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This article presents the Multiphase Model of Psychotherapy, Counseling, Social Justice, and Human Rights as a
culturally responsive intervention model for working with refugee trauma. The model specifically addresses unique
challenges in working with refugees with trauma, taking into account premigration displacement and postmigration
adjustment and adaptation brought about by the increased number of global refugees with high rates of posttraumatic

stress and psychopathology due to war and conflict.
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In 2013, war and persecution created the highest number
of global refugees, 51.2 million people, since World War 11
(United Nations High Commissioner for Refugees [UNHCR],
2014). This is 6 million more than the 45.2 million displaced
people in 2012 (UNHCR, 2014). Thus, the number of refugees
worldwide now equals the entire population of Spain, South
Africa, or South Korea, or more than double the inhabitants
of Australia (Smith-Spark, 2014). The increasing number of
refugees is due to ongoing conflicts, such as those in Syria, the
Central African Republic, and South Sudan (UNHCR, 2014).
Compared with immigrants who chose to migrate to another
country for a better life, refugees have no choice and are forced
to migrate because of massive destruction and devastation in
their communities and countries (Bemak & Chung, 2015).
Often, their departure is sudden with little or no time for plan-
ning or preparation and fraught with uncertainty about their
destination, travel route, and means of travel, forcing refugees
to face threats to their safety and psychological and physical
danger (Bemak & Chung, 2015).

In 2013, there were 1.1 million refugees seeking asylum
in developed countries, with a large number being unaccom-
panied minors (i.e., children separated from their parents;
UNHCR, 2014). Syria had the largest number of asylum ap-
plications with 64,300, followed by the Democratic Republic
ofthe Congo (60,400) and Myanmar (57,400; UNHCR, 2014).
Most refugees continue to come from developing countries
and consist mainly of women, children, and people with
disabilities (Bemak & Chung, 2015). In 2013-2014, a total
of 70,000 refugees were authorized to resettle in the United

States (U.S. Department of State, 2014); these individuals
predominantly came from Iraq, Africa, and Cuba. Given the
unique experiences of refugees, it is critical that counselors are
culturally competent in working with this population. There-
fore, the aim of this article is to present the Multiphase Model
(MPM) of Psychotherapy, Counseling, Social Justice, and
Human Rights, a culturally responsive model of intervention
specifically designed to address the unique circumstances and
mental health needs of refugees, including trauma. To provide
a foundation for using the MPM, we first present an overview
of the refugee experience and challenges encountered during
displacement and premigration, as well as those encountered
during postdisplacement and postmigration. We then examine
how these events affect refugee trauma and provide a descrip-
tion of the MPM.

Overview of Refugee Experiences
and Trauma

Displacement and Premigration Trauma

Given that refugees fear persecution and are forced to invol-
untarily flee their homes to escape intolerable conditions,
displacement and premigration trauma are critical consider-
ations when working with refugees. Premigration events may
be a precursor to psychological trauma and more pronounced
mental health problems and play an important part in refu-
gees’ postmigration adjustment and adaptation (Kirmayer et
al., 2011; Nickerson, Bryant, Steel, Silove, & Brooks, 2010;
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Robjant, Hassan, & Katona, 2009). To work effectively
with refugees with trauma, counselors must acknowledge
and understand the impact of displacement and traumatic
premigration events on postdisplacement and postmigration
adjustment and adaptation (Bemak & Chung, 2014, 2015).

Displacement and premigration situations of war and
conflict may involve witnessing or being subjected to torture,
killings, atrocities, incarceration, starvation/deprivation (e.g.,
food, shelter), rape, sexual assault, and physical beatings.
Many refugees experience multiple traumatic events. Never-
theless, escaping to refugee camps does not guarantee a safe
haven because camps are frequently overcrowded, physically
unsafe, and unsanitary; they also tend to provide poor nutrition
and medical care. Furthermore, violence may create danger-
ous conditions in the camp, compounding already existing
trauma and psychological problems. Studies have found
that refugees, compared with the general U.S. population,
have higher rates of psychopathology, including depression,
dissociation, anxiety, posttraumatic stress disorder (PTSD),
and psychosis (American Psychological Association, 2010;
Arnetz, Rofa, Arnetz, Ventimiglia, & Jamil, 2013; Fazel,
Wheeler, & Danesh, 2005).

