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Abstract 

Since 2008, more than 6000 Bhutanese refugees have been resettled in over 21 

communities across Canada, with nearly 300 individuals residing in Ottawa. This 

resettling process is associated with physical and psychological stress, as individuals 

acclimatize to a new country. A lack of understanding of the impact of this transition 

exists. This study assessed the relationship between coping strategies and psychological 

well-being of Bhutanese refugees resettled in Ottawa. 

A cross sectional survey of a representative sample of Bhutanese adults (n = 110) 

was conducted between November and December 2015. Coping strategies and 

psychological well-being were measured using the Brief COPE and General Well-being 

(GWB) scales. The total GWB mean score of 69.04 ± 12.09 suggests that respondents 

were in moderate distress. GWB did not significantly differ by sex, marital status, 

religion, employment, part time or full time job, or length of stay in Canada. Using 

multiple linear regression, significant independent variables from univariate analysis with 

GWB (age, education, positive reframing, self-blame and venting) were modeled to 

determine the best predictors of general well-being (GWB, F (11, 96) = 3.61, p < .001, R² 

= 21.2%). Higher levels of education and positive reframing were associated with greater 

GWB scores while self-blame and ages 41-50 were inversely associated with general 

well-being.  

It was found that above 66% of the unemployed participants were from age 

groups 41 and above. This finding suggests that career guidance services and vocational 

training to address unemployment may benefit this community. Nurses can provide 

support and counseling to assist refugees to minimize the use of negative coping 
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strategies like self-blame and venting and promote positive coping strategies. Further, 

collaboration between nurses, other interdisciplinary professionals and community 

organizations is necessary to address social determinants of health and enhance refugee 

psychological well-being. 
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Chapter 1 

Introduction 

The number of refugees resettled in host countries has been increasing in recent 

years. The United Nations for High Commissioner for Refugees (UNHCR) (2014) 

reported that approximately 51.2 million people (in total) were forcibly displaced from 

their home countries either by war or by political consequences at the end of 2013, which 

is 6 million more than reported in 2012. Refugees accounted for 16.7 million people 

worldwide, with Asia and the Pacific having the largest refugee population overall, at 3.5 

million. In 2011, Canada accepted approximately 13,000 refugees through the UNHCR 

resettlement program, the second highest number after the United States (US), and in 

2012, Canada received approximately 25,000 refugees claims (Canadian Association of 

Refugee Lawyers, 2015).  

Refugees and immigrants both move to a host country but the difference is that 

refugees are forced to flee their homelands, whereas immigrants decide to move 

according to their own free will (Ekblad & Roth, 1997). Both groups experience shared 

challenges such as changes in their identity, but the level of psychological stress depends 

on how they perceive the change. Refugees are more frequently exposed to trauma and 

stress, danger, and isolation in comparison to immigrants (Stein, 1986).  

Bhutanese refugees are descendants of the Nepalese people who immigrated to 

Bhutan in the late 1800s retaining their Nepali language, culture and religions. They are 

known as “Lhotsampas”, meaning people of the south, and accounted for 45% of the 

population of Bhutan in the 1988 census (Hutt, 2003). In 1987, the Bhutanese 

government introduced the “one nation one people” policy, dictating that the people of 
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Bhutan must speak and write only in the Bhutanese language, thus restricting cultural 

practices of the Nepalese Bhutanese people. The government implemented the policy as 

the rapidly growing Lhotsampa's people were seen as threat to the political order. This 

new policy removed the Lhotsampas’ rights and citizenship due their Nepalese ancestry, 

declaring them as non-Bhutanese nationals. As a form of religious and ethnic persecution, 

the Bhutanese government confiscated land, and imprisoned, discriminated, and tortured 

people (Hutt, 2003). In response, over one hundred thousand ethnic Nepalese in Bhutan 

fled to Nepal in the early 1990s (see Appendix A for map) (Hutt, 2003). Upon their 

return, the government of Nepal did not recognize them as Nepali but considered them 

Bhutanese refugees, rendering them stateless.  

Many Bhutanese refugees stayed in camps of Nepal for up to fifteen years 

because of failed multi-lateral negotiations between Bhutan and Nepal regarding 

repatriation (Chase, Welton-Mitchell, & Bhattarai, 2013). In 2007, the United Nations 

High commissioner for Refugees (UNHCR) and the Government of Nepal agreed on 

third country resettlement in different countries, including Canada (Government of 

Canada, 2014). These refugees are also called government-assisted refugees, who are 

eligible to receive support upon arrival to Canada (Canada Council for Refugees, 2013; 

Pressé & Thomson, 2008).  

Over 6000 Bhutanese refugees have been placed in more than 21 communities 

across Canada, including Ottawa. One thousand Bhutanese people currently living in 

Nepal have yet to be resettled (Government of Canada, 2014). The Canadian Council for 

Refugees has been working, since 1978, to establish refugee rights, educate the public, 

and put their issues on the national agenda (Canada Council for Refugees, 2013). This 
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is important because Bhutanese refugees resettling to Canada may have suffered from 

physical as well as psychological trauma and severe stress; yet, there is a lack of 

knowledge of their physical and mental health status after the resettlement process (Mills, 

Singh, Roach, & Chong, 2008). The Maoist People's war from 1996 to 2006, an example 

of the political violence in Nepal, was one of the factors for psychological distress and 

mental disorders amongst Bhutanese refugees in Nepal. This war had a variety of human 

right violations, which included torture, disappearances, and execution-style killings (Tol 

et al., 2010).  

The aim of this study is to determine how the Bhutanese refugee population has 

acclimatized to their new life in Canada. Bhutanese refugees are known	to	have	suffered	

from	 torture	 before	 they	 arrived	 in	 Canada	 and	 they	 have	different cultural background, 

and socioeconomic problems than the people of host country.	 Given that Bhutanese 

refugees are transitioning to a new culture and environment, it is important to understand 

their unique health issues and investigate coping strategies and psychological well-being 

after their resettlement to Canada in order to provide culturally appropriate health care 

services.	
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Chapter 2 

Background 

This chapter outlines the theoretical framework and conceptual model that guided 

the study and an overview of coping and psychological well-being is also presented. This 

is followed by a review of the literature, which focuses on the relationship between 

coping strategies and psychological well-being. In addition health problems, access to 

health care for refugees, in general, and those issues specific to the psychological well-

being of Bhutanese refugees are discussed. 

Theoretical Framework 

A theoretical framework is needed to frame this investigation of coping skills and 

strategies faced by Bhutanese refugees during the resettlement process. A number of 

theoretical frameworks have been developed to conceptualize coping behavior. 

Incorporating an approach that examines personal, interpersonal and environmental 

factors to address adult refugees' needs is central to our understanding of how to prevent 

and/or reduce psychological distress. This study will use the psychological stress – 

cognitive appraisal – response theory, as first proposed by Lazarus and Folkman (1984). 

The model was described by Lazarus and Folkman as linear in its approach and has since 

been revised (Lazarus, 1999). Baum’s modification of the model (2004) depicts 

intrapersonal processes over time as being circular, rather than linear, and will be used to 

guide this research study (Figure 1).  The concepts pertinent to this study from Baum’s 

model that were examined include environment, coping and well-being, and are 

highlighted in yellow in Figure 1. 
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Figure 1. Theoretical framework for stress, coping and well-being that incorporated 
several linear models of Lazarus (Baum, 2004, p. 382). 

Refugees’ well-being is based on interpersonal and intrapersonal process. 

Interpersonal process is an interaction between person and environment. The personal 

goals and goal hierarchies, belief about self and world, as well as personal resources are 

considered to be a intrapersonal process while harms/losses, threats, challenges and 

benefits are an environmental process that stimulates a person's stress and coping 

response. 

The three major intrapersonal concepts described by Baum (2004) that occur 

during psychological stress are appraisal, emotion and coping. Appraisal is the 

individual’s assessment as to how the stressors may significantly affect their well-being, 

while coping is the management of specific demands based on an individual's efforts of 

thought and actions (Krohne, 2002). The concept of appraisal prompts emotional 

processes, which account for individual differences in quality, intensity and duration of 
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an emotion.  Coping is intimately related to the cognitive appraisal and behavioural 

efforts to cope, reduce or master external (environmental) and internal (personal or 

individual) demands and conflict among them (Folkman & Lazarus, 1980). The most 

commonly used coping strategies are problem-focused and emotion-focused. Problem-

focused coping is directed towards solving problems or attempting to change the source 

of stress. Emotion focused coping is directed towards moderating and regulating 

distressful emotion by strategies (seeking support from others) which can be done by 

relating to internal elements and trying to reduce a negative emotional state (Lazarus & 

Folkman, 1984). This allows understanding of coping strategies, how stressful situations 

will impact an individual's long term adaptive consequences, and especially focuses on 

mental health outcomes and how stressed individuals handle situations to reduce negative 

impact (Lazarus & Folkman, 1984). For example, Baum used the transactional model of 

stress and coping to assess long term adaptive consequences of interpersonal and 

intrapersonal outcomes of somatic health, functioning, family relationships and well-

being (morale) among primary caregivers of children with special health needs (Baum 

(2004).   

An adaptation of Baum’s transactional model will guide this study to identify key 

strategies of coping used by Bhutanese refugees used to overcome resettlement 

challenges and adjust to life in their new country. The relationship between these coping 

strategies and psychological well-being will also be examined. For this study, the major 

intrapersonal processes will focus specifically on coping (problem and emotion focused) 

with psychological well-being as the outcome of the study (Figure 2).   
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Figure 2. Conceptual model that guided the current study.  

Definitions  

Refugees: Refugees are those who left their home countries due to internal conflicts or 

civil war, either by force or voluntarily. According to the UN 1951 Geneva Refugee 

Convention Article, l A (2) a refugee is defined as: 

               Any person who, owing to a well-founded fear of being 

persecuted for reasons of race, religion, nationality, membership 

of a particular social group or political opinion, is outside the 

country of his/her nationality and unable or, owing to such fear, is 

unwilling to avail him/herself of the protection of that country 

(UN Refugee Convention, 1951, p. 124). 

Coping: Coping is the ability or skill that allows people to manage or face 

their difficulties. The most widely used definition of coping is 

“the cognitive and behavioural efforts made to master, tolerate, or 
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reduce external and internal demands and conflicts among them" 

(Folkman & Lazarus, 1980, p. 223).  

Coping strategy: It is a process, which changes over time in response to 

environmental stressors and personal behavioural responses. 

Vulnerable refugees will adopt either positive or negative coping 

strategies during the resettlement process (Lazarus, 1991). 

Positive coping: It is a coping strategy that is targeted to solve the 

objective problem. It is also considered a problem-focused coping 

strategy. It consists of following sub-scales of Brief COPE in this 

study: Active coping, use of instrumental support, positive 

reframing, planning, acceptance, and religion. 

Negative coping: It is a maladaptive coping strategy that is attached to an 

individual’s emotions and modifies his or her experience of 

situation for reducing tension. It is also considered as emotion-

focused coping strategies. It consists of following sub-scales of 

Brief COPE in this study: Self-distraction, denial, use of 

emotional support, substance use, behavioral disengagement, 

venting, humor, self-blame. 

Psychological well-being: Psychological well-being is a combination of 

positive affective states where an individual feel good, happy and 

functioning effectively in individual and social life  (Deci & 

Ryan, 2008).  
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Psychological stress: Psychological stress refers to a “relationship with the 

environment that the person appraises as significant for his or her 

well-being and in which the demands tax or exceed available 

coping resources” (Lazarus & Folkman, 1984, p. 63). 

Third country: Third country is usually the last country or the final country 

for the refugee to settle permanently when they feel unsafe to 

repatriate to own country and first asylum country (e.g. Nepal) 

refuses local integration (UNHCR, 2015). 

Overview of Coping and Psychological Well-being 

Coping can play an important role in the perception of psychological well-being 

(Parsons, Frydenberg, & Poole 1996). Through the use of coping, a person can deal with 

stress or can reduce, minimize or tolerate a stressful situation and can shape one’s well-

being. A stressful situation refers to an individual threatening or harmful experience, 

which alters one’s psychological well-being (Vaughn & Roesch, 2003). As previously 

mentioned, coping has two functions: problem focused coping aims to solve the problem, 

whereas emotion focused coping uses the individual’s emotions in order to reduce 

emotional reaction or tension (Lazarus & Folkman, 1984). The relationship between type 

of coping and psychological well-being is complex and not fully understood. For 

example, those using problem focused, positive coping strategies do not always have 

better psychological well-being and those using emotion focused strategies do not always 

have worse psychological well-being.  How a person copes with one stressful event can 

be different from another and often individuals experience numerous stressful conditions 

simultaneously. Through the use of coping, a person’s behaviors and thoughts are 
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managed and hence the person-environment interaction. This interaction has a connection 

with his or her psychological well-being (Folkman, Lazarus, Gruen, & De Longis, 1986). 

Coping Strategies  

To maintain psychological well-being, coping strategies can be used to manage 

stressful situations. The use of coping strategies have been examined in a variety of 

different stressful situations; for example, it can be used with students in classroom 

settings to patients with serious health conditions and in refugee populations (Gustems-

Carnicer & Calderón, 2013; Ravindran, Griffiths, Merali, & Anisman, 1996; Uskul & 

Greenglass, 2005) 

Third country resettlement can bring about a variety of positive and negative 

coping strategies among refugees. In the early stage of resettlement, refugees have 

reported hope and optimism towards a new life and the new living environment, which 

creates a positive effect on well-being (Kirmayer et al., 2011). Over time, some people 

experience dissatisfaction in the new culture and country because of barriers in language 

and inequalities felt by racism and discrimination (Kirmayer et al., 2011). These 

individuals are likely to develop or establish negative coping strategies when expressing 

stress. Negative coping strategies include substance misuse, negative appraisal and 

avoidance coping strategies (e.g. humor, denial or related to behavior disengagement), 

whereas positive coping strategies include effective problem solving, planning and 

seeking social support (Kapsou, Panayiotou, Kokkinos, & Demetriou, 2010).  

Negative coping strategies. Maladaptive coping strategies are a potential 

indication of emotional imbalances or more stigmatized forms of mental illness (Chase et 

al., 2013). In a study of 100 newly arrived Iranian adult refugees in Canada, it was 
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found that those who had difficulty in coping during the integration process because of 

cultural expectations experienced higher levels of stress, which was associated with 

increased illicit drug use (i.e., barbiturates, tranquilizers etc.) (Zangeneh, Nouroozifar, & 

Kantini, 2004). Refugees who experience difficulties in immigration during the transition 

phase when adjusting to a new culture and who habituate by using drugs to reduce their 

distress are likely to develop mental health problems (Zangeneh et al., 2004). These 

immigration difficulties are mainly from feeling of not belonging to the host society, 

limited language skills and financial resources, unfamiliar environment and cultural 

differences. 

Ssenyonga, Owens, and Olema (2013) conducted a cross-sectional survey to 

examine posttraumatic cognitions (i.e. trauma-related thoughts and beliefs), avoidance 

coping (i.e. distancing oneself from the problem), suicide, and trauma-related disorders of 

89 Congolese adolescent refugees in a Nakivale, Uganda refugee settlement. The findings 

suggested that those refugees with traumatic conditions use negative appraisal and 

avoidance coping strategies, which impact on their psychological well-being. The authors 

concluded that age-specific psychological interventions, which can develop positive 

feelings towards personal growth and self-acceptance, are needed to address potential 

maladaptive posttraumatic problems. 

Tol et al. (2010) published a multi-disciplinary review of relations between 

political violence during the Maoist People’s war, mental health and psychosocial well-

being in Nepal, which included data from Bhutanese refugees. They reported that the 

majority of studies used qualitative study designs to address the mental health of 

Bhutanese refugees in Nepal and the impact of the Maoist People’s war. This war 
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affected both the native Nepali communities and refugee population’s mental health and 

psychological well-being. During this conflict, Bhutanese refugees practiced both 

positive and negative coping strategies. Negative coping strategies included drinking 

alcohol, fighting, arguing or isolated oneself from group, while positive coping included 

worshiping god, visiting traditional healers and singing songs. However, it highlighted a 

lack of evidence surrounding the effectiveness of mental health and psychosocial support 

in this community, as well as controversy regarding the post-traumatic stress disorder 

(PTSD) construct. A PTSD-like construct does not exist in the Nepali language, and the 

symptoms for PTSD diagnosis cannot be identified among Nepalese (Kohrt & Hurschka, 

2010).  

Using a qualitative research approach, Sharma and van Ommeren (1998) studied 

the coping strategies among tortured Bhutanese refugees in Nepal. They observed 

negative coping strategies that included drinking alcohol, arguing or fighting, and 

isolating oneself from other people. The study also identified a number of idioms of 

distress, including the importance of medically unexplained somatic symptoms. 

Researchers working in the refugee camps in Nepal have suggested that mental distress is 

often somaticized, and that symptoms of poor mental health may present as physical 

complaints (Sharma & van Ommeren, 1998). It is identified that somatic complaints such 

as headaches, back pain, gastric problems, painful urination, visual disturbances, 

palpitations, high blood pressure, and fainting attacks are the primary presentation of 

psychological trauma in Nepal (Kohrt & Hurschka, 2010). Similarly, in an investigation 

into suicides among Bhutanese refugees in the US from 2009 to 2012 in four states, it 

was found that mental illness carries a strong stigma in Bhutanese refugee community 



13	

	
	

and suicide is equally a stigmatized subject. It is likely that poor physical health described 

by the Bhutanese refugees is a reflection of poor mental health (Centers for Disease 

Control and Prevention [CDC] 2012). Therefore, those Bhutanese refugees who present 

somatic symptoms may need to be considered for mental health screening.  

