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Introduction

Untreated mental health problems of immigrants can cause great human suffering as well as a
high economic burden on host countries through increased morbidity and negative influence on
education, employment, and family relations.1 To facilitate equal access to mental health services,
more knowledge about factors influencing immigrants’ mental health help-seeking is urgently
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Abstract

Multiple psychosocial factors influence help-seeking behavior among immigrants, but studies
have focused on separate issues in single cultural groups. This study tested a model of help-seeking
behavior among three ethnically different immigrant groups. Participants were 1356 Somali,
Russian, and Kurdish immigrants (18–64 years). They reported past traumatic events, social
network, acculturation indices, trust in services, and mental health as well as usage of mental and
somatic health services. Structural equation modeling (SEM) with multigroup procedure was
applied. First, past traumatic events were associated with seeking more mental health services,
indirectly mediated through increased risk for mental health problems in all three ethnic groups.
Second, acculturation played a significant role in the use of mental and somatic health services
only in Kurds and social networks in Kurds and Russians. The unique culturally influenced
dynamics in help-seeking behavior should be considered in the development of health services.
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needed. Theoretical models of help-seeking behavior emphasize the important roles of health
beliefs, attitudes, and trust in services, as well as personal, societal, and family resources (e.g.,
social support) and need for care (e.g., distress or mental health problems).2, 3 Research available
on single immigrant groups has found acculturation, emigration context, cultural values, and illness
explanations as special factors influencing health service use.4, 5 Yet, earlier studies have not
analyzed similarities and differences in health help-seeking across diverse ethnic immigrant groups.

The present study aims at comprehensive analysis of multiple psychosocial factors influencing
the use of mental and somatic healthcare services among the diverse cultural groups of Somali,
Kurdish, and Russian immigrants settled in Finland. The tested model is based on research about
factors affecting immigrants’ help-seeking behavior and acknowledges that especially refugees
have a severe trauma history which may influence their service use as well as factors influencing
help-seeking.

Immigrants and mental health

Migration occurs voluntarily because of social bonds and better economic and educational
prospects or involuntarily because people are forced to leave their country and seek refuge due to
military, political, ethnic, or other persecution. Refugees and asylum-seekers have often
experienced severe pre-immigration stress and traumatic events, such as war, violence, and
torture.6 Consequently, they are at an increased risk for mental health problems, including post-
traumatic stress disorder (PTSD), depression, and anxiety, as well as severe somatic problems, like
chronic pain disorder.7 In addition, immigrants face further stress and problems post-immigration,
while suffering from separation and worry about family left behind.8, 9

Despite high levels of mental and somatic symptoms and a greater need for health services,
refugees seem to use less health services than native residents. Previous studies of Iraqi refugees
resettled in Australia and the USA, Bosnian refugees in the USA, and Somali refugees in Great
Britain confirm the high levels of symptoms and low use of mental health services.10–13 In the
Finnish Migrant Health and Wellbeing Study (Maamu), the mental health status of Kurdish
immigrants was significantly worse than that of the Finnish native population, indicated by a high
level of anxiety and depression symptoms.14 Similar results were also presented in a sample of
Sub-Saharan immigrants to the USA.15 Concerning voluntary immigrants, findings are inconsistent
regarding health service needs and mental health. Research suggests that those who have
immigrated to Western countries from the former Soviet Union are more likely to be distressed
than native residents, need more health services, and use them more often, especially with age.16–18

Furthermore, a recent review highlights a generally higher risk of mental illness in first-generation
migrants.19

Factors predicting health help-seeking

Help-seeking comprises a complex set of cultural norms that influence all steps in the process;
beginning with the recognition of a health problem, followed by the decision to seek help to solve
it, and the selection of a treatment or service. Cultural interpretations navigate the comprehension
of mental health problems and their causes, influencing decisions of service use.20 For instance,
mental health problems can be interpreted in a religious or spiritual context, as observed in
traditional Muslim societies and African tribal communities. Hence, mental illness can be
understood as God’s will, a punishment from one’s ancestors, or witchcraft, which may lead to
avoidance of help-seeking due to the fear of generating conflict with the community.21, 22

Oftentimes, a more culturally acceptable way to handle mental illness is to construe psychological
distress as somatic problems. In fact, many non-Western societies use bodily metaphors to describe
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emotional sensations.23 Thus, somatic interpretations of psychiatric symptoms can influence the
way someone seeks help, primarily for somatic health symptoms from general health services.

Distrust in healthcare professionals who represent the host culture may partly explain
immigrants’ low use of mental health services. Immigrants seem to prefer seeking help from
relatives, traditional healers, and religious leaders rather than official healthcare service providers in
Finland and elsewhere.24, 25 However, positive experiences with healthcare professionals,
familiarity with the host culture, and language proficiency increase the degree of trust in health
services of the host country.26, 27

Successful acculturation is agreed to influence both mental health and help-seeking behavior.28

For instance, a Dutch study showed that a high level of acculturation to the host culture increased
the use of health services among Turkish and Moroccan immigrants.29 Language proficiency is
considered the strongest predictor of acculturation, followed by age of immigration, length of
residence in the host country, generational status, and cultural similarity with the country of
origin.30, 31 A qualitative study with Somali immigrants in Finland reported communication
problems as a barrier to the use of mental health services.24 Similarly, older Kurdish and Russian
immigrants in the USA experienced language problems and cultural differences as barriers for
health service use.4, 32

