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Abstract 

Objectives: The aims of the study were, first, to describe and analyze healthcare services utilization 

patterns of older immigrants in Finland, and particularly to compare the availability and 

accessibility of health services between older Somalis and Finns. The second aim was to examine 

the preferences for mental healthcare within the group of Somalis. The third aim was to test the 

existence of a service usage gap expected to be characteristic of the Somali group, in which high 

levels of mental health problems occur alongside simultaneous low levels of mental health service 

usage.  

Design: The participants were 256 men and women between the ages of 50−85; half were Somali 

migrants and the other half Finnish matched pairs. The participants were surveyed regarding their 

usage of somatic, mental, and preventive health services, as well as symptoms of depression, 

general distress, and somatization. The Somali participants were also surveyed regarding their usage 

of traditional healing methods and preferences for mental healthcare.  

Results: The Somali group had significantly lower access to personal/family doctors at healthcare 

centers as well as a lower availability of private doctors and occupational health services than the 

Finns. Instead, they used more nursing services than Finnish patients. The Somali participants 

attended fewer age-salient preventive check-ups than the Finns. The majority of the Somalis 

preferred traditional care, most commonly religious healing, for mental health problems. The 

hypothesized service gap was not substantiated, as a high level of depressive symptoms was not 

associated with a low usage of health services among the Somalis, but it was found unexpectedly 

among the Finns.  

Conclusion: Our findings call for culturally appropriate general and mental health services for 

older immigrants, which requires awareness of clients’ preferences, needs, and alternative healing 

practices. Somali participants encountered institutional barriers in accessing healthcare, and they 

preferred informal mental healthcare, especially religious healing instead of Western practices.  

 

Key words: healthcare services usage, immigrants, older Somalis, mental health, traditional and 

religious healing, Finland 
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Usage of healthcare services and preference for mental healthcare among older Somali 

immigrants in Finland 

 

Introduction  

Research suggests that migrants and refugees in Western countries use fewer healthcare 

services, particularly mental health and preventive services, than the native population (Diaz and 

Kumar 2014; Morrison et al. 2012; Uiters et al. 2009; Wittig et al. 2008). The lower rate of usage of 

mental health services is also prevalent in countries where there is a cost-free universal healthcare 

system such as in Canada and Finland (Fenta, Hyman, and Noh 2007; Gissler et al. 2006; Kirmayer 

et al. 2011; Koponen et al. 2015, 177‒179). The low usage of available services is considered 

paradoxical, as immigrants, and especially refugees, show a high prevalence of mental health 

problems, including depression, anxiety, and somatization disorders (Close et al. 2016; Diaz and 

Kumar 2014; Fazel, Wheeler, and Danesh 2005). This is referred to as the service usage gap among 

refugees and migrant populations. 

Commonly-documented reasons for migrants’ lower usage rates of mental health services are 

cultural and linguistic barriers (Kirmayer et al. 2011; Koopmans et al. 2013), which create great 

challenges to healthcare providers in receiving countries. One way to meet these challenges is to 

increase healthcare personnel’s cultural literacy by improving their knowledge and understanding of 

immigrant populations’ health needs, values, and preferences (Sandvik, Hunskaar, and Diaz 2012). 

Thus, research about the specific needs and service preferences of various migration groups is 

needed, as well as research regarding the connections between their health status and use of 

healthcare services (Fenta, Hyman, & Noh 2007; Wittig et al. 2008). Accordingly, this study 

analyses service utilization patterns, and, in particular, compares the availability and accessibility of 
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health services for older Somali and Finnish participants. In addition, it explores the preferences for 

mental health treatment among older Somali immigrants in Finland.  

Immigrant health and service usage  

Although research shows increased risks of psychiatric disorders and mental health problems 

among migrants and refugees upon settling in Western countries, the severity varies greatly 

according to demographic and cultural factors (Close et al. 2016; Ladin and Reinhold 2013; 

Vervliet et al. 2014). Notably, a systematic review revealed that depression varied between 8–12% 

in native populations, while the variation was between 4‒40% in immigrants and refugees (Close et 

al. 2016). Women, elderly, and migrants with low education levels are considered to be the most 

vulnerable to mental health problems, especially depression (Mirsky et al. 2011). Concerning the 

role of receiving society, immigrants show better mental health in countries with a high gross 

national product (GNP), while GNP does not impact refugees’ mental health (Close et al. 2016). A 

Finnish epidemiological study (MAAMU) on immigrants showed the relevance of the country of 

origin; Kurdish immigrants, especially women, showed significantly worse mental health than the 

Finnish population, whereas the Somali population’s mental health did not differ from the native 

population’s mental health status (Castaneda et al. 2012). 

