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Abstract: The complexities of refugee resettlement in the U.S. require comprehensive
mental health and psychosocial support (MHPSS) strategies, yet significant gaps persist
due to resettlement policies prioritizing short-term self-sufficiency over long-term mental
health and well-being. This study explores the shift from traditional “burden sharing” to
“task sharing” models that emphasize community-initiated care (CIC). Using a two-phase
qualitative method, 27 refugee leaders and bilingual service providers from 14 refugee
communities, including Afghan, Bhutanese, Burmese, Congolese, Somali, and Sudanese
communities, across four states participated in focus groups or key informant interviews.
Thematic analysis revealed that peer support models play a critical role as bridges be-
tween cultures, service sectors, and formal and informal networks. However, peer sup-
port remains insufficient without structural reform, as refugees face barriers such as lack
of professional development and power imbalances with professionals while managing
their own life challenges. This study emphasizes formalizing CIC models that empower
refugees to lead the sharing process in collaborative care. Intersectoral collaboration and
supportive policy frameworks are necessary to sustain peer support and build long-term
leadership capacity. The findings highlight the need for a system-level shift to ensure eg-
uitable responsibility for care, fostering sustainable, community-driven MHPSS solutions
in refugee resettlement.

Keywords: community-initiated care; task sharing; peer support; refugee resettlement;
community empowerment; mental health and psychosocial support (MHPSS)

1. Introduction

The U.S. resettlement program plays a critical role in providing a pathway for refu-
gees fleeing conflict, persecution, and instability worldwide. Despite its intent to offer
safety and stability, however, the program falls short in addressing the complex and long-
term health and mental health needs of resettled refugees (Betancourt et al. 2012; Kumar
et al. 2021; Nguyen et al. 2023). The prevailing policy approach emphasizes rapid self-
sufficiency, primarily through employment—often in short-term, low-wage jobs—while
sidelining comprehensive mental health care and long-term integration support (Brick et
al. 2010; Brown and Scribner 2014). Access to mental health support is critical during re-
settlement, as untreated trauma and stress can compound over time, leading to severe
psychological distress, impaired functioning, and reduced capacity to integrate into new
communities (Grasser 2022; Kirmayer et al. 2011; Miller and Rasmussen 2017). The unre-
alistic resettlement timeline of 30 to 90 days often exacerbates long-term challenges, in-
cluding chronic poverty, limited access to health care, and deteriorating health outcomes,
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particularly in terms of mental health (Kerwin and Nicholson 2021; Kumar et al. 2021).
Consequently, many refugees are left to grapple with unresolved psychological trauma,
ongoing stressors, and the challenges of cultural adaptation in a system that ultimately
hinders their long-term psychosocial well-being (Afkhami and Gorentz 2019; Forrest-Bank
et al. 2019). The current emphasis on achieving financial independence from federal or
state funding as the primary measure of successful resettlement inadvertently marginal-
izes mental health and community support, exposing a significant gap in the U.S. resettle-
ment framework (Barkdull et al. 2012; Hess et al. 2019).

1.1. Burden Sharing in U.S. Refugee Reseftlement

In response to the scale and complexity of refugee needs, many host nations, includ-
ing the United States, have adopted a “burden sharing” approach to refugee care. This
practice assigns primary responsibility for refugee support to formal institutions such as
resettlement agencies, social services, and health-care providers, while supplementing
these efforts with informal community assistance—often provided by refugees them-
selves (Brown and Scribner 2014; Gonzalez-Benson 2021). While this framework is well
intentioned and pragmatically appealing, it exhibits substantial limitations in addressing
the diverse and multifaceted needs of refugee populations.

A critical shortcoming of current burden-sharing practices is their tendency to cen-
tralize authority within formal institutions, relegating refugees to passive roles in their
own care. This dynamic undermines refugeesoagency, perpetuates dependence, and fos-
ters disempowerment, limiting opportunities for self-determination and integration (Ager
and Strang 2008; Kerwin 2012; Eastmond 2007; Thomson 2022). Refugees are often posi-
tioned as supplementary actors in their resettlement process, rather than active partici-
pants. This exclusion reinforces systemic inequities and misses opportunities to incorpo-
rate refugeesounique knowledge and lived experiences into responsive and sustainable
support systems. Additionally, these practices inadequately address cultural and linguis-
tic barriers, often resulting in superficial solutions that fail to engage meaningfully with
refugee communities. Formal service providers frequently lack the cultural competencies
and language support required to build trust and ensure effective communication, result-
ing in the underutilization of mental health services and persistent health disparities (Ger-
ritsen et al. 2006; Miller and Rasmussen 2017). These challenges are further exacerbated
by the structural reliance on underfunded community resources, which are expected to
compensate for gaps in institutional capacity. Refugee communities themselves often bear
this additional burden, despite limited resources and their own resettlement challenges.

Moreover, the structural limitations of burden-sharing practices are compounded by
chronic underfunding, overburdened resettlement agencies, and fragmented care path-
ways. Resettlement agencies —initially established as voluntary organizations (VolAgs) —
increasingly depend on stretched community resources and unpaid volunteers to address
systemic gaps, which creates a patchwork system of support that is incoherent and unsus-
tainable (Hynie 2018). Such fragmentation undermines continuity of care, particularly for
refugees with chronic or complex mental health needs, perpetuating cycles of unmet
needs and inadequate outcomes (Silove et al. 2017; DeSa et al. 2022). Ultimately, these
reactive burden-sharing measures, though administratively convenient, fail to holistically
address the structural, cultural, and psychosocial dimensions of refugee care. Without
systemic reforms—including enhanced funding, strengthened institutional capacity, and
the active inclusion of refugees as co-designers of their care—this approach will continue
to fall short in supporting long-term integration and well-being for refugee populations.



