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Abstract

Background: Minnesota hosts the largest Somali population of any state in the
U.S., with a median age of 25 years; Somalis are 12 years younger, on average, than
the general population. Published reports reveal moderate to high rates of anxiety,
depression, chemical use and trauma among young adult Somalis. Academic settings
are ideal for prevention of mental health disorders and promotion of physical and
emotional well-being. Religious coping is a strong predictor of health outcomes, but few
studies have been conducted with young, non-western, non-Christian samples.

Purpose: The purpose of this study was to examine the associations among
positive and negative religious coping, symptoms of anxiety and depression, and
physical and emotional well-being among Somali college students in Minnesota’s Twin
Cities.

Method: An online, cross-sectional survey design was used to collect data to
describe participants and measure study variables. The survey included: investigator-
designed demographic items and standardized measures of acculturation, critical life
event (The Social Readjustment Rating Scale), positive and negative religious coping
(Brief RCOPE), symptoms of anxiety and depression (Partial Symptom Checklist —
SCL-90), and physical and emotional well-being (the modified SF-12v2 Health Survey).

The online survey was pilot-tested with eight students and a community
advisory board and revised prior to use in this study. Study participants were recruited
from five universities in Minneapolis and St. Paul, MN. The final sample size was 156.
Descriptive statistics, Pearson correlations, and structural equation modeling were

used to explore the associations between and among the variables.



Results: The sample had a mean age of 21 years. Participants reported more
symptoms of depression as compared to symptoms of anxiety and scored higher on
physical well-being compared to emotional well-being. In this sample, Somali young
adults mostly used positive religious coping mechanisms when faced with critical life
events. In the multivariate analysis, all associations between religious coping and the
other main variables were significant except three. Positive religious coping was
positively associated with emotional well-being, and negatively with symptoms of
depression and anxiety. Negative religious coping was positively associated with
symptoms of depression and anxiety and negatively associated with emotional well-
being. Gender was not significantly associated with any of the variables.

Discussion: Positive religious coping was associated with fewer symptoms of
depression and anxiety, and an increase in levels of emotional well-being. In
comparison, a higher level of negative religious coping was associated with more
symptoms of both depression and anxiety and a lower level of emotional well-being.
Low levels of physical well-being were associated with both positive and negative
religious coping. This is probably because those with physical illnesses may use both
mechanisms of religious coping at different times, depending on their health status

throughout the period of ill health.
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Chapter I. The Research Problem

Background

Somalis’ migration history. Millions of persons are displaced yearly due to a
variety of causes including conflict and violence but there are few situations as dire as
the one in Somalia (Refugee International, 2013). The collapse of the Siad Barre
regime in 1991 was followed by a considerable amount of instability. The cascade of
events that followed left Somalia without an effective central government, creating an
environment conducive for warlords to establish control in South and Central Somalia.
By mid-1992, 40% of the population had been displaced and 1.5 million people were at
risk of starvation (Putman & Noor, 1993). Since then, extremist Islamic groups (e.g.,
Al-shabab) and Somali pirates have greatly compromised the security and stability of
the surrounding region and the peace process in Somalia (Putman & Noor, 1993).
Additionally, natural disasters, such as the extreme drought of 2012, have resulted in
an increase in the number of Somali refugees crossing the borders into neighboring
countries (e.g., Kenya and Ethiopia). The protracted conflict in Somalia has become
more complex over the last 23 years with no tangible lasting solutions proffered.
Following the parliamentary election of a president in 2012, efforts to rebuild Somalia
are currently underway.

According to the United Nations High Commissioner for Refugees (Lejeune-
Kaba, 2010), among countries of resettlement, the United States (U.S.) received the
highest number of refugees during the year 2009. The Office of Refugee Resettlement
(O.R.R., n.d.), mandated by the Refugee Act of 1980, has recorded more than 3 million
refugees resettled in the U.S. since 1975. Somali refugees make up a significant

number of refugees resettled in the U.S. since the late 1980s.



