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ABSTRACT: Despite the global prevalence of mental disorders being widely acknowledged,
mental illness, complex trauma and the significant impact on individuals, families and
communities continues to be poorly recognized, under-diagnosed and underreported. Based on the
2017 Australian census, one-in-five (20%) people have experienced some type of mental illness
within the last 12 months (Australian Bureau of Statistics [ABS], 2019). The prevalence rate of
mental illness in culturally and linguistically diverse (CALD) communities is difficult to estimate
due to cultural and linguistic issues and underutilization of mental health services. In particular,
little epidemiological data is available about the prevalence of mental illness in the Somali-
Australian community. The aim of this study was to identify the perceived barriers to help-seeking
for mental health for Somali-Australian women. A qualitative descriptive study incorporating
focus group discussions with 31 Somali-Australian women was conducted in Melbourne, Australia.
Braun & Clarke’s (2006) thematic analysis was applied to the data. Four themes relating to help-
seeking barriers were abstracted. Influence of faith explored how Islam can impact the person
views on mental illness. Stigma focused on the relationship between public and self-stigma and
help-seeking. Mistrust of Western healthcare system describes the participants concerns about the
cultural disconnect between the community and the Western healthcare system. Finally, denial of
mental illness reflected the community views on mental health. This study provides an insight into
the factors that influence the Somali-Australian community help-seeking with mental health
services. The findings have implications for mental health professionals and the Somali-Australian
community.

KEY WORDS: African migrants, barriers, focus groups, help-seeking, mental health, mental
illness, qualitative research, Somali-Australian women.

INTRODUCTION

Somalia, a country located on the east coast of Africa,
has an extensive history of colonization, civil unrest and
natural disasters (Worldwatch Institute 2018). These
historical and current events forced Somali people to
migrate to surrounding sub-Saharan African and Wes-
tern countries (Connor & Krogstad 2016). Pre-migra-
tion stressors including traumatic experiences, famine,
poverty, displacement and violence can have devastating
impact on the mental well-being of individuals, families
and communities (Kirmayer et al. 2011). Post-migration
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stressors such as unemployment, low socioeconomic
status and poor housing, can contribute to the develop-
ment of common mental illnesses (Veysi et al. 2017).
People who experience pre and post migration stressors
are at a higher risk of developing mental illness such as
post-traumatic stress disorder (PTSD), depression, psy-
chosis and experience suicidal ideations and substance
abuse (Kirmayer et al. 2011).

There is limited research available on the incidence
rate of mental illness for migrants in Australia. This is
concerning as the 2016 census reports that 49% of
Australians were either born overseas or had one or
both parents born overseas (ABS 2017). Additionally, at
the end of 2019, there were over 7.5 million (29.7% of
the population) migrants living in Australia (ABS 2020).
In 2019, O’Donoghue et al. analyzed data from first-
generation migrants aged between 15 and 24 years in
Melbourne diagnosed with first episode psychosis
residing in the north west region of Melbourne. The
study highlighted first-generation young people who
migrated from sub-Saharan Africa experienced a higher
risk of developing a psychotic disorder in comparison
with Australian-born individuals. Migrants from Kenya
particularly experienced over a 10-fold increased risk,
followed by Sudan (7%), Ethiopia (5.5%) and Somalia
with almost 4% (O’Donoghue et al. 2019).

Stigma is a significant barrier for individuals with
mental illness to seek help (Boardman et al. 2011;
McCann et al. 2016; Minas et al. 2013). Public stigma
refers to the negative attitudes that are held by the
public towards people with mental illness and the dis-
criminating behaviour directed at them (Corrigan &
Rao 2012). Public stigma can influence the individual
with mental illness to use secrecy as a coping strategy
by not disclosing their diagnosis or symptoms due to
feelings of shame, guilt and hopelessness. Self-stigma
occurs when public stigma is internalized and the indi-
vidual with mental illness is reluctant to seek any pro-
fessional help (Corrigan & Rao 2012; Corrigan &
Watson 2002). In Somali culture, it is common for
mental illness to be stigmatized publicly and this causes
people to then experience self-stigma. Experience of
mental illness is generally denied with individuals
reporting physical pain than psychological symptoms
when experiencing mental distress (Carroll 2004;
World Health Organization 2012).

