
Introduction

Many refugees have experienced or witnessed atrocities, systematic abuses, 
discrimination, and years of trauma—that have left life-long emotional, spiri-
tual, and physical scars. 

In recognition of the one-year anniversary of the Taliban retaking control of 
Afghanistan, the authors of this publication seek to raise awareness of the 
whole person needs of settled refugees in the United States by highlighting 
experiences of a number of newly resettled Afghan refugees.1 Our newly 
arrived neighbors and friends experience unique challenges accessing ser-
vices that would allow them to thrive and assimilate. This paper hopes to 
shed light on these experiences and the importance of a community-coordi-
nated approach to support them.

Framing the plight of refugees

In public discourse, immigrants, refugees, and asylum seekers are often 
grouped together or referred to interchangeably. Yet, refugees and asylum 
seekers are categorically different from individuals who choose to immigrate, 
whether for economic opportunity, reunification with family, or some other 
voluntary reason. Refugees are forced to flee their homes due to war, vio-
lence, or persecution—their choice is one of life or death, which places them 

1 The first author, Halima Ahmadi-Montecalvo, documented anecdotes (with permission) from newly 
arrived Afghan refugees through her voluntary work in the resettlement process. Names and 
other identifying details have been changed throughout.
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in a legal and social category wholly separate from other 
migrant populations. It also means their journeys, from ini-
tially fleeing to resettlement and assimilation, are fraught 
with trauma, stress, and grief. 

In 2021, approximately 35,000 of the 20.7 million refugees 
worldwide were resettled.2 This means that, year after year, 
millions of individuals assigned refugee status find them-
selves in a perpetual state of limbo, sometimes waiting 
decades for the opportunity to be resettled in a safe and 
stable environment where they may thrive and contribute 

2 “UN Refugee Agency releases 2022 resettlement needs,” United Nations High Commissioner for Refugees, last updated, 23 June 23, 2021, https://www.unhcr.
org/en-us/news/press/2021/6/60d32ba44/un-refugee-agency-releases-2022-resettlement-needs.html.

their talents to their adopted homeland. In fact, each year 
over 300,000 children are born as refugees while their par-
ents await resettlement.

Describing her experience waiting in a camp in Qatar, 
Nehal, a 25-year-old activist who fled Afghanistan recalls, 
“it was so hot and uncomfortable, more than 500 people 
were bunched up together. I remember feeling relieved that 
we were out of danger and away from the Taliban, but I 
also felt, and still feel, a great sense of loss. We left every-
thing behind, our family, our friends, our careers.”

U.S. Refugee Admissions & Refugee Resettlement Ceilings, FY 1980-2022* (thru June 2022)
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Figure 1: US refugee admissions and refugee resettlement ceilings, fiscal years 1980–2022 (through June 2022)
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Historically, the United States has been one of the top re-
settlement countries for refugees worldwide, but its ceiling 
for receiving refugees has dwindled since 2016 (see Figure 
1), due in part to both the political climate and restrictions 
related to the COVID-19 pandemic.

The vast majority of refugees resettled in the United States 
in 2021 were from the Democratic Republic of the Congo, 
followed by Syria, Afghanistan, and Ukraine. As the sit-
uations in both Afghanistan and Ukraine continue to get 
worse, we anticipate more people will flee these countries 
and eventually represent a larger share of the total reset-
tled population in the years to come, particularly given the 
2022 fiscal year cap in the United States was increased to 
125,000 refugees, the highest number since 1993.3

