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Abstract  

This study explored how Ghanaian immigrants to Calgary, Canada understands mental health 

and illness, and where, how, and why they might seek help for mental health problems. I 

conducted an exploratory qualitative study informed by a critical ethnographic approach, and 

adopted an intersectional conceptual framework, to explore how individuals; the organisation of 

the health delivery system; and social, economic, political, and legal factors shape access and use 

of mental health services. I conducted semi-structured interviews with a purposive sample of 

fifteen members from the Ghanaian community and five mental health service providers. Most of 

the service providers identified cultural differences in health beliefs as a major influence in the 

access and use of mental health services by Ghanaian immigrants. However, community member 

participants held multiple views on the causation of mental illnesses, including spiritual, 

biological, environmental, and psychosocial factors. They identified practical issues as 

fundamental to accessing and sustained use of services. These were primarily, the lack of 

knowledge about available services; time and financial constraints due to precarious work and/or 

immigration status; lack of regular care for dependant family members; the complex organisation 

and low level, fragmented provision in the healthcare system, as well as discrimination. These 

factors intersected with age, gender, socio-economic status, and immigration status. Together, 

they were experienced as an Othering of Ghanaian immigrants, creating multiple barriers to 

access and to sustained use of health care. Service providers’ ‘cultural’ explanations may indeed 

reinforce the experience of subordination and marginalisation of Ghanaian immigrants in 

Canadian society and prevent attention to social, economic and organisation issues that need 

addressing. Based on the findings, I suggest a larger scale study involving other sub-Saharan 

African immigrants by policy makers and service providers to understand the wider context and 

applicability of these findings, and to develop measures to counteract barriers identified. 
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Chapter 1 

1:1 Introduction and background to the study 

I met Paul, a forty-five-year-old single African refugee from the Democratic Republic of 

Congo on a city's psychiatric unit. He came to Canada seven years ago following the civil war in 

his country. He left behind his wife and two children and had not been able to get them to join 

him here in Canada. Paul was a civil engineer in the Congo and was the manager of the 

provincial transportation department. He had been doing casual factory jobs since arriving in 

Canada because of problems getting his credentials certified. He had a nervous breakdown in 

Toronto and was diagnosed with paranoid schizophrenia two years after arriving in Canada. He 

came to Calgary to look for work and suffered a relapse due to a lack of medication. The police 

brought him to the hospital because of his bizarre behavior following a report by a passer-by. 

Paul responded well to treatment, and his mental state had improved after a week in the hospital. 

He had no relations here in Calgary and no means of support but was discharged from the 

hospital into the care of his friend who was also unemployed without adequate social provision. 

As I witnessed Paul's fragility and vulnerability, I asked myself if this would have happened if he 

was not an African refugee. I was not shocked by Paul's treatment because, in my experience 

working as a mental health nurse in the United Kingdom, Black and Minority Ethnic (BME) 

communities continue to experience inequalities within the mental health system (Grey et al., 

2013). Ethnic minorities continue to be overrepresented in inpatient care and forensic settings, 

have poorer health outcomes and experience lower service satisfaction compared to white groups 

(Sashidaran, 2003, Bhui et al, 2003). 
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Migration is a global phenomenon and is a process of moving either across an 

international border or within a State (IOM, 2020). According to the World Health Organisation, 

there are at least one billion migrants across the world (WHO, 2014). International Organisation 

of Migration (IOM, 2020) estimates the number of international migrants to be almost 272 

million, and around two-thirds of immigrants live in high-income countries. Successive 

governments in Canada have used migration as a population policy. Every year, Canada accepts 

about 250 000 immigrants worldwide to fill labuor shortages and build human capital within its 

aging labor force (Worswick, 2013, Dean & Wilson, 2009). Today, immigrants account for 20% 

of the Canadian population (Kalich, Heineman & Ghahari, 2015). Historically, Europe was the 

primary source of immigrants to Canada, but changes to Canadian immigration policies in the 

1980s have resulted in the domination of visible minorities from Asia, Latin America, the Middle 

East, Africa, and the Caribbean (Dean & Wilson, 2009,). According to the 2016 Census, Africa 

ranked second as the source continent for immigrants, and African-born immigrants were 8.5% 

compared to 1.4% in the 1971 census. (Este, 2018). An estimated 145,700 immigrants from sub-

Saharan Africa (SSA), which represented 12.5% of newcomers, arrived in Canada between 2006 

and 2011 (Statistics Canada, 2017). The African immigrant population constitutes a small 

proportion of Canada's foreign-born population, but its size has continued to increase in the last 

two decades (Statistics Canada, 2017). The largest immigrant-receiving provinces include 

Ontario, Quebec, Alberta, and British Columbia (Statistics Canada, 2017). Currently, 

approximately 17% of Calgary's population are immigrants from SSA, Nigeria, Ghana, Somalia, 

and Kenya (Statistics Canada, 2016). 

Immigrants are identified as a vulnerable group with a higher risk of developing mental 

illness (Abebe, Lien. & Hjelde. 2014, Hansson et al., 2012). According to Liamputtong (2007), 
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people have been considered vulnerable for their religion, socioeconomic status, race, gender, 

age, and sexual orientation. Mental “illnesses or mental health problems” are a range of 

behaviours, emotions and thoughts that can result in some level of distress and can affect various 

aspects of one’s life (MHCC, 2012). Mental illness including affective, psychotic disorders and 

substance use are among the leading causes of disability and constitute a more sizable portion of 

the global disease burden (Rehm & Shield, 2019). Patel et al (2018) advocated for a continuum 

concept of mental health problems from mild time limited distress to and to disabling and severe 

psychiatric symptoms. The opposite is the binary view of either mental health or illness where 

people see mental illness as fundamentally different from normal behaviour and experiences 

(Peter et al, 2021). 

Mental health disorders affect one in ten people in High-Income countries (HICs) and 

Low-and Middle-Income Countries (LMICs) (WHO, 2014), and account for 37% of all life years 

lost through illness and account for 14 % of the global burden of disease (Whiteford et al, 2012). 

In Canada, the estimate is closer to double the world ratio (CAMH, 2018). One in five Canadians 

experiences a mental illness or addiction problems in any given year (Smetatin et al.,2011) and 

one in five people of the general population will experience mental health problems or illness in 

their lifetime (MHCC, 2013). Mental illness can also result in medical issues, and people with 

depression have an increased risk of cardiovascular disease, diabetes, and Alzheimer’s disease 

(Dickey et al.,2002). The economic burden of mental illness on the Canadian economy is 

estimated at $51billion annually (MHCC, 2020), made up of healthcare costs, lost productivity 

including absenteeism and presenteeism, and reduced quality of life. Although mental disorders 

are a leading cause of the global burden of disease, (WHO, 2012), very few people receive 

professional treatment despite the availability of effective treatments (Evans-Lacko et al, 2018). 
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The gap is even wider between HICs and LMICs (Roberts et al, 2018, Andrade et al, 2014). 

According to the World Health Organisation (WHO) Mental Health Survey, only 14% of 

individuals with a common mental illness in LMICs compared to 37% in HICs receive any 

professional treatment for mental illness (Evans-Lacko et al, 2018). 

The migration process can positively and negatively affect the health of the migrants. 

Ginieniewicz & McKenzie (2013) broadly describes migration as occurring in three phases, 

premigration, migration, and post-migration, and all these stages have different stresses. Bhugra 

and Becker (2005) point out that the type and cause of migration can affect migrating individuals 

and their families' mental health. Families and communities are separated, and social networks 

get disrupted during the pre-migration phase. As Kirmayer et al. (2011) noted during the 

migration phase, refugees especially may spend some time in refugee camps with low education 

and health facilities and risk of violence. The harsh living conditions and feelings of uncertainty 

about their future during migration make them vulnerable to developing post-traumatic stress 

disorder (PTSD) (Rousseau & Drapeau, 2004). Research has shown that immigrants from 

conflict-affected countries who have settled in Western countries have a higher incidence of 

depression, anxiety, and PTSD than the native population (Feyera et al., 2015, Fazel, Wheeler & 

Danesh, 2005). Finally, in post-migration, many immigrants may face cultural bereavement in 

addition to post-migration stressors. Eisenbruch (1990) defined cultural bereavement as "the 

experience of the uprooted person-or group resulting from the loss of social structures, cultural 

values, and self-identity." Besides adaptation to a new culture, immigrants from SSA immigrants 

suffer from the loss of social status and social support, unemployment, underemployment, 

discrimination, health, and social care access barriers which, makes them vulnerable to 
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developing mental health problems (Mindlis & Boffetta, 2017, Bas-Samiento et al., 2017, Guo, 

2015; Creese & Wiebe, 2012). 

 In Canada, only 50% of people diagnosed with mental illness seek help and the number 

is much lower for visible minorities. (Durbin et al., 2014; Tiwari and Wang, 2008; Kirmayer et 

al., 2007). Similarly, research in European and North American countries also shows that 

immigrants are less likely to utilize mental health services (Abebe, Lien & Elstad, 2017; Derr, 

2016, Koopmans et al., 2013). For instance, only 7.3% of Hispanic Americans and 4.9% of 

Asian American adults utilize mental health services than 16.6% of Caucasian Americans 

(Thomson et al., 2015). Premature dropout rates are high when immigrants access mental health 

services (Bhui et al., 2003). Several factors intersect to influence the access and use of health 

services by immigrants in host countries. One explanation may be that immigrants may not be 

necessarily at risk of developing a mental illness because of the "healthy immigrant effect" (HIE) 

which is particularly strong among recent immigrants (Aglipay, Colman & Chen, 2013, 

Newbold, 2006, Ali, 2002). HIE describes the phenomenon whereby immigrants of all 

racial/ethnic groups especially recent immigrants, enjoy better health upon arrival compared to 

their counterparts in their new country of residence although they have less access to healthcare 

and frequently have low socioeconomic status (Domnich et al, 2012) but lose their advantage 

over time. Various hypotheses have been used to explain this occurrence. One explanation for 

this health advantage is attributed to the self-selection process (Helgesson et al., 2019). That is 

because migrating is physically demanding and stressful; only able, young, have higher 

educational achievement, motivated and healthy individuals can undertake leaving those who are 

sick and weak behind (Chiswick, Lee & Miller, 2008, Palloni & Ewbank, 2004). Also, the 
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medical screening required by Canadian immigration policies needs individuals to take strict 

medical examinations where only healthy immigrants are accepted (Markides & Rote, 2019).  

Furthermore, acculturation theories purport that immigrants are protected by sociocultural 

factors such as social networks and lower prevalence of unhealthy lifestyle-related behaviours 

such as smoking, drinking and diet in immigrants’ originating countries (Islam, 2013). Finally, 

the non-utilization or low utilization of mental health services could also reflect a lower need for 

assistance. Ali (2002) found that newer immigrants showed fewer mental health problems than 

their Canadian counterparts. However, it is not clear whether this is due to immigrants' resiliency 

or the difference in the way immigrants conceptualize and understand mental health problems. 

However, the health advantage decreases with time and converges with the population of the 

host country (Islam, 2013, Newbold, 2006). A possible explanation for the decline in health 

status is acculturation-related stressors, discrimination, “othering” and the perceived failure of 

the migration project (Aglipay, Colman & Chen, 2013, Abraido-Lanza, Chao, & Florez, 2005, 

Palloni & Ewbank, 2004)). 

Immigrants face more significant obstacles in utilizing health services in high-income 

and low- and middle-income countries (Mossalios et al., 2017). Studies have highlighted the 

influence of individual and contextual health factors that affect access and use of mental health 

services by immigrants in Canada (Ahmed et al., 2016). These include cultural factors; namely, 

immigrants' conception of mental illness, causation and treatment preferences (Fenta, Hyman & 

Noh, 2007), the shame and stigma associated with accessing formal mental health services, the 

fear of being judged and perceived as weak or labeled with mental illness (Link & Phelan, 2010), 

formal and informal supports (O'Mahony et al., 2012), demographic factors and socioeconomic 

status (Dunlop, Coyte & McIsaac, 2000), linguistic and communication barriers (Lim et al 2020, 
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Lee, Sulaiman-Hill & Thompson, 2014), no source of regular care (Dean & Wilson, 2008), the 

lack of cultural competence by healthcare providers (Sandhu et al., 2013), the delivery of the 

healthcare system (Ng & Newbold, 2011), lack of insurance (Saecho et al., 2012), transportation 

barriers (Teng, Blackmore & Stewart, 2007), immigration laws and policies (Alaggia, Regehr, & 

Rishchynski, 2009) racism and perceived discrimination (Igel, Brahler & Grande, 2010). 

1:2 Ghanaian immigrants in Canada 

Ghanaians were among the earliest Africans to Canada as far back as the 1950s (Naidoo, 

1985). Their number remained small until the 1980s following changes to Canadian immigration 

policy in the late 1970s (Dean & Wilson, 2008), which saw new immigrants from non-traditional 

European countries. Besides, the economic crisis and political instability in Ghana between 1981 

and 1996 and the increase in the permitted number of refugees and family class immigrants 

resulted in the influx of Ghanaians to Canada to seek asylum and better economic conditions for 

themselves and their families (Mensah, 2010, Opoku-Dapaah, 2006). Currently, Ghanaians are 

among the fastest SSA immigrant group in Alberta, and they can be admitted to Canada through 

different immigration pathways: economic class, family class, refugees, temporary foreign 

workers, students, and others (Citizenship & Immigration Canada, 2014). The economic class is 

the largest class of immigrants who are admitted to Canada because of their entrepreneurial 

skills, occupational skills, and bringing in capital to contribute to the economic and labour needs 

of Canada. The family class immigrant requires a relative or spouse who is a Canadian citizen or 

permanent resident to sponsor them and assume economic responsibility for ten years. Many 

Ghanaians reside in Toronto and Montreal, but the recent economic downturn has seen an influx 

of Ghanaians from Toronto to Calgary. The population of Ghanaians in Calgary is between 1600 

and 2000 (GCAC, 2020). 
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1:3 Statement of the problem 

Mental health is fundamental to human wellbeing, including immigrants and refugees. As 

stated by the World Health Organisation (WHO, 2014), there is no health without mental health. 

The WHO defines mental health as "a state of wellbeing in which the individual realizes his or 

her abilities, can cope with everyday stresses of life, can work productively and fruitfully and 

can contribute to his or her community” (WHO, 2014, p. 10). Given that Canada is and will be 

the destination for SSA immigrants, the health implications of migration and the health of the 

migrants deserve significant attention in making health policies (IOM, 2020). Moreover, SSA 

immigrants are at a greater risk for developing mental health problems because of migration and 

acculturation stressors, as the literature suggests (Abebe, Lien. & Hjelde. 2014, Hansson et al., 

2012). Their mental health care needs are poorly understood as few studies have examined their 

mental health problems, coping strategies, and patterns of their treatment-seeking behaviors in 

Canada (Fenta, Hyman & Noh, 2007). Existing literature on the mental health of immigrants in 

Western countries has found that immigrants underutilise mental healthcare services compared to 

the population of host countries presenting with similar distress (Durbin et al, 2014, Kirmayer et 

al, 2011). There is, therefore, the need to better understand the intersection of cultural beliefs, 

social determinants of health, and government policies that influence their mental health help-

seeking behaviors. Most of the studies have concentrated on immigrants from Southeast Asia 

because of their long history of migration to Canada (Stafford, Newbold & Ross, 2010; Fenta, 

Hyman & Noh, 2007). Furthermore, SSA immigrants are the least researched immigrant groups 

in Canada and either ignored or lumped together with Caribbean immigrants together as "Blacks" 

(Owusu, 2003). Although SSA and Caribbeans may share common physical traits, it is 

misleading to treat them as a homogenous group because they have different experiences, social 
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practices, and cultural norms (Mensah, 2010). Furthermore, different SSA immigrants and 

Caribbeans may have different healthcare needs and different obstacles to healthcare and treating 

them as a homogeneous group in research efforts could itself impede attempts aimed at reducing 

health inequalities and improving access to care. 

I was motivated to conduct this study with immigrants from Ghana because they are my 

one of the fastest SSA immigrant groups in Calgary and by my personal experience of 

witnessing the sufferings of close family members with mental illness. In addition, my work as a 

frontline psychiatric nurse who provides mental health services to both immigrants and non-

immigrants is vastly different from my experience as a relative of a family member who suffered 

from mental illness. I am also an immigrant and active member of the Ghanaian association since 

my arrival from the United Kingdom (UK) in 2008. I also came to realise that there are few 

immigrants from SSA using our service despite their increased vulnerability to developing 

mental health problems as suggested by the literature (Durbin et al, 2014, Kirmayer et al, 2011). 

Consequently, my personal experience as a relative of a family member who had a mental 

illness, my work as a frontline psychiatric nurse and previous work in England with Somalian 

refugees and a migrant ignited my desire to explore and engage with Ghanaian immigrants here 

in Calgary to understand their attitudes and behaviour in relation to the use of formal mental 

health services. In addition, few studies have explored the multiple intersections of culture, 

gender, country of origin, sexual orientation, class, and how these interlock with social, political, 

economic, health and immigration policies. The result from this study will provide insights into 

how these factors shape the access to and use of mental health care services by SSA immigrants. 

The findings can also serve as a baseline to conduct extensive research of SSA immigrants in 

Calgary. Besides, given the socioeconomic diversity of SSA immigrants, separating the SSA 
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immigrants into national categories in this exploratory study is preferable so as not to muddle the 

results (Owusu, 2003).  

1:3 Aims of the study. 

The Mental Health Strategy for Canada acknowledges that immigrants and refugees face 

challenges that make them vulnerable to developing mental health problems (MHCC, 2012). 

Therefore, the strategy recommends improvement in the availability and provision of culturally 

competent and safe services for Canada's diverse populations.  

The overall aim of this study is to: 

● Examine the factors that will influence Ghanaian Canadians in Calgary to access and use 

formal mental health services. 

1:3:1 Objective 

The specific objectives were to: 

● explore the beliefs and attitudes of Ghanaian Canadians towards mental illness. 

● identify factors associated with the use of mental health services. 

1:4 Significance of the study 

As I stated earlier, few studies in Canada have examined the understanding of mental 

health problems and formal mental health services by immigrants from SSA (Fenta, Hyman & 

Noh, 2007) as most of the research is on Southeast Asian immigrants (Stafford, Newbold & 

Ross, 2011). Therefore, my study's findings will add to the small body of knowledge of mental 

health status and service utilization by SSA immigrants. The study will also contribute to a 

deeper understanding of how the intersection of individual and structural factors affects mental 
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health services. Furthermore, there is a growing recognition that healthcare systems need to 

address the challenges in providing care and treatment to culturally and linguistically diverse 

populations (Bhui et al., 2007). Therefore, the study's findings will help service providers and 

policymakers devise strategies that will encourage Immigrant, Refugee, Ethno-cultural and 

Racialized (IRER) groups to access and use formal mental health services and service providers 

to develop and provide more culturally acceptable services to this increasing population. 

1:5 Research questions 

1. What do mental health and mental illness mean to Ghanaian immigrants?  

2.  What factors impact the ability of immigrants from Ghana to access formal mental health 

services? 

1:6 Definition of terms 

Immigrants: For this study, I define “immigrants” as those who have been in Canada for 

at least five years. It is an extensive term, comprising.  

(1) Canadian citizens and permanent residents who migrated to Canada in the 

independent, family or business class, 

 (2) those without legal leave to remain, those who overstayed their visa and have been 

served with a notice to leave 

 (3) visitors and students,  

(4) refugees and asylum seekers 

 Long-term immigrant: An immigrant who has lived in Canada for ten or more years 

(Aglipay, Colman & Chen, 2013) 
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 Recent immigrant: Immigrants with less than ten years of residence in Canada (Aglipay, 

Colman & Chen, 2013) 

Sub-Sahara Africa: SSA is the geographical and ethnocultural area of the African 

continent that lies south of the Saharan desert which is sometimes referred to as “Black Africa” 

because of the predominantly black population (UNDP, 2020). SSA consists of forty-six 

countries with a population of about a billion people. 

Visible minority:  Canada’s Employment Equity Act defines “visible minority” as 

“persons, other than Aboriginal peoples, who are non-Caucasian in race or non-white in color,” 

including persons of South Asian, Chinese, Black, Filipino, Latin America, Arab, Southeast 

Asian, West Asian, Korean, and Japanese descent (Government of Canada, 2014, p. 2). 

1:7 Organisation of the thesis 

This thesis consists of six chapters; the first chapter introduces the study, situates the 

context within which I developed my study, the aims and objectives, and the research questions. 

Chapter two reviews the existing literature on immigrants' mental health status and service 

utilization in immigrant-receiving countries. In Chapter Three, I outlined the methodology and 

methods which guided the study. I take the reader through critical ethnography and 

intersectionality that informed the study, followed by the research setting, recruitment of 

participants, interviews with participants, and strategies used to analyze the interviews. I further 

discussed the challenges and tensions that I experienced in researching immigrants' mental health 

from Ghana. I occupy an "insider/outsider position as both a Ghanaian immigrant and working as 

a psychiatric nurse. I also analyse the strategies that I took to ensure the credibility of my study. 

In chapters four and five, I present and discuss the findings from the analysis of the interviews. 

Chapter four focuses on the participants' conceptualization of mental health and mental illness, 
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the causation of mental illness, and the cultural factors that influence their use of mental health 

services. Chapter Five discusses the findings on the contextual aspects of mental health service 

utilization by the participants. Finally, in chapter six, I synthesize my study's main findings in the 

context of the overall literature. I reconcile critical ethnography and intersectionality to discuss 

the complex intersections of cultural, socioeconomic, political, and legal policies that shape and 

affect access to mental healthcare services by immigrants. The participants identified multiple 

causations of mental illness and showed an initial preference for informal support to deal with 

mental health concerns. Besides, they acknowledged structural barriers, economic 

vulnerabilities, and perceived discrimination as significant influences that affect their access and 

use of formal mental health services. I end the chapter by looking at my study's contributions, 

limitations, suggestions for future research, and recommendations for practice and policy.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

- 14 - 
 

 

 

Chapter 2 Literature Review 

 

2:1 Introduction 

I will review and analyse the literature on the mental health beliefs and factors that will 

influence the access to and use of mental health services by immigrants from sub-Saharan Africa 

(SSA). According to Burns et al (2013), undertaking a literature review before the main study is 

significant because, it identifies areas of prior research to prevent duplication, identifies gaps in 

knowledge, identifies the need for further research and places one’s research in the context of 

existing literature and makes the case why the study was needed. Unlike immigrants from South 

Asia, SSA immigrants are relatively new in Canada, and few studies have been done on their 

mental health and care needs. In this literature review, I will draw on the research that have been 

undertaken in HICs such as the United Kingdom (UK), The United States of America (USA), 

and Australia on factors that influence the use of mental health services. Although important 

socio-economic, political differences or gaps in knowledge affect the applicability of these 

studies, they offer insights, frameworks and identify common issues that affect the growing 

immigrant populations. I will draw from the literature the factors that will enable or impede 

immigrants from SSA from seeking professional help for mental health problems. 

2:2 Conceptual models for health service utilisation: 

Access to and use of healthcare is a complex subject and is influenced by several factors. 

Access is defined in several ways. The Institute of Medicine (IOM, 1993) defined access to 

healthcare as the timely use of personal health services to achieve the best health outcomes. On a 

general level, access has been described as the fit between patients and the healthcare system 

(Penchansky & Thomas, 1981). Khanassov et al (2016) described access to care as a 

multidimensional concept which should be approachable, acceptable, available, appropriate, 

accommodating, and affordable. The probability of using healthcare services, therefore, depends 

among others, on the individual’s perception of their need with the key measures as outlined by 

Khanassov and colleagues (2016). 
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Several theoretical models have been developed to identify factors that influence the 

access and use of healthcare services (Ricketts & Goldsmith, 2005). These include the Health 

Belief Model (HBM) and Andersen's Behavioral Model (ABM). The HBM is a theory that is 

commonly used to explain and predict the likelihood of an individual engaging in health-related 

behaviours (Chin & Mansori, 2019). HBM is based on cognitive theory which highlights the part 

played by beliefs, motivations, and the perception of the individual to seek medical attention and 

was developed in the 1950s and 1960s by social psychologists Hochbaum, Regels and 

Rosenstock to explain why some people were less eager to take part in preventive health 

programmes (Tarkang & Zotor, 2015). The underlying assumption of the model is that people 

are rational and likely to engage in the right behaviour when they 

 (1) perceive that they are susceptible or could contract an illness  

(2) believe that the problem has serious repercussions which would interfere with their 

daily activities,  

(3) perceive that intervention will be beneficial,  

(4) perceived barriers to taking action,  

The HBM recognises individuals as active participants in accessing and using healthcare 

services. However, a shortcoming of the model is its inability to predict more long-term health 

behaviours as well as assume a rational decision-making process in determining behaviour 

(Henshaw & Freedman-Dolan, 2009). Secondly, the focus on cognitive skills will adversely 

impact people suffering from mental illness who may have a cognitive impairment, lack 

motivation, and may also avoid seeking help because of the stigma associated with mental 

illness. Furthermore, the HBM does not take into account the norms, the broader socioeconomic, 

legal, political and health policies that influence people in their help-seeking behaviours. 