 Positive coping strategies. Positive coping strategies consist of planning and 

using active coping approaches to problem solving and seeking social support from 

family, friends or others. Positive reframing is connected with both positive or emotion 

focused coping strategies (Chase et al. 2013). Two recent studies have explored the 

coping strategies of Bhutanese refugees, one in refugee camps in Nepal and the next with 

those resettled in the US. Chase et al. (2013) administered the brief COPE, a short 

version of COPE inventory developed to assess a broad range of coping responses, to 193 

Bhutanese refugees in Nepal and found that the most frequent coping strategies that were 

used included active coping, planning, and positive reframing, followed by religion, 

acceptance and seeking emotional support (Chase et al. 2013). On the four-point Likert 

scale, active coping (Mean, M = 3.56), planning (M = 3.46) and positive reframing (M = 

3.48) were found to be highly utilized and they all represent positive strategies in 

managing tension. These coping strategies are also considered as adaptive and socially 

acceptable. Similarly, religion (M = 3.18) was considered as next highly utilized form of 

coping strategy and religious practice consisted of personal worship and meditation. 

These findings are similar to the previously mentioned qualitative study by Sharma and 

van Ommeren (1998), where worship, song and visits to traditional healers were positive 

coping strategies used by Bhutanese refugee living in Nepal. Acceptance of an 
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individual’s situation and seeking emotional support are socially accepted in Bhutanese 

communities as they connote positive feelings (Chase et al. 2013). 

 Similarly, in another cross-sectional survey study conducted in the US with 386 

participants, the common coping strategies used by Bhutanese refugees were withdrawal, 

turning to friends or self-focused problem solving, entertainment or leisure activities, 

religion and/or culture, and community support (Vonnahme, Lankau, Ao, Shetty, & 

Cardozo, 2015). Common themes were identified in these studies: refugees developed 

positive coping strategy with the help of friends, community support, or by using 

religious practice, suggesting that host countries should work to mobilize community 

resources to support social interactions for refugees.  

Relationship Between Coping Strategy and Psychological Well-being 

As previously discussed, various coping strategies can be used in different 

stressful conditions, but the link between coping and psychological well-being is not 

well-defined. A meta-analysis, reviewed 34 studies to appraise the relationship of coping 

strategy to self-reported psychological well-being outcomes in non-clinical adult 

populations. The relationships between positive coping strategies and psychological well-

being were inconsistent with what has been previously reported, with some positive 

coping strategies positively predicting psychological well-being, and others predicting no 

relationship to psychological well-being (Penley, Tomaka, & Wiebe, 2002). Seeking 

social support was found to negatively predict psychological well-being, and avoidance 

coping and negative coping were negatively related to psychological well-being. Findings 

revealed that positive religious coping strategies (e.g., benevolent religious reappraisals, 
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collaborative religious coping, seeking spiritual support) were positively related to 

psychological well-being (Penley et al., 2002).  

In other study of the relationship between coping and psychological health in a 

sample of minority adolescents in the US, culturally specific results were reported 

(Vaughn & Roesch, 2003). The study between people of Mexican-American, African-

American and Asian-American ancestry, it was found that Mexican-Americans use both 

forms of coping strategies (problem-focused and emotional-focused coping strategies), 

which were associated with positive psychological well-being; for people of African-

American decent, coping strategies were not significantly associated with psychological 

well-being, while for Asian-Americans religious coping, acceptance, planning, active 

coping, positive reinterpretation and restraint were positively associated with 

psychological well-being (Vaughn & Roesch, 2003). 

Other studies have also documented cultural differences in coping strategies. In a 

comparative study of immigrants from Mexico, Mexican-Americans, and Non-Hispanic 

Caucasians living in the US, differences were reported in coping strategies. Mexican-

Americans reported significantly better mental health functioning, an indication of better 

psychological well-being than did non-Hispanic whites or Mexican immigrants. Mexican 

immigrants were more likely to use coping strategies like positive reframing, denial, and 

religion, and less likely to use substance abuse and self-distraction for their better well-

being (Farley, Galves, Dickinson, & de Jesus Diaz Perez, 2005).  

In a theoretical and empirical review article carried by department of psychology, 

University of Windsor, Canada examining the coping, acculturation, and psychological 

adaptation among migrants, the author identifies the relationships between coping and 
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cultural changes for migrants. The findings highlight that coping plays an integral role in 

the process of acculturation and the use of active and problem-focused coping strategies 

by migrants promotes emotional well-being and the use of avoidance coping strategies 

hinders adaptation and can leads to negative well-being (Kuo, 2014). Similarly, in a study 

of psychological wellbeing, among a sample of 181 Turkish immigrants living in 

Toronto, Canada, it was found that proactive coping (efforts to build up general resources 

for promoting personal growth) predicted greater psychological well-being (Uskul & 

Greenglass, 2005). This evidence suggests that among various cultural sub-populations, 

differences in coping strategies exist that shape psychological well-being.  

Well-being of Refugees 

Health problems. Previous studies have documented that refugees have more 

health problems, such as musculoskeletal disorders, infectious diseases, and poor mental 

health, than the native populations of the host westernized countries (Eckstein, 2011). 

Further, their personal history is often marked by both physical and emotional trauma 

(Eckstein, 2011). Many refugees, who have experienced trauma, have higher rates of 

depression, anxiety and posttraumatic stress disorders (Eckstein, 2011). Poor refugee 

health is related to complex and dynamic interactions between migration and health, 

influenced by other factors, like socio-economic and cultural background, life history 

before migration, and final re-settlement in a new country (Davies, Basten, & Frattini, 

2006). Migration itself is not a risk to health, but circumstances during migration process 

(involuntary migration, fleeing from man made disasters or human right violations) may 

increase the vulnerability to poor health. Other contributing factors including poverty, 



17	

	
	

language barrier, separation from family, education, and gender further contribute to the 

poor health (Davies et al., 2006). 

 There are a number of reasons that resettled Bhutanese refugees have poor health. 

Lack of access to healthcare services may be a primary contributor. In refugee camps of 

Nepal, Bhutanese children are reported to have acute and chronic malnutrition 

micronutrient deficiencies and limited options when seeking healthcare (Brennan, 

Biluhka, & Bosmans, 2005; Ellis et al., 2015).  

Access to health care. Health care utilization may be influenced by refugees’ 

education or age or lack of awareness. In a study of health care utilization by groups of 

refugees who were Afgan, Iranian, and Somali asylum seekers in the Netherlands from 

2003 to 2004, it was found that those 38 years or older, compared to refugees aged 18 to 

37 years, used more health services and a higher use of health services was associated 

with poor health. However, this association lacked statistical significance and therefore 

may not represent a true difference between age groups (Gerritsen et al., 2006). The 

authors documented this observation while noting that refugees had equal access to health 

care as the Dutch population. 

The major barriers encountered by refugees and immigrants while initially 

accessing the health care services are eligibility determination, lack of awareness of 

mental health issues and services available, economic hardship, place of origin, 

educational level and transportation problems (Ricketts & Goldsmith, 2005; Thomson, 

Chaze, George, & Guruge, 2015). Sometimes, cultural and language barriers result in 

reluctance to seek help from health care providers and belief in alternate practices 

(Thomson et al., 2015). In a qualitative study with 60 Somali refugees and 60 Chinese 
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immigrants to Canada, living in Toronto, Vancouver and Edmonton, it was found that 

inadequate and insufficient information exacerbates barriers in accessing health care 

(Stewart, Makwarimba, Beiser, Neufeld, Simich & Spitzer, 2010). In addition this study 

also found that newly arrived refugees to the host country are likely to experience 

inequalities such as perceived racism, social isolation and inadequate health coverage 

which can affect their physical and mental well-being. Social support from others can 

help to reduce stress and loneliness and improve mental health of newcomers (Stewart et 

al., 2010). Two other studies have noted a lack of integration of policies and programs, 

limited abilities of service providers, lack of social networks, and the role that economic 

marginalization plays in accessing health care services (Chen, Hou, Sanmartin, Houle, 

Tremblay & Berthelot, 2002; Simich, Beiser, Stewart & Mwakarimba, 2005).  

A previous survey conducted in the US (n=423) has demonstrated resettled 

Bhutanese refugees have a lack of access to health services, including counseling and 

general health services (Ellis et al. 2015). Similarly, resettled refugees in Canada may be 

unfamiliar or unable to access supportive health. Refugees may not be aware of what 

services they are entitled to because of language or communication issues stemming from 

the density of information provided in the Interim Federal Health (IFH) coverage 

documentation and a lack of knowledge from health care professionals (Canadian 

Council for Refugees, 2015). 

  Mental health among refugees. Mental health issues are widespread in refugee 

populations (Stewart et al. 2010). Refugees come from diverse religious and cultural 

backgrounds and have complex mental health related concerns prior to arrival in host 

country. Lack of awareness of mental health issues in refugees influence how they 
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manage and report mental health issues (Thomson et al., 2015).  Higher incidence rates of 

major depressive disorder (MDD) have been reported among individuals living in host 

countries compared to refugees’ in native countries. In a meta-analysis of a combined 

global sample of 22,221 refugees (i.e. internally displaced persons, asylum seekers, 

stateless persons) and 45,073 non-refugees, a positive relationship was found between 

post-displacement economic opportunities and positive mental health. Interestingly, this 

meta-analysis did not identify the association between cultural practice and better mental 

health outcome (Porter & Haslam, 2005).  

Another meta-analysis in western countries (Australia, Canada, Italy, New 

Zealand, Norway, The United Kingdom and the Unites States) with 7000 refugees 

showed that one in ten adult refugees have post-traumatic stress disorder (PTSD), and 

about one in 20 has MDD (Frazel, Wheeler, & Danesh, 2005). The study also inferred 

that refugees could be ten times more likely to have PTSD than the age-matched general 

populations in those countries (Frazel et al. 2005). Ellis, MacDonald, Lincoln and Cabral 

(2008) reported that a large proportion of refugee children and adolescents have PTSD, 

ranging from 12% to 65% among Somali adolescent refugees. This variation in findings 

regarding mental health illness prevalence among refugees likely represents the difficulty 

in diagnosis and identification of cases. Accurate estimation of the prevalence of mental 

illness in refugee populations is challenging because expressing a mental health problem 

is highly stigmatized in many cultural groups (Gong-Guy, Cravens, & Patterson, 1991). 

Therefore, the validity of a study using standardized instruments may be compromised if 

it is not delivered in culturally sensitive ways, and the provision of validated instruments 

in suitable languages is necessary. 
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A population-based survey with Bhutanese refugees in Nepal was conducted to 

determine the prevalence of mental health disorders of 418 tortured refugees compared to 

392 non-tortured refugees (van Ommeren et al., 2001). Multivariate analyses of 

covariance showed an association between a history of torture and mental health 

disorders (van Ommeren et al., 2001). This correlates with the large suicide rates of 

Bhutanese refugees in the US (CDC, 2012). It is reported that the annual suicide rate of 

Bhutanese refugees between 2009 and 2012 in the United States was 16 per 100,000, 

which is higher than the US general population (12.4 per 100,000). This suicide rate in 

Bhutanese refugees was similar to the pre-arrival suicide rate in Nepal of 20.7 per 

100,000 (CDC, 2012). The high suicide rate in camps of Nepal was found to be 

associated with an emotional burden, provoked by social factors such as family 

separation that reached a level that affects the individual’s capacity of thinking (Schinina, 

Sharma, Gorbacheva, & Mishra, 2011). This report of increased suicide and mental 

health issues among refugee populations recognizes the poor identification and 

management of health issues, which further highlights the importance of resettlement 

programs in providing mental health services; as well, refugee difficulties in resettlement 

(e.g. employment, bullying and isolation) must be addressed (Robinson & Hao, 2014). 

Psychological well-being of Bhutanese refugees. Psychological well-being of 

Bhutanese refugees is often compromised before they are resettled in a third country. 

This is because individuals have experienced distress during the resettlement process both 

in their home country and their transit country (Nepal).  Their experience of resettlement 

has been largely unexplored in the global community (van Ommeren et al., 2001).  
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Bhutanese refugees have linguistic and cultural differences from their host 

countries, which makes finding employment challenging. Some individuals show great 

resilience or use positive coping strategies to establish successful lives in new places, 

while others may experience feelings of worthlessness and isolation (Ellis et al. 2015). 

The sense of being a burden to others, lack of group ethnic identity, and physical 

proximity in the new country make the refugee population feel vulnerable, worthlessness 

and isolated (Ellis et al. 2015). This may be further compounded by gender. When in a 

new country, Bhutanese men may feel an increased responsibility towards providing 

monetary support to their family and feel increased pressure to find employment. Many 

Bhutanese women who were homemakers in their culture now struggle to maintain 

traditional roles and find work (Ellis et al., 2015). These gender-based stressors may 

impact mental health. 

A qualitative ethnography study, conducted in Coquitlam, British Columbia, 

explored the Bhutanese refugee pre- and post-arrival experience (Sherrell, Friesen, 

Hyndman, & Shrestha, 2011). This study documented both positive and negative 

outcomes of their settlement process through the use of semi-structured interviews 

conducted with 16 Bhutanese refugees. Bhutanese refugees reported facing problems 

related to the use of electronics, knowledge of Canadian food and language. Moreover, 

some struggled to master the complexities of Canadian pronunciation which often 

hindered successful communication with other English speakers (Sherrell et al., 2011). 

Out of 16 respondents, only six had either full time or part-time employment. The 

researchers found that although unemployment was high, early attachment to the labour 

market through paid or volunteer work made Bhutanese refugees optimistic towards job 
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opportunities (Sherrell et al., 2011). However, further work in this area is needed to 

investigate the relationship between employment and positive effect on health and well-

being. This study also reported that Bhutanese refugees were utilizing formal services and 

benefitted from planned process programs (i.e. education given to public and services 

agency about the needs and background of Bhutanese refugee) before their arrival, and 

found the planned services assisted them to respond to problems and challenges.  

Study Justification  

Currently, we have a poor understanding of how Bhutanese refugees cope after 

resettlement in Canada. Bhutanese refugee resettled to US were known to have high 

suicide rate (20.3 in 100,000) as well they were known to express their mental health 

problem though the use of somatic symptoms. Knowing the use of coping strategies and 

their psychological well-being help to prepare and provide the culturally appropriate 

health care services. So, to better understand their acclimatization to a new life in Canada, 

it is necessary to investigate the relationship between their coping strategies and 

psychological well-being.  

This study explored the following research questions: 

i) Do demographic characteristics (age, sex, education, marital status, religion, 

employment and length of stay in Canada) of Bhutanese refugees influence 

psychological well-being?  

ii) What types of positive and negative coping strategies are used to promote 

psychological well-being by Bhutanese refugees resettled in Ottawa, Canada? 
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Chapter 3 

Methods 

This chapter describes the research design, community engagement, sample and 

eligibility criteria, survey tools and translation, study variables, questionnaire 

development and pre-test and data collection utilized to answer the research questions.  

This chapter also outlines how the data was analyzed and discusses the ethical 

considerations.  

Research Design 

Using a cross-sectional design, a quantitative survey questionnaire was 

administered to Bhutanese refugees resettled in Ottawa, Canada. Non-random and 

snowball sampling methods were used to obtain a convenience sample of those refugees 

living in Ottawa. 

Community Engagement  

The principal investigator (PI) of this study facilitated contact with a key 

informant from the Bhutanese refugee community in Ottawa, Ontario. Initial 

conversations gathered general information about the number of Nepali ethnic origin 

Bhutanese households in this community, and included an onsite visit to Ottawa on May 

20th, 2015 (PI and supervisor) for gaining access to this community. A community leader 

informed us that there were 100 households with approximately 300 resettled Bhutanese 

refugees living within a square kilometer in southeastern Ottawa. 

 This settlement of Bhutanese refugees in Ottawa gather weekly in religious 

worship for two hours in a church or temple based on their religious beliefs. On Sundays, 

30-35 elderly people gather in one of their homes for religious activities. This 
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community has established relations with the Ottawa Catholic Centre for Immigrants. 

Two of the counselors from this center visit this community on a weekly basis to provide 

English language lessons. The initial meeting between the PI and community leader was 

positive and no barriers to access the Bhutanese Nepali community were identified. 

During this visit, it was determined that any questionnaire needed to be administered in 

both English and Nepali languages. The PI chose Ottawa because of the concentration of 

Bhutanese refugees as well easy assess from Kingston. 

Sample and Eligibility Criteria 

A sample size calculation was completed using power analysis prior to data 

collection. For the calculation, a previously published article among African-American 

woman living in US found total General Well-Being schedule (GWB) mean (76.96) and 

standard deviation (15.60) was taken (Taylor et al., 2003). Using an online calculator, 

with a more conservative power of 90%, an alpha of 0.05, with an expected total GWB 

mean of 72.0 for this study and considering two-sided t-test, a sample size of 104 was 

obtained (Statistical Solution, 2015).  