As the United States prepares to welcome thousands more 
refugees into its communities, it is important to consider 
the unique challenges they will face and proactively ad-
vance solutions to support their whole-person needs. This 
paper focuses in particular on the Afghan refugee commu-
nity. Given the substantial cultural differences between the 
United States and Afghanistan, resettlement and assim-
ilation for this community will require culturally sensitive 
and empathetic support for refugees in navigating new 
socio-cultural contexts. These include, but are not limited 
to, supporting and connecting to culturally appropriate 
healthcare, understanding care-seeking behavior and the 
physical and behavioral health needs specific to this pop-
ulation, and tackling challenges related to education, con-
sidering both language and cultural barriers and the fact 
that girls and women may not have had the opportunity 
to formally attend school in recent years. Perhaps one of 
the biggest structural barriers Afghan refugees face in the 
United States is navigating a complex cultural landscape 
rife with misunderstandings and poor assumptions about 
Afghan refugees themselves and their connections to ter-
rorism, resulting in discriminatory attitudes and behavior 
in the population at large. The following sections include 
firsthand accounts of Afghan refugees currently settled in 
the United States, focused on the challenges they face in 
accessing support and care.

Challenges navigating a new system

Most Afghan refugees do not speak English. The US health-
care system is already difficult to navigate for Americans 

3 “US Annual Refugee Resettlement Ceilings and Number of Refugees Admitted, 1980-Present,” Migration Policy Institute, accessed August 3, 2022, https://www.
migrationpolicy,org/programs/data-hub/charts/us-refugee-resettlement.

with deep ties to their communities and previous experi-
ence, let alone newcomers from non-English-speaking 
countries without established health systems. An inability 
to communicate accurately in a healthcare setting often 
results in an overabundance of undetected, undiagnosed, 
and misdiagnosed health problems. Refugee parents who 
have been in the United States for a short time typically 
have not yet acquired English language skills and many 
often rely on their children for translation services, includ-
ing in healthcare settings. The following narrative demon-
strates the challenges this presents when seeking care.

Nadia, a fifty-year-old former teacher and activist, has 
been in the United States for seven months now. She lives 
with her husband and thirteen-year-old son. She finds it dif-
ficult to navigate the healthcare system here in the United 
States. She and her husband rely on their son to serve as 
their interpreter when they have to go to the doctor. She 
recounted a recent experience that left her “feeling embar-
rassed and helpless.” She said, “I was suffering from night 
sweats, migraines, a urinary tract infection (UTI), and back 
pain recently. So, I went to the doctor with my son, who is 
now fluent in English,” she proudly added. “But I could tell 
my son was feeling uncomfortable by the doctor’s ques-
tions. At one point, he turned to me and said ‘mom, I don’t 
think I can translate some of these things the doctor wants 
to know from you. It’s embarrassing.’” When she asked for 
a translator, the doctor said they did not have a translator 
available that day and that is something that needs to be 
arranged prior to the visit. “So, I told my son to please go 
ahead and translate, I couldn’t bear my back pain and mi-
graines anymore and couldn’t wait for another visit.” She 
added, “the doctor wanted to know more about my last 
menstrual cycle, and sexual activity among other things.” 

This story illustrates the importance of well-trained medi-
cal interpreters and the need to make them available both 
by phone and in person, on-demand in all healthcare set-
tings. Children of immigrants are often thrust into this role, 
serving as medical interpreters for their families. This is 
especially difficult when navigating socially and culturally 
sensitive topics, like the ones in this narrative, that often 
upend traditional family roles.  

In addition to the cultural and language barriers experi-
enced in navigating the healthcare system, refugee families 
report health-related social needs such as transportation, 
healthcare coverage, employment, and social isolation as 
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primary factors impacting their ability to receive the health-
care they need.

Naheed and Fawad are a couple in their early thirties who live 
in a one-bedroom apartment with their two girls, ages four 
and six months. Fawad just got a part-time job at a fast-food 
restaurant thirty minutes away from where they live. They do 
not own a car yet, so Fawad takes the bus to work. Naheed 
stays home with the kids. Fawad has severe eyesight prob-
lems and was told by an optometrist to see a cornea specialist 
about corrective surgery. He was given a referral, but when 
they called the specialist’s office, they were made aware that 
the office does not accept Medicaid and were given a list of 
accepted insurance. When they asked how much it would 
cost if they paid out of pocket, they were told, because they 
are on Medicaid, the specialist would not be able to accept 
their out-of-pocket payment. Fawad added, “without this sur-
gery, I won’t be able to pass the eye exam at the Department 
of Motor Vehicles (DMV), so I cannot get my driver’s license. If 
I don’t have a license, I can’t drive a car. If I don’t have reliable 
transportation, I can’t get a job that offers benefits, including 
insurance that would cover my eye surgery. I feel helpless.”  

