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Abstract

Literature in the fields of education and psychology focuses on cognitive and linguistic
development and/or rehabilitation for individuals overcoming Post Traumatic Stress Disorder
(PTSD). Some refugee students dealing with PTSD are also English language learners (ELLs).
Not only may refugee ELLs need to manage living with PTSD, but they also need to
simultaneously master English as a second language to succeed in school. From the spectrum of
strategies and therapies for PTSD, it was the goal of this study to investigate what methods may
work best specifically with individuals who are refugee ELLs. The purpose of this study was to
contextualize (in a specific urban school district) which approaches work best in for these ELLs
in the opinions of teachers, therapists, counselors, and administrators. Using a snowball sample,
professionals working with refugee ELLs who may be suffering from PTSD were interviewed.
Results and implications for those people working with this unique group of students will be
discussed.
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Introduction

The U.S. resettles up to 75,000 refugees per year (Sutner, 2004). Out of approximately
12, 000,000 refugees worldwide, almost half are children (Szente, Hoot, & Taylor, 2006)). In
American cities, organizations such as Catholic Charities and Jewish Family Services aid in the
resettlement of families from diverse countries, such as Rwanda, Liberia, the Ivory Coast,
Ukraine, Kenya, Sudan, Somalia, Afghanistan, Ethiopia, Iran, and Iraq (Szente et al., 2006).
Children and their families, who have been witness to wars and suffered persecution, or extreme
poverty, may have incurred some psychological scars. These families have special needs in
adjusting to American culture and thus need inclusive and sheltered instruction that teaches not
only the whole child, but teaches whole families adaptation to their new home and environment,
especially concerning language acquisition and comprehensible instruction and support.
Post Traumatic Stress Disorder (PTSD) presents numerous challenges for refugees who
are English language learners (ELLs). Having an inability to effectively communicate in a
different environment may compound difficulties and emotional trauma for individuals who are
refugees (Hamilton and Moore, 2004). Therapies and strategies are vital for lowering the
affective filter or anxiety levels of a refugee student in order to be able to learn enough of the
English language in order to function and survive in American schools and society. The function
of language is imperative in the process of adaptation, especially as adults and children alike are
at risk for mental health disorders and academic needs and/or dysfunction (Hamilton and Moore,
2004). By examining strategies, and therapies developed through studies and programs dedicated
to address the needs of individuals with PTSD, numerous implications arise for teaching ELLs
who are refugees in accommodating ways.
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Purpose
The purpose of this study was to survey professional opinion on current therapies and
strategies being used in purposively selected schools in an urban district to treat ELLs whom are
refugees suffering from PTSD. One of the goals was to better understand the specific needs and
corresponding resources available for refugees in an urban area, and for those preparing to work
with this population as teachers of English to speakers of other languages. Teachers are often not
trained to recognize symptoms of PTSD and this, corresponding with a lack of funding for
interventions, results in many children not getting attention or treatment (Sutner, 2004).
By interviewing therapists, counselors, and teachers, professional opinion was collected
regarding current therapies and strategies available for supporting and teaching ELLs in recovery
from PTSD. Semi-structured interview questions were based on research in the literature review
organized into three main components; refugees and asylum seekers who are English Language
Learners (ELLs), strategies & therapies (for PTSD) and how PTSD corresponds with second
language acquisition), as well as a section concerning the socio-cultural context that contributes
to how people become refugees and cope with all that contributed to the construction of their
identity as such.
This particular study examined literature concerning refugees, PTSD, and therapies and
strategies related to successful treatments for PTSD, and English as a second language. The
researcher’s hypothesis was that professionals in the field will reveal that individuals respond to
trauma as differently as they respond to treatment. Certain strategies or therapies might work
better for some than for others. Perhaps multiple attempts or a combination of approaches will be
necessary for finding an effective treatment, particularly for refugee ELLs with PTSD. This
study contextualizes the struggles faced in the classroom from a global perspective, while also
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going into a local urban school district in order to survey and interview professionals (teachers,
counselors, etc.) who teach and aid refugees in resettlement and acclimation to a new
environment. There are numerous socio-linguistic and psycho-linguistic factors that are crucial to
understand in order to sensitively provide effective support and instruction that can be both
strategic and therapeutic.
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Literature Review

I. Refugees and Asylum Seekers in the U.S.
The lack of control which refugees experience often includes a loss of culture and
identity, making adaptation a difficult and even traumatic experience in itself (Lowen, 2004).
Asylum seekers may fear that they will be forced to repatriate to a country of origin, in addition
to insecurity in domestic, financial, and social situations (Nicholl and Thompson, 2004). Those
who are asylum seekers are individuals who “applied for recognition as a refugee in another
country, and is awaiting a decision on their application” (Nicholl and Thompson, 2004, p. 352).
Refugees alternatively have been granted immunity to deportation and are often aided in
resettlement programs by non-governmental organizations (NGOs) (Nawyn, 2010). It is
important to recognize that refugees are not and should not be considered a “monolithic
community” and diversity in levels of education, social status and religiosity exist within the
grouping (Lowen, 2004, p. 48).
According to Westernmeyer and Wahmanholm (1996):
“Refugee children and adolescents can develop negative individual, family and ethnic
identities in association with rejection by their own homeland; downward social mobility
or acculturative failure in parents; minority status in the resettlement country; harassment
or rejection by the majority society, and other survival skills; absence of language
training…”(p. 99).

a. ELLs who are Refugees
Often, due to a lack of English language skills, refugees are set up for “schools specific
risk factors” attributed to academic stress in addition to post-traumatic stress (Sharp, 2001, p.

STELLAR

10

17). School success often may be compromised due to the effects of trauma and stress that
children endure commonly during migration from their homelands…amplified by poverty and
the process of acculturation (Sharp, 2011). “The pervasive task of acculturation as superimposed
on all issues related to school adjustment” from cultures to values and norms, schools have a
context all their own (Sharp, 2011, p. 5-6). There is a vital role for teachers, and especially “ESL
teachers may provide especially critical supports” often as the primary source of contact for
refugees with “majority culture” individuals (Sharp, 2011, p. 6).
It is imperative to value the home culture and support students’ first language if possible,
especially in concern for refugee children who are under five years of age according to Rutter
and Hyden (1998). They say that children should be “encouraged to use their first language with
other children, their teachers and at home” (Lowen, 2004, p. 48). However, according to Sutner
(2004) refugee students need more than simply bilingual education, including intensive English
instruction in literacy and math before being transferred into bilingual education classes. The
National Child Traumatic Stress Initiative was created in 2001 to distribute funds by the U.S.
Department of Health and Human Services and has since distributed over $30 million, yet school
systems are still often underequipped to serve the thousands of refugees who are settling in the
face of challenges such as learning a new language, fitting into a new culture and social circle, as
well as dealing with psychological issues (Sutner, 2004). This is an especially sensitive issue
when it come to using interpreters, as “the patient – interpreter relationship can be different when
the patient is a child rather than an adult. From the child’s perspective, transference may involve
distrust, fear of being judged, or loss of confidentiality through the interpreter to the parents
(Westernmeyer & Wahmanholm, 1996, p. 93).
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The role which children often play as interpreters themselves for their parents may
compound their stress levels, in addition, “because many adults in the community speak little
English and have had limited experiencing with formal schooling, they entrust their children to
make decisions for them about the education of the other children” (Roxas, 2008, p. 5). The
findings of Roxa’s study confirmed that children were serving their families in adjustment to life
in the U.S. in multiple capacities, creating tremendous pressure on these children on a daily basis
in public and private realms. The disconnect which families felt from schools caused them to
reach out to home tutors, community centers, etc. for information about the public school system.
Roxas stresses that ‘even though the official discourse of most school policies and teacher talk in
the U.S. public schools is to welcome refugees, many schools lack necessary English as a Second
Language (ESL) programs or teachers,” which becomes one more problem for refugee students
and their families (p. 3). The results of this adversity include feelings of rejection, isolation,
lower scores on standardized tests, high drop-out rates, and anti-social behavior, but conversely
also such coping skills such as community networking.

II. Post Traumatic Stress Disorder (PTSD)
PTSD is defined by the American Psychological Association as a set of symptoms, which
appear after being involved in a traumatic experience, leaving the individual helpless feeling and
afraid, with symptoms occurring for longer than one (Fernando & Medlicott, 2009). It is a
condition that can cause a range of symptoms including flashbacks, sleep disorders, depression,
and emotional numbing (Sutner, 2004). In the words of Fernando & Medlicott “The concept of
trauma in psychology refers to responses to dangerous and shocking events which shatter ones
sense of security and overwhelm normal resilience to adversity” (2009, p.187). Underlying
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psychosocial factors such as political turmoil, social uprooting, and overexertion contribute to
PTSD (Benedict, Mancini & Grodin, 2009). PTSD is often a precursor of “giving up/given up
complex’ an emotional frame of mind that facilitates disease” (Benedict, et. al., 2009, p. 490).
PTSD syndrome is described in terms of three main symptom clusters; intrusive
symptoms, avoidance symptoms, and symptoms over arousal (Nicholl & Thompson, 2004).
These clusters are based on Western studies and thought, “although similar symptoms may exist
in different cultures, they do not necessarily have the same value or meaning, for example in
some cultures dreams of the dead are perceived as positive and comforting…cultures vary in
their understanding of what constitutes ‘normal’ emotional expression” (Nicholl & Thompson,
2004, p. 353). PTSD could also be associated with ‘Cultural Bereavement’ a term coined by
Eisenbruch in 1991 to describe the uprooted nature of refugees resulting in a “loss of social
structures; cultural values and self identity…requires a specific form of cultural construction and
therapeutic help, within the framework of a person’s subjective experience of monumental loss”
(Frater-Mathieson, 2004, p.25).
Symptoms of traumatized refugees identified by one bilingual teacher include silence, anger,
and self-isolation (Sutner, 2004). It is important to consider that guilt and shame that goes
unprocessed can be exhibited as anxiety regarding self-disclosure, embarrassment and feelings of
unworthiness (Frater-Mathieson, 2004). PTSD is a treatable condition, but one that must be
confronted; “if you know what to expect when confronting your memories, you’ll be better able
to tolerate the anxiety that goes along with them” (Simpson & Simpson, 1997, p.3). Although
depression may be a symptom associated with PTSD, it should not merely be medicated, nor can
the anger simply be buried, but that reason for outrage over social justice issues be
acknowledged and affirmed in order to proactively process and move on from traumatic events
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(Simpson & Simpson, 1997). Coming from one war zone to another results when;
“(Refugees) flee to insecure places within their home country or to adjacent
regions…affected by war and terror. In addition to living with violence, many of
these refugees are also living in poverty dependent on human aid, and suffering
from malnutrition” (Neuner et al., 2004, p. 579).
This situational or cyclical poverty can affect the ability of parents to adequately provide for
their children. Often it becomes the responsibility of schools or individual teachers to make sure
that students basic needs, in order for “The treatment for psychological problems can hardly be
addressed as long as the basic needs of nutrition and safety are pressing” (Neuner et al. 2004, p.
579), from shelter to support.

Teachers, counselors and therapists may need to provide

emotional support in order to convey that schools are a safe space where there is freedom to
study, develop skills, practice a religion or an art without fear of consequence or persecution.

PTSD and the Brain
When PTSD is accompanied by Mild Traumatic Brain Injury (MTBI), long term physical
and cognitive problems are often experienced by persons who also describe a feeling of “loss of
self” and ambiguous identity in addition to possible auditory and visual loss which can aggravate
the subjects sense of unreality, causing social withdrawal (Landaw & Hisset, 2008, p. 69). A
study was conducted to test the hypothesis that “In the situation of systematic ambiguous loss
due to MTBI, the higher the perceptions of identity ambiguity on the part of the partner and/or
family, the higher the incidence of relational breakdown and subsequent separation or divorce”
Landaw and Hisset (2008) focused on bio-psychosocial themes of survival and resilience. They
found that diagnosis reduced ambiguity and “Early assessment, diagnosis and intervention by a
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collaborative intervention team including family systems therapy, can effect major change in
reducing patient and family suffering (Landaw & Hisset, 2008, p. 83). The authors emphasized
the importance of a holistic approach to healing and rebalancing through collaboration, which
can be extended to treating PTSD.

