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Black Americans are at lower risk than White
Americans for common mental disorders, such
as anxiety and mood disorders, and substance
use.1 Evidence is less clear that there are
differences for rates of psychological distress or
depressive symptoms,2 with some research
indicating that Black Americans may fare
worse on these measures,3,4 and other studies
showing that they may do better.5 Recent
research examined diversity within the Black
American population and highlighted impor-
tant differences in mental health outcomes by
nativity.5 For example, Williams et al.,6 using
data from the National Survey of American
Life, found that Caribbean-born Black males
had higher risk of 12-month psychiatric disor-
ders than did US-born Black men, whereas the
opposite pattern held for women. The study by
Williams7 in 1986 described the historical de-
velopment of epidemiological studies of mental
illness in this population. Using data from the
National Institute of Mental Health Epidemio-
logical Catchment Area study, he concluded that
there was a paucity of studies that documented
the variation in mental illness among Black
Americans of different backgrounds.7

These studies illustrated the need for research
to differentiate between the experiences of
US-born and foreign-born Black individuals. To
date, no large studies have focused exclusively
on immigrants from Africa, who made up about
4% of the total foreign-born population and
49% of the foreign-born Black population in the
United States in 2010.8 This study provided an
opportunity to examine mental health among
Somalia-born Black adults compared with
US-born Black andWhite adults. Data were from
a representative sample of adults enrolled in
public health care programs in Minnesota,
thereby focusing on primarily low-income adults.

Studies generally found that foreign-born
adults had lower rates of mental illness and

psychological distress than US-born adults.5,9

One explanation was that having strong social
ties and a strong sense of belonging to a par-
ticular ethnic group might protect against
mental illness.10 An alternative explanation was
that healthy people were more likely to take on
the challenge of immigrating (the “healthy
migrant” effect).11

Although most research on the healthy
immigrant paradox has focused on Hispanic or
Latino populations, important differences exist
between such populations and the Somalia-
born population. Most Somalia-born individ-
uals immigrated in the midst of civil war. In
their study of Somali and Oromo (Ethiopian)
immigrants to the United States, Jaranson
et al.12 found that 25% to 69% had experi-
enced torture before immigrating. Because
exposure to conflict leads to vulnerability to-
ward mental health problems, Somalia-born
individuals might be expected to report worse
mental health than their US-born counterparts.

Specifically, exposure to trauma and stress that
accompany leaving conflict zones could be
expected to predict higher rates of posttrau-
matic stress disorder and depression. Many
refugee populations do exhibit higher rates of
such disorders.12,13

Some studies indicated that foreign-born
Black immigrants had better mental and phys-
ical health than their US-born counterparts.14,15

Furthermore, foreign-born Black adults dem-
onstrated lower rates of chronic disease16 and
fewer risk factors than US-born Black adults.17

However, these studies largely focused on
Caribbean-born Black immigrants and not their
Somalia-born counterparts, who might have
markedly different immigration experiences.
Additionally, these populations might hold
different attitudes toward mental illness and
have different experiences within the health
care arena. To better understand differences
between groups, we investigated the role of
stigma, discrimination, and symptomatology.

Objectives. We examined differences in self-reported mental health (SRMH)

between US-born and Somalia-born Black Americans compared with White

Americans.We tested howSRMHwas affected by stigma toward seeing amental

health provider, discrimination in the health care setting, or symptoms of

depression.

Methods. Data were from a 2008 survey of adults in Minnesota and were

limited to US-born and Somalia-born Black and White Americans (n =

938).

Results. Somalia-born adults were more likely to report better SRMH than

either US-born Black or White Americans. They also reported lower levels of

discrimination (18.6%) than US-born Black Americans (33.4%), higher levels of

stigma (23.6% vs 4.7%), and lower levels of depressive symptoms (9.1% vs

31.6%). Controlling for stigma, discrimination, and symptomatology, Somalia-

born Black Americans reported better SRMH than White and Black Americans

(odds ratio = 4.76).