In addition, specific groups of refugees are at higher risk
for developing more serious mental health problems and
trauma. These groups include (a) older refugees, who may
be more settled in their ways and may find adjusting to a new
environment more challenging; (b) unaccompanied minors;
(c) single men younger than 21 years who lack familial
and social support; (d) women who are widowed because
their husbands were killed during war; and (¢) women and
girls who were victims of rape and sexual assault during
displacement and premigration (Chung, 2001; Chung &
Bemak, 2002b).

Postdisplacement and Postmigration Psychosocial
Adjustment and Adaptation Challenges

To provide effective treatment, counselors must understand
the impact of displacement and premigration trauma on post-
displacement and postmigration adjustment, adaptation, and
trauma. Forced migration followed by adjustment to a new
environment and culture may engender trauma. Although
refugees receive services such as medical assistance, employ-
ment and training programs, and food assistance, the U.S.
Refugee Resettlement Program prioritizes economic self-
sufficiency. In addition, the United States and Canada are the
only two resettlement countries that require refugees to repay
airfare and transportation costs (Alexander, 2010), which may
add significant pressure to an already stressful situation. In
fact, research has shown a correlation between displacement
trauma and financial burden (Wagner et al., 2013).

Studies have also indicated a significant relationship
between displacement and premigration trauma and postdis-
placement and postmigration daily stressors whereby trauma
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may affect individuals’ successful adjustment and mental
health (e.g., Kirmayer et al., 2011; Miller & Rasmussen,
2010). Lindencrona, Ekblad, and Hauff (2008) described four
resettlement stressors: (a) social and economic strain, (b) loss
of status corresponding with racism and discrimination, (c)
threats and violence, and (d) alienation. Although economic
strain and alienation were found to be significant predictors
of mental illness, the four stressors were predictive of PTSD
symptoms, with premigration and displacement torture being
the strongest predictors. Therefore, the first few postmigration
years constitute a critical period when refugees are challenged
to learn new coping skills and behavioral and communication
patterns while attempting to meet basic needs such as housing
and employment (Bemak, Chung, & Pedersen, 2003). For
example, some refugees may survive displacement and pre-
migration by becoming numb and unresponsive to minimize
feelings associated with traumatic memories of psychological,
physical, and sexual violence (Spahic-Mihajlovic, Crayton,
& Neafsey, 2005). However, this survival strategy may be
incongruous and maladaptive in the resettlement country,
where refugees need to learn new, culturally appropriate
coping strategies (Bemak & Chung, 2014).

Refugees may experience secondary trauma or cumula-
tive trauma during postmigration and postdisplacement
(Akinsulure-Smith, 2009; Finklestein & Solomon, 2009). For
example, many Vietnamese refugees on the Gulf Coast were
retraumatized by the destruction caused by Hurricane Katrina,
which brought back memories of the Vietham War (Bemak
& Chung, 2011). Similarly, some U.S.-based refugees were
retraumatized after the events of 9/11. Also contributing to
secondary trauma is survivor’s guilt (Bemak & Chung, 2014),
which is characterized by relocated refugees’ remorse and
guilt about having family and friends in their home countries
who are still in danger. News of escalating conflict in their
home countries may increase survivor’s guilt as refugees
compare the perilous circumstances facing relatives and
friends with their own safety.

Efficacious acculturation closely relates to a refugee’s
acceptance or rejection of the resettlement country’s rules
and worldviews and may correlate with trauma. Integration
into the new culture may correlate with successful adaptation
(Berry, 2002) and hence diminish trauma. Factors such as
establishing social networks, learning the host country’s lan-
guage, and maintaining one’s cultural identity (e.g., through
culturally based food and music) all contribute to positive
adjustment (Yoon, Langrehr, & Ong, 2011) and may lower
incidences of trauma. Furthermore, refugees may experience
culture shock during resettlement that contributes to exist-
ing trauma and feelings of helplessness and disorientation
(Oberg, 1960; Ward, Bochner, & Furnham, 2001). Often,
these feelings are magnified for refugees from sociocentric
cultures who are adjusting to new reference groups that
may emphasize individualism (Bemak & Greenberg, 1994;
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Bhugra, 2004). These types of experiences play an important
role in integrating one’s culture of origin with the relocation
culture. In summary, successful integration is often dependent
on refugees’ openness to adaptation, development of new
social support systems, identification with new reference
groups, acceptance of new norms and values, and ability to
resolve psychological trauma.