Soc. Sci. 2025, 14, 36

3 of 18

1.2. Toward a Task-Sharing Paradigm: The Case for Community-Initiated Care (CIC)

In recent years, there has been a growing recognition of the need to transition from
reactive burden-sharing practices to more inclusive and collaborative models, such as
“task sharing.” Task sharing decentralizes the responsibilities of mental health and psy-
chosocial support (MHPSS), engaging a broader network of actors—including refugee
community members, peer supporters, and local leaders —alongside formal service pro-
viders (Patel et al. 2018; Singla et al. 2021). This paradigm reflects the principles of com-
munity empowerment and participatory health by positioning refugees as active co-crea-
tors of support systems, rather than passive recipients of aid (Naslund et al. 2019; Kohrt
et al. 2023). By redistributing the responsibility for care, task sharing has the potential to
bridge systemic gaps, enhance cultural relevance, and foster sustainable MHPSS frame-
works rooted in community involvement (Chiumento et al. 2021; van Ginneken et al. 2021).

A particularly promising task-sharing model is community-initiated care (CIC),
which capitalizes on the lived experiences, cultural knowledge, and unique insights of
refugee community members to address MHPSS needs (Kohrt et al. 2018, 2023; Siddiqui
et al. 2022). CIC equips refugees with training and support to serve as peer supporters and
community leaders, enabling them to provide culturally attuned mental health care, foster
trust, and offer guidance within their communities. This approach acknowledges the in-
herent strengths and resilience within refugee communities, recognizing that community
members often possess a deeper understanding of their peerseneeds than external profes-
sionals. By leveraging these assets, CIC bridges cultural and linguistic divides that fre-
quently hinder access to formal care systems, while mitigating stigma and distrust regard-
ing mental health issues (Breuer et al. 2023; Giusto et al. 2024; Tol et al. 2021). Peer support
within the CIC framework creates culturally congruent and accessible pathways to mental
health care, addressing longstanding gaps in service uptake (Woodward et al. 2022).
Moreover, CIC reframes refugees not as passive recipients of aid, but as active agents
shaping the systems designed to support them. This shift transforms task sharing from a
logistical approach to a holistic strategy that empowers refugee communities, enhances
integration, and promotes equitable and effective MHPSS outcomes.

1.3. Peer Support in Bridging Formal and Informal Care Networks

Central to the CIC model is the concept of peer support, where refugees act as cul-
tural brokers, advocates, and support figures within their communities (Mahon 2022;
Crooks et al. 2022). Peer support has been shown to significantly enhance MHPSS out-
comes by fostering trust, reducing stigma, and improving service accessibility —particu-
larly in communities where cultural norms create barriers to seeking formal care (Mahon
2022; Sun et al. 2022). Unlike conventional mental health services, peer support operates
within the culturally familiar and safe confines of the community, making it more acces-
sible and acceptable to many refugees (Gagne et al. 2018; Gower et al. 2022). By serving as
critical links between formal service systems and refugee communities, peer supporters
help individuals navigate complex care pathways and access necessary resources (Block
et al. 2018; Swartz et al. 2014; Wachter et al. 2021). This dual role—bridging formal and
informal networks—not only facilitates timely care but also strengthens the relevance and
effectiveness of interventions, including those targeting refugees resettled in the U.S. (Sol-
tan et al. 2022; Verbillis-Kolp et al. 2024).

Despite these promising outcomes, the literature reveals a notable gap in understand-
ing the experiences and perspectives of refugee peers who assume these vital roles (Pon-
zoni et al. 2017; De Graaff et al. 2023). Many peer-led MHPSS programs face challenges in
fully documenting or integrating the perspectives of refugees as active stakeholders in the
foundational design and leadership of peer support initiatives (Cohen and Yaeger 2021;
Filler et al. 2021). Moreover, in high-income resettlement countries, task-sharing programs
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remain relatively limited (Hoeft et al. 2018), and there is insufficient exploration of how
refugee-led efforts can enhance the effectiveness and sustainability of such models. While
CIC frameworks demonstrate potential, gaps in the literature highlight the need for
greater understanding of how refugeeselived experiences and cultural knowledge can be
systematically incorporated to inform program development and implementation (Wood-
ward et al. 2022). This oversight risks diminishing cultural relevance and limits the poten-
tial for long-term success (Naslund et al. 2019). Refugees bring invaluable cultural
knowledge and firsthand experiences that are crucial for tailoring MHPSS interventions
to align with community values and needs (Hynie 2018).