Conclusions. Mental health programming and health care providers who

focus on Black Americans’ mental health might be missing important sources of

heterogeneity. It is essential to consider the role of race and ethnicity, but also of

nativity, in mental health policy and programming. (Am J Public Health. 2013;

103:861–867. doi:10.2105/AJPH.2012.301184)
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Stigma can lead to understated self-reports
of mental illness and might prevent people with
mental illness from seeking, engaging in, or
following through with treatment.18,19 Previous
work suggested that Black Americans in the
United States hold less stigmatized attitudes
toward mental health care than do White
Americans,20 but research has not explored
this issue in as much depth in the immigrant
population. Qualitative research suggested that
some Somali immigrants might be reluctant to
admit to mental health problems and might
experience shame, guilt, or even suicidal idea-
tion in response to experiencing mental ill-
ness.21 Such stigma and reticence to admit to
mental illness might manifest itself as embar-
rassment to see a mental health provider.22

Although the mental health of Somalia-born
individuals might be closely tied to immigration
and acculturation, US-born Black adults face
prolonged exposure to racism that negatively
affects mental health.23 The link between
discrimination toward US-born Black Ameri-
cans and physical and mental health outcomes
has been well documented,24 including myriad
studies that documented the association be-
tween self-reports of discrimination and mental
health.25 Yet, there is a paucity of research that
has sought to understand the role that dis-
crimination plays in the mental health of
foreign-born Black immigrants.23

International studies suggested that African
immigrant populations outside of the United
States experience social exclusion, which might
contribute to poor mental health. Although UK
and US ethnic minority groups have different
cultural and social contexts and histories of
migration, they share experiences of social ex-
clusion that can potentially contribute to mental
disorders. There are also similarities in the
pattern of interaction and experiences of mental
health services by ethnic minority groups in the
United Kingdom and the United States.26---28

For example, the existence of inequalities in
diagnosis and treatment of Afro-Caribbeans in
the United Kingdom is well-established. Studies
found that perceptions of discriminatory treat-
ment by health services deterred Afro-
Caribbeans from accessing such services.29,30

In the United States, there is evidence that
foreign-born Black adults report experiencing
less discrimination than their counterparts
born in the United States. A 2009 study, for

example, found that of pregnant US-born and
foreign-born Black Americans, the US-born
cohort was significantly more likely to report
experiencing racial discrimination.31 In addi-
tion to discrimination and racism generally, it is
important to understand the role of unfair
treatment within the health care setting. If
individuals do not feel that they are given fair
treatment, it may lead to reticence to seek help
or follow treatment recommendations.

An alternative explanation for differences in
self-reported mental health (SRMH) is that
groups experience different symptoms of mental
illness and that SRMH is an accurate reflection of
mental health status. The Patient Health
Questionnaire-2 (PHQ-2) has proved effective in
detecting mental illness symptomatology in clin-
ical settings32,33 and can be compared with
SRMH to gain a more complete picture of mental
health status. Some research found that despite
experiencing discrimination, Black Americans
demonstrated lower rates of many common
mental illnesses than did White Americans.25

The healthy immigrant paradox found that, de-
spite low socioeconomic and social standing,
some immigrants had better health outcomes
than more advantaged groups.14,15 However,
much of this research focused on this effect
among Hispanic populations.34 Research among
Somalia-born immigrants found that mental ill-
ness was often somaticized, with symptoms of
physical, rather than mental, ailments.21

This article addressed the following research
questions. (1) Do US-born and Somalia-born
Black Americans differ from White Americans
in SRMH? (2) Do stigma, discrimination in
a health care setting, and symptoms of mental
illness explain differences in SRMH? (3) Do
interactions between race or nativity and
stigma, discrimination, and symptomatology
mediate these relationships? Answering these
questions will allow us to develop a richer
understanding of the mental health experiences
of these populations while gaining a better
understanding of how stigma around mental
health and experiences within the health care
system might affect individuals’ perceptions of
their mental health.

METHODS

Data were from a random sample of enroll-
ees in Minnesota Health Care Programs. The

2008 survey focused on health care experi-
ences and barriers to access. Hmong, Somali,
African American, American Indian, and His-
panic individuals were oversampled, and
only 1 person per household was included in
the sample.

