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Abstract
Background: Immigrant women face greater barriers to health care, especially mental health care, than non-immigrant
women. However, immigrants are a heterogeneous group and bring with them a range of different personal, social,
cultural and economic factors, which impact both mental health and access to care. In this study, we explored factors
that influence Filipina immigrants’ perceptions of help seeking from a general practitioner for mental health problems in
Norway.
Method: Using data from semi-structured interviews, we applied a post-colonial feminist perspective to identify factors
that affect perceptions of help seeking.
Results: Findings indicated that a combination of the women’s beliefs and values, stigma, experiences with healthcare
services in Norway and familiarity with mental health services influence perceptions of help seeking. Some factors
represented structural barriers to healthcare seeking in general, while others related to mental healthcare seeking
in particular. The significance of each factor varied depending on the women’s backgrounds.
Conclusions: Socioeconomic status, educational background, familiarity with health services and experience of
mental health can influence immigrant women’s perceptions of, and barriers for, help seeking for mental health
problems. There are a number of barriers to address at a structural level to improve both the propensity to seek
healthcare in general, as well as mental healthcare in particular. Efforts to increase awareness of primary mental
healthcare services may also help change the perception that professional help is only appropriate for serious
mental health disorders.
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Background
Immigration from low and middle income countries to
high income countries is increasing around the world
[1]. Migration helps the economy, fills labour shortages
in both high and low skilled occupations and contributes
to social and economic stability in the host country [2].
However, immigrants may be at greater risk of mental
health problems than the general population [3] due to
the migration and adjustment process. They also have
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lower utilisation rates of health services for mental
health problems [4–6]. Although entitled to the same
social benefits as the rest of the population in many
countries, documented immigrants may still face barriers
in using healthcare services [7], which can contribute to
declining health. Identifying barriers can improve health
care for immigrants throughout the world.
Almost half of immigrants around the world are
women [8]. Women have different migratory experiences
than men and face greater social disadvantage. They are
at higher risk of exploitation and abuse, experience
poorer socioeconomic conditions and more social isolation
[9]. These factors can both increase the risk of mental
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health problems and affect access to care. It is therefore
important to address gender-specific migratory experiences
in order to better understand and facilitate help seeking
for mental health problems among immigrant women. In
this study, we explore the contextual factors that influence
perceptions of professional help seeking for mental health
problems among Filipinas living in Norway.

who do consult with a doctor, Filipinas are less likely to
purchase psychotropic medicine or have conversational
therapy with the general practitioner than Norwegian
women [16]. This may suggest different healthcare needs,
differences in treatment preferences, alternative methods
of coping or the existence of barriers that prevent access
to healthcare services and appropriate treatment.

Norwegian health care

Barriers to care

The Norwegian healthcare service is a universal, publicallyfunded system based on a principle of equity; equal access
for equal needs. Long-term residents (over 6 months)
and registered asylum-seekers are covered in the healthcare insurance system. It is organised in two main sectors;
primary, which includes long-term care services, general
practitioners and emergency care, and secondary which
includes hospital and specialised services [10]. Residents
are assigned a general practitioner (GP) who acts as a
gatekeeper to specialised services. Majority of patients
with mental health problems are treated at the primary
care level [11].
GPs are usually self-employed and paid through a
combination of the state, the municipality and patient
co-payments. With the exception of children under 16
and pregnant women, patients pay a consultation fee
when visiting their GP and other specialists, such as
psychologists. Costs in excess of 2185 Norwegian kroner
(260 USD) per year (around 10 consultations) are covered
under the insurance scheme [12]. Hospital services are
free to the patient. There is also a private system in
Norway, where specialists can be accessed directly, without a referral from a GP but patient consultation fees are
around four times higher.

