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ABSTRACT

During the Khmer Rouge period (1975-1979), an estimated 1.7 million people died from
executions, starvation, or disease; children older than age seven were separated from their parents
and suffered from a myriad of traumas, likely resulting in various adverse childhood experiences.
This research was to identify the effects of trauma on the Khmer Rouge child survivor, and to assess
the effectiveness of mental health treatment. A qualitative phenomenological study using 20 semi-
structured interviews of Khmer Rouge child survivors who immigrated to the U.S. and received
mental health services. Most survivors appeared to have a secured attachment/relationship to an
adult figure and had goals or an optimistic view which helped improve outcomes; most survivors
experienced improved psychosocial outcomes after receiving mental health services. Participants
recognized the link between mental health and physical health, while also reporting that they
needed to help themselves get better in order to help their children. They reported using Dharma
talk, mindfulness meditation, and mindfulness breathing to cope and manage their symptoms.
These results could be transferable to other Cambodian child survivors, and other survivors of
worldwide atrocities providing preventative and integrated care resulting in improved physical
and mental health for this population.
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Phnom Penh, the capital of Cambodia was overthrown by the Cambodian communist group
called the Khmer Rouge in 1975, resulting in a devastating attack on the Cambodian population
(Hinton et al., 2011). Approximately half a million people died during the civil war from March
1970 to April 1975 (Hinton et al., 2011), and for three and half years afterwards, from April 1975
to January 1979, an additional 1.7 million people died from execution, starvation, or disease (Chan,
2015). This resulted in the elimination of more than one quarter of the Cambodian population—in
fact, this atrocity is characterized as one of the most brutal and extreme episodes against humanity
(Reicherter & Ayward, 2011).
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The Khmer Rouge’s goal was to erase any signs of capitalism and therefore create a “new
society”; as a result, educated people, including monks and teachers, were killed, and the remaining
population was sent to the rural countryside. One of the many tactics used to create the “new
society” was to eliminate family loyalty and emotional attachments by separating children from
their parents (Chan, 2015). If children were successfully separated from their parents, they were
considered morphable and re-educated to be indoctrinated into the new society. The children were
encouraged to betray their parents and tell regime leaders if their parents were not obeying the
communist rules, which contributed to a lack of trust in the parent child dyad, and contributed to
role reversal, wherein parents did not trust their children either. This increased the probability of
negative mental health outcomes for the children (Gordon, 2016), and affected the child’s ability
to form a secure attachment to a caregiver and affecting their exposure to a parental role model
(Field, 2011).

While adults were certainly affected by these actions, children were the most vulnerable of
the Cambodian survivors. They not only experienced pain and torture associated with the Khmer
Rouge, but were exposed to significant trauma in the refugee camps, such as lack of adequate food
supply, poor sanitation, medical care, rape, separation from family members and even death (Chan,
2015). The only benefit occurred when children and some families were accepted as refugees and
migrated to the United States; that said, the trauma continued, as they struggled in their new
homeland. Adverse outcomes associated with living abroad were primarily related to their parent’s
inability to adjust and provide necessary basic human rights (e.g., food, shelter, etc.), which was
directly associated with the parent’s experiences during the Khmer Rouge (Juang et al., 2018). At
this point, many children were placed in a role reversal position and took the primary caretaking
responsibility for their families; this was likely because the children could adapt easier to their new
environment and culture, learning the language and ultimately, becoming interpreters for their
parents. In addition to these familial needs, children had to attend school and because of their poor
English language skills and different culture, faced racial discrimination (Juang et al., 2018);
moreover, in Cambodia, education was not available to everybody, so for some youth, this was
their first-time attending school (Juang et al., 2018).

The way in which the Cambodian youth responded to their immigration experience
depended on the quality of the attachment to their primary caregiver, as well as their age and
developmental stage during their migration (Juang et al., 2018). Children who developed a secure
attachment to their caregiver were able to adapt and use effective coping skills allowing them to be
able to seek out support, develop relationships with others, and apply an internal working model
that would help them remain optimistic and resilient (Juang et al., 2018).

