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Abstract Understanding the concepts of mental health

and help seeking behaviours of migrant and ethnic minority

families constitutes an important step toward improving the

intercultural competence of health and education profes-

sionals. This paper addresses these goals among ethnic and

migrant minorities in Portugal. For this a multi-informant

approach was selected. The study involved nine focus

groups (N = 39) conducted with different samples: young

immigrants (12–17 years), immigrant parents, teachers and

health professionals. The results showed similarities and

differences in concepts of mental health, as well as help

seeking processes. Stigma continued to be recognized as a

barrier in the access to mental health care. The paper

argues that providing adequate training on mental health on

cultural diversity competencies to health and education

professionals can contribute to a better inter-communica-

tion and -relation system in the family-school-primary care

triangle and thus facilitate access to mental health care for

youth.

Keywords Access to mental health concepts � Primary

strategies of action � Help seeking behaviour � Migrant
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Introduction

Public mental health has recently become an international

research priority due to the increased risk of poor mental

health [38]. According to the World Health Organization

[39], depression will be the second highest cause of death in

the world in 10 years’ time. Based on a survey addressing

existing policy decisions, using international datasets and

expert opinions in this area, Shatkin and Belfer [33] con-

cluded that there are few global policy guidelines support-

ing mental health, particularly that of children and young

people. Guidelines for services, research, professional

training and children’s education would contribute to the

expansion of service systems, the institutionalization of

culturally relevant datasets and funding. Fifty two European

countries signed a declaration and action plan for mental

health at the Helsinki Conference in January 2005. Each

country pledged to make mental health, and in particular

that of children and young people, a top priority in their

country.

Access to Child and Adolescent Mental Health

International findings confirm that about one fifth of

children and adolescents in industrialized countries suffer

from mental distress [34]. The disorders of a quarter of

these are sufficiently severe to warrant psychiatric treat-

ment [35]. However, studies in Europe and the US reveal

that most of these children are not being properly diag-

nosed or treated [4, 14, 40]. Epidemiological studies have

demonstrated that only a small number of vulnerable

children and young people benefit from relevant and

timely health care, even in countries where the health care

system is good. This may negatively impact their devel-

opment into adulthood [15].
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Accessing mental health care services is more difficult

for migrant and ethnic minorities as they must overcome a

range of barriers, at multiple levels [1, 2, 7, 28]. Once

accessed, the care they receive is often of a lower quality

[2]. This situation must be changed, notably because chil-

dren and adolescents from migrant and ethnic minorities

are exposed to risk factors such as acculturation stress,

prejudice and discrimination which make them more vul-

nerable to mental health problems (e.g. [41]).

According to Carta et al. [5], epidemiological studies on

the mental health of migrants in Europe are limited.

Instead, there are a number of descriptive studies with

convenience samples, and a few clinical trials based on

small samples that do not relate to all European countries.

They therefore believe there is a need for additional psy-

chosocial studies on the mental health of migrants so that

factors which increase the risk of psychiatric disorders and

affect the demand for psychiatric care can be identified [5].

The potential barriers facing migrants when accessing

mental health care can be divided into objective and sub-

jective barriers and include administrative obstacles, fears,

lack of information about health care, language problems

and stigma. Objective barriers relate to the structure of

health care, available treatments and information. Sub-

jective barriers are related to the patients themselves, the

people who serve them, or those planning health care

decisions. Carta et al. [5] believe that it would be beneficial

to integrate migrants in a network of psychiatric care.

Very few studies have examined barriers to children’s

access to mental health care in particular. The study by

Owens et al. [27] on parents’ perceptions of the barriers to

mental health care distinguished various types of barrier.

On the one hand, there were external structural constraints

including the lack of providers, long waiting lists, insuffi-

cient or lack of insurance coverage, inability to pay for

services, transportation problems, and services described as

uncomfortable. On the other hand, there were barriers

related to differences in perceptions of mental health and

illness; these included the difficulties of parents, teachers

and primary care providers in identifying children’s needs

for mental health care, and even the denial of the seri-

ousness of mental health problems and the belief that the

problem can be resolved without treatment. Finally, some

barriers were related to the perception of services: lack of

trust in providers or previous negative experiences with

them, the child’s reluctance to seek help, and associated

stigma. In order to identify all barriers, Owens et al. [27]

argue researchers should not only consult those who have

experienced accessing mental health care but also the

general population because, for example, the parents’

inability to identify the need for psychosocial support may

already represent a major barrier. Researchers and policy

makers interested in improving children’s access to mental

health care need to reduce the barriers associated with how

care is perceived. Furthermore, intervention programs

should take into account the way children’s psychosocial

problems affect families’ needs.

