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Abstract
Somali immigrants are one of the largest African populations to resettle in the United States since 1990. There is an emerg-
ing literature base of disease-specific studies among Somali immigrants. However, we are aware of no studies on the health 
priorities for Somalis from the community’s perspective. Somali adults in Minnesota completed a survey conducted by a 
community-based participatory research partnership on individual and community health priorities. Data were reported as 
counts and frequencies. 646 participants completed the survey. The most important health issues for individuals and their 
families were health behaviors (22.7%), diabetes (18.2%), and hypertension (14.4%), while those of the community were 
diabetes (22.5%), hypertension (18.8%) and weight (15.9%). This study found a significant overlap of health priorities among 
Somali individuals and their families compared to the community. These health priorities underscore the need to focus on 
non-communicable diseases among Somali immigrants.
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Background

Health priorities for the Somali population in the United 
States (US) have been changing since their arrival to the 
US in the early 1990s. Somali populations have consist-
ently been in the top three total number of African refugees 
immigrating to the United States over the past three decades 
and were the second largest group of refugees from Africa 
in 2019 [1, 2]. Initial studies on Somali health focused on 
communicable diseases such as tuberculosis, hepatitis, and 
parasitic infections in the context of migration from high 
prevalence regions [3–6]. This focus on communicable dis-
eases is prevalent in the literature on refugee populations 
more broadly [7]. Yet, previous research has consistently 
demonstrated a high prevalence of chronic conditions among 

refugees to the US, including diabetes, hypertension, and 
obesity [8–10].

Most studies of Somali health in the US are derived from 
medical records review of individual healthcare institutions. 
Population-based data and national surveys do not contain 
the necessary granularity to distinguish Somali participants 
from other African Americans. Therefore, the voices of 
Somali refugees have been under-represented in health needs 
assessments.

Two previous studies have explicitly assessed Somali 
health priorities. The first was a qualitative study in Bristol, 
England, in which 10 interviews and two focus groups were 
conducted with Somali adults [11]. The specific health con-
cerns identified included the need for information about vita-
min D deficiency, breastfeeding, the use of khat and female 
genital mutilation. Communication needs and service pro-
vision were also identified as health priorities. The second 
was a qualitative study in Kansas City, Missouri in which 11 
interviews were conducted with Somali adults [12]. Chronic 
diseases and mental health were identified as health priori-
ties. We are aware of no large-scale survey-based studies 
on the health priorities of Somalis from the community’s 
perspective in the US.
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The Health Belief Model (HBM) formed the theoretical 
background of this study, as back-drop to the Community 
Organization model. The HBM, developed in the 1950s by 
social psychologists to explain why so few people were par-
ticipating in programs to prevent and detect disease, identi-
fies six constructs that influence people’s readiness to act 
in disease prevention. At the individual level, perceived 
susceptibility to a disease or condition and its severity are 
the first two constructs for the framework, key to designing 
both short-term and long-term behavior change strategies. A 
deep understanding of how susceptible a population feels to 
a health problem, and whether they believe it is serious, are 
critical and foundational, and precede the other constructs 
(perceived benefits and barriers to recommended action, cue 
to action and self-efficacy), in the development of interven-
tions. Community Organization Models emphasize com-
munity-driven approaches to assessing and solving health 
and social problems, and in the context of this study, the 
Community based participatory research CBPR approach 
was used to assess the health concerns at the community 
level [13].

CBPR partnerships are uniquely suited to surfacing these 
health priorities [14]. CBPR is an approach to research that 
involves the community in an equitable way through all 
phases of the research process [15–17]. Over the course of 
the past 15 years, our CBPR partnership, Rochester Healthy 
Community Partnership (RHCP), has studied multiple health 
issues affecting Somalis living in Southeast Minnesota [18]. 
In this cross-sectional study, we report on the health priori-
ties of a large Somali community-based cohort in a medium-
sized US city.

Methods

This study was conducted in 2018 as part of a larger RHCP 
survey of Somali participants. The purpose of the survey 
was to assess the effects of social networks on weight and 
obesogenic behaviors [19]. Because the planned survey 
was among the largest reported with a community sample 
of Somalis, RHCP community partners advocated for an 
embedded assessment of health priorities more broadly. This 
was a CBPR study where community and academic mem-
bers of RHCP worked together in all phases of the study.

Setting and Participants

Somali community partners recruited participants living in 
Olmsted County, Minnesota. Eligibility criteria were (1) age 
18 or greater, (2) residence in the county, and (3) self-iden-
tification as Somali. Recruitment was done in various com-
munity locations including homes, offices, sporting events, 

restaurants, and mosques. Study procedures were approved 
by the Mayo Clinic Institutional Review Board.

Data Collection

Data were collected at the time of recruitment, or at another 
pre-arranged time at the convenience of the study partici-
pants. Written surveys available in Somali and English were 
administered by three bilingual Somali RHCP community 
partners.

