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Abstract

More than 100,000 Somali refugees have resettled in the United States, creating
a need for additional research about mental health needs and premigration
experiences that precede resettlement. The purpose of this study was to learn
more about premigration traumatic experiences, the process of acculturation
following resettlement, and the relationship between premigration trauma,
acculturation, and mental health. Eighty Somali refugees from two mid-sized
Midwestern cities participated. It was hypothesized that acculturation would
mediate the relationship between premigration trauma and mental health
symptoms. The results partially supported this hypothesis, dependent upon
the dimension of acculturation included in the path analysis. Unexpected
relationships among the various acculturation dimensions in the model
(American cultural identity, English language competency, and American cultural
competency) occurred with traumatic experiences, mental health symptoms,
and time in the United States. We discuss implications and directions for future
research, practice, advocacy, and training.
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Significance of the Scholarship to the Public

Somalis represent one of the largest resettled refugee groups in the
United States, and it is imperative that policymakers, researchers, and
clinicians alike are aware of their unique resettlement challenges. In
this article, the traumatic experiences, acculturation, and mental
health symptoms of eighty Somali adults from two Midwestern cities
are explored. We discuss the multi-dimensional process of accultura-
tion and the relationship to mental health symptoms.

Refugees experience an array of pre- and postmigration stressors that may
impede their ability to adjust to new countries and result in mental health
disorders, including post-traumatic stress disorder (PTSD), depression, and
anxiety (Birman & Tran, 2008; Fazel et al., 2005; Schweitzer et al., 2011).
Common premigration traumatic events include witnessing murder, separa-
tion from a family member(s), poor health, shortage of food, torture (Bhui
et al., 2003), disease, illness, lack of access to nutritious food and water
(Harrell-Bond, 2000), clashes with other ethnic groups (M. Smith, 2004), and
inadequate schooling, medical care, and mental health care (Médecins Sans
Frontiéres, 2012). These premigration experiences can occur before reaching
a refugee camp and while living in a refugee camp.

After resettlement, other stressors are experienced. These may include
learning a new language, finding employment (Yakushko et al., 2008), dis-
crimination in the host country, and shifting gender roles (Hadley & Patil,
2009; Mooney & Shepodd, 2009; Nilsson et al., 2008). Additionally, refugees
have reported coming to their host country with mixed feelings and not feel-
ing safe during the resettlement period (Finklestein & Solomon, 2009). The
combination of pre- and postmigration stressors sometimes result in complex
mental health concerns (Schweitzer et al., 2006), making acculturation to the
new country challenging. Socioeconomic disadvantages and a lack of social
support add to acculturative stress (Carswell et al., 2011; Ellis et al., 2010).
Refugee acculturation is also dependent upon barriers that are primarily a
result of problems related to the refugee resettlement process. In the United
States, refugees receive minimal and temporary financial support (eligible up
to 8 months; U.S. Department of State, 2019); therefore, a heavy burden is
placed on refugees to obtain quick employment, learn the language of the
host country (Poppitt et al., 2007), and navigate a new way of life. The degree
to which acculturation plays a role in refugees’ disclosure of mental health
symptoms is not well-understood (Birman & Tran, 2008). In the present
study, we examined the relationship between acculturation, trauma, and men-
tal health symptoms in Somali refugees residing in the United States.
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Somali Refugees

Somalis represent one of the largest refugee groups in the United States, with
over 100,000 resettled since 1991 (Bridging Refugee Youth & Children’s
Services, 2013). Even with such a large population, they continue to face bar-
riers accessing culturally competent primary and mental healthcare, one
being the shortage of trained mental health practitioners with refugee specific
cultural competencies. Refugees also describe individual psychotherapy as
uncomfortable, especially when bilingual and bicultural mental health staff
are unavailable (Bemak & Chung, 2017; O’Driscoll et al., 2017). Research
on Somali mental health beliefs and expression is limited but necessary to
inform best practices for mental health services.

To begin understanding any refugee group, it is important to learn about
the conflict that resulted in their displacement. Such context helps clinicians
better understand refugee resilience, coping strategies, traumatic experi-
ences, and both strategies and barriers to acculturation. Since the mid-1980s,
the war in Somalia has resulted in the forced migration of well over one mil-
lion Somalis. In July 2014, an estimated 1.5 million people were internally
displaced in Somalia, and at least 400,000 Somalis relocated to Kenya’s larg-
est refugee camp, Dadaab (Hammond, 2014). Approximately 10,000 refu-
gees in this camp were third generation, meaning that they and their parents
were born in the camps (Hammond, 2014). Somalis represent one of the larg-
est refugee groups worldwide, increasing to 1.5 million individuals as of
2013 (Hammond, 2014; United Nations High Commissioner for Refugees
[UNHCR], 2013). In 2016, the Kenyan government ordered the Dadaab refu-
gee camp closed due to “national security concerns” (Bhalla, 2019). As of
October 2020, this camp had not closed, though Somalis have been strongly
encouraged by the Kenyan government to return to Somalia since the
announcement of the pending camp closure (Bhalla, 2019; UNHCR, 2020).

The backdrop of war relates to a host of stressors, including those con-
cretely aligned with war, such as death, poor health outcomes, and separation
from family (Bhui et al., 2003). For the hundreds of thousands of Somali
refugees living in camps in Kenya and Ethiopia, life in these camps is not
necessarily any safer or more comfortable than in their home country
(Médecins Sans Fronticres, 2012; UNHCR, 2013). Many camps, like Dadaab,
lack essential services (i.e., sufficient housing, food, medical supplies, and
mental health services) due to a shortage of supplies and funding. Insecurity
in the area surrounding Dadaab has resulted in bomb attacks and assassina-
tions within the camp, meaning that safety is not guaranteed once refugees
make it to Dadaab (Garvelink & Tahir, 2012; Médecins Sans Frontiéres,
2012). Refugees also report frequent looting of their supplies, sexual vio-
lence, untrained teachers, and shortages of water and clothing (Human Rights
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Watch, 2013; Médecins Sans Frontiéres, 2012, 2019). Taken together, trau-
matic events and stressors associated with the conditions in refugees’ coun-
tries of origin and the living conditions within the camps often contribute to
an accumulation of distress and trauma.

Refugee Acculturation

The ease of the resettlement period varies due to a range of personal, social,
environmental, and cultural factors. These factors may include loss of cul-
ture and identity (White, 2004) and experiences of discrimination (Ellis
et al., 2010; Hadley & Patil, 2009)—all of which may add additional stress
to the acculturation process. Discrimination, both overt and covert, is a
stressor (Baranik et al., 2018) and there is growing empirical evidence that
Somali refugees may be particularly at risk for racial and religious discrimi-
nation (Abdi, 2011; Ellis et al., 2010; Young, 2019). Sam and Berry (2006)
defined these specific experiences of distress as acculturative stress. Among
refugees, acculturative stress is associated with poorer mental health out-
comes (Ying & Han, 2007).