This was the approach taken in the Swiss Study AMHC—

Access to Mental Health Care in Children [8, 10, 11, 16],

which is now being replicated in Brazil and Portugal. The aim

of the AMHC study was to understand how children, ado-

lescents and parents perceive their mental health and to what

extent they consider personal and/or family difficulties as

mental dysfunctions/disorders. A second aim was to deter-

mine the factors associated with failure to use preventive

services and treatment options in the field of child and ado-

lescent mental health. The AMHC study sought to examine

the individual, family and social influences on trans-genera-

tionally transmitted mental health concepts and thresholds in

the use of help, and also involved migrant and ethnic minor-

ities in Switzerland. This study concluded that mental health

concepts and action strategies of parents are more similar to

each other, than to those of their children. Parents usually

advise their children to speak about their problems with others,

whereas the latter prefer to adopt other strategies (such as

distracting themselves e.g. watching TV). According to this

study, teachers and primary care providers can be facilitators

in migrant and ethnic minority families’ access to mental

health care; however, they require more training and infor-

mation about both mental health and migration.

Portuguese Context: Mental Health of Children

and Adolescent of Migrant and Ethnic Minorities

According to the Report of the National Commission of

Mental Health Services Reform in Portugal [30], no epi-

demiological study on children’s mental health has yet

been conducted in the country. Moreover, the geographic

and professional diversity of child and adolescent mental

health care is insufficient. The report clearly stated: ‘‘The

multidisciplinarity of services/units envisaged by the law

35/99 is not present in many of the services currently

available. The interventions directed toward mental health

promotion are scarce and internationally validated pre-

vention programs are almost nonexistent’’ (p. 45).

According to the United Nations, the number of immi-

grants around the world has doubled since 1975 and more

than 30% live in Europe [31]. European societies are char-

acterized by an increasing number of immigrants, and in

several European countries around one third of adolescents

have a migratory background [25]. Portugal is an interesting

country in this respect. There has always been a strong tra-

dition of emigration in part due to its history of maritime

discoveries. It is estimated that one third of Portuguese

people have emigrated. On the other hand, Portugal is a

multicultural country with a social and cultural milieu
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formed by ethnic and immigrant minorities from different

parts of the world with varying linguistic skills, religious

affiliations, and cultural backgrounds.

The number of immigrants in Portugal has increased sig-

nificantly in the last two decades. Recent official reports

indicate that there has been a 200% rise in the immigrant

population since the 1990s [20], increasing concerns about

social integration and the development of new approaches to

migrant health. However, it is difficult to give a precise esti-

mate of the number of immigrants as many are undocumented.

According to SEF—Portuguese Foreigner and Boarder

Service [29], 4.14% of the population living in Portugal are

immigrants. These 440 thousand people have different cul-

tures of origin. Brazilians form the largest immigrant group

(24.3%), followed by Ukrainians and then Cape-Verdeans,

who represent 12.2% (N = 53,494) and 11.7% (N = 51,353)

respectively of the immigrant population. Romanians (6.31%;

N = 27,769) and Angolans (6.27%; N = 27,619) are in

fourth and fifth place with similar percentages. Immigrants

from Guinea-Bissau and Moldavia represent 5.54% (N =

24,391) and 3.19% (N = 14,053) respectively of the total. It

should be noted that 2.6% of these immigrants are children

aged between 0 and 15 years.

Recent legislation has been introduced to guarantee uni-

versal access to health care services for immigrants who have

been in the country for over 90 days regardless of their legal

status (free of charge in the case of children; [20]. However,

this legislation alone has proven to be far from sufficient as a

means of improving immigrants’ access to health services and

promoting migrant-friendly health centers and hospitals. In a

study by Moleiro et al. [23], immigrants asked about their

experiences and needs in the health care system in Portugal

reported instances of discrimination generally, including

within the health care system, educational system, work place

and every-day life. These findings are consistent with the

report by the International Organization for Migration [13]—

‘‘Developing a Public Health Workforce to Address Migrant

Health Needs in Europe’’- which concluded that most health

systems do not assure fair, equitable and culturally appropriate

treatment for migrants and ethnic minorities.