The social network clearly influences immigrants’ help-seeking. There is ample evidence that
immigrants from interdependent cultures seek help predominantly from family and relatives. The
importance of one’s own network has been confirmed among Asian, Latin American, Russian,
Somali, and Kurdish immigrants.33–37 Among Asian immigrants in the USA, family conflict and
loneliness led to help-seeking from professional health services.31 Typically, immigrants maintain
part of their social network outside of the host country, and friends and relatives will also help them
find services in their homeland.38

Generally, women seem to be more active in seeking help for mental and physical health
problems, especially when their prior experience is positive.39, 40 However, women immigrating
from cultures where the men control all access to healthcare are typically not active help seekers
and experience more barriers in service use.41 In a study with Somali immigrants, the men seemed
to control doctors’ visits of their wives in immigrant conditions, reflecting their patriarchal social
system.26 Additional research with immigrants in France emphasizes the positive influence of
education on mental health and experiences with health services.42 However, a study among
immigrants from Sub-Saharan Africa to the USA found no impact of education on help-seeking.43

Context of the present study

Through a steep rise in immigration numbers in recent years, Finland is transforming from a
mono-cultural to an increasingly multiethnic country. Nonetheless, Finland’s public healthcare
system is still based on mono-cultural and biomedical health conceptions. All permanent residents
(including immigrants) are entitled to use the municipal healthcare system, which is primarily
funded by taxation and patient fees that are relatively cheap and have an upper limit per year.

Russians, Somalis, and Kurds are among the largest immigrant groups in Finland. Russians tend
to relocate due to work contracts, private bonds, or as returnees from areas of the former Soviet
Union. Somali immigrants have often experienced political turmoil and civil war in their home
country and come to Finland to seek refuge. As a stateless nation, Kurdish people constitute in
Finland an ethnic minority, and many have endured persecution, oppression, and imprisonment
before immigration. Similarly, Russian, Somali, and Kurdish immigrants come from interdepen-
dent cultures, emphasizing a relational social identity and an interdependent self-construal.44

Instead, Finnish mainstream culture emphasizes independent and individualistic aspirations and a
biomedical perspective in healthcare. These culturally discrepant norms may challenge the daily
life of immigrants in Finland.
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Research aims

The aim of this study was to test a model of multiple psychosocial factors associated with help-
seeking behavior in Russian, Somali, and Kurdish immigrants (see Fig. 1 for schematic
presentation). Associations between traumatic events, social network, acculturation indices, mental
health, and trust in services were examined among three immigrant groups to explain help-seeking
from mental and somatic health services. The model analyzes both possible direct paths between
psychosocial predictors and seeking help from mental and somatic healthcare services and tests the
significance of multiple mediating paths between traumatic events and help-seeking. The model
hypothesizes that high levels of traumatic events are associated with increased help-seeking
through (a) deteriorated social networks and/or (b) low levels of acculturation, which in turn are
associated with (c) low trust in services and/or (d) high levels of mental health problems. The
model also controls for age, gender, and education, given their importance in predicting health
help-seeking behavior.

Method

Participants, sampling, and study procedure

The data of the present study is part of the Finnish Migrant Health and Wellbeing Study
(Maamu), a cross-sectional interview and health examination survey conducted by the Finnish
National Institute for Health and Welfare between 2010 and 2012.45 For the study, 3000 adult
immigrants (1000 of Russian origin, 1000 of Somali origin, and 1000 of Kurdish origin) between
the ages of 18–64, residing in Finland in six different city areas for at least 1 year, were randomly
selected from the National Population Registry.

The sampling method was stratified random sampling by municipality and ethnic group. In order
to produce population level estimates that are representative of the three ethnic groups in Finland
and reduce bias due to non-response, inverse probability weights (IPW) were calculated according
to ethnic group, age group, gender, municipality, and marital status and used throughout this study.
Participants in the present study are 545 Russian, 351 Somali, and 508 Kurdish immigrants who
attended both the interview and health examination portions of the study.46

Figure 1
Schematic model of psychosocial factors to help-seeking behavior

Trauma, Psychosocial Factors, and Help-Seeking SCHUBERT ET AL. 83



Procedure of the study

The Maamu Study received ethical approval by the Coordinating Ethical Committee of the
Helsinki and Uusimaa Hospital District in Finland. All participants provided written informed
consent in their native language or in Finnish. Additionally, trained staff of Russian, Somali, and
Kurdish origin conducted face-to-face interviews and health examinations in the participants’
native language or in Finnish. If the person was unable to read and/or write, help was provided in
filling out the questionnaire. The interview portion lasted approximately an hour.

Measures

Background features

Participants reported marital status, education, socioeconomic status, household size, and work
situation. Education was coded into three classes: no education, vocational training/some courses,
and academic/polytechnic education.

Traumatic events

Personal experience of traumatic events was assessed using a checklist that asked about
experiencing war or natural disaster, witnessing a violent death or injury, as well as experiencing
sexual violence, assault, kidnapping, torture, or another extremely violent act. Participants were
asked to respond yes (1) or no (0) to each question, and a new variable was computed based on the
sum of traumatic events.