Naheed and Fawad’s story may not sound so different 
from the realities of the millions of Americans living in 
poverty, supporting their families paycheck to paycheck, 
and attempting to access support and services. However, 
Naheed and Fawad have the additional sociocultural bar-
riers of language, culture, and tradition—key to navigating 
both a society and healthcare system completely different 
from what they were familiar with in Afghanistan. They are 
unaware of the existence of resources (e.g., a health ad-
vocate) that could help them navigate the US system and 
find alternative solutions, and also lack a strong safety net 
or knowledgeable community to fall back on for support. 
Refugee families like Naheed and Fawad’s struggle to nav-
igate the complexities of the US healthcare system and 
avoid falling through the cracks, overwhelmed by the sheer 
learning curve of suddenly living in a new place and the 
knowledge that figuring out how to operate within US sys-
tems is essential to their future success. 

Discrimination

Finally, immigrants in general, but especially those of color, 
experience discrimination at the intersection of language 
proficiency, race, and country of origin. Afghan refugees 

4 “Mental health: strengthening our response,” World Health Organization, last updated June 17, 2022, https://www.who.int/news-room/fact-sheets/detail/mental-
health-strengthening-our-response.

commonly experience discrimination related to misper-
ceptions of Afghans and their culture, as well as erroneous 
links, both implicit and explicit to terrorism and the 9/11 at-
tacks. The following narrative is a firsthand account of this 
type of discrimination in practice.

Ahmad is a twenty-five-year-old Afghan refugee who 
has now been in the United States for nine months. In 
Afghanistan, he was a third-year university student study-
ing economics and helping with his family’s business. When 
asked about the biggest barriers he has faced since ar-
riving in the United States, he said, “language, without a 
doubt. And navigating the different systems in this country. 
Everything is different. The education system, the health-
care system, the employment system. It’s difficult not to be 
able to communicate.” From his perspective, language is 
the primary barrier, so he is “determined to become fluent 
soon.” He mentioned a recent incident in a hospital waiting 
room that baffled him and believed the experience might 
have been different if he had been fluent in English. He ex-
plained that he was in the emergency room (ER) late at night 
with his sick daughter and noticed a wallet left on a nearby 
chair. He took the wallet to a nurse at the information desk 
and returned to his seat, but thirty minutes later the police 
arrived and took him aside for questioning. He was con-
fused as to why he seemed to be in trouble and needed to 
be questioned, because he thought he had done the right 
thing by turning in the wallet. His lack of English fluency 
complicated the encounter and they had to wait and find 
a translator. He eventually came to learn “the owner of the 
wallet had claimed that there was cash missing from his 
wallet. I had to wait for another hour with the two police 
officers until they were able to access the security footage 
and see that I did not take anything out of the wallet and, in 
fact, was telling the truth about trying to do the right thing. 
What hurt the most was that, after all that, not only did I not 
get a thank you but I also didn’t get an apology for hours of 
my time wasted, and for the humiliation.”

Social determinants of mental and behavioral 
health

Mental health is defined by the World Health Organization 
(WHO) as “a state of well-being in which the individual real-
izes their abilities, can cope with normal stresses of life, can 
work productively and fruitfully, and is able to contribute to 
their community.”4 Refugees present unique mental health 



5ATLANTIC COUNCIL

Supporting Afghan Refugees: A Case for Cultural Sensitivity and Humility in Resettlement PracticesISSUE BRIEF

diagnostic challenges because of complex combinations of 
traumatic pre-migration life experiences and post-migra-
tion socio-cultural difficulties often not found in non-refu-
gee populations. After arriving in a host country, refugees 
often deal with trauma related to the situations they fled 
from, leaving family and friends behind, and compounding 
losses of relationships, cultural identity, social support, and 
social and professional prestige. Additional negative expe-
riences of discrimination and widespread difficulty finding 
attainable employment and educational opportunities can 
overwhelm refugees’ capacity to cope with adversity, or 
decrease their confidence that they will be able to do so.