Data were collected with a mixed mode
design (mail and telephone). Eligible respon-
dents were first sent a mail survey conducted in
English, with a telephone follow-up of persons
who did not respond to the second mailing
in English, Spanish, Hmong, or Somali as
needed. Twenty-eight percent of Somali re-
spondents completed the survey by mail (n =
82), significantly less than White or US-born
Black respondents (78% and 67%, respec-
tively.) Of those Somalis who responded by
mail, 41% reported having assistance in filling
out the survey. By definition, those who com-
pleted the survey by telephone responded
for themselves, not with assistance from
a friend or relative. The response rate (defined
by the American Association for Public Opin-
ion Research, AAPOR-4) was 44.3%, consis-
tent with response rates for other publicly
insured populations.35

Administrative and some claims data were
available for all eligible respondents, allowing
us to compare nonrespondents with respon-
dents. Respondents were significantly older
and more likely to be female, White, or Asian
than were nonrespondents. They were also
less likely to be Black and American Indian.
There was no difference between respondents
and nonrespondents in the percentage who
spoke Somali. However, nonrespondents were
significantly more likely to list their nationality
as Somali than were respondents (12.5% vs
10.3%). Poststratification weights adjusted for
these differences. There were few differences
in service use associated with mental health.
Rates of outpatient visits with a mental health
diagnosis were similar, as were the percentages
of respondents and nonrespondents who had
a first-listed diagnosis of depression or had
a claim for an antidepressant. Nonrespondents
were more likely to have a first-listed diagnosis
of any mental health problem (International
Classification of Diseases-Ninth Revision36

codes 290---319), although the difference was
substantively small (30.5% vs 28.6%).

Community researchers from the Hispanic,
US-born Black, Somali, Hmong, American
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Indian, and European American communities
partnered with University researchers using
a community-based participatory research
model.37,38 The translation process from English
to Somali was overseen by a community orga-
nization, with the assistance of a paid translator
from the Somali community. Community mem-
bers were involved in rewriting questions that
did not resonate during the pilot, resulting in
improved understanding and increased response
rates from the Somalia-born community.

Measures

Dependent variable. We assessed mental
health with a measure of current self-reported
emotional health. SRMH was significantly as-
sociated with physical and mental health out-
comes. Beyond providing an understanding of
respondents’ acknowledgment of emotional
problems, SRMH was associated with use of
mental health services and predicted physical
decline and mortality.39 Respondents were
asked, “Overall, how would you rate your
emotional health?” with 5 response options,
from “poor” to “excellent” emotional health.
Independent variables. Discrimination in

health care settings was measured with 2
items.40 First, respondents were asked how
often they thought their race, ethnicity, or
nationality caused health care providers to
treat them unfairly on a scale of “never” to
“always.” Second, they were asked if they
experienced discrimination because of their
race or skin color during a health care visit in
the past year. Respondents who answered posi-
tively that they had been treated unfairly or
discriminated against were coded as 1 for the
combined measure and 0 otherwise.

Stigma was assessed using a measure from the
National Comorbidity Surveys.41 Respondents
were asked: “How embarrassed would you be if
your friends knew you were getting professional
help for an emotional problem?” Four response
options ranged from 1 for “not at all embar-
rassed” to 4 for “very embarrassed.” A dichoto-
mous measure was coded as 1 if the respondent
answered, “very embarrassed,” and 0 otherwise.

Symptomatology was measured using the
PHQ-2 screener.33 The items asked respon-
dents how often in the last 2 weeks they were
bothered by (1) having little interest or plea-
sure in doing things, or (2) feeling down,
depressed or hopeless. The original response

categories included “not at all,” “several days,”
“more than half,” and “nearly every day,” and
a summed score of greater than or equal to 3
had excellent specificity and sensitivity for
detecting potential clinical depression.33 How-
ever, pretests indicated that respondents had
difficulty with choosing a response option if
they thought the symptom described just a few,
but not “several days”; consequently, the re-
sponse options were modified to include “not at
all,” “some days,” “several days,” “more than
half the days,” or “nearly every day.” In the
analysis, some days and not at all were

combined to mirror the original response cat-
egories, and a summed score of 3 or greater
was used to indicate a positive depression
screener. To control for comorbidity,42,43

self-rated physical health was included with
depressive symptomatology in themodels (coded
1---5; with 5 representing excellent health).
Controls. Full models included the following

controls: age, gender (1 = female), education
(1 = high school graduate), employment
(employed, unemployed, or not in the labor
force), and being married or in a marriage-like
relationship (vs single, divorced, or widowed).

