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Abstract

Background: Many young migrants and their parents are reluctant to seek help for mental health and substance
use problems. Help-seeking delays can result in longer duration of untreated problems and poorer outcomes. In
this study, we aimed to identify the help-seeking barriers and facilitators for anxiety, depression and alcohol and
drug use problems in young people from recently established sub-Saharan African migrant communities.

Methods: A qualitative study, incorporating individual, in-depth interviews and focus group discussions, was
undertaken in Melbourne, Australia. Twenty-eight young sub-Saharan African migrants participated in the individual
interviews, and 41 sub-Saharan African-born parents and key community leaders participated in 4 focus groups. All
participants were aged 16 years or over. A thematic analysis of the data was undertaken.

Results: Themes and related sub-themes were abstracted from the data, reflecting the young people’s, parents’
and key community leaders’ beliefs about barriers and facilitators to help-seeking for mental health and substance
use problems. Four help-seeking barriers were identified: stigma of mental illness, lack of mental health literacy in
parents and young people, lack of cultural competency of formal help sources, and financial costs deterring access.
Five help-seeking facilitators were abstracted: being open with friends and family, strong community support
systems, trustworthiness and confidentiality of help-sources, perceived expertise of formal help-sources, increasing
young people’s and parents’ mental health literacy.

Conclusion: Programs that identify and build on help-seeking facilitators while addressing help-seeking barriers are
needed to address mental health issues among young sub-Saharan African migrants. Strategies to address help-
seeking barriers should consider counteracting stigma and increasing mental health literacy in sub-Saharan African
communities, increasing health providers’ cultural competency and perceived trustworthiness, and addressing
financial barriers to accessing services.
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Background
More than a quarter (27.7 %) of Australian residents
were born overseas [1]. For many new migrants, adjust-
ing to life in a new country presents a range of chal-
lenges; for example, learning a new language, adjusting
to different cultural and societal norms, coping with fi-
nancial difficulties, and having fewer family and commu-
nity connections. Migration presents unique challenges
for young people and parents. Different rates of accul-
turation (cultural and psychological changes that occur
when two cultures come into contact with each other)
[2, 3] between young migrants and older family mem-
bers, with young people frequently adjusting at a faster
rate [4, 5], may place additional challenges on families,
including responding to mental health and substance
use problems. In Australia, youth mental health is a sig-
nificant concern, with around 1-in-4 young people (aged
16 to 24 years) experiencing at least one mental disorder
(most frequently anxiety, affective and/or substance use
disorders) in the preceding 12 months [6]. However, less
than 1-in-4 young people with mental health problems
seek professional help [7], which is problematic as help-
seeking delays can have a marked adverse effect on edu-
cational, vocational and social outcomes, and may have
detrimental long-term consequences [8]. Young mi-
grants are vulnerable to the risk factors affecting youths
in general, but also experience additional pressures that
place them at risk of adversity, such as problems of ac-
culturation and racism, difficulties that are also associ-
ated with an increase in alcohol and drug use problems
([9–11] p. 20). Moreover, many young migrants, espe-
cially refugees [12], who experience mental health and
alcohol and drug use problems are reluctant to seek help
[13]. A UK study of help-seeking in African-Caribbean
women found that even though these women had high
levels of psychosocial risks, they were relatively invisible
in seeking and receiving help for perinatal depression
compared to other women in this situation [14].
Help-seeking delays can result in longer duration of

untreated illness and poorer outcomes [15]. While mi-
grants are not a homogenous group concerning help-
seeking for mental health problems, help-seeking delays
are common in these communities [16, 17]. This was ev-
idenced in a Netherlands study where undocumented
migrants were more likely to approach informal help
sources, such as friends and religious institutions, than
formal help sources [16], and in a review of literature
where the legal frame of the host country and language
barriers deterred help-seeking [17]. Help-seeking behav-
iours among migrant groups are affected by numerous
influences, although for mental health and alcohol and
drug problems, poor mental health literacy (knowledge
and beliefs that assist in recognising, managing and pre-
venting mental health issues) is particularly important

[18]. Different ways of conceptualising mental health
and alcohol and drug problems, accompanied by limited
knowledge of services and treatment options, are also
likely to affect help-seeking adversely [19, 20]. Indeed, a
qualitative study of key informant workers’ from health,
welfare and drug treatment services perceptions about
ethnic community members’ access to alcohol and drug
treatment in eight migrant communities in the Australian
state of Victoria [21] identified several help-seeking bar-
riers: services' insufficient knowledge of the perceptions,
expectations and needs of their clients as well as of the di-
versity of people accessing their services; language bar-
riers; lack of advocacy by community leaders; community
pressures to be discreet about drug use; a desire to be self-
sufficient in dealing with alcohol and drug problems; and
lack of family inclusion in alcohol and drug programs.
Similarly, low priority placed on addressing mental health
issues by new migrants, their poor mental health literacy,
lack of knowledge and distrust of services, and social and
cultural barriers have detrimental effects on help-seeking
to mental health services [13].
Self-stigma of mental illness, internalisation of the

public stigmatisation of mental illness and consequen-
tial diminished self-esteem and self-efficacy [22], also
deters help-seeking in migrant communities. Stigma as-
sociated with reporting mental health and alcohol and
drug problems, and the desire to avoid bringing shame
on the family and/or community provides a powerful
incentive among young migrants not to disclose prob-
lems [13, 23–25]. In addition, young migrants are often
reluctant to approach mental health services within
their own community because of shame and concern
about breach of confidentiality [13, 21]. As a conse-
quence, many young migrants are caught in a paradox-
ical situation as they are often unwilling to access
services within their own community and are reluctant
to approach mainstream mental health services.
In addition to difficulties associated with poor mental

