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Abstract: The digital divide proved a critical barrier to accessing information and healthcare during
the COVID-19 pandemic and negatively impacted the Bhutanese refugee community. Moving beyond
a technological model of the digital divide that highlights a lack of access to computers and the
internet, we engaged the community to co-produce a dynamic approach that identifies the impact
of socio-cultural and socio-environmental factors as well. Our paper reports on our community-
academic research partnership and explores how the digital divide exacerbates health disparities in a
midwestern Bhutanese refugee community. Combining the efforts of the community, anthropologists
and social workers, this paper reports on the health disparities that confront the community as well
as interventions designed to mitigate social inequities.

Keywords: digital divide; Bhutanese refugees; health inequalities; engaged community research;
COVID-19; mixed-methods

1. Introduction

The digital divide, or the gap between those who have affordable access, skills, and
support to effectively engage online and those who do not [1] is a critical factor increasing
social inequalities around healthcare and access to information on the COVID-19 pan-
demic [2,3]. For many immigrant and refugee communities, access to information and
technology remains a complex challenge that is influenced by social history, prejudice, and
assumptions of “natural” limitations on their ability and experiences.

Though higher incomes can facilitate broadband access, the digital divide cannot be
bridged through programs that assume income inequality is its sole cause. The digital
divide is dynamic and in addition to limits on broadband access and technology [4,5], it
is defined by cultural practices, history, environment, and traditions. The digital divide
creates social isolation that is intensified by language barriers, lack of training in how
to best access and use digital media [6] and a lack of experience and engagement with
technologies that often manifests as a generalized mistrust of the internet [7]. These forces
are accentuated for minoritized communities as they are further isolated by structural
marginalities that perpetuate social, economic, and political disparities [3].

The combination of the many forces influencing access makes it difficult to model
solutions and bridge the digital divide. Putting technologies in place that expand broad-
band access, encouraging income growth and promoting competition among providers
can succeed at increasing access; however, these are not magic bullets. Bridging the digital
divide demands that we foster culturally grounded solutions that acknowledge the forces,
both positive and negative, that impact a population’s use and engagement with tech-
nology and increase access to, and utilization of, broadband technologies [8,9]. Solutions
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that acknowledge the costs and support positive engagement with technology to resolve
challenges like the digital divide must include the community. Working with the Bhutanese
refugee community we co-founded a solution that recognizes the dynamics of the digital
divide and models a sustainable solution that can serve it moving forward. Our paper
begins with a brief introduction to the Bhutanese refugee community and critical reflection
on our project. This is followed by a discussion of our methodology and highlights the
importance of coproduction of shared knowledge and solutions. Next, we share data and
capture the dynamic nature of the digital divide for the Bhutanese refugee community in
the US. In our conclusions, we argue that bridging the digital divide demands we rethink its
meaning and complexity as we partner with communities to define and co-create solutions.

1.1. The Bhutanese Refugee Community

The Bhutanese refugee community in the US is unique. Hailing from South Asia,
Bhutanese refugees are part of a large resettlement program coordinated by the UN-
HCR [10]. Over 86,000 Bhutanese refugees have relocated to the US since 2006 with over
30,000 settled in the Midwest, the setting of our study [11].

Approximately one-third of the Bhutanese population lives in poverty, more than
double the national poverty average. While South Asians are often celebrated for their
educational success, only about 9% of US Bhutanese have completed a bachelor’s degree by
25 years of age. Additionally, the Bhutanese are at risk for high blood pressure, obesity and
cardio-metabolic diseases [12]. Prior studies show that the Bhutanese refugee community
also experience poor mental health, high levels of depression, anxiety, PTSD, suicide, and
substance abuse [13,14], largely due to cumulative migration disadvantages and lack of
culturally responsive services [15,16].

The lack of access to digital technology is a serious issue in the Bhutanese community,
and the pandemic and limits on direct care deepened the digital divide emphasizing
already pervasive racial and cultural disparities especially among immigrant and refugee
communities. Anecdotal data from community members reveal that Bhutanese households
often lack internet access; as well as affordable data plans and efficient digital devices
which impede protective strategies (remote work options, telehealth, and online access)
and renders social activities such as online worship services and cultural celebration nearly
impossible [5].

1.2. Critical Public Health Needs

In a recent methods conference, our team shared the conceptualization, implemen-
tation, and the quantitative findings from our digital divide research project. The confer-
ence challenged participants to explore the role quantitative research can play in capacity
building and the quest to define social justice outcomes [17,18]. Conference participants
addressed a myriad of topics ranging from measurement bias to equity issues in program-
ming and design as well as the role engaged, coproduction and mixed methods research
hold in the effort to represent the underrepresented, develop pathways for inclusion in
higher education, research, and the study of health inequalities in general.

We shared our work as an important response to the conference planners’ challenges.
Our project, a collaboration between the Bhutanese refugee community, anthropologists,
and social workers is an opportunity to identify new pathways to transdisciplinary research
and foster coproduction and unity as together we commit to equity and define sustainable
solutions to real-world challenges.