Effect of Trauma on Dream Content and Memory
It is normal for PTSD to manifest itself in post-traumatic nightmares and bad dreams,
commonly experienced by children and adults alike, after traumatic exposure, with the
probability increasing based on the severity of witnessed or experienced threat (Valli, Revonsuo,
Palkas, & Punakmaki, 2006). According to the aforementioned authors,
“Dream content is constructed by automatically selecting traces from long term memory,
and the memory traces with the highest relative saliency are chosen for simulation.
Saliency refers to the degree of emotional charge and to recency of encoding and
reactivation of memory.”
Researchers tested the Threat Simulation Theory (TST), which explains how dreaming is
in effect a “repeated nocturnal rehearsal of the neurocognitive mechanisms involved in threat
perception and threat avoidance” (Valli, et al, 2006, p. 64). Their hypothesis was that real or
perceived threats would activate higher frequency of dreams in traumatized children than nontraumatized children. They found that children with severe trauma in accordance with their
hypothesis recalled more of their dreams and that there was a correlation between stressful
events and ability to recall dreams.
Remembering events and details strengthens the ability to recall the memory, however,
other aspects of that same event may be “automatically suppressed, a phenomenon known as
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retrieval-induced forgetting (e.g., Anderson, Bjork, & Bjork, 1994)” (Koessler, et al., 2010, p.
71). Koessler and his associates predicated that the diagnosis of PTSD will result in prior, short
term-memory capacity. In order to test this hypothesis, ‘a language-free recognition memory –
based pictorial retrieval- induced forgetting paradigm was created”(Koesslar, et al., 2010, p. 72).
This study consisted of three phases in order to study cognitive effects of PTSD over time. The
findings revealed that across cultures poor memory performance was found in severely
traumatized individuals, comparatively to those exposed to similar traumas, who did not develop
PTSD. This can in part be attributed to extremely high levels of cortisol and/or adrenaline, which
can be neurotoxic; “reduced hippocampal volumes are assumed to be related to impaired
episodic memory, primarily regarding the ability to bind individual details to context cues which
is the very ability that retrieval induced forgetting depends on” (Koessler, et al., 2010, p. 72).
Implied is that people with trauma may not be able to freely recall the events which dictated the
paths of their exodus and reasons for becoming a refugee.
a. Second Language Acquisition and PTSD
Processing Trauma
According to Elbert, et. al (p. 167, 2011) “Aversive pictorial material is differentially
processed in visual as well as frontal and limbic areas of the traumatized brain.” This process
involves Broca’s area “the part of the brain that translates personal experience into language”
which consequently loses the capacity to interpret trauma (Naparstek, 2004, p. 157). “The Right
Brain Connection” as explored by brain expert Bruce Perry, reveals that the traumatized brain “is
compelled to train its focus from language and instead focus on nonverbal danger cues”
(Naparstek, 2004, p. 157). Naparstek uses this information as affirmative evidence that imagery
and calming voice tones, soothing music and symbolic representations can reduce anxiety,
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depression, lower blood pressure and ultimately “settle down hyper vigilant brain functioning”
ultimately allowing higher order thinking skills such as language processing and acquisition
(2004, p. 157).
Neural pathways in the brain are altered by traumatic events or experiences and this often
has an adverse affect on a person’s ability to process information (Gordon, 2011). In an
ethnographic study of Laotian refugee women and interviews with bilingual mental health
professionals, careful attention was paid to second language acquisition as well as cross-cultural
perspectives concerning the impact of trauma on learning. It was found that there were many
implications for ESL instructors and classroom applications due to the fact that trauma affects
the cognitive functioning of the brain (Gordon, 2011). “Because trauma survivors often deal with
anxiety and eroded self-confidence, research on the neuroscience of learning and the role of the
affective filter are particularly important for traumatized learners”, which brings Krashen’s 1982
hypothesis into play (Gordon, 2011, p. 4). Although back in the early 1980’s this idea may have
lacked credibility due to an absence of empirical evidence, “Neuroimaging and neurotransmitter
studies demonstrate that under stress, information is blocked from entering the brain’s areas of
higher cognitive memory consolidation and storage” (Gordan, 2011, p. 4). Often families lack
the language for loss and coping with loss in their existing patterns of communication and thus
become susceptible to frustration and resulting stress (Hamilton and Moore, 2004).
Professor of child psychiatry Syed Arshad Hussain, who conducted “a study of Bosnian
adolescents who survived the siege of Sarajevo in 1994” found that “ girls were more likely to
develop symptoms of PTSD” (Sutner, 2004 p. 70). He attributed this observation to “three
possible reasons why: girls tended to internalize their feelings more than boys did; they were
more socially sheltered in a macho culture before the war and therefore more traumatized by the
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outbreak of violence; and that particular war sparked daily fear of sexual assault (Sutner, 2004, p.
71). According to Dorris Warriner (2009) discourse concerning resettlement of refugees and
second language acquisition (SLA), there is little attention paid to the experiences of women or
girls. Many women who resettle “challenge stereotypical descriptions” that learning English and
working hard is all that is necessary for getting by (Warriner, 2009, p.279). Second language
learning is influenced by gender and often stereotyped or limited due to it. For instance in a study
by Ellis (1994) females were found to be better at second language learning than males, where as
in another study increased pre-migration education was found to be associated with male Hmong
refugees (Lowen, 2004). This is important for consideration, due to individual differences and
accommodations, which support different learning styles for each student, without stereotyping
gender roles and abilities, which precede and often influencing the outcome.
Those individuals who have PTSD may show “deficits in emotional experience and
expression” a condition referred to as alexithymia (Frewen, et al., 2008, p. 173). The hypothesis
made in Frewen’s study was that “Psychometrically defined individual differences in
alexithymia were predicted to correlate positively with PTSD symptomology, in particular
reexperiencing, avoidance, emotional numbing, hyperarousal, and dissociative symptoms”
(2008, p. 173). Neuroimaging with one hundred and five patients with PTSD and forty five nonpsychiatric controls while they described memories with sensory details found consistency with
their initial hypothesis that correlates verbal awareness with ability to monitor and not be
overwhelmed by emotional reminders of post traumatic stress (Frewen, et al., 2008). The
question here, concerning ELLs is, are students experiencing this condition, or is it that they are
in ‘the silent period’ and still processing the language? It would be critical to find out if they had
trouble expressing themselves in their home language as well as in English.
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III. Therapies Commonly used for PSTD
a. Narrative Exposure Therapy (NET)
Exposure Therapy is where the patient repeatedly talks about the worst traumatic event,
which is often difficult for the individual to determine. NET was developed based on Testimony
Therapy, created by Lira and Weinstein to treat traumatized survivors of the Pinochet regime in
Chile and successfully applied to Bosnian refugees in America (Neuner, Shauer, Elbert, & Roth,
2004). Instead of defining a single event as a target in therapy, the patient retells the story of their
life from birth to the present with a focus on the traumatic events in a detailed narration (Neuner
et al., 2004), which presents opportunity for more holistic perspective on the context through
memory for each individual. The goal of this therapy is “to reduce the symptoms of PTSD by
confronting the patient with the memories of the traumatic event…habituation of the emotional
responses is only one of the mechanisms to improve symptoms” (Neuner et al., 2004, p.580).
Neuner et al. (2004) “developed NET as a standardized short-term approach based on the
principles of cognitive-behavioral exposure therapy by adapting the classical form of exposure
therapy to meet the needs of traumatized survivors of war and torture” in comparison to other
therapies. The group conducted a study with Sudanese refugees who fled to N. Uganda.
Narrative Exposure Therapy worked better than supportive counseling or psychological
education. After one year of treatment only 29% of NET were still suffering from PTSD after
one year of treatment compared to 79% in supportive counseling and 80% in psychological
education. “These results indicate that NET is a promising approach for the treatment of PTSD
for refugees living in unsafe conditions” (Neuner et al. 2004, p. 579), which is often the case for
refugees relocated to inner city ghettos with high crime rates, which offer the most affordable
housing. Narrative Exposure Therapy as discussed above was used in a study that “evaluated the
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efficacy of the child adapted version of narrative exposure therapy in the treatment of refugee
children, suffering from PTSD and living in German exile” (Ruf, Schauer, Neuner, Catani, et al.,
2010, p. 444). The authors prefaced the study with the grim facts that “if left untreated PTSD in
children may persist for an extended period,” and “Refugee children are at high risk of mental
health disorders” (Ruf et al., 2010, p. 437). However, hope is sustainable, “compared to
treatment attempts reported in the literature suggest that it is possible to effectively treat refugee
children suffering from PTSD living in exile” (Ruf et al., 2010, p. 444).
Narrative Exposure Therapy proves to be exceptionally effective because it uses a
universal tradition; “The oral tradition is a common element among many cultures; thus narrative
approaches seem ideally suited to cross-cultural applications” (Neuner et al., 2004, p.580). “The
pragmatic procedure of narrative exposure therapy should be feasible for local staff without any
psycho-social background” (Neuner, et al., p. 586), which Erin Gruwell proved evident through
The Freedom Writers’ Diary. There are many possibilities for teachers to use writing or speaking
in effective reduction of PTSD, but they should first consult school counselors, social workers,
parents, or guardians. “The possible social and political implications of a narrative approach
such as NET require further examination. Finding ways to effectively reduce, as well as prevent
the psychological suffering of victims of war is an important challenge for scientists and aid
organizations and indeed remains an ethical obligation”, which is especially important to
consider in the classroom (Neuner et al., 2004, p. 586). Arons (2003) confirms the power of
writing in a diary, memoir or journal as a purposeful activity which gives meaning to one’s life.
A distinction is able to be drawn between a diary or journal as ongoing, chronological and
current, or as a witness, and the memoir which is more of a reflective or edited portrait
resurrected “out of the invisible” (Arons, 2003, p. 129). The diary has the potential to become
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something like a therapist or friend, often becoming an “embodiment of freedom, the place to
create and explore a new life…(a) safe haven for emotion” (Arons, 2003, p.125).

b. Multi-Cultural Counseling (MCC) and other perspectives
According to Sue and Sue’s model “MCC consists of three areas (a) attitudes and beliefs awareness of one’s own assumptions, values, and biases; (b) knowledge- understanding of
culturally diverse clients; and (c) skills – developing appropriate intervention strategies and
techniques” (Chao, Wei, Good, & Flores, 2011, p. 72).
“The PTSD model, as a highly localized model, has been determined to be useful in a
refugee setting only if adapted to incorporate relevant ethno-cultural differences in the
expression of traumatic stress,” an idea central to socio-cultural theories which consider the
spheres of context which affect each individual (Benedict, Mancini & Grodin, 2009, p. 487).
Spiritually oriented healing has been shown to be more effective when it correlates with the
individuals tradition and belief system (for some people this would be considered a basic need).
Tibetan Refugee Monks are an increasing patient demographic. Due to flashbacks of a traumatic
event arising during sustained meditation, brief meditation sessions over longer ones were
recommended for the monks at the Boston Center for Refugee Health and Human Rights
(Benedict et al., 2009)
The implication for school aged children or students that may be suffering from PTSD is
that lessons and time which students are expected to focus on a task should be limited to brief
intervals. This treatment should again be ethno-medically as well as culturally sensitive, and the
same goes for lesson planning. Teachers should take the time to educate and inform themselves
about the cultural strengths, needs and histories of their students.
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c. Physical Therapy and Stress Reduction Techniques
Some promising therapies used by Benedict et al. (2009) that could easily be used in the
classroom are “magical movements” which integrate moving the body and breath control, in an
attempt to bring the mind to stability, regulated breathing, and using imagery. Some other
culturally relevant therapies are singing bowl therapy, which produces a sustained sound that is
relaxing, qigong, and tai chi. It is important to avoid generalizations and approach each patient or
student as an individual, while also keeping in mind their various memberships or affiliations in
different groups. Guided imagery, for example is a stress reduction technique that can be adapted
to suit people of various backgrounds by employing cultural symbols, which will create meaning
for the individual. Imagery, a preventative health care tool, has proven to reduce depression,
anxiety, blood pressure, cholesterol, and speed up healing, in addition to many other benefits. In
the words of author and trauma expert Belleruth Naparstek (2004):
“Guided imagery is a form of deliberate, directed daydreaming – a purposeful use of the
imagination, using words and phrases designed to evoke, rich, multisensory fantasy and
memory, in order to create a deeply immersive, receptive mind-state that is ideal for
catalyzing desired changes in mind, body, psyche, and spirit” (p. 149.)