Main Goal of this Study

Following the referred Swiss AMHC study, the aim of this

present project is to shed light on the family-school-pri-

mary care triangle and the access to mental health care for

migrant and ethnic minority families in Portugal.

Methods

Working from a multiple informant perspective [17, 19],

we adopted a focus group methodology (with youth,

parents, teachers and primary care providers). This quali-

tative methodology facilitates the exploration and discus-

sion of complex topics [36]. It is a collective research

method that allows for individual expression of opinions

and experiences, as well as the collective discussion and

emergence of topics [6, 9, 18]. It also lets researchers

observe social processes/interactions [21].

Sample

A total of nine focus groups were conducted: three with

adolescents aged between 12 and 17 years (attending 6th to

11th grades), two with parents, two with teachers and two

with primary care providers (N = 39 participants). Table 1

presents a socio-demographic characterization of the study

sample.

Overall, the sample of adolescents was composed of 16

youth, most of whom were male (N = 11). The most

represented countries of birth were Cape Verde, Brazil and

Angola. The mean age of the adolescents was 14.8 years.

Parents participating in this study were all mothers, though

fathers’ participation was strongly encouraged. These

mothers were mostly in the 35–45 age group and had more

than one child. The mothers’ countries of birth varied

between Angola, Mozambique, Cape-Verde and Guinea-

Bissau. Most teachers were also women and had an average

of 17 years’ professional experience. Health professionals,

on the other hand, had an average of 15 years’ professional

experience.

Instrument

A semi-structured interview protocol was developed,

adapted from the Swiss Study AMHC [8, 10, 11, 16, 24].

The actual protocol (Table 2) contemplated topics such as

concepts of mental health, action strategies in case of

psychological distress, barriers to help seeking behaviors,

facilitators in the access to mental health care and the

‘‘ideal’’ intercultural competence of the mental health

professionals (e.g. psychologists).

For this study, three versions of the interview protocol

were developed, depending on the target: (1) adolescents,

(2) parents and (3) professionals—teachers and primary

care providers. The interview guide for parents differed

only in the question concerning action strategies: ‘‘What

do you suggest your children do when they feel down?’’;

and in the one related to facilitators ‘‘…help immigrant

families to get care from a psychologist?’’. The interview

protocol for professionals always inquired about their

perspective in relation to immigrant adolescents and their

families as follows: ‘‘What do you think it means to be

psychologically well to the immigrant families with whom

you work?’’.
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Procedure

The sample was recruited from 7th to 9th grades in public

schools from three areas with moderate to high represen-

tation of immigrant families (Sintra, Amadora and

Cascais). Immigrant associations, the High Commissioner

for Immigration, and the Health Regional Administration

were also contacted. Firstly, the project had to be submitted

and accepted by the General Directorate of Curriculum

Innovation and Development. Informed consent was

obtained and volunteer participation was ensured, includ-

ing that of adolescents and legal guardians, as mandated by

international guidelines [3].

The focus groups were transcribed by a non interviewer

researcher. The written material was analyzed in terms of

content, following the Mayring reduction method [22]. It is

an inductive process that allows categories to emerge from

the written material. This analysis was conducted sepa-

rately by two persons independently, who then came

together to generate consensus. The categories that

emerged were finally compared with the category system

created in the Swiss AMHC study [8, 10, 11, 16].

Results

In order to better summarize the topic of access to mental

health care in a multi-informant perspective, diagrams (as

Fig. 1) were constructed. In this paper, however, most

results will be presented in a narrative format; reference

will be made to the categories that emerged with some

examples from participants per sample group.

For adolescents, ‘Mental health’ meant well-being (e.g.

‘‘to be happy because it helps to calm down and decide

things’’), interaction/social support (e.g. ‘‘to be with the

family, with siblings, get family and friends’ support’’) or

the utilization of a cognitive strategy such as thinking (e.g.

‘‘to think about the future’’). In case of psychological dis-

tress, these adolescents tended to communicate with others

(e.g. ‘‘try to let things go, speak with friends, especially

with parents’’), distract themselves (e.g. ‘‘try to distract

myself with other things, so as not to think about the same

thing all the time, such as reading a book, going online,

going out, listening to music, eating is always good’’),

isolate themselves (e.g. ‘‘I stay at home’’) or use cognitive

avoidance (e.g. ‘‘I try not to think about the matter, resolve

it with time’’) or emotional expression (e.g. ‘‘to cry’’). The

people these adolescents contacted in these situations were

usually their friends, teachers and parents. In terms of

barriers to accessing mental health care, they mentioned

reliance on self-support (e.g. ‘‘to prefer to resolve one’s

own problems in another way’’) and preference for infor-

mal social support, as well as financial reasons (e.g.