To be eligible for the study, participants had to be resettled Bhutanese refugees 

over the age of 18, who understood Nepali or English languages, and were residing in the 

Ottawa area. Those who came directly from Bhutan in any other status other than 

refugee, those who were other than Bhutanese nationals married to Bhutanese refugees 

while staying in transit country, Nepal, and those who identified by next of kin as being 

developmentally delayed, were excluded from the study.  
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Survey Tools and Translation 

A variety of survey tools have been used with Bhutanese refuges to measure their 

mental health. These include the Hopkins Symptom Checklist-25 (HSCL25), Harvard 

Trauma Questionnaire (HTQ), Comprehensive International Diagnostic Interview (CIDI), 

International Classification of Diseases (ICD-10) Symptoms Check List (SCL-90) (van 

Ommeren et al., 1999). 

 However, Bhutanese refugees who are resettling to Ottawa with feelings of 

trauma may be few, and there may be a significant time gap since the trauma and the 

focus of this study was assessing psychological well-being rather than specific mental 

health disorders. Therefore, two tools, the Brief COPE and the General Well Being 

Schedule (GWB/GWBS), were administered in both English and Nepali languages to 

measure the key study variables. These tools have been used in previous research studies 

investigating psychological well-being in refugee populations, immigrants, breast cancer 

patients and people with dementia (Carver, 1997; Cooper, Katona, & Livingston, 2008; 

Nakayama, Toyoda, Ohno, Yoshiike, & Futagami 2000; Noh et al., 2012, Seglem, 

Oppedal, & Roysamb, 2014; Taylor et al., 2003). However, to the best of our knowledge, 

this was the first study to use the GWB tool to measure the psychological well-being 

among Bhutanese refugees. 

Brief COPE. To access coping strategies, this study used the Brief COPE survey 

questionnaire that had been translated into Nepali from its original English version 

(Chase et al., 2012). The tool was not designed with an overall total score, but rather, it 

consists of fourteen sub-scales: 1) active coping, 2) planning, 3) use of instrumental 

support, 4) use of emotional support, 5) venting, 6) behavioral disengagement, 7) self-
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distraction, 8) self-blame, 9) positive reframing, 10) humor, 11) denial, 12) acceptance, 

13) religion, and 14) substance use. The overall tool has 28 questions assessing coping 

using a 4-point rating scale varying from “1”, I haven’t been doing this at all, to “4”, I’ve 

been doing this a lot. Permission to use this instrument was received from the author of 

the published article “Solving Tension”: Coping among Bhutanese refugees in Nepal 

(Chase et al., 2012). 

Reliability and validity of Brief COPE. Cronbach’s alpha values reported for the 

Brief COPE are all in the acceptable range from 0.50 to 0.90 (Carver, 1997). Because of 

high reliability and validity, it has been translated and used in different languages (e.g. 

Spanish, Korean, German, Greek) (Carver, 1997; Cooper et al., 2008, Noh et al., 2012, 

Seglem, Oppedal, & Roysamb, 2014). 

General well-being schedule (GWB). To measure psychological well-being, the 

GWB schedule (Dupuy, 1977) was included in the questionnaire. In June 2015, the tool 

was translated and back translated into Nepali and English by a professional interpreter, 

who is educated and proficient in Nepali and English languages. Two translators 

reviewed the back-translation surveys and original surveys for the accuracy. There were 

some word adjustment issues while translating English to Nepali and vice-versa. For 

example: The name of tool ‘General Well-being Schedule’ was translated to ‘sadharan 

swasthaya suchi’, which on back translation gave ‘basic health routine’. To solve this 

issue, two translators came with ‘samanya su-swathaya talika’ as these words provide the 

same literal meaning for general well-being schedule in Nepali. 

The GWB has 18 items covering the six dimensions of anxiety, depression, 

general health, positive well-being, self-control and vitality in individuals. The first 14 
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questions use a six-point response scales ranging from “1” all of the time, to “6” none of 

the time. Four final questions use a rating scale from 0 to 10 defined by adjectives at each 

end. It has a time frame (during the last month). Because some items are reverse scored 

(items 1, 3, 6, 7, 9, 11, 15, and 16), 14 is subtracted from the total score, yielding a total 

possible range of scores from 0 to 110. Scores from 0 to 60 reflect ‘severe distress’; 61 to 

72 ‘moderate distress’; and, 73 to 110 ‘positive well-being’. 

Reliability and validity of GWB.  The GWB schedule has high reliability and 

validity. Cronbach’s alpha or internal consistency coefficients for the three sub-scales 

range from 0.72 to 0.88. Three studies reported internal consistency coefficients over 0.9 

(McDowell, 2006). The average correlation of the GWB schedule and six independent 

depression scales reported in the literature is 0.69. Correlations between individual sub-

scales and criterion ratings were high, ranging between 0.65 and 0.90 (McDowell, 2006). 

This tool has also been translated in other languages, including Japanese (Lee & Yoon, 

2011; Nakayama et al., 2000; Taylor et al., 2003). The test-retest reliability coefficients 

(after three months) were 0.68 and 0.85 for two different groups (McDowell, 2006).  

Study Variables  

For the first research question, demographic characteristics were the independent 

variables (IV) and included age, sex, education, marital status, employment, religion, and 

length of stay in Canada. Psychological well-being was the dependent variable (DV), 

which was measured with the GWB schedule. Education was categorized into five 

variables in the context of the Nepalese education system:  

Illiterate: Those who cannot read and write  

Literate: Those who do not attend school but still can read and write 
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Primary: Grade 1 to 5 

Secondary: Grade 6 to 10 

College level: Intermediate (grade 11 to 12), Bachelor, Master and PhD degree 

For the second research question, the independent variable was coping strategies 

measured using the Brief COPE tool and the dependent variable was psychological well-

being, again measured by the GWB.  Please see the Appendix B for the details of study 

variables. On the basis of literature review and the investigator’s expertise with 

Bhutanese refugee population while in Nepal, three additional categorical questions were 

added: 

• Are you happy that you have been resettled in Canada?  (Yes/No) 

• Which of the following do you like in Canada? (Tick all that apply – 7 items) 

• What makes you feel unhappy (Tick all that apply- 8 items) 

Questionnaire Development and Pretest 

After the translation of the both (Brief COPE & GWB) tools and creation of the 

demographic variables, the researcher developed both the Nepali and English 

questionnaires in a booklet form (Appendix C). To determine the readability of 

questionnaires, the provisional survey was administered to five Nepali immigrants in 

Kingston, Ontario on October 21, 2015 after the ethical approval of the proposal. A letter 

of invitation (Appendix D) was given one day before the pre-test and verbal consent was 

given before the survey administration. Among the five participants, three were female 

and two were males, all who were between 31-40 years old. 

It took approximately 20-30 minutes to administer the questionnaire. In the Brief 

COPE questionnaire one participant said that two statements appeared to have similar 
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meaning: “I've been using alcohol or other drugs to make myself feel better”; and “I've 

been using alcohol or other drugs to help me get through it” (# 4 and #11, respectively). 

Upon re-examination, the two items do have different meanings so no changes were 

made to the instruments. The questionnaire form was finalized by the end of October 

2015. Pretest data was not included in the final survey analysis.  

Data Collection 

Two community leaders were recruited from the Bhutanese community to inform 

the people in their community about the purpose of this research and carry out the data 

collection. Along with the information dissemination through the leaders and the Catholic 

Center for Immigrants (CIC) counselors, flyers (in English and Nepali) explaining the 

research objectives and procedures were posted in various locations around buildings, 

including the church, temple and high school where Bhutanese were known to frequent 

(Appendix E). Community leaders were trained one week before for the data collection 

and provided the survey guideline to them (Appendix F). Data collection was done from 

Nov 15, to Dec 15, 2015.  See Figure 3 for the timeline of data collection.  
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Activities Nov  
week 
1 

Nov 
week 
2  

Nov 
week 
3 

Nov 
week 
4 

Dec  
Week 5 

Dec 
week 
6 

Dec 
week 
7 

Development of survey 
guidelines 

       

Training to the 
interviewers  

       

Meeting with the CIC 
 

       

Distribution of the flyers 
 

       

 Data collection 
 

       

Data collection by PI 
 

       

Completion of data 
collection 

       

 
Figure 3. Data collection schedule. 

No participants reported being emotionally upset or distressed during the data collection. 

Finally, the PI went to Ottawa on December 18, 2015 to pick up the collected data from 

the community leaders. 

Ethical considerations  

The proposal was submitted to Queen’s University Health Science Research 

Ethics Board (HSREB) for review and approval # 6016388 (Appendix G). In addition, 

the Ottawa Catholic Center for Immigrants endorsed the study. Prior to administrating the 

questionnaire, written consent was obtained from each participant (Appendix H). 

Participant’s confidentiality was maintained by assigning participants identification 

numbers. After data collection and entry was completed, questionnaires were kept in a 

secure double locked cabinet in PI’s home until data analysis. Encryption and security 

codes were utilized for any computerized records and questionnaires were secured in 

locked files at School of Nursing, Queen’s University after data analysis completed. No 
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individual was identified in any reports or presentations. Computer files will be deleted 

from the PI’s computer/external hard drive and hard copies of questionnaire will be 

shredded and disposed at the Queen's School of Nursing by the thesis supervisor after 

seven years, a period of time deemed appropriate by the Queen’s University Health 

Sciences Research Ethics Board (HSREB). 

Data Cleaning 

Initial data screening included utilizing frequency tables to identify data that had 

been entered incorrectly and checking for missing values. In the final sample it was found 

that two participants (# 43 and 165) did not respond to all the questions. The participant # 

43 missed only few questions and decision was made to retain the survey for the data 

analysis while the participant # 165 was removed completely from analysis, as more than 

70% the questions were not answered. Data entry error calculation was also performed 

for approximately 10% of the random samples. The chance of error in the total 

participants was found to be around 2% (Figure 4). 

Total no. of variables for one participant = 74 

Approx. 10% random sample of cases form the participants = 12 

Total no. of  variables for 12 participants = 12×74 =888 

Total error found = 2 variables 

Percentage of error for 12 participants = !
!!!
×100 =0.22% 

Chance of error for 110 participants = !.!!
!"
×110 = 2.01% 

 
Figure 4. Double-entry error calculation. 
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Demographic categories with exceptionally small numbers (<5) were collapsed.  

Education was collapsed from eight categories (illiterate, literate, primary, secondary, 

intermediate, bachelor, master and PhD) to five categories (illiterate, literate, primary, 

secondary and college level). Age was collapsed from six categories (18-20, 21-30, 31-

40, 41-50, 50-60, 61 and above) to five categories (18-30, 31-40, 41-50, 51-60, 61 and 

above). Religion was collapsed from five categories (Hindu, Buddhist, Christian, Kirat 

and others) to three (Hindu, Christian and others). Marital status was collapsed from five 

categories (unmarried, married, widowed, divorced and other) to two categories (single 

and married). 

Data analysis 

Quantitative data was coded and entered into the Statistical Package for Social 

Science (SPSS) program, version 23.0, for statistical analysis. Reverse coding was done 

for the GWBS items numbers 1, 3, 6, 7, 9, 11, 15, and 16. Descriptive statistical analysis 

was performed on the study variables and demographics. Correlations between major 

study variables and demographics were also assessed. For the normally distributed 

variables, inferential statistical analyses were performed as shown in Tables 1 and 2. 

Table 1 

General Well-being Score by Demographic Variables 

Demographic 
(independent variables) 

Level of measurement Outcome variable GWB scale 
(dependent variable) 

Age Ordinal (5 groups)    ANOVA 

Sex Nominal     t-test (comparing mean score of  
the scale by male versus female) 

Education Ordinal (5 groups)     ANOVA 

Marital status Nominal     t-test  
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Employment Nominal     t-test 

Religion Nominal     ANOVA  

Length of stay in Canada Interval     Pearson's r 
 

All variables were assessed using descriptive statistics (e.g., mean, median, 

frequency) to assess for normalcy and check for outliers. Histogram and normal Q-Q 

plots for each variable were visually assessed for the normality by superimposing the 

theoretical “normal” distribution onto the graphs. Visual assessment of the histogram and 

normal Q-Q plots indicated fairly normal distribution in all cases. Skewness and kurtosis 

for each variable were assessed, to ensure all variable had skewness within +2/-2 and 

kurtosis within +2/-2. With the exception of substance use (Kurtosis=2.23) all variables 

were normally distributed (Appendix I.9). So, substance use was used only for descriptive 

purposes and no further correction was made. Among all variables only total GWB  

Table 2 

 Independent and Outcome Variables 

Independent 
variable 

Level of 
measurement 

Outcome variable GWB schedule      
(dependent variable) 

Brief COPE Likert scale (Ordinal), 

summated in to scores, 

treated as interval 

     a) Correlation of sub-scales to GWB     

(Pearson's r) 

     b) Linear regression and multiple regression 

model was conducted to predict 

independent variables associated with 

the outcome variable (psychological 

well-being) 
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scores demonstrated slight deviation from normality in regards to Shapiro-Wilk test (p= 

0.07). There was not a single case of outlier in the total GWB scores in the box plot 

analyses.  

The relationships between the demographic characteristics and the dependent 

variable were analyzed using t-tests, ANOVAs, or Pearson's r.  The data from the Brief 

COPE tool and the GWB schedule were evaluated on the basis of mean and standard 

deviation. Correlation analysis (Pearson's r) was performed for the subscale of Brief 

COPE tool to the GWB.  Linear regression modeling was performed for two 

demographic characteristics (age and education) and three sub-scales of Brief COPE 

(venting, positive reframing and self- blame) with total general well-being scores. 

Finally, multiple linear regressions were performed with these five variables with 

inclusion ≤ 0.05 and exclusion 0.10 of p-value to determine the best predictor of general 

well-being of the Bhutanese refugees. 
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Chapter 4 

Results 

Response Rate 

  Calculation of response rate was based on a hierarchical model initially proposed 

by Platek and Gray, and later developed by Hidiroglou, Drew and Gray (1993). As the 

data collection was based on snowball sampling method by the three interviewers (PI and 

two community leaders), only the units following the in-scope are applicable in the 

hierarchical model. In-scope units are those that meet the eligibility or inclusion criteria. 

Respondent units consist of in-scope units where information are collected/given within 

the cutoff date. The refusals are categorized as non-responding units that have been 

contacted by the interviewer but refuse to participate in the survey, while non-

respondents are considered for those who initially agreed to participate in survey but later 

on did not return the questionnaire. 

 Out of 116 approached (in-scope) population, 110 responded to the questionnaire 

so that the overall response rate was calculated at 95%, which is above the accepted limit 

(Figure 5). Generally, a response rate of between 70 – 85% is regarded as acceptable in 

such survey involving face-to-face interview (Groves, 2006). Sixty-nine participants 

(62.7%) self-administered the questionnaire while 41 participants (37.3%) were 

interviewed. 

Response rate calculation: 

Total response rate = 
!!"
!!"

×100 = 95%  
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Figure 5. Classification of survey responses. 
 
Demographics 

Data were obtained from 110 participants but only 109 participants were 

considered for analysis, as one participant did not respond to most of the questions. 

Personal demographic characteristics of participants are shown in Table 3. Fairly equal 

representations of men (48.6%) and women (51.5%) were obtained in this study. The 

majority of the participants had undergone school and college level education. Thirteen 

percent attended primary level of education (grade 1 - 5), fifteen percentage attended 

secondary level of education (grade 6 - 10) and twenty-four percent were college 

graduates. Among the rest of them, about twenty-five percent were literate who did not 

attend school but simply were able to read and write, and twenty-three percent of the total 

participants were not able to read and write in any languages. 

Interviewer 1 

Respondents
24 

Refusals 
2 

Interviewer 2 

Respondents 
47 

Interviewer 3 

Respondents 
39 

Refusal  
0 

Non-respondents 
4 

Respondents  
24 + 47 + 39 

Total = 110  
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The majority of participants were married (79%) and most of them were 

unemployed (75%). Among the employed Bhutanese people (25%, n = 27) most were 

full time employed (63%). Almost equal numbers of participants reported being Hindu 

(44%) or Christian (46%) and some reported being Buddhist or Kirat (10%). Only twenty 

percent of the people had been living in Canada for less than 2 years, and the majority of 

participants (80%) lived in Canada for more than two years (n=109). 

Cross-tabulation was performed for age groups and different levels of education 

(Appendix I.10). It was found that for the 18-30 age group, the majority had attained 

school or college level of education (89%) and only 4% were illiterate. About 33% and 

40% of people who had a college level of education were in the age groups of 18-30 and 

31- 40, respectively. In the age group 41-50, the majorities were either illiterate (28%) or 

literate (26%), while the age group of 61 and above were primarily illiterate (40%) in all 

languages.  

 
Table 3 
Personal demographic characteristics of participants 
 
Characteristic                      Sample (N = 109) 
 
                                                                      N                                               % 
Sex 

Male 
Female 

 
53 
56 

 
48.6 
51.4 

Age 

18-30 

31-40 

41-50 

51-60 

61 and above 

 

27 

25 

24 

17 

16 

 

24.8 

22.9 

22.0 

 15.6 

14.7 
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Education 

Illiterate 

Literate 

Primary 

Secondary 

College 

 

25 

27 

15 

16 

26 

 

22.9 

24.8 

13.8 

14.7 

23.8 

Marital Status 

Single 

Married 

 

23 

86 

 

21.1 

78.9 

Employment 

            Yes 

            No 

     Part time 

     Full time 

 

27 

82 

10 

17 

 

24.8 

75.2 

37.0 

63.0 

Religion 

            Hindu 

            Christian 

Others 

 

48 

50 

11 

 

44.0 

45.9 

10.1 

Length of stay in 

Canada (Years) 

  

0-2 22 20.1 

2-4 49 45.0 

5 and above 38 34.9 

   

Descriptive Results of the Additional Questions	

A dichotomous (yes/no) question was asked whether the Bhutanese participants were 

happy because they are resettled to Canada. Almost all respondents answered that they 

were happy they resettled in Canada (Figure 6).  
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. 