Children who did not have parents and/or were not able to establish a secure attachment,
suffered from indelible outcomes, exacerbated by the adverse childhood events (ACESs)
experienced. Prolonged significant adversity during pregnancy or early childhood are known to
have increased treatment resistant stress-related health problems later in life (National Scientific
Council on the Developing Child, 2020). Other outcomes can include weakened physiological
responses (e.g., immune system), vulnerabilities to later impairments in health (e.g., elevated blood
pressure) and altered brain architecture (e.g., impaired neural circuits). Adverse events during
childhood that are severe, recurring, or long-lasting can seriously affect major aspects of emotional
functioning and lead to increased risk of interpersonal maladjustment and psychopathology
(Shonkoff & Garner, 2012).

Decades later, these children are now adults. The Cambodian children who survived the
Khmer Rouge lived with their trauma and associated adverse developmental outcomes for over 40
years. It is likely these child survivors of the Khmer Rouge experienced long-lasting effects not
only from their childhood, but across the lifespan as well. For example, Cambodian adult refugees
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have reported experiencing adverse health problems such as infectious diseases, pain and
musculoskeletal issues, brain injuries from blows to the head, malnutrition from forced starvation,
and high rates of stroke, diabetes, hypertension, and cardiovascular disease (Opaas et al., 2015).
These trauma responses may be worse than reported, as effects often subside or change over time,
with some more predominant symptoms masking others. Additionally, a focus on conflict-related
trauma may not capture all sources of psychological distress, as stressors from daily life due to
acculturation, which is just as relevant (e.g., as lack of sustenance, socioeconomic insecurity, etc.)
(Cantor-Graae et al., 2014). Several adverse experiences during childhood and prolonged exposure
to trauma inflict long-term negative mental, physical, and neurological consequences. In fact,
adults with ACEs tend to be more reactive to stressful occurrences, both insignificant and
significant, due to their own level of toxic stress. These responses in turn affect the physiologic or
epigenetic pathways in their child (Le-Scherban et al., 2018), and since these experiences are stored
in memory, an individual may be triggered long after the experience has passed (Chambers, 2017).
Epigentics is the study of how chemical modifications change the gene expression of a cell without
altering the DNA sequence. Environmental stressors have been known to increase cortisol levels,
and if maintained at high levels, will affect gene expressions. Adult mental health disorders, such
as depression, are associated with impaired parenting, dysfunctional parent-child interactions, and
parenting attitudes and behaviors. Parental ACEs have also been found to disrupt the ability to form
long-term attachments in adulthood, thereby affecting the ability to later form relationships (Anda
et al., 2006).

In January 2005, the World Health Organization (WHO) executive board urged that support
be given to “implement programs to repair the psychological damage of war, conflict, and natural
disasters”. It is now recognized that the inability to function mentally and physically as a result of
political violence is a major public health problem (Reicherter & Aylward, 2011). One of the ways
to improve results and long-term outcome from survivors of the Khmer Rouge is through
psychotherapy or other mental health services.

Objectives

In the Cambodian community, those who survived the Khmer Rouge likely still suffer from
Post-Traumatic Stress Disorder (PTSD), even 30 years later (Wong et al., 2015). The experience
of childhood trauma can disrupt the secure attachment between a parent and child as well interferes
with the child’s ability to formulate secure bonding. Treatment of complex trauma has been
identified to have significant success when using a psychodynamic approach to address not only
the trauma but also focusing on improving the cognitive, emotional, social, and relational capacity
that were not fully developed due to the child’s age in which the trauma exposure occurred (Price
et al., 2019). A psychodynamic approach would be the most appropriate method to identify and
process the individuals unconscious cause of emotional distress that can be traced back to their
early childhood. The purpose of this study was to identify the effects of trauma on the Cambodian
children who were exposed to the Khmer Rouge atrocities, and to assess effective mental health
treatment interventions. The interviews were conducted as part of a doctoral dissertation process
at California Southern University, Irvine, CA. The investigator has over twenty years of experience
working in a non-profit community mental health setting with this population and has observed the
mental and physical health impact of trauma on the Khmer child survivor. This information can be
used to align culturally appropriate mental health treatment interventions to address the needs of
this population as well as other cultures with similar backgrounds.
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Methods

A phenomenological study looks at both what was experienced as well as how it was
experienced (Neubauer et al., 2019). This study used a descriptive phenomenological approach,
which has been continuously described as a valuable research tool and strategy to understand the
lived experiences of participants related to a phenomenon (Husserl, 1981; Marques & McCall,
2005; Neubauer et al., 2019); the aim of this type of research is to identify common themes related
to a phenomenon to understand the perspectives of people who have experienced it (Marques &
McCall, 2005). This method was utilized for this study to understand the experiences of the
Cambodian adult, who were exposed to the trauma of the Khmer Rouge atrocities as a child and
endured the migration process of arriving in the United States, and their personal perception of
effective mental health treatments.