‘‘perhaps having no money to pay’’). They also reported

shyness, shame, fear, stigma (e.g. ‘‘friends can say they’re

crazy’’), language issues, and the denial of the right of

choice (e.g. ‘‘to be obliged to go’’—by parents or teachers).

On the other hand, the adolescents mentioned that friends,

Table 1 Sociodemographic characteristics of focus groups

participants

Youth Parents Professionals
(N = 16) (N = 6) (N = 17)

Age 14.8

25–35 16.7 17.7

36–45 66.7 47.1

46–55 16.7 23.5

56–65 0.0 11.8

Sex

Male 68.8 0.0 29.4

Female 31.2 100.0 70.6

Education level 7.9 9.8

Nationality

Portuguese (African descendent) 25.0 50.0

Cape-Verde 25.0 16.7

Brasil 18.8 0.0

Angola 18.8 16.7

Other 12.5 16.7

Birth country

Portugal 12.5 0.0

Cape-Verde 25.0 20.0

Brasil 18.8 0.0

Angola 18.8 40.0

Other 25.0 40.0

Years in Portugal 5.1 14.3

Migration reason

Family reunion 42.9 33.3

Better life conditions 42.9 16.7

Psychologist visit

Yes 31.3 0.0

No 68.7 100.0

Household

Mother 81.3 100.0

Father 43.8 50.0

Siblings 87.5 100.0

Nr. of siblings 1.81 2.3

Others 31.3 0.0

Profession

Teacher 70.6

Health system 29.4

Years of experience 16.6

Experience abroad 11.8

Daily work with

Children \ 12 years 70.6

Children [ 12 years 88.2

Adults 47.1

Migrants 82.4
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teachers, parents and primary care providers can serve as

facilitators in this process of accessing mental health care.

As one participant mentioned: ‘‘They [doctors and teach-

ers] should talk with adolescents, try to understand what is

going on in their heads, advise them to speak with the

family or with a psychologist’’. For the young participants,

the psychologist’s intercultural competences included

knowledge about the patient’s language (e.g. ‘‘they can

learn a few words in order to understand each other bet-

ter’’), traditions and habits (e.g. ‘‘to learn about traditional

dishes in order to speak a bit about what the patient

likes’’), preferences (e.g. ‘‘to find something they like and to

work from there, for example the person likes to read and

the psychologist could bring books or similar things to

attract the person more’’), family and problems (e.g. ‘‘to

ask how the family is, if they have something in mind that is

disturbing’’), ways of life, personality and education (e.g.

‘‘the way of life, the education parents give, influences

since childhood’’), and integration process (e.g. ‘‘how they

are getting used to being here’’).

For the mothers who participated in these focus groups,

‘mental health’ was a synonym for socio-economic well-

being (e.g. ‘‘to be good in life, at home, at work’’), good

communication in the family (e.g. ‘‘to be good in the

family, everyone understanding each other, to sit down at

the dinner table, to discuss what happened during the

day’’), and correct social behavior (e.g. ‘‘who behaves well,

does things within law, knows what to do’’). Mental illness

meant having a chronic disease or something associated

with financial problems. As one mother mentioned: ‘‘A

person who does not feel well, never thinks he/she needs

help from a psychologist; they’d rather admit that it is just

a monetary problem’’. If their children had a problem,

mothers suggested they should talk about it when they feel

down (e.g. ‘‘when I see my child feeling down, I ask what

happened. If they say nothing, I respect it, but then I give

Table 2 Interview guide
Concepts of mental

health

What does it mean to be psychologically well?

Primary strategies of

action

What do you do when you feel psychologically down?

Help seeking barriers Imagine you have an immigrant friend or a descendent of an immigrant
who is feeling very down. Which reasons prevent him for not searching
the help of a psychologist?

Access facilitators How do you think do primary care givers, teachers and people from the community
such as priest or cultural association leader help the immigrant adolescent going
to the psychologist?