Indices of acculturation

Acculturation was measured using five variables. (1) Participants reported the year they arrived
in Finland, and the according length of residency (years) was calculated. (2) Nationality status in
Finland was coded as Finnish versus not Finnish citizen. (3) Language proficiency was indicated
by one’s level of understanding of both Finnish and Swedish (ranging from 1 = not at all to 4 = I
understand well) and being able to Bexplain things in Finnish/Swedish^ (ranging from 1 = not at all
possible to 4 = I manage well). (4) The number of Finnish friends as raw numbers. (5) Social
contacts with Finns were assessed by asking the amount of communication with Finns (1 = almost
daily, 2 = weekly, 3 = monthly, 4 = a few times per year, 5 = seldom, 6 = never/does not apply).

Social network

The social network of participants was measured by five variables: (1) Friends’ number refers to
participants’ responses to the question, BHow many good friends do you have?^ The answers were
coded using a 5-point Likert scale (1 = no friends, 2 = one friend, 3 = two to three friends, 4 = four
to six friends, 5 = seven or more friends). (2) Loneliness indicates the subjectively experienced lack
of a social network, assessed by the question, BDo you feel lonely?^ Response choices were based
on a 5-point Likert scale that was reverse scored (ranging from 1 = not at all lonely to 5 = always
lonely). Further, researchers inquired about participants’ (3) contacts with relatives, (4) members of
one’s own ethnic group, and (5) people abroad, via a 6-point Likert scale (ranging from 1 = almost
every day to 6 = there are no friends/relatives).

Depression and anxiety

The Hopkins Symptom Checklist-25 (HSCL-25), a self-administered questionnaire, was used to
assess levels of depression and anxiety. The HSCL-25 includes 15 items covering depressive
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symptoms (e.g., Bfeeling hopeless about the future^) and 10 items measuring anxiety symptoms
(e.g., Bnervousness and shakiness inside^) during the past week which participants answer on a 4-
point Likert scale (ranging from 1 = not at all to 4 = extremely). The checklist is a cross-culturally
valid instrument.47, 48 Mean scores for depression and anxiety sub-scales were calculated.

Somatization symptoms

Somatic symptoms were assessed with the somatization sub-scale of the Symptom Checklist-90
(SCL-90) by Derogatis.49 Each item describes a somatic experience (e.g., dizziness or muscle
soreness). The participants marked their own experience on a 5-point Likert scale (ranging from
1 = not at all to 5 = very much).

Life satisfaction

Satisfaction with one’s life was measured via three variables: (1) satisfaction with oneself, (2)
satisfaction with relationships, and (3) satisfaction with ones’ own health. Participants answered questions
using a 5-point Likert scale with choices that ranged from 1 = very satisfied to 5 = not at all satisfied.

Trust in services

Participants’ level of trust in services wasmeasured via three variables. (1) Trust in healthcare and (2)
trust in social services were questioned by single items using four Likert response choices (ranging
from 0 = not at all to 3 = I trust totally). (3) Trust in people was measured by asking participants the
extent of their belief in the statement, BI believe that people cannot be trusted.^ Participants answered
using a 5-point Likert-scale (ranging from 1 = I believe very much so to 5 = I do not believe that at all).

Help-seeking of mental health services

Four variables were developed to assess help-seeking of mental health services. (1) Doctor visits refer
to the use of mental health services offered by a psychiatrist, a doctor, or a psychologist during the past
12 months (1 = yes, 0 = no; sum variable = 0 to 3). (2) Psychiatric services include 10 mental healthcare
providers: healthcare center, occupational health, open clinic, mental hospital, student healthcare, private
services, alcohol/substance abuse clinic, and others (1 = yes, 0 = no). (3) Use of mental health services
abroadwas examined for the past 12months with a direct question (1 = yes, 0 = no). (4) Participants were
asked if they experienced need for mental health services at the time of the study (1 = yes, 0 = no).

Help-seeking of somatic health services

Four variables indicate the use of somatic services: Health care center and General practitioner
(GP), Private doctor, Hospital open clinics or Services elsewhere. Participants reported whether
they used these services in the past 12 months (1 = yes, 0 = no).

Statistical analyses

The distributions of demographic and trauma variables were described by cross-tables and χ2 tests
among the three immigrant groups. Structural equation modeling (SEM; AMOS 15.0 software; SPSS
Framework Version) was applied to test the model of psychosocial factors contributing to help-seeking
behavior among the three ethnic groups. Multigroup procedure was applied to the model simultaneously
to test direct and mediated paths in each group. The criteria for good model fits in SEM were non-
significantχ2 value,χ2/df G 2.00, Comparative Fit Index (CFI) and Tucker-Lewis Index (TLI) above .90,
and RMSEA below .06.50 Missing values in the models were estimated with regression imputation
(maximum likelihood estimation available in AMOS), and modification indices (MI) information was
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used to specify associations and covariates between estimates. SEM was chosen because it (1) can test
multiple regression equations simultaneously, which reflects the phenomenon that multiple psychosocial
factors are associated with help-seeking behavior and (2) can produce measurement models of manifest
variables to construct comprehensive latent concepts, which was helpful when dealing with single a-
theoretical items typical for epidemiological studies. Further, SEM (3) allowed researchers to evaluate the
significances of direct and indirect (mediated) paths between trauma and help-seeking behavior
simultaneously and (4) provided a multigroup procedure to test whether the models fit indices,
standardized coefficients (β) for individual paths, and covariates differed between the three ethnic groups.