Guided by the transformative principles of shared learning, equitable partnership,
and participation [19], our investigation focused on defining the dynamic and complex
structure of the digital divide and its impact on the Bhutanese community with particular
attention to the disruption caused by COVID-19. Three key questions drove our efforts.
First, we asked, what is the digital divide as it relates to the Bhutanese community? We
sought to move beyond the assumption that the digital divide was geographic and defined
by the technological gap that limits access to information in resettlement spaces. Second,
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we asked how the digital divide impacts the Bhutanese community, access to healthcare
and information associated with the pandemic, including access to family support, personal
protective equipment (PPE) and medical care. Third, we created a framework that looked
past the pandemic to foster sustainable solutions that build toward a more equitable future
for the community and create a safe space for Bhutanese refugees and their children to
access education and educational opportunities and join as partners (rather than subjects)
in ongoing research [20,21].

Our first conversations in Spring 2020 were key to understanding the impacts of the
COVID-19 pandemic and the realization that uneven access to information was limiting
the ability of the Bhutanese refugee community and its leadership to effectively respond.
This did not mean that there was no response, and in point of fact, the BRAVE (Bhutanese
Response Assistance Volunteer Effort) project established a voluntary network to act as
“a go-to resource for families in need of COVID-19 screenings and testing, educational
materials, PPE and other essential supplies, food, medicine, economic stabilization support,
and vaccines” (see their web page at https://www.bccoh.org/brave.html, accessed on
1 October 2020) in approximately 13 cities around the nation. Nevertheless, challenges
remained, and we focused our efforts on how we might best work together to build upon
efforts to affect a more pro-active response to the challenges of COVID-19 and at the
same time acknowledge and address the social inequalities that characterize minority
healthcare. Additionally, we wanted to move beyond the pandemic and look toward a
future that would include researchers and community members working together to foster
the flow of information and communication, mentor students and co-create programs for
the community to document itself [22].

2. Materials and Methods

Our mixed methods approach to data collection was reviewed and determined exempt
by the Office of Responsible Research Practices (ORRP-OSU Study ID 2021E9088) and is a
part of the transformative paradigm we developed to foster coproduction and engagement
between Bhutanese community members and academicians (see Figure 1). Using a three-
phased explanatory sequential mixed methods research design [23], we integrated (1)
geographic information systems to inform (2) quantitative and (3) qualitative data collection.
While this paper is based upon quantitative data and the open-ended responses to our
survey, our larger study combines mapping, quantitative data, surveys, and ethnography
to identify physical, social and health inequalities around the digital divide.
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Research Approach

Data collection included a community survey with 493 respondents. While some
individuals accessed a Qualtrics survey online, many were conducted in person by trained
community members (many of whom were Bhutanese undergraduates at a local university).
Qualitative data emerged from open-ended questions that were embedded in the survey.

Field interviewers worked directly with our team members to identify respondents.
Many of the respondents we identified were related to interviewers, helping to establish
secure, disease free “bubbles” for research. It was critical that our respondents were safe
and comfortable, and trusted the fieldworkers who engaged them. Familiarity, social
ties (and sometime family connections) supported engagement during some of the most
dangerous months of the pandemic in the spring of 2020. Working directly with community
members who lacked access to broadband services and did not have technologies that
would support connecting to the internet was critical as we captured the reality of daily life
and documented the physical, social, and cultural characteristics of the digital divide.

The online survey, while only open to people with digital access and therefore prob-
lematic when studying the digital divide, allowed us to learn about the challenges and
confronted users and disrupted access. We also were able to follow the various strategies
that Bhutanese refugees used to manage broadband including a reliance on internet signals
that originated outside of their homes. Finally, the qualitative data that typically clusters
the Bhutanese with other South Asian populations (including the MASALA or Mediators
of Atherosclerosis in South Asian Living in America study) created an effective sounding
board for comparison and to highlight the unique qualities and challenges that face the
community and may not always be obvious when South Asians from different sending
countries, nations and ethnicities are grouped together [24]. Combined, these data sets
allowed us to develop a clearer understanding of the challenges the digital divide creates
for community members (see Table 1). What follows are descriptive results from our
quantitative data, as well as univariate and bivariate analysis using SPSS version 22 (IBM,
Armonk, NY, USA).

Table 1. Sociodemographic characteristics of the central Ohio Bhutanese community.

N %

Age group (N = 493)

18–24 years 161 32.7

25–44 years 183 37.1

45–64 years 104 21.1

65 years and older 45 9.1

Sex (N = 495)

Female 240 48.5

Male 255 51.5

Housing (N = 494)

Own a house 341 69.0

Rent a house 48 9.7

Rent an apartment 90 18.2

Other 15 3.0

Place of birth (N = 475)

Bhutan 270 56.8

Nepal 195 41.1

Other 9 1.9
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Table 1. Cont.

