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EXECUTIVE SUMMARY
This report presents results from an emotional health needs assessment conducted by Project
Salaam. It focused on members of greater San Diego’s Middle Eastern, North African, and East
African communities.
That inattention to the specific needs and circumstances of culturally and linguistically distinct
groups leads to disparities in general and mental health care has been widely recognized. At the
same time, groups containing a large number of immigrants can face multiple challenges. On
top of routine daily-life stressors, they are often confronted with difficulties inherent in adapting
to new environments. Informal reports we heard prior to this assessment suggested increased
emotional problems among adults and children of Middle Eastern, North African, and East
African origin or descent. In addition to the afore-mentioned stressors, these problems
reportedly surfaced in response to a sustained rise in local harassment of these communities
after the 9/11 terrorist attacks as well as the almost constant public focus on US – Middle
Eastern conflicts.
In short, there appeared to be a growing need to address special circumstances among San
Diego’s Middle Eastern, North African, and East African communities. Yet too little is known
about these groups and few local mental health, general health, and social service providers
have the linguistic and cultural knowledge to effectively assist impacted groups. In addition, few
resources pinpoint appropriate services.
A scarcity of formal statistics and descriptions has limited attention and responses to the needs
of these groups. Project Salaam’s assessment thus collected and integrating information from
three basic sources: (1) surveys (2) community member focus groups and (3) key stakeholder
interviews. Topics of study included history of trauma and adverse events, culture and incidentspecific types of reported symptoms, attitudes toward mental health services, present coping
efforts, and other health care preferences and priorities. These factors were considered in the
context of acculturation styles and pressures, socioeconomic circumstances, and other
demographics.
Project Salaam hopes to use the information in this report to increase emotional health service
access and effectiveness. It is anticipated that Salaam will help stakeholder organizations build
on existing service efforts, address identified community needs, and inform broader policy
development. More specifically, the assessment is designed as a springboard for second-phase
Salaam activities including: 1) psycho-educational meetings that orient community members to
basic mental health services and coping, 2) a referral network and resource directory that
facilitates culturally and linguistically adequate access to such services, and 3) cultural
competence training for key “front-line” persons and systems (e.g., health care providers,
educators, law enforcement, attorneys) that increases culturally effective interactions. The
potential third-phase Salaam effort is establishment of a community health and emotional health
center.
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The list of our key findings and recommendations is as follows:
Key Findings
1. A substantial number of San Diego’s immigrants from Middle Eastern, North African, and
East African regions experienced persecution in their countries of origin. Those from
Southern Sudanese, Afghan, Chaldean, and Kurdish backgrounds report the most such
incidents. Those describing themselves as Arab described fewer such events.
2. Adult members of Middle Eastern, North African, and East African communities in San
Diego reported notable levels of harassment, discrimination, and hate crimes.
3. People who experience harassment most often describe Muslim religious beliefs, the way
they look / dress, and their cultural / ethnic group membership as triggering adverse
reactions. Arabs and Muslims in traditional dress reported themselves as most frequently
targeted. But most other groups, including Chaldean Christians are not exempt. Specific
circumstances range from subtle forms of discrimination to violent confrontations.
4. Adolescents and children experience notable levels of bullying and harassment, often at or
around their schools from classmates. They also reported stereotyped and hurtful comments
by teachers.
5. Only a small proportion of those who experienced harassment and discrimination in the US
reported it to anyone in authority. Common reasons for this decision were not knowing who
to report to, belief that reporting will be ineffective, and a desire not to draw attention.
6. Among adults who reported adverse experiences, only 12% were satisfied with the
outcome.
7. Local law enforcement was generally seen as trying to be helpful. Conversely, federal
agencies were perceived as intrusive and overbearing.
8. Among immigrants, those who experienced persecution in their countries of origin reported
more trauma related psychological difficulties than those with no such experiences.
9. Those who have experienced harassment in the US reported more trauma related
psychological difficulties than those with no such experiences.
10. Those with adverse experiences in both their country of origin and the US report more
psychological difficulties than any other group we sampled.
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11. Overall, the most commonly described problems among adults were thoughts about
financial problems, difficulties expressing feelings, difficulty working, feeling helpless,
difficulty concentrating, nervousness, and feeling detached from others.
12. Experiences of persecution in home country were particularly linked with thoughts of death
and difficulties expressing feelings. Torture was especially associated with detachment from
others and anger toward self.
13. Experiences of harassment in the US were particularly linked with anger, loneliness, feelings
of guilt, and marital / relationship problems. Difficulties working and increased family discord
were often described among this group. This included some reports of domestic violence
and divorce.
14. Adolescents who had been harassed expressed substantial anger. Consequent decreased
school performance and physical fights with classmates were most often described.
15. There were reports of youth gang violence, particularly between Somali and African
American groups.
16. Youths often described their parents as unavailable to talk about problems. Both
adolescents and adults acknowledged an increased communication and emotional gap
between parents and their children.
17. Those with strong religious conviction primarily attempt to cope with stress through prayer.
But many also acknowledge this as a partial solution. Others reportedly deny any difficulties
because they see stress as a personal weakness and fear being considered “crazy.”
18. Members of Middle Eastern, North African, and East African communities often see formal
mental health services as unavailable to them. In part, this is caused by a lack of culturally
and linguistically competent providers. In addition, it is caused by the stigma associated with
emotional problems.
19. Community members could identify no systematic local effort, aside from Project Salaam,
that presently attempts to ease their emotional difficulties in culturally and linguistically
effective ways.
20. Like other immigrant groups, fewer first generation persons from the Middle East, North
Africa, and East Africa have health insurance than people in the broader US population.
This problem extends to children and adolescents.
21. Among our respondents, 29% believed applying for government supported health plans
could negatively affect their immigration status.
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22. The most frequently mentioned sources of routine health care in rank order were private
doctors, community clinics, and ER / urgent care facilities.
23. The top reason for selecting specific care sources in rank order were: it’s close to my home,
cost, they treat me with courtesy and respect, they explain treatments and procedures to me
in my language, it’s easy to get appointments, and they explain treatments and procedures
to in a way I can understand. Female patients preferred female doctors but were willing to
go to any physician if care was needed.
24. The most frequently cited barriers to health care in rank order were lack of money, high cost
of health care, language difficulties, finding a doctor, difficulties making appointments, lack
of insurance, poor treatment by receptionist, and poor treatment by medical staff.
25. Those with limited or no English skills reported substantially more financial and language
problems. They also described greater difficulties finding a doctor and making medical
appointments.
26. Sixteen percent of our survey respondents said they had stopped visiting a particular doctor,
clinic, or hospital because of poor treatment.

Recommendations
1. Establish formal data bases that track the unique emotional and physical health
circumstances among US cultural groups from Middle Eastern, North African, and East
African origins or descent. Subsuming such groups under existing categories such as
“White” or “African American” likely hinders rather than helps the development of adequate
care.
2. Provide information that orients San Diego’s Middle Eastern, North African, and East African
communities as to the availability and effectiveness of care. This includes outreach to the
broadest possible range of persons with various religious and no-religious preferences,
cultural orientations, and individual circumstances.
3. Provide specific transitional programs for adolescents who are completing Islamic schools
and entering public education.
4. Develop interventions that focus on at-risk youths (e.g., those with increasing gang
involvement) among communities of greater Middle Eastern, North African, and East African
origins or descent.
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5. Develop a referral system that specializes in linking persons of Middle Eastern, North
African, and East African communities with health and social service providers who have the
linguistic, religious, and cultural competence needed to provide effective services.
6. Support interpretive services for languages such as Arabic, Farsi, Somali, Kurdish, and
Chaldean among others.
7. Form a community clinic that serves all but has specific expertise in the needs of greater
San Diego’s Middle Eastern, North African, and East African communities. This clinic would
ideally be developed by a broad consortium of grass roots, professional, and academic
organizations.
8. Advocate for policies that will eliminate disparities in health care insurance coverage,
particularly among documented foreign-born groups.
9. Train health care providers, educators, law enforcement, attorneys, and others how to work
effectively with such groups. For health care providers, this includes adherence to
professional codes and national guidelines such as the Office of Minority Health’s National
Standards on Culturally and Linguistically Appropriate Services (CLAS).
10. Educate the broader San Diego population, including the media, regarding accurate
circumstances in its Middle Eastern, North African, and East African communities.
11. Encourage law enforcement and educators at all levels to fully investigate and act on
incidents of harassment and hate crimes.
12. Encourage culturally competent health care research with US Middle Eastern, North African
and East African communities through funding initiatives that specify academic and
community-based collaborations. Such initiatives are needed to close present knowledge
gaps.
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FOREWORD
Project Salaam is the joint effort of persons from a variety of backgrounds. Organizationally, it
involves an academic institution - San Diego State University’s Center for Behavioral &
Community Health Studies (BACH) and a grass-roots faith-based organization - the Islamic
Center of San Diego (ICSD). But it also incorporates the experiences of individual Salaam team
members who are licensed practicing mental health clinicians, who have been medical care
providers in multiple countries, and who have other pertinent knowledge.
In early 2002 those of us who practice clinical psychology became increasingly cognizant of
psychological distress in San Diego’s Middle Eastern, North African, and East African
communities. Individual clients described negative experiences and how they tried to cope with
them in their day-to-day lives. Among immigrants, adverse experiences included persecution,
imprisonment, and torture in their countries of origin. But clients also described harassment and
discrimination in the US. They further told us that such incidents had particularly escalated in
response to the terrorist attacks of September 11, 2001, more recent events in Madrid and
London, on-going military actions in Iraq and Afghanistan, and general tensions between the US
and Iran, Syria, and other countries in the greater Middle East.
The existence of substantial unmet general and mental health needs was also described by
professional members of impacted communities. To answer the question “what can we do?” a
core team from BACH and ICSD began to formulate what we hope is a systematic response
plan. The needs assessment described in this report is a first step in that plan.
It is also important to clearly say what we are, and what we are not. Salaam is not a project with
any political or religious agenda. Such an agenda is not our interest or intent. Salaam is an
effort to enhance the availability and quality of professional services. We suspect that larger
conflicts tend to spill over on “average” people who are innocent of any wrongdoing – people
who, like most of us, are simply trying to lead productive lives. It is our basic stance that these
persons deserve culturally and linguistically effective care. It is our further stance that such
services can best develop through objective and systematic evidence-based means.
While our needs assessment has yielded some expected outcomes, it has also held a few
surprises. Those of us who are not from Middle Eastern, North African, or East African
communities wondered how we would be received by these groups. Researchers and health
care providers have not always had a stellar record with culturally distinct populations. As a
consequence, many such groups legitimately question people who come into their community to
“help” them. Those of us from BACH were, however, received with warmth, grace, humor, and
openness. We are grateful.
As the assessment unfolded we were also impressed that many people from backgrounds not
included in our original focus wanted to participate. They were persons from Bosnia, India,
Russia, Ghana, Azerbaijan, Uzbekistan, Georgia, and Chechnya. This highlights a need for
10

effective services across many more populations. We did encounter incorrect assumptions from
some that, with the ICSD as a prime partner, Salaam must automatically have a religious focus.
In addition we heard about an Iranian government – backed “Salaam TV station” and
accompanying presumptions that that must be us. But most went out of their way to be helpful.
This, to their great credit, included Sudanese Christians who had suffered forced conversion
attempts by Sudanese Muslims.*
Our ultimate conclusion about the conduct of efforts such as Salaam is that they are best served
by combining the unmatched access and knowledge of grass-roots organizations with the
technical and subject-matter expertise found in academic and professional environments.
These much discussed but infrequently realized collaborations work best if they occur in the
context of fully equal partnerships and respect.