d. Cognitive and Behavioral Therapy
Cognitive and Behavioral intervention for treating persistent PTSD Rwandan adolescent
survivors of the 1994 genocide 22 females, ages 15-18 years in particular, were assessed through
self-rating scale measures, including questionnaires assessing PTSD, depression, and
somatization. For example, in a sample of 68 surviving teenagers of the genocide in Rwanda
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(aged between 13 and 23 years), Schaal and Elbert (2006) found that 44% of their sample met
DSM-IV criteria for PTSD 10 years after exposure to the traumatic events. Similarly, in a study
on Holocaust survivors, Amir and Lev-Wiesel (2003) showed that, 55 years later, survivors of
the Holocaust had very high scores on symptoms of PTSD, depression, anxiety, somatization,
and anger-aggressiveness, as compared to a control group. In the Rwandese case, the long-term
exacerbation of PTSD symptoms is likely due to an ongoing process of re-traumatization:
Survivors may be regularly confronted by presumed genocide perpetrators and killers of their
relatives, or memories which may remind them of feelings of injustice and of insecurity and not
only do PTSD symptoms remain high over long periods of time, but they may worsen if not
addressed (Sezibera, 2009).
A similar study connected by Nicholl and Thompson in 2004, in contrast from the
previous studies emphasizes a “collective traumatization” that is not yet included in western
individualistic treatment. The focus on the past “may undermine the importance of the current
situation and the ongoing stressors faced by the refugee” (Nicholl & Thompson, 2004, p. 354).
The authors stress the importance of anthropological consultation to address cultural relativism, a
concept not unique to PTSD (Nicholl & Thompson, 2004). “The importance of the therapeutic
relationship and clients perceptions of safety is stressed. It is suggested that while confronting
the trauma story may lead to increased “intellectual mastery and integration” for some clients,
for others acceptance and avoidance may be the most adaptive approach” (Nicholl & Thompson,
2004, p. 355), implying a student centered curriculum may be more beneficial for some and yet
another approach might work better for other students.
Grief rituals are in fact important across cultures and should be recognized at times as
vital to the healing process, without intervention. Important issues to consider include “a failure
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to adequately consider linguistic and cultural factors is shown to lead to incorrect diagnosis and
unhelpful treatment” and the value of considering cultural traditions/beliefs and cultural isolation
is demonstrated (Nicholl & Thompson, 2004, p. 355). In this study, “having a firm belief system
(either politically or religiously oriented) was the only factor significantly related to reduction of
distress” whereas belief systems are generally neglected by Western therapies (Nicholl &
Thompson, 2004, p. 355).
In some instances PTSD is treatment-resistant, which called for culturally adaptive
cognitive behavior therapy (CBT) in a study by Hinton, Thang, Minh, Safren, Otto, & Pollack
(2004). The subjects of the study were Vietnamese refugees who have been severely traumatized
due to extensive exposure to war and coping with stressful demands succeeding the civil war in
Vietnam (Hinton et al., 2004, p. 429). Symptoms reported included “frequently experience panic
attacks cued by either headache sensations…or dizziness upon standing…often gives rise to
catastrophic cognitions…may cause a Vietnamese refugee to recall memories encoded by similar
sensations

experienced

during

traumatic

events

such

as

overwork,

starvation,

beatings…illness…and the perilous sea crossing in a small boat from Vietnam” (Hinton, et al.,
2004, p. 429).
In 2009, Fernando and Medlicott focused on the treatment of PTSD in a client with a
disability. The method included a treatment involving exposure, modified cognitive techniques,
and stress reduction techniques over nine sessions in a three-month period. Treatment sessions
included education, which consisted of the presentation of the formula to the client, as well as
normalizing grief, relaxation therapy (controlled breathing and progressive muscle relaxation),
and problem solving (Fernando & Medlicott, 2009). One particular client had what was dubbed
“ANTS” or Automatic Negative Thoughts (Fernando & Medlicott, p. 189). She was told to
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“squash the ants” while using positive coping statements “I will be okay,” “this is not my fault,”
and “breathe” (Fernando & Medlicott, 2009 p. 191). While these were considered avoidant
coping, they were effective as emotional shield that was made real through role-plays (Fernando
& Medlicott, 2009). Role-plays can be effective forms of re-telling stories in an educational
setting and building upon literary knowledge and tradition, in addition to a vehicle for catharsis
or social interaction.

e. Group-Based Testimony Therapy/ Stress Inoculation Training
Group based treatment approaches, such as Stress Inoculation Training have also been
beneficial (Nicholl & Thompson, p. 358). This therapy consists of deep breathing, thought
stopping, and cognitive restructuring. Through this type of group-based testimony therapy,
significant improvements have been shown (cite), particularly that there are generally positive
results” and “some innovative methods for considering cultural specific issues” (Nicholl &
Thompson, p. 358). Issues that came up included lack of trust, language barriers, stigma of
mental illness, and cultural differences, which call for a holistic approach employing a
multidisciplinary team of professionals with a range of skills (Nicholl & Thompson, p. 359).
This is certainly applicable to serving the needs of refugees in our schools.

f. Animals Assisted Programs
One treatment in particular is on the rise in American schools and therapeutic settings:
Animals Assisted Programs (AAP) (Friesen, 2009, p. 261) however, there are benefits and
concerns that are to be weighed in each setting and based on parental involvement and consent.
Trained therapy dogs for example “offer physiological, emotional, social and physical support
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for children” (Friesen, 2009, p. 261). In addition, dogs are perceived as being non-biased and
non-judging companions who do not experience the same expectations and complicated nature of
human relations (Friesen, 2009).
One major concern working with dogs is the prevalence of allergies. This issue can be
avoided through careful precautions used to minimize dander and prevent allergic reactions.
Conducting sessions outside works to maximize ventilation and also movement as well as
missing a word here a positive relationship with nature and the outdoors. If the benefits outweigh
the possible risks, the physical presence of a dog has proven to noticeably decrease physiological
symptoms of distress such as lowering blood pressure and heart rate, when for example a child
reads out loud or goes to the doctors’ office (Friesen, 2009). Other comments from children
include that they liked the dog because it was a good listener, as they practiced reading, and that
the dog was a “friend to bond with and love” (Friesen, p. 262). In addition, the attitudes of
students with emotional disorders significantly improved and became more positive,
demonstrating the power of puppy love. Another concern however is that not all cultures regard
dogs the same way and in fact many might actually fear the dog.

g. Art Therapy
Creating an Ecology of Hope: Arts-based Interventions with Refugee Children (Yohani,
2008) provides an example of using a creative project to motivate and give hope to refugees.
Through photo scrap booking and quilt making, Hmong refugees in a Canadian community were
able to transform feelings of hopelessness into stories of overcoming adversity in expressive and
meaningful ways. Offering students the resources to express themselves in creative ways can
offer an empowering method for communication and catharsis. Avrahami (2005) found that
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overwhelming and chaotic memories buried in the subconscious were elucidated through the
process of art therapy. Being exposed to a variety of art materials, clients were able to find a
medium through which to express repressed and dissociative memories;
“Through transference, both clients resumed the primary place of a small child’s
helplessness, yet they also reached colorful places of childhood and play…when trauma
occurs, adult cognitive, verbal and linear coping tools are bypassed, and the victims
return to the primary chaotic place of sensations, feelings, and pictures. Through
transference the clients were able to stay in this place, process it and gather strength from
it to pass into a more adult stage of coping” (Avrahami, 2005, p. 34).

Both Vietnamese and Cambodian refugees endured many of the same obstacles and struggles. In
a study by Hinton, et. al. all twelve patients were Buddhists, thus calling for “instruction in a
culturally appropriate visualization – a lotus bloom that spins in the wind at the end of a stem (an
image encoding key Asian cultural values of flexibility in addition to education and relaxation
techniques” (Hinton, et al., 2004, p. 430). These kinds of culturally tailored uses of the
imagination can be incredibly comforting and healing. Providing time and supplies for children
to paint for example is a simple way to employ art as therapy in the classroom.
In a 2003 study conducted by Barath, Cultural Art Therapy was implemented through the
Children’s Rights Art Program, providing training services and workshops. Services were made
available for Early Crisis Intervention, Secondary Prevention: Step by step to recovery, and
Tertiary Prevention Program: paths to the future ( Barath, 2003). This program is set up to
support children who have experienced war related trauma, which may be developed over time
and potentially makes them at risk for healthy development personally, socially, and morally,
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resulting in: “The following major benefits of artistic creativity deemed important as a potential
therapeutic tool: 1) Lowering one’s defenses, 2) Tension release, 3)Tangibility and permanence,
4) Availability and ease of use, 5) reaching out, 6) expanding coping resources”(Barath, 2003,
p.157).

h. Music Therapy
In 2006, Baker and Jones conducted a pilot study on the effect of a short-term music
therapy program on behaviours of newly arrived refugee students in Australia. The subjects were
students at an intensive ESL secondary school and were assessed using a behavior assessment
scale in order to evaluate a range of positive and negative behaviors. The research proved that
music therapy was correlated with a decline in hyperactivity and aggression and was
recommended as an alternative to medication and other forms of school discipline (Baker &
Jones, 2006). Music is a wonderful tool that can aid in recovery, language acquisition and
learning, whether through singing, dancing, tapping a beat, listening or learning an instrument,
the opportunities for interaction and expression can be infinite.
In a study by Schwantes, Wigram, Melkime, Lipscomb, and Richards (2011) researchers
found song writing to be an effective process that was recommended for therapists to use in a
culture-embedded context to support and provide coping skills to those experiencing loss and
grief. It was reported that “the song writing process provided an opportunity for members to
support one another…shared their experiences and opened up…the group became more
cohesive” (Schwantes, et. al, 2011, p. 12). Music can provide a socially interactive vehicle for
non-verbal communication, especially during the silent period, which many ELLs experience
during the first year of SLA. This process can provide catharsis, as well as a unique outlet in the
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expression of lyrics. Lyrics can be simple, carry multiple meanings, be translated and interpreted,
as with music and dance. Encouraging these modes of expression can help affirm and value
students’ strengths and multiple intelligences.