Studies of health service use among various immigrant
groups show that immigrants experience problems in
accessing healthcare due to structural barriers such as
cost, time and travelling, lack of knowledge of services
and lack of appropriate services [18–21]. Language incongruence between the healthcare provider and the patient,
as well as differing expectations about communication
styles may present particular challenges in accessing care
and appropriate treatment for women [21–23]. Specifically
in relation to mental health problems, low awareness and
stigma are also commonly cited cultural barriers among
various groups [22, 24–26].
Immigrants are a heterogeneous group and bring with
them a range of different personal, social, cultural and
economic factors which impact health service utilisation.
Studies specifically addressing Filipino immigrant populations in the USA indicate that loss of face is negatively
related to both attitudes to professional help seeking
and actual help seeking [27–29]. Low level of English
proficiency may be associated with lower likelihood of
help seeking [29]. It is noteworthy that majority of
research with Filipino immigrants is from the USA. Migration policies and the structure of the health service also
have an impact on how immigrants access healthcare
services [30]. Thus we cannot assume that barriers to
care are the same for all Filipino immigrants in different
contexts.
Further, these studies with Filipino populations are
quantitative and so the barriers the researchers investigated were pre-determined rather than identified by participants themselves. A qualitative study with Filipinas in
Australia found that women often saw their mental health
problems as temporary and situationally dependent, and
thus not requiring intervention from a professional [31].
The women valued being self-sufficient in coping with
their difficulties. By allowing women the opportunity to
describe their own experiences and the meanings they
attribute to them, we can better capture the complexity
and diversity of their perceptions of help seeking [24]. In
this way, the women themselves can identify issues that
healthcare providers and policy makers should be aware
of, in order to improve access to care.
In a previous paper, we explored the contextual factors
that influenced the mental health of Filipinas living in
Norway and ways of coping [32]. Uncertainty about the

Filipinas in Norway

In Norway, Filipinas are the biggest group of immigrant
women coming from outside of the European Union
[13]. Filipino migration to Norway is highly feminised;
almost 80% of immigrants from the Philippines are
women. As well as fulfilling the demand for skilled care
work such as nursing and unskilled, low paid domestic
work, many Filipinas also marry Norwegian men [14].
In Australia, almost a quarter of Filipina immigrants
reported significant psychological distress [15]. The prevalence of mental health problems among Filipina immigrants
in Norway is not known. However, they are far less likely to
have had a primary care consultation for a mental health
problem than Norwegian women [16]. While the healthy
migrant hypothesis, that immigrants have better health than
the host population, could potentially explain this difference
in health care use, studies in Norway actually suggest
that immigrants report poorer mental health than nonimmigrants [17]. In addition, the study on health care use
among Filipina immigrants found that among women
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future was a common source of stress for women who only
had short-term residency. They were often under-employed
in low-skilled work despite being highly educated. The multiple, transnational roles that the women occupied placed
additional pressure on them; roles as workers, as breadwinners, as wives, daughters and mothers. Some were also
mothers separated from their children, which affected their
mental health. The study showed that immigration policy
can contribute to and maintain power imbalances, resulting
in the marginalisation of immigrant women [32].
Informal support sources such as family in the Philippines
and social support networks in Norway were utilised to a
great extent and many of the women reported gaining
strength from their religious beliefs. Despite some reporting
significant levels of psychological distress, none of the
women in the study had sought professional help and only
one woman indicated an intention of doing so. To improve
access to mental healthcare for immigrant women, it is
important to understand the factors that hinder or facilitate
help seeking. Given that the GP is the gatekeeper to mental
healthcare in Norway, we asked: What factors influence
Filipina immigrants’ perceptions of help seeking from a
GP for mental health problems? To do this, we explored
Filipinas’ experiences with, and views of, primary healthcare
in Norway, as well as their perceptions of mental health.

Methods

Page 3 of 11

e-mail or in person. Key persons then informed women in
their networks about the study. Inclusion criteria included
being over the age of 18 and having lived in Norway one
to 10 years. Written information about the goals of the
study, the interview procedure, informants’ rights and
ethical considerations was issued to the women. We
arranged suitable time and place for the interview with
those who wished to participate. Following the interview,
we asked informants to tell their contacts about the study
and those who wished to participate contacted the first
author. We obtained consent for voluntary participation
from each informant. Informants’ rights, anonymity and
confidentiality were assured.
Informants completed a short questionnaire with
background information prior to interview (see Additional
files 1 and 2). We then used a semi-structured interview
guide with open-ended questions on topics such as living in
Norway, family background, emotional difficulties, perceptions of mental health and experiences in consulting
with general practitioners in Norway (see Additional
file 3). The first author, a native English speaker, fluent
in Norwegian, interviewed all the informants; thirteen
in English and one in Norwegian. The women had the
opportunity to request a Filipino interpreter but none
did. Interviews were audio-recorded and lasted on average 60 min (range 25–100 min). They were transcribed
verbatim, yielding data saturation with 277 A4 pages.