The research took place in 2019 in Long Beach, CA, where according to the 2010 Census,
is one of the U.S. cities where the largest concentration of Cambodians resides, with a population
of 44,522 (U.S. Census Bureau, 2010). Flyers describing the research were created and translated
into Khmer. These recruitment flyers were distributed to various organizations in Cambodia Town
located in Long Beach, CA, and the surrounding areas within Los Angeles County. Participants
were recruited and screened to ensure that they met the criteria of the project: born between 1957-
1975, resided in Cambodia from 1975-1979, migrated/immigrated to the U.S. after 1975 and
received mental health services. Confidential interviews were held either in an office location or in
the participant home lasting 1-2 hours. Prior to the recruitment and interview process, the study
protocol was approved by the university’s institutional review board. In addition to gathering
demographic information, formulated questions focusing on the major thematic areas were asked:
1. The participant’s experience as children during the Khmer Rouge, 2. The participants
experiences after moving to the United States, and 3. The experiences of receiving mental health
services. All participants gave full informed consent prior to commencement of the interview,
which were audiotaped with written notations.

Khmer speaking participants who did not speak English or were limited in their English-
speaking ability, were provided with a volunteer Khmer speaking translator. The ability of the
participant to tell their story in their own language allowed comfort, which upheld the essence of
the experience to be relayed. The volunteer translator assisted in the screening of participants to
ensure that they met the criteria for the study and assisted with the interviewing, gathering, and
transcribing the responses. Since the researcher did not speak the Cambodian language, according
to the American Psychological Association (APA) Code of Ethics (2019), the researcher took
reasonable steps to ensure that the translator did not have a dual relationship with the participant
and ensured that they can perform the work competently. The volunteer Cambodian translators
were employees of a local non-profit community mental health agency, who provide mental health
translation on a daily basis.

Both female and males who were children between the ages of 0-18 during the Khmer
Rouge period (1975-1979) were included to participate in the interviews. Debriefing with the
volunteer translators occurred before and after the development of the interview questions and after
analyzing participant responses. The participants’ nonverbal resources, such as laughter and patting
of the head, were also noted in the transcripts, and were represented by parentheses to insert a
comment on something that occurred during the interview when the participant made these
nonverbal gestures.

All interviews were recorded, transcribed, and analyzed. Based on the Moustakas (1994)
phenomenological study framework, codes were manually generated from the interview questions.
The codes allowed the researcher to identify themes and patterns, as well as supporting quotes.
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Codes were generated and entered in a codebook, with some identified examples as: “family,”
“symptoms,” and “treatment.” These were then reviewed for themes and patterns, which allowed
the researcher to understand the experiences of the participant, their perceptions, and other
phenomena related to child survivors of the Khmer Rouge. Themes were identified which
represented information that appeared to provide support to the experiences of these child survivors
and effective mental health treatments. This thematic analysis followed Moustakas modified Van
Kaam method (Moustakas, 1994).

All qualitative research must provide measures to ensure validity of the data in the research.
In this case, the researchers established trustworthiness through credibility, multiple participant
perspectives, peer debriefing and review, reflexive journaling, and field notes. The trustworthiness
of the qualitative data as part of the research process, upheld by making explicit biases and
acknowledging subjective judgements (Creswell, 2007; Creswell & Creswell, 2018). Credibility
was gained through ensuring that all participants met the research criteria and that both female and
males between the ages of 44 through 62 were all included to participate in the interviews.
Credibility was gained through ensuring that all participants met the research criteria: born
between 1957-1979, lived in Cambodia between 1975-1979, migrated/immigrated to the U.S. after
1979, currently residing in Los Angeles County, and received mental health services after arriving
in the U.S. Peer debriefing and review occurred before and after developing interview questions
and analyzing themes in the data to ensure language and translation appropriateness and accuracy.
Reflexive journaling and field notes were documented in a diary, which was used to report on
questions, related participant reactions and impressions of each interview, to reduce any bias during
the researcher’s documentation. That said, limitations in all research exists. Limitations of this
study included the possibility of nontransferable results to other Khmer Rouge survivors in the
world, researcher personal bias (e.g., Cambodian, mental health researcher), and research
participant bias.