Research confirms that migrants in Finland use fewer mental health and preventive health 

services than the native population, repeating a pattern found in other receiving countries 

(Castaneda et al. 2012; Gissler et al. 2006; Koponen et al. 2015). The MAAMU study further 

showed that, although migrants, especially Somalis, have confidence in the Finnish health service 

system, mental health and preventive services reach only a small proportion of those needing these 

services (Castaneda et al. 2012). A study in the United States also found that, in spite of the 

availability of preventive services, Somali migrants used fewer preventive care services than did the 

natives (Morrison et al. 2012). In the United Kingdom, Somalis scarcely used mental health 
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services, in spite of their relatively high levels of psychological distress (McCrone et al. 2005; 

Warfa et al. 2006). In addition, there were migrants who fell completely outside of the existing 

health and social services, particularly asylum seekers and undocumented migrants, despite their 

especially high needs (Gerritsen et al. 2006). 

Yet, research shows great differences in healthcare use among immigrants related to the type 

of services used and the countries inhabited. A Norwegian register study found that older migrants 

between the ages of 60‒65 used fewer general practitioner (GP) services than the same-age native 

population, and migrants between the ages of 65‒80 used more (Diaz and Kumar 2014). Gender 

also intersects with ethnic background and impacts the use of mental health services. In Finland, for 

example, migrant women have been found to use mental health services more frequently compared 

to migrant men, echoing rates of usage among the general Finnish population. However, among 

certain African groups, such as Somalis, the use of mental health services is significantly lower than 

among the Finnish women in general (Koponen et al. 2015, 177‒178). Immigrants in many 

European countries have been found to use services provided by general practitioners and 

emergency healthcare doctors (Sandvik, Hunskaar, and Diaz 2012). Yet, generally, immigrants 

seldom use psychiatric or therapy services (Castaneda et al. 2012; Fenta, Hyman, and Noh 2007).  

Some research is available on migrants’ use of alternative treatments and the services of 

spiritual/religious healers as substitutes for the lack of culturally-accepted mental healthcare 

providers in Western countries (Johnsdotter et al. 2011; Wedel 2011; for a transnational context, see 

Tiilikainen and Koehn 2011). In addition, mental disorders are not always recognized, and 

treatment is not always sufficient, as indicated by evidence from Finland and Canada (Castaneda et 

al. 2012; Fenta, Hyman, and Noh 2007).  

The low or unsuitable use of mental health services despite severe health problems is 

conceptualized as a service usage gap, which has been attributed to distinct cultural health beliefs 
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and the dissimilar values and customs of immigrants and refugees, on the one hand, and to 

characteristics of the healthcare system, on the other (Johnsdotter et al. 2011; Wittig et al. 2008). 

Research confirms that Somali immigrants consider a holistic approach, including harmonious 

social relations as well as sensitivity to cultural and religious dimensions of health and healing, as a 

basis for good mental health (Johnsdotter et al. 2011; Mölsä, Hjelde, and Tiilikainen 2010; Wedel 

2011). Subsequently, effective healing should focus on benevolent changes in social and spiritual 

relations (Guerin et al. 2004; Kuittinen et al. 2014).  

Healthcare providers may be culturally illiterate or insensitive and unconsciously reflect the 

discrepancies between the Western biomedical healing model’s understanding of mental health 

problems and immigrants’ social, religious, and traditional explanations (Tiilikainen and Koehn 

2011; Whitley, Kirmayer, and Groleau 2006). A study reported that Somalis living in Finland felt 

that healthcare professionals often lacked an understanding of their life situations and needs 

(Somalis in Helsinki 2013, 88‒92). Somali respondents regarded communication with medical 

professionals as especially problematic, partly due to the different cultural ways of expressing and 

understanding illnesses. 

 

The context of the present study  

The population with immigrant backgrounds in Finland is much smaller than the populations 

in the other Nordic countries of Sweden, Norway, and Denmark. Somalis constitute the third-largest 

immigrant group in Finland, following migrants originating from Russia or the former Soviet Union 

and Estonia. The number of Somali-language speakers in 2015 was 17,871, with almost 48% 

female, and there were only 1,273 people who were 50 years old or older (Statistics Finland 2016). 