English language survey items were reviewed by an 
RHCP translation team, which adapted the World Health 
Organization’s translation procedure of forward translation, 
panel discussion, backward translation, pre-test, cognitive 
briefing and a consensus on the final instrument by a core 
group of Somali community partners [20]. We have pre-
viously described our approach to translation in a CBPR 
context [21].

Demographic information collected in the survey 
included age, gender, country of birth, annual household 
income, education level, and level of English language pro-
ficiency on a 5-point Likert scale.

Measures

Health priorities among this community sample of Somali 
adults were assessed at the individual and community levels. 
Individual health priorities were assessed with the follow-
ing survey item: ‘What are the important health issues for 
you and your family?’. Perceived community health priori-
ties were assessed as follows: ‘What are the most important 
health issues for your community?’. Participants were able 
to write up to three responses for each question.

Data Analysis

Responses to each health priority item were translated by 
community partners and manually entered into an electronic 
spreadsheet. Additional data cleaning was done by combin-
ing synonymous constructs (e.g., diabetes and type 2 diabe-
tes). Two authors (AAM, KL) then reviewed all responses 
and sorted them into categories. Demographic and health 
priority data were reported as counts and frequencies.

Results

A total of 646 participants responded to the survey. The 
majority (93%) of participants were born outside of the US. 
The mean age was 37.9 years with 43% female. The major-
ity (66%) had a high school level education or less.  Annual 
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family income was less than $50,000 for 92% of partici-
pants and 90% had health insurance in the last 12 months 
(Table 1).

Health Priorities

For the health priority survey items, some survey partici-
pants listed three issues while others listed only one. The 
total responses were 884 for the individual health priori-
ties item and 1037 for the community health priorities item. 
Responses are shown in Table 2.

Health Priorities for Individuals and Their Families

The most important health issue for individuals and their 
families were related to health behaviors, diabetes, and 
hypertension. Health behaviors accounted for 22.7% 
(n = 200) of the total responses (n = 881). This category 
included diet (n = 120, 13.6%), exercise (n = 52, 5.9%), 
and other health behaviors (n = 28, 3.2%). For the diet sub-
category, most respondents simply wrote “diet”, “healthy 

eating,” or “nutrition”. The exercise subcategory included 
responses such as “exercise” or “physical activity.” Smoking 
(n = 7) was in the other health behaviors category. For sur-
vey participants who listed specific diseases, diabetes repre-
sented 18.2% (n = 160) of total responses while hypertension 
was cited 14.4% (n = 127) of the time. Together, responses 
in the top three categories represented 55.2% of the total 
responses.

Health Priorities for the Community

The top three responses to the question on the most impor-
tant health issues for the Somali community were similar to 
those listed as important for individuals and their families. 
However, diabetes (n = 233, 22.5% of 1034 total responses) 
was the top health issue instead of health behaviors, which 
was the fourth most cited priority for the community 
as a whole. The second most important health issue was 
hypertension (n = 194, 18.8%). Weight-related issues were 
the third most cited concern (n = 164, 15.9%). Together, 
responses in the top three categories were 57.2% of the total 
responses (Table 2).

Discussion

The findings of this study show a significant overlap of the 
health priorities for Somali individuals and their families as 
compared to those for the Somali community as a whole. 
The main priorities were diabetes, hypertension, health 
behaviors, and weight. Of the health behaviors, diet-related 
issues were considered a priority over exercise for both indi-
viduals/families and the community. Like the previous quali-
tative study of Somali health priorities [13], these findings 
showed chronic diseases and health behaviors, especially as 
related to diet, as priorities for the Somali community.

These priorities stand in juxtaposition to the literature 
base around Somali health that disproportionately focuses 
on communicable diseases. This discordance reflects the 
importance of community voice in assessing health priori-
ties for the Somali diaspora. Priorities of Somali participants 
in this study that focused on non-communicable diseases 
are supported by recent literature that highlights a high age-
adjusted prevalence of cardiovascular risk factors among 
Somali populations, including diabetes, hypertension, and 
obesity [19, 22]. Furthermore, these risk factors become 
more prevalent with increased duration of residence among 
immigrants to Western society [23–25]. Because the average 
age of Somali immigrants remains relatively low, this reser-
voir of chronic disease forecasts a potential spike in cardio-
vascular and cerebrovascular disease events in coming years. 
Within the framework of Community Organization and the 
Health Belief Models, the identification of these overlapping 

Table 1   Participant demographics (n = 646)

Totals vary due to missing data and combined categories. Gender was 
missing for 4 participants

Measurement Total

Age, mean (SD) 37.9 (17.1)
Female gender, n (%) 290 (45)
Formal schooling completed, n (%)
 8 grades or less 165 (26)
 Some high school 64 (10)
 High school or GED completed 194 (30)
 Some college or technical school 147 (23)
 College or advanced degree 68 (11)

Annual family income, n (%)
 $0 to $9,999 260 (41)
 $10,000 to $19,999 102 (16)
 $20,000 to $29,000 114 (18)
 $30,000 to $49,999 111 (18)
 $50,000 or higher 46 (7)

Health insurance in last 12 months, n (%)
 Yes 576 (90)
 No 63 (10)

Country of birth, n (%)
 United States 45 (7)
 Other country 574 (93)

English language proficiency, n (%)
 Not at all 56 (9)
 Not very well 153 (24)
 Well 193 (31)
 Very well 230 (36)
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health priorities forms a critical foundational step and paves 
the way for evaluation of the other key constructs – from 
assessment of barriers to self-efficacy—in the participatory 
development of sustainable lifestyle interventions.