Language, Employment, and Education

Lack of proficiency in the host country’s language, under-
employment or unemployment, and educational background
may hinder refugees’ postdisplacement and postmigration
adjustment and contribute to already existing or newly
developed trauma (Renner & Senft, 2013). Learning a new
language may be challenging and exacerbates frustrations in
adjusting; contributes to culture shock, trauma, and feelings
of helplessness; and raises questions about self-worth and
decreased social status (Bemak & Chung, 2015; Renner &
Senft, 2013; Willott & Stevenson, 2013). In addition, the pres-
sure of becoming economically self-sufficient and repaying
airfare and transportation costs may heighten trauma. Refu-
gees are also confronted with challenges finding work that
matches their training and education (Renner & Senft, 2013;
Willott & Stevenson, 2013), because educational qualifica-
tions and certifications from their country of origin are often
not transferable to their resettlement country. Thus, refugees
may experience underemployment and downward vocational
and socioeconomic mobility (Davila, 2008), as well as dif-
ficulties in employability (Bemak & Chung, 2014; Willott &
Stevenson, 2013; Yakushko, Backhaus, Watson, Ngaruiya, &
Gonzalez, 2008). Vocational difficulties and regulatory barri-
ers to occupational mobility may add to existing trauma and
stress (Renner & Senft, 2013; Willott & Stevenson, 2013).
For example, refugee wives may be forced to work if their
husbands are unemployed or underemployed. This new rela-
tionship dynamic may contribute to conflict regarding gender
roles and the importance of traditional cultural values, which
may result in domestic violence previously absent in their
home country (Bemak & Chung, 2014, 2015).

Changes in Family Dynamics

Family dynamics may change after postdisplacement and post-
migration (Bemak & Chung, 2015). Children acculturate faster
than adults and are sometimes used by parents and service
providers as translators of culture and language. Consequently,
parents must often rely on their children for resource access
and communication (Deng & Marlowe, 2013). As a result of
acculturation, children may also question their parents about
traditional customs and values regarding dating, marriage, par-
ties, curfews, and extracurricular activities (Deng & Marlowe,
2013; Renzaho, McCabe, & Sainsbury, 2011). Furthermore,
traditional ways of parenting, childrearing, discipline, and
punishment may contradict legal practices in the resettlement
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country, creating additional frustration and stress (Bemak &
Chung, 2015; Deng & Marlowe, 2013). Thus, refugee children
may lose confidence in their parents as they witness a transfor-
mation from autonomous and culturally competent caretakers
to depressed, overwhelmed, and dependent individuals who are
trying to learn a new language and customs (Bemak & Chung,
2015; Deng & Marlowe, 2013). In addition, the authority of
the adults may be undermined by familial conflict over tradi-
tional values and practices, resulting in strained relationships
and changes in family dynamics, all of which may compound
already existing trauma (Bemak & Chung, 2015; Deng &
Marlowe, 2013).

The Relationship Between Racism and
Xenophobia and Refugee Trauma

Successful postdisplacement and postmigration adjustment
may be hindered by experiences of discrimination, racism, and
xenophobia, which may contribute to hostility, exclusion, re-
jection, and subsequent refugee trauma (Aydin, Krueger, Frey,
Kastenmiiller, & Fischer, 2014; Kira et al., 2010). The litera-
ture clearly establishes a link between racism, xenophobia,
and mental health problems (Aydin et al., 2014; Nadal, Grif-
fin, Wong, Hamit, & Rasmus, 2014; Priest, Perry, Ferdinand,
Paradies, & Kelaher, 2014). Refugees who are racially and
ethnically different from the majority culture find themselves
at higher risk of experiencing racism and discrimination com-
pared with those who are physically similar to the majority
culture (Berry & Sabatier, 2010). Racism and discrimination
toward refugees related to housing, health care, employment,
professional advancement, home mortgages, and educational
access may manifest overtly or covertly (Chung, Bemak,
Ortiz, & Sandoval-Perez, 2008). Furthermore, the economic
stability in the resettlement country combined with job and
resource competition influences attitudes toward refugees.
Media coverage regarding undocumented migrants together
with the economic stress and changing demographics of
communities may precipitate the blaming of refugees for
unemployment or underemployment and the lack of resources
and opportunities. Therefore, economic difficulty may foster
xenophobia and fear (Bemak & Chung, 2014) and exacerbate
preexisting trauma or precipitate newly developing trauma.