Intercultural

competence

AC is a 13 years old adolescent who immigrated with his parents to Portugal when
he was five years old. AC has two older sisters and attends the 8th grade.
Tomorrow AC has to go to a psychologist for the first time due to difficulties in
concentration and attention in the class room. Imagine AC is from the same
culture as you. So, as a specialist, there are things you have to tell the
Psychologist so that he can treat AC the best way—things to have in attention in
the appointments with him, in the appointments with his parents

Mental Health 
- social integration

- socio-economic well-
being

- taboo

- social interaction

- parents’ role 
performance

Barriers
- problem recognition 

- disinterest

- duration

- distrust/fear

- service design 

- stigma

Intercultural 
Competence

- cultural medicine 
- trust
- multicultural teams 
- multidisciplinary 
teams

CONCEPTS ACTION SYSTEM

Contact person

- health 
professionals

Facilitators
- triangle, network, community

Strategies

- social support 
- isolation

Fig. 1 Access to mental health

among ethnic and migrant

families (according to health

professionals)
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my opinion’’). Mothers thought in these situations that their

children seek help from teachers and the parents them-

selves. These mothers emphasized reliance on self-support

as a barrier to accessing mental health care (e.g. ‘‘they can

keep it only to themselves, and not speak with a doctor or

anyone else’’); they also referred to financial reasons,

language difficulties, stigma (e.g. ‘‘people think others are

crazy when they go to the psychologist’’), different ways of

thinking (e.g. ‘‘people’s mentality’’), and legal questions

such as ‘‘not having documents’’. Teachers and primary

care providers could serve as facilitators in the access to

mental health care, according to these mothers (e.g.

‘‘Teachers spend more time with children, don’t they? So

they should notice how children are…’’). In their opinion,

intercultural competence of the psychologist was related to

knowledge about the patient’s life history, in what way the

school and the primary care providers could help (e.g. ‘‘all

schools should have full time psychologists’’), and in the

knowledge of aspects such as beliefs, values, and charac-

teristics of the patient’s culture of origin.

According to the teachers participating in these focus

groups, mental health meant social integration (e.g. ‘‘it

means inclusion, because even going through difficulties,

if they know they are included, it seems they are well

psychologically’’) and family reunion (e.g. ‘‘the problem

is that many come and stay with their family, others come

with the mother and the father stays back, or they come

only with their siblings to live with uncles and aunts’’).

On the other hand, their perception was that mental illness

was a synonym for aggressive behavior for these immi-

grant families. One emphasized: ‘‘When we are talking to

a 12 year old about being happy at school, and having

good friends and a cordial relationship with teachers, it is

enough. For parents, it is much more than that, it is to

ensure the day-to-day care, it is to ensure food on the

table, it is to ensure the home, employment, education,

and then to integrate themselves.’’. Teachers argued that

immigrant families value communication (e.g. ‘‘they come

to us to vent their feelings’’), distraction (e.g. ‘‘sports and

cultural events; dancing is very present here at school’’),

isolation and emotional expression. They also suggest that

some adolescents tend to use leadership within the peer

group as a strategy to deal with psychological distress.

Teachers perceived themselves as contact persons for

immigrant adolescents in situations of psychological dis-

tress as they spend a significant amount of time with them

each day. Teachers made reference to the following bar-

riers to accessing mental health care among immigrant

families: non-recognition of the problem (e.g. ‘‘We are

often told: my child does not need it so he will not go’’),

financial hardship, legal reasons, limited timetables (e.g.

‘‘conflict scheduling’’) and localization outside the com-

munity, duration of the treatment, and stigma (e.g. ‘‘I

often hear: I am not crazy, I am not different from the

others, so I do not need to go’’). On the other hand, these

teachers considered themselves facilitators of the process

along with the primary care providers. Teachers consid-

ered that intercultural competence of the psychologist

implies knowledge about the specific family dynamics

and clinical and individual history of the immigrant

adolescent (e.g. ‘‘how he got here, his trajectory, the

experience so far, this is important especially to help

uncover something that we might miss’’). They empha-

sized that this competence should be included in teacher

training (e.g. ‘‘more psychologists in schools, and we

should have specific training, I think, on how to manage

this, training sessions for teachers would be very impor-

tant, especially on how to deal with problematic cases.

We need all this support at a psychological level, to be

able to consult with other professionals’’). They also

highlighted the importance of creating multidisciplinary

teams (e.g. ‘‘there is a need for teams, teams of various

professionals, psychologists, social workers,…they must

be multidisciplinary teams’’).