TABLE 1—Demographic Differences by Race/Ethnicity and Nativity: Minnesota, 2008

Independent Variables Range White, Mean US-Born Black, Mean Somalia-Born Black, Mean

Female 0/1 0.63 0.67 0.67

Age, y 18–89 43.66 43.21 40.11*

US-born 0/1 0.97 1.00 0.00***

Married 0/1 0.40 0.23 0.50***

Employed (1 = full or part-time) 0/1 0.41 0.23 0.30***

Unemployed 0/1 0.15 0.20 0.20***

Not in labor force 0/1 0.44 0.57 0.51***

High school graduate 0/1 0.82 0.67 0.37***

Self-rated physical health (1 = poor) 1–5 3.11 2.95 3.71***

Note. White respondents are the reference category. Statistics calculated using the weighted sample: White (n = 408),
US-born Black (n = 242), and Somalia-born Black (n = 288).
*P < .05; ***P < .001.
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FIGURE 1—Average self-reported mental health score among adult respondents by race/

ethnicity and nativity: Minnesota, 2008.
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Race and ethnicity were measured consis-
tent with Office of Management and Budget
standards,44 with ethnicity (including Latino/
Hispanic, Somali, or Hmong) asked first fol-
lowed by race. Persons could identify as more
than 1 race, and were assigned to 1 racial
category using the Office of Management and
Budget’s “whole assignment, smallest group”
method.44 Where race was missing from the
survey data (in less than 3% of cases), race
from administrative data was used. For the
present study, the sample was limited to adult
respondents (n = 2194) and was further re-
stricted to US-born Black adults (n = 242) and
Somalia-born adults (n = 288), with White
adults as the reference group (n = 408). The
total analytic sample consisted of 938 respon-
dents, which was comparable to or exceeded

the sample size of this population in similar
studies.13,23

Analyses

First, we examined whether the 3 groups
(White, US-born Black, and Somalia-born
Black) differed on the independent variables by
using the Pearson v2 test for significance. Next,
because SRMH was an ordinal variable, we
used ordered logistic regression to obtain odds
ratios of reporting better mental health. We
used a series of nested models to understand
the individual effects of stigma, discrimination,
and symptomatology on SRMH.

Data were weighted to account for the
stratified sampling design and nonresponse to
represent the population of enrollees in Min-
nesota’s public health programs. All estimates

presented were based on the weighted data.
Standard errors were adjusted in the analysis to
account for the complex survey design. After
we removed individuals with missing data
points, the total study sample was 799 partic-
ipants, accounting for a decrease of approxi-
mately 15% of responses over the 5 nested
models.

RESULTS

Table 1 includes descriptive statistics. Nota-
bly, Somalia-born respondents were younger,
more likely to be married, and more likely
to be employed than were their US-born Black
counterparts. However, they were less likely to
have graduated from high school. Overall,
White respondents were the most advantaged
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FIGURE 2—Discrimination, stigma, and symptomatology among adult respondents by race/ethnicity and nativity: Minnesota, 2008.
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in terms of being the most likely to have
graduated high school and to be employed.

As shown in Figure 1, Somalia-born adults
reported significantly better mental health than
did White adults, whereas US-born Black
adults reported worse mental health. The mean
difference between Somalia-born and US-born
Black adults was 1.25 (on a 5-point scale),
which was significant at P< .001.

Figure 2 demonstrates that US-born Black
adults were the most likely and White adults
were the least likely to have experienced
discrimination in a health care setting. Mean-
while, Somalia-born respondents reported
more embarrassment about seeing a mental
health provider than did US-born Black and
White respondents. Nearly 24% of Somalia-
born respondents reported that they would be
“very embarrassed” if their friends knew that
they were seeking health care for a mental
health problem. By contrast, fewer than 5% of
US-born Black respondents reported such
stigma. Finally, US-born Black respondents
were more than twice as likely as White re-
spondents and more than 3 times as likely as

Somalia-born respondents to screen positive
for depression. Differences between US-born
and Somalia-born Black respondents were
statistically significant at P< .001 for all 3
measures.