i. Child Centered Play Therapy
Children, especially refugee children have been identified as a population that is
underserved in the field of mental health (Schottelkorb, Doumas & Garcia, 2012). They are
particularly vulnerable as “50% - 90% may have exhibit PTSD symptoms” according to
Schottelkorb, Doumas and Garcia (2012, p. 66), whose “primary study hypothesis was that
severity scores would decrease for both the CCPT (Child Centered Play Therapy) and TF-CBT
(Trauma Focused-Cognitive Behavior Therapy) groups from baseline to follow up.” ELL
teachers at participating schools referred students who were refugees and provided home
language and child’s contact information, followed by researchers setting up interviews with
parents, conducted with the aid of interpreters (Schottelkorb, Doumas & Garcia, 2012). Results
were indicative of the effective nature of play therapy for traumatized children, especially when
parents were included as partners in the process. “Refugee families often do not seek out mental
health services for their children” due to stress factors involved with acculturation,” in addition
“researchers found that children who are no identified and treated for PTSD are impacted
negatively in their academic and social and familial relationships” (Schottelkorb, Doumas &
Garcia, 2012, p. 58).
Children reported that they had been told by their parents to forget what traumatic events
they experienced and thus that felt they had to bear their grief alone, without the ability to talk
about how it affected them. Their sentiment was expressed as not wanting to upset their parents.
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This is why the researchers suggested a need for the availability of mental health services,
especially in schools where this important place of connection is often underserved and thus
children are neglected. CCPT offered a sustainable approach because “CCPT is a manualized
treatment (Rag, 2011) that allows children to communicate their feelings, thoughts, and desires
through the use of play. This intervention is considered developmentally appropriate and
culturally responsive because play is a universal language for children (Landreth, 2002)”
(Shottelkorb, Doumas & Garcia, 2012, p. 59). The therapy is based on a student centered
interactionist philosophy where the caregiver or counselor who uses verbal and non-verbal
communication techniques to empathize with the student and express feelings with the use of
play materials.
j. Sensorymotor Psychotherapy
Trauma can have a dramatic effect on the body, which can disrupt normal physiological
functions. Langmuir, Kirsh and Classen (2012) use sensorymotor psychotherapy, “an
attachment-informed, somatic, and sensory-focused therapy for trauma survivors,” which “may
be especially helpful for clients with a history of chronic childhood traumatization who have
experienced a disruption of their attachment to their care-giver” (p. 215). Their initial prediction
was that there would be “improvement in somatic awareness and soothing receptivity and a
reduction in dissociative and interpersonal problems” (Langmuir, Kirsh, & Classen, 2012, p.
215). The therapy, used to treat fourteen women for trauma, focused on breath, posture,
reflection, stretching, movement, and silent meditation. These mindfulness techniques were
taught to the participants to increase self-monitoring of sensations in the hopes of increasing
ability to express themselves and verbalize their experiences. The findings showed that these
group sessions aided clients in the process of reconnecting with their awareness and bodies, in
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addition to developing coping and self soothing methods as well as a receptivity to being soothed
by others.

k. Cognitive Reappraisal Ability
People differ in how they adjust to stress and trauma, for instance some may exhibit
depression and/or impaired functioning, while others are very resilient. This problem was
explored by Troy, Wilhelm, Shallcross and Mauss, who “examined the hypothesis that the ability
to deploy a particular adaptive type of emotion regulator- cognitive reappraisal – may be a
protective factor” (2010, p.783). In this study clients filled out questionnaires about emotional
regulation and depressive symptoms in a calm quiet, secure room. Participants were then shown
video clips conveying neutral nature scenes followed by sad films and rated their sadness, then
asked to “reappraise” or “reframe” a stressful event in a more positive way (Troy, Wilhelm,
Shallcross, & Mauss, 2010, p. 787). Cognitive reappraisal is a promising type of emotion
regulation because it is a particularly effective strategy for down-regulating negative emotion.

l. Psycho social Intervention
Tol, et al. (2010) undertook a study on psycho social interventions when children are
exposed to political violence in order to prevent a sustained negative impact on their mental
health. The researchers “hypothesized that hope, positive/negative coping, emotional/play and
social support provided by peers would mediate associations between threats and outcome
variables (PTSD and function impairment” (Tol, et al. 2010, p. 825).
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IV. Strategies and Therapies for Supporting Refugees in Schools
From animal assisted therapy to narrative exposure therapy, these therapies can assist and
facilitate learning and healing. They are non-intrusive methods that only ask the students to
reveal what they are comfortable with expressing. Szente, Hoot & Taylor (2006) surveyed and
documented a variety of strategies teachers can use to help refugees adapt in order to ease the
transition process for children and their families. The following are practical approaches that
were gathered from Szente, Hoot & Taylor’s survey of families who are refugees from numerous
countries, living in Buffalo, several of which recommendations are similar to New York State
testing modifications for ELLs.
Help children cope with trauma.
*Teach about emotions through role-play, drawing, music, etc.
*Use sign language (basic) within and outside of the classroom
*Display positive body languages (Smile!)
*engage in social games
*provide sand and water tables/hands on manipulative materials
*read multicultural literature
2. Support academic adjustment of refugee children.
*Little to no schooling, may have been very different  need accommodations
*Translators and interpreters are essential
*Don’t over-rely on one student to translate and teach.
3. Establish positive parent/teacher relationships.
*Use translators or written communication that can be translated
*Keep in mind this is a major transition that requires time to adjust.
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There are many promising approaches for easing PTSD, depression, and anxiety for
people who have become refugees in a foreign land. Considering the vast range of atrocities and
persecution that victims of war and oppression have endured, from a diverse population of
people from a number of countries and cultures, teachers working with these children must be
prepared to face many challenges. It is essential that teachers work with the school and
surrounding community to be able to assess needs and assist learning.
In a recent review of

Roxa’s “Creating Communities,” Keiser focused on the key

strategy of linking classroom and neighborhood communities, as well as home and school
relationships to provide consistent cross-cultural interaction. In order to combat the challenges
which refugees are faced with there is a focus on developing community within and outside of
the classroom, which can in corporate all students’ cultural heritages. Keiser emphasizes that
“The metaphor of bridges is threaded throughout the article. In terms of immigrant
students and refugees, bridges could be literal, as in bridges between countries they fled
to and from, or they could be metaphorical, as in bridges between old ways and new. In
Roxa’s piece, bridges are meant as told to build communication in the classroom”
(Keiser, 2011, p. 2).
Although it is very important to depend upon teachers as cultural brokers, emphasizing a “need
to learn about other cultures and constantly adapt and incorporate them for classroom use…” this
sometimes overwhelming task results in the fact that “teachers are stretched to meet the needs of
all students and often find they cannot do so without help or boundless energy” (Keiser, 2011, p.
2-3). Teachers often serve as a well-worn bridge by acting as an interface between communities.
In order to address the needs of professionals, McCann and Palma (1996) first identified
what they termed ‘vicarious traumatization (VT) which they defined as the cumulative
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transformative effects upon therapists resulting from empathetic engagement with traumatized
clients” (Harrison & Westwood, 2009, p. 203). In order to address the purpose of gaining
knowledge of protective practices for preventing VT, Harrison & Westwood recruited clinicians
trained at masters or doctoral levels who had experience of ten years or more of work with
traumatized individuals, and were self identifying as managing well with the work. The findings
proved that empathy is one of many effective protective practices. The authors found that these
protective practices used by professionals, which were articulated into nine major themes,
consisted of:
“countering isolation (in professional, personal and spiritual realms); developing mindful
self-awareness, consciously expanding perspective to embrace expanding perspective to
embrace complexity; active optimism; holistic self-care; maintaining clear boundaries
and honoring limits; exquisite empathy; professional satisfaction; and creating meaning”
(Harrison & Westwood, 2009, p. 207).
Teachers, who also face the same risk factors as clinicians for developing VT, could benefit from
proactive practices, which can prevent burnout, increase productivity and ultimately be able to
better serve the needs of students.

Research Question

What strategies and therapies are found to be most beneficial for English language learner
refugee students whom are experiencing Post Traumatic Stress Disorder according to
teachers and therapists working in an urban school district?
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Method
The literature review was a preparatory study designed to inform this survey and
qualitative research study. Strategies and therapies found in the previous studies were used to
create the instrument (interview questions) and also to provide context for the cultural, political,
and professional environment.

Sample/Participants
Individuals who participated in this study were predicted to be therapists and/or teachers
or other professionals who work with refugees in a therapeutic and/or educational environment.
Age ranged between 18 to 75 years with both genders represented. Ethnicities of the counselors
generally are expected to reflect the refugee population that they are servicing, in order to be able
to converse in their native language. A large population of Burmese refugees recently arrived in
this city, and so there were expected to be Burmese therapists that speak Kareni. Also, therapists
who are Vietnamese, Russian, and so on. While all of these potential participants were expected
to be bi- or multilingual, they all speak English so there will be no communication issues with
the researcher.
The actual demographics in the sample of participants did not reflect the ethnic
representation of the refugees in the proportion that was expected. The counselor whom I
interviewed is Vietnamese and was able to communicate with students more when that wave of
refugees came to the United States. She is unable however to now communicate with the
majority of refugees coming from Bhutan, Burma, Somalia, and so on. There were no
participants in this study who spoke the languages spoken in these groups. The majority of the
participants were of European origins or decent. The sample consisted of four females and three

STELLAR

35

males, with one anonymous teacher whose gender is unknown because they answered the online
survey.
The intended audience for this study is for anyone who services students who are
refugees, from teachers to counselors to therapists, to bridge understanding between the fields of
education and psychology and professional communities. This study also provides some insight
into policy and provisions for funding the programs which are recommended by professionals as
best practice.

Instrument
The instrument is an open-ended survey consisting of questions based on theoretical
frameworks and existing strategies and therapeutic approaches found in the literature. The way in
which questions were asked was not necessarily in a fixed order, but provided a map for the
conversation. Often steered by the direction of the participants, responses sometimes answered
other questions further along on the survey. Unobtrusive measures were used to determine
beneficial therapies and strategies for working with ELL refugee students overcoming PTSD.
Professionals working in this field participated at their own discretion. This information
disclosed via the interviews/survey was compared with therapies in current literature for treating
PTSD with other populations in recovery from traumatic events. The results can be used to
inform how therapeutic approaches can be applied to teaching in regards to how schools can
better serve refugees therapeutic needs. The researcher recorded information gathered in person
through audio recording and/or note-taking. The only people who were on record were the
professionals being interviewed in person (over 18 years of age).
The breadth and variety of questions led participants to speak at length, resulting in the time
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of an interview lasting anywhere from fifteen minutes to one hour and fifteen minutes. For the in
person interviews, I asked for permission to record the interview and if given consent,
documented that way in addition to taking notes. For the phone interviews I just took notes by
hand, however pausing to take direct quotes. These interviews were substantially shorter since
the teachers did not have as much to contribute regarding therapies and PTSD.

Procedure
The researcher contacted principals and directors from an adult learning center, an
elementary school, and an organization, which serves refugees in order to interview and/or
survey therapists and/or teachers and other professionals working with refugees who may be
suffering from/overcoming PTSD. The professionals participated at their discretion, and were
allowed to choose to either complete an online survey or be interviewed in-person or over the
phone.

Steps:
1. Contacted the following for permission to survey potential participants:
a. Director/ principal
b. These principals/directors provided contact information and/or permission for
interviews with potential participants based on their discretion and thus create a
snowball sample. Their permission, Appendix A is confidential, as it reveals
location and identities.
2. Based on contact information provided to the researcher by the principals/directors, the
researcher emailed any teachers, therapists, or other professionals that were
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recommended. (See Appendix B for email).
3. Upon receiving this email, participants had the option of taking an online survey (see
Appendix C), or were asked to contact the researcher to set up an in-person interview or
to schedule a phone interview. (Note: The online survey is two pages; the first page is a
restatement of the informed consent and the second page starts the actual survey
questions).
4. If a participant contacted the researcher for an in-person interview, or follow-up
interview after taking the online survey, the researcher set up a time to meet with them
and brought a consent form for that in-person interview session (Appendix D). The
questions were asked during the semi-structured interview can be seen in Appendix E
(some are the same as online survey, but necessary in-person to re-clarify since the online
survey is completely anonymous).
5. Collected results and once done interpreting them, destroyed any information that may
link the subjects to the study (such as the participant master list and their pseudonyms).

