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ABSTRACT 

This study aimed to investigate the reasons underlying delay or avoidance of help-seeking behaviours 

among university students. The study was conducted at Kisii University's main campus and its specific 

objectives were to assess the prevalence of depression, examine disparities in help-seeking behaviours, 

evaluate factors that promote help-seeking behaviours, and identify significant barriers to help-seeking 

behaviours. The study utilized two theoretical models—Beck’s Cognitive Theory (BCT) and the 

Theory of Planned Behaviour (TPB) to understand why university students remain the least likely to 

seek help for emotional problems. 

This study utilized a correlational research design to explore the reasons behind university students 

remaining reluctant to seek help for depression and a simple random sampling strategy to select 

respondents. Data collection was done using questionnaires and discussion guides from a sample of 

896 undergraduates out of a total population of 18,430. Pretesting of research instruments was 

conducted at Kabianga University, Kericho County using 60 students aged 18-25 years. Data were 

analysed using both descriptive and inferential statistics, including frequency counts, cross-

tabulation, t-tests, ANOVA, correlations, and regressions. 

The findings revealed a high prevalence of depression, assessed at 48.8%. However, the prevalence of 

help-seeking behaviour was estimated at 37.8%. In addition, help-seeking behaviours were found to 

vary significantly according to social and demographic characteristics. Factors that facilitated help-

seeking behaviour included strong social networks, attitudes towards disease while significant barriers 

identified were stigma, negative attitudes toward mental health, and a lack of knowledge about 

available resources. These findings underscore the need for targeted interventions to reduce barriers 

and promote help-seeking behaviours. In conclusion, this study provides valuable insights into the 

factors influencing help-seeking behaviours among university students and highlights the need for 

interventions to promote mental health support utilization. These findings contribute to a broader 

understanding of the benefits of help-seeking and offer a foundation for future initiatives aimed at 

improving student mental health services. 
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CHAPTER ONE  

INTRODUCTION 

1.1 Background to the Study 

Depression is a complex and widespread mental health condition that frequently goes 

underdiagnosed and underreported. It is a serious and common disorder characterised by 

several symptoms including, abnormal thoughts, perceptions, emotions, behaviours, and 

challenges in interpersonal relationships (WHO, 2019). Plus depression has a broad global 

impact affecting individuals across all demographics—regardless of age, gender, or 

community. It is a major contributor to the overall disease burden wold-wide. Furthermore, 

depression can lead to several consequences; significantly impairing a person’s ability to 

function in daily life, including at work or school (WHO, 2019). In addition, depression often 

leads to reduced social functioning with symptoms that tend to recur over time (Bernaras et 

al., 2019).  

Furthermore, accumulated evidence suggests that the prevalence of depression varies 

significantly in terms of age (Argyropoulos et al., 2017; Singh et al., 2017); sex and gender 

(Awan, 2019; Wahed & Hassan, 2017). For example, depression is more prevalent among 

females, occurring approximately twice more frequently than in men (Brody et al., 2018; 

Richier-Rossler, 2017; Salk et al., 2017; Shi et al., 2021). Similarly, the prevalence of 

depression increases by age, peaking in older adulthood (above 7.5%) among females aged 

55-74 years, compared to about 5.5% among their male counterparts (WHO, 2017). 

These findings show that depression tends to be more commonly in older adults than in 

younger ones, highlighting a significant concern as we age. However, university students 

report significantly higher rates of depression—around 35% on average—compared to just 

6% in the general population (Hakami, 2018; Heinig et al., 2021; Mirza et al., 2021; Ngin et 
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al., 2018). This is because university students have a unique cluster of stressful experiences or 

stressors (Saleh et al., 2017) inherent in the university environment (Saleh et al., 2017). Often, 

these lead to increased class absenteeism, uncompleted assignments, and missed exams. 

Ultimately, such students face a heightened risk of dropping out of university (Minchekar, 

2018; Othman et al., 2019).  