Sahar is a twenty-five-year-old Afghan woman who grad-
uated from medical school just a few months before the 
Taliban took control of Afghanistan. She had started a job 
at a hospital in Kabul and was looking forward to saving 
lives and building a family. She says she is “one of the lucky 
ones to be able to get out of Afghanistan when she did,” 
but she now works at a meat packing factory in the United 
States and is trying to rebuild her life, a far cry from what 
she imagined growing up. Sahar is trying to learn English, 
a skill she recognizes is key to finding her footing in the 
United States, but is often hindered by poor concentration 
and the mental strain of experiencing flashbacks related to 
her pre-arrival experiences, a reality she finds “really frus-
trating.” She also cannot shake a deep, pervasive feeling 
of guilt over family, friends, and colleagues who remain in 
Afghanistan, admitting, “I constantly think about them, and 
feel really guilty that they are stuck in a really bad situation, 
and I can’t do anything to help.”

Having originated in a war-torn country, Afghan refugees 
have across the board been exposed to a range of fac-
tors that adversely impact their mental health and are not 
common in the new communities they have joined. The 
effects of these pre-arrival experiences may persist long 
after their arrival in a safe country, interfering with meeting 
the challenges and demands of settlement. Mental health 
symptoms related to these experiences also may present 
as somatic symptoms, such as fatigue or headaches, rather 
than the typical psychological symptoms included in most 
anxiety and depression screeners. Thus, they may go both 
undiagnosed and untreated. Most refugees arriving in this 
country, regardless of their results on validated psycholog-
ical screens, are carrying traumatic memoråies and should 
be connected to culturally appropriate behavioral health 
support as standard practice to avoid people slipping 
through the cracks.

Takeaways

While the United States has, from its very founding, been a 
country of immigrants at its core, it is also a country divided 
by tribalism and ethnic and racial identity. Those considered 
to be “other”—foreigners, non-English speakers, people 
whose cultural values and beliefs are viewed as incompat-
ible or competing with a perceived American ideal—are 
inherently distrusted. Yet, Afghan refugees settled in the 
United States have undergone perhaps some of the most 
stringent background and security screenings practiced 
to date, sometimes taking years to complete. These indi-
viduals have come to the United States for safety and asy-
lum, but also for the freedom to participate in society and 
contribute their talents and experience. This is particularly 
true of the civil society and women’s rights advocates who 
had to be evacuated at the eleventh hour before the last 
American troops left Afghanistan. The majority of this cate-
gory of new refugees can make profound contributions to 
society in the long run, if they are provided with the initial 
support to navigate the US education, employment, and 
healthcare systems. Now that we have provided safety and 
shelter to these and other refugees, we must invest in inte-
gration and assimilation processes that respect the deeply 
formative nature of their varied cultural traditions, beliefs, 
and experiences, but also provide a foundation on which to 
build and embrace new lives in a new place. 

Recommendations

The narratives and firsthand accounts of Afghan refugees 
captured in this paper make the case for a number of policy 
and systems-improvement recommendations.  

■ First, medical interpreters that speak Dari and Pashto 
must be urgently recruited, since interpreters that speak 
Farsi and Persian may not understand and interpret ev-
ery Afghan refugee’s needs accurately. It is also criti-
cal that those providing medical interpretation have the 
background and skillset to do so competently. Medical 
interpretation requires a knowledge of medical terms 
and jargon in both English and the translated language, 
as well as the ability to translate that information into lay 
terminology that patients can understand. Simply trans-
lating the words is not enough to adequately support 
these needs.