Acculturation occurs at both an individual and group level. At the indi-
vidual level, factors prior to resettlement include age, gender, religion, and
personality. Individual factors postmigration include the degree of discrimi-
nation experienced, the amount of social support available, and the amount of
time in the host culture (Berry, 1997). It is likely, for example, that an elderly
Somali woman migrating alone would have a different acculturative experi-
ence than a teenage Somali boy migrating with his family. Group-level influ-
ences include characteristics of the host country, culture of origin, and any
group-level changes of adapting to a new society (e.g., discrimination, speak-
ing a new language, going to school).

The degree of acculturative stress felt is relative to one’s sense of agency,
rather than consequences of isolation and/or strife. This tempered matter of
choice is dependent upon one’s connection to community, family, religion,
and general social support. Those that have more access to group-level pro-
tective factors may not experience acculturative stress. Additionally, accul-
turation may not be one’s goal, primarily when there is strong community
support. Therefore, an understanding of acculturation must include broader
contextual factors and the degree to which one feels they have had a choice
or agency in the acculturation process (Aroche & Coello, 2004).

In a study with Somali adolescents in the United States, greater accultura-
tion to American culture served as a protective factor for boys experiencing
mental health symptoms. For girls, however, higher Somali enculturation
was a protective factor. Girls with higher levels of Somali enculturation
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reported lower PTSD symptom severity than that of girls with lower Somali
enculturation. For boys, lower acculturation was associated with more
depression and experiences of discrimination. As in the case of Ellis et al.’s
(2010) study, protective factors may vary by gender, dependent upon degrees
of acculturation and enculturation. In addition, it may be essential to distin-
guish between enculturation to the native culture and acculturation to the
culture of the resettlement country, as they could have different protective
factors. In the present study, acculturation to American culture is the vari-
able of interest.

Porter and Haslam (2005) examined 59 studies in a meta-analysis for pre-
dictors of refugee mental health. They found that children and adolescents
had better mental health outcomes relative to adults. One reason for this find-
ing is that older adults may have a challenging time learning the placement
country’s native language, a factor strongly linked to acculturation. Studies
of refugees resettled in the United States indicate that refugees who speak
English have an easier time adapting to the new culture (Berry, 1997). Thus,
acculturation is an important piece of the process for refugees to integrate
into a new country and community.

Language. In Somalia, English is not universally learned and only accessible
to those who have received formal education. With low enrollment in school
over a prolonged period of war, only about 50% of adult males and 26% of
adult females (ages 15 years or older) are literate. Enrollment in primary
school is as low as 25% and 6% in secondary school, with substantially
higher enrollment at the secondary level for boys. Access to quality education
in refugee camps is often limited due to the structural capacity to accommo-
date the number of students and an inadequate supply of teachers and learn-
ing materials (Centers for Disease Control and Prevention, 2018).

Once in resettlement, lack of English skills is an often-cited reason for
unemployment or low-level employment. Individuals with limited English
proficiency are often underemployed and disproportionately represented in
physically demanding industries (Shea et al., 2007; Yakushko et al., 2008).
Most places of employment do not offer language training, and refugees and
immigrants are asked to work long hours, leaving little time for learning a
new language (Yakushko et al., 2008). Hence, language is a considerable bar-
rier to securing a job and attaining financial stability.

Employment. One key factor in adjusting to a new culture is finding a job or
career (Yakushko et al., 2008). Refugees and immigrants often expect to find
not only employment in their host country but employment that is equivalent
to their skills and previous work experience. Many are unprepared for the
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educational and career barriers frequently encountered in resettlement (Shea
et al., 2007; Yakushko et al., 2008). An estimated 79% of Somalis in the
United States are considered low-income households (defined as twice below
annual poverty level), compared to 45% of refugees overall (data from 2009—
2011; Capps et al., 2015).

In summary, the literature on refugee acculturation highlights a process
that may increase or decrease negative mental health symptoms, depending
on a myriad of post-migration experiences (e.g., social support, experiences
of discrimination, and individual personality; Berry, 1997; Hadley & Patil,
2009; Poppitt & Frey, 2007). In a study of resettled Somali refugees in the
United States, postmigration psychosocial difficulties moderated the rela-
tionship between premigration traumas and symptoms of depression for
individuals who reported low levels of premigration traumas (Bentley et al.,
2012). This finding may suggest that those exposed to more premigration
stressors, are also dealing with postmigration living difficulties, and respond
more strongly to these stressors than those with less trauma. Postmigration
experiences and acculturation may mediate the relationship between premi-
gration trauma and mental health symptoms. Studies comparing first-gener-
ation immigrants with second-generation Asian and Latinx immigrants
provide support to investigate this relationship further (e.g., Escobar &
Vega, 2000; Oquendo et al., 2001; Takeuchi et al., 2007). For example, first-
generation Latinx adults reported lower levels of psychopathology than do
their children and those in the mainstream population. Individuals that were
most assimilated reported the worst mental health outcomes (Escobar &
Vega, 2000; Oquendo et al., 2001). Pumariega and Rothe (2010) hypothe-
sized that this might be due to the high cognitive demands and needs for
adjustment, obtaining economic security, potential language acquisition or
mastery, and acculturation.

Mental Health Concern and Culture Specific Expressions

Most studies examine the effects of premigration trauma on postresettlement
mental health. The relationship between premigration traumas and mental
health post-resettlement is complicated because traumatic experiences
incurred before resettlement likely impact ones’ experiences adjusting and
acculturating. In a meta-analysis of the relationship between premigration
trauma and mental health of refugees resettled in Western countries, 9% of
adults and 11% of children reported symptoms consistent with PTSD. This
rate is about 10 times greater than that of the general population (Fazel et al.,
2005). In studies explicitly measuring traumatic events, as captured by the
Harvard Trauma Questionnaire (Mollica et al., 1992), Somali refugees
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reported experiencing a high number of traumatic events. In Bhui et al.’s
2003 study of Somali refugees in the United Kingdom, more than 50% of
men and women reported experiencing at least one of the following: a short-
age of food, poor health, witnessing a murder, separation from family,
enforced isolation, feeling close to death, and being in a combat situation.
Additionally, 41% of men reported experiencing torture.

Survivors of torture, in particular, are very likely to endorse symptoms of
PTSD. In a 5-year epidemiological study by Jaranson et al. (2004) of Oromo
and Somali refugees resettled in the Minneapolis/St. Paul area, 44% of the
1,134 participants met the criteria for torture exposure. Among the Somali
refugees in this study (N = 622), 25% of Somali men endorsed experiencing
torture and 47% of Somali women. The researchers also caution that the
Somali men in their sample may not be representative of the experiences of
male Somali internally displaced persons or the danger present for Somali
men in general. Somali women, they noted, had a more difficult time fleeing
their country unscathed, leaving them more susceptible to endure additional
forms of trauma, including sexual and gender-based violence (Centers for
Disease Control and Prevention, 2018).