The Somali immigrants in Finland are the largest African-origin group, the largest ethnic group with 

a refugee background, and also the largest Muslim group. Many Somali immigrants have reported 

experiences of racial discrimination and adjustment problems (Castaneda et al. 2012; Somalis in 
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Helsinki 2013). In addition, the unemployment rate has remained high; in 2012, approximately 51% 

of Somali immigrants were unemployed, and only 20% of the Somalis belonging to the working-age 

population (15‒64 years old) were employed (Joronen and Mohamed 2015, 17‒18).  

 Healthcare services differ greatly in Finnish and Somali contexts and, thus, the pathways to 

care and the healthcare decision-making processes differ. Even before the Somali civil war in the 

late 1980s, the healthcare system was not functioning properly in Somalia due to a lack of 

resources. Psychiatric and preventive healthcare services were almost non-existent, even in urban 

areas. There were mental hospital wards in only three cities: Berbera, Hargeisa, and Mogadishu 

(Omar 1986). The use of traditional healing methods, such as religious healing practices and spirit 

possession rituals, particularly as treatments for mental distress, has been very common (Cavallera 

et al. 2016; Johnsdotter et al. 2011; Mölsä, Hjelde, and Tiilikainen 2010). For example, saar (zar) 

refers to a spirit possession ritual known in Somalia and some other countries in the Horn of Africa 

(Lewis, Al-Safi, and Hurreiz 1991). Characteristically, Somalis use healthcare in a pluralistic way.  

Many actors are involved in helping those seeking care and taking part in decision-making. Wider 

social networks interpret health-related information and influence attitudes towards, as well as 

acceptance and use of, services. A Somali proverb, “Nin bukaa, boqol u talise” – A sick man is 

advised by a hundred – illustrates well this communal help-seeking behavior (Serkkola 1994, 56‒

58).  

In Finland, the healthcare system is mainly publicly funded and provides universal healthcare 

provided by the National Health Insurance system (NHI) to everyone residing in Finland, regardless 

of nationality. The healthcare services are divided into a municipal healthcare system, private health 

care services, and occupational health services provided by employers. In the public municipal 

healthcare centers that are almost free and open to everyone, a client will be first referred to either a 

nurse or a general practitioner. The GP will further decide if special care is needed. At a healthcare 
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center, a personal/family doctor is responsible for families in a certain geographical area (Wahlbeck 

et al. 2008). Migrants in Finland mostly use public healthcare, as many of them are unemployed and 

therefore cannot afford to use private healthcare or utilize occupational healthcare services 

(Castaneda et al. 2012).  

Research aims 

The first aim of this study was to analyze whether elderly Somali immigrants and Finnish 

natives differ in their healthcare service utilization. The analysis focused on the accessibility and 

use of general and specialized healthcare, mental health services, occupational health, and 

preventive care. Secondly, within the Somali group, we analyzed the preferences for mental 

healthcare and healing practices for individuals suffering psychiatric distress. The third aim was to 

test whether there is a service usage gap among elderly Somali immigrants, indicated by a high 

level of mental health problems (depressiveness, psychological distress, and somatization) 

accompanied by a low level of service usage. 

Data and methods 

Participants and procedures 

The study participants were 128 Somalis and their 128 matched Finnish pairs, all between the 

ages of 50‒80 and all living in Finland. The groups were matched according to their gender, age, 

education, and marital status (reference was omitted for anonymity). In both groups, there were 75 

female and 53 male participants. The basic sample were Somalis living in the metropolitan area of 

Helsinki (N=307, according to the National Register), and, of this basic sample, every second 

participant was randomly selected to be interviewed. Fifteen individuals of the eligible sample 

(N=154) were excluded due to hospitalization or absence, two were dead, and nine refused to 

participate. No other exclusion criterion was used. The National Register provided contact 

information, and the participants were contacted by phone and information letters, as well as 
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through social networks and unofficial inquiries. The majority of Somali women chose to be 

interviewed in their homes, while men often preferred other interview places, such as cultural 

centers or coffee shops. The Somali data were collected in 2007, and the Finnish data were taken 

from the National Health Survey collected in 2000‒2001 (Heistaro 2008). Each Somali participant 

was matched with a Finnish counterpart according to gender, age (dichotomy variable: 1. 50‒59 

years; 2. older), and education (dichotomy variable 1. Polytechnic or university; 0 = lower level).  