Many Somali refugees have survived traumatic events that could lead to long-
term emotional and psychosocial difficulties including depression, anxiety and other
problems that are detrimental to their coping, quality of life and readjustment in the
U.S. (Bentley, Thoburn, Stewart, & Boynton, 2012; Turner & Gorst-Unsworth, 1990).
Refugee parents who develop maladaptive coping mechanisms might transfer these to
their children due to their inability to cope effectively. Consequently, like many who
experience mental ill health, persons of refugee backgrounds could see these
problems emerge during the early developmental years and persist into adulthood
(National Research Council [NRC], 2009). There are an estimated 8,370 Somalis aged
18 years and above enrolled in colleges across the U.S. and 2,266 of these are in the
state of Minnesota (U.S. Census Bureau, 2010), some of whom might be at risk of
mental ill health. Institutions of learning have been highlighted as settings conducive to
prevention and early detection of mental disorders and promotion of emotional and
physical well-being, making Somali college students an accessible target population
(National Research Council [NRC], 2009).

Somalis in the U.S. and Minnesota. Between 1983-2004, 55,036 Somali
refugees were admitted into the U.S., 13,019 in the year 2004 alone (Centers for
Disease Control and Prevention, 2013; O.R.R,, n.d.). Minnesota hosts the largest
number of Somali refugees compared to other states across the U.S. (Wissink, Jones
Webb, DuBois, Krinke, & Ibrahim, 2005). By 2010, it was officially estimated that there
were 32,449 Somalis in Minnesota; however, anecdotal accounts claim that as many
as 60,000 Somalis live in Minnesota. This discrepancy in numbers is probably due to
secondary migration between states in the U.S. (Minnesota Historical Society, 2014;

U.S. Census Bureau, 2010). Probable reasons for the large numbers of Somalis in



Minnesota include economic opportunities, a welcoming social climate and a good
social services provision system, reasons that have then been communicated to
Somalis in other states (Horst, 2004).

According to the American Community Survey, the Somali population in
Minnesota has a median age of 25 years and tends to be younger than the Minnesota
population as a whole, whose median age is estimated at 37 years (U.S. Census
Bureau, 2010). Approximately 21,914 Somalis in Minnesota are between the ages of
18 and 39 (U.S. Census Bureau, 2010). Popularly known as generation 1.5 are
immigrants who were educated and or socialized in countries of origin (or transit and
resettlement countries in the case of refugees) but migrated during middle childhood
(6-12 years); those who migrated during adolescent years (13-17 years) are referred to
as generation 1.25 (Rumbaut, 2004). For many Somali families who have resettled in
the U.S. as a family unit, the children were likely to have been in the childhood or
adolescent stage, as reflected by the 2010 census. For example, Halcon et al. (2004)
reported that the Somali and Oromo youth participants in their study migrated at an
average age of 15 and spent several years in transit. Given the statistics presented in
the census, generations 1.5 and 1.25 make up the majority of the Somali population in
Minnesota (U.S. Census Bureau, 2010). Somali youth enrolled in college are likely to
be older than the average college student due to the years spent in transit and time
spent closing the gap in academic achievement with their peers.

Refugee youth and well-being. Consequences of armed conflicts, including
migration, contribute negatively to mental and physical well-being of refugee youth.
These experiences may exacerbate existing illnesses or potentiate new ones. Refugee

youth affected by mental health disorders (e.g., depression and anxiety) might resort to



abuse of self or others and are less likely to fully integrate into society, leading to loss
in productivity due to inability to attain academic achievement or maintain a job (World
Health Organization, 2014b). The National Research Council (NRC, 2009) estimated
the cost of treatment and loss in productivity in young people due mental, emotional
and behavioral disorders at $247 billion per annum.

The WHO has documented depression as the leading cause of disability
worldwide; furthermore, half of mental health disorders are diagnosed as early as 14
years of age and three quarters by age 24 (Giaconia et al., 1995; National Research
Council [NRC], 2009; World Health Organization, 2014a). Consequently, for those who
are affected, by the time some Somali youth reach college age they most likely have
been or are soon to be diagnosed with mental health disorders. The few published
reports reveal moderate to high rates of anxiety, depression, PTSD, truancy, chemical
use and trauma among young Somalis (Adan, 2009; Ellis, MacDonald, Lincoln, &
Cabral, 2008; Jaranson et al., 2004; Kroll, Yusuf, & Fujiwara, 2011). However, there is
a dearth of research reports documenting the needs of the affected refugee youth
(Jaranson et al., 2004).