N %

Years of arrival in the US (N = 495)

2002–2007 6 1.2

2008–2013 366 74.0

2014–2020 110 22.2

Citizenship Status (N = 487)

Permanent Resident 167 34.3

US naturalized citizens 317 64.0

Other 3 0.6

Marital status (N = 491)

Single 190 38.4

Married 270 54.5

Separated 6 1.2

Divorced 11 2.2

Widowed 14 2.8

Religion (N = 489)

Hindu 383 78.3

Christian 57 11.7

Buddhist 31 6.3

Other 18 3.6

Ethnic Group (N = 491)

Dalit 72 14.5

Janajati 76 15.3

Chhetri & Brahmin 307 62.5

Other 12 2.4

Prefer not to answer 24 4.9

Language spoken at home (Multiple Choice)

Nepali 489 NA

English 173 NA

Hindi 37 NA

Education (N = 490)

No formal education 120 24.5

Primary level 51 10.4

High school or GED 142 29.0

College 156 31.8

Professional degree 16 3.3

Other 5 1.0

Employment status (N = 483)

Employed full-time 243 50.3

Employed part-time 70 14.5
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Table 1. Cont.

N %

Self-employed 5 1.0

Employed temporarily 6 1.2

Retired 17 3.5

Unemployed 131 27.1

Other 11 2.3

Access to digital device (N = 482)

Yes 460 95.4

No 22 4.6

Annual family income (N = 463)

Under $15,000 75 16.2

$15,000–24,999 80 17.3

$25,000–34,999 116 25.1

$35,000–49,999 82 17.7

$50,000–74,999 70 15.1

$75,000 and above 40 8.6

3. Results

The in-person and online surveys were combined to provide results from a sample of
493 respondents after all the missing data were analyzed (see Table 1).

Broadband access, while imperfect, is available to the community and more than one
service provider is typically available across the area. About 95% of the Bhutanese surveyed
for this study have access to the internet and can “surf the web” (see Figure 2).
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Nevertheless, this high level of access does not equal equitable engagement. In other
words, access to service, while important for understanding the reach and quality of
broadband [25] does not capture access by the community and does not identify other
factors that can limit access [26].
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4. Discussion

While access to services increases with competition between providers and declining
broadband costs [9,26], education and skill proved critical to a person’s comfort level and
engagement with the internet. Of the Bhutanese community member surveyed, those with
a college education or working as professionals reported they were skilled, very skilled,
or extremely skilled when asked to rank their ability to work with internet technology
(Table 2).

Table 2. Digital technology skills by educational level of participants (N = 473).

How Would You Rank Your Digital Technology Skills?

Extremely Skilled Very Skilled Skilled Not Very Skilled Not Skilled

n (%) n (%) n (%) n (%) n (%)

Level of education

No formal education 1 (0.9) 3 (2.6) 23 (19.8) 47 (40.5) 42 (89.4)

Primary level 1 (2.0) 1 (2.0) 17 (34.7) 29 (59.2) 1 (2.0)

High school or GED 11 (7.9) 28 (20.1) 71 (51.1) 27 (19.4) 2 (1.4)

College 49 (32.9) 54 (36.2) 42 (28.2) 2 (1.3) 2 (1.3)

Professional degree 4 (26.7) 6 (40.0) 5 (33.3) 0 (0) 0 (0)

Vocational or other 2 (40.0) 0 (0) 2 (40.0) 1 (20.0) 0 (0)

Individuals who lacked formal education or had completed only primary school
and/or high school were not nearly as likely to report they possessed the skills necessary
to use the internet, and for these individuals and their families, access was not guaran-
teed even if broadband was available. Education really does matter, as does age. Only
4 individuals with no formal schooling ranked themselves as very skilled or extremely
skilled when working online (less than 1% of the respondents). While 39 individuals with
high school diplomas classified themselves as very or extremely skilled (just over 8% of
the respondents), younger Bhutanese (18–24) were among the most active and skilled
users in the community (see Table 3). The problem was more than defining access and
the presence of broadband providers in a community, rather access was predicated on
education, age and the level of comfort as well as preparation. Expanding the reach of a
signal or underwriting the extension of a signal in a community or neighborhood will not,
by itself, solve the gap in service, access and/or use of broadband.

Table 3. Cross-tabulations by age and digital technology skills and usage.

How Would You Rank Your Digital Technology Skills? Access Internet at Home Access to Digital
Device

Extremely
Skilled

Very
Skilled Skilled Not Very

Skilled
Not

Skilled
Never to
Monthly Weekly Daily No Yes

n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Age

18–24 years 47 (69.1) 49 (53.3) 45 (28.3) 8 (7.6) 5 (10.6) 6 (17.1) 10 (31.2) 139 (34.0) 3 (13.6) 152 (33.2)

25–44 years 21 (30.9) 32 (34.8) 78 (49.1) 39 (37.1) 1 (2.1) 11 (31.4) 10 (31.2) 153 (37.4) 4 (18.2) 172 (37.6)

45–64 years 0 (0) 11 (11.9) 31 (19.5) 43 (41.0) 16 (34.0) 5 (14.3) 6 (18.8) 92 (22.5) 2 (9.1) 102 (22.3)

65 years and older 0 (0) 0 (0) 5 (3.1) 15 (14.3) 25 (53.2) 13 (37.1) 6 (18.8) 25 (6.1) 13 (59.1) 32 (6.9)

In other words, the gap separating the Bhutanese community from the internet goes
beyond access to technology and comfort and builds upon a history of inequality, mistrust,
poor translation, problematic expectations, and populational studies that lump groups
together according to geographies while ignoring deeply held intragroup differences that
are sometimes associated with violent historical periods (see Figure 3).
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Inequality confronts the Bhutanese in Columbus daily and is founded in the historical
experiences of the community and systematic discrimination in Bhutan, the refugee experi-
ences of its members in Nepal and India, and the complicated negotiation of settlement in
the US that brought the Bhutanese to urban centers throughout the Midwest [27].