Political Countertransference

Counselors need to be aware of political countertransference,
which Chung, Bemak, and Kudo Grabosky (2011) defined as
a negative reaction toward migrant and refugee populations.
Like all citizens, counselors are exposed to overt and covert
political messages by public and social media (e.g., televi-
sion, newspapers, movies, Twitter, blogs), which may influ-
ence their worldviews. In addition, the current and at times
heated debates about immigration and the updated terrorist
alerts fuel a culture of fear about terrorists and foreigners and
add to refugees’ psychological trauma. The conscious and
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subliminal impact on counselors by these public and social
media messages may affect and inhibit their work with refugee
clients and create political countertransference (Chung et al.,
2008, 2011). For example, the negative media portrayal of
people from Muslim backgrounds, such as their association
with terrorism, may cause a counselor whose family member
died in a 9/11 plane crash to feel anger and resentment toward
Muslim refugee clients and lack empathy for their trauma.
Consequently, counselors must be aware of their reactions to
politically charged issues related to migration and refugees.

Impact of Culture on Refugee Mental
Health and Trauma

Counselors should understand how culture affects refugees’
manifestation and conceptualization of mental health and
trauma, help-seeking behavior, and treatment expectations
(Chung & Kagawa-Singer, 1995). For example, African
refugees who believe that deceased ancestors provide wisdom
and guidance may present with symptoms of head pain or
insomnia, which they believe are caused by upset ancestral
spirits (Bemak & Chung, 2015). Accordingly, counselors
should seek the help of individuals who respect and honor
their clients’ cultural belief system, such as traditional heal-
ers, in order to communicate with ancestors to establish the
cause of the problem and heal their trauma. Although similar
complaints and traumatic reactions are found across cultures,
symptoms differ and may be attributed to different causations
(e.g., Chung & Kagawa-Singer, 1995), making it important
for counselors to understand and accept the complexity and
influence of culture on refugee mental health and trauma.
Hence, counselors must acknowledge and be aware of
cross-cultural errors in under- or overdiagnosing symptom-
atology and use culturally responsive therapeutic interven-
tions and strategies to deal with trauma that correspond to
refugees’ cultural worldviews and beliefs (Bemak & Chung,
2014). For example, because Cambodian refugees often
somaticize their PTSD symptoms (Hinton, Kredlow, Pich,
Bui, & Hofmann, 2013), using solely Western assessments
will not accurately capture and interpret this set of somatic
symptoms (Rousseau, Measham, & Nadeau, 2013). There-
fore, counselors must be aware that Western individualistic
cultural models may conflict with refugees’ belief systems
that are rooted in collectivistic cultures; may interfere with
trauma work; and may inhibit working from a framework
that focuses on interpersonal relationships, social networks,
interdependence, and a holistic approach to healing.
Culture also affects help-seeking behavior (Chung & Lin,
1994). Because of the severity of refugee trauma, there is a
great need for culturally responsive mainstream mental health
services despite refugees’ preference to seek help that is con-
sistent with their traditional cultural beliefs and practices, such
as the use of herbs, shamans, and witch doctors. However,
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refugees’ utilization of mainstream services is often a last
resort and pursued only after exhausting all other cultural
treatment modalities (Chung & Bemak, 2012). Thus, when
refugees do access mainstream mental health services, they
may present with severe symptoms and trauma and already
be using traditional healing interventions (Chung & Lin,
1994). Refugees also hesitate to seek help from mainstream
services because of providers’ cultural insensitivity, which
has been well documented and results in high dropout rates
and premature client termination (e.g., S. Sue, Fujino, Hu,
Takeuchi, & Zane, 1991); language difficulties, which are
often compounded by mental health services’ lack of transla-
tors or ineffective translators (Bemak et al., 2003; Kim et al.,
2011); and accessibility and cost (Wagner et al., 2013; Wu,
Kviz, & Miller, 2009).