Furthermore, little attention has been paid to the capacity of refugees to inde-
pendently initiate and sustain peer support networks. This lack of focus represents a
missed opportunity to explore pathways to greater community empowerment and self-
sufficiency (Patel et al. 2018). Addressing these gaps requires a shift toward participatory
research and practice that positions refugee communities as co-creators in the develop-
ment of CIC models. By actively engaging refugees in the design, implementation, and
evaluation of these initiatives, programs can align more closely with community priori-
ties, enhancing both their effectiveness and sustainability (Warner et al. 2021; Singla et al.
2021). Such an approach not only strengthens the cultural congruence of peer support
models but also fosters a sense of ownership and empowerment among refugee commu-
nities. This participatory framework holds the potential to set a new standard for MHPSS
within refugee contexts by ensuring that interventions are both scalable and deeply rooted
in the lived realities of the populations they serve (Greene et al. 2022; Im et al. 2023).

The objective of this study is to examine, through the perspectives of refugee com-
munity leaders, the challenges and opportunities within task-sharing approaches to
MHPSS. By capturing their insights directly, this study seeks to illuminate the cultural,
structural, and relational dynamics that influence the success and sustainability of CIC
models in resettlement contexts. Specifically, it aims to explore (1) community leaderse
perceptions of peer support within task-sharing models, (2) the barriers they identify in
implementing community-initiated mental health care, and (3) their perspectives on the
support systems necessary for sustaining such interventions effectively. Through this fo-
cused analysis, the research aspires to contribute a nuanced understanding of how com-
munity-led strategies can foster resilience, empowerment, and agency among refugees,
addressing key systemic gaps in the existing resettlement paradigm.

2. Methods
2.1. Research Design

This study employed a two-phase qualitative research design to explore the perspec-
tives of refugee community leaders and service providers on community-initiated care
(CIC) models for mental health and psychosocial support (MHPSS). The two-phase de-
sign, comprising focus group discussions (FGDs) followed by key informant interviews
(KIIs), was selected to capture both communal and individualized insights. Focus groups
allowed for an initial broad exploration of themes in a collaborative setting, enabling par-
ticipants to engage with one anotheres perspectives. The subsequent key informant inter-
views provided deeper, individualized insights, allowing for nuanced follow-up on key
themes identified during the focus groups. This approach facilitated a comprehensive un-
derstanding of the barriers to and opportunities for CIC in refugee MHPSS.

2.2. Data Collection and Participants

The focus groups were initially formed as part of a larger community initiative, the
Refugee Community Leaders Council (RCLC), an established platform designed to



Soc. Sci. 2025, 14, 36

5 of 18

promote dialogue between refugee communities and service providers. Initially com-
posed of a small group of community leaders, the RCLC expanded to 23 participants to
ensure broader representation of refugee voices. For this study, three FGDs conducted
during the counciles first year were analyzed, with each session lasting approximately 90
min. These discussions were guided by a semi-structured protocol, encouraging partici-
pants to reflect on mental health and psychosocial needs, existing gaps in traditional ser-
vice models, and opportunities for community-led support. Key themes included the role
of peer support in bridging cultural divides, the interplay of formal and informal support
networks, and perceptions of structural barriers impacting MHPSS delivery.

Building on the insights from the FGDs, the second phase involved 18 KllIs with ref-
ugee community leaders and bilingual service providers across ten resettlement sites in
four states, encompassing both urban and rural locations. The resettlement sites varied in
their maturity, with some programs operating for decades and others representing newer
initiatives. Political environments also differed, ranging from supportive to hostile, fur-
ther shaping the services available to refugees. These interviews, each lasting 45-60 min,
provided deeper, individualized perspectives on CIC implementation. Participants were
asked about the roles and contributions of peer supporters in their communities, the chal-
lenges faced in delivering MHPSS, and their vision for future improvements. Questions
such as “What forms of community-initiated care or support have you experienced,
whether as a participant, initiator, or supporter?” and “What support or changes are
needed to strengthen community-initiated care and ensure sustainability?” facilitated a
nuanced exploration of the participantseexperiences and recommendations.

This study included 27 participants: 9 refugee community leaders in FGDs (G1-G9)
and 18 key informants (I1-118) from 15 countries, including Afghanistan, Bhutan, and
Congo. The sites studied varied in community diversity, with some resettlement locations
attracting long-established ethnic groups and others primarily hosting newer arrivals
where resettlement programs were the primary driver of migration. Roles varied among
community/religious leaders, interpreters, and service providers, with years in the U.S.
ranging from 2 to 14 years. The gender distribution was nearly balanced, with 12 females
and 15 males (see Table 1). Criteria for participation required individuals to hold leader-
ship roles within refugee communities or to work directly in MHPSS or case management
in resettlement agencies, ensuring a mix of personal and professional insights into the
needs, challenges, and strengths of CIC models for refugee MHPSS.

Table 1. Participant demographics.

ID Country of Origin  Role in Community = Gender  Years in the U.S.
Focus Group Participant

Gl Afghanistan Community Leader F 4
G2 Bhutan Religious Leader M 7
G3 Burma Community Leader M 10
G4 Congo Interpreter F 11
G5 Bhutan Service Provider M 8
G6 Kenya Religious Leader M 13
G7 Burundi Interpreter M 3
G8 Bhutan Community Leader F 7
G9 Bhutan Community Leader M 10
Individual Interview Participant
n Afghanistan Community Leader M 6
I2 Bhutan Service Provider F 13
I3 Syria Interpreter M 4
14 Congo Community Leader F 11
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I5 Afghanistan Interpreter M 2
I6 Ethiopia Interpreter F 8
17 Burundi Community Leader M 9
I8 Cuba Service Provider M 10
9 Eritrea Service Provider M 5
110 Sudan Service Provider M 12
I1 Somalia Interpreter M 10
112 Rwanda Community Leader M 6
113 Iraq Service Provider M 13
114 Afghanistan Community Leader F 4
I15 Bhutan Interpreter M 6
I16 Burundi Service Provider F 7
117 Afghanistan Service Provider F 3
118 Somalia Community Leader F 14