The Bhutanese were stripped of their citizenship, rendered homeless and forcibly
expelled from Bhutan in the late 1980s and early 1990s [28]. Forcibly removed from their
homeland by the Bhutanese government, the population fled to Nepal and India at which
point they were rendered pawns with few rights or opportunities. Nepal barred the as-
similation and eventual citizenship for refugees in a process that continues to hinder the
opportunities and outlook for the refugees who remain in camps [29,30]. UNHCR and US
governmental settlement support marked a turning point for the Bhutanese community.
While resettlement assistance supported the community, particularly as it met the imme-
diate needs of its members; the health-related costs of past abuse and historical violence
that confronted the Bhutanese during their expulsion continue to impact community mem-
bers in the present [31–33]. The inequality that confronts the Bhutanese is complicated by
mistrust that surrounds programming that is plagued by poor translation. One contact
described state provided translations as someone running English text through an untested
Nepali filter and sharing the results with no review or discussion. Additionally, there
is a disconnect between what the community may require and what is provided. Poor
translations, limited support, and a sense that the Bhutanese should be grateful for what
they have rather than what they want or need, creates the expectation that the community
is ungrateful, demanding, and problematic. These expectations are only complicated when
populational studies lump the Bhutanese with other South Asians, and in particular Asian
Indians, who are healthier, successful, and better integrated in the US educational system.

To understand what the digital divide is for the community we looked beyond tech-
nology and geography and consider socio-cultural factors that might contribute to isolating
the Bhutanese. While the Bhutanese can access the internet and find information on a range
of issue through the BRAVE project, most Bhutanese do not use the internet for informa-
tion or to connect with programming. Rather they use the internet to contact and stay in
touch with family and friends (see Figure 4). In fact, while nearly 83% of our respondents
used the internet to engage with family and friends, and another 68% visited social media
sites (including Facebook, the BRAVE project’s home), only 20% visited online news and
informational websites that were not social media (Facebook, Twitter, and the like).
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Language is a particularly problematic challenge for community members. While
many Bhutanese can communicate in English, less than 25% describe themselves as ex-
cellent speakers (see Figure 5). Nuances and metaphors can be a challenge as can highly
technical speech and medical speech, this challenge is complicated when the native speaker
is already coping with discriminatory practices around work and community engage-
ment [16,34,35].
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The lack of programming in Nepali is challenging for the community at large, but most
of all for the 27% of respondents who have limited English proficiency and difficulty with
speaking and reading. Additionally, many Bhutanese, while native Nepali speakers, are
not fully literate in Nepali and can have difficulty following Nepali script when it appears
on the internet. In fact, some of these speakers will use Nepali for verbal communication
but prefer a Latin alphabet when writing.

Though the majority of the Bhutanese community can access the internet, many
overlook it as a resource or as a tool that supports access to information on health and
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wellbeing. This becomes clear when we asked respondents about their access and use of
telehealth and mental health services (Figure 6). The pandemic and threat of COVID-19 has
driven increasing reliance on telehealth services [36], yet satisfaction, trust and engagement
with non-English speakers and refugee communities remains problematic at best [37].
While respondents recognized the importance of telehealth, nearly 73% of them had not
used telehealth services to access health care or mental health care.
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While telehealth is a critical tool in care and its popularity has increased [38], there
remain challenges and patients continue to prefer in person appointments [39]. This is
especially true for minority and refugee patients who are dealing with limited digital and
health literacy [40,41].

Limited health literacy and problematic linguistic skills as well as their historical
marginality leave the Bhutanese at a disadvantage when it comes to care and access to
health-related information, including information on COVID-19 (see Figures 6 and 7). More
than a challenge to access, the lack of engagement creates the misbelief that all is well
within the Bhutanese community. The challenge is one that is noted by researchers focused
on inequalities in the healthcare systems globally [42,43]. These challenges are exacerbated
when a refugee group, like the Bhutanese, experience deprivation after deprivation as
they were expelled by one state and marginalized by another. The limited role that tele-
health plays for the Bhutanese community complicates access to critical health information.
Limiting access to information can negatively impact Bhutanese children who may, for
example, fall behind on mandated vaccines as their parents disregard on-line support and
telehealth [44].

The costs that confront the community as resources are not accessed is also a concern.
However, what if the burden of choice was not placed fully upon the Bhutanese—and pres-
sure for them to use tele-health and digital mental health services as intended was swapped,
and caretakers were tasked with providing accessible resources that the community might
use with confidence? The challenge is increasing; and as we transition from a focus on
the pandemic, other health concerns that were placed on the backburner have reappear.
This is most clearly illustrated if we look at cardio-metabolic disease in the community [45].
The Bhutanese community is at high risk for cardiometabolic diseases, and about 72% of
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the population exhibit 1 or more comorbidities (see Figure 7). Nevertheless, community
members, in general, have not used telehealth resources in response to this challenge. This
is not simply a challenge to wellbeing, it puts individuals at higher risk for heart attack,
stroke, diabetes, and liver disease.