Using the MPM to Treat Refugees
With Trauma

To be effective when working with refugees with trauma,
counselors must understand change, loss, displacement,
trauma, and transition within the refugee’s historical, socio-
political, cultural, and psychological context. The MPM in-
corporates these issues using constructs of other trauma-based
models, such as Briere and Scott’s (2015) humanistic trauma
approach; the New Haven Trauma Competency Group’s
(2014) competencies for trauma assessment and interventions;
McLean and Foa’s (2013) exposure therapy; Herman’s (1997)
triphasic model; the U.S. Department of Veterans Affairs and
U.S. Department of Defense (2010) clinical practice guide-
lines; Beck, Coffey, Foy, Keane, and Blanchard’s (2009) group
cognitive behavior therapy; and Meichenbaum’s (1996) stress
inoculation approach. In addition, the MPM incorporates the
framework of the Multicultural Counseling Competencies
(Arredondo et al., 1996, D. W. Sue, Arredondo, & McDavis,
1992), which provides a structure to comprehend the complex-
ity of the refugee experience, including past (displacement
and premigration) stressors, present (postdisplacement and
postmigration) stressors, trauma, psychological adjustment,
adaptation challenges in acculturation, and cultural conceptu-
alizations of mental illness and healing. Fundamental in using
the MPM is personal awareness and understanding of the re-
lationship between trauma and political countertransference,
refugee cultural identity, and the interaction between pre- and
postmigration (Bemak & Chung, 2015; Chung et al., 2011).
In addition, cross-cultural empathy, or working with people
who are different from one’s own ethnocultural group (Rasoal,
Jungert, Hau, Stiwne, & Andersson, 2009), is a critical skill
when working with refugee trauma and requires incorporating
the sociopolitical and ecological context of refugee clients
(Chung & Bemak, 2002a; Draguns, 2007). Being unaware
of these issues frequently leads to misdiagnoses, premature
termination by refugee clients, and even harmful treatment
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and fosters psychological colonialism (Bemak & Chung,
2011). (See Bemak & Chung, 2015, for a comprehensive
description regarding the development of the MPM.)

The MPM provides a psychosocial model that comprises
affective, cognitive, and behavioral interventions; incor-
porates resilience and prevention; and is rooted in cultural
foundations and community and social processes. Within the
MPM, there are five phases: (a) mental health education; (b)
individual, group, and/or family psychotherapy; (c) cultural
empowerment; (d) indigenous healing; and (e) social justice
and human rights. The counselor determines when and how
to use each of the five phases; therefore, phases may be used
concurrently or sequentially. The MPM requires a reconceptu-
alization of the counselor’s role as a helper without requiring
additional resources or funding.

Phase |: Mental Health Education

Often, refugee clients have little or no knowledge about the
counseling process. Therefore, Phase I of the MPM is focused
on educating refugee clients about counseling practices and
interventions. Therapeutic practices that counselors take for
granted, such as intake procedures, interpersonal dynamics
in the counseling process, self-disclosure, confidentiality, the
interpreter’s role, or time boundaries, may be peculiar notions
for refugees. Accordingly, in Phase I, counselors should
explain to the individual, family, or group about the MPM
and respective roles and expectations in the client—counselor
encounter. Because refugee displacement, premigration,
and trauma may foster mistrust and uncertainty (Majumder,
O’Reilly, Karim, & Vostanis, 2015; Ni Raghallaigh, 2014),
it is critical in Phase I that counselors establish a working
alliance that builds trust and safety (Bemak & Chung, 2015;
Kruse, Joksimovic, Cavka, Woller, & Schmitz, 2009) while
using cross-cultural empathy that incorporates acceptance,
intellectual understanding, and skills (Chung & Bemak,
2002a). Although Phase I is always explained in the first
counseling session, it may be reintroduced at later points in
counseling as needed.