Four research assistants contributed to data collection and transcription for both
FGDs and KlIs. All sessions were audio-recorded with participantseconsent and subse-
quently transcribed verbatim. Ethics approval was obtained from the authores institution,
and all participants provided informed consent, acknowledging their voluntary partici-
pation and understanding of the study® purpose and potential risks. Confidentiality was
maintained by de-identifying transcripts and securely storing data in encrypted files ac-
cessible only to the research team. This comprehensive data collection approach, combin-
ing communal perspectives from the FGDs with individualized insights from the KlIs,
offered a holistic understanding of CICs potential to transform refugee MHPSS. By cap-
turing both shared and unique experiences, the study was able to identify key systemic
gaps and opportunities for community-driven care models.

2.3. Data Analysis

Thematic analysis was conducted to systematically examine the data, following an
inductive approach aimed at capturing patterns and themes across focus group and inter-
view transcripts (Braun and Clarke 2006). This method was chosen for its flexibility and
suitability for identifying nuanced insights in qualitative data, particularly when explor-
ing complex social phenomena such as refugee resettlement journeys and community-
initiated care (Nowell et al. 2017). The analysis proceeded through multiple stages to en-
sure a comprehensive and in-depth exploration of the data. First, the author conducted an
open-coding process where recurring ideas and concepts were identified, allowing for the
emergence of themes without predetermined categories (Saldafna 2016). Following this,
thematic grouping was conducted to consolidate similar codes into broader categories,
which provided a structured yet flexible framework for understanding key themes rele-
vant to the research questions (Miles et al. 2014). Finally, iterative refinement was under-
taken, where emerging themes were reviewed and adjusted to ensure that they accurately
and meaningfully represented participantseperspectives and experiences (Creswell and
Poth 2018).

To enhance the rigor and validity of the analysis, peer debriefing sessions were con-
ducted to provide opportunities to discuss and critically evaluate emerging interpreta-
tions, thereby contributing to a more balanced and reflective analysis (Lincoln and Guba
1985). Additionally, member checking was performed with selected participants to vali-
date key findings and ensure that the interpretations authentically reflected the voices and
intended meanings of the refugee leaders and service providers involved in the study (Birt
et al. 2016).
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3. Results
3.1. Everyday Language and Cultural Practices in Community-Initiated Care

The concept of community-initiated care was not something refugee participants de-
scribed in formal terms, nor was there a single, unified model. Instead, they used familiar,
everyday language that reflected the peer support they relied on within their communi-
ties. Many spoke about “looking out for each other,” capturing the sense of making sure
everyone is okay and helping when needed. Others described it as “helping hands,” em-
phasizing the practical, day-to-day support that people provide to make life a little easier.
Some participants talked about “being there” for one another, offering comfort and a lis-
tening ear during difficult times. They also referred to “our own group” or “our people”
to describe a safe, trusted circle within the community where they feel understood. Reg-
ular “checking in” was mentioned frequently, reflecting how people visit or call each other
to ensure that everyone is managing well.

Cultural and religious gatherings are an important form of CIC, providing natural
spaces for people to connect, share, and care for one another. Participants described gath-
erings at community centers, places of worship, and cultural celebrations as times that
bring everyone together, reinforcing bonds and creating opportunities to support each
other. “We celebrate together, the whole community, like on Eid or Independence Day.
Ites not just a party; ites a way to remember who we are, to show our children where we
come from” (I10). Such events provide more than mere recreation: they reinforce a sense
of belonging and identity that can help counter the isolation and cultural dislocation that
refugees may feel in a new country.

Through these gatherings, people also “share stories” and “pray together,” which
provides comfort, strength, and a reminder that they are not alone in their struggles. Re-
ligious and cultural events were described as “healing time” or “blessing time,” where
people feel uplifted and reconnected to their roots and values.

We meet every Friday for Jummabh, and afterwards, we have tea and talk. For
many of us, faith is what keeps us going. Just being together with people who
believe as you do can be incredibly comforting. When we pray together, ites like
the worries get lighter. (I18)

The phrase “staying together” came up often, highlighting the importance of unity
and standing strong as a community during tough times. Others described it as “holding
each other up,” helping one another stay strong through challenges. For many, this sup-
port felt like “family” or “like a family,” with people viewing each other almost as broth-
ers, sisters, or extended family members. Participants also referred to “word of mouth”
help—information or advice shared through community connections—which enables
them to find support or resources without navigating complex systems. Advice, support,
and even job leads often flow through these networks, making life in a new place a little
easier. These everyday terms reflect how peer support is woven into the fabric of their
daily lives, showcasing the natural, community-based support that grows from cultural
and religious traditions, making a meaningful difference in their shared experiences.