* We have concerns that some might try to use these circumstances to justify anti-Muslim views and actions. Those
of us who are non-Muslims on the Salaam team feel that our religious and other views are highly respected. We hope
that such basic attitudes among Muslims will become better known to the general population.
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INTRODUCTION
Few demographic statistics clearly specify the number of persons from Middle Eastern, North
African, and East African origins or descent who reside in the US. Most cited numbers are thus
based on estimates. The San Diego Association of Governments (SANDAG) approximates that
roughly 80,000 to 100,000 such persons live in greater San Diego.1 Almost 75% are first
generation immigrants from such nations as Afghanistan, Iran, Iraq, Ethiopia, and Somalia.
Their culturally and linguistically distinct communities are dispersed over cities and
neighborhoods such as El Cajon (e.g. Kurds & Chaldeans), 52nd Street and University Avenue
(Somalis & Ethiopians), and Mission Village / Serra Mesa (Afghans). Sites for mosques,
Chaldean churches, and other centers include Santee, El Cajon, Poway, Serra Mesa, and
Kearney Mesa. Community members speak many languages including Arabic, Farsi, Kurdish,
Chaldean, and Somali. Many are below 20 years of age.
Like other culturally and linguistically distinct groups, members of these communities tend to
face multiple challenges. As with all of us, they cope with routine daily-life stressors. But this is
often compounded by multiple other factors. First, immigrant groups are often confronted with
difficulties inherent in adapting to new environments. The American Psychiatric Association’s
Diagnostics and Statistical Manual of Mental Disorders recognizes that these adjustments can
be stressful.2 Such difficulties can spill over to second and third generations.3
Secondly, some immigrant groups from the Middle East, North Africa, and East Africa, have a
history of undergoing traumatic events, including war, persecution, and torture in their countries
of origin. San Diego’s Kurdish Human Rights Watch, for example, estimates that roughly 30% of
its clients are torture victims with psychological distress. San Diego’s Survivors of Torture
International and the Refugee and Immigration Network estimate that 10,000 to 11,000 torture
survivors, many from Middle Eastern and North African countries, live in San Diego County. It
almost goes without saying that such events can leave lasting emotional scars.4
Third, there has been a substantial increase in hate crimes against persons of Middle Eastern,
North African, and East African descent since 9/11 nationwide.5,6 Such crimes have not been
limited to Arabs, but have extended to anyone who looks remotely “Middle Eastern” to the
untrained eye (e.g., Indian Shiks).7 In San Diego, formally reported Anti-Arab and Anti-Muslim
hate crimes rose from 3 in 2000 to 33 just during the period of September 11 through December
31, 2001.8 There is some debate about whether, or to what degree, such hate crimes have
again decreased in more recent years. But our overall impression is that they remain well above
pre- 9/11 levels. Given on-going US military actions in Iraq and Afghanistan as well as terrorist
attacks in Madrid and London, it seems unlikely that this trend will abate in the near future.
In addition, formal hate crime statistics do not begin to tell the whole story. Documentation of
such crimes is, for example, limited because many are not reported.9 Others do not meet law
enforcement’s intervention criteria. Hate crimes and similar acts are often committed because of
real or perceived differences in race, religion, ethnicity, national origin, sexual orientation,
12

disability, or gender. An overwhelming majority (roughly 95%) of such crimes are perpetrated by
otherwise law-abiding persons who 1) are not members of organized hate groups 2) feel
justified in their actions, and 3) commit them while under the influence of alcohol or drugs.
Perpetrators often feel threatened by someone who is "different" and are particularly
emboldened when those perceptions appear to be sanctioned by greater society.10 Research
suggests that negative attitudes toward Middle-Eastern Muslims are highly entrenched, even
though people often have little factual information about the group. In addition perceptions are
often gained through movies and/or media sources rather than meaningful personal
experiences.11
Very little is known about the impact of harassment on the emotional well-being of persons from
Middle Eastern, North African, and East African communities. But anecdotal information
suggests that it results in significant emotional difficulties. Even those who do not directly
experience such events themselves can be intimidated by hearing about them from others.
Informal reports also suggest that persons from impacted communities are reluctant to seek
professional guidance for emotional or family problems. This is probably because of limited
knowledge of “mental health symptoms” and social services, as well as cultural stigmas
associated with the acknowledging of such problems. Thus persons often do not receive
assistance for emotional or interpersonal concerns.
Those who do seek professional help face a number of systemic barriers. Disparities in the
provision of general and mental health services have been well-documented.12,13 Specifically,
they show that persons from racially, culturally, and linguistically distinct groups tend to receive
a lesser quality of care than their white counterparts. Systems of care have been described as
slow to address the culture-specific needs of various distinct populations.15,15 Language barriers
as well as provider stereotyping, ignorance of culture-specific symptom presentation, and
misapplication of diagnostic methods can hamper clinical encounters. Incongruent expectations
between client and practitioner can create further barriers. The net result is diagnostic error and
treatment failure. In short, some people’s reluctance to seek professional services may not be
entirely unjustified.
Awareness of these realities has prompted multiple regulatory, policy, ethics, and educational
initiatives. Recognition of culture as an important consideration has been included in the ethical
standards of various professional groups (e.g., American Medical Association, American
Psychological Association, American Counseling Association) and credentialing bodies, (e.g.,
the Joint Commission for Accreditation Committee for Healthcare Organizations).16 The
American Medical Association Policy H-350.984 (AMA Policy Compendium), for example,
expresses zero tolerance of clearly identified racial and ethnic disparities in health care.17 On
the federal level, the U.S. Department of Health & Human Services Office of Civil Rights has
provided policy guidance outlining how to assure that health insurance and healthcare practices
do not violate prohibition against national origin discrimination, as it affects persons with limited
English proficiency under the Civil Rights Act of 1964.18 In addition, the US Office of Minority
13

Health and the Substance Abuse and Mental Health Services Administration have both
developed national standards on culturally and linguistically appropriate care that benchmark
adequate policy and service elements within health care organizations. 19,20
An increasing number of research and theoretical papers have discussed how Middle Eastern,
North African, and East African populations in the US perceive care, and how diagnostic and
treatment procedures should be adjusted to best serve such groups.21-30 But how many
providers actually read, understand, and incorporate such information is unclear.
Another problem is that members of US Middle Eastern, North African and East African
communities have traditionally not been identified as such in demographic statistics. Rather,
they have been subsumed under “White” or “African American,” classifications that do not
highlight their unique needs and circumstances.9 This system has been slow to change. While,
for example, the Arab American Institute (AAI) and the Arab-American Anti-Discrimination
Committee (ADC) both proposed a separate classification for Arab Americans in the 2000
Census, their recommendation was not accepted by the Office of Management & Budget.31
Some corrections are, however, slowly occurring. In 2003, for example, Arabic was recognized
as a San Diego County threshold language by California’s Medicaid (Medi-Cal) system.
[“Threshold language” is defined in California’s Business & Professions Code § 1971(g) as
primary languages spoken by limited-English proficient (LEP) populations groups meeting a
numeric threshold of 3,000 eligible LEP Medi-Cal beneficiaries residing in a county, 1,000 MediCal eligible LEP beneficiaries residing in a single ZIP Code, or 1,500 LEP Medi-Cal
beneficiaries residing in two contiguous ZIP codes].
Given all of the issues raised above, we conducted this assessment to broaden our
understanding of Middle Eastern, North African, and East African community member needs
and perceptions in greater San Diego. People told us that many from diverse backgrounds in
these communities experienced parallel social pressures. We thus made efforts to be inclusive.
For example, we used the broad definition of “Middle Eastern” that includes countries such as
Afghanistan and Pakistan.32 At the same time, we paid attention to different perceptions and
circumstances among individuals and groups.
It is our ultimate hope that the results of this assessment will inform both health care providers
and the broader population so that persons from San Diego’s Middle Eastern, North African,
and East African communities are more clearly understood and effectively helped.
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ASSESSMENT METHODS & PROCEDURES
This section provides a basic overview of the methods and procedures we used to collect
information for this needs assessment. Because our report is designed for community members
and professionals who do not necessarily have an interest or a background in statistical
analyses and other technical research issues, we limit such details.
Overall, we used three basic methods to collect our information: 1) paper-and pencil surveys, 2)
focus groups with various community members and 3), individual interviews with “key
stakeholders” who, by virtue of their professional experience and/or position in the community
had a broader overview of the issues we focused this assessment on. We integrated these
different sources of information by identifying results that were consistent across data types.
Because they involved more informal discussions, the latter two methods allowed us to learn
unexpected information. We had basic protocols for these conversations (see Appendix B-D).
But the process also enabled us to pursue important topics we simply had not considered at the
outset. This approach is often best when relatively little is known about a particular set of
circumstances. Surveys, on the other hand, provided information that could undergo statistical
analyses. We could consequently use such data to identify significant mathematical
relationships between people’s background and experiences. Survey information was analyzed
using the SPSS 11.5 statistical software package. Focus group and key stakeholder transcripts
were reviewed using standard qualitative methods33,34 and QSR NVivo software. We believe that
combining and integrating these methods allowed us to get a fairly broad impression of
community needs. Each is discussed in more detail below.
The Survey: In total, 360 volunteers completed our survey. The instrument included questions
about respondents’ demographics (age, gender, education, marital and employment status,
country of origin, people in household, religious orientation, and ethnic / national origin or
descent). We also asked several questions about health insurance coverage, service
preferences, and experience with health care providers. In addition we asked about any adverse
experiences (e.g., harassment, persecution) respondents encountered in their country of origin
(if they were immigrants) or in the US since September 11, 2001. Finally, we assessed
acculturation, stresses associated with such acculturation, and any personal difficulties
respondents were having.
Acculturation and acculturation stress measures were adapted from the current scientific
literature.35,36 It is noteworthy that “acculturation” is not the same as “assimilation“. The latter
presumes that people will automatically loose the customs and values they have brought from
their country of origin as they become “more American”. Acculturation, on the other hand,
presumes that people can choose to be bicultural. In other words, they can learn skills
necessary for life in the US without giving up customs and practices from their country of origin
they believe valuable. We measured acculturation in a way that accounts for biculturalism.
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Finally, personal difficulties were assessed through the Traumatic Event Sequelae Inventory
(TESI).37 TESI is a checklist of 39 symptoms that have previously been associated with the
experience of adverse events. The measure’s developers identified these common problems by
examining medical records from over 2,700 patients who had been diagnosed with
posttraumatic stress. In the past, TESI has been effective when used with a broad range of
culturally distinct groups in the US. Thus it appeared appropriate for our purposes. TESI’s
inclusion on the Salaam survey allowed us to see how the number and type of difficulties
reported by our participants match those in the broader US population who have, and who have
not been diagnosed with a trauma related disorder.
Surveys were provided in Arabic, Farsi, Somali and Russian as well as English. Linguistic
versions were developed as needed using standard backtranslation techniques. Project Salaam
staff members were available to individually helped respondents (e.g., those with low literacy
levels) fill out the questionnaires.
Focus Groups Salaam conducted 10 community focus group meetings (with a total of 129
people) at various community and faith-based organizations over the course of the project. In
this process we had specific groups geared toward women, adolescents, and culturally /
linguistically distinct groups. For example, meetings included those for Somali adolescents,
Southern Sudanese Christians, Saturday school students, Shi’ite Muslims, a Muslim university
student group, and an all-female Muslim school teacher’s group. Fifty participants were
adolescents. Groups were held in several greater San Diego locations including Lemon Grove,
Lakeside, Central San Diego, and Vista. They were conducted in English, Arabic, Farsi, and
Somali as needed.
Protocols asked about people’s experience with adverse incidents. If such events were
reported, we asked about participants’ emotional reactions, why they believe such incidents
happen, and how they impact people’s day-to-day life. We also asked how they typically try to
cope with such circumstances and if their strategies tend to work for them. In addition, we asked
questions about health service access and utilizations, and if presently available care meets
their needs (e.g., in terms of cultural and linguistic competence). Adolescent groups included an
emphasis on school experiences.
Key Stakeholder Interviews: The Salaam team conducted 20 individual interviews with persons
who had the vantage point of a community leader, professional, or other respected member. We
focused on talking to persons from a broad range of backgrounds to understand the needs of
diverse ethnic communities as well as women, second generation young adults, adolescents,
and those from Christian, Muslim (both Shia and Sunni) and Bahá'í faiths. Questions were
similar to those asked in our focus groups.
IRB: All of Project Salaam’s information collection methods and procedures were approved by
San Diego State University’s federally qualified Institutional Review Board (IRB). Such boards