Figure 6. Reported happiness with the resettlement in Canada by Bhutanese Refugees.  

The second descriptive question was about their perception of their current 

services and environment (Figure 7). Most respondents who were resettled in Canada 

reported that they liked the health care system (94.5%), the surrounding environment 

(81.7%), the educational system (90.8%) and social security and services (90.8%). About 

77% of the participants liked the food in Canada and only few people responded to good 

job and payment (38.5%). Most participants (75%) were unemployed at the time of 

survey. 

 
Figure 7. Percentage of reported perception of new environment by Bhutanese refugee 
resettled in Ottawa. 
 

99%	

1%	

Happy	

Unhappy	

94.5	 90.8	 90.8	
81.7	 77.1	

38.5	

5.5	 9.2	 9.2	
18.3	 22.9	

61.5	

0	
10	
20	
30	
40	
50	
60	
70	
80	
90	
100	

Health	care	
system	

Social	
services	&	
security	

Education	
system	

Surrounding	
environment	

Food	 Good	job	&	
good	pay	

Like	 Unlike	



40	

	
	

A third descriptive question asked was, “what feeling makes you unhappy in 

Canada?” (Figure 8). Out of 109 respondents, eight responded answered that they were 

very happy in all aspects while the remaining 92.7% reported that they have one or more 

problems. Seventy-seven respondents (70.6%) reported that they were unhappy because 

of remembering their families back in country of origin (Bhutan) or transit country 

(Nepal) while 76 respondents (69.7%) were unhappy because their relatives were 

resettled in other countries during the resettlement process or in other parts of Canada. 

Many of them expressed unhappiness because they have difficulty in speaking English 

language (72.5%) or difficulty in using the new technology (56.9%). Others expressed 

unhappiness because of inability to maintain their culture and religious traditions (31.2%) 

or not receiving educational credentials (12.8%) or difficulties in accessing the health 

care services in Canada (7.3%).  

 

Figure 8. Reported unhappiness among resettled Bhutanese refugees (N=101). 
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Statistical Analysis of Study Variables 

To address the research question, “Do demographic characteristics (age, sex, 

education, marital status, religion, employment and length of stay in Canada) of 

Bhutanese refugees influence psychological well-being?”		

In this study, the total general well-being mean score was 69.04 (n = 108) with a 

SD of 12.09. This is associated with ‘moderate distress.’ The lowest score reported was 

42 (severe distress) while the maximum was 92 (positive well-being). The overall 

Cronbach’s alpha value, or the inter-correlations between text items, found in the current 

study was 0.75. 

Independent-samples two-tailed t test were conducted to examine the differences 

in general well-being between the participant’s sex (male and female), marital status 

(married and single), employment (yes/no, full time/ part time) as shown in Table 4. 

Levene’s test was performed to determine is the variances between groups were equal or 

homogenous. For all the demographic variables, the Levene’s test was p > 0.05, which 

means there were no differences between groups. 	

Independent-samples of two-tailed t-test showed that there was no significant 

difference in GWB scores for males (M = 69.11, SD = 11.70) and females (M = 68.98, 

SD = 12.57; t (106) = 0.06, p = 0.96). Therefore, sex did not have an effect on the general 

well-being in this sample. General well-being did not significantly differ by marital status 

(t = -.21, p = 0.83) nor employment status (t = 1.66, p = .10) or for those employed, by 

part-time or full-time status. Similarly, no statistical significant difference was found for 

self-administered and interviewed participants, t (106) = 1.92, p = 0.06, indicating that 

there is a reduced likelihood of potential social desirability bias among the participants. 
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Table 4 

Comparison of general well-being scores by sex, marital status and employment  

(n = 108) 

(total GWB  range 42 – 92, x̄	= 69) 

DV  n x̄  SD df t p 

Sex Male 53 69.11  11.70 106 .06 .96 

 Female 55 68.98  12.58 

Marital status Married 85 69.18 11.93 106 -.21 .83 

 Single 23 68.57 12.97 

Employment Yes 27 72.37 11.91 106 1.66 .10 

 No 81 67.94 12.03 

Employment Full-time 17 74.71 11.87 25 1.35 .19 

 Part-time 10 68.40 11.47 

DV = dependent variable 

One-way ANOVA was conducted to compare the effect of different age groups, 

education and religion on GWB. Results are shown in Table 5. 

People aged 18-30 scored higher in the GWB score (73.62), age group 31-40 is 

almost in the borderline in the GWB score (71.5), while the age groups 41 and above 

scored lower in the GWB score (M	=	64.3-69.6). ANOVA analysis identified that general 

well-being differed significantly among the five age groups (F (4, 103) = 2.96, p = 0.02) 

(Table 5). Tukey HSD post hoc test (Appendix I.11) shows that there is a significant 

difference between a pair of means those who are 18 to 30 of age and those between 41 to 

50, p = 0.04 (<0.05). That is, those between 18-31 of age have significantly higher or 

positive well-being (M = 73.62) compared to age group 41 to 50 (M = 64.37). 

People who attended college had highest GWB scores (M = 75.4) in this study. 

Those with the primary level are almost in the borderline in the GWB score (M = 71.3), 
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while rest of the education groups scored lower in the GWB score (M = 65.5 to 66.4). 

There was a statistically significant difference in general well-being and the five levels of 

education (F (4, 103) = 3.02, p = 0.02) (Table 5). Tukey HSD post-hoc test (Appendix 

I.11) indicated that there is minimal significant difference between a pair of means: 

‘college’ and ‘literate’ (p = 0.05); and,  ‘college’ and ‘illiterate’ (p = 0.05). 

There were no significant differences between religious groups as determined by 

one-way ANOVA (F (2, 105) = .80, p = .45). Those affiliated with the Hindu religion 

scored 70.72; those of Christian religions scored 67.76 and people from other religions 

scored 67.72 in GWB scale. 

Table 5 

One-way analysis of variance of age, education and religion by general well-being  

IV Source df Sum of 
square 

Mean 
Square 

F Sig. 

 Between 
groups 

4 1615.22 403.80 2.96 .02 

Age Within 
groups 

103 14049.55 136.40   

 Total 107 15664.77    

 Between 
groups 

4 1645.07 411.27 3.02 .02 

Education Within 
groups 

103 14019.70 136.11   

 Total 107 15664.77    

 Between 
groups 

2 234.06 117.03 .80 .45 

Religion Within 
groups 

105 15430.71 146.96   

 Total 107 15664.77    
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To address the research question, “What types of positive and negative 

coping strategies are used to promote psychological well-being by Bhutanese 

refugees resettled in Ottawa, Canada?” 

Descriptive analysis of subscale of Brief COPE was performed to know the most 

frequently used coping strategies, followed by calculation of Pearson's correlation for 

each subscale of Brief COPE tool and length of stay to the GWB to see whether there was 

a correlation between them. Linear regression modeling was performed for three sub-

scales of Brief COPE (venting, positive reframing and self-blame), which were 

significantly correlated with total general well-being scores. Finally, multiple linear 

regression was performed with these three variables and two demographic variables (age, 

education) to determine the best predictor of general well-being of the resettled 

Bhutanese refugees. 
The most frequently reported coping strategies were religion (M = 3.26, SD = 

0.75), active coping (M = 3.13, SD = 0.67), planning (M = 3.01, SD = 0.59), use of 

instrumental support (M = 3.00, SD = 0.73), positive reframing (M = 2.88, SD = 0.71), 

self-distraction (M = 2.88, SD = 0.69), acceptance (M = 2.86, SD = 0.60), and use of 

emotional support (M = 2.72, SD = 0.75). Little evidence was found for the use of self-

blame (M=1.99 SD=0 .80), behavioral disengagement (M = 1.95 SD = 0.77) and humor 

(M = 1.94 SD = 0.82) as coping strategies. The least endorsed coping strategy was 

substance abuse (M = 1.00, SD=0.62). The overall Cronbach’s alpha value for the Brief 

COPE found in the current study was 0.83. 

Correlations between Brief COPE, length of stay and GWB. Out of the 

thirteen Brief COPE sub-scales, only three sub-scales, venting, positive reframing and 
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self-blame, showed statistically significant correlations with GWB (Table 6). The 

Pearson’s correlation between sub-scales of venting with total GWB, and self-blame with 

total GWB, were -.20 and -.24, respectively. This showed that there is weak (negative) 

correlation between these two variables. Pearson’s correlation between positive reframing 

and total GWB scale is .22 indicating weak (positive) correlation between the variables. 

The remaining subscale of Brief COPE was not significantly correlated with total GWB 

(Table 6). Similarly, length of stay in Canada was not significantly correlated with total 

GWB (Table 6). 

Table 6 

Pearson’s correlation (r) between Brief COPE, length of stay in Canada and total GWB 

Brief COPE 

 

 

 

 

 

 

 

Sub-scale r with GWB Score   p 

Self-distraction .13 .19 

Active coping .19 .05 

Denial .04 .66 

Use of emotional support -.07 .49 

Use of instrumental support .13 .17 

Behavioral disengagement .00 .94 

Venting -.20* .04 

Positive reframing .22* .02 

Planning .11 .25 

Humor -.01 .95 

Acceptance .10 .29 

Religion .14 .14 

Self-blame -.24* .01 

Length of stay in Canada  -.02 .81 

*p < 0.05 
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Correlation between sub-scales of coping strategies. The correlation matrix 

between sub-scales of Brief COPE is shown in Appendix I.12. Self-distraction was the 

most significantly interrelated within sub-scale of Brief COPE. Active coping, planning, 

use of emotional support, use of instrumental support and positive reframing were second 

largest interrelated significantly used coping strategies followed by venting and 

acceptance. Use of emotional support and use of instrumental support (r = 0.68, n = 108, 

p < 0.05), active coping and use of emotional support (r = 0.51, n = 108, p < 0.05), active 

coping and use of instrumental support (r = 0.53, n = 108, p < 0.05), planning and 

religion (r = 0.51, n = 109, p < 0.05) are the most strongly correlated. The positive 

correlation between these strategies showed that the increase of one strategy would 

increase in the other strategies. Denial and positive reframing (r = 0.19, n = 108, p < 

0.05), and behavioral disengagement and venting (r = 0.20, n = 109, p < 0.05) were 

statistically significant but were weakly correlated.  

When accessing the overall data, self-blame was not significantly correlated with 

other coping strategies. This was not a surprising finding considering that self-blame was 

the least endorsed coping strategy and data showed very little variation in endorsement 

(M = 1.99, S.D = .80). The use of humor was second strategy that was not significantly 

correlated with other coping strategies.  Overall, correlations between coping strategies 

ranged from r = -0.06 to r = 0.68. This suggests that the different coping strategies 

assessed on this measure were mostly interrelated, and with most of them being positive, 

seems to reflect that one type of strategy has a direct relation with other types of coping 

strategies. This also suggests that Bhutanese participants use different types of coping 

strategies during their stressful situation. 
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Linear regression. A simple linear regression was calculated to predict the GWB 

based on age groups (Table 7). Using dummy coding for the five variables, age group 60 

and above was used as the baseline category. Compared to slope of age group 60 and 

above (69.25), the age groups 18-40 indicated positive unstandardized coefficient 

(positive slope) while the age groups 41 to 60 showed negative unstandardized 

coefficient (negative slope). There was not statistically significant association between 

different age groups with GWB score when 61 and above age groups was used as 

baseline. Overall, from the model summary, multiple R correlation was .32 with an R-

squared (R2) value of 10.3%. 

Similarly, the linear regression was calculated to predict the GWB score based on 

education where illiterate level (one of the dummy variables) of education was used to 

create the baseline for comparison (Table 7). Model summary results were an R2 of 

10.5% and R of .34.  Compared to illiterate respondent GWB score, only the college level 

respondent GWB score was significantly different, with a positive effect on GWB score.  

  A simple linear regression was calculated to predict GWB score based on 

subscale venting. A statistically significant regression was found (F(1, 106) = 4.29, p < 

.041), with an R2 of 3.9 % with GWB. Participants’ predicted GWB score is equal to 

76.13 + (-3.03 × venting) when subscale venting is measured in score unit. Participants’ 

average GWB decreased 3.03 score for each unit of venting. Similarly, GWB score was 

predicted based on the second subscale, positive reframing. A significant regression was 

found (F(1, 106) = 5.35, p < .02), with an R2 of 4.8 %. Participants predicted GWB score 

is equal to 58.34 + (3.70 × positive reframing) when subscale positive reframing is 

measured in scale unit. Participants’ average GWB increased by 3.70 score for each 
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unit of positive reframing. Finally, a significant regression was found for the dependent 

variable GWB score based on the independent variable self-blame. The predicted 

regression equation is equal to 76.35+ (-3.65 × self-blame), R2 = 5.9%, F(1, 106) = 6.61, 

p < .01. Participants’ average GWB decreased by 3.65 score for each unit of self-blame 

Table 7. So, GBW score was positive for positive reframing, while negative for venting 

and self-blame. 

Table 7 

Linear regression model for age, education and Brief COPE (venting, positive reframing and 

self-blame) to general well-being  

 

                                                     B (SE) 

 

Mean 

 

P 

 

Beta 

95% CI for Exp(B) 

Lower Upper 

 Constant 69.63 (2.92)  .00  63.83 75.42 

 18-30 4.01 (3.69) 73.63 .28 .14 -3.30 11.31 

Age 31-40 1.86 (3.77) 71.50 .62 .07 -5.60 9.35 

 41-50 -5.25 (3.77) 64.38 .17 -.18 -12.73 2.23 

 51-60 -5.27 (4.07) 64.35 .20 -.16 -13.34 2.80 

 Constant 66.36 (2.33)  .00  61.73 70.99 

 Literate .08 (3.24) 66.44 .98 .00 -6.34 6.51 

Education Primary 4.97 (3.81) 71.33 .20 .14 -2.58 12.53 

 Secondary -.80 (3.74) 65.56 .83 -.02 -8.21 6.61 

 College 9.04 (9.04) 75.40 .01 .32 2.50 15.58 

 Constant 76.13 (3.61)  .00  68.98 83.28 

 Venting -3.03 (1.46) 2.34 .04 -.20 -5.93 -.13 

Brief Constant 58.34 (4.77)  .00  48.90 67.79 

COPE Positive reframing 3.70 (1.60) 2.90 .02 .22 .53 6.87 

 Constant 76.35 (3.06)  .00  70.29 82.41 

 Self-blame -3.65 (1.42) 2.00 .01 -.24 -6.47 -.84 
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Multiple linear regressions. A standard entry multiple linear regression analysis 

was completed to determine the best predictor of GWB score, where age group 31-40 

(one of the dummy variables) and literate level (one of the dummy variables) for 

education was selected by computer default to create the baseline for comparison based 

on various age groups, different levels of education and three subscales of Brief COPE 

(venting, positive reframing and self -blame). The multiple regression model with all 

eleven variables produced R² = 29.3%, adjusted R2 = 21.2%, F (11, 96) = 3.61, p < .001. 

The entire model has a multiple R = .54. Out of eleven predictors, only three predictors 

significantly contributed to the model:  college level of education, use of positive 

reframing, and use of self-blame. College level of education and positive reframing were 

positively associated with general well-being, while self-blame was negatively associated 

with GWB. Standardized coefficients (Beta) compared to all the other predictor variable 

values showed that college level of education (.25) contributed slightly more to the model 

fit than the two coping strategies. The other eight predictors did not significantly 

contribute to the multiple regression model.  
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Table 8 

Multiple linear regression model for demographic character and Brief COPE to general 

well-being  

 

                                             B (SE) 

 

P 

 
Beta 

95% CI for Exp(B) 
Lower Upper 

Constant 69.52 (6.03) .00  54.56 78.49 

 Age     18-30 4.57 (3.17) .15 .16 -1.72 10.86 

   41-50 -5.41 (3.30) .11 -.19 -11.96 1.14 

   51-60 -4.72 (3.74) .21 -.14 -12.15 2.71 

   61-above .67 (4.05) .87 .02 -7.37 8.70 

Education Illiterate 1.73 (3.33) .61 .06 -4.88 8.34 

 Primary 1.98 (3.71) .59 .06 -5.37 9.34 

 Secondary -4.69 (3.75) .22 -.14 -12.13 2.76 

   College 7.00 (3.25) .03 .25 .55 13.45 

Venting -1.19 (1.51) .43 -.08 -4.19 1.80 

Positive reframing 3.56 (1.53) .02 .21 .52 6.60 

Self-blame -2.94 (1.41) .04 -.20 -5.73 -.16 
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Chapter 5 

Discussion 

Research focusing on Bhutanese refugees’ coping strategies and specifically on 

psychological well-being is limited. This study sought to fill the gap and expand research 

in this area. The purpose of this cross-sectional study was to assess the relationship 

between coping strategies and psychological well-being and assess the demographic 

characteristics to determine the association with their psychological well-being. In this 

chapter, an overview of the findings, limitations of the study, implications for nursing 

practice, and final conclusions are discussed. 