 

Moreover, depression varies across regions, countries and cultures (WHO, 2017); with high 

income countries (HICs) recording higher rates than low income countries (LICs). For 

instance, surveys conducted across 32 Universities in America reported a 40% prevalence 

(Rayelle, 2021); while those conducted in different Asian countries yielded rates ranging 

between 4 - 79.2% (Bakhtyari et al., 2020; Thi, 2019). The rate of depression among university 

students in African countries varies significantly. For instance, a study at the University of the 

Witwatersrand in South Africa found that 48% of students screened positive for probable 

depression. This is considerably higher than the global average for university students, which 

stands at around 21%. Additionally, a study in Ghana revealed that 24.2% of university 

students experienced mild depression, while 12.4% suffered from moderate to severe 

depression (January et al., 2018). These findings reflect a broader trend of high depression 

rates among university students in African, underscoring the need for targeted mental health 

interventions. 

  

According to Nyongesa (2017), Kenya with nearly 1.9 million cases with depression, is ranked 

fifth in Africa. Since this figure accounts for hospital diagnosed cases only; it is evident that 

this is a somewhat conservative estimate. In a study assessing the prevalence of depression 

among Nairobi university students in Kenya; Othieno and colleagues estimated that 35.7% 
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and 5.6% in a sample of 923 students, had moderate and severe depressive symptoms. Factors 

such as year of study, economic deprivation, and academic performance, were found to be 

significantly associated with depression (Othieno et al., 2014).  

 

Moreover, research strongly suggests the existence of a prominent treatment gap between 

individuals in need of help compared to those who actually receive it. This is despite the 

availability of effective ways to treat mental illnesses (Luitel et al., 2017). Therefore, if 

university students are to succeed in their academic endeavours, they must make behavioural 

adjustments. The critical areas include coping with psychological difficulties (Muthuuri, 2021; 

Ngin et al., 2018) because university students are at a higher risk of developing depression 

(Babajide et al., 2020; Hakami, 2018; January et al., 2018). 

 

In Counselling and Psychology, help-seeking is an important concept. It is understood as both 

a coping mechanism and a learned behaviour. As a coping mechanism, the need to solicit for 

assistance is triggered when task demands appear to overwhelm coping abilities or resources 

(Lynch et al., L., 2018). However, as a learned behaviour, help-seeking attempts to obtain 

external assistance to deal with difficulties. Help can be sought from both formal and informal 

sources (Divin et al., 2018). Formal sources comprise trained MH professionals such as 

physicians, psychiatrists, psychologists, counsellors and healthcare social workers. Whereas; 

informal sources include, family members (parents, siblings, or relatives) and peers (friends, 

classmates, or workmates).  

 

Research also has shown that higher levels of psychological distress normally affect help-

seeking behaviour negatively, while low levels impact help-seeking behaviour positively 

(Nasheeda et al., 2019; Velasco et al., 2020). It is also important for individuals to negotiate 



4 

everyday challenges, in order to develop capabilities which enable them to overcome 

psychological distress. One such strategy is to depend on external support. Research shows 

that help-seeking is itself a dynamic process and an adaptive form of coping that assists in 

combating illness. Additionally, help-seeking is seen as a behaviour that actively pursues 

assistance from external sources. More importantly, help-seeking is basically a 

communication issue, aimed at obtaining information, advice, treatment, and general support 

while responding to a problem or distressing experience (Sibiya, 2018; Velasco et al., 2020; 

Vickery, 2021). 

 

Although, seeking help for depression can be beneficial; the majority of persons in need 

remain the least likely to seek help. This is despite depression having the ability to impair the 

sufferer’s everyday functioning and well-being (WHO, 2019). The Reasons for such 

behaviour are poorly understood. Likewise, little is known about the relationship between 

depression and help seeking behaviour; calling for better understanding of facilitators and 

barriers underlying depression. Findings from several studies show that nearly 20% of the 

young-adults globally experience depression (WHO, 2020a); yet, a majority tend to delay or 

avoid seeking help. This observation raises the question—why do individuals suffering 

depression employ the delay and avoidance coping strategy? Gaining a better understanding 

of such behaviour, is critical in assisting the identification of factors likely to cause delay or 

prevent access to treatment and assist in the formulation of effective strategies (Velasco et al., 

2020).  