16

serve to protect the confidentiality, rights, and welfare of persons who chose to participate in
research.
Analyses: Analysis of focus group and key stakeholder transcripts centered on identification of
common themes. Statistical analyses of surveys included 1) the assessment of basic
demographic information and 2) inferential techniques (e.g., multiple regression) that explored
the relationships between people’s reported experiences, demographic profiles, acculturation
factors, and emotional difficulties. Because this report is written for a broad audience, we have
not included statistical nomenclature in the body of the text. But all described relationships
between various factors from survey data (differences between genders and other groups, links
between reported events and psychological symptoms, etc.) were “statistically significant”
(p<.05). In other words, there is at least a 95% certainty that these findings reflect “real-world”
situations rather than errors and/or random fluctuations in our data. One table presenting some
of our primary statistical results is presented in Appendix A.
The methods we used to collect our information allow us to draw some conclusions with more,
and some with less certainty. Since we included people who were readily available to us (e.g.,
who volunteered), we cannot automatically assume that our sample is demographically
representative of the larger communities we were interested in. Consequently, we cannot say
with certainty that broader communities experience the exact same proportion of adverse
experiences as those in our survey sample. Some people who faced such events may have
been particularly drawn to the project because they knew this as one of the areas we were
asking about. As a consequence, we can only see such numbers as rough approximations. We
can, however, be more certain about the type of problems people with such experiences have,
what demographic factors they are linked to, and how people try to cope with them. Given our
desire to create effective health services, this was the information of prime importance to us.
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ASSESSMENT FINDINGS
Our Participants
This section provides a brief demographic overview of those who shared their experiences with
the Salaam team.
The Survey: Of the 360 persons who completed our survey, most (70%) chose to do so in
English. Additional survey languages included Farsi (12%), Somali (11%), Arabic (4%) and
Russian (3%). More than half (59.7%) were men and 40.3% were women. Their ages ranged
from 18 to 80 (average = 38).
Other African
3%
Other Middle Eastern
4%
Other
8%

Somali
21%

Chaldean Christian
3%
Ethiopian
4%
Iranian
5%

Kurdish
7%

Afghan
20%
Arab
17%

Sudanese Christian
8%

Twenty-one percent of respondents self-identified as Somali, 20% were Afghans, 17% were
Arabs, 8% were Southern Sudanese, 7% were Kurdish, 5% were Iranian, 4% were Ethiopian,
and 3% were Chaldean. The remaining 15% identified themselves as coming from a variety of
countries including Turkey, Lebanon, Syria, Jordan, Palestine, Yemen, Libya, Kuwait, Saudi
Arabia, Qatar, United Arab Emirates, Egypt, Algeria, Eritrea, and Morocco. Only 7.2% said they
were born in the US. Most (85%) considered themselves Muslims. Among Muslims very few
categorized themselves as either Shi'ite or Sunni. Other represented religions were Baptist
Christians, Chaldean Christians, and Bahá'í. All Southern Sudanese participants described
themselves as Christian. Only 2% of survey respondents did not identify with a specific religion.
A majority of survey respondents (53%) were married, 32% were single, 8% were widowed, 4%
were divorced, and the remaining 3% described themselves as separated or living with a
partner. Roughly 9% lived by themselves, and 56% had children 17 years of age or younger
living in their household. The number of children in families who had children ranged from 1 to 8
(average = two).
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In terms of education, 8% of those who completed the survey reported no education beyond
Kindergarten, 18% had a high school diploma or its equivalent, 21% had obtained a four-year
university degree, and another 11% had a post-graduate degree (Masters or Doctorate). High
level degrees were most prevalent among Arabs and Iranians. Among all respondents 41%
completed their formal education in the US. The remainder had gone to school in different
Middle Eastern, North African, and East African countries as well as Europe (Germany and
France), Russia, India, and New Zealand.
At the time of the survey 45% were employed for wages, 8% were self-employed, 18% were
students, and 12% listed themselves as homemakers. Only 6% were unemployed and looking
for work. The remaining people described themselves as retired or disabled. Occupations varied
widely and included fields such as engineering, business, real estate, security, information
technology, clerical, construction, and food service. Among immigrants we noted several
persons who had occupations requiring a high degree of education in their home countries (e.g.,
Physician, University Professor), but who reported now performing lower level jobs in the US.
A majority of survey participants’ income fell at the lower end of the socioeconomic spectrum.
But there was also a substantial range, with roughly 9% making over $4,500 per month. Those
who self-identified as Arab or Arab American tended to report higher, while Somalis and
Ethiopians reported lower average income. Not surprisingly, English speakers, and those with
more education reported greater income. But in reviewing the relationships between
socioeconomic factors, we also noted that average income tended to be lower than what one
might expect, given respondents’ educational attainment. Several participants cited difficulties in
having their foreign education and licenses recognized in the US. This may partially explain our
findings.

Monthly Income of Survey Participants
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Multilingualism was the norm among our survey respondents. A great majority (93%) reported
speaking more than one language. Roughly 47% spoke two, and another 36% spoke three
languages. The greatest number of languages spoken by anyone was five. Most commonly
(other than English), Arabic, Farsi, Somali, Chaldean, Russian, Kurdish, and Sudanese dialects
were listed. Additional languages included Amharic, Swahili, French, Turkish, and Urdu.
Focus Groups The 128 individuals who participated in Salaam focus groups were from a variety
of communities. In part, they were persons of Somali, Southern Sudanese Christian, Pakistani,
Arab, Afghan, Iraqi, and Lebanese origins or descent. Meetings further included those
specifically for Somali adolescents, Saturday school students, Shi’ite Muslims, a Muslim
university student group, and an all female Muslim school teacher’s group.
Adults ranged in age from 19 to 68 years. Twenty-six percent were women. Most participants
(65%) preferred to speak a language other than English, and only 17% were born in the US.
Immigrants had lived in the US from 1 to 27 years. Approximately 68% were employed. Specific
occupations included cleaning, food service, health care (e.g., pharmacy technician, respiratory
technician), financial services, engineering, and teaching. Adolescents ranged in age form 13 to
17. Half were male and half were female. Almost all spoke more than one language, but most
preferred English.
Key Stakeholder Interviews: Our 20 key stakeholders included doctors of Afghan, Egyptian, and
Syrian backgrounds, social workers closely associated with the resettlement of refuges
(including Afghan widows), Somali and Kurdish community leaders, Imams, college professors
who frequently work with Middle Eastern communities, members of young adult Muslim service
organizations, campus-based student groups, Chaldean community members, teachers, and a
mental health professional of Palestinian background. As with the community meetings, we
sought to include persons from a broad range of backgrounds to understand the needs of
diverse ethnic communities, women, and second generation young adults.
Reported Adverse Experiences
Experiences of Persecution Among Immigrants

None
29%

Both Places
22%

Home Country
but not US
34%

US but not home
country
15%

This section described adverse events (e.g.,
persecution, harassment, etc.) reported by those
who participated in the Salaam needs
assessment. Among immigrants who completed
our survey 34% reported experiencing some
form of persecution in their home country but not
in the US, 15% indicated they had been
harassed in the US but not in their home
country, 22% reported both persecution in their
home country and in the US, and 29% said they
had experienced no such adverse events at all.
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Country of Origin
A majority of immigrants (56%) completing our survey reported they had undergone some form
of persecution in their home countries. Overall men had been persecuted in somewhat greater
numbers than women. Specific circumstances were torture (17%), imprisoned but not tortured
(7%), and otherwise persecuted (53%). Respondents listed political circumstances, their
religious adherence, and their cultural and/or tribal group membership as main reasons for such
treatment. Among major ethnic / national origin groups in our sample, those of Sudanese
(96%), Afghan (81%), Chaldean (71%), and Kurdish (57%) origins most frequently reported
some sort of persecution or harassment in their home countries. Those describing themselves
as Arab reported fewer such incidents (33%).
Specific types of incidents described on surveys, by focus groups, and by key stakeholders
included:
•
•
•
•

Harassment and persecution of Afghans by Russians during the Soviet occupation;
Imprisonment and torture of Iraqis who opposed Saddam Hussein’s Ba’ath Party;
Chemical attack against Kurds in Iraq by Saddam Hussein’s regime;
Beatings, torture, the killing of relatives, and being held for ransom by various factions in
Somalia;
• Persecution of a specific branch of the Muslim faith (e.g., Shi’a or Sunni);
• Persecution, abduction, and attempts at forced conversion to Islam of Southern Sudanese
Christians.
Among participants in both focus groups and key stakeholders, most who had not experienced
such events themselves had heard about them from others. A great majority agreed that home
country persecution constitutes a large problem among immigrants from several communities
assessed through Salaam. Estimates of specific percentages were frequently at over 50%,
particularly among Sudanese and Iraqi (e.g. Kurdish) groups. One focus group respondent
concluded “We all came to this country because we did not feel safe and secure in our own
country. We came here to be safe and secure.”
In the US
Among survey respondents 37% acknowledged having encountered some form of harassment
in the US. Among these, 66% claimed discrimination, 65% reported they had been harassed,
57% said they had experienced one or more hate crimes, and 43% indicated that one or more
of their children had been harassed or discriminated against. (These percentages do not add up
to 100 because some respondents reported multiple different incidents).
Survey respondents listed their Muslim religious beliefs, the way they look and dress, and their
cultural groups / national origins as top reasons for such events. Many but not all who felt
targeted because of traditional dress were Muslims. Thus both religion and culture-based
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clothing made people more vulnerable to harassment. Incidents reported on surveys, in
interviews, and in focus groups occurred most frequently in the work situations and in public
places (e.g., at stores). They included verbal harassment (e.g., “Go home Arab,” being called a
terrorist – “Where’s your bomb?” being cursed at on the street while they were walking their
children to school; given “dirty looks”), workplace discrimination (e.g., being fired or denied
promotion for no apparent reason; a job applicant being angrily told to get out after he gave the
Arabic spelling of his name), assault (e.g., one respondent said that a woman tried to hit his wife
with a car; a cab driver was reportedly slapped by a customer), vandalism (a car being
damaged), threatening anonymous phone calls, unwarranted harassment by federal agencies
(e.g., the FBI & INS), and circumstances such as losing friends who no longer wanted to
associate with them. Multiple participants also said “my last name must be Random” because
they were always selected for a comprehensive screening at airports, despite claims that such
inspections are randomly conducted.
Several focus group members described such events as occurring shortly after the terrorist
attacks of September 11, 2001. But other reported incidents as happening during the
preparation for war with Iraq and more recently (e.g., 2-3 weeks ago). Consequently, our results
did not find any clear pattern that limited the occurrence of adverse events to a time frame
occurring immediately after 9/11.