The researcher asked the director and/or principals for advice and referrals and in doing so,
developed a sample through a snowball effect (in other words, ask them to refer any
therapists/counselors, teachers, and any other professionals that may be able to assist in the
study.) The researcher followed up with emails to the potential participants, inviting their
participation (See again, Appendix B). Although confronting a sensitive issue, the research was
conducted through the lens of school and support personnel (teachers, counselors, etc.). Through
interviewing, and/or surveying these professionals, the researcher gathered their opinions about
best practices with no anticipated risks.
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The researcher is working with professionals over the age of 18, at their own discretion.
There is no risk or liability involved. Participants may opt out of the study at any time, with no
repercussions. The researcher coded or used pseudonyms for the professionals involved to
maintain confidentiality. This information will be kept on a master list, which will be locked and
stored in an advisors office in Thompson Hall. After the researcher is through interpreting the
results, she will delete or destroy any documents that contain identifying information that could
be linked to the participants.
In depth procedures consisted of following through with directors and principal in order
to receive referrals. The first referral resulted in meeting the first participant, #1, a counselor at
an adult learning center. She signed the consent form and gave permission to have the interview
recorded using a digital recorder. After the interview she referred me to an administrator who
worked in her office. He declined to be recorded, however consented to answer questions and
signed a consent form. While I was at this school I asked teachers who worked with refugees in
the same building, where I had received approval from the director to interview all of the above,
to sign up for phone-interviews. I was referred to a meeting where they were all convened prior
to beginning. Three teachers signed consent forms as well as gave their phone number and a
convenient time to be reached. I followed up with phone calls until I reached the teachers for
phone interviews. I made contact with two out of the three teachers who signed up. There was
no use of a recorder during the phone interviews.
After this I contacted a referred mental health therapist, the fifth participant and inquired
if he would be willing to participate in an interview. He agreed and so we set up a time and
location to meet. He signed a consent form and answered the interview questions, allowing the
use of a digital recorder. After this interview, unrelated to it, I attended an event celebrating
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World Refugee Day, at one of the approved schools for research and interviews a sixth
participant, a Licensed Clinical Social Worker (LCSW), who signed a consent form and agreed
to an interview. I also spoke with the principal of the school, whom I had been in contact through
email and arranged for an interview with him. Thus, he became the seventh participant. Prior to
an interview he signed the consent form and also agreed to have the interview recorded.

Data Analysis
I have coded or used pseudonyms for the professionals involved to maintain
confidentiality. This information will be kept on a master list. After I am through interpreting the
results I will delete or destroy any documents that contain identifying information that could be
linked to the participants. The code used simply gives a number to each participant in the order,
which they were interviewed. These confidential interviewees are therefore referred to in a
manner, something like secret agents, where only their number and occupation are revealed to
protect their identity. Qualitative analysis was used to evaluate the findings. The method used to
organize the data, quite simply consisted of numbering a page one through eight for each of the
participants, including ample space for each person’s response. One question was recorded on
each page and the responses were quoted or paraphrased for each participant, for each answer.
This provided an easy way of combining the responses for each question in one place. This way
when I went to the computer to type the findings, they were presented in a coherent order.
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Validity
To promote validity, the opinions of more than one professional in each field are taken
into consideration to provide a broad perspective of current professional opinions of best
practice. I asked the director and/or principals for advice in the hopes of developing a sample
through a snowball effect. I asked him to refer any therapists/counselors, teachers, and any other
professionals that may be able to assist me in the study. I followed up phone calls with the
directors/principals with emails as a form of consent letter. Upon being referred to the
professionals, I emailed them asking for consent to participate in the study. (See Appendix C)
The researcher worked with professionals over the age of 18, at their own discretion. There is no
risk or liability involved. Participants may opt out of the study at any time, with no
repercussions. The goal of this study was to gather professional opinion on current therapies and
strategies being used in a purposively selected urban school district to treat English language
learners who are refugees suffering from Post Traumatic Stress Disorder (PTSD). Another goal
was to better understand the specific therapeutic needs and corresponding resources and
therapies available for refugees in the Rochester area, because there is a corresponding need for
teachers of English Language Learners as a result.
The cooperation of professionals in this process was highly valued and I expressed
appreciation to them for their participation. Every interview was conducted at their convenience,
with the utmost respect for their time, opinions and discretion. Participant #7, the school
principal commented that this was a very much-needed area of research, contributing to his
willingness to answer questions. This gave some validation for the worth of the study and
questions being asked.
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Qualitative analysis for this study was selected because it seems the most appropriate
methodology for deciphering the scope of therapies, strategies, and problems associated with the
literature involved with ELLs recovering from PTSD, acculturating, and learning a new language
as compounding factors. The depth involved in the findings proves a density that would be
poorly measured by any quantitative means. The complexity can only be described and
addressed through conversation or in words, concepts, theories, and implications. Purposive
sampling, specifically a snowball sampling method was selected in order to develop a colleague
referred pool of possible participants, as need arose during the course of the study. Participants
recommended others who should be interviewed as well because of their knowledge or expertise
on a particular subject.
Continuously comparing opinions gathered from each interview, broken down by
questions, analyzed, and interpreted provides cross-referencing and the observation of trends or
patterns, as well as variation within the fields. The code is simply based on the questions as a
means of selective coding based on the trends, questions, and gaps that arose within the
literature. The goal of this being to contextualize current theoretical studies in a specific school
district in an urban setting, with professionals engaged in the field working specifically with
refugees who are Ells overcoming PTSD.
By answering each question that applied to his or her practice, each professional was able
to offer a contribution to previously generated categories based on their field of expertise. For
instance, it was expected that teachers would have more to say about strategies for ELL success,
as well as the role of language, than PTSD or therapies for it. On the flip side, mental health
workers would have more to say about trauma and therapeutic approaches. Because of the small
size of the sample, it might be easy to make generalizations based on these opinions, however it
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is important to recognize these are their personal opinions and practices in the one district, in one
city. For comparative findings, it is recommended by the researcher that the study be replicated
in other districts or cities to find out opinions and practices of a wider pool of professionals.
Transferability of concepts to different contexts, based on research-participant relationship is
simply based upon having an interest and investment in the district where research is conducted.
It is recommended that if this study were to be replicated, or modified that it be conducted in a
district where one hopes to become an active advocate for refugees.
Questions in the semi-structured interview were designed to answer background
questions, knowledge questions, experience, and opinion questions. Often questions were
rephrased or repeated for clarity, as were participants’ responses. The dynamics of the interview
were fluid, making sure that the questions and responses were fully iterated and clearly
comprehended to the extent possible before moving on to the next question. Open-ended
questions often led to answering other questions that came later on the survey, as previously
mentioned. Before moving on to the next question, some time was spend on that topic, or if the
next question came up, then the previous points would be brought back up later. Often answers
to one question pointed to insight on another, threading themes and patterns between subjects.
These themes are explored and detailed in the discussion.
During the interviewing process, the ethics of research applied, starting with the informed
consent, assuring confidentiality. The validity of data is increased by having researched current
literature in the fields developing vocabulary appropriate to the topic and context, which is the
key to understanding terms for mental health and education. Broadening the perspective of both
fields, this study can possibly bridge communication between professionals in both disciplines.
Through exploratory and explanatory questions, participants gave responses that often describe
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the borders, guidelines, barriers, and circumstances that play a role in their job as a service
provider for refugees. Adequately supporting this vulnerable population requires ethical research
that values expert opinions.
A web of communication provides an idea of the multitude of voices willing to share
their opinions, and in effect speak on behalf of the community of people they work with,
colleagues and clients alike, to develop understanding of the context and climate of theses fields.
Interviewing the professionals who work with refugees, rather than refugees themselves reduces
the possibility of risk to the subjects, in bringing up sensitive subject matter. Those interviewed
were highly trained specialists in the field, working with refugees. The process of acquiring
participants through referrals worked effectively in ensuring that people of expertise were
interviewed.
One of the referrals led me to attend a conference. This is methodically challenging in
how to give credit to the presenters without disclosing the name of the conference, thus
implicating the city where the study took place. I will say that the main presenter who spoke to
issues involved relevant to this study was a mental health therapist who specialized in counseling
survivors of PTSD, as well as therapists who do the same kind of work. This addressed the trend
of vicarious traumatization we saw in the literature review amongst mental health workers. The
presenter was Scottish, yet had done extensive work in war zones and had actually been
kidnapped. At this public forum, I was able to record the presentation, but also took notes by
hand based on the slides and three-hour workshop.
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Results
The results of the study confirmed the initial prediction that a variety of therapies and
strategies are necessary to meet the diverse needs of ELLs who are refugees overcoming PTSD.
The initial sample of potential participants was ten people, out of which eight actually
participated. Out of this sample, there was one anonymous survey response from a teacher on
‘Survey Monkey’ two phone interviews with teachers, and in person interviews with two
counselors, one therapist, an administrator in education, and a school principal. This diversity in
responses provided multiple perspectives to the questions posed. The snowball sampling method
was extremely effective. It led to a focused study, being referred by a counselor to interview a
therapist, as well as to attend a conference on addressing refugee health care concerns. In
addition, picking up the city paper led me to a celebration of World Refugee day at the very
school I intended to interview at, leading me to an interview with a counselor in attendance.
The schools and organizations that were starting points for the interviews and
investigation of the research questions at hand led to an understanding that these schools and
organizations were purposively selected for good reason. These places seem to be major hubs of
service for refugees in this city. The problems that were posed through this study and survey are
real struggles that these professionals are addressing on a daily basis. Their responses both
represented the gaps in understanding and knowledge on the subject, in a unified formal sense,
however also there seemed to be patterns, underlying theories, pedagogy and philosophies which
reflected and filled in some gaps in the research.
In order to address the themes found within the study, the results are organized by the
questions that were asked, informed by the literature review in current theories and practice. The
responses received pertaining to each topic demonstrated some areas of overlap in practice, but

STELLAR

45

in general a range of approaches and practices that are often learned and adapted through
experience in the field.

Q: So the first question is, what is your role in assisting refugees? Are you a teacher or a
therapist, or other?

Participant #1 was a school counselor, participant #2 responded that he was a program
coordinator, participants #3 and #4 were English teachers, # 5 a mental Health Therapist, #6 a
Licensed Clinical Social Worker (LSCW), #7 a principal of an elementary school, and #8 an a
retired teacher of refugees, still active in the district.

Q: What is the age range you specifically work with? &
Q: Do you work with refugee students who are suffering from Post Traumatic Stress?
The first participant counseled 90% young adults, who were 21+ and mostly refugees.
She responded yes to working with refugees who showed signs of PTSD. The second, the
administrator at the same site that this counselor worked at, did not answer these questions
because he himself did not work with students, but with teacher coordination. Participant #3
works with adults who she identified as possibly having PTSD. Participant #4 was hesitant to
confirm for sure if any of the students that she taught had PTSD. All of her students are refugees,
but it is difficult to tell if they have PTSD. Both of these teachers work at the same site as #1, the
school counselor, whom identified that nearly all of the refugees showed some symptoms of post
traumatic stress. This counselor referred me to #5, the mental health therapist who sees most of
the students who are referred as adults. He works with a lot of refugees with PTSD, among other