Int. J. Environ. Res. Public Health 2022, 19, x FOR PEER REVIEW 11 of 14 
 

 

The costs that confront the community as resources are not accessed is also a concern. 
However, what if the burden of choice was not placed fully upon the Bhutanese—and 
pressure for them to use tele-health and digital mental health services as intended was 
swapped, and caretakers were tasked with providing accessible resources that the com-
munity might use with confidence? The challenge is increasing; and as we transition from 
a focus on the pandemic, other health concerns that were placed on the backburner have 
reappear. This is most clearly illustrated if we look at cardio-metabolic disease in the com-
munity [45]. The Bhutanese community is at high risk for cardiometabolic diseases, and 
about 72% of the population exhibit 1 or more comorbidities (see Figure 7). Nevertheless, 
community members, in general, have not used telehealth resources in response to this 
challenge. This is not simply a challenge to wellbeing, it puts individuals at higher risk for 
heart attack, stroke, diabetes, and liver disease. 

 
Figure 7. Participants’ Cardiometabolic Conditions. 

5. Conclusions 
Our results are critical to addressing health inequalities and emphasize three key 

findings. First, the digital divide is not simply a question of technology and access. The 
digital divide may begin in limits on technology and broadband access, but historical in-
equalities and the marginality that often follows are critical to outcomes as socio-cultural 
differences impact expectations for care and support. This approach, also defined as Par-
ticipatory Action Research [46], engages with the community and its members who, as 
part of the research team, work to actively improve health and wellbeing. 

Second, the complexity of the digital divide and the historical trauma and social mar-
ginalization that confront the Bhutanese community’s health and wellbeing. As we have 
demonstrated, even with the presence of effective internet technology, available band-
width and providers, healthcare is not necessarily accessible. We need to engage with 
Bhutanese community members to make sure we are using the correct language, framing 
challenges in a way that takes it cue from practice and belief, and not assume there is a 
quick solution to any problem. 

Third, if we are to reach a more equitable and just future, we must engage the com-
munities we study to actively engage with us as partners in the co-production of research 
as well as the analysis of the response. This means that in the immediacy of a challenge 
like the pandemic, we work quickly with the community and with specific goals in mind. 

Figure 7. Participants’ Cardiometabolic Conditions.

5. Conclusions

Our results are critical to addressing health inequalities and emphasize three key
findings. First, the digital divide is not simply a question of technology and access. The
digital divide may begin in limits on technology and broadband access, but historical
inequalities and the marginality that often follows are critical to outcomes as socio-cultural
differences impact expectations for care and support. This approach, also defined as
Participatory Action Research [46], engages with the community and its members who, as
part of the research team, work to actively improve health and wellbeing.

Second, the complexity of the digital divide and the historical trauma and social
marginalization that confront the Bhutanese community’s health and wellbeing. As we
have demonstrated, even with the presence of effective internet technology, available
bandwidth and providers, healthcare is not necessarily accessible. We need to engage with
Bhutanese community members to make sure we are using the correct language, framing
challenges in a way that takes it cue from practice and belief, and not assume there is a
quick solution to any problem.

Third, if we are to reach a more equitable and just future, we must engage the commu-
nities we study to actively engage with us as partners in the co-production of research as
well as the analysis of the response. This means that in the immediacy of a challenge like the
pandemic, we work quickly with the community and with specific goals in mind. However,
we also must remember that our concerns (academic concerns) are not necessarily shared
by the community’s we seek to engage. Even when there is little urgency, it is critical that
we engage, pay attention, and understand that the people we work with are critical as
together we set the agenda for our projects. For us, this meant that we were focused on
understanding the digital divide, and in response, increasing digital literacy and building
upon the BRAVE program to promote engaged action that can foster a sense of worth and
value. This includes establishing a recording studio for members of the community to
document their community, mentoring, and defining opportunities for younger Bhutanese
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to succeed in high school, college, and post-graduate education; and teaming with doctors
and healthcare providers in an effort to bridge the digital divide in real time and through
programming that can highlight issues around mental health and wellbeing following a
design that meets local expectations. Finally, we hope to establish a research review board,
not to limit the research conducted in the community, but for the community to be aware
of the investigations that are taking place and to ask that those investigators make a direct
contribution to the Bhutanese community. Whether the contribution will take the form of a
report, a presentation or an intervention remains to be determined. However, it is critical to
continue community engagement and recognize a history of inequality will not be resolved
quickly, and trust cannot be promised, it must be earned. While we cannot infer causality
in our findings, we are dedicated to expanding the scope of our analysis and collect addi-
tional data, including objective measures of wellbeing, to foster both research and continue
community engagement as together we address health inequalities and disparities.

Author Contributions: Conceptualization, J.H.C., A.M., S.P., T.S. and F.A.M.I.; Methodology, T.S.; Val-
idation, F.A.M.I.; Formal analysis, S.R. and F.A.M.I.; Investigation, A.M. and S.P.; Data curation, J.H.C.;
Writing—original draft, J.H.C.; Writing—review and editing, J.H.C., A.M., T.S., S.R. and F.A.M.I.;
Visualization, S.P. All authors have read and agreed to the published version of the manuscript.