The ABM of health service utilisation is the most extensively used framework in the study of 

access to and the use of health service (Derose, Gresenz & Ringell, 2011). The model was first 

developed in 1968 to examine the conditions that impede or facilitate families and later 

individuals in utilising healthcare (Pilar, Cunningham-Williams & Woodson, 2020) and has 

undergone revisions over time. It has also been used to examine and measure inequalities in 

social and health service access among ethnic minorities to develop policies and promote 
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equitable access to health services (Babitsch, Gohl & von Lengerke,2012). Unlike the HBM, the 

ABM considers both patient-related and environmental determinants of health behaviours 

(Glanz, Rimer & Viswanath, 2008). The ABM suggests that an individual’s use of health service 

is a function of their predisposition to use the service, factors that impede or enable service use 

and the need for care. 

 (1) Predisposing factors include health beliefs, age and gender, education, occupation, 

social networks. 

 (2) Enabling factors include attributes that help an individual to obtain care. These 

include personal or family resources, income, access to health insurance, knowledge, and 

availability of healthcare services. 

(3) Need factors. These include self-perception of illness and the clinical opinion of 

health professionals. 

Useful as the model is in explaining and predicting the use of healthcare services among the 

general populace, the model alone is not adequate to explain the lower rates of healthcare 

utilisation by people with mental illness. In addition, the ABM has been criticized for being too 

general, not taking into account people’s attitudes towards service use and the limited influence 

of cultural and social consequences (Mackenzie, Gekoski & Knox, 2006). Yang and Hwang 

(2016) also criticized the ABM because the conditions that influence immigrants in HSU are 

different from non-immigrants. For example, immigration status, the experience of health service 

utilisation in their home countries prior to immigration, and immigrant-specific health needs 

were not addressed by the ABM. Like the HBM, the ABM ignored macro-social structures such 

as government policies and the healthcare system which are beyond the control of individual 

immigrants but instead treated them as part of an individual’s predisposition.  

I adopted Yang and Hwang’s (2016) theoretical framework in explaining the use or non-

use of mental health services by SSA immigrants because of the prominence it gives to 

immigrant-related factors to explain access to and use of healthcare services by immigrants. The 

model retains the need, enabling and predisposing factors of ABM and added the immigrant-

specific factors to explain the factors that affect how immigrants’ access and use healthcare 

services. The framework also stressed the vital role of social resources as well as health policy 
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and non-health policies that directly or indirectly influence immigrant HSU. The underlying 

assumption of the framework is that access to and use of health services is affected by. 

(1) macrostructural/contextual factors, the health care system, government policy, socio-

economic and political conditions, the previous experience of health service 

utilization in countries of origin prior to emigration 

(2) predisposing factors, which include demographic characteristics, socio-economic 

status, health beliefs, and immigration status.  

(3) resources, the means that will enable an individual to access and use healthcare, 

which are financial resources, social resources, and access to care and 

(4) need for health care, self-rated health status and clinically evaluated health status. 

 A conceptual model relating to health service utilisation. 

 

Source: Yang & Hwang (2016 p.5) 

 

2:3 Search strategy 

I searched the following databases OVID, EBSCO, and PubMed for relevant articles 

published from January 2010 to March 2021. I used the following keywords: “Canadian 

healthcare,” “mental health,” “mental illness,” “mental health services,” “barriers to access,” 
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“sub-Saharan Africans.” I used these terms independently and in combination with another using 

connecting words OR and AND. 

 

Inclusion criteria 

• Studies were conducted in English and published in peer-reviewed journals. 

• Studies that discussed barriers or facilitators to the use of formal mental health services 

that involved immigrants from sub-Saharan Africa. 

Exclusion criteria: 

• Research conducted on African Americans. 

• Studies in which medical issues were the reasons for seeking help. 

• Studies with a sample population that included children (≤18 years). 

• Unpublished studies including dissertations and clinical reports. 

 

The inclusion and exclusion criteria helped me to identify previous studies that would help me to 

answer my research question. According to Hornberger and Rangu (2020), reference to studies 

with similar goals in the literature review will help to ensure that the criteria are reasonable to 

include in the study’s purpose and aims. I used the themes developed from Yang & Huang’s 

(2016) framework for my literature review. The literature search for qualitative studies generated 

a greater number of studies for me to sift through. 

 

2:4  Need for Health Care 

 

In Yang and Huang’s framework, (2016), the need for health care is measured by both perceived 

need and clinically evaluated need. Immigrants who have a better health status, self-assessed or 

professionally evaluated, are less likely to access and use health care services because they have 

a lower need, unlike those with worse health status. Studies have shown that immigrants at the 

time of arrival in the global north are healthier than the native-born populations. This foreign-

born health advantage is referred to as the 'HIE’ (Vang, Sigouin & Gagnon, 2017). A review by 

Vang, Sigouin & Gagnon found that recent immigrants to Canada have better health than native-

born of all ethnic groups, which is consistent with evidence from the US (Singh, Rodriguez-

Lainz, & Kogan, 2013) and Western Europe (Moullan & Jusot, 2014) 
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The HIE has been attributed to state and self-selection. (Helgesson et al., 2019). Dennis, Merry 

& Gagnon (2017) found that recent immigrants were less likely to suffer from depression and 

alcohol use than the Canadian-born due to their past experiences. However, health advantage 

declines with their length of stay in the host country and may become a health disadvantage in 

old age-related. Among the reasons is the loss of social status related to downward occupational 

mobility, poverty and loss of social networks, discrimination, and the intersecting oppressions 

about immigration status, caring challenges faced by women with children (Markides & Rote, 

2019, Fuller-Thomson, Noack & George, 2011, Chen, Smith & Mustard, 2010).  

 

2:5 Resources 

The availability of resources is a significant predictor of HSU by immigrants. 

Resources refer to the means that enable individuals to receive and access health services. As 

Yang and Hwang (2016) argue, access to health services calls for the availability of health 

professionals and facilities in the community to provide the needed healthcare services. 

Canada has a publicly funded healthcare system. Under the Canada Health Act (CHA) 

(Wilson & Rosenberg, 2004), the federal government sets and administers national principles 

and provides financial support to the provinces and territories who are required under the 

CHA to provide universal, accessible, comprehensive, and portable healthcare which is free at 

the point of delivery to receive federal funding for healthcare care. Canadian citizens and 

permanent residents have access to healthcare irrespective of their socioeconomic status. 

However, the CHA does not cover prescription drugs, dental or vision care, and home and 

long-term care. Canadians must pay out of pocket or rely on private health insurance. This is 

especially difficult for people who have severe mental illness who may lack the monetary 

resources; savings or income to purchase prescribed drugs or pay for therapy not covered by 

provincial insurance. As Wiersma (2006) noted, the greater the degree of poverty, the greater 

the degree of unmet needs of people with serious mental illness.  

Having access to doctors and health facilities is associated with HSU (Ye et al., 2012). 

Under the Canada Health Act (Wilson & Rosenberg, 2004), all provinces and territories must 

provide universal, accessible, comprehensive, and portable healthcare free at the point of 

delivery. Family physicians and general medical practitioners provide primary care and act as 
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the gateway to the Canadian healthcare system (Ahmed et al., 2016). However, although the 

Charter of Rights and Freedoms states that all Canadians should have "reasonable access to 

health care services," this is not always the case for immigrants. For example, it is estimated 

that 15% of the Canadian population does not have access to a regular family doctor 

(Statistics Canada, 2019). The situation is even worse for recent immigrants who have less 

access to family doctors and consultations with any doctors. This directly affects their ability 

to use preventative healthcare services and to access specialized healthcare and treatment. For 

example, findings show that women immigrants make less use of prenatal care, 

mammography screenings and pap smears, in Canada (Ferdous et al., 2018), Portugal (Dias, 

Severes & Barros, 2008) and Norway (Diaz et al., 2017). Ngwakongnwi et al. (2012) 

interviewed twenty-six immigrants and non-immigrants who identified themselves as French-

speaking about accessing primary care in an English-speaking province in Canada. The study 

found that language barriers and difficulties in finding family doctors were major barriers that 

faced both French-speaking immigrants and non-immigrants in accessing healthcare services 

in a large Canadian city. 

Similarly, Woodgate et al. (2017) interviewed eighty-three families from 15 African 

countries about their experience of accessing primary healthcare. Among the barriers the 

families faced were getting family doctors to take them on as patients. The above results are 

consistent with studies in the US where immigrants and racial and ethnic groups are 15% less 

likely than the native-born US citizens to have a regular source of care (Chen & Vargas-

Bustamante, 2011). Lack of access to a primary care physician may lead to undetected 

medical diagnosis, inadequate treatment for health problems, and it places unnecessary stress 

on hospitals and emergency rooms (Fung et al, 2015). 

In addition to the lack of regular medical care, long wait times, inconvenient office 

hours, and limited time spent with physicians are impediments that affect the use of 

healthcare services by SSA immigrants. This is partly explained by immigration status 

(Wafula & Snipes, 2014), socio-economic position (Packness et al, 2019), communication 

skills and degree of trust with healthcare providers (Scheppers et al, 2006). Furthermore, the 

lack of knowledge about existing community health resources affects the ability of SSA 

immigrant populations to access health care. Research indicates that immigrant women have a 

higher incidence of postpartum depression (Falah-Hassani et al., 2015), and Ahmed et al. 
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(2008) found that many immigrant women are not aware of available services to help them 

cope with postpartum depression, thus contributing to the underutilization of services. This 

finding was consistent with studies conducted in the US, Australia, Spain, and Sweden, all of 

which found the lack of information about services and how to navigate and use the host 

country's healthcare system as a significant hurdle for immigrant women. T 

A critical determinant of HSU is social resources or social capital (Yang & Hwang, 

2016). These include family, friends, and community relationships that increase one's access to 

health services. Immigrants to Canada tend to settle in areas of large existing immigrant 

communities where there may be already established family and friends to help them as a coping 

resource against resettlement stressors (Chadwick & Collins, 2015). Social networks 

significantly influence immigrants' help-seeking behaviour by connecting them to the right 

health personnel and facilities and increasing access to healthcare services (O’Mahony & 

Donelly, 2010). Social networks can also decrease isolation, facilitate integration, and enhance 

the sense of belonging (Makwarimba et al., 2013). A lack of or low social support may have 

adverse effects on immigrants' psychological well-being (Delara, 2016). Sanchez and colleagues 

(2019) undertook a cross-sectional study on the role of religion and social support on nine 

hundred Latina immigrants in the US. The participants found the practical and spiritual help 

from the church, friends, and family helpful in dealing with acculturative stressors. Markova and 

Sandal (2016) used a mixed-method vignette to investigate Somalian refugees' coping strategies 

in Norway. All the participants showed a strong preference for relying on religious practices, 

friends, and family to cope with depression rather than seeking professional treatment. A 

qualitative study by Etowa and colleagues (2007) with 50 African women suffering from midlife 

depression showed that the participants drew strength from their religious faith and social 

network.  

However, the effects of social networks may not always be positive but can be stressful 

and adversely affect the mental health and well-being of immigrant women (O’Mahony et al., 

2012). In a study with South Asian immigrant women in British Columbia, Morrow, Smith & 

Lai (2008) found that conflict within informal social networks contributed to the development of 

postpartum depression. Stewart et al. (2011) examined the challenges and barriers faced by older 

immigrants in Canada to services. The seniors reported family conflicts and social isolation 

alongside culturally inappropriate programs and personal challenges. What is unknown is how 
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immigrants' social location intersects with social support, predisposing, and contextual factors to 

influence immigrants to access and use healthcare services, which is even more challenging for 

immigrants from SSA. 

2:6 Predisposing factors. 

Immigration status another critical factor that affects immigrants' HSU. According to 

Yang and Hwang (2016), legal status confers rights, resources, benefits, psychological status, 

and health service utilization. On the contrary, undocumented migrants face restricted legal 

entitlements to care, and the lack of the required documentation can affect their access to care 

in host countries (Tarricone et al. 2012). Immigrants without legal status in Canada have 

more difficulty obtaining healthcare services than legal immigrants (Chavez, 2012). Campbell 

et al. (2014) interviewed twenty-one people of different immigration statuses, permanent 

residents, refugees, and undocumented immigrants (UMIs) in Toronto about their healthcare 

experience. The permanent residents and refugees were able to access healthcare, unlike the 

undocumented immigrants who could not access care in emergency departments, primary 

healthcare facilities, or obtain medication. Studies have shown that UMIs have a distinct 

characteristic in contrast to their documented counterparts and are often relegated to a second-

class status (Sullivan & Rehm, 2005). Research has shown that being UM is a risk factor for 

mental and physical health problems (Enriquez et al, 2018). The stress associated with being 

undocumented migrant results in marginalization and isolation. Menjivar (2006) found that 

the stressful experiences of undocumented migrants including living in a hostile environment, 

fear of deportation, stigmatization, discrimination, exploitation, and vulnerability increased 

the risk of depression among undocumented immigrant Mexican women. 

Acculturation is an essential concept in the study of immigrants' access to and use of 

health services (Hunt, Schneider & Comer, 2004). It has different definitions, but I will limit 

myself to Berry’s (2005) definition as "the dual process of cultural and psychological change 

that occurs as a result of contact between two or more cultural groups and their members." 

Berry conceptualized acculturation as a multidimensional process that involved four 

acculturative strategies, integration, assimilation, separation, or marginalization to adapt to 

the host culture. It should be noted that marginalization as an acculturation strategy may not 

be a matter of choice for some immigrants partly because of oppression and discrimination 
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coupled with the intersection of the broader socioeconomic factors which view them as the 

‘other.’ The degree of acculturation is affected by the length of time in the host country, 

proficiency of the host country’s language, age at the time of immigration, gender, and social 

environment (Alizadeh-Khoei, Matthews & Hossain, 2011, McDermott-Levy, 2009). Studies 

suggest that immigrants who integrate into the host societies show higher self-esteem, have 

better outcomes, and can access and use services and those who approach resettlement 

differently are likely to underutilize mental health services (Bledsoe, 2008). Despite the 

widespread use of Berry's framework, it has been widely critiqued for ignoring the socio-

historical contexts of migration, the racialization of present-day immigrants and the role these 

factors play in the social integration in host societies (Viruell-Fuentes, Miranda & 

Abdulrahim, 2012). Also, using individual or culture-driven models to explain the HSU of 

immigrants ignores the intersection of social, economic, legal, and political factors which all 

shape their access to healthcare resources (McGibbon & Etowa, 2009, Viruell-Fuentes, 2007). 

Both the ABM and Yang and Hwang’s framework shows acculturation impacts on 

predisposing, enabling and need factors in the access to and use of health services by SSA 

immigrants. 

 

The ability to speak the language of the host country is an essential determinant of 

health (Pandey et al, 2021). Studies suggest that the ability to speak, read and write in the 

local language matters for explaining health conditions, understanding how to access services, 

and expressing need (Ngwakongnwi et al., 2012). Language proficiency is essential, 

especially in psychiatric care, because it is contingent on the individual's ability to articulate 

their thoughts and feelings as this may affect treatment recommendations (Ohtani et al., 2015; 

Fountain & Hicks, 2010). Studies in immigrant-receiving countries have identified limited 

language proficiency as a barrier to obtaining health information, accessing primary care and 

mental healthcare, and using screening services in host countries (Rasi, 2020). SSA 

immigrants in Canada come from different countries with their distinctive cultures and 

spoken languages. The majority come from countries where Canada's official languages, 

French, and English, are not spoken (Ahmed et al., 2016). Salami et al. (2020) interviewed 

fifty immigrant parents in Alberta, Canada, on how they access their children's healthcare. 

The parents identified language and lack of familiarity with the Canadian health care system 
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as a significant impediment. Parents who were not fluent in English found it difficult to 

explain their children’s symptoms and limited their ability to understand medical instructions. 

Similarly, Woodgate et al. (2017) also conducted open-ended interviews with SSA 

immigrants from fifteen countries about their healthcare experiences in Manitoba, Canada. 

Participants reported that linguistic and cultural differences made it difficult for them to 

engage in healthcare because they found it difficult to understand the Canadian healthcare 

system, unlike the healthcare system in their countries of origin. Language and 

communication difficulties and unfamiliarity with the Canadian healthcare system can result 

in delays in seeking treatment, low use of service, loss to follow up for treatments (Brisset et 

al.,2014). Fountain and Hicks (2010) notes that there is greater satisfaction with mental health 

services when users and service providers speak the same first language.  

Studies have shown that socioeconomic status (SES) is strongly associated with health 

and HSU (Alder and Renkopf, 2008). The term SES refers to social class, and it often 

includes education, income, race, ethnicity, sex, and marital status. Education and income are 

fundamental in HSU. Education provides individuals with the ability to understand and find 

out information about health and medicine. Education is social status, and people with higher 

education levels are more likely to seek preventative health services than those with a lower 

level of education with limited knowledge of health and health resources (Hernandez-

Quevedo & Jimenez-Rubio, 2009). Income provides individuals the means to purchase health 

insurance, cover out-of-pocket health expenses, care, transport, and transportation costs to 

healthcare appointments.  

Most immigrants admitted to Canada are skilled workers or economic migrants 

accepted because of their language proficiency, professional qualifications, and work 

experience (Liu, 2019; George et al. 2015). Highly qualified, educated, and experienced SSA 

professionals experience downward social mobility because of a lack of recognition of their 

foreign credentials in the Canadian labour market (Guo, 2015) and are also more likely to 

suffer from underemployment or unemployment than native-born Canadians (Creese & 

Wiebe, 2012). SSA immigrants who make up 10% of the Canadian workforce have the 

lowest employment and highest unemployment than other immigrants (Statistics Canada, 

2013). In a qualitative study with 61 SSA immigrants in Vancouver by Creese and Wiebe 

(2012), the participants worked in "survival employment," blue-collar manual labour because 
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they could not find jobs despite their educational qualifications and prior experience. This 

reflects the discrimination that SSA immigrants face in the Canadian labour market and unfair 

hiring practices (Guo, 2015). In another study, Reitz, Curtis, and Elrick (2014) used the data 

from the 1996, 2001, and 2006 Canadian census to examine the trends of the utilizations of 

immigrant skills. The study found that men with university degrees worked in jobs that were 

not commensurate with their education credentials and qualifications and the figure was even 

lower for women. The findings reflected the racialization of immigrants' credentials in the 

Canadian labour market, resulting in discrimination in employment where immigrants earn 

less than Canadian citizens with the same skill level (Guo, 2015). The intersection of race and 

gender, employment discrimination has resulted in economic marginalization and low 

economic accomplishment for immigrants. Consequently, the economically vulnerable 

immigrants may delay or access help for mental health problems because of lack of insurance, 

or insufficient insurance coverage. 

The role of place is an essential factor in determining people's health and health 

experiences (Karunanayake et al., 2015). The neighborhood's characteristics directly impact 

the availability of and access to primary healthcare (Bissonnette et al., 2012). In the US, 

living in a low-income neighborhood has been linked to unmet needs (Petersen & Litaker, 

2010) and access to care (LaVeist et al., 2011). Immigrants to Canada are concentrated in 

Quebec, Ontario, British Columbia, and Alberta (Chadwick & Collins, 2015). Immigrants, 

particularly newcomers, live in low-income neighborhoods (Vahabi et al., 2015). Bissonnette 

et al. (2012) examined the potential access to healthcare in a Canadian city with thirty-five 

communities by analyzing data retrieved from the College of Physicians and Surgeons of 

Ontario website. The result showed that recent immigrants lived in neighborhoods with low 

accessibility of physicians accepting new patients but areas of high accessibility of walk-in 

clinics. 

Similarly, Harrington et al. (2012) analysed a cross-sectional survey of healthcare access 

in two Canadian cities; Saskatoon and Mississauga. The results showed that although there were 

primary care physicians in poorly served neighbourhoods, it was residents who lived in well-

served areas who were more likely to access primary care physicians. Vahabi et al. (2015) argue 

that people living in low-income neighbourhoods have competing priorities and may not access 



 

- 26 - 
 

primary care because of distance to travel, fear of losing a day's wages, or the operating hours of 

health facilities. 

2:7 Structural factors 

 Transportation and transportations costs are structural SES barriers and the characteristic 

of a place that significantly influences HSU (Syed, Gerber & Sharp, 2013). Lack of 

transportation and transportation costs to healthcare facilities is a significant barrier to HSU for 

preventative care, health screenings, and specialists’ appointments (Mofidi, Rozier & King, 

2002). Teng, Blackmore & Stewart (2007) found that unavailability of public transportation in 

their neighbourhoods and childcare problems were the primary reasons immigrant women did 

not utilise postpartum services and recreational facilities. Public transportation barriers adversely 

affect people who are dependent on it for access to health services, especially the poor and the 

elderly (Ritner & Kirk, 1995). The availability, cost, and reliability of transport affect an 

individual's ability to access healthcare, and lack of transportation can result in missed or 

rescheduled appointments and or delayed care (Yang et al., 2006). 

 Studies indicate that the intersection of stereotypes about age and gender significantly 

influences health status and attitudes towards seeking professional psychological help 

(Mackenzie, Gekoski, & Knox, 2006). A common finding in the literature is that females report 

higher rates of common mental health problems such as anxiety and depression and are willing 

to ask for help (Doherty & O’Doherty, 2010). This is not the case with men of different ages, 

social backgrounds, and ethnicities (Zartaloudi, 2011, Addis & Mahalik, 2003). Men associate 

formal help-seeking with weakness and prefer help from friends and relatives and only seek help 

belatedly in acute situations. Madianos et al. (2011) examined the attitudes of 134 individuals 

towards mental health help-seeking. The study found that the women were willing to seek help 

for psychological problems, which confirmed the result of an earlier Australian study by Judd, 

Komiti, and Jackson (2008), which also found that men sought less help than women for mental 

health problems. Rice et al. (2018) undertook a qualitative study of barriers and facilitators of 

young men's access to community-based mental healthcare. Most participants identified male 

role expectations and the need to avoid being perceived as weak as mental health help-seeking 

barriers. This result was consistent with interviews conducted with twenty-one college students 

with a diagnosis of depression or identified as depressed by May et al. (2014), which found the 
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traditional masculine role prescriptions and culture of self-reliance acts as a barrier in seeking 

help for mental health problems (Zartaloudi, 2011).  

The stereotypical gender roles intersect with perceived or real discrimination to influence 

immigrants' HSU in Canada and globally (Beiser & Hou, 2017). Krieger defines discrimination 

as actions from individuals and institutions that can adversely and systematically affect socially 

defined groups with less power. Experiences of discrimination by SSA immigrants in decent 

housing, precarious and hazardous employment negatively affect their physical and mental 

health (Szaflarski & Bauldry, 2019, Parscoe & Smart, 2009). Exposure to various forms of 

discrimination; individual and institutional levels simultaneously create a system of oppression 

and marginalisation (Mphambukeli & Nel, 2018) of SSA immigrants. African immigrants often 

experience multiple forms of discrimination in host countries because of their countries of origin, 

skin colour, cultural practices, accents, language fluency, employment, and accessing healthcare 

(Caplan, 2007). According to Edge and Newbold (2013), most discriminatory encounters in 

Canada are subtle, ranging from providers' unfriendly treatment, stereotyping, and low-quality 

care and service. Racial discrimination negatively impacts the mental health of IRER groups 

(Mckenzie, Gekoski, & Knox, 2006) and their subsequent utilisation of mental health services 

(Kafele, 2004). In a focus group discussion in the UK by Memon et al. (2016), participants 

identified the insensitivity and discrimination towards Black and Minority Ethnic groups, among 

other factors, as barriers in accessing help for mental health problems. 

The quality of patient-healthcare provider relationships is a strong predictor of 

perceptions of healthcare discrimination. Both South Asian immigrant women (Johnson et al., 

2004; Reitmanova & Gustafson, 2009) and Chinese immigrant women reported frequent 

discriminatory treatment in healthcare interactions. The women claimed that the healthcare 

providers did not listen to their concerns, were insensitive, biased, and subjected them to 

stereotypes, which caused them embarrassment. This finding is consistent with the experiences 

of Afghan and Iranian immigrant youth of prejudice and discrimination, which affected their 

sense of belonging and psychosocial integration to Canada (Khanlou, Koh & Mill, 2008). 