Additionally, culture and gender are significant factors in the reporting of
clinical disorders, a fact not unique to Somali refugees. Ina 2011 study exam-
ining PTSD, depression, and somatic complaints among refugee torture sur-
vivors resettled in Finland, researchers found culture and gender differences
in the reporting of mental health symptoms. Specifically, refugees from
Southern Europe reported higher levels of PTSD symptoms, and refugees
from the Middle East, Central Africa, and Southern Asia reported more
depressive symptoms. In all cultural groups, studies have found that in gen-
eral, women report more symptoms of PTSD and depression. Despite the
differences in mental health symptoms between cultural groups, the reported
number of traumatic experiences was not significantly different between
refugee groups (Schubert & Punamiki, 2011).

Little is known about Somali refugees’ thoughts about mental health and
illness. In a 2013 study (Jorgenson & Nilsson, 2013) with Somali refugees,
mental health was thought of in three distinct categories; one was either psy-
chologically healthy, had buufis (the Somali word for problems or distress),
or waali (the Somali word for “crazy”). These culture-specific understand-
ings of mental health and well-being do not easily translate to diagnostic
criteria used by Western mental health clinicians, potentially decreasing the
validity of diagnoses and diagnostic tools for refugee groups.

Elsass (2001) also examined cultural differences, by comparing collectiv-
ist to individualistic cultures. Participants from individualistic cultures dif-
fered from collectivist cultures in their reporting of avoidance symptoms. In



Jorgenson and Nilsson 203

order to meet PTSD criteria, individuals must report at least three of seven
avoidance symptoms (American Psychiatric Association, 2013). People from
collectivistic cultures may view avoidance as adaptive, whereas people from
individualistic cultures may view it as a problem (Elsass, 2001). Symptoms
of avoidance may possibly relate to depressive symptoms, as indicated by
social withdrawal. Although not recognized as part of the diagnostic criterion
related to avoidance, social withdrawal also emerged as a critical variable
among Vietnamese refugees in the United States (Fawzi et al., 1997). These
results reinforce the importance of considering culture and gender-specific
responses to pre-migration trauma, as well as unique attitudes regarding the
reporting and expression of mental health symptoms.

As the expression of distress and symptoms may be culturally dependent,
researchers have argued that Western diagnostic criteria for psychological dis-
orders may not adequately capture symptoms experienced by refugees (e.g.,
Fawzi et al., 1997; Lee et al., 2010; Miller et al., 2006; Montgomery &
Foldspang, 2006). Barriers to reporting mental health symptoms also include
unfamiliarity with Western mental health concepts and levels of acculturation,
which consequently also function as barriers to receiving mental health ser-
vices or proper diagnosis (e.g., Bhui et al., 2003; de Anstiss & Ziaian, 2010;
Lee et al., 2010; Miller et al., 2006). Using strict diagnostic criteria may lead
to missing individuals who are experiencing significant distress.

Study Purpose and Hypotheses

The purpose of this study was to gain a better understanding of how accultura-
tion may influence Somali refugees’ self-reports of mental health symptoms.
The following hypotheses were tested: (a) number of traumatic experiences
negatively relate to acculturation; (b) higher levels of acculturation associate
with more mental health symptoms; (c) acculturation mediates between num-
ber of traumatic experiences and mental health symptoms; (d) time in the
United States positively correlates with acculturation; (¢) Somali women com-
pared to men present with more mental health symptoms.

Methods
Sample

A total of 80 participants were recruited through two different social service
agencies that provide support services in two mid-size Midwestern cities,
along with community contacts made through connections within these social
service agencies. Participants were eligible if they were at least 18 years of
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age and resettled in the United States as a refugee. The average age category
for participants was between 25 to 34 years old, which made up 33.8% of the
sample (n = 27), and the range included participants in each category, from
18 to 24, to the 70 to 99-year-old category. The sample included more women
than men, with 62.5% identifying as female (» = 50) and 37.5% as male (n
= 30). Overall, there was a wide range of participants, from those resettled in
the United States for less than one year to one participant who lived in the
United States for more than 20 years. The majority of participants were
employed, 57.5% (n = 46), and had received partial college education or
completed a college degree, 36.3% (n = 29). The second largest group had
received no formal education, 28.8% (n = 23), and the remaining sample
received some primary school, up to completing secondary school.

The sample (N = 80), was less than the 100150 minimum size suggested
by Tabachnick and Fidell (2013) for structural equation modeling (SEM).
Although the final sample size was smaller than standard SEM guidelines,
we decided to proceed assuming there was adequate model fit in the path
models. With regard to power, we were likely to err on the side of not detect-
ing a true effect or relationship when one exists, rather than erroneously iden-
tifying an effect. In general, we were pleased with the size relative to the
challenges of recruiting refugee populations.

Measures

Premigration traumatic experiences were measured using the Comprehensive
Trauma Inventory-104 (CTI-104; Hollifield et al., 2006). This scale was
developed to specifically assess the traumatic experiences of refugees and to
improve upon the limited number of scales used for this purpose (e.g.,
Harvard Trauma Questionnaire; Mollica et al., 1992). The instructions
directed the participants to examine the list of events that happen to people
during war. Participants ranked scale items using a 5-point Likert-type sever-
ity scale from 0 (did not happen) to 4 (extreme fear or threat). The scale is
scored by a sum of the number of events or a sum of the 5-point severity
scores. The authors suggest that if time is of concern, people may instead
mark “no, did not happen to me” or “yes, did happen to me.” In their initial
validation sample with Kurdish and Vietnamese refugees, the severity score
difference did not contribute a richer understanding of the impact of these
events beyond what is achieved using a dichotomous scoring procedure. The
authors hypothesized that the lack of effects of the severity scores was
because the traumatic events were already severe, rendering the rating scale
less meaningful (Hollifield et al., 2006). In the present study, the scale was
scored using dichotomous values in order to reduce time and difficulty for the
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participants. Some participants were also rating events many years after the
fact and thus severity ratings might be subject to more errors related to mem-
ory recall.

The CTI-104 has demonstrated good to excellent construct validity
(Hollifield et al., 2006). The measure significantly correlated with symptoms
of anxiety, PTSD, depression, impairment, and coping. Additionally, the CTI-
104 significantly correlated to the Post Traumatic Symptom Scale Self-Report
(PSS-SR; = .50), the Hopkins Symptom Checklist Anxiety score (r = .48),
and the Hopkins Symptom Checklist Depression score (» = .47; Hollifield
etal., 2006). It also was strongly correlated (» = .65) with the Harvard Trauma
Questionnaire (HTQ; Mollica et al., 1992), a measure used frequently to
assess trauma among refugee populations (Rasmussen et al., 2015). The CTI-
104 has not been validated with Somali refugees.