Role of Demographic Variables in Well-being of Bhutanese Refugees 

Age. Age is conceptualized as an important factor in influencing psychological 

well-being. We have an expectation that different age groups will have different levels of 

psychological well-being. For example, it is reasonable to expect that those between ages 

18-30 who are mostly students, living with their parents and have a similar lifestyle to 

their Canadian counterparts would have better psychological well-being.  In comparison 

to younger persons, middle age groups (41-60) are more focused on finding employment 

or continuing their jobs and have family responsibilities. Our major finding is that the 

resettled Bhutanese refugees between ages 18 and 30 had a significantly higher level of 

psychological well-being as compared to those between 41 and 50. Younger refugees 

may have better psychological well-being because they may have experienced fewer 

traumatic events from war, loss, forced migration or torture. Older aged refugee 

participants who compare their previous life experiences to the additional opportunities 

and freedom in the resettled country could have better feelings and therefore better 
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psychological well-being. It is known that refugees of all ages are at risk of developing 

mental health problems based on pre-migration experiences (Hyman & Jackson, 2010). In 

some studies, age proved to be an inconclusive variable, with older age resulting either in 

lower levels of subjective well-being (SWB) or positive well-being in all age groups 

(Foroughi, Misajon, & Cummins, 2001;Fozdar & Torezani, 2008). However, this study 

showed that younger age groups have better psychological well-being. 

Sex. Males (48.6%) and females (51.4%) were nearly equally represented in the 

study. There was no statistical difference in their general well-being score. That is, males 

and females had reported similar levels of psychological well-being (male 69.11 ± 11.7, 

female 68.98 ± 12.57) and moderate levels of distress. However, in the Nepalese context, 

females are known to express psychological trauma more than men. For example the loss 

of a husband or son can be traumatic for a woman but the loss of wife or daughter does 

not have the same psychological impact for a man (Kohrt & Hurschka, 2010). To 

understand how sex is interacts with other characteristics like health status, income and 

other social determinants of health, further study may be needed; regardless, both sexes 

require equal types of social or other economic advantages to achieve positive 

psychological well-being. Similar to our findings, a study of resettled Bhutanese refugees 

in Arizona, Georgia, New York, and Texas in 2012 (N =386) found equal prevalence of 

depressive symptoms in both men and women (Vonnahme et al., 2015). However, among 

different refugee groups resettled in Canada, well-being varied between men and women. 

A study among a Latin American refugee community in Toronto identified gendered 

differentiated outcomes of Latin Americans living in exile. The study indicated that 

women who came as refugees had backgrounds of primarily looking after their 
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husbands and children or were involved in housekeeping. After their arrival in Canada 

from such socio-cultural and ideological backgrounds, they felt much more successful 

than male counterparts in upgrading skills, contributing to the family income and well-

being, and eventually in adopting to, and integrating in Canada (Freire, 1995). 

Education. Education was the major factor that determined the individual well-

being and level of education varied significantly in the Bhutanese refugee participants. 

About half (47.7%) of participants in this study were illiterate or did not attain any school 

level of education. A high level of education was related to positive psychological well-

being in this study, with college level of education as the strongest predictor of a positive 

general well- being. Similar to our finding, a study of Bhutanese refugees resettled to the 

US showed that those with higher levels of English proficiency and higher levels of 

education had lower levels of stress (r = −.24, p < .01; r = −.23, p < .05, respectively) 

(Benson, Sun, Hodge, & Androff, 2011).  

Yet, in the current study, additional education did not consistently show a positive 

upward trend with general well-being, as those with a secondary level of education (grade 

6-10) had a negative correlation (B = -4.69) indicating the decrease in predicted GWB 

score. Possibly, those with secondary level of education could be more worried about 

getting a job. Lack of English language proficiency could be primary barrier to 

employment including lack of a personal resume and/or job search skills, which was 

found to be additional stressors for Bhutanese refugees living in British Columbia, 

Canada (Sherrell et al., 2011). This is substantiated by the 72.5% in the current study who 

expressed that they have language barrier and did not speak English. The language barrier 

could be one of the contributing factors to decrease in overall general well-being 
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(Thomson et al., 2015). 

Similar to resettled Bhutanese, psychological well-being in a Turkish-Canadian 

sample from Toronto showed that depression is significantly negatively correlated with 

higher level of education (Uskul & Greenglass, 2005). The authors concluded that people 

with a college level of education could have greater options in life style, career and time 

management (Uskul & Greenglass, 2005), which may likely hold true for the resettled 

Bhutanese in Ottawa. 

Religion. Religion is intricately tied with culture. The respondents who followed 

the Hindu religion scored 3 points higher in GWB score (M=70.7) compared to other 

religions; however, the differences in the psychological well-being between the various 

religious affiliations were small and not statistically significant. This is in contrast to a 

generally held belief that religious activities support a better psychological well-being or 

increased quality of life. In the context of the Nepalese people, religion is the most 

common method of healing past traumatic events and sins, and to prevent future 

traumatic events (Kohrt & Hruschka, 2010). Interestingly, a study on the newly resettled 

Hindu Bhutanese refugees in the US showed that higher level of environmental 

acculturation stress and social stress with those using religious coping (Benson et al., 

2011). So, religion cannot alone explain the well-being of resettled Bhutanese refugees. 

Marital status. Our analysis showed that there is no significant difference 

between the married and single Bhutanese refugees towards their psychological well-

being. The underlying reasons for no difference could be that there was an insufficient 

number of non-married participants represented, compared to married respondents 

(78.9%) or because of family dynamics they may experience a difference in accessing 
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health care, hence no difference in psychological well-being. Setia, Quesnel-Vallee, 

Abrahamowicz, Tousignant, and Lynch (2010) did not find any significant differences in 

marital status among immigrants and access to Canadian healthcare. Research has shown 

that married immigrant and refugee parents have greater concerns and expectations for 

the healthcare of their children than for themselves (Wahoush, 2009). Likewise, married 

resettled Bhutanese refugees may be more concerned about their responsibilities towards 

their family and with elderly family members. 

Employment. It is generally assumed that employment and earning are the key 

personal indicators of happiness, which measures positive psychological well-being 

(Judge, Piccolo, Podsakoff, Shaw, & Rich, 2010). Loss of income or being unemployed 

could result in serious psychological and economical effects. Although there were no 

statistically significant differences in participants’ psychological well-being for employed 

(part-time/full-time) or unemployed, the results clearly showed that those who were 

employed and those employed working full time had higher levels of well-being. As the 

majority (75.2%) were unemployed at the time of the survey, the development of anxiety 

or depression could potentially occur, particularly for those who remain unemployed. 

Bhutanese women living in Edmonton, Canada, did not mention social problems as 

causes of depression; instead they reported employment, migration and new motherland 

as the major stressors. Some expressed unemployment, financial difficulties following 

migration and barriers in English language as the cause of depression (Davey, 2013).  

Using longitudinal Canadian data from the National Population Health Survey 

(NPHS), Latif (2010) found that unemployment has a significant negative effect on 

psychological well-being. The unemployment cost is far more than just monetary for 
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individuals, and among individuals age 15-54, unemployment had an adverse impact on 

psychological well-being (Latif, 2010). So, identification of strategies to increase future 

employment of resettled refugees is of major importance to their overall well-being. 

Length of stay in Canada. Based on descriptive statistics, the highest proportion 

of respondents (45%) reported living in Canada between two to four years and nearly 

35% of respondents have been in Canada more than four years. There is no significant 

correlation found between length of stay and psychological well-being in this study, 

which is similar to the study with Turkish immigrants living in Canada (Uskul & 

Greenglass, 2005). There is some evidence that the length of stay in Canada may not 

exactly predict the psychological well-being but more importantly the factor could be 

their quality of stay (Uskul & Greenglass, 2005). It was shown in Alberta that refugees’ 

mental health was improved in the first year of their arrival, and those who had been 

living longer time in Canada had decreased in their physical health but no change in their 

mental health. However, those who had better job in their home country had decreased in 

their mental health (Maximova & Krahn, 2010). Such a decrease in mental health is an 

indication of poor psychological well-being. 

Coping Strategies Used to Promote Psychological Well-being  

Both the problem-focused and emotion-focused coping strategies were equally 

used by the Bhutanese refugees resettled in Ottawa to cope with the stress. All coping 

strategies measured by Brief COPE of this study were similar to findings of a previously 

reported study (Chase et al., 2013) conducted among Bhutanese refugees in Nepal 

(Appendix I.13). 
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Problem-focused coping strategies. Active coping, planning, acceptance and 

positive reframing are all considered as the problem-focused or positive coping strategies 

as these all are known to manage tensions (Kapsou et al., 2010). Resettled Bhutanese 

used active coping and planning equally, while positive reframing and acceptance were 

utilized slightly less as means of solving stress or tension. Using positive coping 

strategies are related to the positive health outcomes, which as a result will increase  

psychological well-being (Wodka & Barakat, 2007). Analysis of our results showed that 

resettled Bhutanese refugees in Ottawa used positive reframing and active coping which 

were significantly correlated to psychological well-being (positive reframing r = 0.22, , p 

< 0.05; active coping r = 0.19, p = 0.053).  Bhutanese people have a history of using 

positive reframing as the best alternative to active coping while they dealt with internal 

problems relating to distress (Chase et al., 2013). Acceptance and planning are highly 

used coping strategies but were not significantly correlated with psychological well-

being. Similarly, planning was highly correlated with religious coping in our study (r = 

0.50, p < 0.05), but did not significantly contribute to their well-being. 

Emotion-focused coping strategies. Emotion-focus coping can also be 

productive compared to active coping under some circumstances (when stressors in 

unchangeable) but often it is described as less effective (Kelly, Tyrka, Price, & Carpenter, 

2008). Similar results were found in this study. 

Self-blame and venting are emotional-focused coping strategies but are 

considered to typically represent negative coping strategies (Kapsou et al., 2010). This 

means venting and self-blame are not effective coping strategies for anyone trying to 

cope with daily stress. Self-blame and venting are associated with higher levels of 
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anxiety, depression, and distress in both clinical and nonclinical samples (Ravindran et 

al., 1996; Whatley, Foreman, & Richards, 1998). In this study Bhutanese refugees were 

found to use venting and self-blame, which were significantly negatively correlated to the 

psychological well-being (Venting r = -0.20, p < 0.05; self-blame r = -0.24, p < 0.05). 

The use of venting and self-blame were significantly correlated to each other. This 

indicated that, the use of such coping strategies is related to anxiety, depression, and 

psychological distress rather than good general health or positive well-being. 

Venting among Bhutanese refugees is considered a more stigmatized form of 

mental illness, which comes from emotional imbalances of one’s problem (Chase at et. 

2013). This current study has pointed out that venting also has significant correlation with 

other emotion-based coping strategies like use of emotional support, use of instrumental 

support, and behavioral disengagement. The resettled Bhutanese people tried to improve 

their emotional imbalances through the use of available instruments or using one’s self-

emotion (for reducing stress), which could lead them towards positive psychological 

well-being in long run. 

Bhutanese women are known to use self-blame as a somewhat “normal” response 

to distress, but self-blame is unlikely to damage one’s social status or burden others in 

one’s support network (Chase et al. 2013, p 79). Although self-blame is based on the 

nature of stress, this should be given special consideration as it can sometimes lead to 

suicidal behavior (Schinina, Sharma, Gorbacheva, & Mishra, 2011). Self–blame while 

negatively associated with well-being in our study, was actually only reported by 8.2% of 

participants as a coping strategy and self-blame was significantly correlated with other 

negative coping strategies like denial and humor, whereby individuals often do not take 
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things seriously or are less likely to act to change. 

Venting and self-blame were found to be significantly negatively correlated in 

GWB scale and were included in the multiple regression model. Multiple regression 

analysis confirmed that both venting and self-blame are indicators of moderate distress, 

and significant negative predictors of psychological well-being (see Table 8), indicating 

these coping strategies are ineffective in solving tension or reducing stress (Chase at et. 

2013). 

The most commonly reported coping strategy was religion, with a mean score of 

3.26 out of 4.00. Using religious beliefs as a coping strategy is generally thought to 

generate a positive emotion, resulting in a reduction of stress. A similar mean Brief 

COPE score (M=3.18) was found with those Bhutanese who resided in a refugee camp in 

Nepal, where they used religious coping to minimize stress (Chase at et. 2013). Religious 

practice has been shown to have a significant effect on happiness and it has been 

concluded that variety of mental states can be decreased through religion, leading to 

positive psychological well-being (Joshi, Kumari & Jain, 2008). However, our study did 

not show a correlation with psychological well-being (r = 0.14, p > 0.05).  

To our knowledge, the current study is the first to report no correlation between 

religious coping and psychological well-being among Bhutanese refugees. Similarly, 

Benson et al. (2011) reported higher levels of environmental acculturation stress and 

social stress among resettled Bhutanese in the US, despite refugees using Hindu religious 

coping strategies. Their findings and this study finding warrant further exploration and 

confirmation. Coping strategies like self-distraction, denial, humor, use of instrument 

support, emotional support, and behavioral disengagement were also effectively used 
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by resettled Bhutanese though not significantly correlated with psychological well-being. 

Implications for Nursing Practice 

It is essential for health care providers, especially nurses, to understand what 

contributes to the use of positive coping strategies in order to promote good 

psychological well-being among refugee populations. Nurses can collaborate with 

resettlement agencies, and other service providers to address the social determinants of 

health to ultimately enhance refugees’ psychological well-being and promote positive 

coping strategies. By becoming familiar with refugees, their community and religious 

organizations, nurses can identify and mobilize psychosocial support, as well assist 

refugees to minimize the use of negative coping strategies like self-blame and venting. 

Nurses can advocate for the provision of psychosocial support services beyond clinical 

health sphere. Activities such as improving labor market mobility, facilitating 

entrepreneurship by better skill matching and encouraging education that can foster social 

cohesion among refugee and local populations helps in improving emotional and practical 

support to foster community and family support. 

Recognizing the issues are critical when assessing the resettled refugees because 

the combination of prior trauma and daily life stressors related to resettlement to a new 

country can lead to increased risk of depression or suicidal ideation (Schinina et al., 

2011). In particular, assessment of individuals and families for evidence of cultural 

isolation, financial stressors (unemployment), scattered family members, either back to 

Bhutan, or Nepal or in other resettlement locations, plus the use of negative coping 

strategies, is crucial in the refugee population. In this study, those Bhutanese refugees 

between ages 41 to 60 reported the highest amount of distress on the General Well-



61	

	
	

being schedule, and reported use negative coping strategies. Therefore, the nurse can 

advocate through the resettlement agency or service provider to ensure that the needs of 

adult refugees are addressed.  

The study clearly indicated that those resettled refugees with less than a college 

level of education had a lower level of psychological well-being. Nursing can advocate 

for increased guidance services, vocational training, English language training, and help 

to empower for those who are unemployed. As well various components of social 

determinants of health that relate to access of health care services need to be addressed. 

Some of these would be on focusing on stressors and risk factors that come from racism, 

ethnicity, culture, and gender (Thomson et al., 2015).  

The study also showed that religion is one of the most used coping strategy as 

cultural and religious concepts influence people’s feeling, suffering and health seeking 

behaviour. That’s why it is very important for all health care providers involved in 

providing health and psychological services to understand refugees’ perceptions and 

explore their cultural idioms of distress (common modes of expressing distress within a 

culture or community) which influence their expectations and coping strategies. 

Providing a culturally safe environment is essential to assist refugees from different 

countries to express the meaning of suffering and to find other positive coping strategies, 

like planning and acceptance with their situation. Understanding of their support system 

and coping mechanisms will allow for better communication. This knowledge can help in 

promoting a better lifestyle and reduce anxiety and stress in daily living. In addition, the 

demographic characteristics of Bhutanese refugee within in each health catchment area 
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needs to be understood, and integrated into health promotion programs and practice as 

needed.   

Development of refugees’ health strategies within national health policies is 

needed to ensure an adequate response as well as to develop short, medium and long term 

public health interventions aimed at promoting their psychological well-being. Emphasis 

should be placed on the approaches required to address social determinants of the health 

of resettled refugees. Importantly, a broad inter-sectorial approach and collaboration with 

partner agencies and other international organizations should be done, which play an 

important role for their better adjustment in the host country.  

Limitation of this study 

There are some limitations in this study that need to be acknowledged. First the 

study was a cross-sectional design so the directionality of causality cannot be established 

or ascertained. Ideally, longitudinal research is recommended for casual modeling of the 

relationship between coping strategy and psychological well-being. Second, study bias 

could have risen from non-random snowball sampling method. Third, social desirability 

bias may have influenced the results because the questionnaire was orally administered 

for those who could not read. Fourth, generalizability might also be limited by the fact 

that our sample was limited to Ottawa, Canada only. 

Conclusion 

In summary, we uncovered a basic understanding of the health status of 

government assisted Bhutanese refugees resettled in Ottawa, Canada and their 

resettlement outcome related to psychological well-being. In order to identify key areas 

for policy and practice and to obtain the reliable information in regard to psychological 
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well-being, we studied the influence of various demographic characteristics (age, sex, 

education, marital status, religion, employment and length of stay in Canada) and coping 

strategies of Bhutanese refugees with their psychological well-being. 

In the study, marital status and employment status did not contribute to the 

prediction of psychological well-being. The age group 18-30 showed a higher level of 

positive psychological well-being compared to those age 41 to 60. As our study indicated, 

those having college level of education had higher level of psychological well-being 

compared to literate or illiterate, providing evidence for the provision of aged-based 

vocational training for literate and illiterate refugees, and career-based education for 

those with secondary level of education. Bhutanese people feel happy because they can 

celebrate or maintain cultural practices; they are devoted towards religion and are 

frequently using religion as a coping strategy. Yet, the use of religion did not predict 

positive psychological well-being. Healthcare workers can support the Bhutanese refugee 

religious practices by becoming familiar with and honoring their respective culture when 

developing appropriate interventions (Benson et al. 2011). 