Sample

The sample consisted of 14 informants, aged 24–49 years,
who had been living in Norway between one and 6 years.
Seven were married at the time of interview, six had
children and all but one were employed and/or studying.
Half of the women were working, or studying to work, in
the health care sector. Ten had college or university level
education. Four women had initially moved to Norway
through the au pair scheme (a cultural exchange with a
host family in return for domestic work and childcare
[33]), four as job-seekers, four as wives/partners and two
for other reasons. All but two of the women were covered
by the Norwegian Health Insurance system. During the
interview, five of the informants spoke about having
experienced depression or anxiety at some stage in life.
One experienced this for the first time while living in
Norway. Five also scored above 1.85 on the Hopkins
Symptom Checklist Scale (HSCL-10), a reliable measure
of psychological distress [34]. This suggests they were
experiencing significant levels of distress around the time
of the interview.
Interview procedure

We used purposive and snowballing sampling techniques
to recruit potential informants [35] via key contacts in the
Filipino community; members of associations, churches or
other networks. We contacted key persons via telephone,

Analysis

Our analyses were informed by a post-colonial feminist
perspective. Post-colonialism is the resistance against the
after-effects of colonialism; the struggle against inscribing
inferiority to once colonised people [36]. However, the
theory is considered male-centric. Post-colonial feminism
(PCF) recognises that colonised women have a further
struggle; to resist against the double inferiority ascribed
through both colonisation and patriarchy [37]. PCF
emerged through the recognition that mainstream
Eurocentric feminism is not relevant for majority of
women throughout the world. There is however, no
single definition of PCF [38].
Anderson and McCann argue that post-colonial feminism
can “shed light on the complex issues at the intersection of
gender, race, class relations and culture, and further our
understanding of how material existence ... influences
health and well-being for those who… have [experienced] ...
diaspora, [and] displacement’” ([39], p.11). This form of
post-colonial feminism can critically address the experience
of marginalised populations; whether it is in the past,
present, or future and has a wide range of applications. It
often involves the discussion of various experiences such as
migration, suppression, resistance, differences, gender, race,
as well as social discrimination and minority issues
experienced by women who are socially and economically

Straiton et al. BMC Women's Health (2018) 18:73

disadvantaged in contemporary societies. While all postcolonial feminist theorists attempt to speak for the ‘other’,
they differ depending on their social location (in both time
and space) [38].
In health care, PCF offers a theoretical framework to
explore issues such as equity in health and accessibility
in health care services at the time when global migration
and health care reform are happening in many Western
countries [38]. This form of critical enquiry challenges
the assumptions of dominant society and highlights
power imbalances that can create or reinforce inequity in
health or healthcare services [39]. This PCF perspective is
heedful of differences based on gender, ethnicity and
socioeconomic position and how these are influenced
by social, cultural, political, historical and economic
factors that shape the lives of marginalised women [40].
In the present research, we recognise Filipina immigrant
women’s marginalised voices as legitimate, as a direction
for health care actions that are responsive to their specific
social locations within Norwegian society; their positions
as women, as immigrants, as Filipinos and (in some cases)
of low socioeconomic status or the wives of Norwegian
men. This perspective provides the analytic lens that
enables us to critically examine these women’s narratives
and identify their situations, gendered social relationships,
and structural barriers that may contribute to, and
reinforce, the problems of, immigrant women’s utilisation
of public health care services in Norway.
With a post-colonial feminist perspective as a lens,
the first author read and reread the transcripts to allow
familiarity with the data. She noted initial impressions
about each case and then coded the relevant data (referring
to health, mental health and health services), case by case.
By comparing and contrasting the codes across the cases,
the first author developed them into higher order categories and presented them to the other authors. Through
discussions and referring continuously back to the data, we
then added substance to these categories by triangulating
them with existing literature, until they evolved into larger
themes. During all stages of analysis, we were mindful of
the larger socio-cultural context, as well as what we knew
about each of the women’s lives. NVivo was used to assist
in the coding and categorising of the transcripts.

Results
Our findings are organised into three main themes:
Beliefs and values, Familiarity with (mental) healthcare,
and Healthcare experiences in the new country. These
themes cut across both mental health help seeking and
general help seeking, as we saw that the factors affecting
healthcare seeking in general were even more prominent
for mental healthcare seeking in particular. Several of the
sub-categories are two-sided; being both facilitators and
barriers to help seeking, depending somewhat on the
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women’s personal circumstances and position in society
and they include factors at the personal, sociocultural and
structural levels.
Beliefs and values
Beliefs about the causes of mental health problems