The first author organized and supervised the data collection. Eight Somali-speaking 

interviewers (five men and three women) conducted the data collection. They were trained by two 

experts (a medical doctor and a psychologist) regarding interview techniques, appropriate ways to 

approach families, and content of questions. All eight interviewers were known and well-respected 

members of the Somali community in Finland and had educational backgrounds in social, 

pedagogic, and nursing sciences. During the fieldwork, the first author held regular supervision 

meetings where the interviewers could discuss their views and experiences, as well as any problems 

they encountered.  

The questionnaire was first translated from Finnish to Somali by a professional translator. The 

translation was then double-checked by two Somali language experts ‒ linguists who participated in 

the creation of written Somali language in 1974. No back translation was conducted. The batteries 

of questions regarding availability and accessibility of healthcare services and mental health chosen 

for this study are widely used in international surveys as well as in Finnish national surveys. 

Additional questions were specifically developed for the Somali group concerning their preferences 

for mental healthcare and traditional healing methods. To ensure the cultural appropriateness of the 

questionnaire, a pilot testing of the interview protocol was conducted among ten Somali individuals 

who were not part of the study.  
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The Epidemiological Ethics Committee of the Hospital District of Helsinki and Uusimaa, 

Finland has approved the trial study protocol concerning mental health (3/9/3100500), and the 

National Institute for Health and Welfare (NIHW) approved the specific part of the questionnaire 

for refugees (March 5th, 2007). All participants were informed about the aims and procedure of the 

study, and an informed consent was obtained before active participation commenced.  

Measures 

Somatic health service availability and accessibility was measured by asking the following 

questions. “Do you have, at your municipality health center, a so-called personal doctor (family 

doctor)?” Allowable answers were: yes, no, and cannot tell. “Do you seek help from this doctor 

when you need medical advice?” This question allowed for either a yes or no response. “Do you 

have some other doctor from whom you primarily seek help and advice? Who is this doctor?” There 

were six allowable responses to this question: health center doctor (GP); occupational healthcare 

doctor; private doctor; doctor in hospital outpatient department; doctor who is an acquaintance or 

relative; some other doctor. “Do you have a certain nurse whom you contact when you need help or 

advice concerning your health?” Answers could be either yes or no.  

Mental health service usage during last year was determined by asking whether participants 

had, during the past 12 months, used any health services because of mental problems, with either 

yes or no as the response. Further, a specified response alternative was assessed to determine where 

participants had sought care, with the following responses allowed: a health center, an occupational 

health service, a mental health center or psychiatric outpatient department, an A-clinic, a family 

advice bureau or a child guidance center, a private consultation of a doctor or a psychologist, a 

psychiatric hospital, another hospital, a rehabilitation center, or somewhere else (with a follow-up 

question requesting the location). Participants were also asked how many times in the past 12 

months they had used those healthcare services. Those who confirmed their treatment were asked 
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whether their treatment was completed, whether it comprised psychotherapy, and who had treated 

them, with possible responses of psychiatrist, other doctor, nurse or a public health nurse, other 

professional, and traditional healer. Participants were also asked whether their treatment included 

pharmacotherapy and whether the treatment had helped them, as well as the extent to which the 

treatment had helped.  

To investigate the use of preventive health services, the participants were asked about several 

gender-based treatments. Women were asked about mammography and palpations of the breasts, 

Pap test, and gynecological examination. Men were asked about the ultrasound of the prostate and 

the PSA, which is a value measured in the blood sample to check prostate function. In Finland, 

mammography, Pap tests, and PSA tests are routine free health screenings for people over 50 years 

old. 

Preferences for healthcare were solicited only from the Somali elderly. The questions 

concerned alternative healthcare services used in Finland or abroad. In addition, participants were 

asked whether they could recall and describe whether somebody dear to them was suffering from 

mental illness or mental health problems, as well as their preferable first choice for a place of care 

in such an circumstance. Allowed responses were religious expert/faith healer, traditional (saar) 

healer, herbalist, Finnish healthcare, elsewhere ‒ specify.  