health literacy and stigma, young migrants experience
several other risk factors, including the stress of forced
or voluntary migration and the process of resettlement.
There may also be a history of torture and other trauma,
low income, lack of meaningful work, difficulties at
school, and a desire to gain acceptance through partici-
pation in the drinking patterns of young people who
were born in the country [26, 27]. Furthermore, their
family may be absent, or there may be family conflict as
a result of acculturation difficulties [9]. While adults mi-
grants tend to continue to maintain traditional values
and norms from their culture of origin, their children
often embrace the cultural attitudes and behaviours of
the host country, meaning these young people are at risk
of alienation from both cultures [19]. Differential family
acculturation, role reversal and loss of parental control
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over adolescents by parents pose a threat to the well-
being of young migrants and family members and, thus,
increase a young person’s susceptibility to mental health
problems [5, 24, 28, 29].
While help-seeking for mental health and substance

use problems has been relatively well documented in
older adults, and to a lesser extent in young people in
general [30], considerably less is known about intergen-
erational issues associated with the help-seeking experi-
ence of young migrants from sub-Saharan African
countries where help-seeking delays occur. Hence, it is
important to understand the help-seeking barriers and
facilitators for mental health and substance use problems
that young people from these countries encounter as de-
lays can result in longer duration of untreated problems
and poorer outcomes. Unless such intergenerational dif-
ferences are well understood, reducing migration-related
inequalities in accessing mental health and alcohol and
drug services will remain a challenge. In this study, we
aimed to identify help-seeking barriers and facilitators
for anxiety, depression and substance use problems in
young people from recently established sub-Saharan
African migrant communities. The term migrant is used
in this study to encompass permanent migrants, those
arriving in Australia under the Migration Program for
skilled and family entrants and the Refugee and
Humanitarian Program [31].

Method
An inductive qualitative approach [32] was adopted to
explore issues associated with help-seeking in sub-
Saharan African migrant communities. This paradigm
affords a rich and in-depth insight into this under-
researched issue. Specifically, a triangulated approach
was used, incorporating data (young people, parents and
community leaders) and methodological (qualitative
individual interviews and focus groups) triangulation
[32, 33]. Triangulation enhanced data richness or com-
pleteness by enabling the researchers to explore a broad
range of perspectives and compare and contrast perspec-
tives, about the phenomenon (barriers and facilitators
influencing help-seeking). Moreover, triangulation pro-
vided a more comprehensive understanding of the
phenomenon than could be achieved by using a single
data source or data collection method [34].
Audio-recorded individual interviews were carried out

with the young people and focus group discussions were
undertaken with parents and key community leaders.

Participants and procedure
Purposive sampling [35] informed participant recruit-
ment. Inclusion criteria for the young people were: (i)
sub-Saharan African migrants residing in Melbourne, (ii)
aged between 16 and 25 years, and (iii) first-hand

experience and/or awareness of mental health and/or
substance use problems among young people within
their community (i.e., through personal, family or peer
experience). Inclusion criteria for the adults were: sub-
Saharan African born migrant parents and community
leaders. In light of data triangulation, where we wished
to obtain a wide range of experiences about these issues,
the focus groups contained parents of young people who
participated in the individual interviews as well as par-
ents of young people who did not. As the majority of the
focus group participants were parents, the term ‘parents’
is used to reference data from these sources.
The researchers worked with the African Review Panel,

a community-owned steering committee that oversees a
number of research projects among African migrants. The
Panel is made of African workers and community leaders.
The role of the panel was to facilitate access to African
communities. Participants were located through commu-
nity structures, including churches, African youth clubs,
community health workers, and African community or-
ganisation networks.
Semi-structured interview and focus group discussion

guides were developed from a review of literature, dis-
cussion among the researchers, and consultation with
the African Review Panel. Individual interviews were
conducted in English as the young participants were
proficient in conversational English, and took place in
the participant’s home or a mutually convenient location.
Two bilingual African-born research assistants, who re-
cruited participants through community networks and
two youth specific mental health and alcohol and drug
services, conducted the interviews. Each interview lasted
between 20 and 90 min. Open-ended were used to ex-
plore seven overarching topics: young people’s experi-
ence of being a new migrant in Australia; young people’s
understanding of mental health and alcohol and drug
use problems in their communities; help-seeking options
and awareness of services; what assisted or encouraged a
young person to seek help; and what factors impeded a
young person seeking help. To minimise the likelihood
of interviewer bias, the research assistants underwent
interviewer training beforehand, were requested to ad-
here flexibly to the interview guide, and, together with
the researchers, participated in a review process of the
first set of audio-recorded interviews.
Three bilingual research assistants recruited focus

groups participants. Focus groups were held in commu-
nity centres and a public park. Discussions were facilitated
by senior investigators, with the support of one of the bi-
lingual research assistants who recruited participants. In
addition to audio recordings, field notes were taken. Three
of the four focus groups were conducted in English; one
was conducted in Kirundi and, subsequently, translated
into English. Discussion themes included: experiences of
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being a migrant parent in Australia, including mental
health and alcohol and drug use problems among young
people in their community; sources of help and help-
seeking practices; and preferred mode of receiving health-
related information. Focus group discussions lasted
between 90 and 120 min. At the end of each main section
of the discussion, the researcher summarised the content
to ensure the participants’ perspectives were obtained and
interpreted correctly, a verification process that enhanced
the credibility of the findings [36].
Each study participant received a $25 supermarket

voucher as reimbursement for their time, inconvenience
and any associated travel costs.