Funding: This work was funded in part by the Ohio State University Social Justice Program and
reports the results of the project “Bridging the Digital Divide: A Collaborative Exploration of the
Bhutanese Community Response to COVID-19”, and by the Intramural Program at the National
Institutes of Health (NIH), National Institute of Environmental Health Sciences (Z1A ES103325).

Institutional Review Board Statement: This project was reviewed and determined exempt by the
Ohio State University, Office of Responsible Research Practices (ORRP-OSU Study ID 2021E9088).

Informed Consent Statement: Informed consent was obtained from all on-line survey participants
and verbally from all in-person interview subjects involved in the study.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. An earlier version of this article was presented at QMC22 (Qualitative
Methodology Conference 2022, The Ohio State University, Columbus, Ohio, 2 June 2022).

Acknowledgments: Our team thank the Bhutanese Community of Central Ohio, The Ohio State
University Social Justice Program, the OSU Department of Anthropology and the OSU School of
Social Work for their support. The content is solely the responsibility of the authors and does not
necessarily reflect the views of The Ohio State University or the National Institutes of Health.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. National Digital Inclusion Alliance. Available online: https://www.digitalinclusion.org/definitions/ (accessed on 16 Novem-

ber 2022).
2. Sanders, C.K.; Scanlon, E. The Digital Divide Is a Human Rights Issue: Advancing Social Inclusion Through Social Work Advocacy.

J. Hum. Rights Soc. Work 2021, 6, 130–143. [CrossRef] [PubMed]
3. Sieck, C.J.; Sheon, A.; Ancker, J.S.; Castek, J.; Callahan, B.; Siefer, A. Digital inclusion as a social determinant of health. NPJ Digit.

Med. 2021, 4, 52. [CrossRef] [PubMed]
4. Ragnedda, M.; Muschert, G.W. The Digital Divide: The Internet and Social Inequality in International Perspective; Taylor & Francis:

Oxfordshire, UK, 2013.
5. van Dijk, J. The Digital Divide; Polity Press: Boston, MA, USA, 2020.
6. Seckler, M.; Heinz, S.; Forde, S.; Tuch, A.N.; Opwis, K. Trust and distrust on the web: User experiences and website characteristics.

Comput. Hum. Behav. 2015, 45, 39–50. [CrossRef]
7. Zulman, D.M.; Kirch, M.; Zheng, K.; An, L.C. Trust in the internet as a health resource among older adults: Analysis of data from

a nationally representative survey. J. Med. Internet Res. 2011, 13, e19. [CrossRef]
8. Prieger, J.E. The broadband digital divide and the benefits of mobile broadband for minorities. J. Econ. Inequal. 2015, 13, 373–400.

[CrossRef]
9. Prieger, J.E.; Hu, W.-M. The broadband digital divide and the nexus of race, competition, and quality. Inf. Econ. Policy 2008,

20, 150–167. [CrossRef]

https://www.digitalinclusion.org/definitions/
http://doi.org/10.1007/s41134-020-00147-9
http://www.ncbi.nlm.nih.gov/pubmed/33758780
http://doi.org/10.1038/s41746-021-00413-8
http://www.ncbi.nlm.nih.gov/pubmed/33731887
http://doi.org/10.1016/j.chb.2014.11.064
http://doi.org/10.2196/jmir.1552
http://doi.org/10.1007/s10888-015-9296-0
http://doi.org/10.1016/j.infoecopol.2008.01.001


Int. J. Environ. Res. Public Health 2022, 19, 16854 13 of 14

10. Gurung, N.; Baidya, P.B. A Fresh Start: Refugees from Bhutan Arrive in the UK UNHCR. 2010. Available online: https://www.
unhcr.org/en-us/news/latest/2010/8/4c6026059/fresh-start-refugees-bhutan-arrive-uk.html (accessed on 16 November 2022).

11. Roka, K. Adjusting to the New World: A Study of Bhutanese Refugees’ Adaptation in the US. J. Soc. Soc. Work 2017, 5, 98–108.
[CrossRef]

12. Bhatta, M.; Assad, L.; Shakya, S. Socio-Demographic and Dietary Factors Associated with Excess Body Weight and Abdominal
Obesity among Resettled Bhutanese Refugee Women in Northeast Ohio, United States. Int. J. Environ. Res. Public Health 2014,
11, 6639–6652. [CrossRef]

13. Adhikari, D. Healthcare and happiness in the Kingdom of Bhutan. Singap. Med. J. 2016, 57, 107–109. [CrossRef]
14. Vonnahme, L.A.; Lankau, E.W.; Ao, T.; Shetty, S.; Cardozo, B.L. Factors Associated with Symptoms of Depression among

Bhutanese Refugees in the United States. J. Immigr. Minor. Health 2015, 17, 1705–1714. [CrossRef]
15. Maleku, A.; Kim, Y.K.; Kagotho, N.; Lim, Y. Expanding the transformative explanatory sequential mixed methods design

archetype in a cross-cultural context: The polemics of African refugee livelihoods in places of resettlement. J. Mix. Methods Res.
2021, 15, 212–239. [CrossRef]