Mental health was measured using a variety of instruments. Depression symptoms were 

documented using the 21-item Beck Depression Inventory (BDI, Beck et al. 1961), involving 

culturally-relevant dimensions of somatic-affective and psychological-cognitive dimensions 

(Kuittinen et al. 2014). Psychiatric distress was calculated using the General Health Questionnaire, 

(GHQ-12, Goldenberg et al. 1997), and somatization was evaluated with the 13-item Symptom 

Checklist–90–Revised, (SCL-90-R, Derogatis 1992), which depicts symptoms such as faintness and 

dizziness, soreness of muscles, and unspecified pains and aches.  
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Results  

Descriptive results  

Table I presents the background variables in the Somali and Finnish groups. Results confirm 

that the matching of the groups was successful, because the Somali and Finnish groups did not differ 

in the gender, age, civic status, or education. The sample included slightly more women (59%), and 

the majority (61%) were between 50‒59 years of age. Similarly, 62% were married, and the others 

were widowed, divorced, or never married. The groups differed significantly in employment, as 

only 28.2% of the Somalis and 78.1% of the Finns were fully employed.  

Approximately half of the Somali participants (47.7%) had a permanent residence permit in 

Finland, and 19.7% had Finnish nationality, while the rest had a residence permit by humanitarian 

law (16.1%), family member status (7.3%), or other type of permit (9.2%). The participants’ length 

of stay in Finland varied between 1‒20 years. All Somali participants were born in Somalia; of 

those, 40.1% had lived in Finland between 10‒20 years and 28.1% had lived there less than five 

years. Approximately half (48.7%) indicated not knowing any of the Finnish language, while 14 

participants (11.2%) indicated having good and 21 (16.4%) acceptable language proficiency. The 

rest reported some knowledge of Finnish. About half of the Somalis (48.8%) reported being 

illiterate. 

Use of healthcare services in Somali and Finnish groups  

The results in Table II show significant differences in the use and accessibility of healthcare 

services and preventive care between older Somali and Finnish individuals. The Somalis reported 

less use of the services of personal/family doctors in municipality healthcare centers; these 

physicians are also gatekeepers to specialized care in Finland. In the Finnish group, 69% used the 

services of personal/family doctors, whereas the share among Somalis was 45.5% ( = 9.03, p < 
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.001; N=256). The difference between the two groups in their accessing various doctor’s services 

was highly significant ( = 63.87, p < .0001; N=256): Somalis used more GP services (90%) than 

the Finns (34%), whereas the Finns used substantially more private doctor services (13%) than the 

Somalis (3%). Moreover, the Somalis accessed the nurses in healthcare centers more often (97.5%) 

than the Finns (31%), ( = 67.68, p < .0001; N=256). 

Generally, the Somali migrants (9%) used fewer preventive age-based services than the Finns 

(26%). Percentages for the Somalis/Finns who reported having participated in preventive screening 

tests specific to females were 35%/81% for mammography, 22%/69% for cytology of the cervix, 

and 18% /58% for gynecological examinations. For men, prostate palpation was reported by 

7%/27.5% and PSA-blood sample by 10% / 28%. Other examinations, such as blood pressure 

checks, were reported by 58%/80%, respectively. The Somalis used only vision and hearing check-

ups more than the Finns: 87% and 61% of the Somalis and 70% and 36% of the Finns, respectively, 

used these services. 

The usage of mental health services was very low, 4.0% (N=5) among Somalis and 2.5% 

(N=3) among Finns. Thus no further analyses of the differences in accessibility were possible.  

Cultural preferences for mental health services  

The preferred service providers for mental healthcare among the Somali group are presented 

in Table III. Results indicate that 70% of the studied Somalis preferred to visit a religious expert 

while 21% preferred Finnish healthcare. In addition, 5.5% preferred to turn to a traditional saar 

healer, while only 0.8% explicitly mentioned transnational care outside Finland. In total, 88% of the 

Somali participants preferred informal mental healthcare services, and 21% preferred Finnish health 

services. 

Service usage gap in Somali and Finnish elderly 
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Table IV reports the associations between mental health problems and usage of healthcare 

services among older Somali and Finnish individuals. The results do not support the hypothesis of a 

service usage gap among Somali immigrants. The occurrence of high levels of mental health 

symptoms and non-service use was not found among the older Somali immigrants, but it was found 

unexpectedly among the Finnish participants concerning depressive psychological-cognitive 

symptoms. The significant Group X Service usage-interaction (F (1, 236) = 6.62, p < 01) indicates 

that the Finns who suffered from these symptoms used fewer healthcare services than non-sufferers, 

whereas in the Somali group, there was no significant association between depressive symptoms 

and health service usage. The main effects of service use reveal that, generally, the severity of 

mental health symptoms were not associated with service use. The group main effects revealed that 

the Somali migrants showed more severe psychiatric distress and somatic-affective depressive 

symptoms than the Finns did, but the Somali participants showed fewer psychological-cognitive 

depressive symptoms than the Finns.  