Data analyses
Mindful of the overarching framework in which the
questions were asked (help-seeking barriers and facilita-
tors), we used Braun and Clarke’s six-step approach to
analyse and develop themes inductively from the data
[37]. Initially, interview and focus group data were ana-
lysed separately and subsequently combined. (i) Familiar-
isation with the data. Transcripts (audio recordings and
field notes) were read and re-read to obtain a broad un-
derstanding of participants’ beliefs about help seeking,
and initial ideas were noted. (ii) Generating initial codes.
Transcripts were examined closely and initial codes
inserted. (iii) Searching for themes. Codes were grouped
into potential themes. (iv) Reviewing themes. Themes
were reviewed and a thematic ‘map’ of the analysis was
generated. (v) Defining and naming themes. Themes
were refined and grouped into themes and sub-themes.
Saturation of themes with ‘thick’ description of the data
was researched when no new data emerged to support
each theme [38] a key criterion of the rigour of qualita-
tive methods in determining sample size [39, 40]. (vi)
Producing the report. Selection of illustrative exemplars
for each theme and producing a scholarly report oc-
curred. Finally, the Hill et al. [41] criteria were adopted
to determine theme representativeness to the study par-
ticipants: ‘general’ — applies to all or all but one of
cases; ‘typical’ — relates to half or more cases up to the
cut-off for general; ‘variant’ — applies to more than two
but less than half the cases; (for samples greater than 15)
‘rare’ — applies to 2-3 cases; and those that apply to only
one case are not reported.
Preliminary thematic analysis was undertaken by JM.

This was followed by an independent review of the
process by TMcC, DL and AR, an activity that improved
the rigour of the study [35]. Differences in coding and
theme identification were overcome through discussion.
A semantic level of analysis was undertaken, progressing
from initial description and summary, in the results sec-
tion, to interpretation, in the discussion section [37].

Results
Twenty-eight young people took part in the individual
interviews. Approximately two-thirds were male (n = 18,
64.3 %) and one third were female (n = 10, 35.7 %), and
their mean age was 20 years (SD 3.7). Twenty-five
(89 %) had lived in Australia for 6 years or less, while 3
(11 %) had resided in the country for 11–19 years.
Forty-one sub-Saharan African-born parents and key
community leaders took part in 4 focus groups (FGs)
(FG1, n = 10; FG2, n = 9; FG3, n = 11; FG4, n = 11).
Almost 60 % were male (n = 24, 58.5 %). Nine (22 %)
participants had lived in Australia for 5 years or less,
while 32 (78 %) had resided in the country for 6–10
years.

Help-seeking barriers
Four help-seeking barrier themes were abstracted from
the data, highlighting deterrents to accessing informal
and formal support for mental health and alcohol and
drug use problems: stigma of mental illness, lack of
mental health literacy in parents and young people, per-
ceived lack of cultural competency of formal help
sources, and financial costs deterring access.

Stigma of mental illness
In this general theme, stigma associated with disclosing
mental health and alcohol and drug problems was re-
ported frequently. Stigma was influenced by a desire to
avoid bringing shame on their family and community
and provided a powerful incentive not to disclose these
problems. Fears associated with disclosure meant that
the young people and parents were often reluctant to
seek help within their specific sub-Saharan African mi-
grant community. Help-seeking from informal or formal
sources was perceived as sign of personal weakness or
failure. As such, feeling ashamed of one’s own mental
health or alcohol and drug problem may deter young
people from seeking help:

The shame. The shame in this community again;
being labelled a drunkard. It's like I failed myself; I
had to go and seek extra help. So it's the shame; the
disappointment would stop me; the embarrassment
(Interviewee 20).

Stigma posed a particular problem for parents, as in-
formal community networks were their preferred way of
addressing other health issues. Stigma was also identified
as an obstacle to seeking help from professional services.

I don’t know about other cultures but my
understanding in my culture is, well as an individual, I
might recognise these [mental health specialists] are
qualified professionals in their field, but I grew up
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knowing them as ‘shrinks.’ So I wouldn’t want to be
seen outside the door of one; that’s my belief (Focus
Group 1 participant).

Lack of mental health literacy in parents and young people
In this general theme, both sets of participants commen-
ted about poor mental health literacy regarding early
problem recognition and the availability of professional
support and treatment, particularly among parents.
Among young people, dismissing early signs of alcohol-
related problems, and only seeking help when problems
became serious, were common.

… the reason why [young] people who are mentally ill
- or using drugs - the reason why they don't go to
specialists I think is because they think they’re not
sick. They don’t think they are sick themselves so
there’s no point of going to the specialists
(Interviewee 5).

According to the young people, parents’ perceived low
level of mental health literacy meant that young people
may not approach them to seek help with mental health
and alcohol and drug use problems.

… honestly speaking, back in … [country of origin],
it’s not like you can pick a person who is
schizophrenic over there, that one has schizophrenia,
that one has depression, that one is manic. You
cannot pick that. So it’s not a topic that is discussed
every day, it’s not. It could be that people are not even
aware that this is a mental illness happening right
here, even if they see the symptoms, they don’t even
know. They think, “well, you know what, this child is
just being stubborn, they are just doing this, and they
are not listening.” That is what they think (Focus
Group 3, participant).

Perceived lack of cultural competency of formal help
sources
In this typical theme — emphasised by parents in par-
ticular — a shortage of same-culture health professionals
was perceived as a help-seeking barrier. Participants
commented that, unless the health professional was born
in Africa, or had extensive understanding of African cul-
tures, there was limited value in seeking formal help as
the cultural context of the mental health, alcohol and
drug use problem was unlikely to be taken into consider-
ation. Treating the issue within a culturally-sensitive
framework was also viewed as an essential part of the
healing process. Across the focus groups, few parents
were aware of mental health or alcohol and drug ser-
vices that employed an African health professional.

However, a few were confident they could find a same-
culture health professional, if required.

I would so much appreciate access to information of
culturally-sensitive psychologists or [health] profes-
sionals. Sometimes we think twice about going to see
a professional because by the time you get through
the cultural understanding it will be seven months
down the line and my child will have done whatever
they wanted to do (Focus Group 1, participant).