The study protocol and ethics review were approved by California Southern University’s
IRB Representative. All participants signed informed consent prior to the commencement of the
interviews and audio recording. Codes were immediately assigned to every participant to ensure
that their information was de-identified for confidentiality. This researcher documented the
procedural steps taken in establishing the research protocols and utilized the Cambodian volunteers
to review this researchers’ data transcripts for accuracy by comparing the audio tapes.

Results

There were 20 participants (18 females and two males) recruited for this study that met the
study’s inclusion criteria (e.g., lived as a child during the Khmer Rouge, immigrated to the United
States, and received some form of therapy). All participants resided within the Long Beach or
immediate surrounding areas. Of these participants, one was single, 14 were married, three were
separated/divorced, and two were widowers. There were 16 participants that had children, but four
participants had no children. There were eight participants that were bilingual English and Khmer
and 12 were monolingual Khmer speaking. When the Khmer Rouge overthrew Phnom Penh on
April 17, 1975, two of the participants were between 0-five years old, eight were between six-13
years old, and ten were between 14-18 years old. The length of time from the end of the Khmer
Rouge in 1979 to the participants immigration to the U.S. ranged from 0-43 years. The age of the
participants arrival to the U.S. varied from 12-65 years old. Of these, seven were refugees and 13
were sponsored by family members. Upon arrival to the U.S., 11 came to the Los Angeles County
area (ten to Long Beach, one to Koreatown, a neighborhood in Los Angeles), six arrived at other
U.S. states, and three did not report. The participants who immigrated to the Long Beach area did
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so for a variety of reasons: three had family already living in the Long Beach area, two had friends
living in Long Beach, and one came for medical reasons. All but one participant received traditional
mental health services, or in combination with non-traditional services. There were 19 participants
who received individual therapy sessions, with 11 that reported receiving psychotropic medication.
The length of services ranged from three months to five years.

Khmer Rouge Experience

The experiences of participants from the Khmer Rouge period to present were very
similar. Except for the two participants who were between 0-five years old during the
Khmer Rouge period, all memories focused on facing starvation, exposure to death and
executions, long days of hard labor, and struggles of living in fear. “I was [supposed] to be
killed because | stole food to feed my younger sibling who was only 1 years old” (PT08).
The younger participants also discussed their hardships and how they experienced family
struggles. “Mom had a [gold] ring and [sold it] to buy us rice and a cow... No one gave us
food or work; we had to provide for ourselves” (PT18). Despite the trauma at that time,
some were able to express optimism about their future in the U.S. “If I could survive the
killing fields genocide, I can make it here” (PT12). This encouraged resilience and the
ability to make life the best it could be, albeit childhood trauma experiences.

Life in the United States

Life for the participants was primarily described as difficult, mostly due to language
and cultural barriers. Even those who knew some English when they arrived, voiced
difficulties with the language and adjusting to western culture.

The White people would tease us badly. They threw food at us; they were
mean. | told them | was from Cambodia and that it was very far away. They
told me my eyes were small. The food was different, and I didn’t know how
to eat it. They would push food to me and I would push it back. [They once
threw] spaghetti on my head and the school called my sponsor to pick me
up. It got really bad at school, so my sponsor put me with my brother and
sister at the same school. We were used to eating rice, but there were no
Asian stores [nearby to buy rice]. My sponsor would cook food, but we
didn’t eat it because we didn’t know what it was. (PT13)

Loneliness, hopelessness, excessive worries, isolation, and loss of independence
were common themes with the participants which contributed to their mental health
symptoms; most indicated that these symptoms began when they arrived in the U.S. “I have
[had] so many kinds of symptoms, such as anxious thoughts, panic attacks, unable to control and
function, irritable, [tightness in my] head, and [had] a hard time [removing] worries” (PT10).

Goals and optimism helped improve perspectives and created actions towards
making life better. These participants made overall improvements to their mental health and
living situations in the U.S. “I had inner strength to continue. I found [out] that all bad things
[can] not continue. Keep going and do your best. When good deeds happen[ed], I [felt] blessed for
the future” (PT11). In fact, participants who no longer receive mental health services, are
financially secure through employment, continue to utilize coping skills that they learned
as children.
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I'm Buddhist and depend on destiny and [how] what has happened in the
past affects current life. When good deeds happen, | feel blessed for the
future. | need to remember to check my feelings daily and to [live] in the
moment. (PT11)

Mental Health and Treatment

All participants received mental health services but did not seek services on their
own. Participants reported that they were referred to mental health services by somebody
that they knew and trusted. “I decided to enroll in mental health services because | want to
feel relief from my depression. | know about mental health services via CAA [Cambodian
Association of America]” (PT10). Another participant suggested another source of mental
health information. “I knew of mental health services via TCC [The Children’s Clinic]. |
was interested in services because of my stress and crying, problem sleeping, and anxious
thoughts” (PT8).