The term first-generation in this study refers to
either a foreign-born person who has migrated and
become a citizen in the new country or children born
in the new country whose parents are immigrants
(Merriam-Webster, n.d). The term migrant in this

study includes those who arrive in Australia under
skilled migration, sponsored family members or refugee
and humanitarian programs (Australia Government,
n.d).

AIM/QUESTION

The aims of the study were to explore first-generation
Somali-Australian women’s understanding of mental
health and illness, and to understand their perceived
barriers to help-seeking for mental health problems.

METHOD

The study incorporated a descriptive qualitative design.
Qualitative research focuses on understanding people’s
beliefs, experiences, interactions, behaviour and atti-
tudes in the world in which they live. Qualitative
research is ideal when researchers seek to (i) explore
individual stories, (ii) write about the stories in creative
and flexible styles, (iii) understand the context of issues,
(iv) explain the link in casual theories, (v) develop theo-
ries and (vi) when quantitative statistical methods do
not apply to the research problem (Creswell 2014).

Data collection occurred between December 2017
and March 2018, incorporating audio-recorded focus
group discussions that were transcribed verbatim. Focus
group discussions were facilitated by the researcher using
a semi-structured interview schedule. Data was analyzed
following Braun and Clarke’s (2006) thematic analysis in
order to identify, analyze and report on themes.

Recruitment

The participants were recruited based on purposive
sampling. Inclusion criteria were (i) women aged
18 years and over; (ii) identified as first-generation; (iii)
ability to communicate in conversational English. The
only exclusion criterion was the participant was not
receiving treatment for an acute episode of mental ill-
ness.

An information poster including a summary of the
project, participant and contact details were distributed
to two universities student notice boards across three
campuses, professional bodies such as HealthWest,
Mercy Mental Health and Western Young People’s
Independent Network, community and social networks
(including social media). Participant recruitment was
sporadic and difficult because this group of women
were hard to access due to the nature of this group
and took several months. Therefore, to aid in
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recruitment, snowball sampling was utilized. In total,
31 first-generation Somali-Australian women partici-
pated in this study.

ETHICS

Ethical approval was acquired from a University
Human Research Ethics Committee for a low-risk
study (HRE17-214). All participation was voluntary,
and participants were advised they had the right to
withdrawal at any stage without explanation. Partici-
pants were advised they did not need to answer any
questions if they felt uncomfortable in answering.
Anonymity was maintained and all identifiable informa-
tion was removed from all published reports to safe-
guard the participants’ privacy. No participants
withdrew from the study nor reported feeling uncom-
fortable with questions asked.

RESULTS

A total of 31 first generation Somali-Australian adult
women (hereafter, the women) participated in this study.
The mean age of the women were 23.1 years, ranging
from 18 to 34 years. Ten women migrated to Australia at
an early age, and the other 21 women were born in Aus-
tralia. Approximately, two-thirds (n = 18) resided in the
western suburbs of Melbourne, while the reminder
resided in the northern and south-eastern suburbs.
Regarding post-compulsory education, five of the women
had completed an undergraduate degree and were pursu-
ing further postgraduate qualifications, while the remain-
der (n = 26) were undertaking their bachelor studies.
Four central help-seeking barriers were identified from
the data: influence of faith, impact of stigma, mistrust of
Australia healthcare systems and denial of mental illness.

Influence of faith

Religion played a vital role in the lives of the women who
were interviewed. Islam as a central theme came across
strongly throughout the data. Islamic faith was perceived
to be a barrier to help-seeking, if the individual experienc-
ing a mental health issue was not a devout Muslim.

But someone who is not very connected to the deen
(religion) you can’t tell them it’s part of God’s plan, as
this might push them away (from the religion and com-
munity) [FGD 4, Participant 5]

As Muslims believe everything is preordained by
God, the participants reported that they interpreted

mental illness as a test from God. If someone experi-
ences and endures the mental illness, they will have a
better afterlife.