In the present study, participants endorsed a mean of 33 (SD = 20.33)
traumatic experiences. The most commonly endorsed traumatic experiences
are in Table 1. To demonstrate the severity of traumas experienced, those
items endorsed by 40% or more were included. Cronbach’s alpha coefficients
in this study ranged from .67 to .93 on the individual subscales with an over-
all alpha of .97, indicating excellent reliability. The total scale score of the
CTI-104 was used in the present study.

Mental health symptoms were measured with the Hopkins Symptom
Checklist-25 (HSCL-25; Derogatis et al., 1974). The HSCL-25 is derived
from a more extended version, 90-item version, developed initially by Parloff
et al. (1954). The HSCL-25 consists of two subscales, a Depression and an
Anxiety subscale. The total score is accepted as a global measure of mental
health symptoms or distress.

The HSCL was developed for psychotherapy patients as a way of measur-
ing change (Parloff et al., 1954). However, it has been used frequently with
refugee populations and torture survivors, and subsequently has been trans-
lated into a variety of languages (e.g., Kleijn et al., 2001; Lhewa, et al., 2007,
Mollica et al., 1987). This scale has been translated into Somali (Gerritsen
et al., 2000) and validated with Somali refugee populations (Onyut et al.,
2009). In the present study, the mean score on the total scale was 51.17 (SD =
20.2; range of 25-100). The average Cronbach’s alpha for the total scale was
.97, indicating excellent reliability.

To determine whether the Depression and Anxiety subscales could be used
separately or as a combined score for negative mental health symptoms, a
principal component analysis with an oblique rotation (Oblimin with Kaiser
normalization) was conducted. The results showed a 2-factor solution,
accounting for 67.73% of the variance. Rotated factor loadings showed sev-
eral cross-loadings between the two subscales. The first factor loading
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Table 1. Traumatic Experiences Endorsed Above 40%

Items endorsed > 40% n (%)
I. Heard about mass killings and people being put in 64 (80.0)
mass graves
2. Fleeing or hiding from soldiers or enemies 57 (71.3)
3. Having your home, business or important personal 57 (71.3)
property confiscated
4. Having to flee from your home or community because 56 (70.0)
of danger
5. Seeing injured or dead animals 56 (70.0)
6. Having very little food, water, or clothing because of 56 (70.0)
poverty or discrimination
7. Having to live in poor conditions (fleeing, in 55 (68.8)
mountains, poor shelter, and hygiene)
8. Having to flee from your home or community because 55 (68.8)
there is no work or because of other discriminations
9. Heard that children or other innocent people were 54 (67.5)
injured or killed
10. Having your home (or important place like school or 54 (67.5)
workplace) severely damaged or destroyed
I'l.  Being threatened with harm or feeling like you are in 54 (67.5)
serious danger
12.  Being in an area of active war combat, but you were 54 (67.5)
not actively participating and were not injured
13. Heard about people being abused by harsh methods 53 (66.3)
14.  Thinking you would not ever be able to leave a 52 (65.0)
refugee camp
15.  Seeing injury or death of many people at once, or 51 (63.8)
witnessing mass graves
16. Seeing dead bodies or parts of human remains 50 (62.3)
17.  Having your home, school, or workplace searched or 49 (61.3)
ransacked
18. Feeling afraid that you will be sent back to your 49 (61.3)
country from a refugee camp
19. Helping ill or wounded people (includes refugees) 47 (58.8)
20. Having to lie to protect yourself to others (includes 46 (57.5)
signing official statement to protect yourself or others)
21. Watching other people die 41 (51.3)
22. Separated from family members during fleeing or 41 (51.3)
migration
23. Raising your children by yourself 40 (50.0)
24. Being forced to stop work or schooling 39 (48.8)

(continued)
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Table 1. (continued)

Items endorsed > 40% n (%)

25. Seeing others being killed 38 (47.5)

26. Death of friends due to war 37 (46.3)

27. Seeing other people get seriously injured or ill because 37 (46.3)
of war

28. Having bombs or gunfire go off in “safe” areas (like 36 (45.0)
evacuation areas)

29. Living in the middle of war, and being forced into dual 35 (43.8)
loyalties to survive

30. Death of a family member besides a young baby due 34 (42.5)
to war

Note. Items endorsed in the Comprehensive Trauma Inventory-104.

included five out of 10 items from the Anxiety subscale and 13 out of 15 from
the Depression subscale. Based on the results and visual assessment of the
scree plot and the nature of the cross-loadings, the combined total scale score
was determined appropriate versus the subscale scores.

Acculturation was measured using an adapted version of the Abbreviated
Multidimensional Acculturation Scale (AMAS-ZABB; Zea et al., 2003).
This scale consists of 42 items, with six subscales, and responses are rated
using a 4-point Likert-type scale ranging from 1 (strongly disagree) to 4
(strongly agree) on the cultural identity subscales and from 1 (not at all) to 4
(extremely well) for the language and cultural competence subscales.

In this study, the following subscales of the AMAS-ZABB were used,
American Cultural Identity, English Language Competency, and American
Cultural Competency. The American Cultural Identity subscale has six items
querying how one thinks about themselves as an American, the sense of pride
one feels, and the importance of being American. The English Language
Competency subscale has nine items about how well one speaks and under-
stands English in varying contexts (e.g., school, work, on the phone). The
American Cultural Competency subscale includes six items about how well
one knows elements of American culture, such as popular TV shows, maga-
zines, and American history. The AMAS-ZABB also assesses enculturation.
In this study, these other subscales would have assessed Somali Cultural
Identity, Somali Language Competency, and Somali Cultural Competency.
To reduce the number of items included in the overall questionnaire, we omit-
ted these subscales. In the present study, the mean score on the total scale was
56.24 (SD = 14.01; range = 22-84). Cronbach’s alpha coefficients in this
study ranged from .95 to .97 on the individual subscales with an alpha of .92
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for the total scale, indicating excellent reliability. The total score and each
subscale score was used in the present study. A principal component analysis
with an oblique rotation (Oblimin with Kaiser normalization) was conducted
in order to confirm that the use of individual subscales in addition to the total
scale score was appropriate for this sample. The results showed a 3-factor
solution, accounting for 83.89% of the variance, provided further evidence of
internal consistency, and justified the use of both the total scale score and
individual subscales.

Post-traumatic stress symptoms were measured using the PTSD Symptom
Scale-Self Report (PSS-SR; Foa et al., 1993). This scale is 17 items and may
be scored as (a) continuous, (b) based on severity (ordered), or (c) dichoto-
mous (PTSD vs. no PTSD). In the present study, this scale was scored based
on severity, using a scale with scores ranging from 0 to 3 (0 = not at all; 1 =
once per week; 2 = 2—4 times per week; 3 = 5 or more times per week). There
are three symptom subscales with the following internal consistency values
in the initial validation study: re-experiencing (* = .78), avoidance (« =
.80), and arousal (< = .82). Internal consistency for the total scale score was
excellent in the validation study (> = .91) and in a subsequent study of a
refugee population (< = .95; Hollifield et al., 2006). In the present study,
Cronbach’s alpha was .91 for the total scale, indicating excellent reliability,
and the total score was used for this measure.