Madeira, Pereira, and Dias (2018) argue that healthcare providers act biased against minority 

groups because the legitimising process allows discriminatory behaviour to be socially permitted. 

Legitimisation, Madeira, Pereira, Gama& Dias (2018) claim, enables individuals to work biased 
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against minority groups without undermining their positive image as fair individuals. Other 

forms of discrimination that affect HSU by immigrants include the lack of interpreting facilities 

in family doctor’s practices and anti-immigrant sentiments in the mass media.  

Another considerable influence on immigrants’ HSU is their health beliefs. Bina (2020) 

described health beliefs as attitudes, values, and knowledge regarding health and health services. 

Studies have shown that immigrants from non-Western cultures have a holistic health and illness 

concept, which incorporates the physical, psychosocial, and spiritual (Dalal, 2000). For example, 

Tirodkar et al. (2011) conducted a qualitative semi-structured interview with 75 South East 

Asian immigrants in Chicago on their explanatory models on health and disease. Results showed 

that many of the respondents had a holistic concept of disease and illness that combined bio-

psycho-social factors and spiritual aspects of health. Biological and psychosocial factors cause 

mental illness in Western cultures unlike non-Western cultures, where mental illness is attributed 

to the influence of evil spirits and supernatural powers in addition to biological and psychosocial 

factors (Adewuja & Makanjuola, 2009). Caplan (2019) interviewed 64 Hispanic/Latina 

immigrants about their cultural and religious beliefs about mental health. Many of the 

participants saw depression as a spiritual problem and should be treated with religious coping 

strategies such as prayers to seek solace and be closer to God.  

Many studies in SSA have suggested several causal factors in mental illness. A dominant 

causal attribution is the influence of magic, activities of enemies, witchcraft, and punishment 

from ancestral spirits or the gods for wrongdoing (Adewuya & Makanjuola, 2009). Monteiro & 

Balogun (2013) used a semi-structured questionnaire to explore the perceptions of mental illness 

in Ethiopia. The study revealed that both the educated and less educated attributed mental illness 

to supernatural forces' influence alongside biological and psychosocial factors. This result is 

consistent with the research in Ghana where participants had multiple causal attributions to 

mental illness which include supernatural origins, genetic, environmental, and psychosocial 

factors (Yendork et al., 2018, Kyei et al., 2014, Ofori-Atta et al. 2010). This result was like the 

findings from the study of Ikwuka, Galbraith & Nyatanga (2014) on the causal attribution of 

mental illness among the Igbo people of South-Eastern Nigeria, where participants attributed 

mental illness to psychosocial, biological, and supernatural causes. However, most of the 

participants in my study did not subscribe to the supernatural causations of mental illness which 
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were consistent with a study by Kinyua and Njagi (2013) where Kenyan immigrants living in 

Finland also attributed mental illness to biological, environmental, and psychosocial causes. 

These studies show variations in the understanding of mental illness in various immigrant 

groups, and mental health help-seeking behaviours would intersect with their other socio-

economic-political and cultural determinants of health. 

Mental illness stigma pervades all cultures, but it is widespread in SSA countries 

(Makanjuola, Essan & Adedeji, 2016). Studies conducted in Zambia (Kapungwe et al., 2010), 

South Africa (Sorsdahl & Stein, 2010), Nigeria (Kabir et al, 2004), and Ghana all indicated a 

high degree of stigma towards the mentally ill. (Quinn. 2007) The social stigma of mental illness 

is the socially held beliefs and misconceptions that characterise and label individuals with mental 

illness (Corrigan, Druss & Perlick, 2014). McCann et al. (2017) in Australia found that SSA 

youths avoided seeking help for substance use because they were afraid of being labelled as 

crazy and rejected by their communities. Similarly, immigrant mothers with symptoms of 

postpartum depression in Toronto acknowledged that stigma, embarrassment, and fear of being 

labelled as unfit mothers as obstacles in accessing help for their mental health concerns (Khanlou 

et al., 2017). Furthermore, non-Western immigrant families have been known to avoid seeking 

mental health care because they are afraid of non-anonymity, which would tarnish the reputation 

of their families (Witt et al. 2011). Tieu and Konnert (2013) conducted a semi-structured 

interview with 149 Chinese immigrants in Canada, aged fifty-five and above, on their attitudes 

and intentions to seek help for mental health problems. Many of the participants had strong 

cultural beliefs and saw the use of mental health services as a loss of face (Park, 2011). In a 

study on Arab-speaking people's attitudes in the UK, Hamid and Furnham (2013), participants 

identified confidentiality and not stigma as a predictor for mental health help-seeking. The social 

stigma of certain medical conditions may pose a barrier to SSA immigrants seeking medical 

care. HIV carries a stigma associated with disgraceful conduct, such as illicit drug use and sexual 

promiscuity, and this deters black immigrants from being tested for HIV (Wafula & Snipes, 

2014, Kang et al., 2003). A qualitative study with forty-seven immigrants living with HIV/AIDS 

in Toronto found that the stigma and discrimination at the hands of service providers in the form 

of mistreatment, multiple access barriers, and the lack of services (Chen et al. 2015) were a 

factor in the access and use of mental health services. Mental health stigma can lead to fear and 
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social withdrawal and act as an obstacle for people to seek help, diagnosis, and treatment 

(Corrigan, Druss & Perlick, 2014). 

Immigrants' choice of strategies to deal with mental health problems depends on their 

explanatory model (EM) of illness. Kleinman, Eisenberg, and Good (1978) first introduced the 

notion of EM of disease. The model regards an individual’s understanding and experience of 

his/her health, illness, and healing as socially constructed; individuals from diverse cultural 

backgrounds may experience and interpret their condition differently. Therefore, an 

understanding of immigrants' cultural and social values is warranted as these influence how they 

act, feel, think, and make decisions with health help-seeking. Immigrant groups often turn to 

family, friends, use traditional remedies, consult traditional healers and religious leaders first, 

and sometimes delay treatment with mental health professionals (O’Mahony et al.; 2012). 

Seeking help from informal sources, relatives, and friends is more acceptable and less 

threatening than formal mental health services (Cheung, Leung & Cheung, 2011, Nadeem, Lange 

& Miranda, 2008,). The most preferred treatment choice for mental health problems among 

African immigrants is spiritual healing (Chaumba, 2011). Chaumba surveyed 198 Ethiopian and 

164 Nigerian immigrants in the US on their health status, use of healthcare resources, and 

treatment strategies. A significant minority cited spiritual healing and prayers as their treatment 

strategies. Fenta, Hyman & Noh (2007) found that Ethiopian immigrants in Toronto with mental 

health concerns were less likely to access help from formal mental health services but consult 

with priests from the Ethiopian Orthodox Church for prayers, holy water, and exorcism. 

Boukpessi, Kpanake, and Gagnier (2020) looked at the willingness of 262 African immigrants 

and 250 White Canada-born people to use mental health services for depression in Montreal. In 

this study, 33% of Caucasians and 2% of Africans were willing to consult; 18% of the African 

immigrants would never consult against 1% of Caucasians. This study generalised on 

essentialized explanations in the underutilisation of formal mental health services among various 

immigrant groups. Religion and spirituality are an integral part of the culture of most SSA 

immigrants, and many utilise religious-coping strategies to deal with life’s challenges. Therefore, 

this overgeneralisation about immigrants reproduces and perpetuates the stereotypical labelling 

of SSA as uneducated with beliefs in magic and witchcraft as the causation of mental illness. 

While socio-cultural factors can influence the low use of mental health services, this view fails to 

look at the intersection of structural factors including social exclusion, limited economic, 
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discrimination and put the onus on service users and not in the provision of equitable service in 

host societies by health service providers (Fung & Wong, 2007).  

Yang and Hwang’s (2016) model modified the ABM to explain the health disparities in 

the HSU by immigrants which I found very appropriate for my study because it highlighted 

factors germane to immigrants in addition to general factors. The model, however, does not tell 

us which factors are more important; likewise, addresses age and gender in HSU. This 

notwithstanding, I am going to explore the intersection of the need for healthcare, and resources 

the predisposing factors macrostructural/contextual factors in the access to and use of healthcare 

services by SSA immigrants. The result will help health service providers and policymakers to 

focus attention on addressing the mental healthcare needs of SSA immigrants in Calgary.  
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Chapter 3:  

Research Methodology and Methods  

3.1 Chapter introduction and overview 

This chapter focuses on my research design and methodology. I used critical ethnography 

(CE) as an approach to qualitative research. I then discussed my research design and practical 

issues of research location, sampling, recruitment procedures, data collection and analysis. I will 

conclude with my reflections on the research process and the steps I took to ensure the credibility 

and trustworthiness of my study. 

3:2 Methodology 

Critical ethnography is in the broad ethnographic tradition with its roots in anthropology 

(Buch & Staller, 2007). The term ‘ethnography’ originates from the Greek word ‘ethnos’ relating 

to people, races, or cultural groups (Smith, 1989). Ethnography is broadly defined as "the study 

of social interactions, behaviours, perceptions that occur within groups, teams, organisation and 

communities'' (Reeves, Kuper & Hodges, 2008). In ethnographic studies, researchers study a 

cultural group or a particular phenomenon in their natural environment using primarily 

observation to gather information over a period (Madison, 2011). Ethnographic researchers 

"immerse" themselves in cultures to generate an understanding of the culture through what is 

termed as the emic perspective or the "insider's point of view. The aim is to get an “in-depth 

understanding of how individuals in diverse cultures and subcultures make sense of their lived 

reality” (Gubrium & Holstein, 2006). As Hammersley and Atkinson (1995) put it, "the task of 

ethnographers is to document the culture, the perspectives and practices of the people in these 

settings''. The goal is to provide a "thick description" (Geertz, 1973) and holistic insights into 

people's actions and interactions in their natural settings. 

CE grew from the "intellectual rebellion" against classical ethnography in the 1950s and 

1960s during decolonisation (Mantzoukas, 2010). Conventional ethnography was seen as 

insufficient to address power, oppression, and injustices in society (Holmes & Marcus, 2005). 

Secondly, classical ethnographic researchers, it was argued, represented the dominant prevalent 

culture and the theories they developed perpetuated the marginalised and oppressed status of the 

other cultural groups (Faubion, 2001, Prior 2007). Furthermore, there was a growing dislike 
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against the positivist underpinnings of classical ethnography of a value-free and objective social 

reality (Brewer, 2000). Non-white researchers were also dissatisfied with white researchers 

representing others without considering multiple views, and neglecting the political, social, 

economic, or cultural context of the phenomenon under study as well as the researcher's own 

power and positionality (Smith, 2013).  

CE has its foundations in critical theory as a response to positivism and interpretivism 

paradigms (Grix, 2004). Critical theory focuses on challenging the status quo and transforming 

oppressive social structures that create and perpetuate the marginalisation and oppression of 

disadvantaged groups in society (Given, 2008). Unlike traditional ethnography whose aim is to 

describe and interpret culture, CE has a political agenda to transform the sources of oppression 

dominating the "other" (Madison, 2011). Madison (2011) and Kincheloe and McLaren (2003) 

describe CE as "critical theory in action" to interrogate values and assumptions, expose 

domination and injustice, challenge conventional social structures, and engage in social action. 

With a political purpose, Thomas (1993) contend that it is not enough to draw attention to 

injustice, social oppression, and power inequities in society but to shift conventional 

ethnography's interest from "what is" to understanding "why this is so" and "what can be done" 

to change it for social good. Furthermore, Carspecken (1996) argues that contemporary society is 

unfair, unequal, and overtly, oppressive and considered CE as a form of social activism. He 

referred to the researcher who uses this approach as “criticalists". Critical research aims to create 

empowering spaces and transform society by addressing inequalities concerning ethnicity, 

gender, sexual orientation disability, and other marginalised groups (Mackenzie & Knipe, 2006, 

Polit & Beck, 2004).  

The basic assumptions of critical ethnography include:  

1) that power shapes people’s experiences, relationships, and everyday occurrences 

2) that people are positioned unequally in society through racism, classism, sexism, 

marginalisation, and oppression 

3) that individual cultures are positioned unequally in power relations 

4) that social change is possible 
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I found the CE approach appropriate and useful for my research because I saw it as a 

valuable way of thinking about researching marginalised African immigrant populations' 

experiences. According to Quesnel-Vallee et al (2011), being an immigrant and belonging to an 

ethnic minority is associated with poor access to health services and impaired health. Besides, 

critical researchers contextualise the health and healthcare practices of immigrants within the 

broader historical, political, economic, and social contexts and the existing structural inequalities 

in the Global North countries. Non-European immigrants have been found to underutilise mental 

health services. One possible explanation is the foreign-born health advantage also known as the 

healthy immigrant effect (Vang et al, 2017) where immigrants have been found to be healthier 

than the native-born population. Secondly, the lack of socioeconomic, societal resources, 

struggles against structural discrimination and political marginalisation in the host societies 

(Whitley, Kirmayer, & Groleau, 2006). I will be approaching this research mindful of the 

systems of discrimination, oppression, and injustice that contribute to Ghanaian immigrants' 

social exclusion in Canadian society because of their powerless and exploited position. 

 

Although CE provides vital insights into how structural imbalances and power relations 

shape the healthcare experiences of SSA immigrants, their experiences of immigration and 

health inequalities cannot be fully understood without the considerations of the interlocking 

nature of the oppressive systems and the intersection of gender, language, class, religion, and 

visible minority status (McGibbon & Etowa, 2009). Interlocking systems of oppression means 

that gender, race, class, ethnicity work together and intersectionality refer to the identities and 

social positions of each individual and group within interlocking structures of oppression (Hill 

Collins, 1995). Crenshaw (1989) first coined the term intersectionality to describe the 

multidimensional experiences of women of colour in the contexts of sexism and racism (Shlasko, 

2015). It emerged from the work of black feminists, third-world feminists, indigenous feminists, 

and postcolonial feminists who investigated the marginalised experiences of women of colour 

concerning racism and sexism (Hallet, 2015, Crenshaw, 1989). Hankivsky and Christoffersen 

(2008, p.275) defined intersectionality as:  

A theory of knowledge that strives to elucidate and interpret multiple and intersecting 

systems of oppression and privilege. It seeks to disrupt linear thinking and prioritises any 
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one category of social identity. Instead, it strives to understand what is created and 

experienced at the intersection of two or more axes of oppression.  

 

According to Berg (2010), intersectionality is built on three premises:  

(a) individuals live in a society that has multiple systems of social stratification, 

(b) these systems are believed to be interlocked creating a matrix of domination and  

(c) this matrix consequently influences perspectives of life chances than any social single 

social stratification.  

As a theoretical framework, intersectionality focuses on the relationships and interactions of 

individual factors (race, gender, religion, socioeconomic position, ethnicity) and the broader 

social systems that give rise to multiple forms of oppression, discrimination, and marginalisation 

(Hankivsky & Christoffersen, 2011). Intersectionality acknowledges the existence of power 

hierarchies and social systems based on race, gender, ethnicity, immigration status, culture and 

others that produce social inequities, and these inequities impact individuals differently based on 

their socially constructed identities. Social identities should not be seen as independent by the 

intersectional framework but rather intersecting with each other. The intersectional framework 

shows how the multiple oppressed identities such as being a black immigrant from Global South 

can affect the lives of such immigrants in Global North. The oppression faced by SSA 

immigrants is well known. Black Africans face many direct, systemic, and structural barriers 

based on the colour of their, skin, accents, marginalisation, and discrimination in the labour force 

and as a result have worse social and economic outcomes. (Creese & Wiebe, 2012). I am going 

to use the intersectional framework to show how current government policies, socioeconomic 

factors, institutional policies, and structural inequalities interact to marginalise and socially 

exclude SSA immigrants thereby shaping their access to and use of mental health services.  

Secondly, I found the CE approach relevant to my position in this critical qualitative 

research. Positionality is rooted in feminist scholarship and describes the researcher's worldview 

(Foote & Bartell, 2011), and it determines by where one stands concerning the "other" (Merriam 

et al., 2001). A researcher's positionality is shaped by his or her race, class, gender, sexuality, 

positions of power bestowed upon him or her by society and the researcher's unique life 

experiences (Maher & Tetreault, 1994). A researcher's position argues Maher and Tetreault are 

not a fixed identity but situated in changing networks of relationships. As an instrument for the 
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study, it is reasonable to expect that my beliefs, socioeconomic and political background are 

important variables that may affect the research process. Madison (2011) argues that situating 

one's position in critical research is essential because it "forces us to acknowledge our power, 

privilege, and biases just as we denounce the power structures that surround our subjects". As 

Hall (1990) also puts it, "you have to position yourself somewhere, to say anything at all". 

Instead of taking a detached, neutral, and objective position (Grix, 2004). I situated myself in the 

critical tradition which rejects the positivist ontology of universal truth (Blaikie, 2008) where a 

researcher is expected to maintain analytic distance from the object of study (Nowicka & Ryan, 

2015). Critical researchers, on the other hand, argue that realities are socially constructed and 

shaped by social, economic, political, ethnic, cultural and gender values (Kincheloe & McLaren, 

2003). I brought multiple positions into the research process. First, I have the personal 

experience of a family member who had a mental illness on migration to the UK. Besides, I am a 

migrant with twenty-five years of experience working as a psychiatric nurse in both the UK and 

Canada. I developed an interest in migrants and mental health following my previous work with 

Somalian refugees in the UK and my observation of Paul’s treatment and care rekindled my 

interest in the mental health of SSA immigrants here in Calgary. Therefore, I decided to explore 

the attitudes and behaviour of Ghanaian immigrants on mental illness thereby earning the tag of 

an “insider researcher.” According to Nowicka & Cieslik (2014), the insider position means that 

the researcher and the studied group share cultural, linguistic, ethnic, religious, or national 

heritage while the outsider researcher does not have such a common heritage with their research 

subjects. Being an insider-researcher has key advantages. First, there is more prospect for 

responsiveness, compassion, and shared experience the more you are ‘like’ your participants 

(Hellawell, 2006). I found that because of my active participation in the local Ghanaian 

community and our shared national and cultural background, I had easy access to prospective 

participants. Besides, an insider-researcher has a great understanding of the culture being studied 

as the researcher understands a community in a way that would not be possible for an “outsider” 

(Bonner & Toolhurst, 2002, Reinharz, 1992). Generally, insider-researchers have a great deal of 

knowledge that may take time for an outsider to acquire (Smyth & Holian, 2008). In addition, it 

is suggested that "insider" researchers are in a stronger position to represent the voices of often 

marginalised populations because of their awareness of participants' lives (Gair, 2012, Corbyn-

Dwyer & Buckle, 2009). Ganga & Scott (2006) described this as "diversity in proximity" 
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because "insider-researchers can recognise the ties that bind them as well as social fissures that 

divide them. It was easier for me to communicate with them, recruit, and interview participants 

for the study. Also, I felt empathetic towards participants who have family members with mental 

illness because of our shared experiences. 

However, there were occasions when I felt like an outsider because of my multiple social 

identities, given my understanding of identity's fluid nature (Nowicka & Ryan, 2015). Some 

positions as Nowicka and Ryan noted can facilitate rapport while others might hinder mutual 

trust. Furthermore, Naples (2003) noted that “insiderness” or “outsiderness” are not static 

positions but are ever shifting and are experienced and expressed differently by community 

members. I was aware that my status as an insider/outsider within the Ghanaian community 

would depend on each participant's social locations. Lee and Brotman (2013) defined social 

location as a combination of an individual’s socio-historical/geographical context, and group 

affiliations that are self-identified and/or socially imposed, such as race, ethnicity, citizenship 

status, gender, ability, class, and sexual/gender identity. My multiple social locations as a nurse, 

researcher, middle class (given my annual income), and a dual citizen shaped the research 

process' power relations. I was surprised, shocked, and disappointed despite my “insider” status 

when some people who initially agreed to participate, later turned me down after discussion with 

their families. It then dawned on me that my insider status was always not a guarantee, but it was 

contingent on the research participants' social locations. During the interviews, I had to 

paraphrase and summarise participants' responses on occasions when they assumed that I should 

know what they were talking about because of our shared heritage. Kanuha (2000) stated that 

participants might leave unfinished sentences on the assumptions of shared understandings with 

the researcher. In addition, there were occasions during the interviews when I struggled with my 

dual role as a researcher and a nurse. I had to politely refer two participants to seek the 

appropriate help when they mentioned mental health issues during the interviews. Secondly, 

during the interviews, I felt like an outsider concerning my age, gender, immigration status as a 

Canadian citizen and my socioeconomic status interviewing participants without legal status and 

working in the underground economy. I also could not understand some phrases used by some 

participants and had to ask them to explain. As Bridges (2000) noted, having a shared 

commonality does not guarantee that an insider will understand the perspectives of participants 

any more than an outsider, especially if their lives are as different "as they are similar through 



 

- 38 - 
 

other personal, social and situational characteristics" (Hayfield & Huxley, 2014). Gender also 

played an essential role in the interview process. The women were enthusiastic and volunteered 

more information than the men. 

Despite the perceived benefits of insider/outsider status, Hewitt-Taylor (2002) cautioned 

that it could affect the researcher's objectivity. It is argued that the researcher may be too close 

to, and familiar with the culture or bound by tradition or custom so may be unable to raise 

provocative or taboo questions. Winddance Twine (2000) advised against racial matching which 

may result in "homogenising the experiences of a particular racial group which will overlook the 

intersection of people's oppression due to their particular locations and identities" (Habib, 2012). 

In qualitative research, the researcher is the person who collects, analyse, and interpret the data 

(Ben-Ari & Enosh; 2011). My study was shaped by my beliefs, values, culture, experience, and I 

went into it with some preconceived ideas and judgements. Reflexivity is, therefore, an essential 

component for the trustworthiness of qualitative research (Fonow & Cook, 1991). Fonow & 

Cook describe reflexivity as the researcher's ability to reflect upon, explore, and examine social 

processes and contextual factors influencing the research relationship and the participant's life. 

Reflexivity in research involves reflection on self, process, and representation, critically 

examining power relations and politics in the research process, and researcher accountability in 

data collection and interpretations (Etherington, 2007). I was careful and sensitive throughout the 

study of my preconceptions and biases and abstained from imposing them into the data. 

According to Mercer (2007), greater familiarity can make insider-researchers take things for 

granted and assume to know participants’ views, issues, and shared experiences. Although some 

people have argued that reflexivity can result in ‘navel-gazing,’ Peake and Trotz (1999) believed 

that acknowledging one's position and subjectivity can strengthen the commitment to conduct a 

good research based on relationship building, mutual respect, and recognition. 

3.3 Research Method 

CE shares methods with conventional ethnography; long-term immersion in the field, 

interviews, participant observation, artefacts collection and qualitative interpretation of data to 

provide a "thick description" (Geertz, 1973) of the community under study. 

I adopted a qualitative research method for my study. Qualitative research is a broad term 

used to describe research which primarily focuses on human experience by exploring attitudes, 
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beliefs, experiences, and values (Whitehead 2007). Holloway and Wheeler (2002:30) refer to 

qualitative research as "a form of social inquiry that focuses on the way people interpret and 

make sense of their experience and the world in which they live". On the other hand, Creswell 

(2013) described qualitative research as an inquiry process based on building a holistic, complex 

understanding of a social problem. Secondly, qualitative research allows researchers to work 

closely with participants in their natural setting (Denzin & Lincoln, 2000) and understand a 

social phenomenon in context (Esterberg, 2002). Researchers can explore participants' thoughts 

and feelings; something which is challenging to learn through quantitative research methods. 

Also, researchers can then describe and display the phenomena as experienced by study 

participants in "fine-tuned” detail and in the study participants' terms (Ritchie, 2005). Unlike 

quantitative research designed to test theories, qualitative provides valuable insights into 

patients’ experiences (Burns & Grove, 2014). Furthermore, the role of qualitative research in 

seeking and providing an explanation for a social phenomenon is widely recognised. The results 

from this study would provide insights into the problems faced by Ghanaian Canadians, and 

formal mental health services, and help to develop ideas or potential hypotheses for future large-

scale quantitative research (Burns & Grove, 2014). Finally, qualitative methods are particularly 

useful in studies with vulnerable and marginalised populations because it allows the researcher to 

let their voices be heard (Wethington & Dunifon, 2012).  

3.4 Research Setting 

In Calgary, where I conducted the study, mental health services are provided in various 

settings, including primary and hospital-based care, outpatient mental health clinics, and the 

private provision by voluntary agencies, individual psychologists, and private psychiatrists. 