3.2. Peer Support as Essential Survival Mechanism

Participants described peer supporters as essential cultural bridges who bring unique
value to resettlement process, not merely as supplementary agents but as indispensable
links that facilitate trust, understanding, and access. These supporters are often viewed as
“insiders” who possess a deep knowledge of cultural norms, values, and the social nu-
ances of refugee communities, allowing them to mediate and contextualize mental health
services in ways that formal providers may struggle to achieve. A community leader from
Afghanistan explained, “When a peer supporter speaks to us, we feel understood because
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theyeve been through what we are going through. They know what ite like to start from
nothing in a new country, to have fears and insecurities that others may not understand”
(G1).

For many participants, peer support extended beyond simply bridging cultural
gaps—it was seen as a critical survival mechanism. This role went beyond mere facilita-
tion and encompassed both practical and emotional support. Participants emphasized
that these supporters were not merely optional facilitators but vital figures who help ref-
ugees navigate complex social and health systems. A Bhutanese community leader added:

Go to social services, resettlement agencies, DMV, clinics and other places. You
rarely see people from my community. They are doing their best, but we some-
times have communication challenges even with interpreters. We dond know
who they are, they dond know who we are. We just do our best, but still, we feel
frustrated and disappointed and done get what we need. (G8)

The absence of community members in formal roles was a recurrent theme, with
many expressing the need for community-initiated involvement to create a sense of safety
and understanding. An interpreter from Somalia sated, “Sometimes, ites hard to open up
to someone who hasnet experienced what youeve experienced. But with peer supporters,
theres already that trust” (I11). This cultural bridging is particularly important in mental
health settings where stigma or misunderstandings about mental health conditions can
impede engagement with formal services. A community leader from Bhutan noted, “Men-
tal health is a sensitive topic in many of our communities, but when we speak about it,
people are more open because they see us as one of them” (G8). This insider status allows
peer supporters to build trust with refugees, reducing stigma and helping individuals feel
safe in accessing support.

3.3. (Dis)Empowerment through Evolving Community Care across Contexts

Community-initiated care (CIC) emerged as a transformative model that empowers
refugees to play an active role in their own mental health and psychosocial support. Un-
like traditional, top-down approaches that often render refugees passive recipients, CIC
gives individuals and communities a voice, enabling them to shape services that resonate
with their unique cultural and social contexts. For many participants, this shift represents
not only a form of empowerment but also a reclamation of agency and leadership in a
resettlement system that can feel disempowering. A community leader from Congo ex-
pressed:

Being part of the decision[-making process] is important to us. We done need to
just be told what to do; we want to be part of the solution. They [community
initiatives] make us to feel valued, like we have something to contribute to our
own people and community. (I4)

This sentiment was echoed by many other community leaders, including a commu-
nity leader from Bhutan, who stated, “Through CIC, we are not just beneficiaries; we are
leaders and partners. It gives us dignity to know that our voices matter” (G9). Participants
emphasized that CIC fosters a sense of ownership and self-determination, critical factors
for mental well-being and resilience. By leading peer support and other community-based
initiatives, refugees can harness their strengths and experiences to aid others, creating a
positive feedback loop of empowerment within their communities. “When we help each
other, we donet just heal as individuals; we grow stronger as a community,” noted a com-
munity leader from Rwanda (I12), highlighting how CIC enables both personal and com-
munal growth.

While the transformative potential of CIC is evident in many communities, the ab-
sence or underdevelopment of such initiatives presents significant challenges,
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highlighting stark disparities in empowerment and cohesion across different refugee con-
texts. Participants from multiple refugee communities consistently highlighted pervasive
disempowerment during the resettlement process and fragmentation of the community,
which were often exacerbated by systemic neglect and the insufficient prioritization of
community-building efforts. The absence of cohesive community structures and trust
emerged as critical barriers to collective action. Participants described a community char-
acterized by individualized priorities and a pervasive desire for anonymity, often rooted
in distrust and reluctance to engage in shared initiatives. As one participant observed,
“We dond really know each other or trust anyone enough to come together. Everyone has
their own problems, and it feels safer to stay quiet” (I8). This lack of cohesion resulted in
heightened social isolation and limited opportunities for peer support or community-
driven interventions. Even among individuals who expressed interest in CIC models, the
absence of trust and a formal community framework rendered implementation efforts in-
feasible. Participants further noted that resettlement agencies routinely neglected the need
for trust-building and community engagement, thereby reinforcing cycles of isolation and
disempowerment.

Similar concerns were expressed by other refugee community leaders, who under-
scored the challenges posed by small, dispersed community segments, coupled with pro-
longed histories of oppression and displacement, silenced many voices within their pop-
ulation. One Burundian leader remarked, “We have strong desires to come together as a
community, but no one listens to us or cares about what we need” (G7). This lack of recog-
nition and support from both external organizations and resettlement agencies hindered
efforts to build a unified community voice or advocate for shared needs.

3.4. Structural Barriers Facing Peer Supporters

Despite the numerous benefits of CIC, peer supporters encounter significant struc-
tural barriers that hinder their effectiveness and sustainability. The most frequently cited
challenges included a lack of access to professional development, entrenched power im-
balances with health-care providers, and financial instability. Peer supporters often find
themselves positioned in informal or marginal roles, without the resources or authority to
influence decision-making processes in meaningful ways. A peer supporter from Eritrea
shared, “We do a lot of the frontline work, but weae not seen as @ealo professionals.
Theress this feeling that weare helpers, not experts, and that limits what we can do” (19).
This sentiment underscores the power dynamics that exist between peer supporters and
formal health-care providers, who may view peer supporters as supplementary rather
than integral to the MHPSS system.