Study participants completed a demographic form detailing their age, sex,
time in the United States, education, marital status, number of children, and
employment status. This form was translated into the Somali language and
was also available in English, depending upon preference.

Procedure

This study commenced following institutional review board approval.
Participants were recruited using a snowball technique through refugee reset-
tlement programs and organizations that provide services to refugees. In
studies with hard to reach groups such as refugees and immigrants, the snow-
ball method is commonly used (Birman & Tran, 2008; Ellis et al., 2010). Two
Somali community advocates from these Midwestern cities assisted both
authors significantly throughout the process. The first author, K. C. J., is a
European American female, and the second author, J. E. N., is a European
female with dual Swedish and American citizenship. The survey was admin-
istered in both group and individual formats. All measures were available in
English and Somali languages and an interpreter was provided to assist with
survey completion and ensure informed consent of all participants. The ques-
tionnaire was translated into the Somali language and back translated into
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English to ensure translation accuracy, and a professional translation service
(ALTA Language Services, n.d.) for health and government documents was
used. Two Somali community advocates that assisted with study recruitment
also reviewed the questionnaire for accuracy.

Participants could also take the survey online. Both Somali and English
versions were available via SurveyMonkey. Online participants were
recruited via Facebook and through community members who emailed a sur-
vey link to interested friends and family. The majority of surveys completed
online had an interpreter present. This was due to our Somali community
advocates helping with recruitment and their preference towards the conve-
nience of online format versus paper surveys.

Results
Preliminary Analysis

Table 2 shows the correlations among demographic and study variables. To
determine whether the data was missing completely at random (MCAR),
Little’s MCAR test was conducted. Results showed that > = 4,158.56, p =
1.000, indicating that data statistically satisfied the requirements to be con-
sidered MCAR. To input missing data across the sample, the expectation-
maximization algorithm in SPSS was used.

Ten participants were deleted for excessive missing data (not completing
at least one entire measure or more). One participant was removed for inten-
tionally marking responses without reading. The most commonly skipped
measure was the PSS-SR, the final measure in the questionnaire. A missing
data analysis was conducted for the remaining sample (N = 80), and 1.58%
were missing at an item level. The pattern of data and individual items with
5% or more missing were analyzed. Only on one item, a question on the CTI-
104 was a potential systematic pattern of missing data. Eleven participants
(13.6%) skipped the question, “Heard about people being abused by harsh
methods.” This may indicate some confusion about that item or perhaps the
vagueness of the term “harsh,” compared to other items on this particular
measure.

Prior to cleaning the data for random responding, a chi-square analysis was
also conducted to assess demographic differences between those who took the
questionnaire online (z = 59) and those who took a paper version (n = 32). An
important note is that our community advocates/interpreters assisted at least
half of those that took the questionnaire online. Therefore, mode of survey
delivery was blurred between those online or in-person participants, because a
community advocate assisted many of the online survey takers. Survey
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delivery also blurred the line between those that took the survey in Somali
language and English language. Due to the presence of an interpreter for all
paper surveys and nearly all online questionnaires, we did not assess for demo-
graphic differences. It was impossible to distinguish between those who had
completed the survey independently and those who received assistance. Online
questionnaire takers were more likely to have lived in the United States for less
than five years (66%) compared to paper questionnaire takers who had lived in
the United States for at least five or more years (70%). Online takers were more
likely to be unemployed and looking for work (40.68% vs. 21.88%) or unem-
ployed and not looking for work (18.64% vs. 3.13%). Although the differences
in employment status were statistically significant, the two groups were com-
bined due to the recruitment tactics used.

Path Model

The hypothesized path model was assessed using the maximum likelihood
estimation method with the statistical software program, AMOS 24 (Arbuckle,
2014). The hypothesized model is depicted in Figure 1. Model fit was evalu-
ated by the chi-square (y?) test, comparative fit index (CFI), standardized
root-mean-square-residual (SRMR), the root-mean-square error of approxi-
mation (RMSEA) with a 90% confidence interval (CI), and the Akaike
Information Criterion (AIC) index. According to Kline (2011), models have
a good fit under the following conditions: (a) y* nonsignificant (do not reject
the null hypothesis), (b) CFI greater than .95, (¢) SRMR < .08, (d) RMSEA
= .05 for good, = .08 for adequate, =.10 poor fit, and (e) the lowest AIC
when comparing fit between non-nested models.

Due to the highly correlated subscales of the HSCL-25 and results of the
principal component analysis, the total score was tested in the model for fit,
rather than individual subscales, depicted in Figure 1. Model fit statistics
were x% (3) = 5.94, p = .11, CFI = .92, SRMR = .08, RMSEA = .11, 90%
CI[.00, .24], AIC = 29.94. The fit was fair, as indicated by the nonsignificant
chi-square and the SRMR within the recommended value; however, the CFI
and mixed RMSEA statistics suggest that fit might still be improved or may
be indicative of low power due to the sample size. See Table 3 for unstan-
dardized and standardized path coefficients, variances, and R* values.

Exploratory Modified Path Models Acculturation

After examining significant scale and subscale correlations (see Table 2), we
identified some unique significant relationships for further exploration.
Specifically, American Cultural Identity score was positively correlated with
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Figure |. Modified path model with HSCL-25 total score.

Note. Rectangles are measured variables. Solid lines represent paths that are statistically
significant (p < .05); dashed lines represent nonsignificant paths. Parameter estimates are
reported as standardized.

the Depression and Anxiety scores, English Language Competency score
was positively correlated with the Depression and Anxiety scores, and the
American Cultural Competence score was negatively correlated with both
the Depression and Anxiety scores. Another interesting finding was time in
the United States and American Cultural Identity score negatively was cor-
related. Therefore, we tested the AMAS-21 subscales in the model to exam-
ine the relationship to mental health symptoms (with HSCL-21 total score
and the PSS).

Exploratory Model A. The acculturation scale measured in Model A was the
American Cultural Identity subscale. Fit statistics for this model were >
(3) = 6.06, p = .11, CFI = .91, SRMR = .08, RMSEA = .11, 90% CI
[.00, .24], AIC = 30.06. The fit indices gave fair results. The nonsignifi-
cant chi-square, the relatively small AIC, suggests adequate fit, although
the RMSEA was mediocre. See Table 4 for unstandardized and standard-
ized path coefficients, variances, and R? values.

Exploratory Model B. A second exploratory path model was tested for model fit
with the second acculturation subscale, English Language Competency. Fit
statistics for this model were 2 (3) = 4.00, p = .26, CFI = .98, SRMR =.07,
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RMSEA = .06, 90% CI [.00, .21], AIC = 28.00. The fit indices indicate the
best overall model fit of all the models explored. The nonsignificant chi-
square, the relatively small AIC, the CFI above .95, the SRMR below .08,
and the RMSEA fit within the 90% CI suggest an overall great model fit. See
Table 5 for unstandardized and standardized path coefficients, variances, and
R? values.