Financial costs deterring access
In this typical theme, the financial cost of seeking formal
help was viewed as a barrier by parents and young
people, with the latter suggesting the perceived costs of
seeing a specialist would deter parents from seeking for-
mal help for their son or daughter. Within a sub-
Saharan African context, the ability to access specialists
was regarded as a sign of financial wealth, as specialist
services were often only accessible through private
health systems, which were unaffordable to most people.

… the costs, like health costs, medical expenses. If
they can be reduced then more parents would be able
to afford. Because some parents may not be able to
take their children for much help because of the costs
…. if it’s too expensive, they’ll not definitely go there;
can’t afford it (Interviewee 10).

Even though financial costs were a deterrent to acces-
sing specialist services, in some instances the young
people were able to circumvent this barrier.

Actually, in our university, … we can get a free
psychologist. Because I was not able to afford the cost
of a psychologist, so that’s why I decided to go to the
university to ask if they have the psychologist. … I
went there [to see the university psychologist] and it
was free; so I benefitted from it (Interviewee 8).

In addition to financial costs, there was an incorrect
perception by some participants that Australian mental
health and alcohol and drug specialist services were not
accessible to individuals holding a Refugee Visa, in con-
trast to those holding other Permanent Resident Visas
or Citizenship.

Access facilitators
Five help-seeking facilitator themes were abstracted
from the data, reflecting influences that enabled access
to informal and formal support for mental health and al-
cohol and drug use problems: being open with friends
and family, strong community support systems, trust-
worthiness and confidentiality of help-sources, perceived
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expertise of formal help-sources, increasing young peo-
ple’s and parents’ mental health literacy.

Being open with friends and family
In this typical theme, participants felt established relation-
ships, familiarity of close friends and the bond between
and within families facilitated help-seeking through infor-
mal sources. As a consequence, they felt comfortable
about sharing personal information with friends or family,
because they were accessible, ‘they are always around,’ and
were perceived as being approachable and supportive with
the young people’s mental health and alcohol and drug
use problems. In addition, the personal knowledge and in-
sights of friends and family meant they were well placed
to recognise problems and offer support, encouragement
and advice. For young people, encouragement and emo-
tional support provided by friends and family also facili-
tated access to formal help sources.

Actually, if it’s a friend, a friend means a lot. If you’re
best friends, you talk a lot and you know a lot about
each other. So if I go to my friend, I know they will
understand how I feel and they will understand what
is best for me (Interviewee 8).

Strong community support systems
In this typical theme, well-established support systems
and networks within sub-Saharan African communities
were viewed by young people and parents as a protective
factor against young people developing mental health
and alcohol and drug problems as well as an avenue
through which emotional and practical help and advice
could be sought and obtained from informal and formal
sources. Strong cultural affiliations enabled parents and
young people to capitalise on existing resources within
their own community and were a means of providing
access to professional support. The positive impact of
cultural support systems and structures was thought to
increase over time as their communities became more
established and members were better positioned to
balance the cultural values and practices of their country
of origin with those in Australia.

As a community, we have tried, since the time we
arrived here, to be available for each other, to be a
support group for each other, because no one
understands us better than our own (Focus Group 3,
participant).

Trustworthiness and confidentiality of help-sources
In this typical theme, and within the context of mental
health and alcohol and drug use problems being highly
stigmatised in the general community, the trustworthiness
of help sources, and assurance that information disclosed

would remain confidential, were critical considerations in
the help-seeking process. For the most part, trustworthi-
ness was discussed in reference to seeking help from infor-
mal sources.

At first, you look at people you know … how close are
you to them, how credible are they? If they have
similar issues, okay. You also hope to be discrete ‘in
the shadow’ (seeking help without others knowing).
So it’s not like it’s a ‘free-for-all’ and you just put it on
the ‘notice board’ (Focus Group 1, participant).

Confidentiality was reported commonly in reference to
professional codes of conduct governing health profes-
sionals’ practice, and for this reason, young people felt they
would prefer to seek help from a formal help source as op-
posed to a family member, friend or community member,
who may breach their trust. For some young people, school
teachers, priests and religious pastors were a preferred help
source because confidential counselling was perceived to
be part of their professional and spiritual roles.

Like, personally, I would go to a staff member [teacher]
first before a friend but most people would go to a
friend first. In my community I guess the teenagers
trust their friends more so than anybody else and
considering that most people my age spend on average,
what, 30 h a week with their teachers it’d probably be a
staff member second or first (Interviewee 11).

Perceived expertise of formal help-sources
In this typical theme, the perceived expertise of health
professionals in dealing with mental health and alcohol
and drug use problems, or general health problems in-
creased some young people’s confidence in seeking help
from formal services. In essence, the combined experi-
ence, knowledge and skills of health specialists and Gen-
eral Practitioners (GPs) were valued and reported as
reasons for seeking help from formal sources. Further-
more, the ability of specialists to conduct an assessment
and identify problems provided young people with a
sense of assurance. This was the case for young people
seeking help about alcohol and drug problems, and to a
lesser extent, mental health problems.

They [specialists] have the knowledge and they know
what they’re doing when they are dealing with young
people. They have experience basically in that field
(Interviewee 22).

Increasing young people’s and parents’ mental health
literacy
In this general theme, while it was acknowledged that
informal sources may not have specialist training or
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formal experience about mental health and alcohol and
drug use problems, it was important, especially for par-
ents, that these sources had some understanding of the
issues. Parents and young people suggested that provid-
ing parents with education and training about mental
health and alcohol and drugs would increase their confi-
dence in managing and supporting their children. In
turn, this information may facilitate help-seeking.