Phase II: Individual, Group, and/or Family
Psychotherapy

Phase II is based on culturally responsive individual, group,
and family counseling interventions that incorporate cultural
norms and practices into the healing process. Because refu-
gees are typically unfamiliar with Western psychodynamic
practices and consider counselors to be professional experts,
counselors may sometimes need to be more directive and
active during counseling (Bemak & Chung, 2014). In addi-
tion, for many refugees, Western psychotherapy’s emphasis
on autonomy and independence is in direct contrast to the
reliance and strength they gain from their families and com-
munities (Bemak & Chung, 2015; Hong & Domokos-Cheng
Ham, 2001).
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Cross-cultural therapeutic skills. To be culturally respon-
sive, counselors should use specific intervention strategies
while addressing refugee trauma (Bemak & Chung, 2015).
Heightened active listening is one such strategy (Lindy, 2012).
Although active listening is basic to counseling, working
with refugee clients with trauma requires an intensified level
of active listening to hear and understand painful traumatic
experiences within a cultural framework. Other cross-cultural
therapeutic skills for trauma work include (a) interpreting ac-
tions, feelings, and experiences from a cultural perspective;
(b) culturally understanding the quality and nature of verbal
interactions between client and counselor; (c) considering
the verbal and nonverbal context of communication across
cultures; (d) knowing about the interrelationship of somatic
and physical symptoms with refugee psychological distress
and trauma; and (e) having an ability to integrate culturally
responsive healing methodologies, such as metaphor, imag-
ery, myth, ritual, narrative therapy, dreamwork, gestalt, role
playing, psychodrama, and storytelling (Bemak & Chung,
2015; Schottelkorb, Doumas, & Garcia, 2012). In addition,
cognitive behavior interventions are helpful when work-
ing with refugee trauma (Duarte-Velez, Bernal, & Bonilla,
2010; Schottelkorb et al., 2012), as is existential counseling
(Parthasarthi, Durgamba, & Murthy, 2004). For example, the
ability to assimilate displacement and premigration trauma
and cultural losses into current experiences was found to be
helpful in assisting African refugees in Egypt to cope with
daily stressors (Henry, 2012).

Sociopolitical context. When working with refugees with
trauma, counselors must consider the impact of the refugees’
sociopolitical background on their current psychological
functioning. In many instances, refugees flee their countries
because they are subjected to aggressive intrusions by gov-
ernments and authority figures, creating fear and distrust that
contribute to their trauma (Bemak & Chung, 2015). During
displacement and premigration, daily survival requires being
hypervigilant about the motives of those seeking personal
information. Therefore, personal questions asked by coun-
selors may trigger traumatic memories and be perceived as
threatening. Given that counseling requires self-disclosure
and interpersonal intimacy, counselors must be sensitive to
the refugee client’s history when asking personal questions
and probing. Counselors can cultivate trust by keeping in
mind the impact of the client’s experiences on the therapeutic
relationship. To illustrate the importance of understanding
refugee clients’ sociopolitical context, we provide the fol-
lowing example:

A Sudanese woman presented with blunted affect and a high
level of mistrust and was unable to express her personal feel-
ings or thoughts. During counseling, she revealed that, in her
home country, she had watched several men beat and murder
her younger brother while she was hiding. She felt powerless to
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act and knew that she would be killed if she tried to defend her
brother. In listening to the woman’s story, the counselor was able
to understand her trauma through the lens of her sociopolitical
background and contextualize her mistrust.