Calgary is the fourth largest city in Canada, with a population of 1.2 million, of which 34% were 

born outside of Canada (Statistics Canada, 2016). I have a longstanding interest in immigrants' 

mental health following my previous experience working with Somalian immigrants and 

refugees in the UK. I chose to study the Ghanaian community for pragmatic reasons. First, the 

Ghanaian community is one of the fastest-growing groups in Calgary; I am a Ghanaian 

immigrant and working as a psychiatric nurse in Calgary. 

3.5. Recruitment and access 

Gaining access to research sites and participants is one of the fundamental tasks in qualitative 
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research (Shenton & Hayter, 2004). I started recruiting participants following research 

approval from the Research Ethics Approval Committee for Health (REACH) at the 

University of Bath. My membership of the Ghanaian Calgary Association of Calgary helped 

me gain community leaders' support and access to participants. I contacted the various 

"gatekeepers" (church and ethnic association leaders of the Ghanaian community in Calgary) 

and discussed the proposed study. Gatekeepers are essential intermediaries who hold key 

positions either formally or informally in the study environment and can help researchers to 

gain access to research sites, people, or information within social research (Andoh-Arthur, 

2019; Singh & Wassenaar, 2016, Buch & Staller, 2007). They have the power to grant or 

withhold access to individuals, groups of people or situations during research. I attended 

association meetings and church services, made presentations, and informed people of how 

their contributions would benefit the Ghanaian community in providing appropriate care needs 

and invited people to participate in the study. Also, I advertised the study in African shops and 

hair-dressing salons. 

Sampling and sampling size 

I used a homogeneous purposeful sampling technique to recruit fifteen participants: eight 

males and seven females from the Ghanaian community. Purposive sampling is a type of non-

probability sampling method in which the researcher identifies and selects individuals or groups 

of individuals knowledgeable about or with experience of the phenomenon of interest (Burns & 

Grove, 2014, Creswell & Plano Clark, 2011). Cresswell (2013) also states that purposeful 

sampling in qualitative research allows the researcher to select individuals and sites for study 

because they can purposefully inform an understanding of the research problem and the 

phenomenon under study. 

Inclusion criteria:  

(1) self-identification as a Ghanaian  

(2) older than eighteen 

 (3) have lived in Calgary for at least 5 years,  

(4) able to speak English  

(5) willing to take part in the study. 
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Sample size: 

There are no specific criteria for sample size in qualitative research (Patton, 2015). According to 

Morse (2002), estimating the size of sample required to reach saturation depends among other 

factors on the quality of the data, the scope of the study, the nature of the topic, the amount of 

useful information from each participant, the use of shadowed data, the study design and the 

qualitative method used. I was able to recruit fifteen community participants made up of eight 

males and seven females (Appendix 4). I stopped after the fifteenth interview because of data 

saturation. Data saturation in qualitative research is the point where no new information or 

themes are observed in the data (Faulkner & Trotter, 2017). Data saturation is a criterion for 

discontinuing data collection and continuing the interviews would have yielded too large data to 

make it challenging to undertake detailed analysis (Sandelowski, 2007). None of the participants 

had accessed or used mental health services, so the findings might not accurately reflect the 

barriers faced by people who have used mental health services. 

For the service providers, I used professional contacts in the various mental health teams 

who recruited five mental health service professionals (MHSP) made up of two social workers, 

one psychologist and two nurses (Appendix 5) for their shared experience and knowledge of the 

subject under study. 

3.6. Data Collection 

Most ethnographic research use participant observations and interviews as primary 

sources of data collection (Burns & Grove, 2014). However, for my study, I chose qualitative 

interviews as my main source data collection because of challenges I encountered with 

conducting participant observation. First, all the study participants were in various locations; so, 

it was not possible for me to "immerse" myself in their natural settings" (Buch & Staller, 2007). 

The use of PO is suitable in structured clinical settings such as nursing homes and hospitals. In 

addition, arranging PO in the community would have been time and energy-consuming with my 

limited financial resources. I initially piloted an interview guide which I developed from the 

literature review with four people to assess its appropriateness (Arthur & Nazroo. 2005) before 

the main study. Charmaz (2014) suggests that a novice researcher develop a general interview 

guide with lists of potential interview questions and areas to explore. Assessing the interview 

guide before the main study helps the researcher to identify or refine the research questions and 
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estimate the time and resources needed for the main study. Brinkman & Kvale (2015) described 

an interview as a “conversation whose purpose is to gather descriptions of the (life-world) of the 

interviewee.” Schostak (2006), on his part, described an interview as an extended conversation 

between partners to obtain "in-depth information" about a phenomenon or specific subject. I 

conducted semi-structured interviews with all the participants between January and April 2017. 

Semi-structured interviews are a common form of a qualitative interview which involves 

preparing a list of questions or topics to be covered (Brinkman & Kvale, 2015). Semi-structured 

interviews in the words of Burns and Grove (2014) have a specific research agenda and are quite 

focussed that allows participants to describe the situation in their own words. The interviews, 

unlike questionnaires, allowed me to explore the views, experiences and beliefs. Still, the 

interviews also enabled the participants to "speak in their voice, express their thoughts and 

feelings" (Berg, 2007). For example, during the interviews, I was able to find out about the 

obstacles participants faced accessing healthcare services and their perceptions of the Canadian 

health care system as uncaring and unfriendly. The semi-structured interviews allowed me to ask 

the same questions to all participants, probed for full responses and clarified any ambiguities 

(Dearnley, 2005). I was in control of obtaining information from the participants and was able to 

follow new leads as they arose (Partington, 2001). I was flexible with the participants as to the 

location of the interviews, as suggested by Smith, Flowers & Larkin (2009). Most participants 

opted to meet in a public environment (the school or public library) near where they lived. At the 

start of each interview, I went over the information leaflet (Appendix 1) with participants. The 

interviews were audio-recorded and lasted between 60 and 90 minutes. I also sought permission 

from participants to take notes during the interviews to act as a back-up to the audiotaped 

interview and record non-verbal information (Holloway & Wheeler, 2002). I used open-ended 

questions to allow participants to express their views, experiences, and opinion on the study 

topic. The open-ended questions allowed me to build rapport with the participants. It also 

reduced the imposition of pre-established answers. The participants also had ample time and 

space to express their thoughts, knowledge, experience, and feelings on the research topic 

(Patton, 2015; Esterberg, 2002). I also used probing and follow-up questions when necessary to 

encourage participants to elaborate on or clarify a response (Denzin & Lincoln, 2000) and small 

rewards for maintaining participants' motivation and preventing boredom (Berg, 2007). Little 

tips are brief verbal and non-verbal expressions of interest designed to encourage clients to 
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continue speaking (Nelson-Jones, 2002). Neutral body language, nodding, smiling, active 

listening, looking interested and making noises (hmmm) and silences, thoughtful response, and 

silent probes were skills I used to put the participants at ease and enabled them to talk freely. At 

the end of the interviews, I thanked the participants for their time. 

3:7 Data Analysis 

Bogdan and Biklen (2007) described qualitative data analysis as the most crucial and 

challenging part of qualitative inquiry with the aim to organise the data to generate a detailed 

description of participants' views of the study phenomenon (Hays & Singh, 2012). It involves 

organising data, breaking them into manageable parts, developing codes and searching for 

patterns. I used Ritchie & Spencer’s (1994) five-step framework analysis to analyse my 

interviews. 

The first step of the analysis was getting to know my data which began after the first 

interview when I immediately transcribed the interviews and the field notes. According to Gale 

and colleagues, (2013), the transcription process is an excellent opportunity for researchers to 

become immersed in the data by listening to the audiotapes and reading the transcripts. The aim 

of this stage is to get to “know the data” extensively, its overall “feel” (Parkinson et al, 2016) and 

load up my memory with the collected data (Esterberg, 2002.). As I listened to the interviews, it 

gave me a sense of the obstacles the participants encountered in accessing and using healthcare 

services. I also made notes about key ideas on the margins of the transcripts as I read them and in 

an overall memo about what I was seeing in the data.  

The second stage of framework analysis is where the researcher identifies emergent 

themes from the data. The aim at this stage is to organise the data in a meaningful and 

manageable way (Parkinson et al, 2016). The notes I took during the familiarization phase helped 

me to find key issues and challenges faced by participants in accessing and using mental health 

services.  

The third step in the framework analysis is indexing. As noted by Ritchie and Spencer 

(1994), the purpose of indexing is to organise the transcripts into the framework categories. This 

is the first stage of the coding process. Charmaz (2014) defined coding as a means of naming 

segments of data with a label that simultaneously categorises, summaries and accounts for each 

piece of data. During the line-by-line coding; I used coloured pens to identify several recurrent 
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themes and conflicting ideas (Clandinin & Connelly, 2000) in the interviews. Spencer, Ritchie, 

and O'Connor (2005) advocated using in-vivo codes, during coding to stay 'true' to the data. In 

vivo coding, also referred to as verbatim coding "honours participants' voices and can help 

understand their stories or ideas'' (Manning, 2017). I, therefore, identified and highlighted vital 

phrases of participants which reflected a specific phenomenon. 

 The fourth stage was charting where the aim was to organize the data into a more 

manageable format. Ritchie et al (2013) have characterised charting as a way of organising the 

data into more coherent groupings. I arranged the indexed data under corresponding themes. I 

then compared the repeated patterns and themes within and across the transcripts and later 

categorised them into larger themes.  

The final stage was mapping and interpretation. Ritchie and Spencer (2002) noted that the 

aim at this stage is to move beyond data management toward understanding it which involves 

finding patterns and articulating one’s interpretation of the data in the light of the research 

questions. I then gave my preliminary data with my analytic interpretations to the participants to 

check for accuracy.  

3.8 Ethical Considerations 

Central to good research governance and any social research is getting ethics approval 

before starting the study and maintaining high ethical standards throughout the research process 

(Burns & Grove, 2014). I obtained ethical permission for the study from the Research Ethics 

Approval Committee for Health (REACH) at the University of Bath before the study's 

commencement. I considered all the ethical issues such as honesty, respect, privacy and took 

precautions required by REACH. I paid particular attention to the following ethical principles 

throughout the study. 

Informed consent is fundamental to ethical research and a legal requirement for research 

involving human participants (Hardicre, 2014). During the recruitment phase, I provided 

potential subjects with an information sheet written in clear and concise language about the 

research's purpose, its procedures, risks, and benefits to the participants (Appendix 1). I did not 

coerce or offer financial inducements to participants to take part in the study and further 

reminded participants about their voluntary participation. The informed consent was not a one-

off event during the study. Still, I regularly informed participants during the data collection 

process about the voluntary nature and could opt out at any time. 
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Confidentiality and anonymity of participants are essential ethical concerns in social 

research. All personal information given as part of the study was kept confidential. I protected 

the anonymity of participants in the following ways. 

(1) I used codes and pseudonyms for the participants 

 (2) I stored the research materials in a locked cabinet  

(3) I encrypted, and password protected the digital data  

(4) the research site was anonymized 

 (5) I kept the personal data separately from interview data.  

However, I made participants aware; verbally and written (information sheet) of circumstances 

where I could not guarantee absolute confidentiality to fulfil my professional obligation. For 

example, should a participant disclose suicidal or homicidal ideations or suspicion of child/elder 

abuse, I would be compelled by my professional responsibility to report.  

Although the study posed no physical harm to participants, I was sensitive to the 

emotional well-being of the participants as mental health issues are stigmatised in Ghanaian 

society. I debriefed participants after the interviews to enable them to talk about situations they 

found distressing. I also treated all the participants with respect and dignity, maintained open 

communications with them, and was flexible in terms of times and locations of the interview. In 

addition, I provided participants with contact details of counselling organisations to contact for 

further help should they need it. 

Finally, the researcher's safety and emotional well-being are often forgotten in the 

conduct of social research (Lewis, 2005). I informed my family as to my whereabouts when I 

went to conduct interviews. I also met participants in public places such as the library, 

community centres and offices. I had appropriate support mechanisms, including counselling 

from my employers, debriefing sessions with my practice supervisor, ongoing support, and 

regular supervision with my academic supervisor to discuss my academic progress. 
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3.9. Trustworthiness 

According to Birt et al., (2016), the trustworthiness of research is the foundation of 

qualitative research. Trustworthiness is established when the findings closely reflect the 

meanings as described by the participants and lend scientific rigour to support the study's 

conclusions (Lincoln and Guba (2004). One of the strategies suggested by Lincoln and Guba to 

achieve trustworthiness is the use of member checks. It is assumed that the researcher's lived 

experience has the probability of impacting his or her analysis. Therefore, getting the 

participants' perspectives on the researcher's analysis and interpretation is a way of challenging 

the researcher's personal bias, exploring alternative explanations, and gaining a more holistic 

understanding of the phenomenon (Kornbluh, 2015). It also ensures the researcher's "ethical 

responsibility to accurately reflect the lived experience of participants (APA, 2015). 

Consequently, I gave the transcripts of the interviews with my interpretations to participants to 

check whether the themes accurately reflected their own experiences (Miles & Huberman, 1994) 

instead of imposing my personal beliefs. Member-checking notwithstanding, Carlson (2010) 

maintains that returning verbatim transcribed data to participants can cause people 

embarrassment or distress. The participants did not find the process stressful, and only a minor 

revision was made to my interpretation by one participant. 

Secondly, my academic and practice supervisors acted as “peer debriefers” (Figg & 

Schneider 2010) throughout the research process. They asked tough questions about my research 

methods, data analysis, meanings, interpretations and provided external checks on the research 

process. Their thought-provoking questions, suggestions of alternative and/or additional 

perspectives helped to enhance the credibility and trustworthiness of the study.  

In addition, to further ensure the trustworthiness of my study, I provided thick 

descriptions as suggested by Geertz (1973) of participants' experiences by using direct quotes to 

enable them to tell their stories and experiences. According to Shenton (2004), providing 

detailed descriptions helps to promote the credibility of the study as it describes the actual 

situation that has been investigated and to an extent the contexts that surround the study.  

Furthermore, I used the notes that I took during the interviews to complement the 

interview data. Lincoln and Guba (2004) also advocated triangulation as a strategy to enhance 

the trustworthiness of qualitative research. As Morse (2015) noted, multiple data sources often 
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give more insight to a topic, provide validity and verification while complementing similar data, 

and reduce researcher bias.  

In conclusion, my study was based on a critical paradigm with qualitative interviews of 

participants on their beliefs on mental health and factors that would influence their use of formal 

mental health services. Informed by the critical ethnography approach and intersectional 

conceptual framework, I analysed the interviews looking for common themes to address the 

research questions. I also reflected on my position as an "insider-outsider" and took steps to 

ensure the study's trustworthiness. I will present and discuss my findings in the next two 

chapters. 
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Chapter 4 

 I will discuss my findings concerning the research questions in two chapters. This chapter 

is devoted to how the participants constructed the meaning of mental health, mental illness, the 

causation of mental illness, and the factors that will influence their use or non-use of formal 

mental health services. 

4:1 Definition of mental health and mental illness 

The terms mental health and mental illness are often used interchangeably, but they are 

not the same and are also not mutually exclusive. The World Health Organisation (WHO) (2014) 

defines mental health "as a state of well-being in which each individual realises his or her 

abilities, can cope with normal stresses of life, can work productively and fruitfully and is able to 

make a contribution to his or her own community". The participants' concept of mental health 

appears to agree with that of WHO as evidenced by the various extracts from the interviews: 

“Someone who is calm, content with life, and contribute to society” (Yaw) 

“Mental health is associated with normal behaviour, ability to face challenges and 

overcome them” (Charles) 

“Resilient and able to develop spiritually, intellectually and sustain healthy 

relationships” (Adadzewa). 

The participants' assessment of a person's mental health focussed primarily on observable 

qualities and behaviour of the individual such as "calmness, resilience, normal behaviour and 

ability to enjoy life". Positive mental health, therefore, allows people to realise their full potential 

and contribute to society. These characteristics are associated with positive psychology; a move 

away from a disease model to a health model focussing on positive qualities that help people to 

flourish (CMHA, 2020). The WHO’s definition of mental health emphasises that mental health is 

more than an absence of mental illness and acknowledges the role of economic, psychological, 

and social factors in attaining good mental health. This definition has three components namely 

well-being, the ability of the individual to function effectively and to function effectively for the 

community (Westerhof & Keyes, 2010). However, the definition appears to subscribe to the 
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Eurocentric notion of individual rights and assumes that everyone has total and complete control 

over their circumstances. It fails to consider the intersection of race, gender, class, structural and 

economic barriers (Young, 2020, Mc Gibbon & Etowa, 2009) that immigrants must contend with 

in host countries to work productively and contribute to their communities. 

Mental illness on the other hand includes a broad range of a medically diagnosed 

illnesses such as depression, anxiety, schizophrenia which often results in changes to one's 

emotion, thinking or behaviour (or a combination of these) and affects the individual’s ability to 

cope with daily life, may lose contact with himself and the ability to communicate effectively 

with other people (CMHA, 2020). The participants associated mental illness with madness. In 

Ghanaian society, you are either sane or insane. Below are some descriptions of mentally ill 

persons:  

“Bodamfo, out of his mind, crazy, unpredictable, can be volatile, unkempt and roaming 

the streets.” (Bodamfo is an adjective to describe a person who is deemed mad for 

exhibiting inappropriate behaviours contrary to the Ghanaian culture). (Esi) 

“We all know that mad people walk around naked, talking foolishly to themselves, eat 

from the rubbish dumps and can be very dangerous” (Yoofi) 

“Obi n adwen nye edwuma. (Adwen is an Akan word for the brain and n’adwen nye 

edwuma means the mind is not working). 

“A brain disorder caused by chemical imbalance.” (Kojo) 

The above descriptors of mental illness as “abnormal” behaviour by participants all relate to 

what in psychiatric terms are described as psychotic disorders because of impairment in thinking 

and behaviour. People are deemed “abodamfo” or mad in Ghanaian society because of their 

irrational, abnormal and unpredictable behaviour fits Wright and Treacher’s (1982, p124) 

"deviant model" of mental illness. According to this model, anyone whose behaviour and actions 

deviate from the usual standard and rules of conduct in society is mentally ill and his or her 

behaviour should be controlled with psychiatric treatment. Although this binary approach as 

expressed by participants is useful in clinical practice in the diagnosis of mental and treatment of 

disorders, this is contrary to the continuum concept of mental health and mental illness 
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(Westerhof & Keyes, 2010). The continuum concept according to Patel et al, (2018 p.1553), 

assumes a one dimension from “mild, time-limited distress to chronic, progressive, and severely 

disabling conditions”. Many community participants did not view common mental health 

problems such as depression, anxiety, and relationship problems as mental illnesses. They saw 

them as everyday problems that people must live with and work through them and may not 

require treatment unlike “madness (Ventevogel, Jordans, Reis, & de Jong, 2013, Okello & 

Ekblad, 2006).  

4:2 Causes of mental illness:  

4:2:1 Spiritual 

The supernatural causation of mental illness is widespread, especially in rural areas, and it was 

not surprising that six participants attributed spiritual causation to mental illness. These include 

witchcraft, curses, divine wrath, sorcery, and divination. 

4:2:1:2 Witchcraft: 

Four participants attributed mental illness to the activities of witches; mostly women who are 

believed to be motivated by hatred and envy. Kofi had this to say. 

"If a person goes mad or becomes mentally unstable, the first thing is to attribute it to 

witches, especially in the rural areas". 

Aba also expressed a similar sentiment. 

“In our community, we do ascribe many things to spiritual reasons. It is always the 

wicked grandmother who is accused of being a witch. If a woman can’t have children, it 

is the grandmother the witch causing it, if someone goes bonkers; it is the grandmother’s 

witchcraft causing it. Women are blamed for all terrible things that happen in the 

community.” 

Women suspected of using witchcraft to cause mental illness in Ghana are often expelled from 

the community or sent to the six witch camps scattered around Northern Ghana (Ofori-Atta et al, 

2010). Although the women who live there are not prisoners, they are not allowed to leave. 
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4:2:1:3 Curses: 

Four participants cited curses as a cause of mental illness. Curses are thought to bring misfortune 

in life and can trigger mental illness. Curses can emanate from the place of work, offence to 

someone or family members out of envy. Kojo recounted an incident where one of his maternal 

uncles became mad because of a fight with the family's matriarch over the family land. The 

matriarch who wanted that piece of land for her son invoked curses of "Bosompra” on her 

nephew who became mad. “Bosompra” is one of the river gods in the western region of Ghana. 

Other respondents expressed similar thoughts. According to Esi,  

 “If you wrong someone, the person can induce curses on you to go mad. If you falsely 

accuse someone, the person can go to the fetish priest and perform rituals to make you 

mad, or the person can just go to the banks of a river, pour libation and break eggs to get 

you to go crazy.” 

Similarly, Kwesi responded. 

 “One can invoke curses on you if you steal someone’s belongings or because of jealousy 

or envy in the workplace. I know of a man who got promoted to a higher position in a 

company. One of his colleagues who thought he deserved the position, took him to a 

fetish priest to make him mad.”  

Other participants also thought that curses could be generational. Generational curses usually 

involve occult activities of ancestors or prohibited sexual offences and can exist in families. 

According to Ama, 

“In some families, because their ancestors did not keep the covenant they made with their 

family gods, women in the family never get successful marriages, and the men become 

drunkards". 

A curse is a "deliberate utterance of words against an offender, and especially it includes the 

words 'you will see' or 'we shall see" (Middleton, 1999 p.34). Curses shape behaviours and 

indirectly help to manage social relationships. These beliefs serve as a form of control in 

managing social relationships by imposing fear that whoever breaks societal norms may become 
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mad, resulting in their social isolation with its attendant consequences of never getting married 

or being consulted over family issues. 

4:2:1:4 Divine wrath: 

Retribution from the gods for failure to fulfil promised obligations, punishment for sins such as 

breaking a taboo, stealing and adultery were also cited by three participants as a cause for mental 

illness. For example, Ekua narrated an incident where a man became mad because he failed to 

redeem his promise to the oracle in their village. 

“This man went to the Atompor and requested his help to become rich. He became a 

wealthy and popular man in the district but either forgot or refused to fulfil the promises 

made to Atompor and became crazy.”  

Yoofi also recounted this incident.  

“There is a mad man in our village. His mother became pregnant with him with the help 

of the village gods. She promised to get the child to serve in the shrine of the gods. The 

man refused to become an apprentice fetish priest when he turned fourteen and became 

mad whilst in the boarding school.” 

4:2:1:5 Sorcery and divination: 

Two participants also suggested that people who dabble in occultism and spiritualism are prone 

to mental illness. According to Efua, a family friend in her hometown who was involved with 

magic, sorcery and divination became mad during one of his divinations. 

“He started talking to himself and will stay awake all night talking and laughing to 

himself. There are times that he behaved fine; then suddenly, he will break down crying. 

The family initially kept him at home but finally sent him to Ankaful hospital with Police 

assistance when they could not care for him at home."   

The supernatural causation of mental illness is widespread in Ghana which is consistent with 

other SSA countries (Crabb et al, 2012, Ae-Ngibise et al, 2010, Sorsdahl & Stein, 2010, 

Adewuja & Makanjuola, 2009). As Thomas (2015) observed, religious beliefs and practices 
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permeate all aspects of African life. It influences their view of mental health, and the more 

religious people are, the more they attribute mental illness to supernatural causes. A possible 

explanation for this common belief is the limited research into the causes of mental illness in 

Ghana, rampant poverty, the people’s strong attachment to traditional beliefs and their deeply 

religious worldview (Verginer & Juen, 2019). However, it should be noted that in Ghana and 

other SSA countries, supernatural causes of mental illness which function as a form of social 

control (Martin-Hewstone, 2007) can co-exist with biological and psycho-social causation of 

mental illness. (Kpobi & Swartz, 2018, Opare-Henaku & Utsey, 2017, Watson-Jones, Busch & 

Legare, 2015, Legare, Evans, Rosengren & Harris, 2012).  

4:3 Biological: 

Four participants gave biological explanations for mental illness. These include genetic factors, 

head trauma, pregnancy-related issues, and childhood illnesses. Ten participants also reported 

that mental illness runs in families. As Esi explained,  

“Abodam runs in families; it can be hereditary; that is why people always ask if there is 

madness in the family you are going to marry from".  

Kojo further stated. 

“I know of a family in Kumasi. It is only the father who is correct. The wife and their two 

adult children all have schizophrenia. I feel sorry for their beautiful daughter as she will 

not get a husband".  

Two participants also identified head injury as a cause of mental illness. According to Ama 

“Abeku became ‘abodamenyikan' following a head-on collision with his motorbike when 

he sustained a serious head injury". 

This finding is consistent with the study by Albrecht et al, 2020 which found that people with 

traumatic brain injury have a heightened risk of developing depression. “Abodamenyikan” is 

someone who has some level of insight into his/her mental illness or has achieved some level of 

recovery. 
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4:4 Social determinants of mental health 

Social determinants of health are the broad range of personal, environmental, and socio-

economic conditions that influence the health status of individuals or groups (PHAC, 2004). 