Another structural barrier is the lack of opportunities for career advancement or skill
development. An interpreter from Ethiopia explained, “Theres no clear place for us to
grow or learn new skills. We want to improve, to get training, but therees nothing” (I6).
Without access to professional development, peer supporters are unable to enhance their
knowledge or strengthen their impact within the community. Additionally, financial in-
stability is a common challenge, as peer support roles are often low-paid or volunteer-
based. “We cand keep ourselves running on what weare paid; ite not enough to live on,”
commented a service provider from Sudan, highlighting the precarious financial situation
many peer supporters face (I10). This financial insecurity creates a precarious situation
where peer supporters may need to prioritize other work, reducing their capacity to sup-
port their communities effectively. Additionally, participants criticized the short-term,
project-based funding model that characterizes much of the MHPSS landscape. As one
refugee leader who wanted to stay anonymous pointed out, “They fund us for a year,
maybe two, then they leave. Theres no long-term vision. Ite just a band-aid, not a real
solution.” This critique highlights the need for sustained investment in CIC and peer
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support systems to ensure their long-term impact and effectiveness. It also underscores
the inherent limitations of the formal service structure in refugee resettlement, which
struggles to provide sustainable, community-centered solutions due to its short-term,
fragmented approach.

Even among communities with demonstrated enthusiasm for CIC initiatives, such as
the Bhutanese refugee population, systemic barriers remained a persistent challenge. Bhu-
tanese leaders emphasized that their communitye relatively well-organized networks
and demonstrated capacity for collective action were not matched by the necessary insti-
tutional support. Ethnic community-based organizations (ECBOs), which are integral to
grassroots initiatives, often operated without adequate resources or recognition from for-
mal systems. Leaders described being overburdened and unsupported, despite their crit-
ical role in fostering community resilience and engagement. As one Bhutanese leader
noted, “We try to build something for our people, but the agencies done care. They give
us no support, and we are left doing everything on our own” (G5). While the Bhutanese
community demonstrated a stronger organizational framework and readiness for CIC
compared to other groups, the lack of institutional investment undermined the sustaina-
bility of their initiatives. Leaders frequently expressed frustration over having to address
their communitye needs with insufficient resources, ultimately constraining the potential
of even well-prepared communities to fully realize the benefits of CIC.

3.5. Balancing Peer Supporters’ Personal and Professional Lives

The dual role of peer supporters—as individuals navigating their own resettlement
challenges and as key providers of mental health and psychosocial support—creates sig-
nificant strain, underscoring the inequities within the refugee resettlement system. Partic-
ipants described how this compound responsibility often results in emotional exhaustion
and logistical challenges, particularly in contexts where institutional support is insuffi-
cient. A service provider from Bhutan observed, “Weae carrying a lot, not just for others
but for ourselves too. Sometimes it feels like weare stretched too thin” (G5). This reflects
the layered burdens faced by peer supporters, who must juggle personal and professional
roles while simultaneously addressing the systemic gaps left by overburdened resettle-
ment programs.

These systemic shortcomings effectively transfer institutional responsibilities to ref-
ugee communities, amplifying the strain on peer supporters. Participants noted how
stretched resources within resettlement agencies exacerbate the pressure, leaving peer
supporters to shoulder much of the care infrastructure. “We need a space to share what
weae going through, to support each other, just like we support our communities,” em-
phasized a service provider from Burundi (I16). The lack of dedicated spaces for peer sup-
porters to process their own challenges not only affects their well-being but also weakens
the broader communitye capacity for sustainable care.

Additionally, the emotional labor inherent in peer support roles intensifies the psy-
chological toll. Many participants described the difficulty of providing constant care while
being immersed in othersetrauma, with an Afghan community leader sharing, “Ite hard
to listen to so much pain and not feel affected by it” (I1). This pervasive exposure to
trauma, compounded by the lack of access to mental health resources, places peer sup-
porters at heightened risk of burnout and secondary trauma.

The absence of systemic safeguards to mitigate these challenges highlights a critical
oversight in the resettlement framework. Participants consistently called for mental health
resources tailored specifically to peer supporters, including peer-led support groups and
training programs that promote resilience. These interventions are vital not only for indi-
vidual well-being but also for maintaining the long-term viability of community-initiated
care models.
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3.6. Cross-Sectoral Collaboration and Policy Support

Participants stressed the importance of cross-sectoral collaboration and supportive
policy frameworks to formalize and sustain CIC models. They highlighted that the current
service landscape for refugees lacks coordinated support across sectors, including health
care, social services, housing, employment, and education. Effective CIC requires an in-
tersectoral approach that can bridge these systems, creating a network of resources to sup-
port peer supporters and refugee communities more broadly. “We need all kinds of ser-
vice providers working together —health, DMV, schools. Right now, it® too separated,
and that puts all the burden on us,” explained a Somali interpreter (I11). The burden often
falls on peer supporters, who act as the glue holding together this fragmented system,
bridging gaps between disconnected services. Without formalized structures or policy
support, CIC initiatives risk being inconsistent and unsustainable, relying too heavily on
the individual efforts of peer supporters without long-term institutional backing. A com-
munity leader shared a similar concern, saying:

Case managers know me well, and they call me when there is a crisis. I told him
[case manager], please call me before this becomes a crisis. Ied be happy to walk
the family through, but when you call me it is late oftentimes and things got
worse. (G6)

This quote underscores the reactive nature of the current support system, where peer
supporters are often contacted only when issues escalate, placing additional strain on both
peer supporters and the families they assist. Policy support is essential for recognizing
and institutionalizing the role of peer supporters in MHPSS. A community leader empha-
sized, “We need the government to acknowledge what weae doing and provide support,
not just short-term funding but real investment in our role” (I18). Formalizing CIC
through policy can ensure that peer supporters are adequately resourced, reducing burn-
out and fostering continuity in MHPSS delivery.