Even if we empowered them and gave them
knowledge, if the kids are not part of education, it will
go in one ear and get out the other ear; they [kids]
will still be rebellious. Whereas if they are part of the
training, then at least they can say we have the same
journey. They can start making sense …. education in
any form needs to take into account intergenerational
issues; both parents and children (Focus Group 2,
participant).

However, because of the high level of stigma associ-
ated with these issues, and in order to make education
and training accessible and acceptable to new sub-
Saharan African migrants, there was consensus that it
would be more feasible to provide it within the context
of maintaining general well-being rather than a sole
focus on mental health and alcohol and drug related
issues.

It can be a general well-being forum, which would
have topics like alcohol… (Focus Group 1,
participant).

Parents in particular recommended that education and
training should be provided through group-based discus-
sion forums. They also commented that as some migrant
communities, such as Vietnamese, were longer estab-
lished than their own, it would be beneficial to harness
their experience, knowledge and skills in dealing with
mental health and alcohol and drugs use problems in
their young people.

You can always learn from somebody. I think it’s a
good idea [to learn from other cultures] because you
might only speak with other Africans and, maybe,
they only have limited knowledge about different
issues. But if you listen to other people, they might
have different experiences and ideas, so together you
learn more (Focus Group 1, participant).

Discussion
In this exploratory study, we identified help-seeking bar-
riers and facilitators for mental health and substance use
problems in young people from recently established sub-
Saharan African migrant communities. We found that

self-stigma of mental illness acts as an access barrier to
informal and formal help sources, which is consistent
with the current literature [22, 42]. A recent systematic
review of the influence of stigma on help-seeking [43] is
consistent with our findings, especially among ethnic
minority communities, young people and males. Our
finding that migrants are often reluctant to seek help
from informal and formal sources because of the stigma
associated with mental health and substance use prob-
lems, and the wish to avoid bringing shame on their
families and communities, is consistent with other stud-
ies [13, 23–25, 44]. In addition, a cultural mistrust of
Western mental health services [45], especially by refu-
gees who have experienced torture and other trauma
[26, 27], deters help-seeking from formal sources. Stigma
is also more common in individuals and communities
that are disempowered and experience multiple disad-
vantages [46], such as some migrant communities [45].
Ways to counteract self-stigma and strengthen self-
esteem and self-efficacy are to take part in activities that
enhance an individual’s sense of self-determination and
goal directedness [47].
Poor mental health literacy was also identified as a

help-seeking barrier in the present study. This finding
is somewhat understandable as a combination of self-
stigma of mental illness, language and cultural bar-
riers [21] mean that some migrant groups have poor
mental health literacy, including limited knowledge of
services and treatments [45, 48]. Poor mental health
literacy is likely to have a detrimental effect on help-
seeking [13, 19, 20], and was reported in two studies
involving African participants. A US study of African-
Americans’ mental health literacy and service delivery
needs found that maintaining discriminatory cultural
and traditional beliefs about mental illness also acted
as a help-seeking barrier [42]. Similarly, a survey of
the general public in Cape Town reported that poor
mental health literacy and stigma of mental illness de-
terred help-seeking from formal help sources [49].
Improving mental health literacy is one approach to
encourage early help-seeking for mental disorders
[50], and is supported by our findings, with increasing
young people’s and parents’ mental health literacy
identified as important for facilitating help-seeking.
Perceived lack of cultural competence (‘a set of skills

or processes that enable mental health professionals to
provide services that are culturally appropriate for the
diverse populations that they serve’ ([51], p.4)) of formal
help sources was also identified as a help-seeking barrier
in the present study. While migrants’ cultural back-
ground can influence their help-seeking practices, lack
of cultural competence by mental health clinicians and
services can have a detrimental effect on migrants’ help-
seeking [51] and contribute to underuse of services [12].
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Migrants’ perceptions of the need for help for mental
health problems are dependent on their social embed-
dedness and how mental health professionals perceive
them and their needs. Hence, initiatives to promote
help-seeking in this cohort need to focus on a collabora-
tive approach between health providers and migrants
[14]. Moreover, in Australia, it has been recommended
that mental health services need to reassess their narrow
focus on ‘white middle-class Australia’ and place greater
emphasis on increasing public awareness campaigns, ser-
vices and research that targets ethnic communities [52].
Financial costs associated with accessing and receiving

interventions were also identified as a help-seeking barrier
in the current study. The cost of mental health services is
a well-recognised access barrier in people with mental
health problems [53, 54], and has also been reported in
other studies of barriers to health care in migrants from
sub-Saharan African countries [48]. Financial barriers in-
clude the cost of accessing GP services, which, in turn,
creates an initial obstacle to accessing psychiatrists and
the rest of the mental health system [54].
Regarding help-seeking facilitators, being open with

friends and family and harnessing strong community
support systems are important informal help-seeking en-
ablers. These, in turn, can give rise to help-seeking from
formal sources. Being open, openly disclosing mental
health and substance use problems, is premised on the
existence of established trusting relationships [55]. The
importance of being open is it enables young people to
cope and obtain support from family and friends and the
community in general, as has been highlighted in a study
of young people with depression accessing mental health
services [55]. As a coping strategy, being open enables
young migrants to build a social buffer against the
stigma of mental health and substance use problems and
helps reduce their isolation. However in the present
study, some young people had to be circumspect about
their openness to community members, a situation also
reported by McCann et al. in their study of young people
with depression [55]. Their cautiousness was further
compounded by the issue of trauma in this population,
and its impact on their ability to trust people.
Perceived trustworthiness, confidentiality and expertise

of help-sources were important help-seeking facilitators in
the present study. Concerns about confidentiality are
linked with access to services. In an Australian context,
young migrants may be reluctant to approach service pro-
viders within their own community because of shame and
concerns about breach of confidentiality [13, 21]. The im-
portance of a trusting and confidential relationship with
school counsellors as access mediators was highlighted in
the findings of an Australian study about young people
with depression accessing services [30]. Concern about
confidentiality breaches was also reported in a US context,

where African American youths’ concerns were linked
with lower levels of mental health service engagement
[56]. Youth-friendliness is another important help-seeking
enabler and for maintaining contact with mental
health clinicians. Characteristics of youth-friendliness
include clinicians developing open and friendly en-
gagement, responding promptly to their engagement
problems, and ensuring continuity of appointments
with the young people [57].