Why Respondents Believe They Experienced
Some Form of Harassment in the US
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Many focus group members and key stakeholders who had not personally experienced adverse
events reported that they knew or had heard of those who did. They further indicated that the
consequent ripple effects are heightening general tension, anger, and feelings of intimidation
among many in the community.
Respondents also expressed concern that the media portrayed their communities unfairly. One
who had recently moved to San Diego described an incident in which, on a local station where
she previously lived, Muslims were shown celebrating after a violent act. Community members
later learned that the “celebration” was file footage that had nothing to do with the incident for
which it was used (and in which the people shown were not involved). Overall, unfair media
exposure was cited as a strong concern by many respondents.
Who Is Most at Risk for Adverse Experiences in the US
Among adult survey respondents those of Arab origins or descent reported experiencing the
greatest proportion of harassment or other unfair treatment (52.5%) in the US. Sudanese
Christian immigrants reported the least experience with such events.
Key stakeholders tended to
describe people who wear
traditional dress, particularly
women who wear the hijab
Other Middle Eastern
38.5
(traditional Muslim head scarf),
as
being
targeted
for
Ethiopian
38.5
harassment. In addition, they
Southern Sudanese
3.6
mentioned persons with “Middle
Eastern” accents and names,
Kurdish
40
those with darker skin color, and
Somali
48.7
persons with jobs that involve
substantial public contact (e.g.,
Afghan
25.7
cab drivers and shop keepers).
Chaldean
40
These
experiences
were
Arab
52.5
prevalent among, but not limited
to Muslims. Chaldean Christians
Iranian
33.3
also
described
harassment.
Some Chaldean shop keepers
0
10 20 30 40 50 60
reported
that
they
had
Percentage
prominently displayed crosses
and other Christian images in
their establishment so they would not be “mistaken for Muslims” – but with little success.
Group

Persons Who Described Adverse Events
(to us) in the US by National Origins

Children & Adolescents: It is also noteworthy that children and adolescents were described as
at particular risk. Among all survey respondents 16% said at least one of their children had been
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harassed. Among those experiencing harassment, 43% reported events that included children.
Focus group members told of incidents in which teachers, speaking about 9/11, had described
Muslims in general as “people who kill Christians and Jews.” Other Muslim adolescents who
wore traditional clothing said fellow students bullied them, “made fun of Islam” and called them
“Osama’s son” or “Osama’s daughter.” That tension between some groups of students (e.g.,
Somalis and African Americans) has lead to violence was also described.
Reporting of Incidents. The majority (64%) of those recounting adverse events said they did not
report them to any authorities. In addition, very few of those describing their children as
harassed said they reported it to authorities. Some adolescents said that they had told their
teachers about adverse incidents. They generally described teachers as sympathetic. But they
further said that no concrete action to forestall further incidents was taken.
The most common reason for not reporting incidents was that people did not know who to report
them to. Other cited reasons included doubts that it would be effective, and concern that it
would carry “negative consequences” (e.g., make them the focus of more attention).
Of adults who did make formal reports, only 12% said they were satisfied with the outcome.
Only 3 who reported harassment of their children were satisfied with the outcome. Focus group
members and key stakeholders almost universally agreed that only a small proportion of
adverse events are ever described to any authorities. It is noteworthy that, in focus groups,
local law enforcement was perceived differently than federal agencies. Most respondents who
reported adverse events to local police expressed satisfaction with how they were treated as
well as the outcome. They described police officers as acknowledging they had limited
knowledge about impacted communities, and as making efforts to be culturally sensitive. In
contrast, federal agencies such as the FBI and INS were perceived as being intrusive,
overbearing and heavy handed.
Reported Psychological Difficulties and Their Impact
This section details specific psychological difficulties (or “symptoms”) reported throughout the
assessment process. In addition, the common impact of such symptoms on people’s activities
of daily living (e.g., at home with family, at work, in school) is detailed. We also describe specific
statistical connections between adverse experiences (in peoples’ home countries and in the US)
and the symptoms they tended to report. In this process we review which specific types of
problems and adverse experiences are most commonly linked. Finally, we describe common
ways in which people attempt to deal with problems.
Commonly Reported Problems
Among all of our adult survey respondents, the most frequently acknowledged problems were
thoughts about financial difficulties (68.3%), difficulty expressing feelings (57.5%), difficulty
working (55.2%), feeling helpless (52.4%), difficulty concentrating (52.1%), nervousness
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(51.8%), and feeling detached from others (51.3%). It is further notable that thoughts of death
were acknowledge by 36.1% of respondents. (Such responses do not automatically denote
suicidal ideation, but may refer to thoughts about the death of others, particularly among those
who have experienced violent events.) Physical difficulties (e.g., increased heart rate, chest
pains, trembling / shaking) were some of the least reported symptoms.
Most key stakeholders and focus group members connected psychological distress with the
type of adverse experiences previously discussed in this report. But some, particularly among
key stakeholders, acknowledged that there is the range of more “routine” disorders and
problems (e.g., psychotic disorders, depression, eating disorders, drug/alcohol abuse) that
impact most populations. They further described acculturation to new countries and
environments as inherently stressful. In short, the acculturation process per se is often stressful
even when the kind of previously described adverse experiences (in home country and/or the
US) are absent.
Connections between Psychological Problems & Adverse Experiences
Adults: First and foremost, it is notable that we made direct statistical links between a.)
persecution in country of origin, harassment in the US, experiencing both, and b.) the number of
psychological symptoms people acknowledged. On average, individuals who had experienced
adverse events in both their home country and the US reported the greatest number of overall
symptoms. This was followed by those reporting adverse experience in their home country,
those with such experiences in the US, and those with no adverse experiences at all.
In comparing the symptom numbers among our survey participants to those in the broader US
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population, we noted the following: Among those with adverse home country and US
experiences, 54% had symptoms that matched the average number among persons who have
been formally diagnosed with a trauma related psychological disturbance in the general US
population. This number was 49% among people with adverse home country experience(s)
only, 35% of those with US – based adverse experience(s) only, and 14% among those with no
reported adverse experiences.
In summary, many survey respondents who described adverse events also reported symptoms
that were roughly equivalent in number to those among people in the US who have been
formally diagnosed with Posttraumatic Stress Disorder (PTSD) or a similar condition. We must
caution that a formal diagnosis of any disorder cannot be made by one instrument, such as
given on our survey. Rather, it takes a much more comprehensive and detailed evaluation by a
licensed metal health professional. But our numbers suggest that such evaluations should be
conducted among a substantial number of persons from San Diego’s Middle Eastern, North
African, and East African communities who have had adverse experiences. In addition, even
some who have had no such experiences feel significant stress. This may be a result of hearing
about such events from others.
Overall, our formal statistical model (See Appendix A) showed significant associations between
more psychological symptoms and 1) adverse experiences in country of origin, 2) adverse
experiences in the US, 3) a combination of such experiences, 4) being a woman, 5) speaking
little or no English, and 6) reporting more acculturation-related stress. Age, education, income,
generational status, acculturation per se, and ethnicity / national origins / descent were not
linked to the number of reported symptoms.
The connection between home country trauma and psychological disturbances is not new. But,
to our knowledge, this is the first time a formal connection between experiences of harassment
in the US and heightened psychological distress has been made in these communities.
Symptom Patterns among Adults: There were also connections between symptom types and
the specific adverse events people reported. Having experienced harassment in the US was
particularly associated with anger, loneliness, feeling guilty and marital / relationship problems.
In contrast, persecution in country of origin was most uniquely linked with thoughts of death and
difficulties expressing feelings. More specifically, those who were tortured reported a personal
detachment from others and anger toward self. They also tended to acknowledge more physical
problems (e.g., chest pains, shaking / trembling). These patterns generally held true for various
sub-groups in the survey’s sample (e.g., Afghans, Arabs, and Chaldeans). We believe that this
information will help professionals develop more focused treatment plans and approaches.
Our focus groups and key stakeholders most frequently associated nervousness, anxiety,
difficulty sleeping, sadness, feeling rejected, not knowing what to do, isolation, anger,
frustration, high blood pressure, apprehension, and helplessness with experiences of
harassment and discrimination in the US.
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Youth: Key stakeholders and focus group participants, including those from our adolescent
group, described adverse events in the US as also impacting children, adolescents, and young
adults. One respondent said “Our children are the most stressed children in the world.”
Adolescents described feeling nervous, frustrated, and dejected. Several described becoming
angry and acting out in response to “bad experiences.”
Impact
Among adults, two primary responses to adverse experience were 1) difficulties performing at
the workplace, and 2) increased family arguments, fragmentation, discord, and divorce. Some
acknowledged hearing of family violence, although this topic is infrequently talked about. A few
respondents described their children as becoming more violent at home. Adolescents reported
drops in school performance, leaving school completely, and confrontations with other students.
In elaborating on common problems, adolescents described acting out (e.g., fighting), and major
drops in academic performance (even among very good students). At the same time
professional or family assistance was often seen as unavailable. When asked where
adolescents go to seek help, one Somali youth, for example, replied “There is no help. I wanted
to talk to somebody about school. Nobody was there for me. Another student said that my father
(will) think it is crazy to talk about emotional things.”
This comment highlights that many adolescents saw their parents as unavailable to them.
Community leaders reported that some Muslim adults tend to avoid issues related to 9/11
because of resulting discomfort and thus do not talk about them with their children.
Consequently adolescents feel more isolated at a time that also includes greater stress. The
result is increased nervousness and acting out. Parent-child relationships are more fragile, and
parents have less influence over their children’s behaviors. In the process, adults also model
dysfunctional coping efforts (e.g., denying problems, seeing open communication as a
weakness, not wanting to talk) for their children. It appears likely that such ineffective strategies
are thus learned by the next generation.
Particularly noteworthy is what some in the Somali community described concern over
adolescents’ “gang activity” to us. Reported friction between Somali immigrant and African
American youths has, for example, lead to violence. Unfortunately, many of these incidents are
not documented in any substantive way. In addition, it is unclear if the term “gang,” as used in
the community, is synonymous with the common definition of organized, often territorial and
crime-based US street gangs, or if it simply refers to a loose group of friends who “get into
trouble.” If more organized, it also remains unclear if such organization among first-generation
immigrant youths has formed in the US, or if it is based on home-country tribal or other
affiliations. But irregardless of the particulars, youth acting out is an arena that needs to be
addressed.
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Coping Efforts
Recognizing that each culture has its particular strengths, we asked what current actions help
people cope with emotional distress. In response, prayer was most commonly described by
focus group participants and key stakeholders. Most respondents further said that this helped “a
lot” or at least “somewhat.” But they also acknowledged that other avenues are needed as well.
In addition, we heard that the events of 9/11 often split Muslim communities. Some persons
distanced themselves from religion and mosques. Conversely, others embraced their faith. We
do not know what people who stop attending formal services do in their private lives. But it may
be that in some cases, those who draw back from involvement in formal religious practices see
prayer as less of an option. In addition, one focus group member said “In my community if you
invite some of the younger people to pray, they say ‘don’t go all Taliban on me’.” In short, prayer
is not preferred by everyone.
In addition, many respondents described people as trying to deal with stress by ignoring or
denying it. One focus group participant said “In Somali culture psychological distress is not fully
recognized, those who complain of anxiety and emotional instability are considered to be crazy.
It is very difficult for a Somali man or woman to admit that he or she is stressed. It is a sign of
weakness. Problems should not make you stressed and you should be able to manage stress
entirely by your self. If you cannot then you are crazy and not capable of handling stress very
well.” While this comment was specifically about Somali culture, its basic theme was echoed
across most other groups we spoke with.
Finally a few participants mentioned home remedies and, particularly among younger people,
drug/alcohol use as attempts to cope.
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HEALTH SERVICE ACCESS AND UTILIZATION
Mental Health Care
Our key stakeholders and focus group members almost universally agreed that persons in their
respective communities who feel emotional distress do not get the professional care they need.
Focus group members tended to say that “no counselors are available for us” or that they do not
know how to access services. They further said that religious leaders (e.g., clergy members or
Imams) are the people most frequently asked for personal / family advice. Stakeholders voiced
the opinion that only a very small percentage seeks out mental health professionals. In addition,
several (including Imams) expressed concern that religious leaders do not have the professional
training needed to give emotional health care advice. Thus access to culturally effective mental
health resources would be helpful to such leaders as they seek to get persons who need care to
the right place.
Both focus groups and key stakeholders emphasized the stigma with which psychological
difficulties are perceived in their communities. This perception is true in many populations. But
stakeholders and community members emphasized it as especially prevalent among the groups
assessed by Salaam. They highlighted that persons often do not want to acknowledge
emotional distress (e.g. “having stress”) for fear of being seen as “crazy,” bad, weak, or
otherwise inadequate. Thus they tend to keep emotional problems private.
At the same time, many focus group members agreed that they would seek confidential help if it
existed. But a common perception was that such help is simply unavailable to them. At least
one focus group member did not know that problems caused by stress “could be cured.”
Several stakeholders echoed that information about mental health treatment effectiveness
would increase community members’ willingness to seek professional help.
We asked if focus group members and key stakeholder knew of any local efforts that attempt to
systematically treat emotional distress in their respective communities using culturally and
linguistically effective methods. The universal response was “no.” A few stakeholders and focus
group members cited individual providers (e.g., physicians) who deliver culturally appropriate
care. But they agreed that, at present, there are no comprehensive efforts. Several expressed
disappointment with a general apathy toward this topic. One focus group member summed up
overall reactions to this question by saying “Salaam is the only community based project that
even asks us such a question. I hope (your) efforts will bring about an organization that will treat
emotionally distressed people in our community.”
Because of the social stigma around emotional health issues, we did not directly ask if survey
respondents had received prior mental health treatment. Some in the community suggested
that such questions might reduce the number of people willing to complete the survey. We did,
however, request information about their more general experiences with the health care system.
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General Health Care
Among those surveyed, 33% reported that they and/or their family members had needed urgent
or emergency care within the last year. We found this need to be roughly equal across men and
women, ethnic / national origin groups, and country of birth.
Of those requiring urgent or emergency care, only 30% said they “always” received it as quickly
as they felt necessary. Another 25% said they “usually” and 33% reported they “sometimes”
obtained it. Twelve percent reported that they “never” received care when most needed, or
experienced substantial problems obtaining timely services. This basic pattern held true for both
men and women. Racially black persons from Ethiopia, Somalia, and the Sudan reported some
of the greatest difficulties receiving timely care. In addition, there was a sharp contrast between
those who spoke English and those who did not. Seventy-eight percent of English speakers
reported that they “always” received timely services. In contrast, this was only true for 22% of
non-English speakers.
General Health Insurance Issues
Insurance Coverage: Survey respondents expressed strong recognition that having health care
insurance is vital to them and their families. When asked how essential such coverage is among
other daily life needs, they ranked it third in order of importance. Only the most basic necessities
- food and housing - were ranked more highly.
Seventy-two percent of those completing our survey said they had some form of health
insurance. We found no substantial difference between the proportion of men (71%) and women
(73%) reporting such coverage. In short 28% of our survey respondents were uninsured. This
falls well above 2002 national US uninsured rates (15%), and is more consistent with statistics
for those who are foreign born (33%) and/or in poverty (30%).38
Among major national / ethnic communities in our survey, those from lower East African nations
had some of the lowest coverage rates. On the other hand, persons of Kurdish (80%), Afghan
(76%), and Iranian (72%) backgrounds were most frequently insured.
A majority who had health insurance (53%) received it from governmental sources such as
Medicare or Medicaid (Medi-Cal). Another 39% obtained it through their employers, 4% bought
it themselves, and 4% were insured through their spouse’s employer-based insurance. Men
tended to receive insurance from their employers (50%) while women had more often obtained
it from government sources (70%). Among sizable ethnic / national groups in our survey,
government-sponsored carriers were prime sources of insurance for Afghans (87%) and Kurds
(75%). Those of Arab origin or descent were more likely to receive insurance through their
employment (56%).
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Among survey respondents 29% said they believed applying to government-sponsored health
insurance such as Medicare and Medicaid can negatively affect people’s immigration status.
This belief was most prevalent among Somalis (62%), Ethiopians (54%), Arabs (38%), and
Sudanese (36%). In contrast, no Chaldeans and very few Afghans (3%) voiced this opinion.
Assumptions that using government supported health care disturbs immigration procedures are
generally incorrect. San Diego’s Consumer Center for Health Education and Advocacy reports
that lawful use of such care by documented immigrants does not hurt their chances of getting
and keeping a green card, or of obtaining US citizenship. Using such services is, however, tied
to income. Consequently, it may bring up questions whether people who are trying to sponsor
relatives for US entry have the economic resources to do so. In addition, a few focus group
participants expressed concern that “the government” uses “any excuse” – e.g., minor errors on
routine service applications – as a way to launch dragnet investigations in their search for
“terrorists.”
Coverage for Children: Overall, 67% of survey respondents who had children (age 17 or
younger) in their home reported having some type of health insurance. But their children were
not automatically covered. Among respondents who 1) were insured 2) had children (age 17 or
younger) living in the household, 73% reported those children were included in the coverage.
The consequent overall percentage of uninsured children in our surveys (33%) again falls well
above national statistics (12%).38
Sources of Health Care & Information
Surveys, key stakeholder interviews, and focus groups all asked about community members’
experiences with, and opinions about health care. In this process we asked where people get
care, where they get health information, why they choose certain kinds of providers, and what
makes care attractive to them. We also asked about any barriers they had encountered. Finally
we asked them to recommend steps
that can 1) improve San Diego’s
Sources of Care
health services to their communities
ER or Urgent
and 2) inform specific Project Salaam
Care
11%
follow-up activities.
Community
Clinic
18%

