these procedures need to be more systematically integrated into research designs involving subjects or participants of other cultures.

  The Western medical model of health care service delivery differs from the value orientation of refugee women populations it serves. The impact of this host factor on the health and psychological well-being of its resettled migrant members warrants further inquiry. Additionally, Campbell [12] emphasized that measures of well-being should inform those in a position who make public policy, the nature of social change should also be understood through measures of well-being, and indicators of well-being should respond to life events that are episodic and unpredictable. While the ethnic composition of this country has changed along with the influx of women in resettlement, there has been little progress toward development of needed well-being indicators identified by Campbell over 14 years ago.

  Researchers have used the macro value assumptions of psychological well-being in the conduct of research and in their approach to the health issues of refugee women. The use of Likert-type scales introduces cultural bias and ethnocentricity into research designs. [50] The assumption is that the life experiences of Cambodian refugee women can be adequately measured and described by "frequency," "degree," or "intensity." In reality, the philosophical life views of refugee women do not parallel Western meanings related to frequency, degree, or intensity. Measurement tools that have a more visual and graphic approach to capturing data about the immigrant experience, such as ecomaps, genograms, and culturagrams, are emerging in the psychosocial literature. [51] These diagrams and maps are constructed through the narrative dialogue, stories, and questioning techniques. They assist in the discovery and reconstruction of meaning underlying significant events, relationships, and situations in light of having survived difficulties. [52] Such tools may be more compatible with the Cambodian experience, beliefs, values, and philosophical outlook than existing measurement scales. While measurement tools have adequate reliability and validity in the context of study with Western mainstream populations, they are inappropriate for Cambodian women. They do not capture evolving meanings and change over time related to the lived experiences of Cambodian women in resettlement.
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  REFRAMING MICRO AND MACRO PERSPECTIVES

  This analysis has scrutinized the value assumptions underlying the concept of psychological well-being as individual attribute and as a socially constructed notion. This analysis demonstrates a need for reframing of psychological well-being of Cambodian women in resettlement. At the micro level, instead of applying Western meanings of psychological well-being as identified in the literature, there are other concepts, such as harmony and balance, that more accurately represent the Cambodian woman's perspective. At the macro level, reframing the concept must consider factors in the health care infrastructure that marginalize refugee women's experiences and their explanations of life events.

  Implications for inquiry generate several questions: What is the cultural perspective of well-being, or harmony and balance, in this group of women? How do women describe and identify it? What are the sociocultural expressions of harmony and well-being? What are linkages between psychological well-being and evolving and transitional life experiences within a sociocultural context of resettlement? Implications for theory development point to the need to integrate notions of temporality (evolving development, changing perceptions and insights, life experiences, transitions), culture (values and beliefs), and collaborative interactions (mutual participation in interaction and decision-making related to recovery of health and well-being).
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