Health and religious coping. Somalis are predominately Sunni Muslims; as
adherents of Islam, many Somalis tend to adhere to the religion’s dictates in most
areas of their lives. Literature about the connection between religion and health has
increased dramatically over the years (Gall et al., 2005; Seybold & Hill, 2001).
Empirical observations have revealed that during crises people tend to turn to matters
of faith for coping (Pargament, 1997). Religious coping has been reported as a strong
predictor of both physical and mental health (Seybold & Hill, 2001). However, in

comparison to studies of religious coping in western Judeo-Christian groups, there



have been fewer studies conducted among persons practicing other religions, for
example, Islam (Abu-Raiya, Pargament, & Mahoney, 2011; Ai, Peterson, & Huang,
2003; Akuchekian, 2004; Braam et al., 2010). There are even fewer studies with youth
and young adults of refugee backgrounds as participants (Ellis et al., 2010; Goodman,
2004; Raghallaigh, 2011).
Statement of Purpose
The purpose of this study was to examine the associations among religious
coping, well-being, symptoms of anxiety, and symptoms of depression among
university students of Somali origin in the twin cities, Minnesota.
Research Questions
The research questions outlined below were explored in a cross sectional
study.
1. Is there an association between both negative and positive religious coping and
physical well-being?
2. Is there an association between both negative and positive religious coping and
emotional well-being?
3. Is there an association between both negative and positive religious coping and
symptoms of depression?
4. |Is there an association between both negative and positive religious coping and
symptoms of anxiety?
5. What are the multivariate associations among positive religious coping, negative
religious coping, symptoms of anxiety, symptoms of depression, physical well-being

and emotional well-being?



Significance for Nursing

Nurses will be better prepared to care for Somali college students when they
comprehend how students’ use of religion as a coping mechanism is related to their
health outcomes. Simply inquiring about patients’ religious and spiritual preferences is
not sufficient. Moreover, nurses need to understand the role religious coping plays in
patients’ health and illness experiences in order to provide holistic and effective care.
Achieving the aim of this study contributes to and informs the work of healthcare
providers, including nurses, educators, and policy makers who serve Somali college

students.



Chapter Il. Review of the Literature and Conceptual Framework
Literature Review
Cultural dictates and scientific causes of psychological disorders. There
are salient differences in definitions, perceived etiology, and perceived appropriate
treatment of psychological disorders among Somalis, persons from other similar non-
western cultures, and western healthcare providers. Moreover, some researchers
believe that the western biomedical view of mental health puts more weight on what is
clinically important, overly simplifying the refugee mental health experience and
lumping refugees into a single pathologized unit (Summerfield, 2001; Watters, 2001).
In addition to the effects of war, torture and trauma experienced by some
refugees, other examples of documented causes of depression and anxiety include,
but are not limited to: genetic predisposition, stress, personality traits, physical
ailments, and cognitive, autonomic, endocrine and sleep abnormalities (Fava &
Kendler, 2000; Manji, Wayne, Charney, & Charney, 2001; Nestler et al., 2002). On the
other hand, similar to some cultural explanatory models in Sub-Saharan Africa, some
Somalis believe that mental ailments are a result of: punishment from God, evil spirit
(jinn) possession, one’s behaviors, and or curses (Schuchman & McDonald, 2008).
Researchers examined referral practices among a group of Imams in the U.S.,
and found that mental health disorders were more likely to be attributed to stress,
genetics, religious problems, a weak personality and less likely to brain chemistry or
physical illness (O. M. Ali & Milstein, 2012). Additionally, many Somalis view the mind,
body and spirit as one unit, and in many Sub-Saharan cultures, health is viewed as
being holistic with some distinctions between the mind and body (Patel, 1995). This

idea that there is a strong connection between mind, body, soul and physical health



was evident even among early Muslim physicians and philosophers, (e.g. Al-Razi and
Ibn Sina) (Morgan, 2007). These physicians wrote extensively on the effects of
emotions and unhealthy thought patterns on the human body, placing emphasis on the
fact that diseases have scientific causes and were not punishment meted out by God.
These theories were supported 900 to 950 years later in the works of Sigmund Freud,
Carl Jung and Norman Cousins (Morgan, 2007). At some point in history it seems that
these ideas were put aside as the medical establishment embraced the mechanistic
view in treatment of diseases and iliness over time.