There were three themes and outcomes that arose, as participants described resulting
symptoms as anxiety, depression, and PTSD. People who witnessed executions and killings
of family members described the most severe mental health symptoms, but all reported
using similar coping mechanisms. These include: Dharma talk, meditation, mindfulness
breathing, going to temple, participating in activities where others share their same
language and culture, and understanding the importance of remembering to take
psychotropic medication.

I am trying to function better by blocking my thoughts and focusing on
Dharma talk, which [focuses on] life. I am trying to understand [more]
about life. | realized that | cannot [exit the past] if | keep thinking a lot.
(PT10)

Those who experienced poor memory claimed that although they could not recall
what they learned in their sessions with the therapist, they remembered how the therapist
and mental health team made them feel; this led to engagement in daily activities where
they were able to re-live the same feelings that they felt with the mental health treatment
team, which were typically positive.

| forget a lot, but I remember to keep busy and get fresh air at the beach. |
plant vegetables. When I do this, I don’t think about the issues. This helps
me especially when the vegetables grow and become green. It makes me
happy. (PT05)

Participants also acknowledged their improved symptoms due to the flexibility of
the therapist, the use of cultural expressions during treatment sessions, the support of a
mental health team, and home visitations.

The counselor comes to visit me, and | have a chance to [relieve] my pain.
My counselor has taught me a lot, but | cannot remember [everything]. |
have a lot of forgetfulness. However, | feel more connected and support
from the services. (PT20)

129



In addition, participants indicated that their involvement in social activities where
they interacted with others who speak their language and who also receive mental health
services contributed to their decreased sense of isolation, loneliness, and depression.

My life is full of suffering and sadness. | experience nervousness and am
worried all the time. About one year ago, | enrolled in mental health
services, and | feel very supported. | meet my counselor once a week. | am
able to [stop feeling] pain by hang[ing out] with others, participating in
the activities such as cooking class or support group, [and] having
emotional support from church. (PT20)

Participants believed that their mental health affected their physical health, and that
this influenced their children. “My daughter used to have asthma and now, she does not
need to use inhaler [anymore]. | think [one reason for this is] because | have learned to
manage my symptoms [and that has positively affected her]” (PT11). Participants indicated
that they need to care for themselves before they could care for others, which is a shift in
the historical thinking of family honor, whereby they tended to care for others before
themselves. “If we don’t have emotional health, [our loved ones] will take after us, so we
need to help ourselves first” (PT15). They would enroll their children in mental health services,
so they do not suffer the same as them. “I think that the way to help my kids is to enroll them for
mental health service like me” (PT16).

Discussion

The Khmer Rouge was one of the worst crimes against humanity, wherein the Cambodian
population encountered outlandish views which were paired with psychological and inhumane
suffering. Participants in this study reported personal accounts of starvation and exposure to death
during the Khmer Rouge; upon arrival to the U.S., these participants reported poor living
conditions, lack of independence, cultural and linguistic barriers, and isolation. Since the Khmer
Rouge, the Cambodian refugee/immigrant arriving in the U.S. continued to show signs of PTSD
and depression due to traumatic experiences not only from the atrocities they endured during this
period, but also with the social and cultural transition faced by moving to a new country. According
to Marshall and colleagues (2005), an estimated 62% of Cambodians refugees in the U.S. suffered
from PTSD, and 51% suffered from depression. The results of this qualitative study confirmed
these rates, as most of the participants self-described having symptoms of PTSD, depression, and
anxiety.