These conditions are shaped by economic, social, and political forces. The social causes do not 

directly cause mental health problems but can increase or decrease a person's vulnerability to 

developing mental illness (MHCC, 2012). 

4:4:1 Poverty 

All the participants identified poverty, low income, and employment as both a cause and a result 

of mental illness. Kwesi had this to say. 

“Men are responsible for providing for their families and parents. If you are not working 

and unable to fulfil your obligations, you see yourself as a failure. This can get you mad 

because of too much thinking.” 

In addition, the female participants also highlighted poverty for women in unhappy marriages or 

divorce as causation for mental illness. As Ama explained, if the woman relies solely on her 

husband to provide everything and does not have her own source of making money, they will be 

stuck in an unhappy marriage. Should the man abandon her with no accommodation, no source 

of money to live on, the stress of looking after herself alone can cause her to have a mental 

breakdown. Ekua put it succinctly, 

“because of poverty, many women are trapped in marriages because the husband is the 

sole breadwinner. You stay in a bad and unhappy marriage and get stressed or leave and 

get more stressed. She cannot win. She can become mad either way.” 

A study by Ofori-Atta et al. (2010) found the intersection of poverty and gender as one of the 

leading causes of mental illness among women in Ghana. Women tend to have higher levels of 

common mental disorders than men (Allen, Balfour, Bell & Marmot, 2014). The stress of 

poverty and economic hardships may worsen an individual's physical well-being that may, in 

turn, increase the risk for the development of anxiety and depression. According to the WHO 

(2014), depression, a common mental disorder, characterised by sadness, loss of interest, guilt 
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disturbed sleep, and poor concentration affects more than 264 million people worldwide and is 

predicted to be the leading cause of global disease burden by 2030 (James, Abate, Abate, Abay, 

Abbafati, et al. 2018). Poverty is linked to decreased access to healthcare and decreased health 

outcomes in Canada, especially for immigrant populations (Mc Gibbon & Etowa, 2009).  

4:4:2 Relationship difficulties: 

Both participants and service providers agreed that the stress of settling into a new country is a 

challenge for immigrants and this has been linked to greater incidences of anxiety, depression, 

post-traumatic stress disorder (Mejia & McCarthy, 2010) and the risk of hypertension, diabetes, 

and weakened immune system (Psych Central, 2018). As Fleury (2016) observed, migration can 

change traditional norms as women gain access to more social and economic opportunities in 

host countries. Five community participants and three service providers identified the challenges 

of these, as contributory factors to relationship failures and mental illness in Western countries. 

A female respondent had this to say: 

“My husband is not happy that I get more money than him. He is always looking for 

arguments about money and complains when I send money home to my family. I pay my 

share of household bills. I do not understand his behaviour, and this is stressing me. 

Kwesi also lamented the behaviour of his spouse. 

“There is always stress with her. She is not happy with anything that you do. The stress in 

the marriage can cause madness. In this part of the world, if you have poor coping skills 

and you do not have social support, excessive thinking and worrying about stressful 

situations can cause a person to go crazy.” 

4:4:2:2 Gender-based violence (GBV)  

Another issue that emerged from the interviews was GBV. Esi narrated her experience of 

emotional abuse by her spouse in the form of insults and name-calling. 

“I really suffered a lot at the hands of my former husband. He thought because he 

brought me to Canada, he owned me. I was working and earning my own money. He 
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called me names, always accused me of cheating. A bad mother. I felt trapped, lonely, 

cried a lot, had trouble sleeping, became depressed and was treated with medication.” 

In the case of Aba 

“He would always come home drunk when he lost his job and start insulting my 

appearance. He will call me obolo, stupid, useless and kuraseni. I felt I was a bad person 

and with no family here, became depressed.” 

A study by Patel, Kirkwood, Pedneker, et al, (2006) showed a strong link between common 

mental health problems and exposure to domestic violence. Both Esi and Aba stated they became 

depressed because of the verbal and emotional abuse they suffered at the hands of their spouses. 

Women in abusive relationships often feel humiliated and trapped which are associated with 

depression (WHO, 2000). Aba and Esi’s experience cannot be separated from the intersecting 

structural inequalities faced by immigrant women. Upon relocation to a new country, research 

has shown that lack of social support, the risk of abuse and domestic violence, cultural factors, 

changes in gender roles, financial problems, the experience of racism and discrimination all 

increase the vulnerability of immigrant women to developing mental health problems (Erez & 

Harper, 2018, Bhugra & Ayorinde, 2004).  

4:4:5 Substance Use: 

The use of substances was identified by participants and service providers as a significant factor 

in the causation of mental illness. Among the substances identified were cannabis, cocaine, and 

alcohol. Yoofi reported that 

“There is no mental illness in my family, but my cousin became mad for smoking too 

much weed and became violent that no one could control him at home, so he was taken to 

Ankaful. It was the weed that touched the wires in his brain and made him crazy.” 

According to Ama   

“Long-term use of drugs can lead to serious mental illness. All the mad people especially 

the young ones you see roaming the streets or in the asylums are all crazy because of 

drugs; notably, cocaine and marijuana.” 
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Another participant also commented.  

“The use of alcohol and drugs can cause serious mental illness. When you drink, do too 

many drugs and do not eat, it can get you mad these days.” 

Tim (addictions counsellor) commented that most of the SSA youths that are seen in his program 

have substance use issues and mental illness and are court mandated. Legal coercion is often 

used to force people into treatment otherwise will not voluntarily seek help (Perron & Bright, 

2008) of which none of my participants had experienced. The use of drugs and alcohol as leading 

causation of mental illness is consistent with research in other sub-Saharan African countries 

(Crabb et al 2012, Kabir et al 2004). Furthermore, studies confirm that because of social stressors 

and structural inequalities, systemic racial discrimination, poverty, and marginalisation 

compromise the mental health of African, Caribbean, and Black people in Canada (Mays, Jones 

& Delaney-Brumsey, 2017). Consequently, they may turn to the use of alcohol and drugs as 

coping mechanisms to deal with psycho-social stressors (Stevens-Watkins, Perry, Harp, & Oser, 

2012).  

4:5 Factors influencing the use or non-use of mental health services. 

4:5:1 Age and gender 

Both participants and service providers identified age and gender as major social determinants of 

help-seeking for mental health problems. Culturally, gendered roles may affect how people seek 

help for mental health problems. The men, for example, both Kofi and Kobina reported that they 

should be able to deal with emotional problems by themselves which is consistent with previous 

studies that have shown that men are less likely to seek help for mental health problems than 

women (Brown, J., S., L., Sagar-Ouriaghli, L & Sullivan, L 2019, Addis, and Mahalik, 2003). 

Both the younger and older male adults expressed an initial preference for self-reliance and 

would only seek formal help as a last resort which is common among men regardless of race, 

age, ethnicity, and social status (Lynch, Long & Moorhead, 2016, Addis & Mahalik, 2003). Ben, 

a recent high school graduate also remarked, 

 “As a man, you should be able to stand on your two feet.” 
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The attitude of the male participants may be partly explained by masculine gender-role 

socialisation (Cochran and Rabinowitz, 2000) and men’s desire to conform to what Connell 

(2010) has termed hegemonic masculinity. Gender-role socialisation theorizes that men are 

socialised to hide their emotions and to manage their problems on their own while hegemonic 

masculinity refers to men’s traditional qualities such as self-reliance, dominance, control of 

emotions and aggressiveness (Zartaloudi, 2011). Charles also did not want to be seen as weak 

and unable to cope and Kojo stated he would find it difficult to admit to friends or family 

members that he has had treatment for depression due to the shame and stigma (Brown, Sagar-

Ouriaghli & Sullivan, 2019). The attitude of the men was in line with the study by Plowden, 

Thompson-Adams & Wiley (2013) which found that despite the greater risk of suffering from 

depression, African American men are less likely to seek mental health care. Although men of 

different nationalities and ethnic backgrounds underutilise mental health services than women 

from comparative groups (Addis and Mahalik, 2003), it is important to note that not all men will 

conform to the traditional masculine gender norms. The degree of mental health literacy, sexual 

orientation and the severity of the symptoms all influence one’s desire to seek mental health help 

(Guo et al, 2015). 

On the other hand, the women expressed no hesitation in reaching out for help which was 

consistent with previous studies that have shown that women have more positive attitudes 

towards mental healthcare than men (Mackenzie et al, 2006). For example, Aba had this to say  

“I can’t be sick because my children need me. I will definitely seek help for any emotional 

problem because when I am down, no one will look after my children.” 

Two other women shared Aba’s attitude. 

” I will do the right thing for my children and mother as I won’t be able to look after 

them if I am depressed.” 

The women saw their cultural role and gendered expectations as a great predictor in seeking help 

for mental health problems. Despite the motivation of the women to seek help, many service 

providers reported that many immigrant women do not take up appointments partly because of 

family obligations, language barriers and are afraid that their children may be taken away from 

them (Khanlou et al, 2017, Ahmed et al, 2016). 
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4:5:2 Religion 

Six participants identified themselves as religious and expressed an initial preference for spiritual 

help because they believe in the spiritual origins of mental health problems. According to Kwesi 

“As mental illness has spiritual causes, it needs to be handled spiritually and not 

medically.” 

Similarly, Kobina remarked 

“When my uncle became mad, he was first taken to a traditional healer where he was 

treated with herbs and ritual baths, then to a prayer camp before taken to Ankaful when 

his condition became worse.” 

Ama, who was previously treated for depression also had this to say. 

“The Church is part of my life and being a charismatic Christian helped me a lot. My 

depression was part of Satan’s plan but the constant prayer of my pastor and the prayer 

warrior group in the church helped me to bind the demons and defeat the plans of my 

enemies.”  

Both Esther and Rose, the social workers, acknowledged the significant role that spiritual beliefs 

play in the lives of many immigrant communities. According to Esther, traditional healing and 

faith healing practices are commonly used in Sub-Saharan Africa in managing mental health 

problems. Similarly, Rose stated that the church and the mosque are important to Africans with a 

strong belief in God.  

The cultural context and beliefs about mental illness play a significant role in shaping 

people’s response and attitude towards mental illness and influence the choices made by SSA 

immigrants in connection to mental health help-seeking. Religion and spirituality are pivotal in 

the lives of many Ghanaians. Many people turn to the church and traditional healers for help and 

treatment for mental health problems (Kpobi & Swartz, 2018). Six participants initial preference 

for traditional and faith healing for mental illness echoes findings in other SSA countries (Badu, 

Mitchell & O’Brien 2019, Kpobi & Swartz, 2018, Crabb et al, 2012, Adewuya & Makanjuola, 

2009) which showed that individuals who believe that mental illness is caused by spiritual 
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factors are more likely to seek spiritual help than medical remedy and vice versa (Burns & 

Tomita, 2015, Patel, 2011). Atindanbilla & Thompson (2011) estimate that in Africa, about 80% 

of the people use traditional healers as their first choice for physical and mental health care. Even 

though respondents highlighted their preference for spiritual healing for mental health problems, 

they did not rule out accessing psychiatric treatment if needed to enhance the spiritual treatment. 

Traditional healing practices exist side by side with modern medical practice in Ghana (Yendork 

et al, 2018). The appeal of traditional healers and prayer camps is explained partly by the neglect 

of mental health care and the paucity of psychiatric services in Ghana (Akerele, 2020). Ghana 

has an estimated 650.000 people living with severe mental illness and the prayer camps currently 

look after 70% of patients with mental illness (Akerele, 2020, Robertsm Morgan & Asare, 2014). 

With a population of twenty-five million, Ghana has eighteen psychiatrists, three psychiatric 

hospitals all located in the southern part of the country, seven community-based psychiatric 

inpatient units, four community residential facilities and one-day treatment centre for the entire 

country (Roberts, Morgan & Asare, 2014). 

4:5:3 Social support 

Women are increasingly migrating on their own and the International Labour 

Organisation (ILO) estimates that women are half of the global migrant population (Fleury, 

2016). However, migration may result in the loss of social support and increase the chances of 

development of mental health challenges (Kirmayer et al, 2011). Social and family networks are 

key determinants of access to and use of health services among immigrant populations. Of the 

fifteen participants, four reported a history of mental health problems (2 accessed services and 

the other two did not) and three have family members with ongoing mental health problems. I 

then asked participants about factors that influenced or will influence their decision to use or not 

to use mental health services. Participants mentioned a variety of informal sources including 

family, friends, and partners. 

Ekua narrated her experience after the delivery of her second child. 

“Six weeks after my baby was born, I started feeling sad and angry; I was crying all the 

time. I started thinking negative things and was afraid of something bad happening to my 

child. I felt like a failure and a bad mother. I thought at the time that I was having 
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postpartum depression. I did not want the public health nurse to think that I was not 

capable of looking after my child. I reached out to my two sisters who took it in turns and 

came to stay with me for 2 months. They helped to care for my baby, cleaned, cooked and 

did my shopping until I felt better.” 

In the case of Aba who had no family in Calgary, she relied mainly on her friend and midwife's 

informal supports. She could not invite her mother for the birth of her first grandchild. Unlike 

wealthy immigrants who can get their family members to join in key family events, Aba could 

not invite her mother because she was undocumented and unemployed, her husband worked 

casually as a long-haul driver and could not meet the financial visa requirements. However, she 

found her mother-in-law unhelpful and a source of stress during her four-week visit from the 

UK. 

“My husband worked long hours and I received little support from my mother-in-law. All 

that she did during her visit was to bathe the baby. She was most of the time out visiting 

her friends and I wondered why she came at all. I cooked, cleaned, and went grocery 

shopping. I could not say anything to my husband for fear of causing a rift.” 

Informal social support is a significant factor in how people perceive and deal with illness 

(Kleinman, Good & Eisenberg, 1978) and has been recognised as one of the key social 

determinants of health (PHAC, 2004). Social support refers to the psychological and material 

resources provided by a social network (friends and families) to help individuals cope with stress 

(Ozbay et al, 2007). According to Brown and colleagues (2014), informal social support may be 

used as the first step before seeking formal help or may be used alongside formal help. Informal 

social supports have many benefits such as emotional, informational and companionship 

supports (Griffiths et al, 2011).  

Ekua expressed great appreciation for the help from her sister. As she explained 

“I know the signs of baby blues and without her help, this would have developed 

into a major depression.”  

Ekua’s account lends credence to the literature that family support for postpartum women may 

serve as a protection against the development of a major depressive disorder (Khanlou et al, 
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2017, O’Mahony, et al, 2012). On the other hand, studies have also shown that women from 

minority backgrounds do not seek help for postpartum depression partly because they do not 

know where to seek assistance and what help is available (Dennis & Cheung-Lee, 2006). The 

help from her sister helped to decrease Ekua’s feelings of hopelessness, minimised her stress and 

enhanced her coping skills.  

The service providers acknowledged the positive roles that families may play during 

times of crisis which may not always be available, helpful, or welcome. According to Rose, the 

family exerts power over any member in the family with illness. Treating mental illness as a 

family affair prevents the member with mental illness from receiving appropriate treatment and 

care for the mental health problem.  

“I have seen from my 10 years of practice that in many minority communities, families 

tend to hide and prevent mentally ill members from seeking help because of shame and 

embarrassment.” 

The observation of Rose is corroborated by a finding from a study by Lamb et al (2012) that 

found that informal family support prevents black and ethnic minority groups from accessing 

formal help and evidence-based treatments and may also reinforce misconceptions and prevent 

family members from seeking treatment for mental health problems. This, however, ignores the 

subordinate position, marginalisation, and systemic barriers which immigrant women experience 

when trying to make Canada a home for themselves and their families.     

4:2:2:4 The stigma of mental illness 

Both community participants and service providers identified stigma as a profound 

influence on the access and use of professional mental health services. Four sub-themes that 

emerged from the theme of stigma were family concealment, delays in seeking help, 

confidentiality, and psychiatric labelling. Yoofi had this say. 

“Families often disguise mental illness as a medical illness which can be treated. They 

find it shameful and embarrassing by a member’s mental illness. The family would lose 

all the respect in society, especially in the villages if a member is mad...”  
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And Esther an immigrant social worker from SSA also remarked, 

“In my country, people with mental illness are rejected by their families because of the 

stigma. They feel ashamed and humiliated about the member's abnormal behaviour.” 

Mental illness can be regarded as a family illness. Families experience what Ali et al (2012) 

termed as “courtesy stigma” because a family member’s mental illness can become a source of 

stigma not only for the family member but the entire family. Families may remain silent about 

the members’ illness, ignore the symptoms, and delay in seeking treatment (Rose, Mallinson & 

Walton-Moss, 2002). Families also experience rejection, blame, isolation, and shame (Ahmann, 

2013, Karnieli-Miller et al, 2013). For example, Ekua reported feeling ashamed about her uncle’s 

mental illness because the people in the town often made nasty comments, ridiculed her uncle 

and the family which was consistent with the findings of Nxumalo and Mchunu (2017) in 

KwaZulu-Natal where family members reported being ridiculed and mocked because of the 

mental illness of a family member. The stigma experienced by family members reported in 

studies in both HICs and LMICs and in Canada is much more prevalent in IRER groups 

(Hansson et al, 2012, Kirmayer et al, 2007). For example, Knifton (2012) identified shame as a 

major obstacle confronting BAME families in the UK in accessing formal mental health services.  

A second sub-theme identified by both community participants was delays in seeking help 

because of self-stigma by both individuals and families. According to Latalova, Kamaradova, 

and Prasko, (2014), self-stigma occurs when an individual internalises the negative stereotypes, 

attitudes and beliefs held by society about people with mental health conditions. As Charles 

stated, he was afraid that people would think of him as going mad, so he initially avoided 

seeking help for his depression. Tim an addictions counsellor with ten years of counselling 

experience with newcomers to Canada had this to say 

“The stigma of mental illness often results in people from immigrant communities 

focusing on physical problems and delay in seeking help for emotional problems, and 

only, and only come to seek help during crisis.” 

 Esther, an immigrant social worker from SSA corroborated Tim's account that families delay 

taking members with mental illness to the hospital until in an acute situation because of the 

stigma attached to mental illness after the failure of traditional approaches. People suffering from 
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mental illness often feel devalued with a sense of shame, fear, failure, anger, anxiety, low self-

esteem, self-loathing, discrimination (Salami, Salma& Hegadoren, 2019, Corrigan, 2007) and 

avoid or delay in seeking help (Mantovani et al (2016). Delays or non-engagement with mental 

health services often results in a longer duration of untreated illness which is associated with 

chronic presentation at mental health services. 

Another of the stigma sub-theme to emerge from the study was the concern of a potential 

breach of confidentiality. Many participants spoke about the general tendency for news to spread 

among the family and friends in the relatively small size of the Ghanaian community here in 

Calgary. The concern about confidentiality arises from the fear of shame that community 

members may find out that they are seeking help for mental health problems. As Ben explained 

“People talk too much among Ghanaians here in Calgary. If word gets out that you have 

a mental health problem or you are talking to mental health workers, people will look at 

you differently. It is this fear that will make people think before asking for help for 

psychological problems.” 

This point was buttressed by a psychiatric nurse, Bill. 

“Confidentiality is an important thing in the provision of services for drug and alcohol 

use. Many immigrants are worried about information leaking out to their communities so 

feel reluctant to access our service.” 

Studies suggest that concerns about confidentiality as part of stigma prevent some populations 

from accessing counselling when they need it (Mohr et al, 2010). 

A further stigma-related sub-theme identified by the community participants was having 

a label of mental illness. According to Kojo 

“Once you receive a label of mental illness, it cuts short your hopes and dreams, 

opportunities, anything that you do will be seen through the lens of mental illness 

whether you are well or not. You will always carry a stigma indicating there is something 

mentally wrong with you.” 
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The stigma of psychiatric labelling can set into action cultural stereotypes and negative images 

about people with mental illness (Angemeyer and Matschinger, 2003). For example, in Ghana, 

the names, Ankaful and Pantang often provoke stigmatising thoughts and feelings among the 

populace because they are towns with psychiatric hospitals. Adwoa who has a relation at Ankaful 

remarked, 

“The mere mention of the name Ankaful draws attention to yourself because people 

straight away assume that you are a mental case.”   

Although the practice of assigning a diagnosis or a psychiatric label to a patient gives mental 

health practitioners a better sense of how to treat or address a patient’s illness (Yang et al, 2015), 

the fear of the negative reactions of others of a psychiatric diagnosis is a major deterrence to 

people seeking help for mental health problems (Granello & Gibbs, 2016). Studies have shown 

that individuals with depression or anxiety might avoid seeking help for fear of being labelled 

and instead adopt maladaptive behaviours to help them cope with their suffering (Brownhill, 

Wilhelm & Barclay, 2005).  

Conclusion 

The findings from the study suggest that the participants had similar views about what 

constitutes good mental health but had differing views about the causation of mental illness. 

Having a good mental health is being able to function and contribute to society. On the contrary, 

mental illness affects a person’s mood, thinking and behaviour which often causes distress, so 

the sufferer is not able to function at home, work, school, or other social situations. 

Consequently, the public often perceives people with mental illness as dangerous, unpredictable, 

and uncontrollable (Mak, Chong & Wong, 2014). Some participants attributed the causes of 

mental illness to supernatural powers which is a widespread belief in many sub-Saharan African 

countries. Generally, many of the participants endorsed both the spiritual and bio-psycho-social 

causation of mental illness. The participants who attributed the causes of mental illness to bio-

psycho-social factors had tertiary education (Adewuya & Makanjuola, 2008). I am going to 

discuss my findings of the factors that influence the use or non-use of formal mental health 

services in the next chapter. 
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CHAPTER 5: Contextual factors  

 

Introduction 

In this chapter, I present the findings that emerged from my analysis of the interviews of 

both participants and service providers of the factors influencing the use or non-use of mental 

health services by participants. The chapter moves away from the explanatory model and focuses 

on immigrant-related and contextual factors identified by Yang and Hwang (2016). The themes 

include language and communication barriers, geographical accessibility, the organisation of 

healthcare and institutional level factors; perceived discrimination, immigration, and health 

insurance status. 

5:1 Language/communication  

English and French are the official languages of Canada, and it is how people access 

healthcare. Both community participants and service providers identified English as a second 

language and communication as a potential obstacle for those accessing mental health services. 

One of the identified sub-themes identified by some community participants was the difficulty in 

explaining oneself for fear of not being understood. As Esi explained:  

“It is hard for doctors to tell what is wrong with you if you cannot describe your 

symptoms. Sometimes I find it hard to get the right words to explain my condition to the 

doctor. Sometimes I just say yes to everything that the doctor or the nurse says to show 

them that I understand.”  

Kobina added.  

“It will be nice if you can describe your problem in Twi (laughter) for them to understand 

you better.”  

The Service providers echoed similar communication concerns. April, a registered nurse had this 

to say:  

“With English as a second language for many immigrants, it is difficult to engage some 

of them in therapy because they find it difficult to express themselves.”   
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Many immigrants of whom English is a second language, find communication an obstacle in 

healthcare encounters. The findings from the study are consistent with international studies 

showing that the inability of people to express their emotions or explain their feelings in the 

official language of the host country limits access to health and social services (Squire, 2018, 

Steinberg, Valenzuela-Araujo, & Zickafoose, 2016, Ahmed et al. 2016). The few studies on 

mental health and language barriers in Canada have shown that IRER groups make less use of 

mental health services than the dominant groups for considerable levels of distress (Hansson et 

al, 2012). Three respondents felt uncomfortable in healthcare interactions because it took a long 

time for them and staff to understand one another. Limited English Proficiency (LEP) is a term 

used to describe a person who is not fluent in English at a level to enable them to have effective 

communication with healthcare providers (Karliner et al, 2007). LEP intersects with other 

determinants of health in many ways. Studies in both the US and Europe have found that LEP 

can affect access to healthcare, can result in misdiagnosis, contribute to higher rates of treatment 

dropouts, increased risk of medical errors and recurrent hospitalizations (Brisset et al, 2014). 

Inability to speak can limit the opportunity for jobs, education, and integration into Canadian 

society. One consequence of language barrier in healthcare encounters is miscommunication as 

was the case of a participant who ended up in hospital because she was overdosing on her 

medication. This was how Esi narrated her account, 

 “I didn’t understand that I should take half of the tablet twice a day, instead I was taking 

the whole tablet twice a day. I was rushed to the emergency room after taking the 

medication for three weeks. I spent a week in hospital before coming home. It was scary 

for me as I have not been admitted to hospital before.” 