First, analyses involved testing the measurement models of the latent constructs of social network,
acculturation indices, mental health, trust in services, and help-seeking for mental and somatic/general
health services in a multigroup procedure to show factorial invariances (whether the measurement models
differ or are similar across the three groups). Second, multigroup procedure was used to test whether the
hypothesizedmodel, with direct and mediated effects between traumatic events and help-seeking (Fig. 1),
would fit similarly in the data of the three groups. Third, if that multigroup SEM analysis did not fit the
data, the hypothesized model was separately tested in the Russian, Somali, and Kurdish groups.

In the SEM model, traumatic events were the exogenous manifest variable, and its associations
were tested with the latent constructs of seeking help from mental health services (four manifest
variables) and somatic health services (four manifest variables), either directly or mediated through
social networks (five manifest variables) or acculturation indices (five manifest variables), and
further through mental health (three manifest variables) and trust in services (three manifest
variables). The shared variances between the endogenous predictor variables and help-seeking
from mental health and somatic health services were allowed to correlate according to the MI; age,
gender, and education were included as covariates in the models.

Results

Descriptive statistics

Table 1 presents the background characteristics and traumatic events of the participating Russian,
Somali, and Kurdish groups. The groups differed in regard to all characteristics. For example, there were
more women (64%) in the Russian group than in the Kurdish (45%) and Somali (56%) groups. Also,
Russian immigrants were more likely to report work permit-based residence status (54%), whereas about
half of Somali (56%) and Kurdish (54%) participants had a refugee status. Russians were older (40 vs.
23% of participants were within the 45–64 age group) and better educated than others, as 79% had a basic
high school education, compared to 42% among Kurds or 22% among Somalis. Additionally, Kurds had
lived a shorter time in Finland (10.82 years on average) than the other groups (11.66–11.85 years on
average).

Kurdish immigrants reported the highest level of traumatic events, with one fifth (21%) reporting
more than six traumatic events, while only a few Somalis and Russians (n = 4–7) reported a similar
number. Earlier published findings based on the same data revealed that the three ethnic groups
also differed in the ways that they endorsed mental health problems: Kurds endorsed depressive,
anxiety, and somatic symptoms highly, whereas Somalis endorsed mainly somatic symptoms, and
Russians reported the lowest levels in these symptoms.14

Measurement models

The measurement models of seven latent constructs with the loadings of their manifest variables
are presented in Table 2 separately for each ethnic group. The multigroup measurement model had
an acceptable fit to the whole data (CFI = .90, TLI = .90, RMSEA = .027 (90% CI .026–.027)),
although the (χ2) statistic indicated misfit (χ2 (992) = 3927.51, p G .0001; χ/df = 3.96) due to the
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large sample size.51 The groups differed in the significances of the loadings of manifest variables
on the latent constructs (standardized regression weights), except on mental health. The
measurement model of mental health was complete in all ethnic groups (i.e., the manifest variables
of depression and anxiety, somatization, and life satisfaction showed significant loadings on the
latent construct of mental health).

The measurement model of the social network was complete in the Somali group, but the manifest
variable of loneliness did not load significantly in Russian and Kurdish groups. The five manifest
variables of the latent acculturation construct loaded significantly in the Russian and Kurdish groups,
but the variable of Finnish friends did not load on that construct in the Somali group. While the latent
construct of seeking mental health services was relatively complete in all three groups (except seeking
help abroad in the Kurdish group), the latent construct of seeking somatic healthcare services was

Table 1
Demographic, acculturation, and trauma characteristics of the Russian, Somali, and Kurdish

immigrant groups

Russian
(N = 545)

Somali
(N = 351)

Kurdish
(N = 508)

χ2

% n % n % n

Gender 38.23****
Men 35.8 195 44.2 155 54.7 278
Women 64.2 350 55.8 196 45.3 230
Age 55.14****
18–29 26.6 145 41.0 144 32.5 165
30–44 33.4 182 35.9 126 44.5 226
45–64 40.0 218 23.1 81 23.0 117
Education 377.76****
No education 0 0 31.9 109 12.6 64
Primary/secondary school 20.6 111 46.2 158 45.8 232
High school 79.4 427 21.9 75 41.6 211
Length of residence 24.81***
1–5 years 21.7 117 28.3 98 20.7 105
6–14 years 419 226 38.4 133 52.7 267
15 years or more 36.4 196 33.2 115 26.6 135

National status 20.74***
Finnish nationality 44.4 242 36.5 128 44.9 228
Refugee or asylum seeker 1.0 5 56.4 212 54.1 279
Work permit 53.6 297 6.1 6 2.0 9
Finnish language proficiency 21.75***
Good and sufficient 98.1 528 93.6 322 98.6 499
Poor or non-existing 1.9 10 6.4 22 1.4 7
Traumatic events (number) 365.89****
None 75.2 410 51.9 182 22.6 115
1–5 24.0 131 46.2 162 56.3 286
6–10 0.7 4 2.0 7 21.1 107