STELLAR

46

cliental. These are mostly adults, however sometimes he will ask clients to bring their children
in. Some of these individuals were child refugees that now are seeking mental health services in
an adult stage of life in need of or now capable of talking about and processing the trauma.
Participant #7, the school principal is retired teacher of English to Speakers of Other
Languages (ESOL), and currently serves children in grades K-6 (4 ½ -13 years of age) and also
adults through the schools family literacy program. Half or the students in the school are ELLs
and out of that population 98-99% are refugees and of that population there are students who are
overcoming PTSD. Survey participant #8 is reportedly a retired teacher, whom still is active in
the field as a substitute teacher often working with refugees. She also reported working with
students who displayed symptoms of post-traumatic stress.
Q: I was wondering if, because it is a disorder, I’m sure all of them have stress, but is there a line
for when it becomes a disorder?
Participant #1 responded
“It would become a disorder when they tend, they start, you probably would not see that
part until one or two years later. First of all when you come to a new country you’re
probably so bombarded with new things, appointments, being ready to learn English and
go to all the doctors appointments, and then everything is new to you, so nothing is going
to make you think about the stress and the suffering that you were going through because
you were distracted with all these appointments. Now, the thing from my experiences
hat I see is when people start having these kinds of symptoms is when they start telling
you that “I always have a headache,” “I can’t really sleep,” “noise bothers me,” so when
people are in a classroom, I don’t see it lately a lot but a few years ago when I see the
Bosnian group, when they first come in the 90’s that is what I saw the most. Even a little
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noise bothered them…they feel like “I’m somewhere else, I can’t be concentrating, even
though I am in a classroom, but my mind is somewhere else.”… they always so angry, so
we have a support group, have therapies, which is #5, in his local area. He’s really
familiar with, every time I talk about traumatic stress I always mention #5. And he works
at X Health. He really a great person to talk to regarding PTSD for refugees because he
held that group for about three or four years and then he moved on and does individual
therapies for them. I think he’s still doing it for a few of them.”
Q: How are students diagnosed with PTSD?
#1 responded that it was easy to see the symptoms; ambivalence, headaches, dreams, day
dreams, stomachache, anxiety attacks, etc. Her job is to make referrals, however it can
sometimes take months to see a therapist. Participant #2 said that experience was the best way
they had of recognizing PTSD. #3, a teacher said, “I don’t recognize that, but I’m sure some of
them have that. It’s very hard to connect because they don’t have the language.” According to
her there are no services, although they can refer students, they need an interpreter, which are
very scarce. Participant #5, the referred mental health therapist follows protocol with a full
assessment, first informal, then more refined. The LCSC, #6 said that refugees with PTSD often
seem “desperate, look sad, some kids want to do everything. Some become desperate, hopeless.
They come and often things happen to them, they get attacked or their bikes get stolen.”
The principal, participant #7 explained a system of support that helps with the diagnosis
of PTSD. Anyone can make a referral based on behaviors such as subtle introversion or
aggressiveness. Once referred to a support team, teachers explain the situation and complete a
three-page survey identifying the problem or observed behavior. This is followed up with
observations over a period of time, which can be shared with a doctor, who is the only able to

STELLAR

48

make a diagnosis.

Q: What therapies are used?
This is the question that revealed the most diversity across the field. While school
counselor #1 responded that she is not trained specifically in therapies, she does play an
important role as a supportive confidant for students and plays a key role in developing trust,
building a relationship, confidence, and addressing students’ basic needs, much like a social
worker would. The most therapeutic activity that she commented on were the support groups,
where students can mentor each other. The perspective of #2, the administrator, reflected the
lack of training in therapeutic support for teachers. According to him “One of the drawbacks is
from an adult ed. and workforce training perspective. There is no trained staff for learning
disabilities, PTSD and other educational challenges. These are road blocks for students.” In the
words of respondent #3, she takes on a therapeutic role as much she can and says that students
like to talk to her because she is a “happy person.” Teacher, #4 had no response.
The therapist, #5 used several of the therapies listed in the survey and where he had not
the time or resources, advocated for them in creative capacities. Of the listed therapies, they were
used in the following modalities: NET; Oral and written narrative, CBT; mindfulness,
meditation, memory games, Pet Therapy; recommends having a pet, Art Therapy; has time
constraints, Music Therapy; encouraged, plays tapes or tells clients to bring in music. One
therapy that he claimed to be ineffective was guided imagery and visualization exercises as he
found that they triggered flashbacks.
Participant #6, the LCSW found Art Therapy to be a good therapy that offered a lot of
ways of expression and an outlet for feelings. Another therapy that she found to be effective was
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Eye Movement Desensitization Reprocessing (EMDR). This should only be done by trained
professionals and involves careful preliminary testing. The actual procedure is relatively simple,
but sensitive as students recall traumatic events, while a doctor moves their fingers from one side
of their vision to the other side, asking them to follow their finger while they talk. This process
supposedly helps people to process stored memories in order to reduce stress and move on from
recurring stress.
At the school where participant #7 is principal, all of the therapies, which were listed in
the survey, were used in the school. NET was used in journaling and oral retellings are part of a
culturally embedded program that reflects the students’ cultures and validates their traditions and
perspectives. This goes hand in hand with the employment of art therapy and music therapy at
this school. In addition to these expressive therapies, CBT is used, as well as pet therapy through
having a class pet in every grade. One area of sensitivity that was expressed was that some
Muslim students are not allowed to touch cats or dogs. The pets that they do have in the
classrooms are guinea pigs, fish, turtles, birds, centipedes, etc. and they promote a sense of
nurturing and responsibility that has a profound effect upon students.
Another highly effective program is one that implements CCPT. Play is used as a way to
affirm students’ interests through student led engagement in a one on one situation with an
empathetic and responsive adult. Students respond very well to this kind of freedom to explore at
their own pace in a safe, comfortable and interesting environment that promotes risk taking in
terms of expression and processing information, both with concrete and abstract concepts. One
other program that seeks to help with stress is the health and wellness program, which seeks to
address and promote healthy mental and physical development school wide.
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Q: What are the most beneficial therapies?
According to participant #7, the elementary school principal, “it depends on the child.”
This response confirms the initial hypothesis that treatment would vary based on the individual
response and diversity amongst students based on factors such as relative levels of stress. The
response at this particular school is to create a nurturing environment that lowers the effective
filter and works to increase trust. According to the principal technology can be therapeutic
because it offers a beneficial and stimulating approach to learning through individualized,
student-centered programs, which allow them to be in control. This autonomous approach to
learning through self-discovery is what makes CCPT or play therapy one of the other most
therapeutic approaches noted by this school principal. The playroom is effective because it
encourages confidence, as well as for students to open up and begin to express themselves more,
through one on one interaction that is student led.
Participant #3, one of the English teachers at the adult learning center, said that
information regarding students’ therapy is confidential, referring to personal information. #1, the
primary interviewee who is school counselor at this learning center was not trained formally in
therapies herself and so referred me to the mental health therapist, #5 to answer this question. #5
responded that Gestalt Therapy was the most beneficial. When I asked for a definition of Gestalt,
he told me to look it up, and here is what I found according to the Gestalt Therapy Center of The
San Francisco Bay Area:
“Gestalt Therapy is a powerful experiential psychotherapy focusing on contact and
awareness in the here and now. By following their client's ongoing process, with special
attention to both the therapeutic relationship and the client's style of interrupting that
process, the Gestalt Therapist can help their client to both work through and move
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beyond their painful emotional blocks. This frees them to begin to explore new behavior,
first in the "safe emergency" of the therapeutic relationship and/or group and then, as
appropriate, in the outside world. The emphasis of the therapy is not on talking about
what has happened but on fully experiencing both what is, and what can be. Unlike
psychoanalysis, Gestalt therapy does not focus on talking about the client's past. The past
is not neglected, but its importance, including that of one's childhood, is not in what
happened then, but in how it affects now” (http://www.gestaltcenter.net/info.html).
#5 described how he interacts with clients, asking them to “Walk me through,” holds their hand,
and asks not, “What were you going through?” but instead, “Why do you think you keep
remembering? That was twenty years ago?” This is in correlation with the definition of Gestalt
therapy, focusing on problem solving in the here and now, in order to process painful blocks and
adapt and move forward with more resilience.
Q: Is it appropriate for teachers to use therapeutic approaches?
#5, the mental health therapist and #7, the principal were the only participants who had
answers to this question. #5 responded that teachers can use therapeutic approaches, that there
aren’t patents on them. His advice was for teachers to get to know their students and that the best
ESL teachers are friendly and take the time and interest in them. This response is reflected in the
school philosophy and approach that #7 expressed as a culturally embedded curriculum,
interweaving arts, tradition, culinary arts, gardening, music, etc. that validates students’ heritage
and builds a learning community out of mutual trust and engagement.
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Q: What are some beneficial strategies for teaching ELLs overcoming PTSD?
Participant #1 referred me to participant #2, the administrator, however he had no
response for this question. One of the English teachers, #3 responded that interactive, one on one
work with students was particularly effective, however difficult because of so many students in
the classroom (30-50) as well as time restraints. She responds to this pressure by taking the time
to interact one on one with those she identifies as in the most need of assistance or someone to
talk to. The other English teacher, #4, from the same site said, “Be very gentle with them,
understanding and patient.” #5, the mental health therapist recommended getting interpreters,
often asking other refugees to assist with translations, or if interpreters are hard to come by,
which seems to be the case, get everyone in a room together so that everyone can share their
questions and concerns and get some responses, in addition to creating to a communal forum.
The LCSW, participant #6 responded that providing empathy and support was a positive
strategy, seeing students every day, listening to their stories and expressing themselves, seeing
their needs, which are include a lot of basic material supplies. #7, the elementary school principal
emphasized the importance of respect, which “can look different in different cultures,” for
example eye contact, touching the head (i.e. with Kareni students it is considered disrespectful),
and how shaking the head side to side for Nepalese indicates agreement. This implies the need to
take time for cultural understanding. Other strategies that were suggested by this principal were
to use lots of visuals, hand gestures, different modalities, and strongly emphasized wait time.
Q: In what ways might PTSD affect language development?
Participant #1, the school counselor responded that students often reserve part of their
story when they must speak through a translator. This produces anxiety, where it is more optimal
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to have a good friend or family member. The administrator, #2 had no response, however
teachers #3, and #4 replied. Teacher #3 said “the language itself is very hard for them. There are
different pronunciations, and so on, but we are coming to the end of the year and you see a lot of
progress, see advancement.” Teacher #4 remarked, “Some may have brain injuries or learning
disabilities, but have not been diagnosed. They are shy or passive in a way.”
#5, the mental health therapist responded that memory impairment its very common,
including dissociative symptoms where people cannot recognize color and do not register or
remember distinguishing details. Other factors that he mentioned were that often clients are
Students with Interrupted Formal Education (SIFE). This may affect their ability to learn in a
classroom, especially he has seen for instance with Afghan refugees, who have been used to
living with reading being illegal in their homeland. Participant #6, the LCSW confirmed this by
commenting about how hard it was for these students to learn, that they seemed uneasy and had
difficulty concentrating. They often had vivid flashbacks, influenced by the difficulty of
processing their past, a link fractured between the left and right brain.
#7, the school principal responded to the question saying that there was a huge lack of
language skills, as well as interpreters. Even with an interpreter involved, he reiterates the point
of the therapist that trust is an underlying issue, with confidentiality potentially being broken in
the community. In addition, he mentions the power dynamics of having to ask a child to call a
parent to translate, when no other interpreters are available. It is difficult for parents to accept
this role reversal at first, but there is an understanding of the need for accommodations under the
given circumstances.

STELLAR

54

Q: Are either non-verbal or narrative or verbal therapies (or strategies) more effective?
Teacher #3 responded, “they want everyone to learn quickly, but it takes time. The ones
that know a little bit ask really interesting questions, but it takes time.” This goes in conjunction
with the principal’s recommendation of employing wait time for students to acquire the language
and find the right words to express themselves and understand concepts and difficult vocabulary.
The mental health therapist, #5 had simple suggestions such as a smile, a hug, eye contact (or
lack there of), and to learn the language or at least simple phrases, which really helps to connect
with people! Participant #6, the LCSW said that massages are often used as an effective way to
relieve a lot of stress. The principal’s response, #7 said that both verbal and non-verbal therapies
or strategies are effective. He commented that multiple intelligences must be supported and
stimulated through multiple strategies.
Q: Do certain strategies work better for certain (age) groups?
For participant #3 this question was more based on essential needs that required strategies
which provided for their basic needs, from finding shelter to food, clothes, income, insurance,
etc. Participant #4 responded specifically regarding age however saying, “Younger people learn
faster and acculturate quicker, older students stay within their culture more.” The therapist,
participant #5 advocated for flexibility and what works for them, because everyone is different
and that includes accounting for cultural diversity. LCSW #6 said, “Kids will draw, give them
the material. Clay is very good. We made masks and have them decorate the outside and inside
write what people don’t know about them. Adults are very hesitant.” This goes well in relation
with the principal, #7’s response who said that the best strategies are those that are age
appropriate and have kinesthetic appeal and application.