Another unintended consequence of linguistic barriers in healthcare interactions is delays in 

seeking help. For example, Aba waited for her son to return from a business trip before taking 

her for medical treatment because of her limited proficiency in English. The use of professional 

interpreters is recommended in healthcare encounters to overcome language barriers when the 

patient and the healthcare personnel do not speak the same language (Hadziabdic et al, 2014). 

Unlike secondary care where telephone interpreting service is readily available, many of the 

family doctors’ practices do not use the service because of the cost and the time involved. A 

participant recalled an incident when he struggled to find the right term or words to describe his 
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symptoms to the practice nurse at a walk-in clinic and had to return the next day with a friend 

who interpreted for him. Although the reliance on family members as interpreters is common in 

healthcare consultations (Gill et al, 2011), family members may give their own version of events 

or find it difficult to share unwelcome news (Rimmer, 2020, Hadziabdic et al 2014). The failure 

to use professional medical interpreters for patients with LEP is not only a failure to meet basic 

professional ethical standards of care but it is also discriminatory and can also lead to an 

increased risk of negative health outcomes (Karliner et al, 2007, Flores, 2005). 

5.2 Awareness of services  

Knowledge and awareness of formal mental health providers, services and treatments 

determine how individuals view and use formal mental health services. I asked participants about 

their knowledge of available mental health services and how to access them when needed. All 

the participants were aware that they could contact family doctors for health care needs but were 

not aware of available mental health services and forms of support available to immigrants. Yaw 

had this to say. 

“My friend had issues with drugs and alcohol; wanted help but did not know where to 

go.”  

And Ama who came to Canada from England also added 

“Many newcomers are unaware of mental health services here in Calgary. I only see 

pamphlets on women’s issues, diabetes, and other physical health stuff in my GP’s office. 

They should make information on mental health services and how to access them 

available for we immigrants because of the stress of living in this cold country.”  

The observations by the participants were corroborated by service providers. For example, April, 

a therapist who works with immigrant women stated.  

“People just do not know about our program even though it has been here for over 10 

years. This lack of awareness prevents people from seeking help. We need to intensify our 

efforts in public education.”  

This finding is consistent with reports that some IRER groups are either not aware of the services 

that are available to them or do not understand how the healthcare system works (Ahmed et al, 
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2016, Hansson et al, 2012). For example, O’Mahony and colleagues (2012) found that despite 

the significant risk for mental health issues, many immigrants and refugee women suffering from 

postpartum depression were unlikely to access mainstream mental health services because of a 

lack of knowledge of where and how to access help. Aba who suffered from depression 

throughout her pregnancy and after delivery did not access help because she was unaware of 

mental health services for newborn mothers. By contrast, Ekua knew about perinatal mental 

health services but declined to access services partly because she did not want friends and 

families to think that she was going mad by getting help to deal with postpartum depression. 

Stigma is often cited as a barrier among immigrant communities in seeking help for postpartum 

depression (Ahmed et al, 2016). 

Secondly, Adwoa also identified navigating the healthcare system itself as an obstacle 

(Westwood et al, 2016) that deters people from accessing services 

“Unless you have a friend or family who knows the system or a health professional to 

guide you, you will not access service because it’s a lot of trouble.” 

However, a comparison of different immigrant groups in Canada shows that lack of awareness 

and its impacts on access to mental health services vary from one community to another (Chiu et 

al, 2018). Unlike the findings from my study, studies have shown that Asian immigrant 

communities are significantly more informed, aware about the availability of mental health 

services (Tiwari & Wang, 2008) and more likely to see their family doctors for mental health 

services than immigrants from Sub-Saharan Africa. These disparities can be attributed to several 

factors including the social-economic status of the area they settle (Orjiako & So, 2014), time 

spent in Canada, knowledge of the Canadian healthcare system, information from friends, 

family, and healthcare professionals (Bell et al, 2016).  

April and Rose, (social worker) who work with newcomer services expressed surprise 

about the lack of awareness of perinatal mental health services and acknowledged the need to fill 

the knowledge gap about the availability of services.  
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“We need to intensify our efforts in public education. People just do not know about our 

program even though it has been here for over 10 years. The lack of awareness prevents 

people from seeking help.” 

A possible explanation for the lack of awareness could be due to the geographical location of 

mental health services. Some participants reside in areas of the city where mental health services 

may not exist and therefore are unable to access counselling and other services. Furthermore, the 

economic marginalization of many immigrant women could be a factor that limits their access 

and utilization of services due to childcare or transportation costs (Vigod et al, 2016). For 

example, Ekua reported that the service centre was too far away from her neighbourhood which 

was consistent with the findings from an earlier study by Bell and colleagues (2016). 

5:3 Geographic access to care 

Geographic access to care is defined as the absence of barriers including distance, 

transportation, and other physical challenges in accessing care (PHPCI, 2020). Proximity to 

services promotes access to care (McGrail et, al 2015). As discussed in chapter 2, the location of 

services can also be important especially where information about those services is not widely 

available or they are difficult to get to (Ahmed et al, 2008).  

Four participants reported greater distances and travel times as a barrier to using 

healthcare services. Ama who terminated her appointment with her therapist had this to say:  

“Her office is in an industrial area, and it was not easy to get there. I got lost on my first 

appointment until someone showed me where to go.” 

Similarly, Yoofi reported: 

“I live at the outskirts of the city; so, had to travel about thirty kilometers to take my son 

for an assessment, and subsequent treatments at the opposite end of the city. I ended his 

treatment abruptly because of that.” 

Tim, an addictions counsellor, and Rose narrated their experience of how their patients 

occasionally miss or come late for appointments because they lived far away from the health 

centre. Rose stated: 
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“I have three families who live very far from the health centre, so I always offer them late 

appointments to give them ample time to make the journey by the train and bus.”   

On the contrary, many respondents were satisfied with the ease of getting to healthcare 

appointments because of proximity and the link to the public transport system.  

Furthermore, limited or lack of transportation affected participants' access to healthcare. 

A third of the participants did not own vehicles and relied on public transportation to attend 

appointments which they found stressful and frustrating because of long travel times and 

unreliable bus and train schedules. Esi, a stay-at-home stated that,  

“I don’t have a car and it takes me two buses to see my family doctor. The buses come 

one every 30 minutes; so, if you miss it, then everything is also affected. It takes me 

almost two hours to go from one end of the city to the other.”  

Similarly, Kwesi felt helpless because he had to rely on friends to take him to his hospital 

appointments or reschedule his appointment if he could not get a ride. He shared his frustration:  

“Your movements are limited living in Calgary without a car in neighbourhoods with no 

or limited bus service.”  

Access to a vehicle refers to either owning a car or having access to a car through a family 

member or friend (Syed et al 2013). Studies indicate that having access to a vehicle is associated 

with the ability to access healthcare facilities (Silver et al, 2012, Arcury et al, 2005). This finding 

is consistent with the report of the Social Exclusion Unit which estimates that about 1.4 million 

people in the UK miss, turndown or choose not to seek healthcare because of transport problems 

(Mackett& Thoreau, 2015).  

 Another transportation barrier identified by both service providers and participants was the 

unreliability of public transportation with prolonged travelling times which often resulted in 

missed appointments or delays, rescheduled appointments, or cancellations. Efua commented:  

“You sometimes spend hours on end waiting for a bus and it doesn’t show up at the 

scheduled time.”  
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This result confirms a similar study by Guidry et al (1997) which found that minority patients 

reported transportation obstacles such as distance, access to a car and someone to offer them a 

ride as potential major problems to missed appointments. Many of the participants live in areas 

of the city with “neighbourhood disadvantages” (Attar et al, 1994). These are areas with less 

resources, poor public transportation service, prevalent poverty rates, high unemployment rates, 

low levels of education and pervasive community violence. As noted by Scheppers et al, (2006), 

immigrants, especially new immigrants tend to rely on public transportation because they work 

in lowly paid jobs and have higher poverty rates. 

A further transportation barrier echoed by all participants was costs of travel, parking fees 

for those with access to vehicles and the inconvenience of using public transportation. 

Transportation barriers to healthcare have a disproportionate impact on the low-income and the 

poor. Kojo complained about the parking fees at his local hospital. 

“The hospital authorities are making money at the back of sick people with high parking 

fees. This is something the government should put a stop to.”  

Ekua also expressed concern about the cost of transport. 

“If I don’t get a ride, I spend $30 to $50 on taxis every time that I went to the hospital.”  

This result is consistent with a study by Teng et al (2007) in Toronto in which healthcare workers 

identified transportation to and from doctor’s appointments and travel expenses as a major 

challenge for immigrant women suffering from postpartum depression to access care. The cost of 

transportation intersects with the caring responsibilities of immigrant women whom Khanlou et 

al (2017) noted often miss appointments because they have no help with childcare or are unable 

to take time off work to bring their children for appointments. Other identified challenges include 

language and availability of services (O’Mahony et al, 2012). 

 The use of public transportation is problematic especially for people suffering from mood 

disorders. The waiting at the stations and the crowd on public transport can have a detrimental 

effect on the well-being of people suffering from anxiety and depression. The limited space with 

many people can result in increased anxiety, stress, and feelings of exhaustion (Cheng, 2010). 

Ekua, who has a long-standing history of anxiety and depression, only uses taxis to attend 

appointments if she could afford or rely on friends and family for a ride when they were 
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available. Although not all the participants identified transportation as a barrier in accessing 

healthcare, the travel time and the cost of transportation impeded many participants in accessing 

healthcare. It should be noted that transportation is a challenge not only to SSA immigrants but 

also to many low-income Canadians as well as it intersects with other social determinants of 

health to shape their access to and use of healthcare services (McGibbon & Etowa, 2009).  

5.4 Lack of regular source of care  

Family doctors are the first point of contact for healthcare and both the participants and 

service providers recognised their significance in accessing and using mental healthcare services 

when necessary. However, the findings from the study showed that half of the participants had 

no access to family doctors partly because of a shortage of family doctors and geographical 

reasons. This was how Kojo described his experience:  

“I have stopped looking for a family doctor because there are not enough doctors. 

Everywhere you go, you are met with, we are not taking any new patients; so, try other 

practices. Nowadays, I only use the walk-in clinics or go to the emergency room if I am 

sick.”   

The shortage of family doctors in Calgary was also echoed by service providers and noted that 

immigrants encounter more difficulties finding a family physician of similar ethnic background. 

Esther, a social worker commented:   

 “There are many families that I see who complain of not having regular family doctors 

because the doctors in their neighbourhood are always full or are not taking any new 

patients.”   

The lack of family physicians is a long-standing and pressing issue in Canada (Wang, Guruge & 

Montana, 2019). According to Statistics Canada (2020), nearly 15% of Canadians aged twelve 

and older reported that they do not have access to a regular medical doctor and in Alberta, almost 

18% of the population are without regular family doctors. This finding is consistent with the 

study by Degelman & Herman (2016) which found that new immigrants were up to 60% less 

likely to have a regular physician while established immigrants were about 15% more likely to 

have a physician compared to non-immigrants.  
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However, the evidence about the relationship between immigrant status and having a 

doctor in Canada is mixed. Whereas some studies reported no differences between immigrants 

and native-born Canadians with regards to having a regular physician (Setia et al, 2011, Lasser, 

Himmelsten & Woolhander, 2006) others reported that immigrants are less likely to have a 

doctor compared to the native-born population (McDonald & Kennedy, 2004). The findings from 

my study corroborate the findings of McDonald & Kennedy (2004) as half of my participants did 

not have access to a regular family physician. This notwithstanding, Setia et al (2011) found that 

the proportion of immigrants with regular family physicians increased to comparable levels with 

the native-born population with the increasing length of stay in Canada.  

Participants without regular doctors relied on walk-in clinics and emergency departments 

for care (Campbell et al, 2014) which was a significant obstacle in obtaining mental health care 

and treatment. Walk-in clinics are places where people can receive basic medical service from 

physicians without appointments. As Yaw explained   

“You can go to any walk-in clinic, and you will be seen by a doctor which is fine for us 

without regular doctors.”   

Patients prefer walk-in clinics for their easy accessibility (Szafran & Bell, 2000) despite the 

possibility of lack of quality and continuity of care (Freeman et al, 2013). The lack of access to 

regular doctors, who are the gatekeepers to specialised services could partly explain why 

immigrants tend to underutilize mental health services.  

The availability of and proximity to family doctors’ practice in a locality has an 

enormous influence on the access and utilization of services. Studies have shown that increased 

distance to health care services results in reduced access and use (Hiscock et al, 2008, Haynes, 

2003). Adadzewa found it easier registering with a family doctor.  

“I just walked into the surgery in my neighborhood which is a stone throw away from my 

house, produced my drivers’ license and health care card and was registered.”  

On the contrary, Kojo expressed frustration in his attempt to get a family doctor:  

“When my doctor retired, it took numerous phone calls to doctors' offices before finally 

getting a doctor in another neighbourhood.” 
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Studies have shown that the availability of, and access to primary care in one’s neighbourhood 

has a positive impact on health while increased travel distance to healthcare provision centres 

results in underutilisation of services (Hiscock et al, 2008). Adadzewa who is a professional, 

lives in a relatively high-income neighbourhood with a lot of social amenities, unlike Kojo who 

lives in a neighbourhood with higher poverty and limited resources where many family doctors’ 

offices had closed and moved to affluent neighbourhoods. It is important to note that physical 

characteristics of neighbourhood have been found to impact the health and health-seeking 

behaviour of the neighbourhood residents (Sallis et al, 2009). This finding is consistent with the 

study by Bissonette and colleagues (2012) in Ontario that showed that neighbourhood attributes 

have a direct impact on health. According to Gieryn (2000), one’s neighbourhood “reflect and 

reinforce social advantages and disadvantages by extending or denying opportunities. Four of the 

participants live in a deprived area with boarded houses, limited access to public transportation 

and few health facilities. 

A possible explanation for the lack of a family doctor was the preference for doctors with 

an immigrant background by three of the participants. This preference is partly explained by the 

shared migration experience, some cultural understanding of their health beliefs and traditions, the 

attention, respect, and treatment they expect to receive. Efua narrated her experience:  

“I now have a Nigerian doctor who is very friendly, she understands me, and I can call 

her whenever I need to. I can even have a same-day appointment with her. My last East 

Indian doctor was not friendly at all; you don’t get the time to ask him questions.”  

The three participants were of the view that a physician with an immigrant background would 

understand them better. Efua reported that she felt safe with her Nigerian family physician 

because she looked like her and reflected her own identity. This is especially important argues 

Van Herk, Smith & Andrew (2011) for people who had experienced racism and discrimination 

while accessing mainstream services.  

 

5:5 Referrals, intake process and wait times. 

Both participants and service providers acknowledged that the referral system can act as an 

impediment to accessing care. Only three participants had accessed mental health services, but 

others reported knowing friends and family members who are presently seeing mental health 
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professionals. The participants found the referral and waiting times bothersome. One participant 

made a comparison of waiting times in Canada to England to illustrate her point:  

“There is too much time waiting here. “It took eight months following the referral for me 

to see a psychiatrist which was very stressful and frustrating unlike England where it 

took me only four weeks to get my first appointment with a psychiatrist.”   

The negative experience with long waiting times often discouraged people from accessing 

healthcare and influences future decisions in seeking help. This was how Kojo described his 

experience following a referral for inpatient treatment for alcohol use.  

 

“I really wanted help to stop drinking and it took courage for me to ask for help from my 

doctor. The waiting time is so bad here that you could be dead by the time you get an 

appointment to see a specialist. It was going to take three months to get into treatment, so 

I did not bother to pursue it.”   

The long waiting time was not lost on Tim, the addictions counsellor who remarked,  

“immigrants’ often get frustrated with the primary care system where they need a 

referral from the GP before they can see a specialist in Canada whereas they can usually 

go directly to see a specialist in their own countries.”  

April, a therapist added:  

“We get so many referrals than we can serve. We are four therapists, and we have a 

waiting time of between six to eight weeks, six months for psychiatry and two years for 

dialectical behaviour therapy. Now we have no appointments for new clients. Those who 

are able to afford, go private.”  

The long wait for appointments made services less available. As a result, participants either gave 

up without receiving the necessary care or used alternative treatment or self-medicated. A 

consequence of the long wait times is the increase of patients suffering, decreased quality of life 

and in worst cases, disability, or death (Barua, 2017).  
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5:6  Lack of time and opportunity  

The demands of everyday life were identified by most of the participants and all service 

providers identified them as another factor that can affect access and use of formal mental health 

services. The opening hours of mental health services was another barrier to participants when 

they did not correspond to their work schedules. Most of the participants worked in jobs that 

went beyond the traditional 9 am to 5 pm work hours. One participant who is a delivery driver 

said:  

“My cousin was taken off the books of a counsellor because he could only make time in 

the evenings.”  

Service providers admitted that the normal working hours cannot suit everybody and therefore 

limit access to services. Like many immigrants, Ghanaians in Calgary often must work long 

hours in jobs in distribution, catering and hospitality industries characterized by long hours of 

work, low wages with restricted possibilities to take time off for medical consultations (Liu et al., 

2008). In addition, most carers are women who also have family responsibilities so may not be 

able to offer out-of-working hours or weekend appointments. 

The fragile Alberta economy forces people with little job security to show up for work when they 

are even ill. Kwesi a delivery driver working without authorisation put it this way:  

“With the unemployment situation in Calgary, I fear losing my job by taking time off sick 

or going to see the doctor unless it is very urgent.”  

As we saw in chapter 4, Charles also continued to go to work even though he felt stressed and 

sad. Depression is one of the common and costly health conditions in the workplace and costs 

employers about $44 billion annually in lost productivity (Stewart et al, 2003, CWMH, 2020). 

Depression if left untreated contributes to presenteeism or workers missing days of work (Fox, 

Smith & Vogt, 2016). Charles initially avoided seeking help because he felt people would think 

he was going mad. Studies have shown that individuals with mental illness in the workplace 

report complaints of being bullied, endure sarcastic remarks by colleagues or are closely 

monitored at work (Verkuil, Atasayi, & Molendijk, 2015). This finding is consistent with 

international studies in the UK and Spain (Moss, 2018, Galon et al, 2014) which found that 

immigrant workers report to work when unwell. Johns (2011) described sickness presenteeism as 
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coming to work while ill which is a common phenomenon among immigrant groups (Galon et al, 

2014). The stigma of mental illness coupled with the intersection of low skilled jobs with low 

wages (Crollard et al, 2012), cultural and linguistic differences (Ngwakongnwi et al, 2012), 

discrimination (Creese & Wiebe, 2012) makes it difficult for SSA immigrants to access 

healthcare.  

Limited financial resources also functioned as a barrier to some participants from accessing 

healthcare. Yoofi put it succintly   

“We look after our families here and back home on minimum wage jobs. Losing a day’s 

pay from going to see your GP means somebody starving back home.”  

Esther, a social worker shared a similar sentiment:   

“The financial demands of immigrants from back home are so great. Some of them work 

in minimum wage jobs and work long hours to be able to send money back home at 

regular intervals. I had to discharge two women for no-shows because they were not 

willing to lose a day’s wage to attend an appointment.”  

SSA immigrants feel the impact of financial stress due to their low social economic status, 

oppression and structural racism which prevents many immigrant patients to find the time to go 

to appointments (Ng & Newbold, 2011). The financial stress many SSA immigrants face is 

beyond the one-dimensional attribute of poverty but multi-dimensional from poverty to stifling 

consumer debts and remittances to back home to support families to finance buildings and 

investment projects (Appiah-Yeboah, Bosomtwi & Yeboah, 2013). Remittances are an important 

aspect of migration, and they help to reduce poverty (Adams, 2006) and boost primary and 

secondary education in Ghana (Gyimah- Brempong & Asiedu, 2009). 

A third sub-theme identified was work commitments and work culture which frown upon taking 

time off for mental concerns. Kwesi remarked:  

“I work two jobs (days and evening), so this restricts me from going to see the doctor.”  

Kofi also had to say:  
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“People will not take you seriously at work if you take time that you are depressed or 

going to see your doctor for depression. “They think depression is a “Whiteman’s illness.  

As Addis and Mahalik (2003) pointed out, the conformity to traditional masculine norms, the 

concern of appearing weak, the culture of self-reliance and the stigma surrounding mental illness 

prevent men from seeking help for mental health problems. 

5:7 Health Insurance and ability to pay for services 

 

The government health insurance plan provides Canadian citizens and permanent residents with 

access to basic medical services. Access to healthcare in Canada is tied to one’s ability to pay for 

services and treatment not covered by insurance. Ten participants who had legal residents were 

covered under the Alberta Health Care Insurance Program (AHCIP) and the other five with no 

legal status had no insurance coverage. The Alberta Health Care Insurance Plan (AHCIP) 

provides eligible Albertans, Canadian citizens, and permanent residents with full coverage for all 

necessary medical services, some dental and oral surgical health services (AHCIP, 2020). A 

major concern expressed by participants was the prohibitive costs associated with mental health 

services and insufficient insurance coverage. For example, Esi, a permanent resident, and a stay-

at-home mother had six counselling sessions for posttraumatic disorder and stopped treatment 

because her husband had no private insurance and could also not pay privately. Out of pocket 

costs and gaps in insurance coverage may delay or prevent people from using formal mental 

health services (Martin et al, 2018). 

Similarly, Yaw who works as a security officer stated that despite having health benefits with his 

job, the amount offered in a year was not enough to cover vision, drug, dental or psychological 

treatments.  

“You are only given $500 a year for you and family which cannot do much. I always pray 

not to fall sick because I cannot pay the out-of-pocket expenses.”  

Charles who had no health benefits with his warehouse job put it succinctly:  

“There is no health benefit with the job; so why should I go and ask for help for a mental 

health problem when I can’t afford to pay for any prescribed medication or therapy?”  
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Although all the participants were knowledgeable about universal health insurance in Alberta, 

some were concerned about not being able to meet their medication needs given that universal 

insurance only covers consultations. In addition, many immigrants have lower private rates of 

health insurance (Derose, Escarce & Lurie, 2007), also work for small businesses or have 

multiple low-paying jobs that do not provide affordable employer-sponsored insurance (Passel & 

Cohn, 2009) therefore, out of pocket costs and gaps in insurance coverage may prevent people 

from using formal mental health services.  

Participants who had no legal status are not allowed to hold jobs that offer health insurance or 

purchase government-sponsored insurance. This was what Kofi who had overstayed his visa had 

to say:  

“I cannot apply for jobs that offer health insurance because of my visa problems. I also 

can’t even buy health insurance even if I am allowed or pay $150 to talk to a therapist”.  

On the part of the service providers, the eligibility rules, the length of time new immigrants 

must wait for healthcare and employment situations are obstacles in the access to formal 

healthcare. Bill a psychiatric nurse stated:  

“The three months waitlist often forces newcomers to pay out of pocket or forego the 

much-needed services.”  

April, a therapist also said:  

“Many clients feel that going to see a therapist is expensive and cannot afford it so won’t 

come for help even though our service is free. They are also not aware of counselling 

services provided by organisations like The Catholic Family Service and the Calgary 

Counselling Centre that are less expensive to private psychologists” 

A significant effect of lack of legal status as explained by Kwesi who had overstayed his visitor’s 

visa.   

“I cannot apply for jobs because I am classified as undocumented even though I have the 

necessary qualifications. I use Alafia bitters and over-the-counter medicine when I am sick 

because I cannot afford the doctor’s charges and I don’t want to be sent home.”  
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In Canada, immigrants without legal status must pay for most health services and hospitalisation 

(Simich, Wu & Nerad, 2007). Having legal immigration documents is essential in obtaining 

health insurance in Canada. Health insurance is a significant determinant in accessing health and 

social care (Johar et al, 2018, Derose, Gresenz, & Ringell, 2011). It is directly associated with 

health outcomes such as chronic illnesses and mortality among immigrants (Wilper et al 2009). 

This was recognised by both participants and service providers that having health insurance often 

influences how, when and where participants seek care. The two main sources of insurance are 

the government-funded health care. Kwesi and five other participants had no health insurance 

because they had overstayed their temporary visas. Kwesi had this to say.  

“Because I don’t have papers, I cannot afford to pay for health insurance even if I am 

allowed to buy it, so I don’t go to the doctor.”  

Only legal residents of Canada are eligible to purchase public health insurance under the Canada 

Health Act (Oxman-Martinez et al 2005). Certain categories of temporary workers, foreign 

students, visitors, and undocumented immigrants are excluded from public-funded health 

coverage and are also unable to obtain private health insurance due to their legal status and must 

pay for most health services and hospitalization (Simich, Wu & Nerad, 2007). The lack of health 

insurance compromises the ability of Kwesi and other immigrants who do not have the required 

legal documentation to access care, more likely to have poor health status, diagnosed later and 

die prematurely (Prentice, Pebleey& Sastry, 2005). This finding is consistent with other studies 

that have shown that undocumented immigrants, like other marginalized migrant populations’ 

experiences may unmet health needs. Furthermore, the lack of legal right to remain in the 

country increases the vulnerability of such immigrants to economic, sexual, and physical 

exploitation and diminishes their ability to control their home and work environments (Oxman-

Martinez & Lapierre-Vincent, 2002). Restricted legal entitlements and fear of denial of service, 

debt or deportation may prevent people with precarious immigration status from accessing care. 