Interestingly, Marshall’s (2005) also conducted research on the Cambodian population in
Long Beach 24-26 years after the 1979 fall of the Khmer Rouge and found that this population
continued to suffer from chronic mental and physical adverse health effects. Wong et al. (2015)
study did not address effective mental health treatments used by participants to help manage their
reported symptoms. However, in this study, participant’s symptoms were described as severe,
including flashbacks, prolonged distress, sleep disturbance, inability to focus or remember. Their
reports of improved mental health or physical health primarily centered around how they felt and
appeared to focus around their ability to be connected and supported. In this study, all participants
reported having a chronic illness, and half of the participants were able to identify how their mental
health contributed to their physical health. The participants were able to explain the importance of
using their coping skills in order to reduce the severity of mental symptoms and they reported that
their physical health had also improved. This study also found that participants who reported
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experiencing PTSD symptoms were directly exposed to traumatic events such as witnessing
executions and watching others die from starvation, shootings, mine explosions, or illness.

Various treatment modalities such as Acceptance Commitment Therapy (ACT) and
Narrative Exposure Therapy, could be possible effective treatments for the Khmer Rouge survivor.
ACT is a therapeutic intervention based on Relational Frame theory which uses mindfulness along
with other aspects of Buddhism and Narrative Exposure Therapy is a short-term trauma treatment
approach that integrates Cognitive Behavioral Therapy and Testimony Therapy. ACT was studied
on a small population of Cambodians and hold aspects that are congruent with their cultural beliefs,
such as mindfulness and focusing on body sensations, or somatic symptoms (Burckhardt et al.,
2017). Almost all the participants in this study reported that they used similar practices found in
ACT, such as Dharma talk, mindfulness breathing, gardening, and staying in the present to help
them manage their symptoms, and thus improving how they feel both physically and mentally.
They also reported the need to remember to use their coping skills in order to keep their symptoms
from returning.

Early intervention to prevent or reduce the likelihood of intergenerational trauma, would
likely have a positive impact on the well-being of this population. In this research, participants
reported using coping skills such as being in the present, letting go of what one has no control over,
and mindfulness techniques. This is supportive of Buddhist teaching, and supports the techniques
used in the ACT model. Thus, incorporating the spiritual beliefs of this population into their mental
health treatment was beneficial. Whether or not the participants were Buddhist, they reported using
these techniques.

The integration of treatment models may provide better results for treating the Cambodian
Khmer Rouge child survivor. In Cambodia, the Transcultural Psychosocial Organization (TPO)
combines Buddhist ceremonies, whereby the survivors voice their losses to the monk and this
sanctity is incorporated as part of their trauma counseling and self-help groups (Ebrahim, 2015).
Although Buddhism is the primary religion in Cambodia, not all the participants reported being
Buddhist. However, most of the participants reported using Dharma-talk as their way to cope to
maintain better mental health. The participants explained that Dharma-talk focused on how to “stay
focused”, “let it go”, “don’t worry about what you can’t control”, which are teachings from
Buddhist practice. The blending of Buddhism and narrative therapy was shown to be more effective
at reducing PTSD symptoms (Strasser et al., 2014). In addition to Dharma-talk, participants
reported being involved in temple activities, not only for praying, but to socialize, and they reported
feeling better with improved mental health symptoms. The participants also reported that
journaling and thinking positive thoughts was a way of coping. These coping mechanisms are
supportive of the TPO’s use of Buddhism and narrative therapy.

The use of complementary and alternative medicine (CAM), or traditional complementary
and alternative medicine (TCAM) were often used by the participants in this study. Complementary
and alternative medicine (CAM) is health care practices or interventions that are in addition to or
an alternative to standard treatment. Traditional complementary and alternative medicine (TCAM)
are health care practices that are indigenous to different cultures and is used interchangeably with
CAM. Prayer, meditation, relaxation, yoga, and tai chi were used as coping mechanisms in addition
to their mental health treatments, which is supportive of the findings from Peltzer et al. (2016), Yi
et al. (2017), and Berthold et al. (2007). The participants reportedly continued to use these
techniques as daily coping mechanisms outside of treatment, and after their mental health treatment
had ended. There were two participants who reported using only CAM, however, one reported that
her symptoms did not improve as she indicated that she was still hearing voices; this participant
sought mental health services while continuing to use CAM and reported improved symptoms
when she utilized both (PT10).
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Dharma-talk was reported as helping the participants reduce their symptoms and can be
compared to attachment theory. The Eastern philosophy of Buddhism and the ability of letting go,
releasing things that are unhealthy or that causes distress is believed to be similar to having a secure
attachment; individuals with secure attachments are believed to be able to perceive relationships
more objectively and are able to let go when situations cause them distress. The bond between
infant and caregiver in forming a stable and trusting relationship will lay the foundation for adult
attachment with implications for social and emotional outcomes later in life (Chambers, 2017).
Through their stories, the participants attachment to a parent figure was evident, as well as their
future optimistic outlook of hope. In general, these participants performed better than others in this
study after experiencing their traumatic events. These adults suffered mental health and physical
health symptoms, but the focus of their stories was not of pain and suffering, but of optimism that
they are almost at their goal of having a better life. This supports the findings by Maschi et al.
(2012), indicating that positive attitude or optimism, and social supports contribute to overcoming
childhood trauma; social supports help buffer stress.