STELLAR

55

Q: Is there anything else you would like to tell me about?
Participant #1, the school counselor replied that the majority of refugees are very
resilient! They want to be productive citizens. From her perspective as a multicultural counselor
she has seen many people struggle, but she has seen many success stories despite the struggles.
There is a sense of appreciation for the chance afforded to start over. #3, an English teacher said
“there is a need for more ESL teachers in the public system. There are so many refugees who
want to learn.”
The mental health therapist, #5 shared a story of how he once misinterpreted and
misdiagnosed PTSD for Attention Deficit Disorder (ADD)/ Hyperactivity, resulting in the
treatment of an anxiety disorder with ha stimulant, which was not good. Medication can be
helpful – if it is correctly diagnosed. Other factors to keep in mind that he stressed are that a lot
of refugees come with no more than a backpack, some without even underwear. He maintains
that more time is needed for acculturation and simply acquiring enough clothes and basic
amenities for daily survival before having to start school.
The elementary school principal added as last thoughts that professional development,
planning teams, and teachers are very important in the decision making process. Through
operations meetings held twice a month there is a process of communal consultation in a share
out. These systems of communication strengthen the underlying philosophies of the school,
seeking to build a safe community from within that affirms the voices and values of everyone.
The main challenge being involving parents, however there is an active effort to bridge language
barriers and build alliances and achievement through family literacy programs, safety task forces,
service learning, and internship programs that train parents to become employees at the school.
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At the conference on refugee health that I was recommended to attend, several themes
were explored in a multitude of workshops. Those that seemed applicable to the study were the
workshops that I attended. The topics explored addressed themes of cultural competency, the
label of refugee, and the biology and hormones correlated with trauma. From these workshops
came the insight that individuals who are refugees have a hard time breaking out of label and
stigma of being a refugee, although initially the label can be beneficial in that basic services are
afforded upon resettlement. Also to be considered is cultural diversity may result in different
attitudes as well as willingness or resistance to acculturation.
Specifically, the workshop that detailed biological effects of stress and trauma, as well as
simple ways of reducing said stress, was the most informative. I learned about how hormones
dictate stress levels, and that these can be affected by simple changes in nutrition or by simply
shaking causes cortical levels to drop, and thus stress levels as well. Also I learned that
processing stress or trauma can only take place after one is settled and feels safe, so often
symptoms will not be noticed as outwardly displayed for years potentially after initial trauma
occurs.
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Discussion
Out of the results, some significant themes emerged across the board that represented
individual perspectives of best practice, reflecting diversity and variety within each field of
approaches as well as obstacles to providing adequate support and services. The support system
encourages students to go to counseling, but staff is limited and overwhelmed with a large
caseload and seemingly not enough funds to promote services that support mental health needs.
Despite the obstacles, another theme that immerged was resilience of refugees as well as
resilience amongst these professionals.
These participants have served this community, with this community, working with what
resources are available to provide consistency and support services for refugee students. At the
elementary level there seems to be much more extensive services at the school site than at the
adult learning center. In addition, children’s basic needs are met at school, and parents have a
large part in school participation as well as a voice in shaping policies, programs, etc. The
professionals surveyed had varying levels of experience and different perspectives in their work
with individuals who are refugees. Each participant employed strategies and therapies that were
studied in the literature. Out of the variety it is difficult to determine the best therapies, a biased
term by nature and as the principal responded.
The original research question seeks to extrapolate professional opinion. Since every
individual is different, a variety of approaches are necessary in order to find therapies that work
for everyone. These opinions are demonstrative of the breadth and depth of therapies, as well as
the inaccessibility of these therapeutic approaches to teachers and counselors not trained in
mental health therapy. Considering the strain that budge cuts have had on the time allotted for
psychologists and social workers to spend at each school, from one and a half days a week to two
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and a half days a week, seeing children across the district, if teachers were better trained in
therapeutic approaches to teaching, students would have an easier time acculturating and
acquiring a new language.
The possibilities for integration with lessons through a culturally embedded curriculum
can be a simple and yet important way of validating students’ cultures. Spending one on one time
with students can likewise validate learners as individuals, by listening to their voices and
allowing them time and choice as to how and when the feel comfortable expressing themselves.
To build trust through talking about your self, your family, your home, history, culture one can
model these identifying forms of expression and create a open connection welcoming refugees to
life in a new country, with a new language. Students then can learn a new way of identifying
themselves, weaving their past with their future to bring cultures together and build on strengths
and multiple intelligences underlying despite language barriers. These barriers can be bridged
with adequate wait time and comprehensible input as well as materials to explore and play with
and create music and art. These non-verbal approaches are equally valid forms of expression,
creating forms of expression, that teachers can give a name to, supply the vocabulary for students
to verbalize their feelings in English.
The limitations of this study were primarily at first that it was going to be a very small
study. The snowball sampling method worked, in developing the number of participants to
represent a couple of professionals in who had three different positions and capacities working
with refugees. The end number of eight participants would be relatively small for a quantitative
study that was measuring the trends across an entire district, however for this qualitative study
eight was a sufficient number for in depth understanding of the subject as addressed at schools
primarily serving refugees in this region. The study was likely this small because originally it
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was specified in a consent emails that I was interested in interviewing teachers and therapists and
only received one survey response. What I came to find out was that therapists (as well as
teachers) are spread very thin. I also did not account for the fact that a lot of the people who see
refugees are not therapists, but counselors or social workers. Despite only having eight
participants, there is still a strong diversity of professionals represented, giving a glimpse of the
network supporting the refugee community in this city.
From this data, I have derived only more questions based on inferences and conclusion
regarding the results.
1.

If arts, music, and mental health services are said to be as vital as the meeting
of basic needs in order to promote healing and learning, why are these the first
programs to be cut?

2.

How can more confidentiality or trust be built using interpreters, especially
concerning people from within the students’ community?

3.

How can multiple intelligences be supported when language acquisition is often
rushed to the point of spending a majority of the day on it?

4.

How can Play therapy be integrated into older grade levels and modified for
age appropriateness? Are arts and music not extensions of play that must be
supported and encouraged?

What this studies findings imply is that refugees who are overcoming PTSD have more
opportunities for recovery and school success than adults, based on support systems and
resilience levels. Children however may be affected by PTSD in more significant and long
lasting ways, due to the inability of their brains at that stage of development to process such
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trauma. No matter the age, culture, or trauma, every refugee is a human being with an individual
perspective and intelligences. Rather than simply empathizing or worse, feeing pity or
helplessness, professionals in this field have a code of a conduct that emphasizes valuing and
nurturing students through compassionate community work and validation of each individual’s
voice, choices, strengths, and meeting outstanding needs.
A variety of approaches, from the wisdom of a variety of professionals can be gathered
from this research. The workshop on biological effects of stress, in particular reinforced the
practice of using a simple song involving shaking out the sillies, which often works with young
children in getting energy out and then being able to focus with more attention. This is an
example of a non-verbal strategy that can be used to lower affective filters of students. In
lowering students’ stress levels, lessons can be more effective. Another idea gained from that
particular workshop was to offer snacks to students that are high in serotonin such as bananas.
A significant trend in the research is a lack of interpreters. This implies a significant
dependence on refugees to act as translators. This can be a source of tension, when children are
called in to relay a message because there are no other interpreters available to translate. There
are programs in place that help adults to learn English and become members of school
communities, that can perhaps contribute to the pool of interpreters eventually. Refugees who
already know English and also know native languages are highly valued, however issues of trust
are then encountered within the community around the issue of disclosure to someone who might
talk to others about their problems, despite high standards of professionalism in the field
upholding codes of confidentiality.
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Conclusions
Professional opinion demonstrates diverse strengths in aiding refugees, from teaching
strategies to therapies to school wide programs and policies. Also at work are common barriers,
such as budget cuts that reduce or eliminate services. This type of undercutting does nothing for
the students who are pressured to perform on standardized tests with pressures mounting and
little opportunity for relief or support. That is, aside from the services that they receive from
organizations and professionals such as these, who are self-reportedly stretched thin, there is
little support for mental health services in schools, where children’s psychological needs often go
unmet. This is where I find suggestion that teachers be trained in responsive strategies when
symptoms of PTSD are identified, in order to provide instruction that is therapeutic in nature.
The process and policy of how this would work should be discussed in a committee involving
administration, mental health workers, social workers, perhaps parents and other teachers to
understand the concerns for the students’ well being and a proactive approach for helping the
student to overcome their trauma and stress and to feel comfortable enough to learn.
The strategies and approaches found to be the most effective such as those that encourage
self-expression are methods that are good for all learners, not just students who are refugees. The
use of arts, music, and dance can be used to engage students in culturally embedded curriculum
that is stimulation, energizing, and validating. Giving attention to students who need to talk or
extra help in processing a problem is a simple and effective way of connecting with a student to
build trust and create a safe space for nurturing development, learning language skills in English,
and overcoming stress.
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Appendix A
Permission from Principals/Directors after the researcher had asked if it would be okay to do
research at their site with teachers/therapists recommended by them (snowball sample)
(Omitted to protect the confidentiality of the subjects)
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Appendix B

Email sent to possible participants based on recommendations by principals/directors
Dear (name of referred person to contact):
I am a graduate student at Fredonia State University, conducting a research study
concerning teachers’ and therapists’ opinions about and use of therapies and strategies for
accommodating English Language Learners who are refugees overcoming Post Traumatic Stress
Disorder (PTSD). The purpose is to gather current professional opinion of best practice for
assisting these individuals. Another goal of this study is to contribute to current literature on
this topic and prepare myself for becoming a Teacher of English to Speakers of Other Languages
(TESOL) in the Rochester area.
There are no risks to you during this study. Information gathered during this interview
will not be disclosed to anyone apart from me and my faculty advisor, Dr. Lillie. Any of your
identifiable information (e.g., names, school name) will be coded and will not be revealed to
ensure confidentiality. Any personal or work‐related information also will be stored securely
and will be destroyed or deleted after completion of the study.
Participation in this study is voluntary and confidential, with no anticipated risks, but
you must be 18 years of age or older to participate. If you choose to participate, you will remain
unidentifiable. You have a right to completely withdraw at any point during the study, without
any penalty.
If you choose to participate, you may either answer an online survey and/or respond in order to
arrange a follow up interview. Depending on which option you’d prefer, choose from the
following:
•

If you are willing to participate but would like to do the online survey option, please click
the link below. Otherwise, simply delete this email. If you click to proceed, you have
given informed consent. Link to online survey:

•

If you are willing to participate and would like to respond during an in-person interview
or over the phone, please email me back at sarah.clayton@fredonia.edu . At that point,
you can indicate preference for in person or phone interview.