Limitations
There are several limitations to this study. As this is an
exploratory qualitative study the findings are context
bound to the participants and context in which the study
was conducted [58]. However, even though generalisabil-
ity is not a primary consideration in qualitative research
[59], the themes can be verified [60] and are applicable
to young sub-Saharan African migrants, parents and key
community leaders in other contexts. There was an im-
balance between the number of young male and female
interview participants. Furthermore, the recruitment
process may have resulted in an atypical sample of en-
gaged youth and parents with a different experience to
those who were less engaged with their communities.

Conclusions
Our findings have implications for recently established
migrant communities, health care providers, policy
makers and governments. Measures need to be taken to
promote help-seeking for these problems, including ad-
dressing stigma and improving mental health literacy in
sub-Saharan African communities; increasing the cultural
competency and perceived trustworthiness of health ser-
vice providers, especially mental health and alcohol and
drug services; and tackling financial barriers to accessing
services. Furthermore, mental health and alcohol and drug
related policies need to place greater emphasis on meeting
the needs of sub-Saharan African (and other newly estab-
lished) migrant communities; in particular, placing em-
phasis on the provision of culturally competent care and
providing a framework to ensure more equitable access to
services by migrants. One way of helping to provide more
accessible and culturally competent care in this context is
to encourage and support members of sub-Saharan
African (and other) migrant communities to undertake
education and training to work in these fields of practice.

Abbreviations
FGs, focus groups; GPs, General Practitioners

Acknowledgments
Our thanks to the participants for their valuable contribution to the study.
Our thanks also to the Adult Migrant Education Service staff who supported
the project and members of the African Review Panel for their support and
expertise. Finally, our thanks to others members of the research team who
assisted with the project: Anne Kyle, Bright Chinganya, Alex Hakizimana,

McCann et al. BMC Psychiatry  (2016) 16:275 Page 8 of 10



Atemthi Dau and Fiona Blee. The research leading to these results was
generously supported by a grant from Beyondblue and the Movember
Foundation. Professor Andre Renzaho is supported by an Australian Research
Council Future Fellowship (FT110100345).

Funding
Funding for this study was provided by Beyondblue and the Movember
Foundation, for which we are grateful.

Availability of data and materials
The transcripts from the interviews are confidential and will not be shared.

Authors’ contributions
TMcC had a major role in the design and oversight of the study, undertook
some data collection, carried out the data analysis, and had a major role in
writing the manuscript. JM undertook some data collection, carried out some
data analysis, and had contribution to writing the manuscript. AR undertook
some data collection, and had a role in data analysis and writing the
manuscript. DL had a major role in the design of the study, data analysis and in
writing the manuscript. All authors read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interest. In the past three
years, DL has received speaking honoraria from Astra Zeneca and Janssen-
Cilag, and has provided consultancy support to Lundbeck. TMcC and DL
have received an educational grant from Janssen-Cilag to assist with writing
a book for family caregivers.

Consent for publication
Not applicable.

Ethics approval and consent to participate
Ethical approval was obtained from Eastern Health Human Ethics Committee
(E46/1213), in Melbourne. All participants provided written informed consent,
and confidentiality was maintained. For youths under 18 years, we adhered
to the Australian Government National Health and Medical Research
Council’s National Statement on Ethical Conduct in Human Research 2007,
that ‘young people who are mature enough to understand and consent, and
are not vulnerable through immaturity in ways that warrant additional
consent from a parent or guardian’ (p.50). Maturity was decided by the
researchers, in consultation with community stakeholders who were familiar
with the young people. All young participants were aged 16 years or over;
all those under 18 years were considered mature enough to give consent.
Confidentiality was maintained by conducting each interview in private, and
in the focus group discussions, by requesting participants not to disclose any
issues discussed outside the group. In addition, individual and focus group
participants were not identified in the transcribed data and exemplars used
in this paper.

Author details
1Discipline of Nursing, Centre for Chronic Disease, College of Health and
Biomedicine, Victoria University, PO Box 1428, Melbourne 8001, VIC, Australia.
2Turning Point and Eastern Health, Melbourne, Australia. 3Centre for Alcohol
Policy Research, La Trobe University, Melbourne, Australia. 4Western Sydney
University, Sydney, Australia. 5Monash University, Melbourne, Australia.

Received: 18 February 2016 Accepted: 28 July 2016

References
1. Australian Bureau of Statistics. Migration, Australia, 2011-12 and 2012-13, cat.

no. 3412.0. Canberrra: ABS; 2013.
2. Berry JW. Immigration, acculturation, and adaptation. Appl Psychol Int Rev.

1997;46(1):5–34.
3. Renzaho AMN. Immigration and social exclusion: examining health

inequalities of immigrants through acculturation lenses. In: Taket A, Crisp B,
Nevill A, Lamaro G, Graham M, Barter-Godfrey S, editors. Theorising Social
Exclusion. Oxford: Routledge; 2009. p. 117–26.

4. Renzaho AMN, Green J, Mellor D, Swinburn B. Parenting, family functioning
and lifestyle in a new culture: the case of African migrants in Melbourne,
Victoria, Australia. Child Fam Soc Work. 2011;16(2):228–40.

5. Renzaho AMN, McCabe M, Sainsbury WJ. Parenting, role reversals and the
preservation of cultural values among Arabic speaking migrant families in
Melbourne, Australia. Int J Intercult Rel. 2010;35(4):416–24.