Some barriers and suggested improvements were also mentioned. Several participants who
received mental health services from other agencies, reported discontinuing services due to lack of
flexibility by the therapist, inability to get to the agency, and forgetting appointments due to
memory problems. These impediments to services could be remedied by using community health
workers to help the individual access needed mental health services. The participants reported that
they felt understood and supported by their therapists even if translators were used. They also
reported receiving reminder calls for appointments, reinforcement of what they learned, help with
monitoring their medication, and positive encouragements which contributed to their overall
wellness. Due to the participants reports of feelings of loneliness and isolation, and feelings of lack
of support from their family, this model contributed to the overall improvement of their symptoms,
and supportive of findings by Shannon and colleagues (2016).

Implications for Professional Practice

By collecting and analyzing the data of these participants, this study provided an
understanding of the experiences of the Cambodian individual who experienced the Khmer Rouge
as children, how they managed their mental health symptoms, and what behavioral health
treatments were effective in helping to improve their symptoms. Most participants were able to
recall their childhood memories of what occurred during the Khmer Rouge period (1975-1979),
such as memories of starvation, hard labor, and exposure to death and dying. Those who were too
young, were able to recall their childhood memories of their life in Cambodia with their parents
who experienced the Khmer Rouge, describing how their parents worked hard and used harsh
discipline. All were able to express their experience of migration to the U.S. and their difficulties
adjusting to the cultural differences.

Participants were able to share what they deemed as effective mental health care, and how
they continue to maintain an improved sense of mental health, which improves their physical
health. Although most participants continue to receive mental health treatment, they indicated
improved symptoms since treatment began, and consistently indicated improved mental health due
to:

e The use of “dharma talk” and mindfulness in learning to be “present” helped in regulating
and managing symptoms

132



e The blending of traditional and non-traditional treatments was culturally relevant and easier
for the participant to understand and relate

e The flexibility in scheduling treatment sessions helped to reduce participants anxiety of not
remembering their appointments

e Home visitations reduced not only barriers to accessing services but reduced their sense of
isolation and loneliness which helped improve their symptoms.

This information suggests that interventions which focus on improving emotional
regulation skills may provide an efficient treatment strategy for both psychological and physical
health problems. Emotional regulation can be defined as the individual’s ability to recognize,
monitor, express, and modify emotional reactions in a manner that facilitates adaptive functioning
(Cloitre et al., 2018).

Trauma-informed care among those who have potential contact with this population, such
as health professionals, educators, faith-based, child welfare and welfare benefits offices would
especially benefit this population as their symptoms are somaticized and may respond with a
trauma reaction, such as complaining of headaches, stomachaches, or panic attacks. The
Cambodian Symptom and Syndrome Inventory (C-SSI) identified Cambodian trauma responses
and linked them to somatic complaints, including dizziness, headaches, neck soreness, or shortness
of breath, which have been translated into cultural syndromes of “khyal attacks”, “thinking too
much”, or having a “ghost pushing you down” (Hinton et al., 2013, p. 348). These types of
complaints can essentially be translated by people who are more aware of the cultural setting in
which they originate. This confirms the importance of having outside sources help and assist.

Moreover, participants in this study did not seek mental health services on their own but
accessed mental health services as a result from meeting someone who knew about mental health,
sequentially sought care, and later reported improved mental health and physical health symptoms.
The participants in this study were identified by non-mental health workers who encountered the
participant through their work settings, whether it was through assisting the participant with an
application, disseminating general information on services in the community, or a visit with their
primary care physician. In many cases, the community worker who helped the participant to access
other services, such as government or medical benefits, was viewed as a trusted individual. The
ability to recognize signs of trauma and to provide psychoeducation on how trauma affects the
mental and physical health, can help engage an individual to seek needed services. Also, having a
list of accessible mental health resources and following up to make sure that services were
appropriately accessed would help to connect the individual to helpful programs.