Bhutanese people use both problem-focused (positive) coping strategies and 

emotion-focused (negative) coping strategies. They used positive reframing (positive 

coping strategy) as the best alternative to the active coping and the use of this strategy 

predicted positive psychological well-being of the resettled Bhutanese refugee 

population. They are also known to use venting and self-blame as negative coping 

strategies, the use of which significantly predicted a decrease in psychological well-

being. The scope of this study does not address what factor is responsible for the use of 

higher level of venting and self-blame; preferably a longitudinal study is required to 
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find out whether the level of venting or self-blame is decreased with time. But one of the 

most important factors to be considered is the employment based on the level of their 

education and capability. 

The study clearly showed that refugees are glad to be resettled in Canada, and as 

most of these people will have a different culture and ethnic background, the agencies 

responsible for those welcoming and orienting these newcomers should understand the 

cultural foundation for their actions. Since the Bhutanese refugee are satisfied with the 

health care system, social services and securities and have no difficulties in accessing the 

health care services, special attention should address how to enhance their psychological 

well-being. Bhutanese refugees usually seek medical care only for serious health 

problems or if complications arise, rather than preventive health services as they are 

known to have experienced somatic complaints and high rates of disability prior to arrival 

in Canada (Thapa, van Ommeren, Sharma, de Jong, & Hauff, 2003). So, promoting 

prevention and educating individuals as to when to seek healthcare is highly 

recommended. Similarly, certain programs enabling them to be more competent in the 

English language, as well as training pertaining to the job-oriented market, and 

motivation towards higher levels of education are necessary. 

Finally, this study helped in understanding the insight of coping strategies which 

are effective in addressing adult refugees’ psychological well-being as proposed in 

theoretical framework and is the first study to understand the coping strategies and 

psychological well-being in regards to resettled Bhutanese refugee community. 
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Appendix A. Map showing Nepal and Bhutan 
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Appendix B: Study variables and operational definitions	

Operationalized Variables Planned in the Analysis	

Variables Operational definition 

Coping strategies (Independent 
variable) 
 
  

Brief COPE inventory tool, which is an 
abbreviated version of the longer COPE 
inventory (Carver, 1997). It is a 
multidimensional, twenty-eight item coping 
questionnaire comprising of fourteen distinct 
sub-scales in rating scale with two items per 
subscale that indicate the various ways in 
which people cope in different circumstances. 
See Appendix C for the detail. 

Psychological well-being (dependent 
variable) 
 

General well-being (GWB) schedule tool 
indicates one’s subjective feelings of 
psychological well-being and distress. The 
scale assesses how the individual feels about 
his/ her inner personal state. It has eighteen 
items covering the six dimensions of anxiety, 
self-control, vitality, anxiety, depression, 
general health and positive well-being. The 
scale reflects both positive and negative 
feelings (Dupuy, 1977). See Appendix C for 
the detail. 

Age  Age in category  
18-30 
31-40 
41-50 
51-60 
60 and above 

Sex Male or Female 

Education Illiterate: Those who can not read and write 
Literate: Those who did not attend school for 
education but still can read and write 
Primary: Grade 1 to 5 
Secondary; Grade 6 to 10 
College level: Intermediate (grade 11 to 12), 
Bachelor, Master and PhD degree 

Marital status Single (Divorced, Widowed), Married 

Employment Yes, No, if yes Part time/ Full time 

Religion Hindu, Buddhist, Christian, Kirat, others 

Length of stay in Canada Year arrived in Canada 
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Appendix C. Questionnaire in English 

	

COPING STRATEGIES AND PSYCHOLOGICAL 
 WELL-BEING AMONG BHUTANESE REFUGEES 

RESETTLED IN OTTAWA, CANADA 
 

 
Ø This study contains questions about the coping strategies use to overcome the 

stressful situation and individual’s subjective feeling of general well –being 
  

Ø If you have any questions about this survey, please call Principal Investigator 
Anita Subedi at 613-770-4930 (a.subedi@queensu.ca)  

 

 

THANK YOU FOR YOUR TIME
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Section A: Coping 

We are interested in how people respond when they confront difficult or stressful events in their 

lives. There are lots of ways to try to deal with stress. This questionnaire asks you to indicate 

what you generally do and feel, when you experience stressful events. Obviously, different 

events bring out somewhat different responses, but think about what you usually do when you 

are under a lot of stress. 

       Then respond to each of the following items by tick mark þone number on your answer 

sheet for each, using the response choices listed in the right. Please try to respond to each item 

separately in your mind from each other item. Choose your answers thoughtfully, and make your 

answers as true FOR YOU as you can. Please answer every item. There are no "right" or 

"wrong" answers, so choose the most accurate answer for YOU-- not what you think "most 

people" would say or do. Indicate what YOU usually do when YOU experience a stressful 

event. 

	  

 

 

What you generally do and feel, when you experience 
stressful events?	

I h
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 b
ee

n 
do
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th
is

 a
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ll 
 

	 I'
ve
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 d
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nt
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 b
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do

in
g 

th
is

 
a 

lo
t 

	 	 	 	

1	 I've been turning to work or other activities to take my mind 
off things. 	

☐	 ☐	 ☐	 ☐	

2	 I've been concentrating my efforts on doing something about 
the situation I'm in.  

☐	 ☐	 ☐	 ☐	

3	 I've been saying to myself "this isn't real."	 ☐ ☐ ☐ ☐ 

4	 I've been using alcohol or other drugs to make myself feel 
better.  

☐ ☐ ☐ ☐ 

5	 I've been getting emotional support from others.	 ☐ ☐ ☐ ☐ 
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6	 I've been giving up trying to deal with it.  ☐ ☐ ☐ ☐ 

7	 I've been taking action to try to make the situation better. 	 ☐ ☐ ☐ ☐ 

8	 I've been refusing to believe that it has happened.	 ☐ ☐ ☐ ☐ 

9	 I've been saying things to let my unpleasant feelings escape. 	 ☐ ☐ ☐ ☐ 

10	 I’ve been getting help and advice from other people.	 ☐ ☐ ☐ ☐ 

11	 I I've been using alcohol or other drugs to help me get through 
it. 	

☐ ☐ ☐ ☐ 

12	 I've been trying to see it in a different light, to make it seem 
more positive. 	

☐ ☐ ☐ ☐ 

13	 I’ve been criticizing myself. 	 ☐ ☐ ☐ ☐ 

14	 I've been trying to come up with a strategy about what to do. 	 ☐ ☐ ☐ ☐ 

15	 I've been getting comfort and understanding from someone.	 ☐ ☐ ☐ ☐ 

16	 I've been giving up the attempt to cope. 	 ☐ ☐ ☐ ☐ 

17	 I've been looking for something good in what is happening. 	 ☐ ☐ ☐ ☐ 

18	 I've been making jokes about it. 	 ☐ ☐ ☐ ☐ 

19	 I've been doing something to think about it less, such as going 
to movies, watching TV, reading, daydreaming, sleeping, or 
shopping.  

☐ ☐ ☐ ☐ 

20	 I've been accepting the reality of the fact that it  

has happened. 	

☐ ☐ ☐ ☐ 

21	 I've been expressing my negative feelings.	 ☐ ☐ ☐ ☐ 

22	 I've been trying to find comfort in my religion or spiritual 
beliefs. 	

☐ ☐ ☐ ☐ 

23	 I’ve been trying to get advice or help from other people about 
what to do. 	

☐ ☐ ☐ ☐ 

24	 I've been learning to live with it. 	 ☐ ☐ ☐ ☐ 
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25	 I've been thinking hard about what steps to take. 	 ☐ ☐ ☐ ☐ 

26	 I’ve been blaming myself for things that happened. 	 ☐ ☐ ☐ ☐ 

27	 I've been praying or meditating. 	 ☐ ☐ ☐ ☐ 

28	 I've been making fun of the situation.	 ☐ ☐ ☐ ☐ 
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Section B. General Well-being 

READ - This section of the examination contain questions about how you feel and how things have 
been going with you. For each question, Mark þ beside the answer, which best applies to you. 

1. How have you been feeling in general?  
 (During the past month) 

 

1. ☐ In excellent sprits 
2. ☐ In very good sprits 
3. ☐ In good sprits mostly 
4. ☐ I have been up and down in sprits a lot 
5. ☐ In low sprits mostly 
6. ☐ In very low sprits 

 2. Have you been bothered by nervousness 
or your “nerves”?  

   (During the past month) 
 

1. ☐ Extremely so-to the point where I could not 
work or take care of things 

2. ☐ Very much so 
3. ☐ Quite a bit 
4. ☐ Some- enough to bother me 
5. ☐ A little 
6. ☐ Not at all 

 3. Have you been in firm control of your 
behavior, thoughts, emotions, OR 
feelings?  

   (During the past month) 

 

1. ☐ Yes, definitely so 
2. ☐ Yes, for the most part 
3. ☐ Generally so 
4. ☐ Not too well 
5. ☐ No, and I am somewhat disturbed 
6. ☐ No, and I am very disturbed 

 4. Have you felt so sad, discouraged, 
hopeless, or had so many problems that 
you wondered if anything was 
worthwhile?  

   (During the past month) 

 

1. ☐ Extremely so-to the point that I have just 
about given up 

2. ☐ Very much so 
3. ☐ Quite a bit 
4. ☐ Some- enough to bother me 
5. ☐ A little bit 
6. ☐ Not at all 
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5. Have you been under or felt you were  
under any strain, stress, or pressure?  
 (During the past month) 

 

 
1. ☐ Yes- almost more than I could bear or stand 
2. ☐ Yes- quite a bit of pressure 
3. ☐ Yes- some, more than usual 
4. ☐ yes- some, but about usual 
5. ☐ Yes- a little  
6. ☐ Not al all 

 6. How happy, satisfied, or pleased have 
you been with your personal life?  
 (During the past month) 

 

1. ☐ Extremely happy- could not have been more 
satisfied or pleased 

2. ☐ very happy 
3. ☐ Fairly happy 
4. ☐ Satisfied- pleased 
5. ☐ Somewhat dissatisfied 
6. ☐ Very dissatisfied 

 7. Have you had any reason to wonder if 
you were losing your mind, or losing 
control over the way you act, talk, think, 
feel, or of your memory?  
 (During the past month) 

	

1. ☐ Not at all 
2. ☐ Only a little 
3. ☐ Some- but not enough to be concerned or 

worried about 
4. ☐ Some and I have been a little concerned  
5. ☐ Some and I am quite concerned 
6. ☐ Yes, very much and I am very concerned 

 8. Have you been anxious, worried, or 
upset?  
 (During the past month) 

 

1. ☐ Extremely so-to the point of being sick or 
almost sick 

2. ☐ very much so 
3. ☐ Quite a bit 
4. ☐ Some- enough to bother me 
5. ☐ A little bit 
6. ☐ Not at all 

 9. Have you been waking up fresh and 
rested?  
 (During the past month) 

 

1. ☐ Every day 
2. ☐ Most every day 
3. ☐ fairly often 
4. ☐ Less than half the time 
5. ☐ Rarely 
6. ☐ None of the time 
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10. Have you been bothered by any illness, 
bodily disorder, pains, or fears about your 
health?  
 (During the past month) 

 

1. ☐ All the time 
2. ☐ Most of the time 
3. ☐ A good bit of the time 
4. ☐ Some of the time 
5. ☐ A little of the time 
6. ☐ None of the time 

  11. Has your daily life been full of things 
that were interesting to you?  
 (During the past month) 

 

1. ☐ All the time  
2. ☐ Most of the time 
3. ☐ A good of the time 
4. ☐ Some of the time 
5. ☐ A little of the time 
6. ☐ None of the time 

  12. Have you felt down-hearted and blue?  
 (During the past month) 
 

1. ☐ All the time  
2. ☐ Most of the time 
3. ☐ A good of the time 
1. ☐ Some of the time 
2. ☐ A little of the time 
3. ☐ None of the time 

 13. Have you been feeling emotionally 
stable and sure of yourself?  
 (During the past month) 

1. ☐ All the time 
2. ☐ Most of the time 
3. ☐ A good bit of the time 
4. ☐ Some of the time 
5. ☐ A little of the time 
6. ☐ None of the time 

 14. Have you felt tired, worn out, used-up, 
or exhusted?  
 (During the past month) 

 

1. ☐ All the time 
2. ☐ Most of the time 
3. ☐ A good bit of the time 
4. ☐ Some of the time 
5. ☐ A little of the time 
6. ☐ None of the time 
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15. How concerned or worried about your 

HEALTH have you been?  
 (During the past month) 

 

For each of the four scales below, note that the words at 
each end of the 0 to 10 scale describe opposite feelings. 
Circle any number along the bar which seems closest to 
how you have generally felt during the past month 

0 1 2 3 4 5 6 7 8 9 10 

Not                                                                         Very 
concerned                                                     concerned 
 at all 
 

 
 
16. How RELAXED or TENSE have you 
been?  
(During the past month) 
 

 

0 1 2 3 4 5 6 7 8 9 10 

Very                                                                       Very  
relaxed                                                                   tense 
  

 
 
17. How much ENERGY, PEP, VITALITY 
have you felt?  
 (During the past month) 

 

0 1 2 3 4 5 6 7 8 9 10 

Not energy                                                             Very                                                                              
AT ALL,                                                ENERGETIC, 
Listless                                                           dynamic 
 

 

18. How DEPRESSED or CHEERFUL have 
you been?  
 (During the past month) 

 

0 1 2 3 4 5 6 7 8 9 10 

Very                                                                       Very 
depressed                                                          cheerful 
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Section C. Demographic Information 

Please tick mark þ beside the answer 

1. How old are you? 
☐ 18-20 
☐ 21-30 
☐ 31-40 
☐ 41-50 
☐ 51-60 
☐ > 60 

 

2. Sex  
☐ Male  
☐ Female 
 

3. Education  
 

           ☐ Illiterate, 
           ☐ Literate 

           ☐ Primary 

          ☐ Secondary 
           ☐ Intermediate 

           ☐ Bachelor 

           ☐ Master 

           ☐ PhD 
	

4. Marital Status 
        ☐ Unmarried 

        ☐ Married 

        ☐ Divorced 

        ☐ Widowed 
 

        ☐ Other 
 

5. Employment 
☐ Yes,   If yes,							☐ Part time      ☐ Full time 
☐ No 
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6. Religion 
          ☐ Hindu 

☐ Buddhist 
☐ Christian 
☐ Kirat 

          ☐ Others 
 

7. Length of stay in Canada 
____________________(Year/ month arrived in Canada) 

 

8. Are you happy that you have been resettled in Canada? 
                 ☐ Yes 
                  ☐ No 

 

9. Which of the following do you like in Canada? (Tick all that apply) 
☐ Health care system 
☐ Surrounding environment 
☐ Food 
☐ Educational system 
☐ Social services and security 
☐ Good job and good pay 
☐ Other 

10. What makes you feel unhappy (Tick all that apply) 
☐ Remembering family back in Nepal/Bhutan 

� Thinking of relatives that are scatted in different places or countries 

� Cannot celebrate or maintain cultural and religious tradition 

� Difficulty in using new technology  

� Difficulty in speaking English language 

� Not getting educational credentials 

� Difficulties in accessing health care services 

� I am very happy, I am not sad with any of the above things 

 

Thank you for taking the time to complete this survey. Your participation is 
greatly appreciated 
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Appendix C: Questionnaire in Nepali 

	

	

c]f§fjf Sofgf8fdf k'g:yf{kgf ul/Psf e'6fgL z/0ffly{x? ljr  
tgfj Joj:yfkg /0fgLlt tyf dfgl;s :jf:Yo 

 

 

Ø o; cWoogdf cK7\of/f] kl/l:yltdf s;/L tgfj Joj:yfkg ul/G5 / JolQmsf] :jf:Yo 
;DaGwL cfGtl/s efjgfsf k|Zgx? 5g\. 

Ø olb o;cWoogsf] ljifodf s'g} lh1f;fx? 5g\ eg] s[kof k|d'v cWoogstf{ clgtf ;'j]bL 
nfO{ kmf]g of Od]n dfkm{t ;f]Wg ;Sg' x'G5. kmf]g M ^!#&&)$(#) Od]n: 
a.subedi@queensu.ca 

 

 
 

तपाईको मह#वपुण( समयको लािग ध"यवाद



 COPING STRATEGIES AND PSYCHOLOGICAL WELL-BEING	
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ख"ड क: तनाव !यब$थापन संि$% !पमा 

प"रचय  

मािनसह' जीवनमा अ"#ारो र तनावयु' प"रि%थित को कस#र सामना गद#छन ्भ"े कुरा हामीह% जा# 
चाह$छ&। तनाव !व#थापन गन# धेरै उपायह& !"छन्। यो !"ावालीमा तनावयु' घटना वा प"रि%थितमा 
तपा$लाई क"तो अनुभूित !"छ र के गनु$%&छ भनेर सोिधएको छ। फरक घटना/प"रि%थित अनुसार फरक 
अनुभूित !न अव#य स"छ तर  आफू धेरै नै तनावको अव#थामा के गनु$%&छ, !यो स"झेर जवाफ !दनुहोला।  

तल !दइएका हरेक िबषयमा उपयु% !ित$%याको लािग उ"रपुि'तकामा ४ वटा िवक$प म"धे कुन ैएकमा 
!ठक þ लगाउनुहोला। हरेक िबषयलाई िभ# !पले िलएर अ"य !"बाट अ"भािवत !ित$%या !दनुहोला। 
!ित$%या !ददा सकेस$म स"य र रा#री िवचार गरेर !दनुहोला। तलका कुन ैपिन िबषयह& को सिह या गलत 
जवाफ !दनैन,् !यसैले आ"नो लािग सबैभ%दा यथाथ$ जवाफ रो#नुहोला न"क अ"ले के भ"छन्।  

	  

 

 

तनावयु' घटना वा अ"#ारो प"रि%थितमा तपा$लाई क"तो अनुभूित 
!"छ र  के गनु$%&छ ?	