Primary care providers who participated in this study

indicated that the concept of mental health of immigrant

families in Portugal is associated with their socio-economic

well-being (e.g. ‘‘mental well-being is having work, hous-

ing, education, and health’’). They also perceived that

social interaction was an important aspect (e.g. ‘‘it is the

question of interaction within the family, among people

from the same ethnic group and neighborhood; having that

capacity to interact regularly’’). Finally, reference was also

made to their performance as parents and their social

integration as part of well-being. However, they also

mentioned that mental health is still a taboo (e.g. ‘‘mental

health for immigrants is still taboo, problems that they do

not recognize yet and that some recognize but try to hide’’).

These professionals perceived severe mental illness as

often being related to the absolute lack of social integration

of immigrant families (e.g. ‘‘the absence of work, being

totally obliged to live in the margins of society’’).

According to primary care providers, the main action

strategies of immigrant families in the case of psycholog-

ical distress were either isolation (e.g. ‘‘they hide them-

selves, self-protect themselves’’) or reliance on natural

social support (e.g. ‘‘family resources, so use of family

support and, of community support somewhat’’). In this

situation, primary care providers considered themselves as

the immigrant families’ main contact in Portugal. These

primary care providers believed the following were barriers

to accessing mental health care for immigrant families: the

non-recognition of the problem (e.g. ‘‘when parents realize

that the problem can be psychological, they usually asso-

ciate it with not developing at school’’), the duration and

location of the therapies, lack of trust and fear. They also
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referred to the complex structure of the health care system,

financial issues and stigma.

As facilitators of access to mental health care, these

primary care providers did not mention individual people or

professional categories, but rather the network between the

family, the educational and health systems, and the com-

munity. In their opinion, this interaction between systems

could help immigrant families in Portugal access mental

health care. One mentioned: ‘‘Schools go to the health

centre every month, they bring their problems, and after

referral, a group of psychologists, social workers, sociol-

ogists, a whole network, a type of social network that works

in this area: school, health centre, community, and child

psychiatry service.’’ Another emphasized: ‘‘People in the

community, from the area of primary health or even from

the religious community, cultural associations, can serve as

facilitators because they know that community and that

family; they work with them, they know what it means for

them to have to go to services, to use the services. So

proximity and dialogue is a big step towards that’’.

In relation to the psychologist’s intercultural compe-

tences, these primary care providers referred to the ability

to develop a trusting relationship and emphasized the

importance of multicultural teams (e.g. ‘‘There are several

strategies, one of which is to contact, for example to enable

professionals from other countries to join teams’’) and

multidisciplinary teams (e.g. ‘‘I strongly believe that mul-

tidisciplinary teams have great potential, at a local level, to

work on all health aspects, not only mental health; [they]

should be integrated with other health services at the pri-

mary care level, through multidisciplinary teams within the

community, especially for specific groups at risk’’) and of

cultural medicine.

Discussion

The present study sought to contribute to the understanding

of mental health concepts and help-seeking behaviors of

migrant and ethnic minority families in Portugal. Our

results showed that there are similarities and differences

not only in the concepts of mental health held by the

involved agents (adolescents, parents, teachers, health

professionals), but also in the help-seeking strategies. For

children, mental health means an overall well-being,

interaction/social support and thinking/cognitive regulation

strategies. For mothers, it means socio-economic well-

being, communication in the family and appropriate social

behavior. These results are consistent with those found

among immigrant families in Switzerland. Portuguese

immigrant parents in Switzerland also mentioned correct

social behavior as a synonym for mental health [10, 11].

The absence of aggressive behavior appeared to be

important to this adequate social behavior. However, ‘‘not

taking drugs’’ was not discussed explicitly in the Portu-

guese study as it was in Switzerland [10, 11, 24]. In the

present Portuguese study, both teachers and primary care

providers mentioned social integration as a synonym of

mental health for these families, although primary care

providers emphasized that mental health is still a taboo for

some of these families. In case of psychological distress,

these adolescents tended to communicate with others,

distract themselves, isolate themselves or use cognitive

avoidance or emotional expression. On the other hand,

mothers suggested their children should talk about their

problems when they feel down. This differs from the

results of the Swiss AMHC study where children made no

mention of speaking to others as an action strategy [10, 11,

24]. This as well as other distinctions already mentioned

may be due to differences between the studies (sample

sizes, methodologies), but it may also reflect different

cultural contexts.