Note. The available data vary due to missing information

Trauma, Psychosocial Factors, and Help-Seeking SCHUBERT ET AL. 87



T
ab

le
2

L
oa
di
ng

es
tim

at
es

of
m
an
if
es
t
va
ri
ab
le
s
fo
r
la
te
nt

co
ns
tr
uc
ts
of

th
e
S
E
M

he
lp
-s
ee
ki
ng

m
od
el
s
of

ps
yc
ho
so
ci
al
fa
ct
or
s
in

R
us
si
an
,S

om
al
i,
an
d
K
ur
di
sh

gr
ou
ps

O
b
se
rv
ed

va
ri
ab

le
s
fo
r
la
te
n
t
co
n
st
ru
ct
s

R
u
ss
ia
n

S
om

al
i

K
u
rd
is
h

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

H
el
p-
se
ek
in
g
of

m
en
ta
l
he
al
th

se
rv
ic
es

D
oc
to
r
vi
si
ts

1.
00

.6
6

1.
00

.4
1

1.
00

.7
3

P
sy
ch
ia
tr
ic

se
rv
ic
es

.3
4

.0
4

.8
5

9.
12
**
*

.9
8

.1
9

.4
5

5.
18
**
*

.4
3

.0
4

.5
3

10
.0
2*
**

S
ee
ki
ng

he
lp

ab
ro
ad

.0
1

.0
1

.1
1

2.
27
*

.0
1

.0
1

.2
9

7.
18
**
*

.0
1

.0
1

.0
8

1.
49

N
ee
d
fo
r
ps
yc
hi
at
ri
c
he
lp

.1
3

.0
1

.4
7

9.
10
**
*

.1
0

.0
1

.4
9

10
.0
0*
**

.1
3

.0
1

.7
7

9.
39
**
*

H
el
p-
se
ek
in
g
of

so
m
at
ic

he
al
th

se
rv
ic
es

H
ea
lth

ca
re

ce
nt
er
,
G
P

1.
21

.4
2

.1
5

2.
91
**

.0
2

.0
1

.2
3

2.
64
**

1.
14

1.
64

.1
3

2.
04
*

P
ri
va
te

do
ct
or

vi
si
ts

.3
9

.2
1

.0
9

1.
88
+

.5
6

.4
3

.1
0

1.
29

.0
6

.0
4

.0
8

1.
68
+

H
os
pi
ta
l
op
en

cl
in
ic
s

.3
8

.3
7

.3
0

1.
03

.9
9

.7
1

.1
6

1.
39

.4
5

0.
07

.3
8

6.
20
**
*

S
er
vi
ce
s
el
se
w
he
re

1.
00

.6
4

1.
00

.6
3

1.
00

.6
4

A
cc
ul
tu
ra
tio

n
in
di
ce
s

L
en
gt
h
of

re
si
de
nc
e

1.
00

.6
0

1.
00

.2
2

1.
00

.5
2

N
at
io
na
lit
y
st
at
us

.0
7

.0
1

.5
4

13
.7
1*
**

.0
3

.0
2

.2
5

1.
75
+

.0
7

.0
1

.4
0

10
.9
3*
**

L
an
gu
ag
e
pr
ofi

ci
en
cy

.1
5

.0
1

.7
9

12
.9
9*
**

.3
5

.1
0

.6
7

3.
64
**
*

.2
0

.0
2

.7
8

10
.8
0*
**

F
in
ni
sh

fr
ie
nd
s

.6
2

.1
3

.6
9

4.
77
**
*

.0
8

.1
8

.0
8

0.
45

.3
2

.1
4

.7
1

2.
28
*

S
oc
ia
l
co
nt
ac
ts
w
ith

F
in
ns

.1
8

.0
1

.8
2

13
.0
1*
**

.7
0

.1
9

.8
3

3.
64
**
*

.2
7

.0
3

.8
7

10
.6
1*
**

S
oc
ia
l
ne
tw
or
k

N
um

be
r
of

fr
ie
nd
s

1.
00

.2
2

1.
00

.2
0

1.
00

.1
6

F
ee
lin

g
of

lo
ne
lin

es
s

−
.0
6

.9
5

−
.0
6

−
1.
01

.1
2

.0
5

.2
2

2.
58
**

.1
6

.1
1

.1
0

1.
37

C
on
ta
ct
s
w
ith

re
la
tiv

es
.5
6

.1
9

.3
3

2.
92
**

.2
3

.0
7

.3
1

3.
12
**

.4
8

.2
1

.2
2

2.
27
*

C
on
ta
ct
s
w
ith

ow
n
et
hn
ic

gr
ou
p

.3
4

.1
2

.3
0

2.
85
**

.7
0

.1
9

.8
6

3.
71
**
*

.9
9

.4
1

.5
2

2.
65
**

C
on
ta
ct
s
w
ith

pe
op
le

ab
ro
ad

.5
1

.1
6

.4
7

3.
11
**

.2
2

.0
7

.8
0

3.
35
**
*

.2
5

.1
3

.1
6

1.
97
*

T
ru
st
in

se
rv
ic
es

T
ru
st
in

he
al
th

ca
re

1.
00

.8
8

1.
00

.9
3

1.
00

.8
8

T
ru
st
in

so
ci
al

w
or
k

.5
9

.1
1

.5
5

5.
41
**
*

.6
7

.1
5

.6
2

6.
67
**
*

.8
1

.2
8

.6
6

2.
88
**

88 The Journal of Behavioral Health Services & Research 46:1 January 2019



T
ab

le
2

(c
on
tin

ue
d)