6. Australian Institute of Health and Welfare. Young Australians, their health
and wellbeing 2011. Canberra: AIHW; 2011.

7. Reavley NJ, Cvetkovski S, Jorm AF, Lubman DI: Help-seeking for substance
use, anxiety and affective disorders among young people: results from the.
Australian National Survey of Mental health and Wellbeing. Aust N Z J
Psychiatry. 2007;2010(44):729–35.

8. Kessler RC, Foster CL, Saunders WB, Stang PE. Social consequences of
psychiatric disorders, I: Educational attainment. A J Psychiatry. 1995;152(7):
1026–32.

9. Centre for Multicultural Youth. Migrant and refugee young people negotiating
adolescence in Australia. Carlton: Centre for Multicultural Youth; 2014.

10. Office of Multicultural Interests. “Not drowning, waving”: culturally and
linguistically diverse young people at risk in Western Australia. In: Perth
Office of Multicultural Interests. 2009.

11. Posselt M, Galletly C, de Crespigny C, Procter N. Mental health and drug
and alcohol comorbidity in young people of refugee background: a review
of the literature. Ment Health Subst Use. 2014;7(1):19–30.

12. Newbold B. Health status and health care of immigrants in Canada: a
longitudinal analysis. J Health Serv Res Policy. 2005;10(2):77–83.

13. de Anstiss H, Ziaian T. Mental health help-seeking and refugee adolescents:
qualitative findings from a mixed-methods investigation. Aust Psychol. 2010;
45(1):29–37.

14. Edge D, MacKian SC. Ethnicity and mental health encounters in primary
care: help-seeking and help-giving for perinatal depression among Black
Caribbean women in the UK. Ethn Health. 2010;15(1):93–111.

15. Patel V, Flisher AJ, Hetrick S, McGorry P. Mental health of young people: a
global public-health challenge. Lancet. 2007;369(9569):1302–13.

16. Teunissen E, Sherally J, van den Muijsenbergh M, Dowrick C, van Weel-
Baumgarten E, van Weel C. Mental health problems of undocumented
migrants (UMs) in The Netherlands: a qualitative exploration of help-seeking
behaviour and experiences with primary care. BMJ Open. 2014;4(11):e005738.

17. Lindert J, Schouler-Ocak M, Heinz A, Priebe S. Mental health, health care
utilisation of migrants in Europe. Eur Psychiatry. 2008;23 Suppl 1:14–20.

18. Jorm AF, Korten AE, Jacomb PA, Christensen H, Rodgers B, Pollitt P. “Mental
health literacy”: a survey of the public’s ability to recognise mental disorders
and their beliefs about the effectiveness of treatment. Med J Aust. 1997;166:
182–6.

19. Browne JL, Renzaho AMN. Prevention of alcohol and other drug problems
in culturally and linguistically diverse communities. In: Issues Paper no13.
Melbourne: Drug Info Clearinghouse; 2010.

20. Donato-Hunt C, Munot S, Copeland J. Alcohol, tobacco and illicit drug use
among six culturally diverse communities in Sydney. Drug Alcohol Rev.
2012;31(7):881–9.

21. Reid G, Crofts N, Beyer L. Drug Treatment Services for Ethnic Communities
in Victoria, Australia: an examination of cultural and institutional barriers.
Ethn Health. 2001;6(1):13–26.

22. Corrigan PW, Watson AC. The paradox of self-stigma and mental illness. Clin
Psychol Sci Pract. 2002;9:35–53.

23. Sowey H. Are refugees at increased risk of substance misuse? Sydney: Drug
and Alcohol Multicultural Education Centre; 2005.

24. Selvamanickam S, Zgryza M, Gorman D. Coping in the new world: the social and
emotional wellbeing of young people from culturally and linguistically diverse
backgrounds. Queensland: Queensland Transcultural Mental Health Centre,
Queensland Health and Youth Affairs Network of Queensland Inc.; 2001.

25. House F. Responding to challenges of misuse of alcohol and other drugs by
young people of refugee backgrounds: Reflections from two projects.
Brunswick: Foundation House; 2013.

26. Roche A, Bywood P, Borlagdan J, Lunnay B, Freeman T, Lawton L, Nicholas R.
Young people and alcohol: the role of cultural influences. Adelaide: National
Centre for Education and Training on Addiction, Flinders University; 2007.

27. Room R. Preventing youthful substance use and harm - between effectiveness
and political wishfulness. Subst Use Misuse. 2012;47(8–9):936–43.

28. McMichael C, Gifford S, Correa-Velez I. Negotiating family, navigating
resettlement: family connectedness amonst resettled youth with refugee
backgrounds living in Melbourne, Australia. J Youth Stud. 2011;14(2):179–95.

29. Swinburn B. Parenting, family functioning and lifestyle in a new culture: the
case of African migrants in Melbourne, Victoria, Australia. Child Fam Soc
Work. 2011;16:228–40.

McCann et al. BMC Psychiatry  (2016) 16:275 Page 9 of 10



30. McCann TV, Lubman DI. Young people with depression and their
experience accessing an enhanced primary care service for youth with
emerging mental health problems: a qualitative study. BMC Psychiatry.
2012;12:96.

31. Visa support. [http://www.border.gov.au/Trav/Visa]. Accessed 6 July 2016.
32. Patton MQ. Qualitative research and evaluation methods. 3rd ed. Thousand

Oaks: Sage; 2002.
33. Denzin NK. The research act: a theoretical introduction to sociological

methods. 3rd ed. Englewood Cliffs: Prentice Hall; 1989.
34. Lambert SD, Loiselle CG. Combining individual interviews and focus groups

to enhance data richness. J Adv Nurs. 2008;62(2):228–37.
35. Parahoo K. Nursing research: principles, process and issues. 3rd ed.