Results of the ordered logistic regressions
are shown in Table 2. Model 1 included
demographic characteristics as controls. In this
model, US-born Black adults had 34% lower
odds of better SRMH compared with White
adults. Conversely, Somalia-born adults had an
odds ratio of 5.86 for better SRMH. Model 2
added stigma, which was not significantly
associated with SRMH and did not substan-
tially change the coefficients for racial groups.
Model 3 added the composite measure of
discrimination, at which point the odds for
US-born Black adults were no longer signifi-
cant. Subsequent tests for mediation, using the
4-step approach of Baron and Kenny,45 in-
dicated a partial mediating effect of discrimi-
nation on SRMH. The odds of reporting better
mental health for Somalia-born adults
remained highly significant (P< .001) and in-
creased to 6.54. Model 4 added physical health

and depressive symptomatology, both signifi-
cant predictors of SRMH. The odds of reporting
better mental health for Somalia-born adults
remained highly significant, but decreased
slightly. Model 5 included all independent
variables and showed an enduring positive
effect of Somali nativity on SRMH. We also
explored whether the effects of discrimination,
stigma, or symptoms on SRMH varied by
cultural group by adding separate interaction
terms into the regression shown in model 5.
None of these were significant.

DISCUSSION

This study showed the importance of ex-
amining differences by race/ethnicity and na-
tivity status to understand mental health.
Despite a history of experiencing conflict, the
Somalia-born respondents in this study
demonstrated better mental health than
their US-born counterparts. This could be
indicative of a different frame of reference:
after relocating, they might report relatively
better mental health compared with past

TABLE 2—Odds Ratios for Reporting Excellent Emotional Health: Minnesota, 2008

Variable Model 1, OR (95% CI) Model 2, OR (95% CI) Model 3, OR (95% CI) Model 4, OR (95% CI) Model 5, OR (95% CI)

US-born Blacka 0.66* (0.46, 0.95) 0.61* (0.42, 0.89) 0.79 (0.53, 1.16) 0.93 (0.63, 1.38) 1.02 (0.66, 1.55)

Somalia-born Blacka 5.86*** (3.75, 9.15) 5.96*** (3.81, 9.33) 6.54*** (4.10, 10.43) 4.30*** (2.72, 6.80) 4.76*** (2.96, 7.65)

Age 1.00 (0.99, 1.01) 1.00 (0.99, 1.01) 1.00 (0.99, 1.01) 1.01 (1.00, 1.02) 1.01 (1.00, 1.02)

Female 0.91 (0.63, 1.32) 0.88 (0.61, 1.27) 0.87 (0.60, 1.26) 0.81 (0.55, 1.18) 0.75 (0.51, 1.10)

High school graduateb 1.31 (0.88, 1.97) 1.31 (0.88, 1.97) 1.32 (0.88, 1.98) 1.13 (0.74, 1.72) 1.13 (0.73, 1.75)

Unemployedc 0.62 (0.37, 1.05) 0.62 (0.38, 1.03) 0.61 (0.36, 1.02) 0.57* (0.34, 0.94) 0.55* (0.33, 0.91)

Not in labor forcec,d 0.61* (0.40, 0.93) 0.61* (0.40, 0.93) 0.61* (0.40, 0.93) 1.10 (0.71, 1.71) 1.10 (0.71, 1.71)

Married 1.25 (0.86, 1.81) 1.23 (0.85, 1.78) 1.24 (0.86, 1.79) 1.34 (0.91, 1.96) 1.31 (0.90, 1.92)

Embarrassmente 0.86 (0.71, 1.03) 0.87 (0.73, 1.05)

Discriminationf 0.47* (0.25, 0.88) 0.53 (0.28, 1.02)

Physical healthg 2.20*** (1.73, 2.79) 2.25*** (1.77, 2.87)

Depressionh 0.05*** (0.03, 0.11) 0.06*** (0.03, 0.11)