O
b
se
rv
ed

va
ri
ab

le
s
fo
r
la
te
n
t
co
n
st
ru
ct
s

R
u
ss
ia
n

S
om

al
i

K
u
rd
is
h

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

U
n
st
d
β

S
td
E

S
td

βb
t
te
st
s

T
ru
st
in

pe
op
le

.1
7

.0
9

1.
86
+

.1
3

.1
3

.0
8

1.
10

.2
0

.1
3

.1
6

2.
41
*

M
en
ta
l
he
al
th

D
ep
re
ss
iv
e
an
d
an
xi
et
y
sy
m
pt
om

s
1.
00

.8
7

1.
00

.1
0

1.
00

.9
4

S
om

at
iz
at
io
n
sy
m
pt
om

s
.9
8

.0
7

.7
8

15
.0
8*
**

.8
3

.2
7

.5
7

3.
06
**

.9
3

.0
6

.8
1

16
.1
3*
**

L
if
e
sa
tis
fa
ct
io
n

1.
15

.0
9

.6
4

13
.5
9*
**

.4
0

.1
6

.2
3

2.
57
**

.8
6

.0
7

.5
8

12
.6
1*
**

+
p
G
.1
0

*p
G
.0
5

**
p
G
.0
1

**
*p

G
.0
01

a A
bs
en
ce

of
un

st
an
da
rd
iz
ed

β,
S
td
E
(s
ta
nd

ar
d
er
ro
r)
,
an
d
t
va
lu
es

re
fe
r
to

pa
ra
m
et
er
s
fi
xe
d
to

1
in

th
e
m
ea
su
re
m
en
t
m
od

el

Trauma, Psychosocial Factors, and Help-Seeking SCHUBERT ET AL. 89



problematic in Russian and Somali groups. However, the construct was kept in the SEM analyses
because the use of mental health services did not suffice alone as an outcome construct.

Factors related to help-seeking in three ethnic groups

The multigroup SEM analysis testing the model similarity of Russian, Somali, and Kurdish
immigrants did not reach sufficient fit indices (CFI = .79, TLI = .73), although RMSEAwas adequate in
the three ethnic groups (.040, 95% CI (.038–.041)). This means that the model of psychosocial factors
on help-seeking differs between groups, and thus, the separate models are reported accordingly.

Figure 2 presents the SEM model among Russian immigrants. It explained 23% of help-seeking
for mental health services and 66% for somatic healthcare services. The model showed good fit
(χ2/df = 1.99; CFI = .90, TLI = .90, RMSEA = .045 (90% CI .040–.049)), although significant χ2

indicated misfit (data (χ2 (335) = 698.11, p G .0001). Results showed, first, that traumatic events
were directly associated with help-seeking, as Russian immigrants with high exposure to traumatic
events were seeking more help from somatic healthcare (β = .13, CR = 1.89, p G .05) than those that
were less exposed. Second, traumatic events were associated with seeking both mental health and
somatic healthcare services (a) through mental health problems and (b) through a link between trust

Figure 2
Results of the help-seeking model of psychosocial factors in the Russian immigrant group

(structural equation model). Notes. Non-significant paths, error terms, and correlated errors are not
shown for clarity reasons. Path coefficients represent standardized β values. For a description of

manifest variables and fixed estimates, see Table 2. * p 9 .05; ** p G .01, *** p G .001,
**** p G .0001; N = 545
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in services and mental health problems. Traumatic events were associated with a high level of
mental health problems (β = .17, CR = 3.77, p G .0001) that, in turn, was associated with a high
level of seeking mental health (β = .42, CR = 6.53, p G .0001) and somatic health (β = .65, CR =
6.41, p G .0001) services. Also, traumatic events were associated with low trust in services (β =
− .11, CR = − 2.22, p G .03) that further associated with a high level of mental health problems
(β = .34, CR = 6.39, p G .0001). A larger social network was associated with higher trust in services
(β = .36, CR = 3.39, p G .02) and then through mental health to help-seeking behavior. Of the
various background variables, women showed a higher level of mental health problems (β = .44,
CR = 5.72, p G .0001); younger age was associated with a higher level of seeking mental health
services (β = − .19, CR = − 4.24, p G .0001); and lower education was linked to a higher level of
seeking somatic healthcare services (β = .22, CR = − 3.04, p G .01) among Russian immigrants.
Figure 3 presents the SEM model among Somali immigrants. It explained 6% of help-seeking

for mental health services and 29% for somatic healthcare services. The model showed insufficient
fit indices (χ2 (331) = 782.17, p G .0001; χ2/df = 2.36; CFI = .89, TLI = .89, except RMSEA = .062
(90% CI .057–.068)). Therefore, results must be interpreted with caution. Exposure to traumatic
events was associated with both seeking mental and somatic healthcare services only indirectly,

Figure 3
Results of the help-seeking model of psychosocial factors in the Somali immigrant group

(structural equation model). Notes. Non-significant paths, error terms, and correlated errors are not
shown for clarity reasons. Path coefficients represent standardized β values. For a description of

manifest variables and fixed estimates, see Table 2. * p 9 .05; ** p G .01, *** p G .001,
**** p G .0001; N = 351
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mediated through increased mental health problems (β = .28, CR = 4.90, p G .001). High level of
traumatic events was associated with higher acculturation (β = .39, CR = 2.31, p G .02), but that was
not further associated with seeking help either in mental or somatic healthcare services. Low levels
of traumatic events (β = − .19, CR = 2.70, p G .01) and high levels of social networks (β = .39,
CR = 2.46, p G .01) were associated with higher trust in healthcare (β = .39, CR = 2.46, p G .01), but
it did not further contribute to help-seeking behavior. Among the background variables, gender was
found to be most significant, as Somali men used more mental health services than women (− .17,
CR = − 3.68, p G .05).
Figure 4 presents the help-seeking SEM model among Kurdish immigrants, explaining 19% of

seeking mental health services and 55% of seeking somatic healthcare. The model showed good fit
indices (χ2 (326) = 653.21, p G .0001; χ2/df = 2.00; CFI = .91, TLI = .91, RMSEA = .047 (90% CI
.043–.052)), although χ2 was again significant (p G .0001). Results show multiple mediating paths
between traumatic events and help-seeking behavior. First, high level of exposure to traumatic
events was associated with a smaller social network (β = − .31, CR = − 2.24, p G .02) that, in turn,
was associated with low trust in provided services (β = .31, CR = 2.24, p G .02). It further
contributed to increased mental health problems (β = .28, CR = 4.58, p G .0001) and was associated