4. Discussion

This study highlights the critical need to shift from reactive burden-sharing frame-
works to more collaborative and sustainable task-sharing approaches in refugee mental
health and psychosocial support (MHPSS). Drawing on the insights of refugee community
leaders, this research reveals both the opportunities and systemic barriers embedded
within current practices. The findings affirm the potential of community-initiated care
(CIC) to enhance resilience, trust, and empowerment within refugee communities by po-
sitioning peer supporters as cultural brokers and advocates. Existing scholarship, such as
Onge Buddha is Hiding (Ong 2003), Bestemane Making Refuge (Besteman 2016), and Abdies
Elusive Jannah (Abdi 2015), underscores the pivotal role of community-driven efforts in
refugee integration and offers critical insights into how CIC can complement formal sys-
tems. These roles provide culturally responsive mental health promotion —an urgent need,
as untreated trauma and social isolation can undermine long-term resettlement outcomes
(Kirmayer et al. 2011; Ellis et al. 2019) —and serve as a scalable framework for integrating
comprehensive support across resettlement programs and beyond (Fuhr et al. 2019;
Naslund et al. 2019; Ventevogel and Whitney 2022)

The findings underscore that cultural alignment and trust are fundamental prerequi-
sites for both service uptake and broader community integration. However, despite its
promise, CIC remains hindered by systemic shortcomings in the U.S. resettlement frame-
work. Participants in this study emphasized the limitations of current resettlement ap-
proaches, which predominantly place the onus of refugee support on formal institutions
operating within constrained resources, including insufficient time frames, funding, and
staffing. These inadequacies leave critical gaps in addressing the complex and enduring
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needs of refugee populations, inadvertently transferring these unmet responsibilities back
to refugee communities themselves. This reliance on burden-sharing structures not only
positions refugee communities as passive recipients but also reinforces dependence and
undermines the provision of culturally responsive, sustainable care.

Moreover, this study identifies significant barriers faced by peer supporters within
task-sharing models, such as the lack of formal recognition, inadequate financial compen-
sation, and limited access to professional development opportunities. Such structural in-
equities perpetuate power imbalances between peer supporters and formal service pro-
viders, ultimately reducing the efficacy of task-sharing approaches. The resettlement sys-
temes dependence on refugee communities to compensate for the shortcomings of under-
funded agencies exacerbates vulnerabilities among peer supporters. This overreliance
risks not only exhausting community resources but also leading to further marginaliza-
tion if refugee communities lack access to broader support systems and opportunities for
meaningful integration with host communities (Im 2021; Tyeklar 2016). Many of these in-
dividuals are simultaneously navigating their own resettlement challenges, trauma, and
financial instability, resulting in an undue and inequitable burden on those already at the
margins. Refugee resettlement agency programs operate largely through the efforts of
caseworkers with refugee backgrounds, who serve as vital cultural brokers within the re-
settlement process. These individuals navigate complex dual identities, balancing their
roles as community leaders and formal service providers while contending with signifi-
cant challenges stemming from their insider—outsider positioning. As Fee (2024) eluci-
dates in her discussion of “casework as vocation,” such roles impose considerable emo-
tional and professional demands on these service providers. This intricate dynamic un-
derscores the critical need for formalized systems of support for both the staff and the
communities they serve, ultimately enhancing the effectiveness and sustainability of re-
settlement efforts. Institutionalizing CIC across resettlement domains could bridge sys-
temic gaps, foster resilience, and promote equity in diverse resettlement contexts.