The result is that many UMs immigration engage in transnational healthcare practices. Kwesi 

and two other respondents relied on families in Ghana to send them medication for their various 

ailments and supplemented it with over-the-counter medication. Transnational care-seeking as 

Wang and Kwak (2015) argues helps immigrants in managing their health and well-being partly 

because of lack of health insurance, healthcare services, wait times, health beliefs and treatment 
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expectations. This finding is like other studies from immigrant-receiving countries which showed 

the lack of legal immigration documentation and health insurance as major factors in the use of 

health and social care services (Johar et al 2018). The lack of financial resources is a barrier to 

access in the UK and Denmark where undocumented immigrants have no access to insurance 

and are excluded from all healthcare services except in emergencies (Hacker et al, 2015).  

5:8  Immigration Status  

 

Both participants and service providers identified immigration status as a determinant of access 

to healthcare. Ten of the participants were legal residents while the other five had overstayed 

their visas so had no legal right to remain in Canada. Consistent with international research, my 

participants who had no legal right to remain in Canada, also referred to as undocumented 

migrants (UM), irregular, illegal, or non-citizens underutilised health care services (Stimpson, 

Wilson & Zallman, 2014). Excluding UM from accessing health care not only puts their health at 

risk but can adversely impact public health programs which include low immunisation rates, lack 

of follow-up care and untreated mental health issues (Perreira & Pedroza, 2019). This is contrary 

to the international human rights law which obligates governments to ensure that “health 

facilities services are accessible to all, especially the most vulnerable or marginalised sections of 

the population, in law and, in fact, without discrimination on any of the prohibited grounds” 

(CESCR, 2000). Kojo came to Canada on a temporary work visa and lost his right to remain 

when the company collapsed. He decided to stay instead of returning to Ghana. He described an 

incident when he sustained an injury playing football and needed to go to the hospital for a 

check-up but did not.  

“I was afraid to go to the hospital because my work permit had been cancelled and was 

afraid that I would be reported to the immigration authorities. I also did not have the 

money to pay for medical care, so I bought some medicine from an African shop and 

treated myself. It is stressful if you do not have papers to stay in a country. I panic 

whenever I see the Police and I live in constant fear of deportation.”  

Similarly, Adwoa who had been in Canada for 7 years lived in constant fear of 

deportation. She initially entered with a tourist visa and later applied for asylum, but her request 
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was denied and ordered to leave the country. She was waiting for a judicial decision on her 

appeal and had this to say:  

“I am always stressed because you are afraid of something bad happening to you. I 

always feel that I can be arrested and deported anytime. My life is on hold and cannot 

plan for myself my children and family. It was a hard decision to leave my children 

behind. As a single parent, my mother and children rely on me back home. I came here to 

beable to provide for them economically.”  

Canadian immigration laws have created a social hierarchy based on legal status that grants 

immigrants access to goods, benefits, and rights in society (Massey & Bartley, 2005). The 

criminalisation of legal status shapes the identity of undocumented migrants and affects their 

access, utilization, and experiences of mental health services. As noted earlier, five of my 

participants were undocumented migrants and it is estimated that there are 500,000 

undocumented migrants in Canada (Magalhaes, Carrasco & Gastaldo, 2010). Many of them stay 

in the shadows and avoid institutions where they perceive they will be required to show their 

legal documentation (Hacker et al, 2015). The criminalisation of legal status not only shapes the 

identity of UMs (Menjivar, 2006) but it affects their access, utilization, and experience of mental 

health services. They often work in the underground economy for low wages, poor working 

conditions and live-in poor environments which lack access to health and social services (Hacker 

et al, 2015). Charles narrated an incident of a friend in Toronto who avoided going to the doctors 

and only to be diagnosed with stage 4 cancer when he was rushed to hospital after collapsing at 

work and died two weeks after diagnosis. The immigration policies render undocumented 

migrants especially women in abusive relationships vulnerable by the possible fear of arrest and 

deportation (Adams, Clark & Galano, 2018). These interlocking systems of oppression limit their 

access to Canadian society, education, jobs, and healthcare. Many of the immigration policies 

often lead to an intense fear of deportation, contribute to stress and a life of permanent anxiety 

among undocumented immigrants (Becera, 2016, Magalhaes, Carrasco & Gastaldo, 2010). 

Studies have shown that the fear of stigma and embarrassment of not having legal status forces 

many UMs like Kojo to prioritise their safety over health concerns and only access medical care 

at late stages of illness or near death (Hacker et al, 2015, Viladrich, 2019). This is consistent with 

studies across, France, the US, and Denmark (Hacker et al, 2015) where UMs because of the 
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possible consequences of exposure and deportation when found using publicly funded services 

often avoided accessing healthcare. 

As a domestic worker looking after other people’s children with her children back home being 

cared for by their grandmother, Adwoa was always thinking about her children which added to 

her stress and anxiety. As a result of the stigma of being undocumented, Adwoa has few 

Nigerian friends and does not associate with the Ghanaian community. She remarked.  

“You know I don’t go to Ghanaian gatherings. The gossip is too much and the stigma of 

not having papers is stressful.”  

The absence of family and social support may put Adwoa and Aba (previous chapter) at 

increased risk of developing mental illness with a possible poor outcome (Guruge, Thomson & 

Chaze, 2015). Providing Adwoa with information about mental health services may be of little 

help to her because being undocumented, she is not eligible to access publicly funded healthcare. 

The service providers were concerned about women in abusive relationships  

without legal status. Esther, a social worker reported that two of her clients in abusive 

relationships were afraid of reporting domestic violence because they were afraid that their 

spouses would withdraw their sponsorship which would affect their right to remain in the 

country. The threat of withdrawal of sponsorship is a tactic usually used by abusive husbands to 

force their spouses to stay in the relationship even though this is not legally possible (Erez & 

Harper, 2017, Chiu, 2017). This is Esther’s account:  

“I am seeing this woman for anxiety and depression. She complained of increasing verbal 

and emotional abuse by her husband following the loss of his job. She reported that her 

husband has taken her passport and that of her daughter and always threatens to cancel 

his sponsorship, take away their daughter and get her deported. I can’t go back.”  

 Another service provider also commented that the stigma, the feelings of shame, fear of losing 

their children and economic dependence on abusive partners prevent many women with 

precarious legal status from accessing services. The lack of legal status renders the vulnerable 

women to exploitation and limits their ability to access or seek social assistance, counseling, or 

healthcare (Erez & Harper, 2018, Allagia, Regehr, & Rishchynski, 2009). Despite the 
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contributions of most UMs to the growth of the Canadian economy, the lack of legal status 

leaves them and their families with uncertain access to health care, education, social services, 

and legal rights that are basic to promote and protect their health. 

5:9 Perceived discrimination.  

 

The perception of discrimination or bias in healthcare encounters is one of the obstacles often 

cited by immigrants in healthcare encounters (Kemppainen et al, 2018, Higginbottom, et al, 

2016, Pollock et al, 2012). Discrimination can be defined as any practice, judgement, and action 

that create and reinforce oppressive relations or conditions that marginalise, exclude, and/or 

restrain the lives of those encountering discrimination (Hyman, 2009, Karlsen &Nazroo, 2002). 

Although many of the participants denied experiencing overt discrimination, the interviews 

provided instances of different forms of perceived discrimination which created barriers in their 

quest for healthcare. Ekua recounted an incident when she was refused as a new patient when she 

attempted to register at a family practice near her residence. Gatekeepers and receptionists have 

greater powers in controlling access to family doctors (Hammond et al, 2013). This was not an 

isolated incident as other participants narrated similar experiences. The participants’ accounts 

were corroborated by April (therapist) and Rose (social worker) who expressed frustration and 

concern that some family doctors, practices often turn away immigrants, especially refugees 

because they are viewed as having complex health problems. The family doctors, they stated, 

may not be discriminating against newcomers but rather reinforcing institutional discriminatory 

obstacles such as the Interim Federal Help Program for refugees, which doctors find burdensome 

and plagued by payment problems. Perceived discrimination has detrimental effects on both the 

physical and mental well-being of immigrants and has been shown to have worse mental health 

outcomes for adolescents (Schmitt et al, 2014) and can lead to depression (Pascoe & Smart 

Richman, 2009), alcohol and substance abuse (Bennet et al, 2005). 

Another sub-theme identified by participants was the cultural stereotyping of Black Africans. For 

example, Kwesi reported that he was subjected to more health checks in an emergency 

department when he presented with a cut finger.  

“I was asked when last I visited Ghana and whether my inoculations are up to date and a 

whole lot of questions that lacked compassion which I found discriminatory. They think 
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that because you are from Africa, you have infectious diseases, and this makes you feel 

terrible. Don’t get me wrong, sometimes they may ask you certain questions for the right 

reasons, but it is the general belief that Africans are prone to certain diseases which 

makes you feel inferior.”  

Esi also recounted when she was asked repeatedly by different nurses at various times when she 

went to an urgent care centre with a broken arm whether she was a victim of domestic violence.  

“I got angry when a nurse asked whether it is common for men to beat their wives in 

Africa because she saw a news item on TV. I was in a lot of pain and did not answer her, 

but she saw that I was angry and apologised before I went home.”  

The above extracts raise concern about cultural stereotyping of men and gender-based violence 

against African men. Although Canada has a positive attitude towards immigrants than many 

Western nations (Esses, Medianu & Lawson, 2013), the media particularly depicts immigrants 

especially refugees as problems and threats to Canadians. Immigrants and refugees are viewed as 

the other and they represent a potential health threat, dangerous and to be feared (De Connick et 

al, 2018, Jacob, Hooghe & de Vroome, 2017). The “othering” process according to Grove & 

Zwi, 2006) produces and reproduces “marginalisation, disempowerment and social exclusion”. 

Another incident which participant saw as potential discriminatory behavior was around 

language and communication differences. Kofi, for example, narrated an incident during a 

consultation with his new East Indian doctor during his annual physical health check.  

“I felt discriminated against because of my heavy Ghanaian accent. Some people think 

that when you speak with an accent, uneducated and stupid. I was rushed and he just 

wanted to get me out as soon as possible.”  

Studies have shown that health care providers may not provide adequate service to patients if 

they cannot understand much of what they are saying. In the case of Kobina, his ability to 

communicate easily in Pidgin English, which is commonly spoken among English-speaking 

West Africans with the new physiotherapist from Nigeria helped to break down the 

communication barriers and promoted continuity of care. The other incidents of perceived 

discrimination related to experiences of secondary care. Ama, who had previously been treated 



 

- 87 - 
 

by a psychiatrist in England reported that it took her two years before she was able to see a 

psychiatrist in Calgary.  

“It was easier to see a psychiatrist in England and I kept wondering whether I am treated 

this way because I am a new immigrant to Canada.”  

Kojo, a single parent, felt that the child therapist was not supportive and did not consider his 

personal needs and circumstances.  

“I told my child therapist that there are certain days and times that I cannot attend 

appointments. I missed an appointment and was told that my child will be discharged if 

he misses the next appointment. There is no flexibility in the appointment system.”  

April, a therapist who has worked with immigrant services for many years acknowledged that 

acts which may be perceived as discriminatory by patients may be unintentional. She, however, 

admitted that immigrants face uphill tasks accessing services that may not be responsive to their 

cultural and spiritual needs. Discrimination causes higher levels of anxiety, depression, and other 

mental disorders, mistrust and dissatisfaction with care and willingness to access help from 

mainstream services (Molina, Little & Rosal, 2016). Despite the reported incidents of perceived 

discrimination, most of the participants expressed satisfaction in their healthcare encounters. 

They expressed appreciation for the Canadian universal health care system because most of the 

services are free and most of the healthcare providers treat patients with compassion, respect and 

friendliness compared to the healthcare delivery back home. However, as none of my 

participants had accessed mental health services, their views do not reflect the experiences of 

immigrants who have accessed mental health services. 

To conclude, SSA immigrants to Canada face social and economic challenges which make them 

vulnerable to developing mental health problems (Bhui et al, 2003). The cultural context with 

which they conceptualise mental illness is a significant predictor of the use of mental health 

services. Although many of the participants endorsed supernatural attribution of mental illness, 

they, however, highlighted structural factors as major influences on the use of mental health 

services. However, it is pertinent to address the stigma surrounding mental illness that deters 

people from seeking treatment. Immigration-related factors namely English proficiency and 

acculturation in addition to socio-economic, political factors and the healthcare delivery system 
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all intersect to shape the access and use of mental health services by SSA immigrants. 

(Reitmanova & Gustafson, 2009). I am going to synthesise my findings, look at the clinical and 

policy implications, limitations from the study and the recommendations for future research in 

the concluding chapter.  
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Chapter 6 

Introduction 

 

The primary purpose of my study was to explore the beliefs of Ghanaian immigrants in 

Calgary about mental health and mental illness. In addition, I wanted to find out how the broader 

socioeconomic, political, and legal factors would affect the use or non-use of formal mental 

health services by the community participants. I conducted a qualitative study which was 

informed by CE and intersectionality to answer the research questions: 

 

(a) what does mental health, and mental illness mean to Ghanaian immigrants and 

(b)  what factors impact the ability of Ghanaian immigrants to access formal mental health 

services? 

Access to health care is concerned with the ability to get healthcare when it is wanted or needed 

with the main factors being entitled to use the health services and their accessibility to the user. 

The underutilisation of mental health services by immigrants is often taken to indicate lack of or 

poor access to services. However, my data analysis showed that SSA immigrants share some of 

the same barriers in accessing healthcare as the other Canadians, but they are also burdened by 

the intersection of broader socioeconomic, legal, political factors and sociocultural barriers. In 

this last chapter, I will discuss the significant findings from chapters 4 and 5 as they relate to my 

research questions and link my findings to the existing literature, its implications for policy, 

clinical practice and make recommendations for further research.  

 

A review of key findings and analysis 

Socioeconomic barriers 

Low income/socioeconomic status 

Most of the community participants identified financial difficulties and poverty as 

barriers to access mental health care services because of their lower socioeconomic status in 

Canadian society. Poor or low income decreases access to and utilization of healthcare services. 
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Except for hospital in-patient services, mental health and addictions services require either 

payment out-of-pocket or private insurance from good, stable employment in Canada (CMHA, 

2018). Many of the participants like Yaw with secondary degrees had to work long hours or 

double shifts in low-paid jobs with little or no insurance. This limited their ability to take care of 

their health or pay for the necessary medications or therapy. Barriers related to low income can 

result in the inability to pay for insurance coverage or medical expenses. Costs of care can lead 

to a lower use of mental health services by immigrants especially those who are uninsured or 

underinsured or in a lower income bracket. Five participants who did not have insurance 

coverage experienced this problem. For example, Charles who had no health benefits with his 

job stated that he would not access mental health services because he could not afford to pay for 

medication or therapy. This finding was consistent with the study by Adekeye, Adesuyi and 

Takon (2018) which found that low income was a major impediment for African immigrants 

from accessing healthcare in Georgia, USA. The low SES of participants affected their help-

seeking behaviours, access to health resources, quality of care (Alvi et al, 2012,) and made it 

difficult for them to fulfil social and cultural expectations. The financial barriers were not 

peculiar to SSA immigrants as several Canadian studies have demonstrated that Canadians with 

lower incomes, particularly Aboriginal peoples, recent immigrants, and undocumented 

immigrants show lower rates of access and utilization of healthcare services (Loignon et al, 

2015). The lower SES that many SSA immigrants experience is partly related to the lack of 

recognition of their foreign credentials and discriminatory hiring practices which was consistent 

with previous studies on the employment situations of SSA immigrants in Canada (Guo, 2015, 

Creese & Wiebe, 2012, Varcoe, Hankvisky & Morrow, 2007). The socioeconomic disadvantage, 

therefore, makes them more vulnerable to mental ill-health especially with a change in status, 

particularly from a higher status from their countries of origin to a lower status in Canada. 

(Hansson et al, 2012). 

Practical and logistical barriers 

Participants further identified lack of transportation, transportation costs and geographical 

accessibility to health and mental healthcare services as a constraint in accessing and using 

health services which are partly related to their SES. I found transportation barriers more 

prominent among my participants. As we saw in chapter 5, many of the participants live in 
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socially poor neighbourhoods, of which some are not serviced by public transport and can only 

be accessed by personal vehicles. Participants who had family doctors had to travel long 

distances to see their family physician. Apart from the long-distance to appointments, the cost of 

transportation was a barrier for clients on limited incomes. For example, Esi had to take two 

buses to see her doctor which she found not only costly but also inconvenient especially during 

winter. Other transportation barriers participants complained about was the unreliability of public 

transport, vehicle access and vehicle expenses which all echoes the broader literature on 

transportation barriers immigrants face in accessing health care especially those without access 

to a car (Yan et al, 2021, Syed, Gerber & Sharp, 2013). Lack of transportation affects access to 

other social determinants of health such as employment, healthcare, education, places of worship 

which do not affect SSA immigrants alone but other low-income Canadians as well (Dillahunt & 

Veinot, 2018). 

Another obstacle my participants identified was the lack of time and opportunity to attend 

medical appointments and even go to work when sick not to miss the day’s wages. Many of the 

participants worked long hours in distribution and retail which restricted their ability to take time 

off to attend medical appointments (Ng & Newbold, 2011). The long work hours and the 

embarrassment of taking time to obtain mental health treatment may prevent people from 

seeking help. Such was the case with Charles who continued to go to work even though he was 

feeling depressed. This finding was consistent in a study in the Netherlands by Liu et al (2015) 

which found that Chinese immigrants often worked long hours and had difficulties in taking time 

off work for medical consultations. My participants also reported financial pressures they faced 

to send money home to support families and to finance investments which made it hard for them 

to take time off work and miss a day’s wages to attend healthcare appointments. The financial 

strain is strongly associated with higher odds of depression (Dijkstra-Kersten et al, 2015) and for 

prescription of antidepressants (Ahnquist & Wamala, 2011). Another practical barrier Efua 

mentioned was the lack of childcare to attend medical appointments which was an issue that 

many immigrant-women face here in Canada (O’Mahony et al, 2012) 

Immigration-related barriers 

Immigrant status is a prominent barrier to mental healthcare for undocumented SSA 

immigrants. The feelings of uncertainty and fear of deportation by undocumented immigrants 
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compared to citizens, or permanent residents were itself a potential cause of mental illness for 

five participants without legal status. For example, Adwoa and Kojo were afraid to access 

healthcare because they were afraid of being denied service or reported to the authorities for 

possible arrest and deportation. This mirrors similar findings by Kaltman et al. (2014) which 

found that Latina immigrants in the US were afraid of accessing mental health services for fear 

of being refused service or deported based on their legal status. The lack of legal right to remain 

in Canada by Adwoa, and others could not only influence the severity of constant sense of fear 

anxiety and stress they experience but also other factors that affect mental health help-seeking 

such as mental health stigma and low socioeconomic status. Unlike Canadian citizens or 

permanent residents who will have a better quality of life than UMs because of their access to 

publicly funded healthcare, Adwoa and the other undocumented immigrants would have unmet 

healthcare needs if they could not afford private healthcare. Extensive studies have shown that 

uncertain immigration status contributes significantly to worse health and mental health 

outcomes (Kira et al, 2014, Nickerson et al, 2011). 

Another immigration-related barrier that I found was the gendered Canadian immigration 

laws which affected the ability of women in abusive relationships to access help. In chapter four, 

two female respondents in abusive relationships felt reluctant to access services because they 

were financially dependent on their spouses and were yet to acquire their permanent residence. 

According to Hass, Ammar and Orloff (2006), a woman’s immigration status not only heightens 

her vulnerability to violence but can exacerbate the nature of the violence she experiences. For 

example, Aba and Esi were both sponsored and were financially dependent on their spouses 

which affected their autonomy, restricted their access to services and created many legal, social, 

and economic barriers for them despite the emotional abuse they were subjected to. The threat to 

withdraw sponsorship often forces many immigrant women to remain in a dangerous domestic 

situation and avoid seeking help (Menjivar & Salcido, 2002). Aba and Esi faced multiple and 

intersecting barriers in accessing help. These included the social stigma of disclosing domestic 

violence, the cultural beliefs of not disclosing private matters and keeping the family together, 

fear of the loss of their children and the gendered immigration policies that restricted the abilities 

of SSA immigrant women in similar positions to legalise their immigration status without the 

support of their spouses thereby perpetuating their unequal position and reinforce traditional 

gender roles (Martin, 2004). The family class classification of Canadian immigration citizenship 
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places sponsored immigrant women in a subordinate position (Kofman, 2013 O’Mahony & 

Donelly, 2010). As noted by Oxman-Martinez & Lapierre-Vincent, (2002), the intersection of 

Canadian immigration policies, traditional patriarchal norms and gender discrimination puts 

women at a greater risk of economic, sexual, and physical exploitation which reduces their 

ability to control their lives. 

 Healthcare system-related barriers 

Beyond costs, a barrier that half of the respondents reported was lack of access to family 

physicians who are the gateway to specialized healthcare services partly due to the shortage of 

family doctors in Calgary. Participants expressed frustrations at the bureaucratic hurdles they had 

to go through to register with a family doctor. Although the lack of access to family physicians 

was a national problem and not peculiar only to SSA immigrants, two-thirds of the participants 

faced the added burden of not having extended health insurance to cover drugs, eye care, 

dentistry, and other healthcare-related costs. There were also instances of unwillingness when 

family doctors’ practices refused to accept new patients particularly when language and 

insurance were issues. 

A second healthcare-related barrier identified by most of the participants was the lack of 

knowledge about available services. Kofi for example did not know where to direct his friend for 

help to deal with his drug and alcohol dependence. If people do not know where to go for help, 

they may wait until their symptoms are severe before they find where to go for help. My findings 

echo previous studies which found that both Afghani and Chinese Canadians reported poor 

information about available mental health services (Hansson et al, 2012) as well as immigrant 

women about where to get help for postpartum depression (Donelly et al, 2012). The finding 

echoes studies in the US where both East European and Latino immigrants cited the lack of 

knowledge about available mental health services as a barrier in accessing help for mental health 

problems (Derr, 2016). 

Most of the participants also identified the organisation of the healthcare delivery system 

as an impediment to the access and use of mental health services. For example, the referral 

system, intake procedures, opening hours, consultancy and waiting times all combined with other 

social determinants of health to impede access to and use of mental healthcare services. 

Although these were not unique to SSA immigrants, they had the additional weight of the 
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confluence of macrostructural factors (Yang & Hwang, 2016) to contend with in their quest for 

mental health services. 

Perceived discrimination 

In contrast to studies of both Asian Canadians and Black women who cited perceived 

racial discrimination as a barrier to care (Hansson et al, 2013), only two participants complained 

of hidden racial discrimination in their healthcare encounters. For example, Ekua felt that she 

was not registered at the doctor’s surgery in her community because she was a recent immigrant. 

Three service providers acknowledged that some family doctors’ practices refuse to take on 

immigrants especially refugees who they deemed to have complex medical and psychological 

needs and they cannot afford to pay privately for costs. According to Newbold and Willinsky 

(2009), the added time and expense of working with immigrants and refugees becomes an 

additional drain on the resources of physicians and extended consultations; so, may decline 

accepting immigrants, especially refugees. While this was not an overt discrimination, this 

practice goes against the grain of equitable healthcare delivery. The finding is consistent with 

other studies in Canada where immigrants complained of stereotyping, racial slurs, unfriendly 

and inferior care from healthcare providers (Kiselev et al, 2020, Pollock et al, 2012). Unlike SSA 

immigrants, indigenous peoples of Canada encounter greater discrimination because of their 

marginalised position in Canadian society (Matheson et al, 2019). Perceived discrimination in 

healthcare settings can function as a barrier in accessing and using services resulting in 

avoidance or delays in seeking treatment, underdiagnosis, mistreatment, poor treatment 

outcomes (Skorsireva et al, 2014) and increases participants’ feelings of stigmatization. The 

historical and current position of SSA immigrants as the ‘other’ cannot be ignored as studies 

show that immigrants in HICs encounter discrimination in healthcare settings partly due to their 

socioeconomic positions as well as other structural and logistic barriers (Byrow et al, 2020). A 

plausible explanation for the fewer reported incidence of perceived discrimination by my 

participants was that none of them had accessed mental health services which aligns with 

research evidence which shows that people with mental illness suffer discrimination in health, 

education, employment, and housing (Skosireva et al, 2014). Discrimination in Canada today 

according to Edge and Newbold (2013) is subtle, elusive, or systemic relative to the traditionally 

overt forms such as verbal and physical abuse. According to Wafula and Snipes (2014), 
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discrimination and its treatment places black immigrants at a disadvantage and may result in the 

avoidance of the healthcare system. 