Figure 4
Results of the help-seeking model of psychosocial factors in the Kurdish immigrant group

(structural equation model). Notes. Non-significant paths, error terms, and correlated errors are not
shown for clarity reasons. Path coefficients represent standardized β values. For a description of

manifest variables and fixed estimates, see Table 2. * p 9 .05; ** p G .01, *** p G .001,
**** p G .0001; N = 508
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with a high level of seeking mental health services (β = .41, CR = 5.91, p G .0001), but lower level
of seeking somatic healthcare services (β = − .50, CR = − 4.43, p G .0001). Moreover, high level of
traumatic events was associated with low level of acculturation (β = − .11, CR = − 2.44, p G .02),
which was directly associated with high level of seeking somatic healthcare services (β = .33,
CR = 3.38, p G .0001). Low acculturation was also associated with high level of mental health
problems (β = .15, CR = 2.75, p G .006). Interestingly, high exposure to traumatic events, a small
social network, and low acculturation were all associated with mistrust in health services that
resulted in further associations with help-seeking through increased mental health symptoms. Age
and gender were two of the background variables that were also associated with help-seeking:
younger Kurdish immigrants were seeking more mental health services (β = − .12, CR = −2.34,
p G .03), and women suffered more mental health problems (β = .30, CR = 3.23, p G .001).

Discussion

The study modeled the roles of trauma, social network, acculturation, trust, and mental distress
in health help-seeking in three culturally different immigrant groups settled in Finland. Results
showed first that the model could explain help-seeking of both mental and somatic healthcare
services, but percentages of explained variances differed between groups. The model explained a
greater share of seeking mental healthcare services in Russian and Kurdish immigrants, while it
better explained seeking somatic healthcare services among Somalis. It is noteworthy that Russian,
Somali, and Kurdish groups showed both similarities and profound variations in psychosocial
factors contributing to their help-seeking behavior. The differences were especially evident in the
role of social networks and acculturation in modeling their help-seeking behavior.

Limitations

The study has limitations despite its strengths related to the large and representative immigrant
sample and face-to-face interview settings. These limitations relate to the one-source reporting, use
of a cross-sectional design for SEM modeling, and the failure to conceptualize help-seeking as a
process model. The self-report nature of the data may have caused biases concerning mental health
symptoms and traumatic events. It would have been optimal to use clinical psychiatric interviews
to measure the severity of depressive, anxiety, and somatization symptoms. The retrospective
nature of recounting traumatic experiences related to war and violence is open to criticism. In
particular, the finding concerning the Somali help-seeking model should be interpreted cautiously
for two reasons: their use of mental health services was very low, and thus, the variation in the
outcome variable was narrow. Also, the model fit of help-seeking behavior was not as good in the
Somali group as in the Russian and Kurdish groups. The applied model of past trauma and
psychosocial factors associating with help-seeking behavior is a process model. A prospective
study to follow immigrants from arrival to later residency would be ideal to replicate the findings
of the present study.

Cultural similarities in help-seeking

In all ethnic groups, severe past traumatic events increased mental health problems, which, in
turn, were associated with higher use of mental health services. This finding concurs with research
on mental health and service use among refugees and torture survivors, indicating that past losses,
trauma, and insecurity form a severe risk for anxiety and depression.52–53 Yet, this study’s findings
do not support the idea of low use of mental healthcare services despite severe mental health
problems among refugees and migrants, which is called the service usage gap.10–13
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Trust in services was important for all ethnic groups, as a high level of past traumatic events and
a low level of social networks were associated with mistrust in Finnish social and medical care
providers. Among Russians and Kurds, this mistrust was further associated with poor mental
health, which resulted in an increased need to seek mental health services. The finding of trauma-
related mistrust accords with observations among torture survivors who can find it difficult to trust
in others’ benevolence and feel easily threatened, ignored, and betrayed.53 Long asylum-seeking
procedures with repeated interrogations can also reinforce mistrust in professionals in the new host
country. Among Russian immigrants, the crucial role of trust versus mistrust in services may have
its roots in the practices of the Soviet Union, where mental health services were used as a tool of
political oppression.54 Researchers argue that the Soviet history of misuse of mental health
institutes still fuels avoidance and distrust of services.35

Further, the results emphasize the complex influence of social bonds on an individuals’ help-
seeking. In Russian and Kurdish immigrants, the models confirmed the benefits of an active social
network on mental health, but only through increased trust in service providers. Research among
immigrants from interdependent cultures reinforces the positive influence of engagement with
friends and relatives of one’s own ethnic background. However, in some cultural groups, an active
network may hinder or replace the use of host country’s mental health services.33 According to the
findings of the present study, the intensity of social network was not directly associated with help-
seeking, but in all cultural groups, there was a positive association between wide social networks
and trust in the host country’s service providers. Interestingly, the measurement models revealed
that the social network concept significantly involved relatives and members of one’s own ethnic
group, while Finnish contacts conceptually indicated acculturation. Thus, it is possible that keeping
close ties with one’s ethnic group may not necessarily oppose adaptation and familiarization to the
majority culture.