To address these barriers, CIC in the refugee community necessitates structural re-
forms that institutionalize the roles of community-based mental health workers, establish
clear pathways for professional growth, and provide peer supporters with robust access
to training, resources, and mental health support. Without these measures, CIC risks be-
ing relegated to an under-resourced interim solution rather than evolving into a trans-
formative model for refugee MHPSS. Evidence from task-sharing initiatives in low-re-
source settings underscores the efficacy of sustained investment, formalized roles, and
comprehensive support systems in enhancing program outcomes and fostering meaning-
ful community engagement (Cohen and Yaeger 2021; Patel et al. 2018; van Ginneken et al.
2021). At the policy level, international examples actively involving local communities in
refugee integration, such as Canadae Private Sponsorship of Refugees (PSR) program and
Australiass Community Refugee Integration and Settlement Pilot (CRISP), illustrate the
transformative potential of community-driven resettlement models. PSR, for example, has
demonstrated how grassroots engagement can create durable support systems and pro-
mote self-reliance among refugees, while CRISP mobilizes trained volunteers to facilitate
social and economic participation, reducing reliance on formal services (Beiser 2003;
Hyndman et al. 2017; Settlement Services International 2022). These models exemplify
community-led principles by prioritizing grassroots engagement, shared responsibility,
and intersectoral collaboration, providing scalable and culturally responsive frameworks
for sustainable resettlement globally (Kumin 2015; Lenette and Ingamells 2015). Their suc-
cess highlights the importance of embedding community leadership and social capital at
the core of resettlement policies to achieve long-term outcomes that are both inclusive and
impactful.
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The CIC approach inherently fosters social capital —both bonding and bridging—by
empowering community members to strengthen intra-ethnic ties that provide critical
emotional and practical support (Im and Rosenberg 2016; Im and Swan 2019; Ventevogel
and Whitney 2022; Villalonga-Olives et al. 2022), while fostering broader connections with
host communities to expand resources, reduce community burdens, and promote bal-
anced integration (Putnam 2000; Ager and Strang 2008; Cheong et al. 2007). Social capital
both supports and is built through CIC, with different forms playing distinct roles de-
pending on the resettlement context. Established refugee communities may benefit from
strengthening bonding capital to address immediate needs and preserve cultural identity
(Ager and Strang 2008; Parvin et al. 2023). In newer resettlement destinations lacking es-
tablished networks, fostering bridging capital through partnerships with local organiza-
tions, civic groups, and virtual platforms is crucial (Phillimore et al. 2022). Aligned with
acculturation theory, which highlights the importance of balancing societal participation
with cultural preservation (Berry 1997; Schwartz et al. 2014), CIC requires a context-sensi-
tive approach to avoid the risks of social isolation from inadequate bridging capital or
limited opportunities due to overreliance on bonding capital. Emerging evidence also sug-
gests the potential of virtual social capital as an innovative strategy to enhance CICe
adaptability and impact (Almohamed and Vyas 2019; Koh et al. 2018). By adopting flexi-
ble, evidence-based strategies, CIC can promote equitable and sustainable resettlement
outcomes that integrate cultural preservation with societal inclusion.

This study also emphasizes the critical role of cross-sectoral communication and re-
source alignment in mitigating the excessive burdens placed on peer supporters. Partici-
pants highlighted that the current resettlement infrastructure and refugee mental health
services operate in silos, forcing peer supporters to navigate fragmented services with
limited guidance or coordination. For CIC to function effectively, task-sharing models
must be embedded within an intersectoral framework that bridges health care, social ser-
vices, education, and community-based organizations. Collaborative approaches allow
service providers, community leaders, and policymakers to jointly address the immediate
mental health needs of refugees while tackling the broader social determinants of health
that shape resettlement outcomes (Singla et al. 2021). Policy frameworks that incentivize
and institutionalize intersectoral partnerships are essential to integrating CIC into the re-
settlement ecosystem. By embedding mental health interventions within a coordinated,
system-level framework, CIC can transcend its current limitations. Such an approach
would alleviate pressures on peer supporters, enabling them to focus on their roles as
cultural brokers and advocates. Ultimately, this integration would ensure that CIC is not
only culturally responsive but also sustainable and scalable, offering a viable pathway for
addressing the complex and evolving mental health needs of refugee communities.

This study has several limitations that warrant consideration. First, the qualitative
nature of the research, while valuable for capturing in-depth perspectives, inherently lim-
its the generalizability of the findings. Although the diversity of participants strengthens
the studye applicability across varied refugee contexts, the absence of quantitative data
restricts broader, population-level conclusions. Future research would benefit from em-
ploying mixed-method approaches, integrating quantitative measures to complement
qualitative insights and enhance the robustness and scope of the findings. Second, the
geographic focus of this study —specific refugee communities within select regions of the
United States—constrains its applicability to other contexts. Variations in resettlement en-
vironments, such as differences between urban and rural settings or regions with differing
levels of institutional support, may shape the implementation and outcomes of CIC in
unique ways. Further studies should explore how CIC functions in diverse resettlement
settings, including those with distinct sociopolitical and resource landscapes. Although
data saturation was achieved, further exploration of intersectional factors, such as gender,
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legal status, and socioeconomic conditions, could provide deeper insights into the heter-
ogeneity of refugee needs and capacities. Such an approach would inform more equitable
and tailored interventions, addressing gaps identified in this study. By addressing these
limitations, future research can build on this foundation to advance evidence-based, com-
munity-driven approaches to MHPSS.

5. Conclusions

This study emphasizes the transformative potential of CIC in addressing the limita-
tions of current refugee resettlement frameworks. By empowering refugees to take active
roles in their own care, CIC bridges cultural gaps, fosters trust, and enhances the accessi-
bility of MHPSS. However, realizing this potential requires a fundamental shift in institu-
tional systems. Structural reforms must prioritize sustained investment in CIC, formalize
peer support roles, and foster intersectoral collaboration to reduce fragmentation and en-
sure sustainability. CIC offers a promising pathway to address not only immediate mental
health needs but also broader resettlement domains such as housing, employment, and
education to enhance service delivery, promote self-reliance, foster holistic integration,
and address the systemic inequities that shape refugee resettlement. By embedding com-
munity-initiated care within a coordinated and equitable framework, policymakers and
practitioners can advance a task-sharing paradigm that fosters resilience, empowerment,
and equity in refugee care. The findings of this study provide a foundation for such efforts,
underscoring the critical need for comprehensive and systemic change.
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