Exploratory Model C. A final exploratory path model was tested for model fit
with the third acculturation subscale, American Cultural Competency. Fit sta-
tistics for this model were y2 (3) = 7.21, p = .07, CFI = .97, SRMR = .08,
RMSEA = .13, 90% CI [.00, .26], AIC = 31.21. The fit indices give overall
adequate results. The nonsignificant chi-square, the relatively small AIC, the
CFI above .95, the SRMR at .08, suggest adequate model fit, although the
RMSEA is mediocre. See Table 6 for unstandardized and standardized path
coefficients, variances, and R? values.

Main Analyses

Hypotheses | and 2

Results showed that traumatic experiences do not significantly predict accul-
turation (f = .16, p =.10). However, 19% of the variance in acculturation in the
model can be accounted for by traumatic experiences and time in the United
States. Results also indicated that greater acculturation was significantly asso-
ciated with less depression and anxiety (f = -.24, p = .02), but did not signifi-
cantly correlate with symptoms of PTSD (B = .03, p =.71). Traumatic
experiences, acculturation, and time in the United States explained 24% of the
variance in depression and anxiety, as measured by the HSCL-25 total score.

Hypothesis 3

Hypotheses 1 and 2 respectively were tested to provide the basis to test accul-
turation as a mediator between traumatic experiences, symptoms of PTSD,
depression, and anxiety. Specifically, we hypothesized that as acculturation
level increased, symptoms of PTSD, depression, and anxiety would also
increase. To assess for mediation, the indirect effects between the predictor to
the mediator and the mediator to outcome were compared to the direct effect
of the predictor to the outcome. According to Kline (2011), mediation is
inferred when indirect paths are significant. As stated previously, the direct
effects of traumatic experience to acculturation was nonsignificant and the
direct effects of acculturation to depression, anxiety, and PTSD were only
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significant between acculturation and depression and anxiety. To evaluate the
direct effect of the predictor to the outcome, the standardized path coeffi-
cients from traumatic experiences to PTSD and depression and anxiety were
examined. Results indicated that traumatic experiences significantly pre-
dicted each of these mental health outcomes (PTSD: = .25, p = .04; depres-
sion and anxiety: B = .45, p = .01). Indirect effects were estimated via
bootstrapping with the PROCESS macro (Hayes, 2016). The nonsignificant
indirect effects from the predictor to the mediator and outcomes indicated
that acculturation, measured by the total scale score, did not serve as a media-
tor between traumatic experiences and mental health outcomes in this study.

Hypothesis 4

Hypothesis 4 predicted a significant positive relationship between time spent
in the United States and acculturation. The results indicated a significant posi-
tive relationship between time since resettlement in the United States and the
acculturation measure (f = .41, p = .01). This provided some support for the
assumption that acculturation is partially a function of time, and that other fac-
tors (presumably English language comfort/acquisition, cultural competency,
and cultural identity) play a significant role in one’s ability to acculturate.

Hypothesis 5

Hypothesis 5 predicted a significant negative correlation between gender and
mental health symptoms, indicating that women endorsed more mental health
symptoms. The results indicated a significant negative relationship between
sex and anxiety (» = —.30, p = .01) and depression (» = —.42, p = .00). There
was not a significant relationship between sex and PTSD (» = —.17, p = .13).

Post Hoc Analyses

To gain a more indepth understanding of the role of acculturation, trauma,
and mental health symptoms, we examined the different dimensions of accul-
turation separately.

American Cultural Identity

Traumatic experiences did not significantly predict American Cultural
Identity (B = .07, p = .52). However, level of American cultural identity did
significantly predict both depression and anxiety (B = .335, p = .01) but not
PTSD (B = —.168, p = .15). Additionally, results indicated that 6.4% of the
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variance in American cultural identity can be explained by traumatic experi-
ences and time in the United States, 28.2% of the variance in depression and
anxiety (HSCL-25 total score) can be explained by traumatic events, time in
United States, and American cultural identity combined. Lastly, 8.5% of the
variance in PTSD can be explained by traumatic experiences, American cul-
tural identity, and time in the United States.

English Language Competency

Traumatic experiences did not significantly predict English language compe-
tency (B = .07, p = .47), although English language competency did signifi-
cantly predict depression and anxiety (B = —.39, p = .01). English language
competency did not significantly predict PTSD (B = .12, p = .30). Since the
path from traumatic experiences to English language competency was also
nonsignificant, we ruled this out as a potential mediator. In this model, 25.0%
of the variance in English language competency was explained by traumatic
experiences and time in the United States and 31% of the variance in depres-
sion and anxiety (HSCL-25 combined score) was explained by the previous
predictors (traumatic experiences, time in the United States, and English lan-
guage competency). Similarly, previous predictors in the model (traumatic
experiences, time in the United States, and English language competency)
explained 8.0% of the variance in PTSD symptoms.

American Cultural Competency

Traumatic experiences did significantly predict American cultural compe-
tency (B = .23, p = .02) and American cultural competency significantly
predicted depression and anxiety (f = —.30 p =.01), though not PTSD (f =
.07, p = .58). Traumatic experiences also significantly predicted depression
and anxiety (B = .47, p = .01) and the direct path from traumatic experiences
to PTSD was nearly significant (f = .24, p =.06). These results indicate that
American cultural competency partially mediated the relationship between
traumatic experiences and depression and anxiety, as measured by the HSCL-
21. American cultural competency explained 27.8% of the variance in the
model, depression and anxiety explained 24.5%, and PTSD explained 6.4%
of the variance, as indicated by squared multiple correlations.

Discussion

This study examined the role of acculturation in the relationship between
traumatic experiences and mental health symptoms (PTSD, depression, and
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anxiety). The results partially supported hypothesis 3, the role of accultura-
tion as a mediator, and were further expanded upon in the post hoc analyses.
When acculturation was used as a total score measure, it did not significantly
mediate the relationship between traumatic experiences and mental health
symptoms measured by the combined scores of Depression and Anxiety or
PTSD. Individually, however, both traumatic experiences and degree of
acculturation predicted depression and anxiety. Although acculturation as a
global measure did not mediate the relationship between traumatic experi-
ences and depression and anxiety, the results echo that of previous research
on the dose-response nature of how trauma predicts poor mental health out-
comes (Schweitzer et al., 2011).

As a global measure, the findings indicate that the more acculturated the
participants were, the less likely they were to experience depression and
anxiety. Acculturation as separated by dimensions, however, painted a
slightly different picture of the acculturation process for Somali refugees
and the expression of mental health symptoms. First, acculturation, as mea-
sured by American Cultural Competency, partially mediated the relationship
between traumatic experiences and depression and anxiety, meaning that as
the individual begins to understand American culture and history, they report
less depression and anxiety. Also important to note, is that time in the United
States positively correlated with American cultural competency, suggesting
that the longer people have lived in the United States, the more knowledge-
able they felt about American culture, including American history, television
shows, and political leaders. Particularly for Somalis who had received no or
little formal education prior to resettlement, learning about political leaders
and American history would be needed to assist them in their acculturation
process.