You can ask Allah (God) to heal you (from your ill-
ness), or you can keep your illness, and then you’ll go
to Paradise. As the more suffering you endure, the
greater the benefits. [FGD 1, Participant 5]

The impact of stigma

The impact of stigma about mental illness in the Soma-
li-Australian community was evident. One of the
women explained how public and self-stigma interfered
with a person disclosing their mental illness.

It’s very rare that your (mental) illness is actually mak-
ing you violent. And I think that that’s something that
definitely comes from the stigma of people being afraid
of people with mental illnesses. And I agree with you
about the hierarchy of mental illness. If I say, ‘I have
depression’, it’s a lot easier (for the community) to
swallow (to accept), especially for our generation, than
if I say, ‘I have schizophrenia or bipolar [disorder]’.
And so, people are still skirting around certain dis-
closers or diagnoses because they don’t want to be the
person who has schizophrenia (self- stigma), or that
person who has bipolar (due to community stigma of
people with mental illness). [FGD 1, Participant 4]

Another participant described how the Somali-Aus-
tralian younger population were more comfortable dis-
closing a diagnosis of mental illness. However, within
families and in the community, this becomes difficult
as the older generation continue to feel ‘shame’ and
expect these issues to be hidden from the community.
This attitude reinforces to the younger generation the
need to hide their mental illness from others.

I feel comfortable talking about our mental health
issues, but my mum will not. I have a relative who has
a mental illness, but there is no forum to discuss this,
at all. My mother says, ‘Why are you throwing our ceeb
(shame) out there’? (into the community)? And that’s
the thing I don’t want (to bring shame to my family).
Therefore, I think it is because of ceeb (shame) that
we got to hide our (mental illness status). [FGD 1, Par-

ticipant 3]

Mistrust of Australian healthcare systems

Mistrust in the Australian healthcare system came
across strongly in the voices of participants. Most
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participants spoke about the older generation Somalis’
negative experiences in attempting to access health
care. This was particularly related to them not trusting
healthcare services and feeling that professionals would
not understand their circumstances or culture This was
further enhanced when it came to experiences with the
Australian mental health care system. The women
acknowledged that older generation community mem-
bers mistrusted and were fearful of mental health pro-
fessionals and this contributed to a reluctance to
adhere to prescribed treatments.

The community perception of you seeking help pre-
vents you from seeking help because they will say, why
are you seeing this cadaan (white) psychologist. They
won’t help you. They don’t understand you, your cul-
ture, and your life. [FGD 4, Participant 3]
Because (discussing mental health in Somali-Australian
community) is taboo, and we don’t really discuss the
effects (or impacts) in our communities. It’s more like
Qur’an saar (read Qur’an on the person) or (the com-
munity will respond with), we’ll pray for you. But
sometimes it is a chemical imbalance or other reasons
(than lack of faith, curse or jinn possession), and we
don’t really explore those options. [FGD 3, Participant

2]

Denial of mental illness

Mistrust of Australian healthcare systems contributed
to the final theme of denial of mental illness. The par-
ticipants identified that within the Somali-Australian
community it was common for families to inform the
community that their child had behavioural problems
rather than the child experiencing mental illness. The
participants expressed that it was a culturally accept-
able practice to send the young person back to relatives
in Somalia so they could learn to appreciate their privi-
leged lifestyle in Australia and modify their behaviour.

I feel like a lot of the kids that are taken back home
(dhaqan ceelis), there might be something wrong (men-
tal health issues), but people (parents and older gener-
ation) do not realise. [FGD 2, Participant 11]

The women in the study also acknowledged that
when parents (older Somali generation) did seek pro-
fessional help for mental illness for their child, often
they would not be supportive of treatment due to feel-
ings of mistrust.

Sometimes (the community) will understand that
there’s something going on (more than jinn possession,
curse or lack of faith) and obviously seek (medical)

treatment for it. For example, your mum or dad will
recognise there’s something wrong (mentally unwell)
with you and take you to see the doctor to explain
what’s happening. The doctor will prescribe you with
some medicine, but your parents will say, no don’t take
that, it will make you crazy. [FGD 2, Participant 4]

DISCUSSION

The purpose of this descriptive qualitative study was to
explore first-generation Somali-Australian women’s
understanding of mental health and illness, and to
understand the women’s perceived barriers to help-
seeking for mental health problems. To an extent, men-
tal illness is acknowledged within this community, how-
ever different diagnoses are perceived differently. For
example, bipolar disorder and schizophrenia are viewed
as a test from God, whereas anxiety and depression
were commonly perceived as a punishment from God
due to the individual’s lack of faith or lack of adher-
ence to religion practices. These negative perceptions
and attitudes towards people with mental illness con-
tribute to the stigmatization of mental illness within the
communities (Ahmad et al. 2016).