Private
Physician
46%

Multiple
Including ER
8%
Doctor in
Mexico
1%
No Regular
Place
16%
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Sources of Routine Care: Asked
where community members get basic
medical care, 46% said they go to a
private physician. Another 18%
indicated frequenting a community
clinic and 11% reported going to an
emergency room or urgent care
facility.
In addition, 8% listed a
combination of places. Almost all of

those listing several places included emergency rooms as one option. Only two people said they
visit a doctor in Mexico. Sixteen percent reported having no regular doctor or other source of
health care.
Focus group members and key stakeholders echoed survey results by describing private
doctors’ offices as the most common, and community clinics as the second most common
places where people receive care. Key stakeholders also added emergency rooms as an
additional source of frequent care. One expressed the opinion that ER visits are sometimes for
physical distress (headaches, body aches, chest pains) that is prompted by anxiety.
Key stakeholders further mentioned that religious leaders are often asked for advice about
emotional and family problems. One key stakeholder who is the Imam for a local Mosque said a
traditional spiritual form of therapy called ruqia (Quranic recitation over the patient)39 is
sometimes used.
Sources of Health Information: Both focus groups and key stakeholders generally agreed that
private doctors are the main providers of health care information. Additional sources were family
members, friends, and neighbors. Several focus group participants expressed concern over the
lack of accessible information. Key stakeholders added that occasionally community centers,
mosques / churches, and community leaders provide some information. One expressed concern
that conservative parents limit their children’s access to some sensitive information (e.g., take
them out of sex education classes at school) and thus “make them learn it in the street.”
Why People Chose Specific Health Care Sources: Survey participants were asked why they
chose one type of health care source over another. The top six cited reasons, listed in rank
order, were as follows:
Table 1.
Rank

Top Six Reason for Choosing a Specific Health Care Source

1
2
3
4
5
6

It is the closest to my home
Cost
They treat me with courtesy and respect
They explain treatments and procedures to me in my language*
It is easy to get appointments
They explain treatments and procedures in a way I can understand

Not surprisingly non-English speakers emphasized the importance of provider language skills as
particularly important. But they still listed closeness of the facility to their home as of primary
importance. In fact, they did so in greater proportions than the English speakers. This may be
since they 1) clustered at the lower end of the socioeconomic spectrum (making transportation
more costly) and 2) longer distances require more language skills (e.g., reading directions,
signs, etc. to find unfamiliar places).
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Focus groups and key stakeholders also voiced the importance of insurance coverage and
affordability. In addition they wanted providers to communicate in patients’ language (or have
adequate interpretive services), listen to them, be friendly and respectful, show empathy, and
understand various religious / cultural practices. Several said they wanted providers that “do not
make fun of” their religion. Along this same line some Muslim participants said they trust Muslim
doctors most. Several of our participants, however, emphasized that individual differences are
also important (e.g., “Not all Arabs and Muslims are the same.”), and that doctors should not
presume to understand patients from specific communities just because they know of a few
cultural practices that tend to occur in those groups. One respondent summed up the
overwhelming consensus by saying “Just treat us as human beings.”
There was general agreement that female community members tend to prefer female providers,
both because of the nature of physical exams and because they perceived female doctors as
more likely to take the time to listen and be sympathetic to them. Participants, however, also
agreed that there are not absolute social or religious taboos forbidding women to go to “any
physician” if care is needed.
Barriers to Health Care
In addition, we asked survey respondents to tell us about problems they have had in accessing
general health care. Specifically, we asked them to describe as many difficulties as they had
encountered. Overall, nineteen percent said they had had no problems whatsoever. Foreign
born and limited English speaking persons reported more problems accessing services than
others. Only 16% of those born outside the US and 6% of those with limited English skills
denied encountering major obstacles to health care. In contrast, 46% of US born English
speakers reported no substantial access barriers. Those reporting difficulties described the
following personal and institutional problems.
Table 2: Specific Access Problems Reported by Survey Respondents
Description of Circumstance