Our discussions focused mostly on mild to moderate
mental health problems, including stress and emotional
difficulties, depression and anxiety, although some of the
women also talked about more severe psychiatric disorders. These were understood as having biological causes,
being more enduring and present from early childhood. In
some cases, people with severe disorders were understood
to be a danger to themselves or others and professional
help was seen as relevant.
A couple of informants mentioned biological causes,
such as an imbalance in hormones. Most participants
however, drew on psychological and social explanations for
common mental health problems. Depression for instance,
was perceived as a result of a difficult social situation, a
traumatic event such as rape, war conflict or loss of a loved
one, or a build-up of stress together with rumination. For
many, depression was often attributed to, or equated with,
loneliness or boredom, sometimes in addition to environmental causes such as the cold and dark climate of a
Norwegian winter. Thus, several informants viewed depression as a temporary state that could be overcome in a short
time. A number of informants felt depression was more
common in Norway than in the Philippines due to lower
levels of social support and greater social isolation:
I think it’s more here, the depression. Because…mostly
I notice in Norway you have a big house but you’re
living alone. In the Philippines, I think not much
because you have a small house but it’s ten of you and
you have somebody to talk [to].
Several women explained that awareness of depression
in the Philippines was low and it was often not taken
seriously: ‘A lot of people misunderstand what [depression]
is. And if you say you have it they just think that: ‘nah,
you’re just down’ and as a result, professional help was
deemed unnecessary. Yet, at the same time, the women
recognised that unaddressed mental health problems
could have serious consequences, such as suicide. It
was at this stage the women believed professional help
would be beneficial.
A few women also mentioned culturally specific beliefs
about the causes of mental health problems, such as hot
and cold imbalances and evil spirits. However, they
considered this to be a belief held in rural areas in the
Philippines and tended not to endorse these explanations
themselves. A number of the women indicated holistic
views of health, where there is less distinction between

Straiton et al. BMC Women's Health (2018) 18:73

body and mind, compared with biomedicine. They
highlighted the important role of social support in
maintaining mental, physical and spiritual health.
Filipino resilience

Openness to professional help seeking did not seem to
relate to the degree to which the women experienced
emotional difficulties. As described in a previous paper,
most of the informants who had experienced a mental
health problem utilised their strong support networks
and gained strength from their religious beliefs to help
them through their difficulties [32]. Having overcome
previous depressive feelings without professional help,
the women believed they could do so again.
First I would deal with it the ways I did [before].
Because I think in a way, I will not go through that
phase. Because before going to that phase I would have
probably thought … What’s wrong with me? Why am I
like this… So probably [because of] my experience
already…I know how to deal with it.
The informants positioned themselves and many of
their fellow Filipinas as strong and adaptable: ‘Filipinos
are very tough. I mean, even though we are sad, we still
have a smile… we can still keep happy’. They attributed
this resilience to having developed a high threshold for
problems due to having experienced difficulties throughout their lives. They compared this to Norwegians, who
they saw as fortunately unburdened by problems such as
poverty and natural disasters, and therefore less equipped
to cope when encountering difficulties. The women valued
self-care and self-reliance and believed they were able to
cope without professional assistance:
I am from Asia so I don’t (seek help) because I think
that we are…I see a lot of problems. So therefore it is
easier for us to get over them and move on… We are
not just ‘oh no, I can’t do this’. Maybe we get a little
depressed for example, for a month, but after we get
on with things. We don’t need to go to the doctor and
just talk about it, no... Because I heard here that if
someone is depressed, they go to the doctor right? Talk
about what the problem is … But for me, I am from
the Philippines, no, I don’t do that. I need to try
myself. I can do it myself.
They also felt that Filipino family ties and social networks
were stronger than Norwegian ones. Thus Filipinos were
both less likely to experience mental health problems and
better equipped to cope without professional help:
We have our family as our back up system and we are
close-knitted. One’s problem – my problem is
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everybody’s problem… in a way they help each other
and if we have a very good backup system, you’re being
uplifted …. We talk it out, we have family.
In the case of events such as death of a loved one, the
women implied that in the Philippines, people would
move on through time with support from family and
friends and comfort and strength from their faith. As
such, the women normalised their experiences and did
not see a role for professional intervention, even when
suffering from depression:

I guess at that time I didn’t think of myself as needing
to go to a doctor. It’s more on… it’s me who has to do
something about it. Because everybody goes through
that, losing a loved one. Then they have overcome it,
so why not me?