Thank you for your time and consideration!
Sarah Clayton
Graduate Student Researcher
SUNY Fredonia
Sarah.Clayton@Fredonia.edu
If you have any questions you may also contact the following people:
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Dr. Karen E. Lillie
Faculty Advisor, SUNY Fredonia
(716) 673‐4656
lilliek@fredonia.edu
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Maggie Bryan‐Peterson
Human Subjects Administrator
Director, Office of Sponsored Programs

(716) 673‐3528
petersmb@fredonia.edu
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Appendix C

Online survey (formatted to fit pages; first page is initial page with informed consent
information. Potential participants choosing to participant will have to click “next” to go to a
separate, second page which has the survey questions).
Page 1:
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Appendix D
Consent form for in‐person interviews/follow‐up interviews to be given at meeting
Thank you for saying you will participate in this in‐person interview (either your initial interview
or as a follow‐up to your online survey participation).
As you may remember, I am a graduate student at Fredonia State University, conducting a
research study concerning teachers’ and therapists’ opinions about and use of therapies and
strategies for accommodating English Language Learners who are refugees overcoming Post
Traumatic Stress Disorder (PTSD). The purpose is to gather current professional opinion of best
practice for assisting these individuals. Another goal of this study is to contribute to current
literature on this topic and prepare myself for becoming a Teacher of English to Speakers of
Other Languages (TESOL) in the Rochester area.
For this in-person interview, I am going to ask a series of open-ended questions which will help
look at my topic. This should last about 30-45 minutes, and you are free to answer any or none of
the questions posed to you.
There are no anticipated risks to you during this study. Information gathered during this
interview will not be disclosed to anyone apart from me and my faculty advisor, Dr. Lillie. Any of
your identifiable information (e.g., names, school name) will be coded and will not be revealed
to ensure confidentiality.
Any personal or work‐related information also will be stored securely and will be destroyed or
deleted after completion of the study.
I, ______________________________, do hereby consent to participate in this research study.
I acknowledge that I am 18 years of age or older. I understand that participation is voluntary;
therefore I have the right to withdraw at any time and with no penalty. I understand that all
information gathered through the interview and observations will be coded, securely kept, and
remain confidential.
_______________________________________________
Signature of participant

_______________________
Date

Any questions, feel free to contact:
Maggie Bryan‐Peterson, Director, Grants Administration/Research Services Office
Phone: 673‐3528; email: petersmb@fredonia.edu
Dr. Karen E. Lillie, Assistant Professor, SUNY Fredonia
Phone: 673‐4656; email: karen.lillie@fredonia.edu
Sarah Clayton, Graduate student, SUNY Fredonia
Email: sarah.clayton@fredonia.edu
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Appendix E.
Semi‐Structured Interview Questions
What is your role in assisting refugees? (Are you a teacher or
therapist?)______________________
Do you work with refugee students suffering from Post Traumatic Stress Disorder (PTSD)?
Yes/ No

What age range? _____________________________

If so, which, if any of the following therapies are used to help these students:
•

Narrative Exposure Therapy

•

Cognitive Behavior Therapy

•

Pet Therapy

•

Art Therapy

•

Music Therapy

List any other therapies not shown that are used in your school/facility and briefly explain:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________
Have budget cuts affected kids’ access to therapeutic art and/or music programs?
Yes/ No
How are students diagnosed with PTSD?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
_____________________
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In your professional opinion, what are some of the most beneficial therapies for students
overcoming PTSD and why?

What are some beneficial strategies for teaching English Language Learners who may be
suffering from PTSD and is it appropriate for teachers to use therapeutic approaches?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
___________________________________
In what ways might language development be affected by PTSD?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
___________________________________
Are either non‐verbal therapies or oral/narrative exposure therapies more effective?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
___________________________________
Do certain strategies work better for amongst certain age groups?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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___________________________________
Use this space to tell me anything else that you feel is relevant or significant for PTSD therapies
and ELLs:
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________________

Thank you for taking the time to answer these questions!
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Appendix F
Consent form for phone interviews, to be mailed to potential participants and returned by mail
prior.
Thank you for saying you will participate in this phone interview (either your initial interview or
as a follow‐up to your online survey participation).
As you may remember, I am a graduate student at Fredonia State University, conducting a
research study concerning teachers’ and therapists’ opinions about and use of therapies and
strategies for accommodating English Language Learners who are refugees overcoming Post
Traumatic Stress Disorder (PTSD). The purpose is to gather current professional opinion of best
practice for assisting these individuals. Another goal of this study is to contribute to current
literature on this topic and prepare myself for becoming a Teacher of English to Speakers of
Other Languages (TESOL) in the Rochester area.
For this phone interview, I am going to ask a series of open-ended questions which will help look
at my topic. This should last about 30-45 minutes, and you are free to answer any or none of the
questions posed to you.
There are no anticipated risks to you during this study. Information gathered during this
interview will not be disclosed to anyone apart from me and my faculty advisor, Dr. Lillie. Any of
your identifiable information (e.g., names, school name) will be coded and will not be revealed
to ensure confidentiality.
Any personal or work‐related information also will be stored securely and will be destroyed or
deleted after completion of the study.
I, ______________________________, do hereby consent to participate in this research study.
I acknowledge that I am 18 years of age or older. I understand that participation is voluntary;
therefore I have the right to withdraw at any time and with no penalty. I understand that all
information gathered through the interview and observations will be coded, securely kept, and
remain confidential.
_______________________________________________
Signature of participant

_______________________
Date

Any questions, feel free to contact:
Maggie Bryan‐Peterson, Director, Grants Administration/Research Services Office
Phone: 673‐3528; email: petersmb@fredonia.edu
Dr. Karen E. Lillie, Assistant Professor, SUNY Fredonia
Phone: 673‐4656; email: karen.lillie@fredonia.edu
Sarah Clayton, Graduate student, SUNY Fredonia
Email: sarah.clayton@fredonia.edu
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SUNY Fredonia Mail - Your Human Subjects Review Request -...

https://mail.google.com/mail/u/0/?ui=2&ik=a30bed61fb&view...

Sarah M Clayton <clayton@fredonia.edu>

Your Human Subjects Review Request -- Clayton, Lillie
8 messages
Maggie Bryan-Peterson <Maggie.Bryan-Peterson@fredonia.edu>
Tue, Dec 6, 2011 at 10:05 AM
To: Sarah M Clayton <sarah.clayton@fredonia.edu>, Karen E Lillie <karen.lillie@fredonia.edu>
Cc: Maggie Bryan-Peterson <petersmb@fredonia.edu>, Mary Carney <carney@fredonia.edu>
Ms. Clayton and Dr. Lillie -Your request for a review of your proposed research "STELLAR (Strategies and Therapies for English
Lnaguage Learners who are Refugees)" has been completed under Category II, expedited process. The
Human Subject Review Committee member performing the review found that there was more information
needed in order to complete the review. Information needed includes:
1. Please clarify what kind of research you are doing and be consistent. In the informed consent, you
say you are doing experimental research but you describe survey and field observation in the request.
The informed consent is misleading.
2. In the informed consent, you have four different data collection methods. But, your description of your
procedures is more complex- follow up phone calls, etc. These are not discussed in the informed
consent. This needs to be clarified, please.
3. The purpose of the box with the data collection in the informed consent is unclear. Is it asking for a
choice or is it a description of the type of data collection or both. In any case, it does not tell the subject
enough about each of those (and about the whole procedure as indicated in #2). Please add more
description/explanation, including duration which is also missing.
4. I think there are potential risks to this study which you haven't discussed. Three of the procedures
-the interview with professionals, phone interview with professionals and online Monkey Survey do not
seem to have risk but your observational one does. You will be observing a teacher or therapist
interacting with clients/students. There is no acknowlegment of the need agency informed consent to
allow this to happen. And, you don't reflect upon these as secondary subjects. If your observations of
them are part of your findings, these clients/students are subjects from whom you need to get informed
consent, as well as an agency release.
5. These clients/students have a right to privacy and confidentiality- how will this be protected?
6. You have not checked audiotaping on the application but in section 4 you mention that you might
audio record. I cannot find mention of this again. Please clarify.
You may respond to this request for further information as an amendment to your proposal and may e-mail
them to me, FAX to the office (716-673-3802) or deliver them to the office at E230 Thompson Hall. We are
generally open from 8:30 AM to 5 PM Monday through Friday.
I look forward to receiving your revisions. Thank you.
Maggie Bryan-Peterson, CRA
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SUNY Fredonia Mail - Your Human Subjects Review Request -...

https://mail.google.com/mail/u/0/?ui=2&ik=a30bed61fb&view...

To: Sarah M Clayton <sarah.clayton@fredonia.edu>, Karen E Lillie <karen.lillie@fredonia.edu>
Cc: Maggie Bryan-Peterson <petersmb@fredonia.edu>, Mary Carney <carney@fredonia.edu>
Ms. Clayton and Dr. Lillie -Thank you for your revised and amended application for your proposed research titled "STELLAR (Strategies
and Therapies for English Language Learners who are Refugees)." Your revisions have answered the
concerns of the Committee. This e-mail is your approval and your research may proceed as described.
As a reminder, you must comply with Part D of the Campus Policies on Human Subjects requiring notification
at the time data collection begins and when it is done. You may accomplish this with a simple e-mail to me.
Thank you for keeping the high standards relating to research and the protection of human subjects on the
Fredonia campus. Best wishes on your research.
Maggie Bryan-Peterson
Human Subjects Administrator

[Quoted text hidden]

Sarah Clayton <Sarah.Clayton@fredonia.edu>
To: Maggie Bryan-Peterson <Maggie.Bryan-Peterson@fredonia.edu>

Thu, Mar 8, 2012 at 9:03 AM

Thank you so much! I will mail out the emails this weekend in order to begin data collection.
~Sarah
[Quoted text hidden]

-Sarah Clayton

Sarah Clayton <Sarah.Clayton@fredonia.edu>
To: Maggie Bryan-Peterson <Maggie.Bryan-Peterson@fredonia.edu>

Sun, Mar 11, 2012 at 1:14 PM

I just sent out the initial emails to distribute the survey, etc. Now I will wait for their reply .
~ Sarah Clayton
[Quoted text hidden]

-Sarah Clayton

Sarah Clayton <Sarah.Clayton@fredonia.edu>
To: Maggie Bryan-Peterson <Maggie.Bryan-Peterson@fredonia.edu>

Wed, May 9, 2012 at 4:03 PM

As previously mentioned in my proposal, I am using a snowball method to find my sample. During an
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Completion Report

https://www.citiprogram.org/members/learnersII/crbystage.asp?...

CITI Collaborative Institutional Training Initiative
Human Research Curriculum Completion Report
Printed on 7/17/2012
Learner: Sarah Clayton (username: clay4703)
Institution: SUNY - College at Fredonia
Contact Information Department: TESOL
Phone: (716) 673-3158
Email: clay4703@fredonia.edu
Group 1.:
Stage 1. Basic Course Passed on 11/17/10 (Ref # 4979035)
Date
Required Modules
Completed
Introduction
09/20/10
no quiz
History and Ethical Principles - SBR
09/20/10 3/4 (75%)
Defining Research with Human Subjects - SBR
10/06/10 4/5 (80%)
The Regulations and The Social and Behavioral
10/06/10 4/5 (80%)
Sciences - SBR
Assessing Risk in Social and Behavioral Sciences - SBR 10/06/10 5/5 (100%)
Informed Consent - SBR
10/13/10 5/5 (100%)
Privacy and Confidentiality - SBR
10/13/10 3/3 (100%)
Research with Prisoners - SBR
10/14/10 4/4 (100%)
Research with Children - SBR
10/28/10 4/4 (100%)
Research in Public Elementary and Secondary Schools - 10/28/10 4/4 (100%)
SBR
International Research - SBR
11/16/10 3/3 (100%)
Internet Research - SBR
11/16/10 4/4 (100%)
Group Harms: Research With Culturally or Medically
11/16/10 3/3 (100%)
Vulnerable Groups
Vulnerable Subjects - Research Involving
11/17/10 4/4 (100%)
Workers/Employees
Conflicts of Interest in Research Involving Human
11/17/10 2/2 (100%)
Subjects
SUNY Fredonia State College
11/17/10
no quiz
For this Completion Report to be valid, the learner listed above must be
affiliated with a CITI participating institution. Falsified information and
unauthorized use of the CITI course site is unethical, and may be
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ELLs are the stars

Strategies for
schools

Therapies for
PTSD

Asylum Seekers

Refugees
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The star represents the layers behind and within the refugee student, who is an English language
learner (ELL). To the left are the letters S and T, for Strategies and Therapies are the supports,
which scaffold learning and provide coping mechanisms for cognitive development. To the right
are the letters A and R symbolizing Asylum seekers and Refugees. This identity is something
that comes from past experiences. The dimension depicted is reminiscent of the iceberg,
implying that much of identity, values, and experiences are not visible on the surface.