English
Speakers

Limited English
Speakers

All
Respondents

Lack of money*

43%

66%

50%

High cost of health care*

35%

50%

39%

Language difficulties*

21%

84%

39%

Finding a doctor*

13%

30%

18%

Difficulties making appointment*

9%

34%

16.%

Lack of health insurance

14%

16%

15%

Poor treatment by receptionist

04%

02%

04%

Poor treatment by medical staff

04%

01%

03%

Legal residency status

01%

00%

01%

* indicates significant differences between those with limited English and English speakers
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As shown in Table 2, limited English speakers reported significantly more health care access
barriers due to economic and language problems than others. They also reported greater
difficulties finding a doctor and making medical appointments. The same basic pattern was
evident among foreign born respondents. This was true even among those who spoke English.
In addition women tended to report more problems accessing services because of language
barriers than men.
Focus group members recounted specific incidents in which a person was about to be “wrongly
operated” on until a family member intervened, and another person was refused treatment in an
Emergency Room because of lack of insurance.
Key stakeholders listed a number of areas in which individual providers and health care facilities
could improve. In addition to already noted language factors, these included increased empathy,
and ceasing differential treatment based on a patient’s looks, dress, accent, culture, and
religious practices. Some also described long wait times at clinics and doctors’ offices (even
when formal appointments had been made), and a lack of heath related information. One said
that “sometimes they just want to get rid of you.”
At the same time, stakeholders acknowledged that the community members must become more
proactive in seeking out services (including preventive care) and health information. They also
discussed the need for some community members to be more forthright about problems they
are experiencing.
Among survey respondents, 16% said they had stopped visiting a particular doctor, clinic, or
hospital because the treatment they received was poor. Contrary to what one might expect, a
greater proportion of those born in the US said they had stop seeing a provider due to
dissatisfaction (31%) than those born in other countries (15%). Among ethnic and national
groups Afghans and Somalis were least likely to describe walking away from services. It may be
that because of money, insurance, language, and other limitations, some foreign born feel that
they have to “settle” for who they get. Others may feel they have more options if one provider or
clinic proves unsatisfactory.
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PARTICIPANT RECOMMENDATIONS
Focus groups and key stakeholders made a number of recommendations. Many requested
further education (e.g., through meetings) on emotional health services, if they are effective, if
they are likely to contradict religious and cultural teachings, how to find linguistically appropriate
care, and so on.
They also recommended community outreach activities through churches, mosques, and
college groups / clubs. They said that religious leaders such as Pastors, Priests, and Imams
need to endorse health care education activities on an on-going basis. Several, however,
acknowledged that a substantial proportion of people who need to be reached are not
particularly religious. Consequently they recommended outreach to poetry, arts and recreational
clubs, and professional groups, and through e-mail lists.
In addition they recommended the distribution of printed materials (e.g., fliers and brochures) in
Farsi, Arabic, and other relevant languages. They said placing literature at specific businesses
that cater to Middle Eastern, North African, and East African communities as important.
Many Salaam participants emphasized the need to reach out to the broader community in order
to break false and stereotypical assumptions. In this process they highlighted the need to
understand various communities and recognize individual differences that exist within groups.
People emphasized the need to talk to law enforcement, social service organizations, and
health care systems. Many among our key stakeholders and focus groups placed special
emphasis on educating the media. They felt that media portrayals have been frequently
inaccurate, stereotypes, and have spurred on the broader community’s negative reactions (e.g.,
“The idea of showing a video clip of the local mosque when describing a “terrorist’s attack”
someplace else is very damaging”). At least one key stakeholder was of the opinion that some
in the media were more sensitive immediately after 9/11. Possibly there was some conscious
awareness that, under the circumstances, bias had the potential to creep into reporting. But
since then, reporters have become less guarded, and according to the stakeholder “the rhetoric
is becoming more raw.”
Teachers among our key stakeholders also emphasized the importance of reaching out to
school districts so that the broader student population can gain more correct information about
San Diego’s Middle Eastern, North African, and East African communities. Some advocated for
a specific program that helps transition students from the Islamic School into mainstream High
School. Islamic schools try to prepare their classes for such a transition. They recognize that
many students, especially the girls who stand out in other schools because of traditional dress,
are apprehensive about the change to a non-Islamic school. Consequently, older students are
sometimes brought back to share their experiences with the graduating students.
But a more formalized program that educates San Diego’s school district system in terms of
sensitivity to cultural / religious issues would be helpful. Such an effort could also educate
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parents as to how they can best assist their sons and daughters with transitions to non-Islamic
schools. Finally, such a program would give students greater opportunities to openly discuss
their fears, apprehensions and ideas about what the transitions will entail.
Key stakeholders also suggested outreach to the broader San Diego community with a specific
focus on the special needs of certain groups. They, for example, mentioned wives and children
in military families who have a loved one deployed overseas. Respondents described a
common desire for peace and stability in Iraq, Afghanistan, and other regions. In discussing the
wish to reach out to military families, on respondent said “These women and children are our
neighbors, classmates; we shop at the same places... If there is a way to reach out to them and
get a conversation going, we feel a lot could be accomplished.”
Finally, needs assessment participants also expressed a desire for a community clinic that is
sensitive to, and knowledgeable about, their needs and circumstances. They described the ideal
clinic as providing a broad range of health services.
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OUR COMMENTS, KEY FINDINGS, AND RECOMMENDATIONS
Our data collection methods do not allow us to draw firm conclusions about the exact
prevalence of adverse experiences (in home country and the US) among San Diego’s Middle
Eastern, North African, and East African communities. But every component of our assessment
showed that such experiences, both among adults and adolescents are frequent and need to be
addressed. In other words, irregardless of exact percentages, our results suggest that these
events represent a common and damaging concern.
We further noted a significant link among the number of psychological symptoms community
members described and experiences of persecution in country of origin (among immigrants),
and in the US. On average, their symptom profile looked similar to those among the broader
US population who have been diagnosed with PTSD or a similar disorder. In contrast,
community members with no such experiences had profiles that matched the broader nondiagnosed US population. Some were a bit elevated, perhaps denoting tensions that
communities feel when they hear that their friends and neighbors had bad experiences. On
average, women, those who speak little or no English, and those with greater acculturationrelated stress also reported more emotional difficulties.
The strong links between identified adverse experiences and emotional distress suggest that
reported problems were generally not due to other (e.g., pre-existing) mental health problems.
That people describing adverse experiences in country of origin and the US reported the highest
number of average symptoms was particularly important. It suggests that facing repeated
difficulties has a cumulative effect. This matches our clinical observations and existing literature
on re-traumatization.40 For example, we have noted that among refugee populations, recovery
from traumatic events is often hampered because people continue to face major stressors over
long periods. Even when people who have been attacked, imprisoned, and/or tortured escape
from their home countries, they often face danger during their flight, spend extended periods in
unstable refugee camps, and then have to adjust to the new locations to which they are sent. In
that process they often leave relatives behind. Consequently, they experience chronic stressors
that often lead to chronic symptoms. In short, such persons do not get the “breathing room” that
might allow them to recover under more usual circumstances. Professional care in response to
such difficulties seems particularly important.
We were pleasantly surprised by the openness with which people described emotional
problems. Like many mental health professionals (and some stakeholders and focus group
members) we had assumed that in Middle Eastern, North African, and East African
communities, psychological difficulties are frequently expressed as physical symptoms to avoid
the stigma of being “thought of as crazy.” Our results were somewhat different. People were
willing to acknowledge symptoms that are traditionally thought of in the US as “psychological” in
nature. In fact, they reported such problems at much higher rates than physical symptoms often
associated with anxiety (e.g., chest pains).
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Our conclusion is that symptom checklists work well when we try to gain a complete picture of
how people are doing. For example, we have noted in our clinical practice that, when asked to
describe their mood, people often say “I have no problems, I just can’t remember anything.” But
when asked about specific difficulties such as inability to sleep, nightmares, poor appetites,
getting frustrated easily, feeling isolated, and so on, they acknowledge several such problems.
Without question, linguistic competence (including the use of professional interpreters) is a
cornerstone of effective care. But we also noted that most of our survey participants chose to
complete the instrument in English, even though other options were available. In addition we
noted that a great majority was bilingual and many spoke a large number of languages. In short,
many Middle Eastern, North African, and East African immigrants come from environments in
which bilingualism and multilingualism are the norm rather than the exception. It may be that
such experience enhances their ability (and confidence) in adding English to the list.
Many English speakers, however, also reported difficulties finding culturally adequate care. In
our view, discussion of culturally competent health care often begins and ends with language.
Our observations suggest this is inadequate. Providers must also be knowledgeable about
many other culture-based attitudes, customs, and preferences.
At the same time, providers face the challenge of finding out when and how to apply such
knowledge of broad cultural trends to individual clinical situations. Like other groups, members
of the communities we assessed vary greatly in personal attitudes and circumstances. Acrossthe-board attempts to attribute cultural trends to individuals are thus overly simplistic and hinder
rather than help treatment.28
Having acknowledged individual differences, we must now also address the opposite end of the
continuum – how many people have similarities. We were specifically impressed by many
common experiences among the large number of national-origin groups we encountered.
Persons from many different circumstances had similar reactions to society’s stressors. Yet a
history of national, ethnic, and religious conflicts in immigrants’ home regions sometimes
precludes them from recognizing their shared concerns in the US.
Social scientists have long described two basic ways in which people can react when finding
themselves in environments where they have limited social power. They can try to blend in. But,
as our participants told us, this is often impossible because of the way they look, dress, and
prefer to act. The second way is to join with persons in similar circumstances, and use strength
in numbers to advocate for themselves.41 This approach can be very effective. It has also
influenced the title of our report. But this method requires people to put past conflicts that
occurred somewhere else behind them.
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Key Findings
1. A substantial number of San Diego’s immigrants from Middle Eastern, North African, and
East African regions experienced persecution in their countries of origin. Those from
Southern Sudanese, Afghan, Chaldean, and Kurdish backgrounds report the most such
incidents. Those describing themselves as Arab described fewer such events.
2. Adult members of Middle Eastern, North African, and East African communities in San
Diego reported notable levels of harassment, discrimination, and hate crimes.
3. People who experience harassment most often describe Muslim religious beliefs, the way
they look / dress, and their cultural / ethnic group membership as triggering adverse
reactions. Arabs and Muslims in traditional dress reported themselves as most frequently
targeted. But most other groups, including Chaldean Christians are not exempt. Specific
circumstances range from subtle forms of discrimination to violent confrontations.
4. Adolescents and children experience notable levels of bullying and harassment, often at or
around their schools from classmates. They also reported stereotyped and hurtful comments
by teachers.
5. Only a small proportion of those who experienced harassment and discrimination in the US
reported it to anyone in authority. Common reasons for this decision were not knowing who
to report to, belief that reporting will be ineffective, and a desire not to draw attention.
6. Among adults who reported adverse experiences, only 12% were satisfied with the
outcome.
7. Local law enforcement was generally seen as trying to be helpful. Conversely, federal
agencies were perceived as intrusive and overbearing.
8. Among immigrants, those who experienced persecution in their countries of origin reported
more trauma related psychological difficulties than those with no such experiences.
9. Those who have experienced harassment in the US reported more trauma related
psychological difficulties than those with no such experiences.
10. Those with adverse experiences in both their country of origin and the US report more
psychological difficulties than any other group we sampled.
11. Overall, the most commonly described problems among adults were thoughts about
financial problems, difficulties expressing feelings, difficulty working, feeling helpless,
difficulty concentrating, nervousness, and feeling detached from others.
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12. Experiences of persecution in home country were particularly linked with thoughts of death
and difficulties expressing feelings. Torture was especially associated with detachment from
others and anger toward self.
13. Experiences of harassment in the US were particularly linked with anger, loneliness, feelings
of guilt, and marital / relationship problems. Difficulties working and increased family discord
were often described among this group. This included some reports of domestic violence
and divorce.
14. Adolescents who had been harassed expressed substantial anger. Consequent decreased
school performance and physical fights with classmates were most often described.
15. There were reports of youth gang violence, particularly between Somali and African
American groups.
16. Youths often described their parents as unavailable to talk about problems. Both
adolescents and adults acknowledged an increased communication and emotional gap
between parents and their children.
17. Those with strong religious conviction primarily attempt to cope with stress through prayer.
But many also acknowledge this as a partial solution. Others reportedly deny any difficulties
because they see stress as a personal weakness and fear being considered “crazy.”
18. Members of Middle Eastern, North African, and East African communities often see formal
mental health services as unavailable to them. In part, this is caused by a lack of culturally
and linguistically competent providers. In addition, it is caused by the stigma associated with
emotional problems.
19. Community members could identify no systematic local effort, aside from Project Salaam,
that presently attempts to ease their emotional difficulties in culturally and linguistically
effective ways.
20. Like other immigrant groups, fewer first generation persons from the Middle East, North
Africa, and East Africa have health insurance than people in the broader US population.
This problem extends to children and adolescents.
21. Among our respondents, 29% believed applying for government supported health plans
could negatively affect their immigration status.
22. The most frequently mentioned sources of routine health care in rank order were private
doctors, community clinics, and ERs / urgent care facilities.
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23. The top reason for selecting specific care sources in rank order were: it’s close to my home,
cost, they treat me with courtesy and respect, they explain treatments and procedures to me
in my language, it’s easy to get appointments, and they explain treatments and procedures
to in a way I can understand. Female patients preferred female doctors but were willing to
go to any physician if care was needed.
24. The most frequently cited barriers to health care in rank order were lack of money, high cost
of health care, language difficulties, finding a doctor, difficulties making appointments, lack
of insurance, poor treatment by receptionist, and poor treatment by medical staff.
25. Those with limited or no English skills reported substantially more financial and language
problems. They also described greater difficulties finding a doctor and making medical
appointments.
26. Sixteen percent of our survey respondents said they had stopped visiting a particular doctor,
clinic, or hospital because of poor treatment.
Recommendations
1. Establish formal data bases that track the unique emotional and physical health
circumstances among US cultural groups from Middle Eastern, North African, and East
African origins or descent. Subsuming such groups under existing categories such as
“White” or “African American” likely hinders rather than helps the development of adequate
care.
2. Provide information that orients San Diego’s Middle Eastern, North African, and East African
communities as to the availability and effectiveness of care. This includes outreach to the
broadest possible range of persons with various religious and no-religious preferences,
cultural orientations, and individual circumstances.
3. Provide specific transitional programs for adolescents who are completing Islamic schools
and entering public education.
4. Develop interventions that focus on at-risk youths (e.g., those with increasing gang
involvement) among communities of greater Middle Eastern, North African, and East African
origins or descent.
5. Develop a referral system that specializes in linking persons of Middle Eastern, North
African, and East African communities with health and social service providers with the
linguistic, religious, and cultural competence needed to provide effective services.
6. Support interpretive services for languages such as Arabic, Farsi, Somali, Kurdish, and
Chaldean among others.
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7. Form a community clinic that serves all but has specific expertise in the needs of greater
San Diego’s Middle Eastern, North African, and East African communities. This clinic would
ideally be developed by a broad consortium of grass roots, professional, and academic
organizations.
8. Advocate for policies that will eliminate disparities in health care insurance coverage,
particularly among documented foreign-born groups.
9. Train health care providers, educators, law enforcement, attorneys, and others how to work
effectively with such groups. For health care providers, this includes adherence to
professional codes and national guidelines such as the Office of Minority Health’s National
Standards on Culturally and Linguistically Appropriate Services (CLAS).
10. Educate the broader San Diego population, including the media, regarding accurate
circumstances in its Middle Eastern, North African, and East African communities.
11. Encourage law enforcement and educators at all levels to fully investigate and act on
incidents of harassment and hate crimes.
12. Encourage culturally competent health care research with US Middle Eastern, North African
and East African communities through funding initiatives that specify academic and
community-based collaborations. Such initiatives are needed to close present knowledge
gaps.
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NEXT STEPS - THE SALAAM SERVICE MODEL
This needs assessment only has value if the information herein leads to subsequent action. A
few persons we spoke with told of earlier discussions in which others asked about their
respective communities’ needs. But they said that then “nothing ever happened.” This
assessment’s intent is to 1) galvanize, coordinate, and formalize effective interventions by the
ICSD and other local organizations to provide required services to members of impacted
communities, 2) leverage resources (e.g., funding sources) to make that happen, 3) inform like
efforts at other US locations with similar populations, and 3) impact overall policies that direct
mental health interventions for these communities.
From its inception, Project Salaam’s developers have thought of this needs assessment as a
first phase of a much larger service effort. The consequent Salaam Model integrates previously
described recommendations from our needs assessment participants, standard community
development methods, and the Salaam teams experience in clinical, health promotion, and
organizational arenas. The overall model is presented in the figure below.