म
 !य
सो

 ग
द#  
ग"
दन
। 	

म
 अ
िल

 अ
िल

 म
ा#

 !य
सो

 
गछु
$। 	

म
 के
ही
मा
'ा
मा

 !य
सो

 ग
छु
$।  

म
 ध
ेरै  
न  ै
!य
सो

 ग
छु
$। 	

	 	 	

1	 मेरा सम#याह'बाट !यान अ"तै मो#न अ"य गितिविधह' गछु$; ज"तै, 

यताउित टहिलने, गीत गाउन,े केटाकेटीह'संग खे#न ेया उनीह% खेलेको 

हने$, इ"या%द।    

 ☐	  ☐	  ☐	  ☐	

2	 म प"रि%थित सुधार गन# !य# गद#छु।  ☐	  ☐	  ☐	  ☐	

3	 आफूल ेआफूलाई 'यो प"रि%थित न ैवा#तिवक होइन' भ"छु।	  ☐  ☐  ☐  ☐ 

4	 मन बहलाउन म"यपान तथा लागु पदाथ%को !योग गछु$।  ☐  ☐  ☐  ☐ 

5	 म अ"ह"संग भावना%मक सहयोग िल#छु।	  ☐  ☐  ☐  ☐ 

6	 म सम#याह' संग ल"दा ल"द ैहार खा#छु।  ☐  ☐  ☐  ☐ 

7	 मेरो प"रि%थित सुधान& !यासमा म लािगपछु(।  	  ☐  ☐  ☐  ☐ 
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8	 मेरा ज"ता सम#या !"छन् भ" ेकुरामा िब#ास माि$दन।	  ☐  ☐  ☐  ☐ 

9	 अ"ीय भावना बाट मुि$ पाउन अ"संग कुरा गन# गछु$।	  ☐  ☐  ☐  ☐ 

10	 मैले अ" !ि#ह% ज"तै, साथीह&, प"रवार, तथा समुदायका 
मा#यजनह(बाट सहयोग तथा सुझाब पाउछु।  

 ☐  ☐  ☐  ☐ 

11	 तनावयु' प"रि%थितबाट पार पाउन म"यपान अथवा लागुऔषधको 
!योग गछु$।	

 ☐  ☐  ☐  ☐ 

12	 मेरा सम#याह' लाई फरक द#ृटीले हछुे% ता#क ि"थित सकारा%मक 

लागोस्।   

 ☐  ☐  ☐  ☐ 

13	 म आ"न ैआलोचना गछु$।  	  ☐  ☐  ☐  ☐ 

14	 के गन# भनेर आफै रणनीित तयार गन# !यास गछु$।	  ☐  ☐  ☐  ☐ 

15	 म कसैबाट सा#$वना र समझदारी !ा# गछु$। 	  ☐  ☐  ☐  ☐ 

16	 म तनाव/ सम#या सामना गन# !यासितर लाि$दन।	  ☐  ☐  ☐  ☐ 

17	 जे भइरहकेो छ, !यसको रा#ो प" खो#छु।	  ☐  ☐  ☐  ☐ 

18	 मेरो प"रि%थितको बारेमा ठ"ा गछु$।	  ☐  ☐  ☐  ☐ 

19	 आ"नो सम#याबाट !यान मो#न अ"य कुरा गछु$ ज"तै, टेलिभिजन हने", 

गीतसु#,े सु#,ेवा !फ#म हने" गछु$। 

 

 ☐ 

 

 ☐ 

 

 ☐ 

 

 ☐ 

20	 आ"नो ि"थितको वा#तिवकतालाई !वीकाछु(।	  ☐  ☐  ☐  ☐ 

21	 मेरा नकारा%मक भावनाह& !" गद#छु।	  ☐  ☐  ☐  ☐ 

22	 आ"नो धा#मक तथा आ"#याि'मक िब#ासमा आन#द खो#छु।	  ☐  ☐  ☐  ☐ 

23	 अ"य !ि#ह% संग के गन# भनेर सु#झाव तथा सहयोग िल#छु।	  ☐  ☐  ☐  ☐ 

24	 म आ"ना सम#याह' संग जीउन िस#छु।	  ☐  ☐  ☐  ☐ 
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25	 कस#र अगाडी ब"न ेभनेर रा#ो संग सो#छु।	  ☐  ☐  ☐  ☐ 

26	 जे भयो !यसको लािग आफैलाई दोष !द#छु।	  ☐  ☐  ☐  ☐ 

27	 म !ाथ$ना गछु$, पूजा गछु$, !यान गछु$।  	  ☐  ☐  ☐  ☐ 

28	 आ"नो प"रि%थितको बारेमा हा#े !यास गछु$।	  ☐  ☐  ☐  ☐ 
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ख"ड ख:  सामा$य !वा!$य तािलका 
 
प"नुहोस् - यस ख"डमा तपा$लाई भइराखेको अनुभूित तथा आइपरेको सम#याको बारेमा !"ह$ सोधीन े
छन्। सिह  उ"रको अिघ !ठक ü िच#ह लगाउनुहोस। 
 

1. सामा$यतया तपा$लाई क"तो अनुभूित    
भईराखेको छ? 
(िबगत एक मिहना दिेख) 
 

 

1 ☐ सारै खुशी छु 
2 ☐ धेरै खुशी छु 
3 ☐ खुशी छु 
4 ☐ किहले खुशी किहले !द# छु 
5 ☐ दःुखी छु 
6 ☐ धेरै दःुखी छु 

 2. तपा$लाई बेचैिनले कित सताएको छ? 

(िबगत एक मिहना दिेख) 
 
 

1 ☐ यती धेरै !क  म आ"नो काम गन#  या कुन ै कुरामा 
!यान रा# सि#दन ।  

2 ☐ एकदमै धेरै। 
3 ☐ धेरै नै 
4 ☐ अिलअिल  - िझजो ला# ेग"र 
5 ☐ थोरै 
6 ☐ कि# पिन छैन 

 3. आपनो बानी, सोच, भावना आ"दलाई पूण$तया  
िनय$%ण गनु$भएको छ? 
   ( िबगत एक मिहना दिेख) 

 

1 ☐ हो, ग रेको छु 
2 ☐ धेरैजसो 
3 ☐ सामा$यतया 
4 ☐ अिलअिल 
5 ☐ होइन, म अिलअिल ख"बिलएको छु 
6 ☐ होइन, म धेरै नै ख"बिलएको छु 

 4. के तपा$ धेरै उदास, िन#तसािहत, आशाहीन 
तथा सम#याले जकडीएर कुन ै कुराको  पिन 
साथ$कता नद$ेे !नुभएको छ? 

   ( िबगत एक मिहना दिेख) 

 

1 ☐ यित धेरै हो !क मैले हार खाईसके 
2 ☐ एकदमै धेरै 
3 ☐ धेरै नै 
4 ☐ अिलअिल  - िझजो ला# ेग"र 
5 ☐ थोरै 
6 ☐ कित पिन  छैन 

 5.  के तपा$ तनाव तथा दबाबमा गु#ीरहनुभएको 
छ? 
(	िबगत एक मिहना दिेख) 

 

1 ☐ हो, सहन  स"े  भ"दा !यादा    
2 ☐ हो, धेरै नै 
3 ☐ हो, साम$य भ"दा बढी 
4 ☐ अिलअिल 
5 ☐ एकदम थोरै 
6 ☐ कित पिन छैन 
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 6.  आपनो !ि#गत जीवनबाट कित खुशी तथा   
स"तु% !नु!$छ ? 
 ( िबगत एक मिहना दिेख) 

 

1 ☐ अित धेरै, खुशीको िसमै छैन 
2 ☐ धेरै खुशी छु 
3 ☐ खुशी नै छु 
4 ☐ स"तु% छु 
5 ☐ अिल अस#तु& छु 
6 ☐ धेरै नै अस#तु& छु 

 7.  मािनसक स"तुलन या !मरणशि' गुमेको या 
आ"ना !"याकलाप, बोलीचाली, सोचाई, अनुभूित, 
आ"दमा आ"नो िनय$%ण नभए ज"तो लागेको छ?  
( िबगत एक मिहना दिेख) 

1 ☐ कि# पिन  छैन 
2 ☐ अिल अिल मा# 
3 ☐ केिह मा#मा, तर िच#ता ग"रहा&नुपन* छैन 
4 ☐ अिल अिल थोरै चासो िलनु पन# छ 
5 ☐ छ, अिल िचि#तत छु 
6 ☐ धेरै नै छ र धेरै नै िचि#तत छु 

 8.  के तपा$ !याकुल,िचि#तत, वा द:ुखीत ्
!नुभएको छ?   
 ( िबगत एक मिहना दिेख) 

 

1 ☐ यित धेरै !क िबरामी नै प"रएला ज"तो 
2 ☐ एकदमै धेरै 
3 ☐ धेरै नै 
4 ☐ केिह मा#ामा, िझजो ला# ेग"र 
5 ☐ अिल अिल मा# 
6 ☐ कि# पिन छैन 

 9.  िबहान पूण$ ताजगी र आरामका साथ 
उ"नुभएको छ? 
 ( िबगत एक मिहना दिेख) 

 

 

 

 

1 ☐ हरेक !दन 
2 ☐ लगभग  सधैजसो 
3 ☐ !ाय जसो 
4 ☐ आधाभ%दा कम समय 
5 ☐ िबरलै 
6 ☐ किहले पिन छैन 

	

10.  अ"व"थता, शारी%रक िबकार, दखुाई, !वा!$य 
स"बि%ध िच#ताले सताइराखेको छ? 

 
 ( िबगत एक मिहना दिेख) 

 

1 ☐ हरपल 
2 ☐ अिधक समय  
3 ☐ धेरै समय 
4 ☐ केिह समय 
5 ☐ थोरै समय  
6 ☐ कि# पिन छैन 
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11.  के तपा$को दिैनक& रोचक र चाख ला#दा 
कुराह&ल ेपूण$ छ? 

 
 ( िबगत एक मिहना दिेख) 

 

1 ☐ हरपल 
2 ☐ अिधक समय  
3 ☐ धेरै समय 
4 ☐ केिह समय 
5 ☐ थोरै समय 
6 ☐ कि# पिन छैन 

 12.  तपा$ उदास अिन िख# !नुभएको छ? 
 ( िबगत एक मिहना दिेख) 
 

1. ☐ हरपल 
2. ☐ अिधक समय 
3. ☐ धेरै समय 
4. ☐ केिह समय 
5. ☐ थोरै समय 
6. ☐ कि# पिन छैन 

13.  के तपा$ आफूमा भावना%मक ि"थरता र 
आ"मिव&ास पाउनुभएको छ? 

 
 ( िबगत एक मिहना दिेख) 

 

1 ☐ हरपल 
2 ☐ अिधक समय  
3 ☐ धेरै समय 
4 ☐ केिह समय 
5 ☐ थोरै समय 
6 ☐ कि# पिन छैन 

 14.  के तपा$ थ"कत ,अथहीन अिन शि#हीन 
अनुभव गनु$भएको छ? 
 ( िबगत एक मिहना दिेख) 

 

1 ☐ हरपल 
2 ☐ अिधक समय  
3 ☐ धेरै समय 
4 ☐ केिह समय 
5 ☐ थोरै समय 
6 ☐ कि# पिन छैन 
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15. 	आ"नो !वा!$यको बारेमा कि#को चासो वा 
िच#ता िलनुभएको छ? 
  ( िबगत एक मिहना दिेख) 

 
तलका चार !"को जवाफको लािग ० दिेख १० स"मको  !केलमा 
आ"नो गत मिहना दिेखको अनुभूित दखेाउने अंकमा  !ठक ü िच#ह 
लगाउनुहोला। शू#य र दशल ेिबप$रत अनुभूित जनाउछन्। 
 
 

 
0 1 2 3 4 5 6 7 8 9 10 

चासोहीन                                                        िचि#तत 
 

 

 

 

 

16. 	तपा$ कि#को तनावमा रहनभुएको छ? 
       ( िबगत एक मिहना दिेख) 
 

 

 

0 1 2 3 4 5 6 7 8 9 10 

तनावमु'                                                     तनावयु' 

 
 
 
 
17. 	आफूलाई कि#को उजा$शील र जोिशलो   
पाउनुभएको छ? 
 ( िबगत एक मिहना दिेख) 

 

 

0 1 2 3 4 5 6 7 8 9 10 

शि#हीन                                                       जोिशलो  

 

 

 

18. 	तपा$ कित उदास अथवा !स# !नु!$छ? 
       ( िबगत एक मिहना दिेख) 

 

 

0 1 2 3 4 5 6 7 8 9 10 

उदास                                                              !फु$ल 
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ख"ड u  : जनसांि'यक  सुचना 

;lx pQ/sf] cl3 þ lrGx nufpg' xf]; . 

!= tkfO{F slt jif{sf] x'g'eof]< 

		☐ !*–@) jif{ 

		☐ @!–#) jif 

☐ #!–$) jif{ 

		☐ $!–%) jif 

		☐ %!–^) jif{  

		☐ ^! jif{ eGbf a9L 
 

@= lnË 

		☐	k'?if 	

		☐ dlxnf	
 

#  lzIff 

		☐	clzlIft 

		☐	lzlIft 

		☐	k|fylds 

		☐	dfWolds 

		☐	pRr dfWolds 

		☐	:gfts 

		☐	:gftstf]/ 

		☐ laBfjfl/bL 
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$= j}jflxs l:ylt 

		☐	cljjflxt 

   ☐ ljjflxt 

		☐	;DaGw ljR5]b 

		☐ ljwjf 

		☐ cGo 

 

%= /f]huf/ 

		☐ 5,  olb 5 eg], ☐cf+lzs ;do ☐k"0f{ ;do 

		☐	5}g 

 
^= wd{ 

		☐ lxGb' 

		☐ a'l4:6 

		☐ lqm:r]og 

		☐ ls/ft 

		☐ cGo  
 

&= tkfO{+ Sofgf8fdf slxn] cfpg' ePsf] xf] <     - Sofgf8fdf cfpg' ePsf] dlxgf / jif{_ 
   ================== jif{  ============================ dlxgf  

 
*= tkfO{+ Sofgf8fdf k'g/:yfkgf x'g'ePsf]df v'l; x'g'x'G5< 

		☐	5' 

		☐ 5}g 
 
(= tkfO{nfO{ Sofgf8f df lgDglnlvt s'g s'g dg kof{{{] {< -dg k/}sf} ;a} l7s nufpg'xf];_ 

		☐ :jf:Yo x]/ljrf/ k|0ffnL 

		☐	j/kl/ sf] jftfj/0f 

		☐ vfg]s'/f 
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of] ;j]{If0f k"/f ug{ ;do lbg' ePsf]df cfefl/ 5' / tkfO{+sf] ;xeflutf ;x|flgo 5 . wGojfb 
. 

		☐	z}lIfs k|0ffnL 

		☐	;fdflhs ;]jf / ;'/Iff 

		☐	/fd|f] sfd / /fd|f] cfDbfgL 

		☐ cGo 
 
!)= tkfO{+ s] s'/fdf b'MvL dx;'; ug{'x'G5  - Ps eGbf a9Ldf l7s nufpg ;Sg' x'G5 _  

		☐ g]kfn / e'6fgdf /xg' ePsf  kl/jf/ ;Dem]/ 

		☐ ljleGg 7fpFdf jf b]zx?df 5l/Psf gft]bf/x? ;Dem]/ 

		☐ ;f+:s[lts / wfld{s k/Dk/f sfod /fVg / pT;jx? dgfpg g;s]sf] df 

		☐ gofF k|ljlwsf] k|of]udf sl7gfO{ eP/ 

		☐ c+u|]hL efiff af]Ng sl7gfO{ eP/ 

		☐ z}lIfs of]Uotf cg';f/sf k|df0fkqx¿ sf] dfGotf geP/ 

		☐ :jf:Yo ;]jfsf]  kx'Frdf sl7gfO{ eP/ 

		☐ d w]/} v';L 5', dflysf]  s'g}  s'/f ;+u b'MvL 5}g 
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Appendix D. Invitation Letter for Pre-test 

____________________________________________________________________________	

October 21, 2015 

 

To Kingston Nepalese Colleagues: 

 

I am conducting a research study for partial fulfillment of my thesis in Master degree in 

Nursing Science. My research topic is “Coping Strategies and Psychological Well-being 

Among Bhutanese Refugees Resettled in Ottawa, Canada.” 