The present findings emphasize that interdependent cultures do not constitute a homogeneous
entity, but show notable and unique dynamics in relation to help-seeking behavior. Further,
different culturally salient dynamics may underlie the similar associations found in the Russian,
Somali, and Kurdish models (e.g., reasons and motivations for trust or mistrust in health
providers).

Unique cultural contributions to help-seeking

The results suggest distinctive paths of help-seeking among Russian, Somali, and Kurdish
immigrants. There are no studies testing a similar multilevel help-seeking model among Finns, and
therefore, possible differences between the present findings concerning immigrants and the native
Finnish population are not known. The proposed model of direct and mediated influences on help-
seeking was most accurately realized in the Kurdish group: all hypothesized psychosocial factors
contributed significantly to help-seeking for both mental and somatic healthcare services.

Research among immigrants has generally suggested that acculturation and adaptation to a new
culture increases trust in services and subsequent use of them.25 The findings of this study would
specify that this does not necessarily hold true in all groups. Interestingly, trust was only facilitated
among Kurds reporting high acculturation, such as those having Finnish friends and a good
command of Finnish language, and this trust was associated with good mental health. In contrast,
acculturation played no significant role in the help-seeking of Russians and Somalis. Among
Somalis, this result may derive from the fact that the extended family traditionally constitutes the
primary helper in times of trouble and need, which makes acculturation indices (especially in
personal matters) less relevant.22 Russians, on the other hand, are the least distant from Finns in
regard to culture, as they originate from a border country and share a history with Finland. As a
result, this may reduce the significance of acculturation for help-seeking among Russian
immigrants.
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Severe exposure to trauma was linked to level of acculturation among Kurds and Somalis. In the
Kurdish group, traumatic events were associated with lower acculturation and a smaller social
network, apparently indicating alienation and isolation in the new host country. The result may
shed light on the difficulties in sharing traumatic experiences with others, as well as unresolved
conflicts both in personal and political levels, which may hinder an acculturation process. In
Somalis, the association between traumatic events and higher acculturation apparently reflects
longer actual residency and motivation to stay in Finland due to the unresolved military conflict in
Somalia.

In Russian immigrants, past trauma led directly to somatic help-seeking, and the direct
association between trauma and seeking somatic health services may derive from actual somatic
problems or a stronger belief in general medicine, which is culturally more familiar. However,
symptoms of distress led immigrants to seek both mental and somatic health services. Importantly,
in both Russian and Kurdish groups, extensive social networks were associated with more trust in
healthcare services, which was consequently associated with good mental health.

Also in the model of Somali help-seeking, a large social network was related to a high level of
trust in Finnish services. However, the social network did not influence seeking professional
healthcare services among Somali immigrants, and in opposition to Kurds and Russians, the level
of trust in services was not significantly associated with good mental health. This distinct result
seems to pinpoint particulars of Somali traditional culture: help-seeking behavior is influenced by
traditional illness attributions, and help is asked first from religious healers, while seeking help at a
formal health facility is rare and often a last resort.22,55 The use of mental health services is very
low, similar to other studies, and may be initiated only on recommendation by social or general
healthcare services.21

The role of age, gender, and education differed across groups. Kurdish women suffered more
from mental health problems, and younger immigrants, who adapt faster to a new culture, used
more mental health services. Higher education only led to higher use of mental health services
among Russians, concurring with earlier studies.40 Somalis and Kurds are both considered
patriarchal interdependent cultures, but gender influenced help-seeking differently for both groups.
Somali men sought more mental health services, in accordance with earlier research, while no
gender differences were found in the Kurdish or Russian groups.24 The different dynamics of
health help-seeking behavior in the three cultural groups are striking and should be noticed in the
development of services.

Implications for Behavioral Health

The present study contributes to a more nuanced understanding of the health help-seeking
behavior of immigrants. The findings emphasize the role of cultural differences in factors
explaining the use of healthcare services, which have several implications for behavioral health.
The results highlight the major role of trust as a facilitator in immigrant’s help-seeking from
professional health service providers, and should be given due consideration in service design and
development. Exposure to traumatizing events, which in fact remain often non-narrated in
healthcare appointments, was associated with difficulties in the building of trust in service
providers. Research has also identified insufficient time in the patient-healthcare provider
interaction as a major hindrance for immigrants accessing professional mental health services,
which impairs the building of trust.56 Particularly for the current trend in developing telehealth and
telemental health services, the results of this study can act as a useful reminder of the necessity to
emphasize trust-building in service structures.

If health service barriers persist, immigrants suffering from medical or mental health conditions
may use inappropriate methods to deal with the painful situation. Alcohol and drug abuse are
known ways of self-medication but produce greater, more significant health problems over time.
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While culture influences patterns of alcohol and drug abuse among immigrants, traumatic stress
experiences increase the risk of intake, especially in men.57

The current research further identifies the importance social bonds and their complexity. One’s
own ethnic community can ease help-seeking from professional health services in the host country,
but in some cultures, they make it more difficult. Therefore, it is necessary to focus on the need for
more individualized care in the implementation of behavioral health services for immigrants.
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