English language competency, measured by how well one speaks and
understands English in different contexts (i.e., on the phone, with strangers,
at school or work), was not predicted by traumatic experiences. It may be the
number of trauma experiences per se does not impact the ability to learn a
second language, but that resources, both cognitive and those related to
access (such as money, a school or community center, instructors, and trans-
portation), have a greater impact on learning and practicing a new language.
English language competency was also related to fewer symptoms of depres-
sion and anxiety, which is in line with previous findings (Porter & Haslam,
2005). To help explain why this may be the case, time in the United States
was again positively predictive of the acculturation dimension, English lan-
guage competency, meaning that those who indicated higher English compe-
tency had lived in the United States for a more extended period of time. Time
can be a good indicator for opportunities to practice and access English
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language learning resources, resulting in better English speaking and listen-
ing abilities.

American cultural identity, measured by items about how one thinks and
feels related to being American and part of the U.S. culture, was not predicted
by amount of traumatic experiences. Curiously, time lived in the United
States negatively predicted American cultural identity, suggesting that the
participants may initially have felt more American earlier in the resettlement
process as compared to those who had lived in the Unites States for a longer
time. This finding is of particular interest as it may suggest that specific post-
migration experiences such as experiences with discrimination or harass-
ment, education, employment, and community (whether one is resettled near
a sizeable Somali community or in an area with fewer Somalis) negatively
impact one’s sense of being American. As acculturative stress potentially
increases, it does not only affect mental health (Ying & Han, 2007) but also
decreases a sense of belonging to the United States. Furthermore, participants
who reported greater American cultural identity also reported more depres-
sion and anxiety. At first glance, this would lend some support to our initial
hypotheses that as acculturation increased mental health symptoms would
increase. However, given our results in how the various acculturation dimen-
sions bear out differently for those who have lived in the United States a
longer time, with varying degrees of trauma, we recommend a cautious inter-
pretation. Since those who are newer to the United States likely have not
acculturated in other meaningful ways (such as a broader understanding of
history, politics, or media, and perhaps communicating in English), this find-
ing may indicate that American cultural identity was not representative of
acculturation as a more global, multi-dimensional construct. Rather, American
cultural identity could be more reflective of an initial sense of excitement and
hope via resettlement and the idealized notion of “The American Dream.”

Interestingly, PTSD did not relate to acculturation in any of the tested
models, nor did it relate to depression or anxiety. Yet number of traumatic
events predicted PTSD, although not as strongly as depression and anxiety.
These findings may suggest that neither DSM-IV or DSM-5 diagnostic crite-
ria, as measured by items in the PSS-17, provide an adequate fit for Somalis
who have experienced trauma and otherwise report symptoms related to
depression and anxiety, nor is it a good measure of PTSD for Somali refu-
gees. Other collectivist, cross-cultural comparisons (Elsass, 2001; Norris &
Aroian, 2007) highlight avoidance as active coping, making PTSD diagnosis
less likely because such symptoms of avoidance would go unreported, as the
individual may not view them as problematic or particularly noteworthy.
Although this cross-cultural PTSD research was not with Somali refugees,
collectivist values are likely applicable to Somali refugees. More research is
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needed to discern potential culture-specific differences in symptom presenta-
tion that otherwise reflect what clinicians view as PTSD but do not currently
fit diagnostic criteria.

As an additional proxy measure for acculturation, we examined whether
time spent in the United States served as a significant predictor. In our study,
those who lived in the United States for a shorter period reported feeling more
American or had higher scores on the American Cultural Identity subscale. It
may be that many refugees reported significant pride in their new identity as
an American immediately following resettlement. It is possible this sense of
pride and identity diminishes over time, as the realities of finding employ-
ment, learning a new language and culture, and working through previous
trauma set in. Combined with the real experiences of discrimination that are
more prevalently experienced by Somali refugees in the United States, and are
echoed across other research (e.g. Abdi, 2011; Ellis et al., 2010; Young, 2019),
it seems reasonable to expect that American Cultural Identity might diminish,
especially for those who reported high levels near their initial arrival.

Finally, as hypothesized, Somali women reported more symptoms of
depression and anxiety than Somali men. These findings are on par with a
2011 study (Schubert & Punaméki, 2011) of Somali refugees resettled in
Finland, with women reporting more depressive symptoms, although not
PTSD symptoms. Another similarity between the two studies is that the trau-
matic events experienced were not significantly different between men and
women. Notably, there was no difference between men and women in terms
of number of traumatic experiences and PTSD scores.

Limitations

There are many barriers to conducting research with refugee populations.
These barriers include, but are not limited to, the validation of measures and
translations, availability of an interpreter, access to communities, trust as a
researcher within these populations, literacy rates, familiarity with surveys—
specifically Likert-type ratings—and time. It took participants between 40 to
90 min to complete the study, with data collected over a span of 5 months. All
in-person administrations required an interpreter and this was true for many
who took the survey online. The unique nature of our snowball sampling
made it impossible to compare preference for survey format (online or paper
in-person). Although this helped increase sample size, it is a noteworthy limi-
tation in understanding how survey format relates to acculturation and/or lan-
guage preference. Participants had questions about wording, the meaning of
items, and mentioned a few times that they found the items difficult to answer
because they brought back unsettling memories.
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Additionally, the sample size was lower than the minimum for path analy-
sis recommended by Kline (2011). During data collection, we quickly real-
ized that obtaining a sample of at least 200 people without significantly more
resources and cooperation with other partner organizations would be impos-
sible. These aforementioned barriers made obtaining a large sample size chal-
lenging, although this challenge is consistent with research on refugee
populations more generally. With such difficulties obtaining an adequately
large sample size, researchers are less likely to detect a true effect using SEM.
Future researchers considering hypotheses that would utilize a path analysis
should collaborate across multiple cities, teams, and/or universities when
possible to expand their recruitment and engagement power.

Another limitation of this study was the difference between measures in
response formats. Each of the measures evaluating mental health symptoms
and acculturation used different question stems and rating scales, and this
may have influenced responses. For example, on the HSCL-25, participants
rated symptoms during the past month and answered 25 concise phrases or
words about possible symptoms related to anxiety and depression. On the
AMAS-21, participants again responded to a short sentence or a few words
about their acculturation, but with two different rating scales. One rating
scale measured agreement with American Cultural Identity, while another
rating scale measured English ability and American Cultural Competency in
terms of mastery. Lastly, the PSS-SR-17 scale evaluates symptoms of PTSD
within the last 2 weeks and participants must respond to complete sentences
that at face value seem more challenging compared to the other measures.
Compared to the other measures, the PSS-SR-17 was the most difficult to
understand for participants. Additionally, the difference in the response scales
between measures may have caused confusion and led to under-reporting of
symptoms, particularly towards the end of the survey. Future researchers may
consider this limitation and attempt to streamline their measures to make
them simpler to understand and standardize the response scales. It may have
added to the study to incorporate a measure to assess somatic symptoms,
which may have provided a noteworthy dimension of symptoms compared to
using both the HSCL-21 and the PSS-SR-17 and may have been easier to
understand.