Language barriers 

Language has been identified in the immigration literature as a barrier in accessing 

formal mental health services by immigrants (Stewart et al, 2011, Jafari, Baharlou & Mathias, 

2010). Unlike Chinese immigrants who often cite language as a barrier in accessing healthcare in 

Canada (Lam & Heathcote, 2010), that was not the case with most of my participants. It was 

only Esi and Kobina with limited English proficiency that who expressed vulnerabilities in 

healthcare encounters. For example, Kobina reported that he had to repeat himself many times 

during consultation with a nurse because he could not find the appropriate words to describe his 

condition which he found embarrassing. Kobina’s experience appears to confirm Kim et al 

(2011) findings which suggest that limited English proficiency contributes significantly to the 

vulnerability and marginalization of immigrants. The effect is that immigrants with limited 

English proficiency have been known to have fewer physician visits, are less likely to use 

preventative services, may receive inferior quality of care and underuse of services (Kang et al 

2010, Flores, 2005). However, what many of my participants complained about was accent 

discrimination. The heavy Ghanaian accents stigmatized them as not native-born and native 

speakers and were expected to adapt to the linguistic proficiency of the White Canadian society 

(Creese, 2010). This finding mirrors the study by Cunha de Souza et al (2016) which found that 

native accents are seen as qualitatively better than accents of immigrants resulting in prejudice 

and discrimination against immigrants. The global spread of the English language has become an 

instrument of cultural control as native English speaker’s English tend to be considered superior 

to non-native speakers (Ashcroft, Griffiths, and Tiffin, 2013, Chand, 2009) and serves as a 

symbol of power and domination (Derrida, 1994). Three service providers further acknowledged 

the difficulties faced by immigrants for whom English is a second language as an explanation of 

non-engagement in therapy. These essentializing explanations of language barriers in accessing 

formal mental health services by SSA immigrants is fundamentally discriminatory because it 

places the burden on the individuals rather than the healthcare system with the lack of 

professional interpreters and neglects the broader social, political, and economic factors that 

shape the access to healthcare by immigrants. Furthermore, it can also be construed as racism as 
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it portrays that those services will be accessible to people who are able to speak English and 

observe the cultural values and benefits of the White Canadian society. 

Cultural-related barriers 

The two sub-themes that were identified by both community participants and the service 

providers were the cultural understanding of mental illness and the stigma associated with mental 

illness. Participants’ cultural beliefs about the causation of mental illness can affect their decision 

to seek or avoid professional help. Most of the participants mentioned supernatural causes of 

mental illness but only six widely attributed mental illness to it and preferred to consult 

traditional or faith healers prior to seeking medical treatment which is consistent with studies 

among immigrant communities (Yendork et al 2018). The participants who held these beliefs 

were from rural parts of Ghana where such beliefs are widely held (Quinn, 2007). A study by 

O’Mahony et al (2013), found that the cultural beliefs of immigrant women about postpartum 

depression in their countries of origin influenced their decisions in whether to access and utilize 

mental formal mental health services. Religious coping is frequently cited as a treatment strategy 

among African immigrants (Derr, 2016, Thomas, 2015) as an important source of strength in 

stressful situations. Sometimes, religious coping may be the only option because of financial, 

legal, access to primary care physicians, lack of knowledge about available mental health 

services and how to access them. Although religion and spirituality offer hope, the reliance on 

traditional and faith healing practices perpetuate the stigma of mental illness and can also be an 

obstacle to accessing treatment for mental health problems (Thomson et al, 2015, Markova & 

Sandal, 2016, Kirmayer, Gudzer & Rosseau, 2014). The initial preference for traditional and 

faith healing treatment for mental illness among immigrant communities could be partly 

explained by the easy accessibility, affordability of these treatment options and the paucity and 

neglect of psychiatric services in many LMICs (Akerele, 2020, Patel et al 2018). My findings as 

well as other studies have shown that the mental health beliefs of SSA Africans are not fixed but 

can change in response to innovative ideas and knowledge. Studies by Yendork et al (2018), 

Opare-Henaku & Utsey (2017), Kinyua & Njagi (2013) all ascribed multiple causes of mental 

illness including biological, substance use, psychosocial stressors and spiritual and participants 

would not object to the use of formal mental health services.  
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Secondly, participants identified the negative perceptions and stigma surrounding mental 

illness as a significant barrier to accessing care which is consistent with the literature on stigma 

and mental illness (Corrigan et al, 2014). Stigma may stem from factors such as fear, shame, and 

social exclusion. For example, both Yoofi and Ekua described the fear, shame, and 

embarrassment (Tawiah, Adongo & Aikins, 2015, Barke, Nyarko & Klecha, 2011) of having a 

family member with a mental illness; so, families often disguise mental illness as a somatic 

illness. Similarly, families are often blamed as the cause of members' mental illness. 

Concealment may be a coping mechanism to preserve family dignity and avoid difficulties with 

arranged marriages; something which is common among many ethnic groups in Ghana. Even 

where people have positive attitude towards mental illness and mental health help-seeking, social 

stigma remains strong because of concerns about the family’s social standing in the  community. 

Mental illness stigma is widespread across all cultures, and my finding on stigma is consistent 

with the literature on mental illness stigma in Canada which suggests that IRER groups endorse 

higher levels of mental illness stigma than non-immigrant Canadians (Hansson, Tuck, Lurie & 

McKenzie, 2010, Whitley & Kirmayer, 2008). For example, Chen et al (2013) found that Asian 

immigrants in Canada are the least likely group to seek help for mental health problems 

compared to Caucasian counterparts with the same level of distress. The cultural explanation of 

mental illness stigma as a barrier to mental health service use by ethnic minorities here in Canada 

does not take into account the intersection of structural factors and social determinants of health, 

such as education, employment, and access to resources (Liu, Reed & Girard, 2017) that 

influence access to and use of mental health services.  

A third cultural-related barrier that I found from my study was that, unlike the women, the men 

expressed reluctance to seek help for mental health concerns. For example, both Kofi and Kobina 

felt they should be able to resolve whatever issues on their own, unlike Aba who was prepared to 

seek help for any mental health issues. This finding is consistent with the literature on men’s 

health help-seeking behaviours which shows that men of different ages, ethnic backgrounds and 

nationalities use mental health services less frequently than women from comparative groups 

(Addis & Mahalik, 2003). A potential explanation for this is the general feeling among men that 

they can deal with the problems on their own (Melzer et al, 2003). Treatment stigma, self-stigma 

and self-sufficiency have been found to intersect with race, ethnicity, cultural background, and 
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sexual orientation as possible explanations of men’s reluctance to use mental health services 

(Brown, Sagar-Ouriaghli & Sullivan, 2019, Lindinger-Sternart, 2014). 

Social support 

Nonetheless, social networks and relationships can also positively influence help-seeking 

behaviours among immigrants (Yang & Whang, 2016, McDonald & Kennedy, 2004). Social 

support helps immigrants to cope with the stress caused by immigration and resettlement 

challenges (Stewart et al, 2011). Both the community participants and service providers 

acknowledged the influence of family members in mental health help-seeking. Ekua, who had 

postpartum depression was grateful that she had a sister here in Calgary who provided practical 

and emotional support and encouraged her to see her family doctor for help which she eventually 

did after initial hesitation. This reflects the findings in previous studies which suggest that 

immigrants' first preference in health-seeking is to rely on informal social networks (Ahmed et 

al, 2008, Teng et al, 2007). Immigrants often experience a lack of social support following 

migration (George et al, 2015) and the support of extended family is crucial especially for 

immigrant women as it acts as a protective factor against resettlement stressors, and racial 

discrimination in host countries (Puyat, 2013). Unlike Ekua, Aba was socially isolated, her 

husband worked two jobs as UM, and they could not invite her mother to come and help care for 

the newborn baby because of limited finance. Aba was grateful for the support from her midwife. 

She found her mother-in-law’s brief visit from the UK stressful because she spent most her time 

visiting friends. Families can also be a major source of stress and negative health outcomes as 

Aba found with her mother-in-law (O’Mahony et al, 2012) 

Findings in relation to the theoretical framework 

Health behaviour is a significant element in an individual’s health and well-being and Yang and 

Huang’s (2016) framework provided the theoretical basis of my dissertation. It is built on 

Andersen’s Behavioural Model (1995) with a focus on immigrant-related factors that influences 

the access and use of health services by immigrants. I found the framework useful because unlike 

the ABM, Yang and Huang distinguished the factors that affect non-immigrants from immigrants 

in the access and use of healthcare services. Secondly, in addition to the predisposing, enabling 

and need factors of the ABM, Yang and Hwang recognised the influence of macrostructural 

conditions which have a significant influence on the access and use of mental healthcare services 
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or not by immigrants from SSA. For example, the ABM recognised the importance of national 

health policy but did not take into account how the policies affect the use of healthcare services, 

unlike Yang and Hwang. For example, Paul, whom we saw in chapter 1 was a permanent 

resident of Canada but because he had not lived in Alberta for 3 months prior to his 

hospitalization in Calgary, he was hastily discharged from the hospital without the necessary 

health and social care follow-up. I also found the framework useful in explaining and predicting 

the use of healthcare by immigrants, but it does not explain sufficiently the underutilisation of 

mental health services by immigrants. A framework like the ABM does not address the cognition 

and cognitive processes especially with people suffering from mental illness. Mental illness may 

distort the perceptions and beliefs and likely affect the utilisation of healthcare services. 

 Nevertheless, Yang and Hwang’s framework helped to shine light on the risk for the poor 

access and quality care that SSA immigrants face in Canadian society. For example, according to 

government statistics, SSA immigrants have higher education attainment, but most are either 

underemployed or unemployed. Their lower SES affects their health outcomes and the healthcare 

they receive (Wada, Higuchi, & Smith, 2015). I found the framework challenging because it only 

addressed education, an indicator of SES as a predisposing factor and financial resources as an 

enabling factor. In addition, discrimination can be personal, systemic, and structural so does not 

fit nicely into the framework. For example, discrimination which SSA immigrants encounter 

daily in their lives is both structural, systemic, and personal. Overall, despite the critique, the 

framework can help policymakers to focus their attention on conditions that affect access to 

healthcare by immigrants. Besides, immigrant health researchers need to challenge the 

behavioural models and rather focus attention on the broader macrostructural factors and the 

interlocking systems of oppression that shape the access to healthcare faced by immigrants in the 

Global North.  

Strengths and limitations of the study 

I used qualitative research design to conduct this exploratory study on the factors that will 

influence Ghanaian immigrants here in Calgary to use services because little is known about this 

fastest-growing immigrant population. I purposively chose and interviewed fifteen community 

participants and five service providers because of their experience and insights of the subject. 

This gave the participants the opportunity to describe their experiences and provided rich data in 

an unexplored area. Researchers working in the positivist tradition may argue that the sample 
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size was too small to draw any general conclusions. The aim of my study was not to generalise 

the findings to all Ghanaian/SSA immigrants but to gain a deeper understanding of the 

participants' views of the research topic. However, none of the community participants had 

accessed and used mental health services which was a limitation of the study. The findings 

suggest that there are areas for further assessment as this small study indicated. The findings are 

not completely consistent with existing research. For example, on linguistic barriers, the level 

and form of discrimination, and the importance of practical barriers for immigrants with low 

SES. Nevertheless, the findings can inform future qualitative and quantitative studies with a 

larger sample.  

 

Implications for clinical practice and recommendations for future research 

Despite the limitations, the results from the study have implications for policymakers, service 

providers and academicians. The underutilization of formal mental health services by Ghanaian 

and other SSA immigrants cannot be explained by strict adherence to their traditional 

ethnomedical belief system. Many of the participants were not aware of where and how to access 

mental health services which call for an urgent need to improve mental health awareness and 

knowledge about available services within the SSA communities. I will suggest increasing 

collaboration between service providers and the various SSA organisations to provide clear 

information on available services and referral pathways. Service providers should also take 

advantage of the communication media used by Ghanaian and SSA immigrants. These include 

but are not limited to ethnic radio and TV stations, churches and other places of community 

gathering. Secondly, there should be wide publicity for the annual community health fairs 

organised by Alberta Health Services and the fairs should be held in areas of the city with few 

health resources. Community health fairs have been shown to help address the unmet needs of 

underserved communities (Murray et al, 2014). Thirdly, policymakers and service providers 

should research various healing practices from SSA and if they are found to be effective and 

appropriate, incorporate them in the continuum of care as is the case of First Nations 

communities where indigenous healing forms part of healthcare provision (Kirmayer & 

Valaskakis, 2009) 

Consistent with previous research, language and communication barriers pose significant 

challenges in the provision of effective and high-quality care (Squire, 2018). Although this was 
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not a major issue identified by the community participants, the government should make a 

budgetary allocation to family doctors to engage professional interpreters to facilitate 

communication or telephone interpreting services when there is no local interpreter.  

This study challenges mental health service providers to be aware of ways they or their 

services contribute to systemic barriers through their policies and practices. Structural stigma 

occurs when policies and practices affect access to care for people living with mental health and 

substance use issues (Livingston, 2020). Besides, there should be ongoing training for service 

providers to improve their knowledge and skills in addressing social determinants of health to 

better understand SSA immigrants and other minority groups that they serve. As Sellars et al 

(2010) pointed out that individuals are less likely to use healthcare services due to socio-

economic status and cultural beliefs. 

Another clinical implication is to improve general access to family physicians as half of 

the respondents did not have access to regular family physicians. Many foreign-trained doctors in 

Canada are doing various jobs because they have not been able to get their credentials to practice 

medicine. This will help fill the shortage of family doctors if they get the necessary accreditation 

and residency. Finally, health service providers should advocate for healthcare for Canadian 

residents irrespective of their legal status. They should help the public to understand that 

providing access to health for UMs is in the national interest and is essential to improving the 

nation’s health. 

The results of this exploratory study are consistent with similar international studies that 

have shown that non-European immigrants underutilise mental health services (Kirmayer et al, 

2011). Given the results of this research, I will advocate a move away from the simplistic, 

reductionist, culturalist and behavioural approach to researching the health of immigrant or 

underserved populations. I will suggest a community-based participatory research with 

immigrants from other SSA communities informed by an intersectional framework to examine 

the broader social determinants of health and government policies that shape the access to care 

for immigrants as well as the attitudes and behaviours of service providers. Policymakers and 

service providers can compare with large SSA immigrants in the planning and development of 

services to serve the needs of this growing underserved population. 
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Concluding reflections 

Canada is one of the multicultural societies in the world with twenty percent of its population 

foreign-born with immigrants from SSA are the second-highest source of immigrants to Canada, 

behind Asia (Statistics Canada, 2017) and are among the fastest-growing groups. Helping 

immigrants to adapt to their new homes, cope with resettlement challenges and integration into 

the new society is a major public health concern. Studies suggest that immigrants to Global 

North countries use fewer healthcare services particularly mental health and preventive services 

than native populations (Diaz & Kumar, 2014, Morrison et al, 2012) despite their increased 

vulnerability to developing mental health problems (Close et al, 2016, Ladin & Reinhold, 2013).  

The conceptualisation of mental health problems by participants and the explanations they gave 

did not differ greatly from those commonly found in the Global North. Most of the barriers to 

healthcare that my study identified are not necessarily unique to Ghanaian and SSA immigrants 

when compared to other broader immigrant populations. While cultural factors are important and 

should not be ignored by policymakers and service providers, the participants were more 

concerned about practical barriers such as socioeconomic position, transportation cost and 

accessibility, lack of time to attend to healthcare appointments and other healthcare delivery 

structural barriers. Using CE and intersectionality enabled me to highlight the multiple 

marginalisation of this immigrant population and call for a rethinking of cultural stereotyping 

and discriminatory practices that shape access to and utilisation of mental healthcare. The 

underlying issues with regards to the broader socio-economic, political, and legal factors at both 

the individual and institutional levels cannot be ignored. In addition, the culturalist, 

essentializing, and racializing explanations of some service providers served to reinforce the 

subordinate positions of the Ghanaian immigrants and dominant positions of the mainly 

Caucasian service providers. That notwithstanding, the participants showed resilience, and found 

numerous ways to address their healthcare needs despite the multiple intersecting positions and 

interlocking systems of power and oppression (Crenshaw, 1989) that shaped their access to 

health care. 

I have had invaluable learning experiences undertaking this study. I have gained some 

understanding of sometimes the messy nature of the research process and the nature of research 

in general. For example, I have learnt that things do not always fit neatly into categories as I 
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found with the Yang and Hwang’s theoretical framework. The study has given me some ideas 

which have helped me to look at my own professional standards and strategies for possible 

changes. I have begun to question how as service providers how much attention we pay to the 

broader social, economic, and political factors that affect the access and use of the mental health 

services we provide specially to underserved communities and populations. 
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APPENDICES 

 Appendix 1 

 

PARTICIPANT INFORMATION AND CONSENT TO TAKE PART IN THE STUDY 

“A qualitative study of factors that affect mental health help-seeking among Ghanaian 

immigrants in Calgary”. 

Dear ---- 

You are being invited to participate in the above research study undertaken by Alfred Carr, a 

student at University of Bath. 

What the study is about? 

The purpose of the study is to find out what will influence Ghanaian adults in Calgary or those 

who have lived in Calgary in the last 5 years to use mental health services. Information gained 

from the study will help policy makers and service providers to develop and improve services for 

Africans in general with mental health problems in Calgary. The proposal for the study is 

currently being reviewed by the Ethics Committee of the University of Bath, England.  

What will I have to do? 

You will be asked to participate in a face-to face interview with the researcher to share your 

ideas and opinions on the research topic. The interview will be tape recorded and will last for 

about one and half hours. 

What are the benefits of taking part in this study? 

There may be no direct benefits to you as a research participant. However, the information you 

provide will enable policy makers to develop and provide suitable services for fellow Africans. 

What are the potential risks and discomforts? 

Your participation will not present any serious identifiable risks. Some of the questions may be 

sensitive and may make you feel uncomfortable. However, you are free not to answer any 

question that you prefer not to answer or to withdraw from the study at any time. You will be 

given a list of resources that you can call in case you want to talk with a professional about any 

of the issues in the interview. 

What about privacy and confidentiality? 
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All information collected from the study will be kept in locked files. If you give permission, 

information such as your name, address and telephone number may be used to contact you in the 

future for a follow-up interview. You are not required to provide contact information or to agree 

to be contacted in future. All information that could be used to identify you will be kept 

separately from the interview data. No information about you or provided by you during the 

research may be disclosed to others without your written permission.  

What if you do not wish to take part? 

As a volunteer for the study, you can choose to withdraw at any time without any consequences. 

You may also refuse to answer any questions you do not want to answer and remain in the study.  

Who should I contact if I have any question or do not understand something? 

The researcher conducting this study is Alfred Carr. You may ask any questions you have now. 

However, you may contact him on the following telephone numbers should you have any 

questions.  

Will the study cost anything? 

The study will not cost you financially just your time. 

What happens at the end of the study? 

Findings from the study will be presented to local service managers. I will also share the results 

with the organisations who took part in the study any participant who request for copies of the 

findings. The results will also be published in academic journals and presented at conferences. 

Signature of research participant 

I --------------------confirm that I have read and understood the information sheet of the above 

study and have had the opportunity to ask questions.  I understand that my participation is 

voluntary, and I am free to withdraw at any time, without having to give reasons and without my 

care or legal rights affected.  I agree to take part in the above study. 

-----------------------------                   --------------                      --------------------- 

Name of research participant           Date                                  Signature 

---------------------------                     ---------------                     ------------------------ 

Name of researcher                          Date                                  Signature 

--------------------------                        ------------------                ----------------------- 
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 Appendix 2 

INTERVIEW GUIDE 

Introduction:  

Thank you for taking time today to speak with me. I am interested in hearing your thoughts about 

factors which influences Ghanaian Canadians in using or not using formal mental health 

services. The knowledge gained from the study will help policy makers and service providers to 

develop healthcare services that are effective and culturally appropriate to Ghanaian 

immigrants, and other sub-Saharan immigrants in general. I want to assure that all information 

is kept confidential. Please let me know of any questions that you do not feel comfortable 

answering. You have the right to withdraw at any time throughout the study. If you feel upset 

during our conversation, I will stop the interview. Counselling services can also be arranged for 

you if you think it would be helpful. 

(1) I would like you to tell me a little about yourself. 

(2) I would like to find out your beliefs and values concerning mental health and mental illness. 

Prompts: 

What sorts of things affect people’s mental health or causes mental illness? 

What sorts of experiences do you have of difficulties in mental health? (You, people you know) 

 How do you think this was perceived in the community? 

(3) If you were to experience any mental health problem, who and where would you go for help? 

Prompts:  MH Professionals (psychiatrist, psychologist, social worker),  

Social supports (family members & friends) 
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Spiritual leaders (priests, Imams, spiritual healer), Traditional healer 

Was it easy to get the help you need? If yes, what made it easy for you to get the need help, if 

not, what made it difficult 

What kind of cultural beliefs influence the ways you seek help for mental health problems? 

(4) I would like to find out if you are familiar with what services available for people with 

mental health problems 

Prompts: 

Do you have a family doctor? 

What kind of services does Alberta Health Services provide for people with mental health 

problems? 

Which health professionals will you feel comfortable to go and discuss any mental health 

problems that you may have? 

What other health care services should be available to support immigrants with mental health 

problems? 

(5) I would like to find out whether being an immigrant or refugee, what will influence your use 

or non-use of mental health services provided by Alberta Health Services? 

Prompts:  Language, insurance coverage, shame and stigma, transportation immigration status, 

confidentiality, length of stay in Canada 

(6) Do you think being Ghanaian will affect the way mental health professionals treat you? 

(7) Finally, I would like to find out about your thoughts on what is needed to help other 

immigrants with mental health problems 

Prompts: What kind of services would be most helpful? 
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what other health care services should be provided to help and support immigrants with mental 

health problems? 

Is there anything else you would like to tell me today? 

  

Thank You 
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Appendix 3 

 

Interview guide for mental health service providers 

 Thank you for taking time today to speak with me. I am interested in hearing your thoughts 

about the use or non-use of professional mental health services by immigrants and particularly 

Ghanaian immigrants in Calgary. The knowledge gained from the study will help policy makers 

and service providers to develop healthcare services that are effective and culturally appropriate 

to Ghanaian immigrants and other sub-Saharan immigrants in general. I want to assure you that 

all information is kept confidential. Please let me know of any questions that you do not feel 

comfortable answering. You have the right to withdraw at any time throughout the study. 

• First, I would like you tell me a little bit about yourself service. 

● How do people access your service? 

● What sort of people do you tend to have accessed, your service? 

● Which factors do you think influences people to use your service? 

  

Thank You 

  



 

- 170 - 
 

Appendix 4 

Table 1:  Demographic Description of Community 

Participants 

Participant Gender 
Age 

Range 

Level of 

Education 

Length of 

Time in 

Canada 

(Years) 

Immigration 

Status 

Kwesi M 35-45 Technical 6 PR 

Aba F 25-34 Diploma 1 U 

Yoofi M 60+ High School 5 U 

Esi F 45-55 
Jun High 

School 
7 PR 

Kobina M 25-34 High School 4 PR 

Yaw M 35-45 Masters 6 PR 

Efua F 60+ High School 25 C 

Adadzewa F 18-24 Masters 14 PR 

Charles M 45-55 Masters 8 C 

Kojo M 35-45 Bachelors 10 U 

Ekua F 25-34 Diploma 6 U 

Adwoa F 35-45 Diploma 8 U 

Ben M 18-24 Technical 12 PR 

Ama F 45-55 Bachelors 12 C 

Kofi M 60+ High School 30 C 

      

 

Legend: C=Citizen, PR=Permanent Resident, UM=Undocumented Migrant 
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Appendix 5 

 

Table 2:  Demographic Description of Mental Health 

Service Providers 

 

Participant Gender 
Age 

Range 
Profession 

Education 

Level 

# Of 

Years in 

Practice 

Esther F 25-30 Social Worker MSW 5 

Tim M 40-55 Psychologist M. Ed 20 

Rose F 40-55 Social Worker MSW 18 

April F 40-55 Registered Nurse (Therapist) MFT 15 

Bill M 31-40 Registered Psychiatric Nurse Dip HE 7 

      

 

 

 

  

 

 

 