One interesting result is the fact that parents did not

mention their children’s friends as people to contact in case

of mental distress. A similar conclusion was found in the

Swiss AMHC study where parents believed that adoles-

cents accessed their mother first when in psychological

distress, while adolescents themselves referred to friends as

the initial source of support [10, 11, 24]. Parents seem to be

unaware of the influence of the peer group as their chil-

dren’s primary social support even though it is in fact

expected to be an important source of social support in

adolescence [12, 32].

Regarding the experienced or perceived barriers to the

access of care, overall stigma continues to be recognized as

a barrier in access to mental health care for immigrants,

consistent with findings of AMHC Switzerland [10, 11,

24]. Both teachers and primary care providers mentioned

the non-recognition of the problem as one of the main

obstacles to these families accessing mental health care.

Both children and mothers mentioned the reliance on self-

support, financial difficulties, language differences and

stigma as barriers. Children added the reliance on informal

social support, shyness, shame, fear and the right to choose;

mothers included differences in the way of thinking and

legal conditions. Children and parents did not identify the

duration of therapy as an obstacle, as teachers and primary

care providers suggested. Both professional groups con-

sidered themselves as the main contact for these families. It

is also interesting to note that primary care providers

consider the family-school-primary care triangle as one of

the main facilitators of the access to mental health care,

consistent with findings of AMHC Switzerland [10, 11,

24]. Concerning intercultural competence, it is interesting

that both teachers and primary care providers mentioned

the role of multidisciplinary teams.
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These finding are also in line with those of the Owens

et al. [27] study on parents’ perceptions of the barriers to

mental health care which also involved concepts of mental

health and illness, action strategies, facilitators and a multi-

informant perspective. Moreover, these studies illustrate

the wealth of data that can be drawn from client-oriented

research, supporting other authors who advocate that the

migrant population is a valuable information source [8, 10,

11, 16, 23, 24].

It is also clear from these findings that legislation

changes are not in themselves sufficient to improve access

to health care and promote quality of service. In Portugal,

youth, families, and professionals in the field all identify a

significant number of difficulties despite considerable

changes made in the last decade to extend universal access

of health care to immigrants [20]. Moreover, differences in

perceptions between teachers and health care providers on

the one hand, and migrants on the other, highlight the need

to give professionals further specialized training in cultural

diversity competencies in order to effectively break down

the barriers to service. This is in line with the recommen-

dations of the International Organization for Migration

[13], which emphasizes the need to improve the quality of

professionals in the health system. While the literature in

social sciences has clearly debated and argued for training

on cultural diversity competencies since the 1990s (see

[37], increased awareness of the need for specific training

in health (e.g. EuroMed Network on Migration and Mental

Health) and education (see [26] is only recent. Promoting

these competencies, both at an individual (teachers, clini-

cians) and an organizational level (schools, health centers),

while involving the migrant communities as informants

and collaborators in the development of services, may be

pivotal to facilitating the decrease of both structural and

perceived barriers to accessing mental health care.

Despite this study’s contribution to understanding

mental health concepts and help seeking behaviors of

migrant and ethnic minority families in Portugal from a

multi-informant perspective, the following limitations must

be recognized.

Firstly, the sample is small and its representativeness is

not assured. This was a qualitative and exploratory study of

the Portuguese territory. The instruments used had already

been tested in previous research. The main objective was to

provide a multi-informant approach to the topic. It is also

important to take the link with previous research in Swit-

zerland and with current work being done in Portugal and

Brazil into consideration. Secondly, the parental sample

has limited variability. Although the participation of

fathers was greatly encouraged, we recognize that the

research team’s time constraints influenced the situation

and only mothers ended up participating. Thirdly, the

group discussion format is a unique methodology which

was selected from experience and previous work in Swit-

zerland. Yet again, we consider this decision important to

the research process involving previous and actual studies

in Switzerland, Brazil and Portugal.

Nevertheless, it should be stressed that an improved

understanding of concepts and requirements for immigrant

children and youth mental health as well as knowledge of

current interventions involving the family-school-primary

care triangle will lead to a better match between needs and

supply. Future studies could explore these concepts and

action strategies in larger samples, including Portuguese

samples. The surveying of 500 children and 100 parents as

part of the ongoing AMHC study in Portugal is essential so

that data can be compared with that of Swiss AMHC study

and the ongoing AMHC study in Brazil.
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