Stigma

Most of the informants discussed stigma in relation to
mental health problems, which was considered stronger
in the Philippines. The women mentioned different
aspects of stigma, each of which can help explain their
reluctance to seek help. Firstly, mental health problems
were often associated with madness, which made people
fear the affected person: It’s like: “Oh, what happened?
Are you crazy? … Or are you hallucinating? Are you having
delusions? Are you sick? Oh … you are dangerous”.
Secondly, seeking help for mental health problems
meant the admission of not coping. This was doubly
stigmatised because an individual was not only be labelled
as crazy, but also unable to handle problems, undermining
their sense of strength and resilience:
It’s also wise to go to the doctor and have yourself
checked. But not so many people want to do that. No.
Also it’s kind of like a weakness, if you say that you
have it, it’s kind of like saying: urgh, I can’t deal with
this, so I’m weak.
Thirdly, stigma related to mental illness extends beyond
the individual and threatens to affect the family’s reputation: ‘Actually… our reputation is the thing. Especially, if
you’re in high status … and people will start talking about
you, so that wouldn’t be...a good thing’.
As a result of multifaceted stigma, a few women explained
that some Filipinos may be inclined to keep their problems
hidden. The belief that mental illness reflects poorly on
family lineage is not uncommon in Asian cultures.
Preserving the public appearance of oneself and family,
or ‘Saving face’ can lead to the concealment of mental
health problems [41].
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Many of the women distanced themselves from these
stigmatising opinions. This particularly for women who
had previously experienced a mental health problem,
had an educational background in nursing or healthcare or
otherwise increased awareness of mental health problems.
Some informants had witnessed others seeking care from a
GP for depression and this familiarity helped to reduce the
stigma associated with help seeking: ‘so I said that...if in the
Philippines, no [to help seeking]… but because here if you go
to the doctors, since I am with my host mom before, she’s so
depressed, yeah. I think, I mean it’s fine’.

Familiarity with (mental) health services

Public health approaches to mental healthcare are
uncommon in low-income countries [42]. The informants
indicated that mental health services in the Philippines are
centralised, predominantly inpatient care and expensive.
Many of the women were therefore unfamiliar with the
idea of primary mental healthcare, which may explain why
seeking help from the GP for less severe mental health
problems was not a consideration for the informants: ‘It
has not occurred to me, to see a doctor for that kind of
feeling’. Instead the informants mostly associated mental
health care as something only useful in severe cases
where, for example, the individual was considered a
danger to themselves or others: ‘if that person [is] really
hurting other people… you’d maybe call a professional
or send them to mental hospital.... If it’s really bad’.
Additionally, some informants were unsure how their
GP could help them, though most generally suggested
that the GP might give them advice, medication, therapy,
or refer them to someone for further help. Although a
couple of the women considered medication acceptable ‘if
it’s really necessary. If there’s some, nervous breakdown,’
majority who mentioned medication did not like the idea
of taking it themselves. They worried about addiction and
side effects. As such, this may also increase reluctance to
visit a GP:
I suggest that before going [to see] a doctor for…
depression… maybe you just have to… see for yourself
if you can make it without… taking some pills, because
it is really hard to take pills, because in the future…
without pills, you cannot control yourself.… Things are
much better if you [try] the natural way …
Furthermore, several informants explained that it is
common for many Filipinos to use alternative care in
the Philippines (based on folk beliefs, herbal medicines
and traditional healers) [43] instead of Western medicine
for general health problems. Additionally, because the
cost of healthcare in the Philippines can be high [43]
several women indicated that they refrained from or
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delayed seeking general healthcare when they lived in
the Philippines:
In the Philippines, I haven’t really experienced
consulting the doctor except… when I was younger
when I got admitted in a hospital. So everything [is]
serious when we see the doctor….It takes really long
time to decide for us that this condition is serious. We
don’t want to use our money right away.
Thus, lack of familiarity with doctors in general may
also explain why the women tend not to see GPs in
Norway as a source of help, unless all other avenues are
exhausted.
Healthcare in the new country

The amount and type of experience that our informants
had with the healthcare system in Norway varied. Since
none of the women had sought help for mental health
problems, we focused on exploring women’s perception
and experience of consulting with the GP in general.
Factors that appeared to affect perceptions of help seeking
can be categorised into access, language and GP-patient
relationship.
Access
Inaccessibility of healthcare information

Learning to navigate the health service in a new country
can be challenging for immigrants. The women came
from a system with no GP or appointment system and
were used to accessing immediate help directly from
specialists. Thus, the gatekeeping role was new. When
an immigrant is assigned a GP, they are informed by a
letter written in Norwegian and so they consult others,
such as spouses or in the case of au-pairs, their ‘host
family’ (essentially their employer) for more information.
This places Filipinas in a position of dependence on
their Norwegian spouses or employers, reducing their
autonomy. However, not all the married women got the
help they needed: ‘he doesn’t explain to me everything
about doctors, because he works every day… He‘s not home
every day. He is away a lot. So I don’t know a lot about
here…’. Further, this informant, who had heightened
child-care responsibilities in her husband’s absence, was
also financially dependent on her husband. Dependence
on a partner may leave immigrant women with less control over their own health, leading to delays in healthcare
seeking.
Cost of services