Discussion 

Our results confirmed that older Somali immigrants in Finland have less access to and usage 

of personal and specialized doctors’ and preventive healthcare services than the native older 

population. The result somewhat aligns with previous research in Finland (Castaneda et al. 2012; 

Koponen et al. 2015) and elsewhere (Kirmayer et al. 2011) that found lower usage of specialized 

professionals among immigrants, especially in the psychiatric and mental health field. In our 

matched-pair comparison, however, both the Somali (4%) and Finnish (2.5%) participants reported 

very low access to and usage of mental health services during the previous 12 months, which 

prevented further analyses. We could not verify the service usage gap phenomenon, in which 

immigrants, despite their high needs, would use (Western) mental health services less than native 

persons. In general, the Somali migrants showed more psychiatric distress and somatic-affective 
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symptoms of depression and used less specialized services, but a strict empirical testing of this gap 

in the matched-pair ethnic groups defeated the idea.  

Our findings emphasize the importance of culturally salient mental health services by 

showing that the older Somali individuals clearly preferred culturally familiar traditional care, 

particularly religious healing, instead of the Finnish mental health services. The low use of mental 

healthcare among immigrants and refugees is commonly explained by linguistic and cultural 

barriers (Kirmayer et al. 2011). This is likely to apply also to the older Somali individuals in this 

study, whose prevailing religious and cultural views regarding healing mental distress may have 

resulted in the non-usage of Finnish mental healthcare. Older Somalis especially cherished religious 

experts, such as sheiks and imams in a mosque, for healing mental distress.  

Another explanation for the low use of preventive and specialized healthcare services among 

immigrants relates to the health professionals’ cultural insensitivity and ignorance. Immigrants’ 

usage of Western mental health services is also hindered by the lack of knowledge on available 

services, which may explain the low accessibility to personal/family doctors among Somali elders. 

Native Finns have substantially fewer language barriers, and they are familiar with the personal 

doctor system. Moreover, they may be more demanding and subsequently unsatisfied with a nurse 

consultation.  

Furthermore, those Somalis who do suffer from mental health problems are more likely to 

have access to, visit, and trust a GP than a psychologist or a psychiatrist. This can be explained, in 

part, by the fact that mental illness in Somali society has been seen as highly stigmatizing; 

therefore, Somalis prefer to utilize health services aimed at somatic diseases (Cavallera et al. 2016; 

Johnsdotter et al. 2011; Mölsä, Hjelde, and Tiilikainen 2010). This observation also concurs with a 

Canadian study showing that Ethiopian migrants consult GPs for their mental health problems 

(Fenta, Hyman, and Noh 2007).  
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Importantly, there also seem to be structural barriers to healthcare. As compared to the native 

Finns, the Somali migrants did not have equal access to personal/family doctors. These doctors 

function as gatekeepers for specialized services in the Finnish healthcare system, and, therefore, the 

decreased access to them among Somali participants created further barriers for their healthcare 

service use. Instead of having direct contact with their own personal/family doctors, the older 

Somalis were typically first referred to consult a nurse. Therefore, the Somalis faced double barriers 

in trying to access special care, including mental health services.  

This study does not provide explanations for the revealed structural barrier to specialized 

healthcare that elderly migrants experience in Finland, and it should be studied in more detail. 

Hence, in addition to studying the cultural barriers to the use of health services, this study suggests 

the need to explore also the service providers and structures and possible inequalities that may 

impact the use of specialized health services by migrants.  

Research in Western countries suggested that established healthcare should be more sensitive 

to different ways of expressing and communicating distress symptoms and health problems that are 

typical to immigrants (Abe-Kim, Gong, and Takeuchi 2004; Tiilikainen and Koehn 2011; Wittig et 

al. 2008). Our findings suggest that uninformed attitudes among health professionals lead to 

attempts to filter ‘real’ patients from those who are seen as ‘somatising’ migrants and refugees. 

Public healthcare and access to a personal/family doctor would be particularly essential for older 

migrants, who often do not have access to private or occupational healthcare. They would benefit 

from a long-term care relationship with a trusted doctor in the Finnish system.  