 

In addition, research has shown that help seeking behaviours vary depending on country, age 

and gender. For example, 23 community surveys conducted in 21 countries around the globe, 
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assessed the rate of help-seeking. The surveys estimated the rate to range between 35–50% in 

HICs (Alonso et al., 2018; Magaard et al., 2017), while among LICs, the rate ranged between 

10–15% (Evans-Lacko et al., 2018). As for Africa and Europe, the rates were estimated to 

range between 33% and 55.6% (Bifftu et al., 2018). However, Kenya’s help-seeking rate is 

not known, but is believed to mirror the rates for LICs.  

 

Several studies conducted since the turn of the 21st century, have consistently demonstrated 

the existence of disparities in help-seeking behaviours in terms of gender and age. For 

instance, compared to females, males seek help and utilise Mental health services (MHS) for 

depressive problems less frequently across all ages (Parent et al., 2018; Rasmussen et al., 2018; 

Sagar-Ouriaghli et al., 2019). Low help-seeking rates observed especially among men, are 

often attributed to traditional masculine gender roles (Narusyte et al., 2017; Sagar-Ouriaghli 

et al., 2019). Moreover, men prefer fighting back their emotions as a way of covering any 

weakness, in order to preserve autonomy. But, it is perfectly normal for women to freely 

display their emotions (Seamark & Gabriel, 2018). This disparity in help-seeking behaviour 

between males and females is largest during the emerging adulthood stage (Flannery et al., 

2018); with 26% of the males aged 16 - 29 years, reporting having common mental diseases 

compared to 43% for their female counterparts (Williams, 2021). Moreover, young adults 

often seek help more frequently from informal sources compared to older adults who seek help 

more often from formal sources (Magaard et al., 2017; Roberts et al, 2018). 

 

Available evidence suggest that mental health literacy (MHL) and prior positive experience 

(Velasco et al., 2020) are some of the factors promoting wellbeing. This is because both are 

closely associated with help-seeking behaviours and have the ability to minimise the cost and 
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impact of disease outcomes (Colizzi et al., 2020; Sharp, 2019). The earlier help is sought, the 

better the results become. Plus, they are capable of increasing the utilisation of MHS, by 

reducing risky behaviours, while promoting a high quality life (Velasco et al., 2020). Being 

literate means having adequate knowledge to recognize disease symptoms, perform diagnosis 

and treatment, contribute to disease prevention by providing alternative solutions, and apply 

first-aid skills to assist those at risk (Lai et al., 2022). Illiterate persons, such as those who can 

hardly recognize disease symptoms, are unlikely to seek help (Li et al., 2022). 

 

A survey conducted in a large Tunisian university, found that 43.8% out of 714 respondents 

believed that lack of self-discipline and willpower were among the main causes of mental 

illness, and 21.9% did not consider depression to be a mental illness. In addition, 39.6% held 

the view that they were 'unlikely' or 'very unlikely' to seek help for a MH problem from a 

professional (Fekih-Romdhane et al., 2021). These findings underscore a troubling reality: that 

many individuals, especially those with limited mental health literacy, do not seek the help 

they need. This is so, despite untreated depression having the capability of significantly impair 

daily functioning. 

 

Help-seeking barriers are generally divided into three domains—knowledge, attitudinal, and 

structural related (Wang, 2019). Knowledge related barriers refer to a lack of knowledge which 

may include, non-recognition of symptoms, the need for treatment, even where and how to 

access treatment. Conversely, attitudinal barriers refer to attitudes held by individuals about 

the problem and may include negative perceptions, lack of perceived support, and the desire 

for independence, often leading to stigma. Finally, structural barriers are those that hinder 

treatment access. They include, lack of service providers, resources (finances, time, and 
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transport); and fear about medication side effects (Johnson et al, 2020). Whereas some students 

enjoy their duration in university, others do not (Worsley et al.,2021). This may be due to 

persistent or worsening of pre-existing as well as newly developing psychological difficulties 

(Parker et al., 2017). Considering barriers faced while seeking psychological help, it is 

convenient for affected persons to adopt skills that can assist them. 