The women in this study reported community
shame surrounding mental illness and how this nega-
tively impacts the individual with mental health issues
and their family. Shame surrounding mental illness
prevents individuals from seeking help, as they did not
want to be labelled as someone who has weak faith
and/or bring shame to their family. Therefore, the
women felt that mental illness stigma could impact the
person’s future life choices particularly for seeking help
or disclosing their diagnoses. Community stigma has
been reported to negatively impact the individual’s
ability to obtain better employment opportunities, find
suitable housing and is a barrier to help seeking (Corri-
gan 2004). To understand the impact stigma has on
help-seeking, Clement et al. (2015) reviewed 144 stud-
ies conducted from 1980 to 2011. In this review, stigma
was reported to be the highest ranked barrier to help-
seeking in the general population and was found to
have a moderate negative impact when compared with
other barriers.

There are many misperceptions associated with
mental illness that is present in the Somali-Australian
community. The women described the causes and
treatment of mental illness to be perceived differently
within the Somali-Australian community when com-
pared with the Western interpretation. In Western cul-
tures, mental illness is thought to be caused by
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biological factors (inherited genes and brain chemistry),
medical factors, psychological factors, social factors (so-
cioeconomic status, age, gender, migration, life events
including trauma and culture) and drugs and alcohol
misuse (Ellis et al. 2017). In the current study, the
women discussed the Somali-Australian community
belief that God and supernatural elements were causes
of mental illness too. This observation strengthens Car-
roll’s (2004) finding in which Somali refugees in New
York identified three categories of mental illness: waali
meaning crazy (trauma-related), murug meaning sad-
ness (financial-related), and gini or jinn (possession of
spirits) and its associated traditional remedies (family
support, prayer, reading the Qur’an and traditional
remedies). Other studies reported similar traditional
remedies within the Somali community for emotional
problems (Guerin et al. 2004; Wolf et al. 2016) in pref-
erence to modern Western treatments.

The women in the current study expressed that the
older generation Somalis believed that God could cure
mental illness through prayer and reading the Qur’an,
however the women also advocated seeking medical
assistance in conjunction with religious and traditional
therapies. This belief in both traditional remedies and
Western/medical treatment is important for clinicians
to consider when providing care to members of the
Somali-Australian community. Being able to access
both remedies that accord with the cultural tradition in
partnership with Western treatment would provide an
indication that the service was trying to place impor-
tance on both culture and evidence. Migrant women
experience many challenges when accessing healthcare
services in Western countries but incorporating spiri-
tual and traditional healing practices can be beneficial
in promoting better mental health outcomes
(O’Mahony & Donnelly 2007). Traditional healing
practices such as reading the Qur’an, prayer and
involving religious leaders are positive resources that
should be involved in the provision of mental health
services through partnerships, collaborations and com-
munity-based health systems (Satcher 2001). Marsella
(2011) endorses this view, stating that community-
based ethno-cultural services are an essential function
in the delivery of mental health services. Previous stud-
ies have established that tailoring services to address
cultural needs improves utilization and outcomes for
minorities (Raguram et al. 2002; Satcher 2001).

Seeking treatment for mental health issues is dis-
couraged and often feared by the older generation.
Mistrust of the Australian healthcare system was identi-
fied as a help-seeking barrier in this study. This fear

can be associated to community stigma and the general
opinion that Western healthcare professionals are
untrustworthy, unhelpful and will not address cultural
needs (Rae 2014). The lack of trust between black
patients and Western practitioners resonates across
other studies (Abel & Efird 2013; Benkert el al. 2006;
Boulware et al. 2003; Musa et al. 2009) as racial dis-
criminatory treatment is a prevalent issue in healthcare.
Previous studies have documented cultural mistrust of
Western mental healthcare professionals and the men-
tal health system by migrants and refugees’ communi-
ties as a deterrent to help-seeking (Amri & Bemak
2013; McCann et al. 2016; Redmond et al. 2009).