The GP consultation fee was a barrier for a few of the
informants. This related somewhat to their financial situation; they faced the double burden of low-socioeconomic
status combined with financial responsibilities for their
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families back in the Philippines [32]. These women were
forced to prioritise between visiting the GP and sending
money to support their families in the Philippines. The
strong sense of family responsibility meant that some
women neglected their own health. One informant, who
was studying full-time, working part-time and supporting
a family at home, felt she could not spare time or money
to attend her GP. Sadly, she was the only informant who
also wanted to talk to a professional about her emotional
problems but she worried about the cost:
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language is arguably not the same has having the ability
to express thought processes in ones’ native language
[45]. This may be of particular importance in instances
that relate to emotional or psychological health.
Although immigrants in Norway can request an interpreter at a consultation, not all of the women were aware
of this, and none had used the service. This supports the
earlier suggestion that health information in Norway is not
always accessible to immigrants.
Patient-GP relationship

[it’s] expensive here, that’s the reason. I mean you cannot
do anything instantly, because you need money. Yeah,
especially me, I am a student. Instead of going there, [I
think] okay I will just keep [the money], for this, for that.
Furthermore, immigrants who have not yet been granted
residence are not covered by the Norwegian insurance
scheme. Although entitled to emergency care, one woman
was unsure how to access primary healthcare before being
assigned a GP. As a result, she had delayed visiting a
doctor for a prescription of a regular medicine she
needed. This highlights a major barrier to help seeking
for immigrants whose residency is pending. In cases
where women are applying for family reunification
visas, as some informants had, they may be financially
reliant on their husband or other family member for
deciding if, and when, to access care. This again leaves
them with less autonomy over their own health.
Language

The informants had varying levels of Norwegian language
skills. Almost all were proficient in English. Since English
is a second language in Norway and spoken with high
proficiency [44], it is commonly employed when one party
does not speak Norwegian. As a result, informant’s
consultations with a GP usually consisted of a mix of
English and Norwegian. The women indicated that this
could sometimes lead to confusion, though they were
able to resolve misunderstandings easily: ‘I can manage
to explain… and then we come up to this: “aah, you
mean like that!” Yes!’ Some acknowledged however, that
if they had had more serious health concerns, they may
have felt differently. Only one woman, who actually had
a Filipina GP, mentioned how important speaking the
same language was for their communication:
I could express myself in my language, so she knows
exactly what I feel. Because if I say it in Norwegian, it
would… not be accurate. I could miss the details…that
I would actually like to say… It is… very beneficial.
Although the women in this study did not feel language was a major problem, communicating in a second

In Norway, the emphasis during consultations is on
patient involvement and shared decision-making [46]. In
this model, a patient should be informed about alternative
treatment options by, discuss their concerns with, and
indicate their preferences to, the GP. A number of
women were comfortable in this role and engaged in
shared decision-making:
She [the GP] is actually very willing to listen... I get
my medications … we would also discuss it, so I would
ask her, because I don’t like [to use] that… I took
supplements like this, and I cannot drink this or that,
so maybe we can find another one. She is really willing
to listen.
These women tended to have a healthcare background,
which they felt helped them understand health information
and talk with the GP as an equal partner. They took an active role in learning about their health and often consulted
online sources. However, not all the women were comfortable with this role and expected a more authoritative GP
figure who could tell them what was wrong, explain why
and how to prevent further problems. When the GP did
not have an answer, the women doubted the GP’s competence and trustworthiness:
It is important to us that the doctor is ‘okay this is the
reason why you are feeling this, why you are feeling
that. Because they are the doctor, I mean we trust
them…the doctor should know what the patient needs.
Rapport with GP was another aspect the informants
talked about. Some commented that their GP was
approachable, helpful, non-judgemental and that they
could easily open up to them but this was not the experience for all informants:
Sometimes I feel like… my doctor’s in hurry. It’s like:
“what your problem” and then ‘oh, you need— ‘there’s
a note there already for medicine….Actually I think he
is good, but I think he has lot of patients…. I can ask a
little bit, but I can see in his body language that he is
in hurry. So that’s the one negative thing.
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According to research with Filipino American’s [47],
Filipinos may hide emotions and needs from people
they consider to be ‘ibang tao’ (not one of us) and instead
respond politely at a superficial level. In contrast, they are
more likely to trust someone who they view as ‘hindi
ibang tao’ (one of us). As such, Filipinos may find it easier
to discuss emotional problems or distress with a GP who,
although not from their own culture, is approachable,
respectful and willing to accommodate. They are more
likely to consider those GPs as ‘hindi ibang tao’. In light of
this, short appointment times and doctors who have a
direct style of communication can pose a barrier to
seeking help for mental health problems:
Well probably because when you think of your doctor,
you think that you can tell her you know, your health
problems and stuff, I guess the relationship is quite
different …in our country. When you feel at ease with
your doctor, that you can talk to them. That it’s not
that they’re in a hurry, not listening to you.