Implementation of home visitation and a team approach to service delivery would be
beneficial for populations who are isolated, not only by geographic location, but due to language
and culture. As supported by the findings by Berthold et al. (2018), community health workers who
are bilingual in Khmer and English, are not only able to check on isolated individuals, but are able
to advocate and help bridge the cultural gap for them. These community workers develop a
relationship with the isolated individual because they visit on a regular basis. The participants in
this study reported that they received services by a team of mental health workers, which consisted
of a therapist, a case manager, and a peer advocate, all of whom visited them at home through a
coordinated care approach.

The use of blended treatments of non-traditional and traditional services would benefit
individuals who hold traditional values and beliefs. The use of culture specific examples and/or
symbols have more meaning to patients and are easier for the patient to comprehend, rather than
using western terminologies and examples (Hinton & Patel, 2018). The results of this study confirm
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the connection that participants felt to their therapist because they understood their culture, using
culture specific examples and explanations. For example, one participant specifically mentioned
how they first requested help from a monk, but after continued suffering from symptoms related to
trauma, sought traditional mental health services and temple services with much success.

Limitations

This study only included research on Cambodian participants who were between the age of
0-18 during the Khmer Rouge period (1975-1979), who experienced trauma as a result of the
Khmer Rouge, and subsequent trauma as refugees/immigrants to the U.S. The study did not capture
experiences of those over the age of 18 during the Khmer Rouge period, and only those who
received mental health services either traditionally or non-traditionally were included. Last,
participants were limited to those residing in Long Beach, California, and the surrounding areas.

Possible limitations to the study included: retrospective data whereby the participants
needed to recall their experience from 40 years prior, third parties, social desirability on the part of
the participant, inefficiency in the interpretation, English as a second language, or deficiency in the
translation of the responses from the participant, interpreter, and transcriptionist. The issue of third
parties was addressed by declining outside influence or direction, aside from the three Cambodian
volunteers used for this study. Social desirability could be considered a limitation, as participants
could answer the questions in a way to please the interviewer, Khmer interpreter, or other family
members who were present during the interview. The interpreter and the audio-tape translator
reviewed and re-listened to the audio tapes and provided an accurate translation for the transcription
by the researcher. The use of a Khmer interpreter to English was used because of the limited
command of the English language of the participant and allowed the participant to tell their story
in their primary language so as not to lose the “flavor” of their experience.

Conclusions

Severe adverse experiences and prolonged exposure to trauma during childhood inflict
long-term negative mental, physical, and neurological consequences as seen with the participants
in this study. The results of this study have significant implications for the Cambodian community,
who suffered from one of the world’s worst crimes against humanity. The atrocities experienced
by the Cambodian child survivor of the Khmer Rouge for the past 40 years have carried a great
burden on the psyche and the health of its people. This study focused on the child survivor of the
Khmer Rouge who immigrated to the U.S., and who received mental health services. Many studies
have been conducted on refugees and trauma, some focusing on treatment modalities. But very few
studies have been done specifically on this study’s population with their personal accounts on what
they perceived as helping them improve their mental health symptoms.

The outcome of this study highlights the importance of community, traditional values, and
support needed to relieve chronic suffering from the trauma. This type of information can provide
solutions to improve the quality of life for Cambodians affected by the Rouge, though these
suggestions may be transferable and provide insight to encourage positive change for children
exposed to war. Although this research paper focused on the Cambodian child survivors of the
Khmer Rouge, children in other war-torn countries are reported to have high prevalence of PTSD
symptoms. Syrian, Palestinian, and Bosnian refugee children were reported to have similar rates of
PTSD (45%) (Sirin & Rogers-Sirin, 2015) and psychosomatic reactions were found in Nazi
Holocaust child survivors similar to the Cambodian child survivor (Uy, 2018). In 2005, the WHO
urged support to implement programs that will repair the psychological damage of war, conflict,

134



and natural disasters. With the increasing numbers of children being exposed to war and violence,
effective interventions to improve their mental well-being should be our focus in order to thwart
the future public health problem (Reicherter & Aylward, 2011).

I never expected that we are able to live here in America. | feel very happy,
have a big dream if we are able to have all my kids to start life over here
as well; life is full of justice and [is] fair. (PT03)
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