■ Second, cultural literacy, sensitivity, and humility must 
be built into all systems (e.g., healthcare, education, 
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and employment) that serve refugee populations. When 
refugees think seeking services often involves mis-
treatment, they are less likely to even make an attempt, 
resulting in untreated health issues, social isolation, and 
a feeling of not belonging. This also means American 
communities miss out on the potential contributions of 
these often highly educated and skilled individuals. It 
is imperative that refugees and communities are sup-
ported by systems that prioritize awareness and cultural 
humility, trust building, and inclusive environments.

■ Third, policymakers need to better understand barriers 
to access and the reasons underpinning low utilization 
of available physical and mental health services in this 
group of refugees. At a minimum, actual refugee voices 
must be sought out, elevated, and taken into consider-
ation, as has been done in this paper. Illustrating systemic 
barriers through personal stories and firsthand accounts 
is key to ensure the refugee perspective is considered in 
legislative decision-making processes. Without the per-
spectives of those expected to benefit, policy and legis-
lation will likely continue to miss the mark and, to some 
degree, end up perpetuating the existing cycle of mis- or 
underdiagnosed health problems, negative long-term 
treatment outcomes, and higher healthcare costs.  

■ Fourth, research, analysis, and evaluation dedicated to 
developing interventions and programs serving refugee 
populations must be driven by accurate data. Collected 
data must be disaggregated by ethnic and cultural iden-
tities to fully capture the diversity of experiences across 
refugee populations and ensure inclusivity of all per-
spectives. Diverse methodologies in research, including 
both quantitative and qualitative approaches, are also 
needed. This is especially important for the translation of 
data collection tools, such as surveys and interviews, as 
they should be conducted in refugees’ native languages 
to enhance the quality of research and likelihood of pro-
ducing actionable findings for both policy and practice. 
Literature that is specifically applicable to the needs of 

Afghan refugees is currently limited, for instance, so re-
search should be focused on this population in order to 
address this particular gap in knowledge.

Dr. Halima Ahmadi-Montecalvo is a first generation Afghan 
refugee, a social and behavioral scientist, and epidemiolo-
gist with nearly 20 years of experience in social and be-
havioral research and evaluation work. She is the Senior 
Director of Research and Evaluation at Unite Us, where she 
leads evaluation efforts to measure the value of social care 
investments. Dr. Ahmadi-Montecalvo’s research focuses on 
the social determinants of health and health inequities, with 
a particular interest in issues explaining factors within the 
social and built environment that affect the lives of vulnera-
ble population groups.

Dr. Amanda Terry is a medical anthropologist and public 
health professional with nearly 20 years of experience in 
community engaged research and applied mixed meth-
ods design. She is the Associate Director of Research and 
Evaluation at Unite Us, where she leads the company’s 
qualitative research and evaluation efforts. Dr. Terry’s re-
search focuses on the social drivers of health associated 
with maternal and child health outcomes and chronic dis-
ease prevention and management, with a particular inter-
est in understanding the unique role culture and social 
capital play in driving health outcomes. 

Belquis Ahmadi is a human rights lawyer with over 20 years 
of experience working on issues related to rule of law, civil 
society development, governance, democracy, countering 
violent extremism and peacebuilding.

At the United States Institute of Peace, where she works 
as a senior program officer, Belquis is focused on promot-
ing rule of law, women’s access to justice, countering vi-
olent extremism, and women’s participation in the peace 
process.



Board of Directors

CHAIRMAN
*John F.W. Rogers 

EXECUTIVE CHAIRMAN 
EMERITUS

*James L. Jones 

PRESIDENT AND CEO
*Frederick Kempe

EXECUTIVE VICE CHAIRS
*Adrienne Arsht
*Stephen J. Hadley

VICE CHAIRS
*Robert J. Abernethy
*C. Boyden Gray
*Alexander V. Mirtchev

TREASURER
*George Lund

DIRECTORS
Stéphane Abrial
Todd Achilles
Timothy D. Adams
*Michael Andersson
David D. Aufhauser
Barbara Barrett
Colleen Bell
Stephen Biegun
Linden P. Blue
Adam Boehler
John Bonsell
Philip M. Breedlove
Myron Brilliant
*Esther Brimmer
Richard R. Burt
*Teresa Carlson
*James E. Cartwright
John E. Chapoton
Ahmed Charai
Melanie Chen
Michael Chertoff
*George Chopivsky
Wesley K. Clark
*Helima Croft
*Ankit N. Desai
Dario Deste
*Paula J. Dobriansky
Joseph F. Dunford, Jr.