Discussion
In this study, we aimed to identify factors that influence
Filipinas’ perceptions of help seeking from a GP for
mental health problems. In doing so, we also identified a
factors relating to professional help seeking in general. The
findings indicated that a combination of the women’s beliefs
and values, associated stigma, experiences with the healthcare service in Norway and unfamiliarity with (mental)
health services may all influence whether or not a GP is
considered as an appropriate source of help. Through a
post-colonial feminist lens, we saw that the significance of
each barrier varied somewhat depending on the women’s
own backgrounds, education, socioeconomic position and
healthcare experiences. It should be noted that the women
were active in seeking alternative coping strategies for dealing with mental health problems as described in a previous
study [32]. At the same time, their strongest support - the
family network - was weakened while living in Norway,
heightening their vulnerability to mental health problems.
Thus, the importance of professional help seeking becomes
even more salient in this context.
There are a few methodological considerations to
highlight in relation to the findings. Barriers can be perceived differently depending on one’s own need. Five of
our informants were currently experiencing mental distress
but only one informant in our sample had the desire to
seek care. We may have identified other structural barriers
had more women felt the need for care. Further, majority
of our informants were well-educated and half of them
worked, or were studying to work, in healthcare. These
women were therefore more familiar with the health care
system in Norway and less likely to experience problems
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regarding access to care than other Filipinas. We
attempted to circumvent this in the findings by highlighting
instances that applied mostly to those working in/studying
healthcare. Additionally, through a post-colonial feminist
lens, the inclusion of women with both higher and lower
educational backgrounds meant that we were able to draw
attention to how perceived barriers and facilitators varied
according to the women’s resources and positions in
society.
The first author conducted all the interviews and took
a lead role in the analysis. As a British woman living in
Norway, she shares some experiences with the informants
in terms of being an immigrant and being a woman. This
may have helped to gain the trust of the informants and
make some more comfortable during the interview.
Indeed, several of the women indicated some degree of
identification: ‘We are both foreigners, right?’or ‘you know,
us women’. However, not being a visible minority, together
with coming from a different cultural background, different educational background (psychology), different health
system and having the role as a researcher will have maintained a power differential during the interviews. At the
same time, being an outsider to some extent can be
advantageous; informants may elaborate more on topics
they think the researcher does not know much about,
yielding richer data for analysis [48].
Another concern is that the voice of the ‘other’ can be
misrepresented due to the researchers own position during
analysis and interpretation of the findings [39]. However,
the other authors, both with Asian immigrant backgrounds
and experience in health care settings were involved in the
interpretation. This helped us to explore different perspectives and attempt to challenge the preconceptions of the
dominant ‘Eurocentrism’ discourse. To enhance transparency, we provided a clear description of the informants,
stages of data collection and analysis. We were rigorous by
recording and transcribing the interviews and reporting
the informants’ contrasting perspectives when findings did
not apply to everyone.
We can draw a number of implications from this study
that relate to both healthcare seeking in general and
mental healthcare seeking specifically. First, a central
aim of the Norwegian healthcare policy is to offer equal
access for equal needs, regardless of a person’s background or position in society [49]. Yet, through using a
post-colonial feminist lens, we were able to identify some
power imbalances affecting equity to health care. Filipina
women experience a number of structural barriers when
accessing care as a result of their position as immigrants
in society. At first, the women lack familiarity with the
healthcare system and are often reliant on a partner or
host family for information. These circumstances force
the women into a subordinate position rendering them
with less control over their own health. It is imperative
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that access to healthcare information is improved in order
to empower immigrant women. This is important in terms
of how the health system works, the right to healthcare
and to interpreters.
Some of the informants in our study reported delaying
seeking care due to consultation fees, particularly among
those with low socioeconomic status. This supports
research findings from other countries with so-called
universal health systems [7, 18, 50]. While the cost of
consultation fees for the patient are not considered high
in Norway (relative to the cost of living/average salaries),
the relative cost can be substantial for immigrants who
work in low-paid sectors and who provide financial support to their families in their home country. Delayed
help seeking can mean that health problems, which
could be easily resolved at an early stage, may require
more complex care when help is obtained at a later