16. Soukenik, E.; Haran, H.; Kirsch, J.; Pyakurel, S.; Maleku, A. Barriers and Facilitators of Mental Health Service Utilisation among
Bhutanese Refugees in the USA: Findings from a Mixed-Methods Study. Br. J. Soc. Work 2021, 52, 1552–1576. [CrossRef]

17. Romero, M. Sociology Engaged in Social Justice. Am. Sociol. Rev. 2020, 85, 1–30. [CrossRef]
18. Scharrer, E.; Ramasubramanian, S. Quantitative Research Methods in Communication: The Power of Numbers for Social Justice;

Routledge: London, UK, 2020.
19. Mertens, D.M. Transformative Paradigm: Mixed Methods and Social Justice. J. Mix. Methods Res. 2007, 1, 212–225. [CrossRef]
20. Buick, F.; Blackman, D.; O’Flynn, J.; O’Donnell, M.; West, D. Effective Practitioner–Scholar Relationships: Lessons from a

Coproduction Partnership. Public Adm. Rev. 2016, 76, 35–47. [CrossRef]
21. Cooke, J.; Langley, J.; Wolstenholme, D.; Hampshaw, S. “Seeing” the Difference: The Importance of Visibility and Action as a Mark

of “Authenticity” in Co-production Comment on “Collaboration and Co-production of Knowledge in Healthcare: Opportunities
and Challenges”. Int. J. Health Policy Manag. 2017, 6, 345–348. [CrossRef]

22. Lai, J.; Widmar, N.O. Revisiting the Digital Divide in the COVID-19 Era. Appl. Econ. Perspect. Policy 2021, 43, 458–464. [CrossRef]
23. Maleku, A.; Soukenik, E.; Haran, H.; Kirsch, J.; Pyakurel, S. Conceptualizing mental health through the Bhutanese refugee lens:

Findings from a mixed methods study. Community Ment. Health J. 2022, 58, 376–393. [CrossRef]
24. Talegawkar, S.A.; Jin, Y.; Kandula, N.R.; Kanaya, A.M. Associations between Cumulative Biological Risk and Subclinical

Atherosclerosis in Middle- and Older-Aged South Asian Immigrants in the United States. J. Asian Health 2021, 1, e202104.
25. Reddick, C.G.; Enriquez, R.; Harris, R.J.; Sharma, B. Determinants of broadband access and affordability: An analysis of a

community survey on the digital divide. Cities 2020, 106, 102904. [CrossRef]
26. Dutton, W.H.; Reisdorf, B.C. Cultural divides and digital inequalities: Attitudes shaping Internet and social media divides. Inf.

Commun. Soc. 2019, 22, 18–38. [CrossRef]
27. Ridderbos, K. Last Hope: The Need for Durable Solutions for Bhutanese Refugees in Nepal and India; Human Rights Watch: New York,

NY, USA, 2007; Volume 19, Available online: https://www.hrw.org/sites/default/files/reports/bhutan0507webwcover.pdf
(accessed on 16 November 2022).

28. Nelson, A.; Stam, K. Bhutanese or Nepali? The Politics of Ethnonym Ambiguity. South Asia J. South Asian Stud. 2021, 44, 772–789.
[CrossRef]

29. Pulla, V.; Rai, D. Resettlement Perspectives of Bhutanese Refugees: A Place Called Home with a Future. In The Lhotsampa People of
Bhutan: Resilience and Survival; Pulla, V., Ed.; Palgrave Macmillan US: New York, NY, USA, 2016; pp. 79–93.

30. Watson, F. Identifying a Lhotshampa Identity: An Exploration of the Experience of Expulsion and Ongoing Third Country
Resettlement among the Bhutanese Refugees. Ph.D. Thesis, Mount Allison University, Sackville, NB, Canada, 2012.

31. Pulla, V.; Dhungel, O. Settlement Planning for Refugees: Australia and the United States. In The Lhotsampa People of Bhutan:
Resilience and Survival; Pulla, V., Ed.; Palgrave Macmillan US: New York, NY, USA, 2016; pp. 145–163.

32. Rajesh, S.K. Bhutanese Refugees in Nepal: Survival and Prospects. Econ. Polit. Wkly. 2003, 38, 285–289.
33. Ramsay, G. Impossible Refuge: The Control and Constraint of Refugee Futures; Taylor & Francis: Oxfordshire, UK, 2017.
34. Shrestha-Ranjit, J.; Payne, D.; Koziol-McLain, J.; Crezee, I.; Manias, E. Availability, Accessibility, Acceptability, and Quality of

Interpreting Services to Refugee Women in New Zealand. Qual. Health Res. 2020, 30, 1697–1709. [CrossRef] [PubMed]
35. Subedi, B.; Maleku, A. Bhutanese–Nepali Young Women’s Experiences with Racism Inside and Outside of Schools. Educ. Stud.

2021, 57, 142–165. [CrossRef]
36. Bhaskar, S.; Nurtazina, A.; Mittoo, S.; Banach, M.; Weissert, R. Editorial: Telemedicine During and Beyond COVID-19. Front.

Public Health 2021, 9, 662617. [CrossRef]
37. Disney, L.; Mowbray, O.; Evans, D. Telemental Health Use and Refugee Mental Health Providers Following COVID-19 Pandemic.