Project Salaam: Assessment & Intervention Model
Phase

One

Community
Community Needs
Needs Assessment
Assessment
Leader
Leader Interviews
Interviews
Community
Community Meetings
Meetings
Paper
Paper && Pencil
Pencil Surveys
Surveys

Phase

Two

Community Member Outreach / Education

Health Care / Educator / Law Enforcement Outreach

Cultural
Cultural Competence
Competence Training
Training
Psycho-Educational
Psycho-Educational Workshops
Workshops

Health
Health Care
Care Providers,
Providers, Educators
Educators
Law
Law Enforcement
Enforcement

Provider
Provider Referral
Referral Network
Network
Resource
Resource Directory
Directory
Phase

Three

Development
Development of
of aa
Community
Community Clinic
Clinic
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Phase II involves 1) community member outreach and education and 2) cultural competence
training and related education to health care providers, educators, law enforcement, the media,
and other entities in the broader San Diego area. Phase III involves creation of a community
clinic. A more specific description of each phase and service component is as follows:
Phase II
Community member outreach and education activities in this phase include 1) educational
meetings that orient people to basic mental health services and coping and 2) a referral network
and resource directory that facilitates culturally and linguistically adequate access to such
services. The other component is cultural competence training for key “front-line” persons and
systems (e.g., providers, school counselors, police officers, attorneys, the media). We believe
this will increase such people’s knowledge about the real needs and circumstances in San
Diego’s Middle Eastern, North African, East African, Muslim, and other groups. As such, it will
be designed to reduce stereotypes and enhance the effectiveness of health, social, and
educational services for these communities.
1. Educational Workshops for Community Members: Project Salaam plans to develop the
content for a series of meetings or “workshops” designed to help community members better
deal with experiences of trauma (past and current harassment due to prejudice), increase their
ability to deal with family and other problems, and improve their overall well-being. Our needs
assessment findings will drive meeting content. We will also use community experts,
psychologists, doctors, and others with expertise in cultural competence and trauma related
disturbances to guide these workshops. They will focus on the specific needs and
circumstances of various Middle Eastern, North African, and East African groups. In addition,
individual meetings will be tailored to adults, young people, specific cultural and religious
groups, and so on. These workshops can then be given at locations around greater San Diego
and surrounding areas (e.g., Orange, Imperial, and Riverside Counties) and in various
languages as needed.
In this process, Salaam also plans to train Community Health Workers (CHWs) that can take
over some meetings. CHWs have successfully carried out such efforts in many other
circumstances. Their basic premise is that every community has formal and informal social
networks through which health information is exchanged. In this needs assessment, people for
example told us that they occasionally go to friends and neighbors for health advice. CHWs are
community members who have compassion for, and leadership roles in, their neighborhood. As
such, they raise awareness of health issues and distribute health information. The Institute of
Medicine thus directly supports the use of CHWs (Recommendation 5-10).12 Community Health
Workers successfully gathered some of the information presented in this book. We thus
anticipate their continued role in Salaam’s activities.
2. Referral Network and Resource Directory: Not unexpectedly, during our needs assessment a
number of people asked us for specific help with a variety of social service, emotional, and
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health needs. This again highlighted the need for a network that links people with agencies,
doctors, mental health professionals, and others who can assist them in culturally and
linguistically effective ways. We thus envision a system that provides 1) direct referrals, and 2) a
broader resource directory (in multiple languages) identifying places to get help.
The Salaam Resource Directory is presently in development. It will identify those agencies,
clinics, and practices that work in concordance with the Cultural and Linguistic Standards
(CLAS) as set forth by the US Office of Minority Health (OMH).20 Included in the Resource
Directory will be information on medical services (Medical Doctors, OB/GYN, Dental, Pediatric,
Internal Medicine, etc.) and mental health services [Psychiatrists, Crisis Hotlines, Psychologists,
Social Workers, Marriage & Family Therapists, Support Groups (AA, NA, OA), and Shelters].
Also listed will be social service agencies that offer financial assistance and support (Social
Security Office, Child Welfare; Housing Department; Legal Aid Society; Consumer Center for
Health Education and Advocacy, etc.).
3. Cultural Competence Training: The final component of Salaam Phase II will educate key
persons across a broader spectrum of San Diego. This training, developed by the project’s
team, is intended for "front-line" persons working in community systems (e.g., community clinic
personnel, school counselors, University student centers, law enforcement, the media, etc.).
The component will be designed by cultural competence experts and those with detailed
knowledge about the US Middle Eastern, North African, and East African communities. Salaam
needs assessment information will again drive this process. The broad intent will be to increase
mental and general health service access and help reduce the amount of direct and more subtle
forms of racism, discrimination, and intercultural miscommunication. Two main components of
these trainings will address the following:
The first component will provide information on culturally competent actions through the
understanding of basic concepts such as within-group diversity, acculturation issues and
strategies, ethnic identity, and the impact of stereotypes and prejudice. The second main focus
will be designed to clear misconceptions and dispel stereotypes by helping attendees learn
more about common customs (e.g., basic beliefs, food considerations, dress, gender roles, etc.)
as specific to various cultural and religious groups. In this process we will emphasize that, while
knowledge of such factors is valuable, persons from the same community also vary greatly in
attitudes and beliefs. Therefore the training will remind participants of the individual differences
between people.
Workshops will also focus on how such information is applicable to real-life situations. For
example, workshops for health care personnel will include a specific focus on clinical issues
such as symptom presentation, intercultural communication, involvement of family and
community in care, etc. Workshops for educators will have a specific focus on how to combat
prejudice in the school / classroom environment. Law enforcement – targeted workshops will
deal with community policing strategies that avoid stereotypes, and so on.

45

Phase III
Establishment of a community clinic, a center for the cultural and linguistically competent
treatment of members from San Diego’s Middle Eastern, North African, and East African
groups, is probably the most ambitious Project Salaam plan. We believe that such a clinic
should include and integrate both physical and behavioral health services.
We anticipate that existing organizations such as the University Muslim Medical Association
(UMMA) clinic in Los Angeles, California and the ACCESS Community Health and Research
Center in Dearborn, Michigan can serve as models in this process. The Salaam clinic’s
emphasis will be on providing the best service to community members from a variety of cultural,
national, and religious backgrounds.
A clinic can also serve as the platform in developing and testing new culturally tailored /
enhanced prevention and treatment approaches. It can provide a controlled environment in
which such efforts are incubated and carried forward. Successful advances in care can then be
taught to other institutions and providers.
Ultimately, we believe that projects like Salaam have the potential to facilitate social change.
They can demonstrate that organized attention to critical societal issues can enhance the
wellbeing of people from Middle Eastern, North African, and East African, origins in the US.
While our project is local in scope, we work with fluid populations that have ongoing ties to their
countries of origin. Consequently, we hope that projects such as ours can, in a small but
meaningful way, enhance our image abroad.
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Appendix A:
Table: Standard Multiple Regression: Predictors of Psychological Symptoms
Predictors

β

t

p

Adverse Event in Country of Origin
Adverse Event in the US
Adverse Event in both Home Country & US (Interaction)
Limited English Proficiency
Gender (Female)
Acculturation Stress
US Mainstream Orientation
Home Country Orientation
Age
Education
Monthly Income
Generational Status
Ethnic or National Origins / Descent*

.27
.31
.18
.17
.15
.25
-.12
.08
.06
.06
-.09
-.04
.04

3.56 <.0001
4.11 <.0001
2.06
.04
2.51
.01
2.77
.006
4.56 <.0001
-1.67
.09
1.27
.21
1.13
.26
1.00
.32
-1.49
.14
-0.78
.43
0.48
.63