stage. This may be the case for mental health problems in
particular, where women’s beliefs, values and familiarity
with doctors can also inhibit help seeking. Consultation
fees should be addressed at the structural level.
Language proficiency is an important factor in relation
to healthcare experiences [23, 24]. Most of the women
in this study were proficient in English and felt that they
could communicate effectively with their GP, but some
did suggest that language would be an issue if their health
concerns were more complex. Given the complexity of
mental health problems and the reliance on language for
both diagnosing and managing them, subtleties in language
can affect the transfer of information, explanation of diagnosis and discussion of treatment options. Communication
difficulties, together with feelings of being rushed by their
doctor as the women also described, can hinder women
discussing their concerns about treatment options. It is
essential that the GP ensures the patient fully understands
the information shared in a consultation and that
immigrants are made aware of their rights to request
an interpreter during health consultations.
Further, some of the women who were less comfortable
with shared decision-making may lack power in consultations. Studies on Filipino Americans suggest many Filipinos
experience feelings of inferiority to those in positions of
power due to their colonial history [51]. Thus, the power
differential between a Norwegian doctor and an immigrant
Filipina may make it difficult for some Filipinas to question
their GP when unsatisfied with the amount, or quality, of
information given. Without concrete answers or clear
instructions, the patient may perceive the GP as incompetent and be less likely to consider them as a resource for
help, especially when under time constraints. Again, this is
especially the case for mental health problems, where
Filipinos are more likely to open up to a person they feel
comfortable with and can trust [47]. It may be that some
immigrants require longer consultations in order to discuss
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their health concerns in a constructive and comfortable
way. The GP should try to elicit the patient’s view about
the cause of the problem, their previous coping strategies
and their treatment expectations in order to make a
culturally competent assessment and successful treatment
of the problem [41].
Another noteworthy finding is that some Filipinas are
also familiar with traditional medicine and many prefer
herbal treatments over biomedicine. Several of the
informants made suggestions of a holistic understanding of
health; integration of the body, mind and spirit. Such cultural belief systems often include a range of preventative
measures which may discourage reliance on biomedical
systems [52]. It is important for health professionals to be
aware of, and to encompass holistic understandings when
discussing treatment options. Additionally, turning to
religious leaders or gaining strength from one’s faith were
important coping strategies for the women [32]. Health
service cooperation with traditional healers and religious
leaders may be useful for health prevention, promoting
good mental health among immigrant groups and encouraging professional help seeking where appropriate [45].
Stigma is a frequently cited barrier to professional help
among many immigrant groups [24–26]. Since the women
in our study valued self-care and considered their fellow
Filipinos resilient, they also indicated a personal fear of
being weak. However, several women knew others who
had sought professional help for depression, which appeared
to make help seeking more acceptable to them. Researchers
suggest that contact or familiarity with people who use
mental health services is an important driving force in
reducing stigma [53, 54]. Some researchers also link
stigma to understandings of mental health and suggest
that stigma may be reduced through education [54].
Educational campaigns should be delivered by and directed
towards Filipinos, and include individuals with mental
health difficulties in the program delivery. Such a campaign should also aim to increase the awareness of the
availability of low-threshold services in Norway, in
order to change the perception that intervention is only
appropriate for serious mental health disorders.

Conclusions
In this study, using a post-colonial feminist lens, we
attempted to show how being a woman, an immigrant
from the Philippines and (in many cases) of lower socioeconomic status can shape health experiences and access
to care. We highlighted contextual factors that influence
Filipina immigrants’ attitudes to professional help seeking
for mental health problems and identified a number of
barriers to help seeking at social, cultural and structural
level. Structural level barriers relate to healthcare seeking
in general. While identified barriers are in line with previous research with other groups of immigrant women, our
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detailed analysis adds insight into the different ways these
factors can influence help seeking. A woman’s socioeconomic status, educational background, familiarity with
health services, familiarity with language and experience
of mental health are all important considerations when
attempting to understand perceptions of, and barriers for,
help seeking for mental health problems. There are a
number of barriers that need to be addressed at a structural level in order to improve both the propensity of
healthcare seeking in general, as well as mental healthcare
seeking in particular.
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