Richard Edelman
Thomas J. Egan, Jr.
Stuart E. Eizenstat
Mark T. Esper
*Michael Fisch
*Alan H. Fleischmann
Jendayi E. Frazer
Meg Gentle
Thomas H. Glocer
John B. Goodman
*Sherri W. Goodman
Murathan Günal
Frank Haun
Michael V. Hayden
Tim Holt
*Karl V. Hopkins
Ian Ihnatowycz
Mark Isakowitz
Wolfgang F. Ischinger
Deborah Lee James
*Joia M. Johnson
*Maria Pica Karp
Andre Kelleners
Brian L. Kelly
Henry A. Kissinger
John E. Klein
*C. Jeffrey Knittel
Franklin D. Kramer
Laura Lane
Yann Le Pallec
Jan M. Lodal
Douglas Lute
Jane Holl Lute
William J. Lynn
Mark Machin
Mian M. Mansha
Marco Margheri
Michael Margolis
Chris Marlin
William Marron
Christian Marrone
Gerardo Mato
Timothy McBride
Erin McGrain
John M. McHugh
Eric D.K. Melby
*Judith A. Miller
Dariusz Mioduski
Michael J. Morell
*Richard Morningstar
Georgette Mosbacher

Dambisa F. Moyo
Virginia A. Mulberger
Mary Claire Murphy
Edward J. Newberry
Franco Nuschese
Joseph S. Nye
Ahmet M. Ören
Sally A. Painter
Ana I. Palacio
*Kostas Pantazopoulos
Alan Pellegrini
David H. Petraeus
*Lisa Pollina
Daniel B. Poneman
*Dina H. Powell McCormick
Michael Punke
Ashraf Qazi
Thomas J. Ridge
Gary Rieschel
Lawrence Di Rita
Michael J. Rogers   
Charles O. Rossotti
Harry Sachinis
C. Michael Scaparrotti
Ivan A. Schlager
Rajiv Shah
Gregg Sherrill
Ali Jehangir Siddiqui
Kris Singh
Walter Slocombe
Christopher Smith
Clifford M. Sobel
James G. Stavridis
Michael S. Steele
Richard J.A. Steele
Mary Streett 
Gil Tenzer
*Frances M. Townsend
Clyde C. Tuggle
Melanne Verveer
Charles F. Wald
Michael F. Walsh
Ronald Weiser
Maciej Witucki
Neal S. Wolin
*Jenny Wood
Guang Yang
Mary C. Yates
Dov S. Zakheim

HONORARY DIRECTORS
James A. Baker, III
Ashton B. Carter
Robert M. Gates
James N. Mattis
Michael G. Mullen
Leon E. Panetta
William J. Perry
Condoleezza Rice
Horst Teltschik
William H. Webster

 *Executive Committee 
Members List as of May 2, 
2022 



The Atlantic Council is a nonpartisan organization that 
 promotes constructive US leadership and engagement in 
 international  affairs based on the central role of the Atlantic 
community in  meeting today’s global  challenges.

© 2022 The Atlantic Council of the United States. All rights 
reserved. No part of this publication may be reproduced or 
transmitted in any form or by any means without permission 
in writing from the Atlantic Council, except in the case of 
brief quotations in news articles, critical articles, or reviews. 
Please direct inquiries to:

Atlantic Council

1030 15th Street, NW, 12th Floor,  
Washington, DC 20005

(202) 463-7226, www.AtlanticCouncil.org

http://www.AtlanticCouncil.org