Basingstoke, Hampshire: Palgrave/Macmillan; 2014.
36. Guba EG, Lincoln YS. Paradigmatic controversies, contradictions, and

emerging confluences. In: Denzin NK, Lincoln YS, editors. Sage handbook of
qualitative research. 3rd ed. Thousand Oaks: Sage; 2005. p. 191–215.

37. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77–101.

38. Holloway I, Wheeler S. Qualitative research in nursing and healthcare. 3rd
ed. Oxford: Wiley-Blackwell; 2010.

39. Morse J. The significance of saturation [Editorial]. Qual Health Res. 1995;5(2):
147–9.

40. Morse JM. “Cherry picking:” writing from thin data. Qual Health Res. 2010;
20(1):3.

41. Hill CE, Knox S, Thompson BJ, Nutt Williams E, Hess SA, Ladany N. Consensual
qualitative research: an update. J Couns Psychol. 2005;52(2):196–205.

42. Mishra SI, Lucksted A, Gioia D, Barnet B, Baquet CR. Needs and preferences
for receiving mental health information in an African American focus group
sample. Community Ment Health J. 2009;45(2):117–26.

43. Clement S, Schauman O, Graham T, Maggioni F, Evans-Lacko S, Bezborodovs
N, Morgan C, Rusch N, Brown JS, Thornicroft G. What is the impact of mental
health-related stigma on help-seeking? A systematic review of quantitative and
qualitative studies. Psychol Med. 2015;45(1):11–27.

44. McCann TV, Lubman DI, Clark E. Responding to stigma: first-time caregivers of
young people with first-episode psychosis. Psychiatr Serv. 2011;62(5):548–50.

45. Amri S. Mental health help-seeking behaviors of muslim immigrnats in the
United States: overcoming social stigma and cultural mistrust. J Muslim
Ment Health. 2013;7(1):43–63.

46. Gerson R, Davidson L, Booty A, Wong C, McGlashan T, Malespina D, Pincus
HA, Corcoran C. Families’ experience with seeking treatment for recent-
onset psychosis. Psychiatr Serv. 2009;60(6):812–6.

47. Larson JE, Corrigan P. The stigma of families with mental illness. Acad
Psychiatry. 2008;32(2):87–91.

48. Sheikh-Mohammed M, Macintyre CR, Wood NJ, Leask J, Isaacs D. Barriers to
access to health care for newly resettled sub-Saharan refugees in Australia.
Med J Aust. 2006;185(11–12):594–7.

49. Hugo CJ, Boshoff DE, Traut A, Zungu-Dirwayi N, Stein DJ. Community
attitudes toward and knowledge of mental illness in South Africa. Soc
Psychiatry Psychiatr Epidemiol. 2003;38(12):715–9.

50. Kelly CM, Jorm AF, Wright A-M. Improving mental health literacy as a
strategy to facilitate early intervention for mental disorders. Med J Aust.
2007;187(7):S26–30.

51. Bhui K, Warfa N, Edonya P, McKenzie K, Bhugra D. Cultural competence in
mental health care: a review of model evaluations. BMC Health Serv Res.
2007;7:15.

52. Stark J. Mental health system’s focus on ‘white middle-class Australia’ costs
lives. Sydney: Sydney Morning Herald; 2015.

53. Rowan K, McAlpine D, Blewett L. Access and cost barriers to mental health
care by insurance status, 1999 to 2010. Health Aff. 2013;32(10):1723–30.

54. Royal Australian and New Zealand College of Psychiatrists. Minding the
gaps: cost barriers to accessing health care for people with mental illness.
Wellington: RANZCP; 2015. https://www.ranzcp.org/Files/Publications/
RANZCP_NZ-Advocacy-www.aspx. Accessed 6 July 2016.

55. McCann TV, Lubman DI, Clark E. Views of young people with depression
about family and significant other support: interpretative phenomenological
analysis study. Int J Ment Health Nurs. 2012;21(5):453–61.

56. Thompson R, Dancy BL, Wiley TRA, Najdowski CJ, Perry SP, Wallis J, Mekawi
Y, Knafl K. African American families’ expectations and intentions for mental
health services. Adm Policy Ment Health Serv Res. 2013;40(5):371–83.

57. McCann TV, Lubman DI. Young people with depression and their
satisfaction with the quality of care they receive from a primary care youth
mental health service: a qualitative study. J Clin Nurs. 2012;21:2179–87.

58. Hutchinson SA. Grounded theory: the method. In: Munhall PL, Oiler Boyd C,
editors. Nursing research: a qualitative perspective. 2nd ed. New York:
National League for Nursing; 1993. p. 180–212.

59. Sandelowski M. Rigor or rigor mortis: the problem of rigor in qualitative
research revisited. Adv Nurs Sci. 1993;16(2):1–8.

60. Green J. Generalisability and validity in qualitative research. Br Med J. 1999;
319:421.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

McCann et al. BMC Psychiatry  (2016) 16:275 Page 10 of 10

http://www.border.gov.au/Trav/Visa
https://www.ranzcp.org/Files/Publications/RANZCP_NZ-Advocacy-www.aspx
https://www.ranzcp.org/Files/Publications/RANZCP_NZ-Advocacy-www.aspx

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Method
	Participants and procedure
	Data analyses

	Results
	Help-seeking barriers
	Stigma of mental illness
	Lack of mental health literacy in parents and young people
	Perceived lack of cultural competency of formal help sources
	Financial costs deterring access

	Access facilitators
	Being open with friends and family
	Strong community support systems
	Trustworthiness and confidentiality of help-sources
	Perceived expertise of formal help-sources
	Increasing young people’s and parents’ mental health literacy


	Discussion
	Limitations

	Conclusions
	Abbreviations
	Acknowledgments
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