Note. CI = confidence interval; OR = odds ratio; n = 799. Statistics calculated using weighted sample. Interaction terms between race/nativity and embarrassment, race/nativity and discrimination,
and race/nativity and depression were tested for each model. None produced significant results. (Results available upon request.) In preliminary models, we tested the effect of years lived in the
United States on outcomes of interest. Because of collinearity with nativity in multivariate models, these results are not presented here, but are available on request.
aReference category is White.
bCompared with less than a high school education.
cReference category is employed.
dIncludes retired, disabled, and student.
e4 = very embarrassed; 1 = not at all.
f1 = experienced.
g5 = excellent; 1 = poor.
h1 = screened positive on Patient Health Questionnaire-2.
*P < .05; ***P < .001.
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circumstances. Unlike other research,46,47 we
found that US-born Black adults had worse
SRMH than did White adults. Our findings
speak to the heterogeneity within the Black
American population; we focused on a low-
income group. Racial differences in psycholog-
ical distress might be more pronounced among
persons facing socioeconomic disadvantage.48

This study had important limitations. First, our
sample was state-specific, limited to publicly
insured adults in Minnesota. Therefore, caution
should be used in making generalizations to
other contexts. Despite this limitation, this study
was unique in its sample of Somalia-born adults
largely because of its Minnesota context.
A number of studies that examined racial/ethnic
differences in care drew on state-specific Medic-
aid samples, in part because of considerable
variation in the completeness and reliability of
race data across states (e.g., Shields et al.49) Many
studies that examined the role of discrimination
among minority groups also utilized samples
from 1 city or state.13,23,50

Second, caution should be used in interpreting
results, given the 44.3% survey response rate.
However, this rate was not surprising in the
lower-income diverse Medicaid population sam-
ple. Studies showed that Medicaid enrollees often
had lower response rates than those not on
Medicaid.35,51,52 Overall, response rates for
Medicaid and low-income populations varied
widely depending on follow-up efforts, with
examples ranging between 38%47 and 50%.53

In this study, there were few differences between
respondents and nonrespondents in mental
health services use. However, there was a 2
percentage point difference on having a past
claim associated with a mental health diagnosis,
suggesting that the analysis might underrepre-
sent the sickest enrollees, although given the size
of the difference, any bias was modest.

Third, social desirability might have had an
impact on respondents’ answers, especially
for Somalia-born respondents, because of the
high levels of stigma they reported. However,
the majority (72%) of Somali respondents in
our study completed the survey by telephone,
reducing the potential for embarrassment
about reporting low SRMH in a face-to-face
situation or with the help of a friend or relative.
Furthermore, only 12% of all Somali respon-
dents reported having assistance in completing
the survey.

Finally, our measure of discrimination was
limited to health care settings and might not
capture the full experience and associated mental
health consequences of discrimination in a range
of contexts. The measure might especially un-
derestimate the impact of discrimination for
US-born Black adults, who might have experi-
enced a lifetime of discrimination within and
beyond the US health care system.

Despite its limitations, the findings pointed to
important variations within broad racial/ethnic
groups. Somalia-born adults in this study
reported the highest levels of stigma related to
mental health. It was possible that cultural
differences in willingness to admit to emotional
problems during an interview meant that this
population overestimated their mental health
and underreported symptoms of depression.
Although stigma did not appear to be related to
SRMH, we were limited to 1 measure. Further
attention to the meaning and measurement of
stigma in diverse cultural groups is needed.

Understanding the mental health care needs
for Somali immigrants and their US-born
counterparts is an important task. Mental
health programming that targets minority
populations broadly may be missing important
heterogeneity. For mental health programs to
be successful, they must address potential
cultural stigma. Increasing efforts to support
the certification of Somali-trained physicians
and generally increasing diversity in the
medical workforce may foster comfort for
Somalia-born adults who feel embarrassed to
seek mental health help. If Somalia-born adults
are embarrassed about seeing a mental health
provider, it may also be appropriate for pri-
mary care physicians to offer limited services or
for care to be provided in an integrated setting.

These findings had important policy implica-
tions. Despite theoretically having access to care,
publicly insured adults reported different
amounts of unfair treatment and discrimination
in the health care system, depending on race,
ethnicity, and nationality. This was an important
reminder that although the Patient Protection
and Affordable Care Act of 2010 will improve
access to care, there are other factors that
contribute to disparate health outcomes, such as
unfair treatment and discrimination. Attention
must also be paid to persisting disparities in
insurance status for immigrant groups that may
limit access to mental health care.54,55 j
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