Collectivistic culturally responsive therapeutic interven-
tions. Collectivism is based on the principle of placing greater
emphasis on the group (e.g., family, community) than on
individual interests and needs. Individuals from collectivistic
cultures tend to value cooperation, interdependence, social
connectivity, collective group identity, and cooperative group
decision making (Hofstede, 2001; Triandis, 2001). The MPM
aims to foster adjustment, interdependence, and healing
from trauma and psychological distress with an emphasis on
collectivistic cultures. This focus on collectivistic cultures
is based on a report by the UNHCR (2014) identifying the
top 10 countries of origin for refugees: Afghanistan, Syria,
Somalia, Sudan, the Democratic Republic of the Congo, Iraq,
Colombia, Vietnam, and Eritrea. The collectivistic cultural
backgrounds of refugees from these countries are consis-
tent with the cultural backgrounds of most contemporary
refugees. Given the preponderance of refugees coming from
collectivistic cultures, the MPM highlights group, family,
and community interventions as culturally responsive for
refugees. Therapeutic factors in group work that are applicable
to working with refugee trauma include corrective emotional
experiences, altruism, universality (Yalom, 2005), and love
(Bemak & Epp, 1996). The merits of social support and group
counseling with refugees have been acknowledged (e.g.,
Bemak & Chung, 2014; Stansfield, 2006), and the sharing of
stories and social engagement have been found to be highly
effective interventions for addressing refugee stressors and
trauma (Ehntholt, Smith, & Yule, 2005; Goodkind, Githinji,
& Isakson, 2011). Thus, group counseling is highlighted in
Phase II and extends to psychoeducational group sessions in
Phase I and cultural empowerment groups in Phase I1I. Phase
II groups enable refugees to heal by sharing their stories, ex-
ploring coping strategies, and having an opportunity to assist
other refugees experiencing similar difficulties (Akinsulure-
Smith, 2009; Bemak & Chung, 2015).

Strong family ties and the demands on entire refugee
families to adapt are conducive to making family counseling
another important Phase II intervention for refugee trauma.
In using this therapeutic intervention, counselors emphasize
the social support network through family work that examines
changing family dynamics and roles related to displacement,
migration, interpersonal dynamics, communication, and re-
lationships. Accordingly, counselors must be knowledgeable
about the traditional family relationships and values in the
refugees’ cultures of origin. Studies have shown that multi-
group and multifamily treatments are effective (Lacroix &
Sabbah, 2011) when there is an emphasis on reconstructing
family, social, and community supports and networks within
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the context of cultural traditions that aid with trauma work and
build on strength and resiliency rather than vulnerabilities.
Given the unique challenges in working with refugee fami-
lies and trauma, counselors must work collaboratively with
other mental health and social service providers to develop
a wraparound, integrative approach with refugee clients and
their families (Rousseau et al., 2013).

Phase llI: Cultural Empowerment

First defined by Solomon in 1976, cultural empowerment
refers to clients’ ability to connect with their own power to
advocate for themselves and overcome cultural barriers. Phase
111 of the MPM helps refugees gain environmental mastery
that supports healing trauma. For example, many counselors
often find themselves working with refugee clients who are
more concerned with mastering skills to adapt to their new
community than with addressing their psychological prob-
lems. Thus, it is important, as a component of psychotherapy,
that counselors first resolve their clients’ practical problems
and frustration regarding access to services and resources,
such as those related to education, language training, social
services, housing, medical care, employment, and transporta-
tion (Bemak & Chung, 2014). This approach requires coun-
selors to be familiar with the challenges of acculturation and
incorporate case management—type assistance into counseling
that fosters client empowerment.

It is important to note, however, that counselors using the
MPM are not expected to assume the role of the client’s case
manager; rather, the goal is for counselors to become a cultural
systems information guide, who helps the refugee client locate
relevant information that supports his or her adjustment and
alleviates trauma. Examples of interventions include reviewing
school and work holidays with the client, determining the best
public transportation routes and schedules to travel to work, role
playing a meeting with a social services official, and practicing
how to do a job interview. The counselor may need to periodically
revert to Phase Il during extended counseling sessions with a
long-term goal of helping refugee clients develop and master
skills to succeed in the new culture, thus diminishing trauma
and psychological distress. An important dimension of cultural
empowerment in the MPM relates to helping refugees handle
experiences of discrimination and racism in the resettlement
country (Dietz, 2010), because some refugees come from racially
homogeneous societies and have little or no experience with
racial, ethnic, or cultural diversity or familiarity as an ethnocul-
tural minority. In addition, economic and political trends and
subsequent changes in federal and state laws and policies
may lead to increased hostility toward refugees, resulting
in scapegoating and discrimination. Therefore, counselors
must maintain up-to-date information about policy changes and
understand the effects of individual and institutional racism and
discrimination on refugee trauma, while helping refugees explore
strategies to handle these experiences.
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Phase IV: Indigenous Healing