Clin. Soc. Work J. 2021, 49, 463–470. [CrossRef]
38. Koonin, L.M.; Hoots, B.; Tsang, C.A.; Leroy, Z.; Farris, K.; Jolly, T.; Antall, P.; McCabe, B.; Zelis, C.B.R.; Tong, I.; et al. Trends in the

Use of Telehealth During the Emergence of the COVID-19 Pandemic—United States, January–March 2020. Morb. Mortal. Wkly.
Rep. 2020, 69, 1595–1599. [CrossRef]

39. Baum, A.; Kaboli, P.J.; Schwartz, M.D. Reduced In-Person and Increased Telehealth Outpatient Visits During the COVID-19
Pandemic. Ann. Intern. Med. 2021, 174, 129–131. [CrossRef]

https://www.unhcr.org/en-us/news/latest/2010/8/4c6026059/fresh-start-refugees-bhutan-arrive-uk.html
https://www.unhcr.org/en-us/news/latest/2010/8/4c6026059/fresh-start-refugees-bhutan-arrive-uk.html
http://doi.org/10.15640/jssw.v5n2a11
http://doi.org/10.3390/ijerph110706639
http://doi.org/10.11622/smedj.2016049
http://doi.org/10.1007/s10903-014-0120-x
http://doi.org/10.1177/1558689820936378
http://doi.org/10.1093/bjsw/bcab123
http://doi.org/10.1177/0003122419893677
http://doi.org/10.1177/1558689807302811
http://doi.org/10.1111/puar.12481
http://doi.org/10.15171/ijhpm.2016.136
http://doi.org/10.1002/aepp.13104
http://doi.org/10.1007/s10597-021-00835-4
http://doi.org/10.1016/j.cities.2020.102904
http://doi.org/10.1080/1369118X.2017.1353640
https://www.hrw.org/sites/default/files/reports/bhutan0507webwcover.pdf
http://doi.org/10.1080/00856401.2021.1951460
http://doi.org/10.1177/1049732320924360
http://www.ncbi.nlm.nih.gov/pubmed/32495700
http://doi.org/10.1080/00131946.2021.1878176
http://doi.org/10.3389/fpubh.2021.662617
http://doi.org/10.1007/s10615-021-00808-w
http://doi.org/10.15585/mmwr.mm6943a3
http://doi.org/10.7326/M20-3026


Int. J. Environ. Res. Public Health 2022, 19, 16854 14 of 14

40. Truong, M.; Yeganeh, L.; Cook, O.; Crawford, K.; Wong, P.; Allen, J. Using telehealth consultations for healthcare provision
to patients from non-Indigenous racial/ethnic minorities: A systematic review. J. Am. Med. Inform. Assoc. 2022, 29, 970–982.
[CrossRef]

41. Qian, F.; Hastings, J.F.; Ahmed, R. Overcoming telemental health disparities during the COVID-19 pandemic. Int. J. Qual. Health
Care 2021, 33, mzab127. [CrossRef] [PubMed]

42. Bhaskar, S.; Rastogi, A.; Menon, K.V.; Kunheri, B.; Balakrishnan, S.; Howick, J. Call for Action to Address Equity and Justice
Divide During COVID-19. Front. Psychiatry 2020, 11, 559905. [CrossRef] [PubMed]

43. Kienzler, H.; Spence, C.; Wenzel, T. A Culture-Sensitive and Person-Centered Approach: Understanding and Evaluating Cultural
Factors, Social Background and History When Working with Refugees. In An Uncertain Safety: Integrative Health Care for the 21st
Century Refugees; Wenzel, T., Drožd̄ek, B., Eds.; Springer International Publishing: Cham, Switzerland; New York, NY, USA, 2019;
pp. 101–116.

44. Tankwanchi, A.S.; Bowman, B.; Garrison, M.; Larson, H.; Wiysonge, C.S. Vaccine hesitancy in migrant communities: A rapid
review of latest evidence. Curr. Opin. Immunol. 2021, 71, 62–68. [CrossRef] [PubMed]

45. Montiel-Ishino, F.A.; Canenguez, K.M.; Cohen, J.H.; Needham, B.; Kandula, N.; Williams, F.; Shields, A.E.; Kanaya, A. Assessing
profiles of cardiometabolic risk among South Asians living in the United States using a syndemic framework and acculturation.
Circulation 2021, 143, A002. [CrossRef]

46. Baum, F.; MacDougall, C.; Smith, D. Participatory action research. J. Epidemiol. Community Health 2006, 60, 854–857. [CrossRef]
[PubMed]

http://doi.org/10.1093/jamia/ocac015
http://doi.org/10.1093/intqhc/mzab127
http://www.ncbi.nlm.nih.gov/pubmed/34541600
http://doi.org/10.3389/fpsyt.2020.559905
http://www.ncbi.nlm.nih.gov/pubmed/33343410
http://doi.org/10.1016/j.coi.2021.05.009
http://www.ncbi.nlm.nih.gov/pubmed/34118728
http://doi.org/10.1161/circ.143.suppl_1.002
http://doi.org/10.1136/jech.2004.028662
http://www.ncbi.nlm.nih.gov/pubmed/16973531

	Introduction 
	The Bhutanese Refugee Community 
	Critical Public Health Needs 

	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