You are being invited to consider participating in this study because you are Nepalese 

Immigrant residing in Kingston. I would like to pre-test the questionnaire with you before I 

proceed the questionnaires with Bhutanese refugees in Ottawa, Canada.  Therefore, I am 

inviting you to provide me with valuable feedback on the questionnaire. I am requesting two 

activities of you:  a) to complete the enclosed survey; and, b) to complete a reaction sheet to 

the survey.  Your responses will remain anonymous and confidential. I would also appreciate 

if you would write on the reaction sheet or the survey, how long it took for you to complete 

the questionnaire. 

 

If you have any questions about the pilot survey, please feel free to contact me at 6137704930 

or by e-mail at a.subedi@queeensu.ca.  

Thank you in advance for your consideration of my request.  

 

Yours truly, 

Anita Subedi 

MNSc (Student) Queen’s University, School of Nursing 

Kingston, ON, Canada 
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Appendix E. Flyer- English	
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Appendix E. Flyer in Nepali 
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Appendix F. Survey Guideline  

Introduction 

Refugees problem have been increasing dramatically around the world. More than 6000 
Bhutanese refugees have been resettled in 21 communities across Canada since 2008. The 
cultural differences and language incompetency could have created difficulties in accessing 
their health care needs. Therefore, the exploration of their resettlement difficulties, stress, 
coping strategies and reported well-being will have significant implications for addressing the 
health needs of adult Bhutanese refugees. 
This survey gathers the information how people cope in different circumstances and 
individual’s positive and negative feeling of his/her inner personal state. Based on the purpose 
of this study, we formulated two research questions: 
What types of positive and negative coping strategies are used to promote psychological well-
being by Bhutanese refugees resettled in Ottawa, Canada? 
Do demographic characteristics (age, sex, education, marital status, religion, employment and 
length of stay in Canada) of Bhutanese refugees influence psychological well-being?  
 
Sample 
In this survey, the estimated sample size is 90-100 of Bhutanese refugees those resettled in 
Ottawa. 
 
How to recruit 
Those who are more than 18 years can participate in this study.  
You yourself will inform to the Bhutanese people about this study. The flyers (English and 
Nepali) explaining research objectives and procedures will be posted in various locations 
around buildings, church, temple and high school where more refugees are known to be 
around and in Catholic Centre for Immigrants.  
As you are familiar with your community, you can recruit the participants in different ways 
like conducting the survey at a participant’s house and or in a place where weekly elderly 
group meetings takes place for their religious activities. Please try to recruit the equal number 
of male and female as well as participants from all age group (>18yrs). Please remember that 
this is a voluntary participation; do not force them to participate those who are not interested. 
 
Confidentiality 
Please inform to the participants that the information collected will be kept strictly 
confidential and file will be locked in the cabinet at the Queens’s University. To protect 
yourself against breach of confidentiality, please follow these rules: 
Keep the completed consent forms and questionnaires locked in the cabinet provided or secure 
place during data collection. 
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Do not combine any personal or organizational canvassing with your interview; and  
Do not discuss or disclose any personal information obtained through the interview or data 
collection survey. 
Your job as an Interviewer / Data collector 
Inform to the Bhutanese Nepali people about this survey along with starting and completing 
date of data collection 
Distributing flyers 
Contacting and or meeting with Bhutanese people 
Determining eligibility (i.e. > 18 years, Bhutanese refugees resettled in Ottawa Canada and 
not mentally handicapped) 
Give the opportunity to choose the questionnaire either Nepali or English according to the 
participant’s preferences 
Differentiate those who can self-administer the questionnaire or those who needs interview for 
the survey. 
Gain informed consent and put the ID no accordingly. 
Do not discuss about their health conditions or emotions 
Briefly explain about how to administer the questionnaires (completion of all questions, be 
honest and careful and do not minimize the importance of tool, take as much as time as 
necessary, tick mark what they have understood and no help from spouse or other family 
members, etc). 
Handover the survey questionnaires for self-administration 
Those who need interview, please ask for their appropriate time, and make an appointment 
with them if necessary. 
 
Collect the survey form and securely store until the completion of the survey 
Maintain regular contact with principal Investigator via email or telephone 
 
Contact Information 
Anita Subedi , Queen’s University  6137704930 or a.subedi@queensu.ca 
Mailing Address 
2201, 47 Van Order Drive 
Kingston, ON 
K7M1B6 
 
Dr. Dana S. Edge, Queen’s university, 6135336000 ext. 74765 or dana.edge@queensu.ca  
You are encouraged to call Principal Investigator for any issue that arises during the  
data collection period. 
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Summary of survey guide 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: For any issues please contact directly to principal investigators 

Ø Anita Subedi 613-770-4930 (a.subedi@queensu.ca)  
 

Participant	house	

Knock	the	door	

Greet	the	participant	and		

Introduce	yourself	

Explain	about	the	survey	and	it’s	purpose	

Eligibility	

Questionnaire:	Self-administration/interview	

Get	the	informed	consent	

Give	survey	form	or	identify		

the	need	of	Interview		

Collect	the	self-administered		

	questionnaire	from	the	participant	

Take	interview	or	
make	the	
appointment	date	

Keep	all	the	forms	safely	and	securely	and		

hand	over	all	the	forms	to	the	principal	investigator		
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Appendix G. Queen’s University HSREB Ethics Approval 
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Appendix H: Consent Form in English 

                                                                           

 

 

INFORMED CONSENT TO PARTICIPATE IN A RESEARCH STUDY 

Full Study Title:  

Coping Strategies and Psychological Well-being Among Bhutanese Refugees Resettled in 
Ottawa, Canada 

Principal Investigators:  
             Anita Subedi: 613-770-4930 (a.subedi@queensu.ca) 
             Dr. Dana S. Edge: 416-756-6000 ext: 74765 (dana.edge@queensu.ca) 
 

Sponsor: This study is a part of MNSc thesis requirement at School of Graduate Studies, 
School of Nursing, Queen’s University, ON, Canada 
____________________________________________________________________ 
INFORMED CONSENT 

You are being invited to participate in a research study.  A research study is a way to answer a 
question about something that is not well understood.   

This form explains the purpose of this research study, provides information about the study 
procedure, possible risks and benefits, and the rights of participants.   

Please read this form carefully and ask any questions you may have. This form is available in 
both English and Nepali languages for your convenience. Please ask the community leaders or 
one of the investigator(s) to clarify anything you do not understand or would like to know 
more about.  Make sure all your questions are answered to your satisfaction before deciding 
whether to participate in this research study. Participating in this study is your choice 
(voluntary). You have the right to choose not to participate, or to stop participating in this 
study at any time.  

INTRODUCTION 

My name is Anita Subedi, a graduate student in Queen’s University, Kingston, Ontario. I am 
conducting a research study for partial fulfillment of my thesis in Master degree in Nursing 
Science. My research topic is “Coping Strategies and Psychological Well-being Among 
Bhutanese Refugees Resettled in Ottawa, Canada.” You are being asked to consider 
participating in this study because you are Bhutanese Nepali residing in Ottawa. 
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WHY IS THIS STUDY BEING DONE? 

The objective of this study is to find out the coping strategies used by Bhutanese refugees 
living in Ottawa and its relationship to your psychological well-being. 

WHAT WILL HAPPEN DURING THIS STUDY? 

All Bhutanese Nepali living in Ottawa are invited to participate in this survey. This survey 
will take approximately 30 minutes with either a self-administering questionnaire or 
interview, which will be conducted wherever you prefer (e.g in your home or at your 
community gathering place). We will ask you questions about your inner personal feelings 
about your well-being and coping strategies used to overcome the resettlement difficulties and 
adjustment to new life in Canada.  

HOW MANY PEOPLE WILL TAKE PART IN THIS STUDY? 

90 to 100 people will take part in this study. 

WHAT ARE THE RESPONSIBILITIES OF STUDY PARTICIPANTS? 

Complete the entire questionnaire thoughtfully; choose the most accurate answer for you. 

WHAT ARE THE RISKS AND BENEFITS OF PARTICIPATING IN THIS STUDY?  

Your participation in this study is completely voluntary. There are no anticipated risks or 
benefits for you in the survey. If you feel any distress or become emotional when completing 
the survey or interview then you have the right to stop immediately and withdraw from the 
survey without any penalty.  

WHAT ARE THE COSTS OF PARTICIPATING IN THIS STUDY? 

Participation in this study will not involve any additional costs to you.  

By signing this consent form, you do not give up any of your legal rights.  

HOW WILL MY INFORMATION BE KEPT CONFIDENTIAL? 

Please note that all the information you have provided will remain confidential and no 
individual will be identified in any reports or presentations. Your information will be locked 
in an office at the Queen’s University. You will be assigned a study number and all of the data 
we collect from you will only have your study number on it.  

If you decide to participate in this study, the investigator and assigned community members 
will collect only the information we need for this study.  

DO THE INVESTIGATORS HAVE ANY CONFLICTS OF INTEREST?  
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There are no conflicts of interest to declare related to this study.  

WHAT ARE THE RIGHTS OF PARTICIPANTS IN A RESEARCH STUDY? 

Participants have the right to refuse and the study is completely voluntary. If you have any 
concerns about your rights as a research participant please contact - Dr. Albert Clark, Chair of 
the Queen's University Health Sciences and Affiliated Teaching Hospitals Research Ethics 
Board at (613) 533-6081.   

DOCUMENTATION OF INFORMED CONSENT 

You will be given a copy of this informed consent form after it has been signed and dated by 
you. 

 

 

________________________                                                        ____________________ 

Signature of Participant                                                 Date 

     

Person obtaining consent 

By signing this form, I confirm that: 

• This study and its purpose has been explained to the participant named above; 
• All questions asked by the participant have been answered; and, 
• I will give a copy of this signed and dated document to the participant. 

 

 

 

__________________________      ________________________          ______________ 

Name of Person obtaining                  Signature                                             Date 

consent (print)  
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Appendix H: Consent form in Nepali 
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Appendix I. 9 

Skewness, kurtosis and normality testing 

Variable Skewness Kurtosis Kolmogorov-

Smirnov 

Shapiro-

Wilk 

Coping     

Self-distraction 0.09 -0.59 P < 0.05 P <0.05 

Active coping -0.48 -0.46 P < 0.05 P <0.05 

Denial 0.21 -0.78 P < 0.05 P <0.05 

Substance use 1.83 2.23 P <0.05 P <0.05 

Emotional support -0.02 -0.58 P <0.05 P <0.05 

Instrumental support -0.22 -0.86 P <0.05 P <0.05 

Behavioral disengagement 0.43 -0.65 P <0.05 P <0.05 

Venting 0.30 -0.44 P <0.05 P <0.05 

Positive reframing -0.26 -0.37 P <0.05 P <0.05 

Planning -0.09 -0.54 P <0.05 P <0.05 

Humor 0.49 -0.81 P <0.05 P <0.05 

Acceptance -0.11 -0.376 P <0.05 P <0.05 

Religion -0.79 -0.18 P <0.05 P <0.05 

Self-blame 0.59 -0.27 P <0.05 P <0.05 

Total GWB -0.33 -0.39 P <0.05 P =0.07 

Age 0.27 -1.14 P <0.05 P <0.05 

Gender 0.06 -2.04 P <0.05 P <0.05 

Education 0.16 -1.45 P <0.05 P <0.05 

Marital Status -1.44 0.06 P <0.05 P <0.05 

Religion -0.04 -1.92 P <0.05 P <0.05 

Employment 1.19 -0.61 P <0.05 P <0.05 

Length of stay in Canada -0.34 -1.08 P <0.05 P <0.05 
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Appendix I: 10 

 
Cross tabulation of age groups and educational status 
                                          Educational status Total (%) 

  Illiterate 
(%) 

Literate 
(%) 

Primary 
(%) 

Secondary 
(%) 

College 

(%) 

 

 

 

Age 

18-30 4 7.4 40 56.3 34.6 24.8 

31-40 0 29.6 20 25 38.5 22.9 

41-50 28 25.9 26.7 0 23.1 22 

51-60 28 18.5 13.3 12.5 3.8 15.6 

61 and 
above 

40 18.5 0 6.3 0 14.7 

Total  100 100 100 100 100 100 
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Appendix I: 11 

Post Hoc tests (Tukey HSD) between age groups and between level of education with GWB 

Age (I) Age (J) Mean diff. 

(I-J) 

Std. Error Sig 95% Confidence Interval 

Lower 

Bound 

Upper 

Bound 

18-30 31-40 2.13 3.28 .97 -6.97 11.23 

41-50 9.25 3.28 .04 .16 18.35 

51-60 9.28 3.62 .09 -.76 19.32 

61 and 

above 

4.00 3.68 .81 -6.23 14.24 

31-40 18-30 -2.13 3.28 .97 -11.23 6.97 

41-50 7.13 3.37 .22 -2.24 16.49 

51-60 7.15 3.70 .31 -3.13 17.43 

61 and 

above 

1.88 3.77 .99 -8.59 12.34 

41-50 18-30 -9.25 3.28 .04 -18.35 -.16 

31-40 -7.13 3.37 .22 -16.49 2.24 

51-60 .02 3.70 1.00 -10.26 10.30 

61 and 

above 

-5.25 3.77 .63 -15.72 5.22 

51-60 18-30 -9.28 3.62 .086 -19.32 .76 

31-41 -7.15 3.70 .31 -17.43 3.13 

41-50 -.02 3.70 1.00 -10.30 10.26 

61 and 

above 

-5.27 4.07 .69 -16.57 6.02 

61 and 

above 

18-30 -4.00 3.68 .81 -14.24 6.23 

31-40 -1.88 3.77 .99 -12.34 8.59 

41-50 5.25 3.77 .63 -5.22 15.72 

51-60 5.27 4.07 .69 -6.02 16.57 
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Education 

Status (I) 

Educational 

Status (J) 

Mean diff. 

(I-J) 

Std. error Sig 95% Confidence Interval 

Lower 

Bound 

Upper 

Bound 

Illiterate Literate -.084 3.24 1.00 -9.06 8.91 

Primary -4.97 3.81 .69 -15.55 5.61 

Secondary .798 3.74 1.00 -9.57 11.17 

College -9.04 3.30 .06 -18.20 .12 

Literate Illiterate .084 3.24 1.00 -8.91 9.08 

Primary -4.89 3.76 .69 -15.32 5.54 

Secondary .88 3.68 1.00 -9.34 11.10 

College -8.96 3.24 .05 -17.95 .04 

Primary Illiterate 4.97 3.81 .69 -5.61 15.55 

Literate 4.89 3.76 .70 -5.55 15.32 

Secondary 5.77 4.19 .64 -5.87 17.41 

College -4.07 3.81 .82 -14.65 6.51 

Secondary Illiterate -.80 3.74 1.00 -11.17 9.57 

Literate -.88 3.68 1.00 -11.10 9.34 

Primary  -5.77 4.19 .64 -17.41 5.87 

College -9.84 3.74 .07 -20.21 .53 

College Illiterate 9.04 3.30 .06 -.12 18.20 

Literate 8.96 3.24 .05 -.04 17.95 

Primary 4.07 3.81 .82 -6.51 14.65 

College 9.84 3.74 .07 -.53 20.21 
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Appendix I. 12 

Correlation matrix between sub-scales of coping strategies (2-tailed sig.) 

 1 2 3 4 5 6 7 8 9 10 11 12 13 

1 1             

2 .33* 1            

3 .40* .17 1           

4 .39* .51* .12 1          

5 .43* .53* .18 .68* 1         

6 .10 -.06 .36* -.05 .01 1        

7 .07 .22* .17 .35* .40* .20* 1       

8 .28* .37* .19* .26* .46* -.02 .01 1      

9 .32* .36* .12 .38* .47* .02 .29* .42* 1     

10 .35* .09 .41* .13 .11 .41* .24* .01 .03 1    

11 .27* .35* -.04 .27* .30* -.07 .11 .32* .46* .14 1   

12 .25* .31* .13 .30* .40* .02 .14 .40* .51* -.01 .45* 1  

13 .08 -.03 .33* .05 .03 .38* .32* -.06 .22* .50* .11 .08 1 

 

1= Self-distraction, 2= Active coping, 3 = Denial, 4 = use of emotional support, 5 = Use of 

instrumental support, 6 = Behavioral disengagement, 7 = Venting, 8 = positive reframing,       

9 = Planning, 10 = Humor, 11 = Acceptance, 12 = Religion, 13 = Self-blame.  

2-tailed significance is denoted by * 
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Appendix I. 13 

 Coping strategies mean and SD for Brief COPE compared with previous study  

 Present study (N=109) 

     Mean SD 
 

*Previous study (N=193) 

Mean SD 
 

Religion       3.26            0.75         3.18                      0.77 

Active coping       3.13                       0.67         3.56                      0.59 

Planning       3.01                        0.59         3.46                      0.72 

           Use of Instrumental support       3.00                        0.73          2.88                      0.71 

Positive reframing       2.88                        0.71         3.48                      0.59 

Self-distraction       2.88                        0.69         2.36                      0.79 

Acceptance       2.86                        0.60         3.19                      0.69 

Use of emotional support       2.72                        0.75         3.16                      0.62 

Venting       2.33                        0.78          1.94                      0.83 

Denial       2.19                        0.78         1.50                      0.64 

Self-blame       1.99                        0.80         2.36                      0.79 

Behavioral disengagement       1.95                        0.77         1.47                      0.76  

Humor       1.94                        0.82         2.35                      0.89 

Substance use       1.00                        0.62         1.15                      0.43 

* Chase et al., 2013 
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Appendix I. Figure 9 

 

	

Figure 9. Mean score of general well-being with demographic variables. 
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