Phase IV of the MPM outlines how to integrate Western and
indigenous healing methodologies. According to the World
Health Organization (2003), combining Western and indig-
enous healing practices produces better therapeutic outcomes.
Nevertheless, indigenous practices that may be successful in
refugees’ cultures of origin are often disregarded by West-
ern mental health professionals. The MPM emphasizes the
importance of incorporating home country—based healing
practices into Western-based counseling. Still, counselors
must be mindful that not all indigenous healers are legitimate,
nor are all indigenous healing practices effective or relevant.
Accordingly, counselors should assess the credibility and
capability of indigenous healers before incorporating them
in treatment partnerships. To illustrate cooperative treatment,
we provide the following example:

A counselor was working with a Sudanese widow who was
having problems within her community as a result of her
jealousy and resentment toward other Sudanese women whose
husbands were still alive. Knowing that the woman was a devout
Muslim and that a cornerstone of her religious belief system
was generosity, fairness, and honesty toward other Muslims,
the counselor referred her to the local imam. The imam in-
structed the woman to repeat special prayers while continuing
weekly sessions with the counselor. In counseling, the woman
described the impact of the prayers and the importance of meet-
ing with the imam. For the client, the balance of traditional
Islamic practice and counseling was extremely helpful and led
to a more open and trusting relationship with the counselor.

Phase V: Social Justice and Human Rights

Counselors should keep in mind that refugees may also have
experienced human rights violations in their countries of
origin, including torture, imprisonment, beatings, and rape.
Thus, Phase V of the MLM addresses social injustices and
potential human rights violations encountered by refugees.
Similar to the other MPM phases, Phase V is not a discrete
phase, but is imbued throughout the various other MPM
phases. Embedded in this phase is a social advocacy role
for counselors that underscores basic human rights affecting
psychological well-being and trauma. Counselors in Phase V
are proactive in addressing human rights violations and social
injustices, including unequal access to resources, services, or
opportunities; health, housing, and employment discrimina-
tion; and prejudicial treatment in the legal and educational
systems. The premise of Phase V is that counselors must also
address the ecological social justice and human rights factors
that affect refugee clients’ trauma and mental health, with the
aim of improving the conditions of their daily lives (Chung
& Bemak, 2012). For example, a counselor heard from an
Ethiopian refugee high school student that other students
repeatedly threw food at her during lunch and called her
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names. Using the MPM, the counselor not only discussed the
student’s reaction to the discrimination and coping strategies
to handle the situation, but also contacted school adminis-
tration to proactively change the situation for all students in
similar situations. Examples of counselor social justice work
in Phase V include (a) educating clients about their rights;
(b) assisting clients, their families, and their communities to
speak out and stand up for equal treatment and learn how to
access resources and opportunities; (c) changing policy and
legislation by writing to legislators and speaking at public
hearings; and (d) educating colleagues and other helping
professionals about refugees’ experiences and the sociopo-
litical, historical, and cultural influences on their lives. The
social justice and human rights work is integral to the MPM
and important in the healing of refugee trauma.

Conclusion

Providing counseling to address refugee trauma is complex
and requires understanding the psychological, cultural, so-
ciopolitical, historical, ecological, and economic dynamics
that contribute to the refugee experience. The premigration
displacement experience of refugees creates significant
disruption, chaos, psychological distress, and trauma. Post-
migration resettlement also presents momentous challenges
and may exacerbate premigration trauma. To effectively
address refugee trauma and psychological distress, we have
proposed the MPM of Psychotherapy, Counseling, Social
Justice, and Human Rights, a five-phase intervention approach
that integrates culturally responsive Western psychotherapy
with indigenous healing methods, cultural empowerment,
psychosocial interventions, and social justice/human rights.
Effectively implementing the model requires that mental
health professionals have a clear understanding of refugee
premigration trauma, issues in postmigration adaptation,
the influence of dominant cultural and political values on
refugees, and familiarity with human rights issues as they
pertain to refugees. Future research is recommended that
investigates the short- and long-term outcomes of the MPM
and its specific application to refugee populations.
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