(R2 =.40; F=8.39, P<.0001); N=360
* Variable was dummy coded
Given the sparse information on investigated groups, a standard (model building) rather than
hierarchical (model testing) approach was used.
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Reported Adverse Events and Psychological Problems
Some Form of
Tortured
Some Form of
Persecution in
in Country of
Harassment
Country of Origin*
Origin
in the US
Thoughts about financial problems
79.5%
66.1%
60.8%
Difficulty expressing feelings
73.0%
67.9%
62.7%
Difficulty working
77.0%
73.2%
47.1%
Feelings of helplessness
71.3%
71.4%
47.1%
Difficulty concentrating
75.4%
71.4%
41.2%
Nervousness
69.7%
62.5%
56.9%
Feeling detached from others
63.1%
71.4%
51.0%
Difficulties making decisions
59.0%
50.0%
45.1%
Feeling discouraged
50.8%
50.0%
51.0%
Fits of anger
46.7%
58.9%
41.2%
Restlessness
61.5%
46.4%
31.4%
Low energy level
49.2%
44.6%
39.2%
Loss of interest in fun things
32.8%
50.0%
45.1%
Thoughts of death
55.7%
32.1%
29.4%
Getting tired easily
36.1%
42.9%
41.2%
Headaches
39.3%
42.9%
37.3%
Loneliness
33.6%
39.3%
43.1%
Irritability
50.0%
28.6%
31.4%
Anger toward self
43.4%
64.3%
15.7%
Don’t enjoy life any more
26.2%
46.4%
33.3%
Forgetting recent events
40.2%
26.8%
31.4%
Guilt feelings
23.0%
41.1%
27.5%
Physical discomfort
27.9%
41.1%
31.4%
Light headedness
39.3%
25.0%
21.6%
Feel like breaking things at times
23.0%
39.3%
27.5%
Thoughts about adverse event(s)
35.2%
35.7%
23.5%
Pessimistic attitude
7.4%
19.6%
41.2%
Loss of appetite
25.4%
33.9%
15.7%
Marital / relationship problems
13.1%
25.0%
31.4%
Stomach pains
23.0%
30.4%
19.6%
Indigestion
18.9%
17.9%
15.7%
Flushing / hot flashes
26.2%
28.6%
11.8%
Waking up at night
12.3%
25.0%
19.6%
Chest pains
18.9%
19.6%
19.6%
Increased heart rate
18.9%
26.8%
15.7%
Shaking / trembling
14.8%
21.4%
15.7%
Easy sweating
11.5%
16.1%
23.5%
Tingling sensation
12.3%
17.9%
7.8%
Nausea
4.9%
16.1%
11.8%
Symptoms are ordered in total sample frequency of occurrence
*Does not include those experiencing one or more adverse events in the US
** Does not include those experiencing one or more adverse events in country of origin
Reported Problem

Hate Crime(s) in the
US**
73.6%
72.2%
62.5%
65.3%
47.2%
54.2%
70.8%
62.5%
58.3%
59.7%
36.1%
33.3%
5.6%
26.4%
38.9%
41.7%
54.2%
30.6%
31.9%
48.6%
26.4%
50.0%
43.1%
20.8%
44.4%
27.8%
44.4%
27.8%
43.1%
19.4%
19.4%
15.3%
23.6%
19.4%
20.8%
23.6%
20.8%
15.3%
11.1%

Adverse event(s) in
Both Country of Origin
and US
73.7%
67.1%
57.9%
65.8%
48.7%
56.6%
64.5%
57.9%
52.6%
53.9%
36.8%
38.2%
47.4%
30.7%
43.4%
42.1%
47.4%
30.3%
38.2%
42.1%
26.3%
47.4%
36.8%
25.0%
39.5%
26.3%
38.2%
32.9%
40.8%
25.3%
23.7%
18.4%
25.0%
22.4%
23.7%
19.7%
15.8%
13.2%
14.5%

No Adverse
Events Reported
54.4%
30.1%
31.1%
22.3%
32.0%
24.3%
27.2%
20.4%
25.2%
23.3%
17.5%
19.4%
29.1%
19.4%
21.4%
20.4%
20.4%
12.6%
16.5%
25.2%
19.4%
18.4%
14.6%
11.7%
17.5%
8.7%
14.6%
9.7%
10.7%
9.7%
9.7%
5.8%
11.7%
6.8%
4.9%
8.7%
6.8%
2.9%
4.9%

Total
Sample
68.3%
57.5%
55.2%
52.4%
52.1%
51.8%
51.3%
45.6%
43.6%
40.5%
38.8%
36.5%
36.5%
36.1%
34.3%
34.0%
34.0%
32.3%
30.3%
30.3%
30.0%
27.5%
26.3%
25.5%
25.5%
24.1%
21.0%
21.0%
21.0%
19.0%
17.0%
16.4%
16.1%
16.1%
15.3%
14.2%
12.7%
9.3%
7.9%

Appendix B:

Sample questions from key stakeholder interviews
1.
2.
3.
4.

Please tell me a little about your professional background and current work:
What kind of services does you organization provide?
What are the service costs, if any, to community members?
How would you describe the community (or clientele) you serve in terms of age, ethnicity,
socio-economic status, gender, language skills and acculturation?
5. Do you believe any of the people you serve have been, at some point, tortured or
persecuted in their country of origin?
6. If so, what percentage and what were the circumstances?
7. How large of a problem is hate crimes, discrimination and harassment among the people in
the community you serve?
8. What would you believe are the characteristics of the people who tend to be most at risk? (If
necessary, elaborate in terms of how they look, dress, national origin, age/gender groups,
where they live, etc.)
9. What do you believe is the community’s perception about why they are being targeted?
10. What do you believe is the prevalence and types of emotional/psychological distress
experienced by members of the community you serve/work with?
11. What is the resulting impact, if any, of this distress (e.g., on activities of daily living including
work and/or school)?
12. Are there any incidents of stressful situations beyond those beyond those law enforcement
organizations know about? Yes______
No______
13. If so, what are they?
14. In your opinion, how have people in the community members been trying to cope?
15. Does that seem to work for them?
16. In your opinion, what are some cultural circumstances that effect how
emotional/psychological distress is understood and described in your community?
17. What are some examples of care or remedies persons in the community use today to try to
manage stress and distress?
18. What kinds of messages might children in this culture get about emotional distress and how
to handle /cope with it?
The following questions are designed to help us pinpoint any specific service gaps and
access problems.
1. Where do community members usually get information about health in general (i.e. family
member, church/mosque, physician, school, books, community leaders, other)?
2. Among people you know in the community who have emotional distress, - Are they getting
the care they need?
3. If not, what do you think makes it difficult for them to get the care they need?

52

4. Where are people most likely to get their healthcare (i.e. clinic, private physician, traditional
healer, other)?
5. What makes a source of health care appealing for this population (i.e. type of provider, clinic
staff, atmosphere, location, bilingual, etc)?
6. What do people tend to be most dissatisfied with?
7. What would the community need to see in order to trust what we are trying to do with our
program?
8. In your opinion, what makes it most difficult for low-income community members to get the
health care they need? Please give me examples of some of the other barriers they face.
9. Are you aware of any current organized efforts (for example, community programs) that
attempt to treat emotional distress among the community in a culturally competent way?
10. Do they work? If so, what works?
11. If not, what are the problems?
12. What, if any religious expectations help or hinder health care in the case of women in this
culture?
13. What about for men?
14. What do think would be the best way to identify people with distress in the community who
might benefit from this program?
15. Where is this community most likely to meet in groups?
16. What might be some other ways to reach them?
17. Is there anything else you think we should know so that we can make our program effective
in reaching this population?
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Appendix C:
Sample questions from adolescent focus group sessions
1. Some people in your community have come from places where they were subjected to
persecution/torture due to ethnic, cultural, religious or political circumstances. Is that true
anyone here?
2. Would you care to share the specific circumstances involved?
3. How large of a problem are experiences of hate crimes, discrimination and harassment
among the people your community?
4. Have any of you, or someone you know had that kind of experience?
5. What were the circumstances?
6. How long ago did this happen?
7. Why do you think people are being targeted?
8. In your opinion, what has been the emotional reaction experienced by members of the
community?
9. What would you consider to be the resulting impact of this distress (e.g., on activities of daily
living including work and/or school)?
10. Are there any incidents or stressful situations beyond those law enforcement organizations
know about? # Yes______ # No______
11. If so, what are they?
12. In your opinion, how have people in the community members been coping?
13. Does that seem to work for them?
14. In your opinion, what are some cultural circumstances that effect how
emotional/psychological distress is understood and described in your community?
15. What are some examples of care or remedies persons in the community use today to try to
manage stress and distress?
16. What kinds of messages might children in your culture get about emotional distress and how
to handle /cope with it?
The following questions are designed to help us identify any problems receiving health
services people need.
1. Where do you usually get information about health in general (i.e. family member, church,
doctor, school, books, community leaders, other)?
2. For yourself and among people you know in the community that have emotional distress, Are they getting the care they need?
3. If not, what do you think makes it difficult for you and them to get the care you need?
4. Where are you most likely to get your healthcare (i.e. clinic, private physician, traditional
healer, other)?
5. What makes a source of health care appealing for you (i.e. type of provider, clinic staff,
atmosphere, location, bilingual, etc)?
6. What do you tend to be most dissatisfied with?
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7. What do we have to do in order to have others trust what we are trying to do with our
project?
8. What do people need to see in order to trust health care professionals in general?
9. What makes it most difficult for low-income community members to get the health care they
need? Please give examples of some of the other barriers they face.
10. Are you aware of any current organized efforts (for example, community programs) that
attempt to treat emotional distress among the community in a culturally sensitive way?
11. Do they work? If so, what works?
12. If not, what are the problems?
13. What, if any religious expectations help or hinder health care in the case of women in this
culture?
14. What about for men?
15. What would be the best way to identify people with distress in the community that might
benefit from this program?
16. Where is this community most likely to meet in groups?
17. What might be some other ways to reach them?
18. Is there anything else you think we should know so that we can make our program effective
in reaching people in your community?
19. Is there anyone else who you think would be willing to help us in this in this project by either
participating in a Community Meeting themselves or completing one of our surveys?
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Appendix D:
Sample questions from adolescent focus group sessions.
1. Have you heard of people in your community who have come from places where they were
treated badly or even tortured because of their ethnicity, tribe, culture, religion or other
circumstances?
2. (If so) What were the circumstances?
3. Have you been harassed or bullied by anyone because of who you are?
4. (If yes) When and where did that happen?
5. Who was doing it?
6. Have any people you know had these kinds of experiences?
7. What were the circumstances?
8. Why do you think these kinds of things happen?
9. How have you (or the people you know) reacted to these kinds of experiences?
10. Has it affected how they do in school or in other ways? (If so, in what ways?)
11. Have you (or the people you know) told others about such experiences? Yes ___ No
12. If so, who did you (or they) tell?
13. What happened?
14. What do you (or people you know) do to deal with these kinds of experiences?
15. Does that work for you (them)?
16. What is most difficult about dealing with these events after they happen?
The following questions are designed to help us identify any problems receiving health
services people need.
1. Where do you usually get information about being healthy (i.e. family member, church,
doctor, school, books, community leaders, other)?
2. If you know any people who have emotional problems – are they getting the help they need?
3. If not, what do you think makes it hard for to get the help they need?
4. Where are you most likely to get care if you are sick (i.e. clinic, private physician, traditional
healer, other)?
5. What do we have to do so people will trust that they can tell Project Salaam about any
problems they are having problems?
6. What do people need to see to trust health care workers in general?
7. What would be the best way for us to find people that might be important for us to talk to
about Project Salaam?
8. Is there anything else we should know to make our program effective in reaching people?
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