Implications for Research, Practice, Advocacy, and Education/
Training
The findings of this study highlight many questions for future research. The

process of acculturation and its multi-dimensions should be examined in fur-
ther detail, particularly since the results of this study indicate that the process
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is complex for Somali refugees. It would be useful to understand acculturation
and mental health through a longitudinal approach. Although challenging in
nature, a longitudinal study would provide a more precise look at the accul-
turation process for a unique but large refugee group in the United States.

The impact of variables related to acculturative stress needs to be studied
in more detail. Specific variables such as language, employment, experiences
with discrimination and/or harassment, whether one lives in or near a large
Somali community, and access to resources that provide support and/or buf-
fer the challenges inherent to adjustment would be important to tease out and
examine for potential unique effects on the acculturation process. Each of the
acculturation dimensions measured in this study related uniquely with the
main variables of interest: depression and anxiety, traumatic experiences, and
time lived in the United States. Additional research should involve going
beyond the scope of mental health diagnoses contained within the DSM-5 to
examine the effect of discrimination over time as it relates to other variables,
such as health care access, social support, health care beliefs, mental health
literacy, and resilience.

During the data collection process from September 2016 to January 2017,
many Somalis voiced a change in how welcome they felt in the United States.
They cited subtle, but perceptible shifts in behavior by other Americans
towards them. Those who had lived in the United States for several years and
new arrivals both made statements indicating discomfort. Specifically, some
participants noted an increase in comments made about their head coverings
(if female), about not belonging in the United States (and comments suggest-
ing they should leave), and a general fear about what is to come. These com-
ments increased somewhat following the U.S. presidential election in
November 2016, which occurred about halfway through data collection.
However, participants also noted an increase in such outward comments and
feelings of discomfort before the election. Participants indicated initial appre-
hension to participate in our research given these experiences and general dis-
trust, although they did participate due to their relationship with the researcher
and/or interpreter and after learning about the study rationale. Therefore, the
effect of history is a significant limitation and consideration in contemporary
research with refugees. Qualitative research on the aforementioned experi-
ences of apprehension, a decreased sense of belonging, changes felt in a politi-
cal climate regarding refugee resettlement, prejudicial attitudes towards
Muslims or those perceived to be Muslim, and a more general reflection on
acculturation over time would be fruitful, providing additional research ques-
tions to examine quantitatively. Researchers may also examine the construct
of racial battle fatigue, a concept originating from the specific psychosocial
stress response from the experience of being a member of a racially oppressed
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group on a historically White college campus (e.g., Franklin et al., 2014; W. A.
Smith, 2004). This construct may be useful in application with refugees to
analyze the effects of perceived discrimination, psychosocial stress, and the
relationship with acculturation. In this vein, research should inform advocacy
initiatives on behalf of those who have no choice but to relocate to a place
where they will undoubtedly encounter hostile attitudes and policies.

A limitation of our study was the use of Western instruments with Somali
refugees. Critics of the bio-medical model, mainly when applied to cross-
cultural groups, may take issue with applying diagnoses or using assessments
with refugee groups when such diagnoses and assessments have not been
thoroughly tested and validated with a specific refugee population. However,
this criticism highlights an ethical dilemma for refugee service providers in
that mental health professionals must identify mental health problems within
the context of diagnostic categories via informal and formal assessments to
garnish resources and support for refugees (Watters, 2001). Such criteria and
diagnoses are most often necessary for reimbursement of services and
employed to monitor clinical progress. Therefore, without such tools and
standards, refugees may not be screened for mental health services or deemed
ineligible for service reimbursement. Future research should focus on vali-
dating and improving these tools, while advocacy initiatives could free up
funding that would allow holistic, culturally responsive treatments that are
untied to diagnoses. Regardless of the tools used, training should focus on
culture-specific mental health symptom response patterns, so that clinicians
may adequately evaluate and provide services to refugee clients.

This study builds upon existing research in the area of refugee mental
health following resettlement and paints a broader picture of the types of
familiar trauma for Somali refugees. Mental health professionals are served
by a better understanding of the experiences Somali refugees may encounter
before resettlement and, in turn, should tailor services to meet their unique
needs. This study expands on what is known about the process of accultura-
tion specific to Somali refugees. The multi-dimensional model of accultura-
tion has not previously been used with Somali refugees and revealed a process
that is potentially influenced by experiences related to acculturative stress,
time in the United States, and premigration trauma.

We also highlighted the significant number of traumatic experiences of
Somali refugees. More than half of the participants endorsed items such as
“being threatened with harm or feeling like you are in serious danger,” “see-
ing dead bodies or parts of human remains,” and “separated from family
members during fleeing or migration.” With additional research, we may
learn whether one of these experiences is more salient as a predictor for dis-
tress or dysfunction. For example, future research may examine potential
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differences in mental health symptoms depending on whether individuals
experienced trauma directly or vicariously. In the present study, we did not
distinguish between direct traumatic experiences such as “seeing others being
killed” (n = 34) or vicarious traumatic experiences such as “heard about mass
killings and people being put in mass graves” (n = 68).

Understanding symptoms as related to a specific trauma, or several trau-
mas, as in the case with this population, is essential to determine the appropri-
ate treatment. Broadly, communication with other professionals, in terms of
symptoms of diagnoses, is vital for purposes such as prescribing medications,
making educational accommodations, billing for services, and determining
eligibility for specific programming. Clinicians, clinical supervisors, advo-
cates, and researchers’ alike benefit from additional context of the specific
traumatic experiences of Somali refugees when conducting assessments,
writing treatment plans, writing policy, developing measures and curriculum,
and interpreting research results. Likewise, community stakeholders also
benefit from training on mental health literacy, as their role is vital in facili-
tating access of crucial resources to refugee communities.

Conclusion

It is evident that more research is required to delineate the process of accul-
turation for Somali refugees. Their experience in the United States is unique,
with people resettled over 30 years ago and new arrivals ongoing. This his-
tory creates rich cultural enclaves that lend additional social support, but may
also make Somalis a target for discrimination and scapegoating, particularly
in light of recent policy and political shifts under the Trump administration.
The resettlement process itself is often traumatic, and Somalis have experi-
enced significant traumas both before and in refugee camps. It is imperative
that we make good on our promise to refugees in resettlement—who come to
the United States seeking healthy, safe, and secure futures—as a partnering
country with the UNHCR. As counseling psychologists, wrapped in our iden-
tity are the tenets of social justice, diversity, and advocacy, all of which are
central to addressing the complex needs of refugees worldwide.
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