In a study by Bhui et al. (2006) conducted in London, Somali patients with
depression and anxiety or psychosis reported frequent visits to primary care providers.
They were more likely to be placed on treatment for physical ailments, than for their
mental health problems, reflecting the response of primary care providers to somatic
presentation of depression and anxiety. However, there are numerous studies in which
symptoms of mental illness have been documented.

Symptoms of depression and anxiety in Somalis. Participants in these
studies are of varying age groups and have resettled in various countries across the
globe. In a study conducted in the U.K., more than 50% of the Somali men reported
symptoms of depression and anxiety, such as hopelessness, shortness of breath, rapid
heart rates, suicidal thoughts, and difficulty sleeping (Silveira & Ebrahim, 1995). In
examining the rates of depression and PTSD among Somali and Rwandan refugees in
a Ugandan refugee camp, Onyut et al. (2009) found a high prevalence of somatic
complaints, symptoms of anxiety and depression as well as co-morbid depression and
PTSD. Bentley et al. (2012) reported that 45% of the Somali participants (n = 75) in

their study were diagnosed with both depression and PTSD and that 17.6% met the



9
criteria for depressive disorder. In another study, (Bhui et al., 2003) identified 49.5% of
their participants (n = 180) who were at-risk of developing depression and anxiety
disorders. In a consequent study, 33.8% of the Somali participants (n = 143), were
diagnosed with anxiety and depression compared to 14% who had PTSD (Bhui et al.,
2006). In a study in the Netherlands with Iranian, Afghan and Somali participants (n =
178), 29.4% were diagnosed with depression and 41.2% with anxiety (Gerritsen et al.,
2006). In Canada, Somali participants drawn from a refugee mental health program in
Camden and Ottawa exhibited symptoms of mild to moderate depression (Jorden,
Matheson, & Anisman, 2009; Palmer, 2006).

Symptoms of depression and anxiety in refugee youth. In these studies,
the average age of the young refugee participants was between 17 and 29 years.
Among Somali and Oromo youth (n = 338), both groups reported incidences of
psychological disorders, but Oromos reported higher incidences (Halcén et al., 2004).
In another study, (Ellis et al., 2008) reported high rates of depression and PTSD
among their young Somali participants (n = 135). Additionally, Vietnamese youth (n =
103) in a camp reported high levels of depression and anxiety (Felsman, Leong,
Johnson, & Felsman, 1990). In a Somali young adult out-patient population (n = 600),
aged < 30 years and having significant behavioral manifestations of psychoses (80% of
males and 32.4% of females), 13% of males and 31% of females were diagnosed with
depression (Kroll et al., 2011).

In a longitudinal study of young Cambodian refugees (n = 46), half of the
participants had a diagnosis of PTSD and 48% had depression and anxiety disorders
(Kinzie, Sack, Angell, Clarke, & Ben, 1989). In year 3 (n = 27), depressive symptoms

reduced to 41%, (Kinzie et al., 1989) and then to 7% at year 6 (n = 31), but increased



ed immigration status, age at time of migration,
ament, perceived discrimination, unemployment,
thui et al., 2003; Bhui et al., 2006; Ellis et al.,
2011). Researchers also hypothesized that
f PTSD and vice versa (Breslau, Davis,
Sreamer, & Pattison, 2004). Additionally, the
yduces effects somewhat similar to but not as
1a, cocaine, alcohol and amphetamines was
rbation of symptoms of mental iliness (Warfa et
‘reported among Somalis, no causal link has
been established between the use of khat as a social or cultural recreational stimulant
and the onset of mental iliness (Bhui et al., 2006; Ellis et al., 2008). However, there are
documented complaints from Somali communities of khat causing family breakdown
and “some medical problems” but these claims have not been empirically verified
(Bhui & Warfa, 2010; Warfa et al., 2007).
Mental health status was not highly correlated with reports of torture in one study
(Bhui et al., 2003). This is in contrast to strong links between torture, trauma, and

psychological ailments reported in other studies with Somali participants and
























































































































































































































































































































































































