Denial of a mental illness diagnosis in the Somali-
Australian community was reported as a significant bar-
rier to help-seeking. The women identified dhaqan
celis, a cultural practice of sending relatives back to
Somalia for those who behave in a socially unaccept-
able manner which includes having mental health
problems or abusing drugs (Human Rights Watch
2015). There are two possible explanations for the con-
tinued practice of dhaqan celis. First, Somali cultural
understanding of the mental illness diagnosis differs
from the Australian understandings. This explanation
relates to the Somali community view that mental ill-
ness is caused by demons, spirits and the evil eye, so
they seek traditional remedies to treat the illness,
which differs from the options available within the Aus-
tralian healthcare system. Second, Somali migrants are
still part of an extended family in their home country,
so the extended family may take responsibility to help
care for the individual (Tiilikainen 2011). Between the
years 2005 and 2011, Tiilikainen conducted a six
months ethnographic research focusing on the experi-
ences of Somalis who were mentally ill and undergoing
dhaqan celis in Somaliland. Regardless of the reason
for the person being sent back for dhaqan celis, this
practice provides hope that the person will be recover
by strengthening their cultural, religion and family con-
nections (Tiilikainen 2011). The practice of dhaqan
celis, could be further compounded by the issues of
cultural mistrust of the Western healthcare systems,
lack of understanding, language barrier and fear of
help-seeking due to shame and stigma.

Kleinsinger (2010) identified that the greater the
cultural discrepancy between the patient (Somali) and
the healthcare professional (European/Asian), the
greater the likelihood for miscommunication and non-
compliant behaviour of patient. Cultural differences
impact how the patient understands the diagnosis, the
causes, treatment and management plan (Kleinsinger
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2010). Lack of cultural competency by mental health-
care professionals and services can negatively impact
migrants help-seeking behaviour and thus contributing
to the underutilization of mental health services (Bhui
et al. 2007; McCann et al. 2016; Newbold 2005; Red-
mond et al. 2009; Whaley & Davis 2007). For these
reasons, a cultural formulation interview was integrated
into the in the DSM-IV to encourage clinicians to
understand how cultural differences will impact their
relationship with their clients (Ang 2017).

Cultural competency is the awareness, skills and
processes that enable healthcare professionals to pro-
vide culturally appropriate services to their clients
(Aggarwal et al. 2016). There is limited literature avail-
able on the relationship between cultural competency
and evidence-based practice in mental health services
for Somali-Australians. However, findings from Whaley
and Davis (2007) suggest that adapting evidence-based
treatments for people of colour could be efficacious. As
cultural competency is a core requirement for mental
healthcare professionals that work with CALD commu-
nities in America, Bhui et al. (2007) performed a sys-
tematic review evaluating cultural competency practice
and service delivery. Out of potential 109 studies, only
nine included an evaluation model to improve cultural
competency and service delivery, with only one study
demonstrating a positive change in attitudes and skills
of staff following the training and no studies focused
on user outcomes and experiences.

CONCLUSION

Our findings suggest that the Somali-Australian com-
munity would benefit from using traditional remedies
combined with Western medicine when dealing with
mental health problems. Therefore, the mental health
outcomes for Somalis would improve if the mental
healthcare professionals and services were able to work
with the community to provide a treatment plan reflec-
tive of both views. Measures needed to promote help-
seeking for mental health should include addressing
the stigma and shame of mental illness, improving
mental health literacy in the Somali-Australian commu-
nity, increasing the cultural competency of mental
healthcare professionals and promoting community
involvement with the mental health services.

RELEVANCE FOR CLINICAL PRACTICE

Currently, there is little understanding on the factors
that impact Somali-Australian women understanding

about mental health and their perceived barriers to help-
seeking. As an exploratory qualitative study, the findings
of this study are limited to the participants and cannot
be generalized. However, it does highlight the impor-
tance of understanding Somali mental health beliefs and
practices, in order to create a culturally responsive pro-
gram to promote utilization of the services and improve
the community mental health outcomes.
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