This study confirmed some previous research findings that immigrants prefer to use 

alternative, traditional, and culturally salient mental health services instead of Western medicalized 

care (Abe-Kim, Gong, and Takeuchi 2004). Concerning preventive healthcare, the study findings 

are in line with earlier studies indicating that migrant women tend to use available preventive 
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healthcare less than the women belonging to the general population, even if the services are free of 

charge (Arnold, Razum, and Coeberg 2010; Morrison et al. 2012). The research also reinforces 

previous findings in Finland showing that, in particular, Somali women used less preventive 

healthcare, like cancer screenings, as compared to other female migrants (Castaneda et al. 2012). 

Both cultural insensitivity in the Finnish healthcare system and the cultural perceptions about 

prevention among Somalis contribute to this non-usage. In Somalia, health services at large have 

not been organized at preventing diseases but at curing them. Moreover, the use of preventive 

health services is regarded as meaningless, which is also succinctly captured by Somali proverbs, 

such as “Alla-watoo wehel uma baahna” – He who is led by Allah does not need a guide – or 

“Belaayo kaa sii jeedda layskuma soo jeediyo” – If a trouble shows its back, do not force it to show 

its face. Hence, everything is seen to be in God’s hands, and, moreover, if a person does not feel 

sick, it is better not to visit a doctor who might detect signs of illness. Yet, it may also be that 

migrants tend to have lower referral rates to mammography and cervical cancer screenings in 

Finland, as shown through systematic review in other European countries (Norredam, Nielsen, and 

Krasnik 2010). It is thus easy to agree with Pavlish and colleagues that health providers of 

immigrant populations must understand the underlying cultural health beliefs and expectations of a 

population in order to generate effective healthcare interactions (Pavlish, Noor, and Brandt 2010). 

Even if the Nordic welfare states like Finland provide universally-accessible healthcare, 

immigrants and especially those suffering from mental health problems are at risk for inadequate 

help. An immigrant who suffers from severe mental health problems and who does not use available 

services, may fall through the social safety net, including losing or failing to access their medical and social 

benefits. For example, an individual suffering from severe depression who lacks professional help 

may lose their home due to unpaid rent, further leading to a delay in treatment and diagnosis. 

Moreover, a Finnish resident who is disconnected from official mental health services will not be 
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entitled to unemployment benefits and/or a pension. Thus, there is a need to develop an inclusive 

health policy for service delivery, particularly regarding mental health services. The services aimed 

at migrant populations should be not only available and accessible, but also acceptable and 

appropriate for the users. Health education designed for individuals and families of migrant 

backgrounds, including religious authorities such as imams, could improve migrants’ health by 

increasing their knowledge about available services and influencing their attitudes toward those 

services. In particular, literacy on specific mental health symptoms, causes of mental disorders, and 

the effectiveness of psychiatric treatments would be valuable. Ethnic minorities should have equal 

access to health services, regardless of their understanding of the system and society where they 

live. Equal access to healthcare is a fundamental human rights issue (Koopmans et al. 2013).  

We could not verify the existence of a service usage gap among Somali elders, which would 

have been exhibited by lower usage of health services despite higher needs, indicated by severe 

mental health problems. It is noteworthy that the Somali participants showed more psychiatric 

distress and somatic-affective depression than native Finns, who, in their part, suffered more from 

psychological-cognitive depressive symptoms. The cultural background thus influenced the 

expression of psychic suffering. Our findings also suggest it was the pattern of healthcare usage that 

differed between the Somali and Finnish participants, and not only the general accessibility or 

availability of services. Somali elders had less access to personal/family and specialized doctors and 

preventive healthcare, but they used more nursing services. Unexpectedly, it was rather in the 

Finnish group that those with high psychological-cognitive depressive symptoms used fewer 

general health services. The result may reflect Finnish cultural values: older Finns suffering from 

low self-worth, blaming themselves, and having suicidal ideas, which are typical symptoms of 

psychological-cognitive depression, may feel helpless and demoralized due to demands for 

resilience and self-sufficiency that prevailing values in Finnish society impose on them.  
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Limitations of the study 

The study deserves criticism for its comparative setting. First, the Somali migrants were 

interviewed, while the Finnish participants self-completed the questionnaires, and, moreover, the 

two data sets were collected at different points in time. Second, while the measures were used 

before in Finnish population surveys, their validity has not been thoroughly established across 

migrants in Finland, except for culturally-salient depressive dimensions (Kuittinen et al. 2014).  