Lifestyle factors such as sub-optimal diet and lack of 
physical activity after migration contribute to these trends, 
which were reflected in the survey as top health priorities. 
In a qualitative study with Somali men in Minnesota, barri-
ers to physical activity included sedentary lifestyle, lack of 
familiarity with exercise equipment, cost of gym member-
ship, and cold weather [26]. Somali women (N = 30) in a 
focus group study on physical activity reported similar bar-
riers with the addition of the lack of women-only exercise 
facilities [27].

Discrepancies between the responses for individuals/fam-
ilies and the community were noted for the issues of mental 
health and substance abuse. Survey respondents listed men-
tal health issues as higher priority for the community (4.3%) 
than for individuals and their families (2.0%). There has gen-
erally been a discrepancy between the low mental health 
services utilization and the high need of mental health care 
in Somali immigrants and refugees [28]. This discrepancy 
is likely due to stigma associated with psychiatric disease 
[29–31]. Specific substances that were recorded included 
“herbs,” which, in the Somali community, refers to khat or 
cannabis. In a study on khat use among Somali mental health 
service users in London, 80 of a total 172 patients with data 
on khat use were current users [32]. Khat is a leafy plant that 

Table 2   Individual and 
community health priorities 
among adult Somali participants

a Survey respondents gave between 0 and 3 answers for each question

Total responses n (%)

a. What are the important health issues for you and your family? (n = 881)a

 Health behaviors 200 (22.7)
  Diet 120 (13.6)
  Exercise 52 (5.9)
  Other health behaviors (e.g. sleep, smoking) 28 (3.2)

 Diabetes 160 (18.2)
 Hypertension 127 (14.4)
 Weight/obesity 108 (12.2)
 Infectious diseases (e.g. viral hepatitis, influenza, tuberculosis) 39 (4.4)
  Hepatitis B or C 17 (1.9)

 Cancer 27 (3.1)
 Gastrointestinal diseases (e.g. reflux, liver disease) 26 (3.0)
 Heart disease 24 (2.7)
 Musculoskeletal (e.g. arthritis, back, knee pain) 22 (2.5)
 Neurological diseases (e.g. stroke, dementia) 21 (2.4)
 Pulmonary diseases (e.g. asthma) 19 (2.2)
 Mental health (e.g. stress, depression) 18 (2.0)
 Health care (e.g. access to care, cost of care) 9 (1.0)
 Other (e.g. environment, eye disorders) 81 (9.2)

b. What are the most important health issues for your community? (n = 1034)a

 Diabetes 233 (22.5)
 Hypertension 194 (18.8)
 Weight/obesity 164 (15.9)
 Health behaviors 158 (15.3)
  Diet 85 (8.2)
  Exercise 48 (4.6)
  Other health behaviors (e.g. sleep, smoking) 25 (2.4)

 Infectious diseases 82 (7.9)
  Hepatitis B or C 68 (6.6)

 Mental health (e.g. stress, depression) 45 (4.4)
 Cancer 40 (3.9)
 Heart disease 18 (1.7)
 Substance abuse (e.g. drugs, alcohol) 12 (1.2)
 Other (e.g. environment, asthma) 88 (8.5)
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contains an amphetamine-like component, d,l-cathinone, 
that causes stimulating effects [33] and addiction [34], and 
has been linked to other mental health disorders [35–37].

The major strength of this study is that it assessed health 
priorities of a large community-based sample of Somali 
participants. Likewise, community leadership of the project 
through a CBPR approach facilitated ongoing discussions of 
community-derived solutions through a social determinants 
of health lens. The primary limitation of the study is that it 
was conducted in a single community in Minnesota, with 
implications for generalizability. Furthermore, the non-prob-
ability sampling methods may not have resulted in a truly 
representative cohort. However, Somali participants were 
recruited from diverse locations and events by community 
partners throughout the city. The duration of time lived in 
the US was not assessed, which may impact health priori-
ties. Finally, it should be noted that this study was conducted 
before the coronavirus disease 2019 (COVID-19) pandemic, 
which may have impacted perceived health priorities.

Conclusion

The findings of this study show a significant overlap of 
health priorities among Somali individuals and their fam-
ilies compared to perceived priorities for the community 
as a whole. Health behaviors related to diet and exercise, 
diabetes, obesity, and hypertension were considered higher 
priorities than infectious diseases. These health priorities 
underscore the need for Somali health partnerships to focus 
on non-communicable diseases.
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