Conclusions 

Compared to the Finns, the Somalis encountered substantial institutional barriers to physical 

and mental healthcare in spite of their greater needs. Somalis preferred the use of informal care, 

specifically religious healing for mental problems. In the Nordic context, there is a great need for 

more intervention research to understand the underlying issues that impact the use of healthcare 

services among the immigrants, which our study reveals as low access to preventive and specialized 

services and high usage of nursing services. Healthcare providers must develop holistic mental 

health services that are culturally understandable and acceptable to the migrant populations. 
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Key messages 

(1) Older Somali migrants encountered institutional barriers to accessing healthcare. 

(2) Older Somali migrants preferred informal mental healthcare, especially religious healing, 

instead of Western healthcare practices. 

(3) Culturally appropriate mental health intervention efforts should focus on awareness raising 

regarding mental health perceptions and attitudes, and preventive healthcare. 
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(4) Healthcare institutions should provide inclusive mental healthcare services that are 

acceptable and appropriate. 
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Table I. Background variables in Somali and Finnish groups 

 Somalis 

(n=128) 

Finns 

(n=128) 

 % N % N 

Gender     

         Women 59 75 58.6 75 

         Men 41.4 53 41.4 53 

Age     

          50–59 years 60.9 78 60.9 78 

           60–69   33.6 43 34.4 44 

           70–80 5.5 7 4.7 6 

Civic status     

        Married 62.2 79 61.7 79 

        Divorced 9.4 12 9.4 12 

        Widow 26 33 26.6 34 

        Single 2.4 3 2.3 3 

Education                                                                        

         No education 65.6 84 62.5 80 

        Various courses 8.6 11 13.3 17 

        Vocational school 9.4 12 7.8 10 

        Polytechnic school 7.8 10 7.8 10 

        University 5.5 7 5.5 7 

        Other  3.1 4 3.1 4 

Employment     

        Full-time employment 28.2 36 78.1 100 

        Part-time employment 12.4 16   9.4 12 

        Unemployed  59.4 76 12.5 16 

Note: Somalis and Finns are pair-matched groups according to age, gender, civic status and 

education. 
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Table II. The usage of health care services in the Somali and Finnish groups (% of yes answers) 

 Somalis Finns  

 % N % N -value 

Somatic health      

Usage of personal/family doctor for help  45.5 51 68.7 46 9.03** 

Accessibility to doctor’s services      63.87**** 

General practitioner, GP 89.8 79 34.0 18  

Occupational health care  0 0 47.2 25  

Private doctor 3.4 3 13.2 7  

Outpatient clinic in hospital 4.5 4 3.8 2  

Own doctor (friend, relative) 2.3 2 1.9 1  

Accessibility to nurse’s services     67.68**** 

Health care center 97.5 78 31.3 15  

Occupational health care 0 0 54.2 26  

Other 2.5 2 14.6 7  

Preventive health care servives      

Age-group check-up 9.2 7 26.0 32 8.42** 

Vision check-up   86.8 79 69.6 87 8.77** 

Hearing check-up   60.7 54 36.0 45 12.73**** 

Blood pressure 57.8 52 80.0 100 12.47**** 

Blood sugar 57.3 51 56.1 69 0.03 

Cholesterol measure  46.1 41 65.6 82 8.11** 

Bone density 16.5 14 5.6 7 6.54* 

Mammography (women) 35.4 23 81.1 60 30.04**** 

Breast palpation (women) 25.0 15 38.9 28 2.87 
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Breast ultrasonic examination  14.8 9 5.6 4 3.16 

Pap test (cytology of the cervix) 22.2 14 69.4 50 30.05**** 

Gynegological examination 18.3 11 58.3 42 21.79**** 

Prostate palpation (men) 7.4 5 27.5 14 8.77** 

Prostate ultrasonic examination (men) 8.7 6 13.7 7 0.77 

PSA- blood sample (prostate indicator) 10.3 7 28.0 14 6.17* 

 

 Note:  *p < .05; **p < .01; **** p < .0001 

 

 

 

Table III. The preferable service places for mental health care in the Somali group  

Source of care  % N 

Religious expert  70.3 90 

Traditional healer (saar) 5.5 7 

Herbalist  12.5 16 

Finnish health care 21.1 27 

Elsewhere 0.8 1 

 

Note: The participants were given the possibility to provide two preferences, which explains that 

the total does not account to 100%.  

 