 

Additionally, there are very few studies that have utilized quantitative methods to study help-

seeking behaviours. This is because, studies attempting to examine help-seeking aim at 

promoting the growth of understanding, rather than collection of factual knowledge and causal 

explanations. Moreover, prior studies have focussed on identifying factors associated with 

help-seeking behaviours which include socio and demographic characteristics, such as stigma, 

MH knowledge, poverty, level of education, unemployment, discrimination and violence. 

Having a good understanding of the help-seeking process is critical in the identification of the 

at-risk groups unlikely to seek assistance. Such an understanding improves not merely 

treatment access; but also provides reasons for the treatment gap, and informs service 

providers what service to expand. Furthermore, good understanding is important in identifying 

specific MH disorders, recognition of disease symptoms; illness development and treatment 

options. Also, such knowledge promotes prevention and help-seeking behaviours, offers 

effective strategies to solve minor problems, and first-aid skills to assist those at risk (Lai et 

al., 2022).  

 

Considering the adverse effects and impact of depression, encouraging university students to 

seek help is essential for enhancing both academic and health outcomes and addressing 

disparities in help-seeking behaviour. Early screening can bring about greater willingness to 
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seek help promptly and mitigate risky behaviours. It is with this in mind that the present study 

sought to explore reasons why university students are reluctant to seek help for emotional 

problems.  

 

1.2 Statement of the problem  

University students face a heightened risk of developing depression, often associated with 

numerous negative outcomes such as poor class attendance, missed assignments, exam 

underperformance, dropout, relationship difficulties, suicidal thoughts, substance abuse, 

frequent illness, and overall poor health. These challenges often extend into adulthood, 

impacting career opportunities and social relationships. Despite these significant risks, 

students tend to delay or avoid seeking help, creating a troubling gap between the high 

incidence of depression and the low rates of help-seeking—a gap that remains poorly 

understood. Likewise, little is known, about how depression is related to help seeking 

behaviors. This reluctance to seek help is not just a personal issue; it has far-reaching societal, 

economic, and public health consequences. 

 

Given the benefits of early detection and prevention of psychological difficulties, it's critical 

to investigate why individuals with depression often delay or avoid seeking help. Therefore, 

this study focused on understanding why university students are among the least likely 

individuals to seek help for their emotional problems. Due to the significant personal, social, 

and economic impacts of depression, promoting help-seeking behaviours is essential. Further 

research is needed to enhance the mental health and well-being of university students, 

ultimately benefiting society as a whole.  
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1.3 Purpose of the Study  

The purpose of this study was to explore reasons why university students are reluctant to seek 

help for emotional problems.  

 

1.4 Specific Objectives  

The specific objectives of this study were to:  

1. Assess the prevalence of depression among students in public universities in Kenya. 

2. Examine the contribution of social and demographic factors to disparities in help-

seeking behaviours among public university Students in Kenya.  

3. Evaluate the factors that promote help-seeking behaviours among public university 

students in Kenya.  

4. Determine the significant barriers to help-seeking behaviours among public university 

Students in Kenya.  

 

1.5 Research Questions  

This study sought to answer the following research questions:  

1. What is the prevalence of depression among students in public universities in Kenya? 

2. Are there any disparities in help-seeking behaviour among students in public 

universities in Kenya?  

3. What factors promote help-seeking behaviours among students in public university 

in Kenya?  

4. What are the significant barriers to help-seeking behaviours among public university 

students in Kenya? 
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1.6 Justification 

Understanding why university students remain the least likely to seek help for emotional 

problems is important for several reasons: 

a. University students face significant academic pressure, social challenges, and major 

life transitions, all of which contribute to emotional stress. Therefore, understanding 

why university students are less likely to seek help can inform strategies to better 

support their mental health during this critical period. 

b. Emotional problems negatively affect students' academic performance, retention rates, 

and overall well-being. By addressing the reasons why students remain reluctant to 

seek help, universities can implement more effective support systems, leading to 

improved academic success and student satisfaction. 

c. It is highly likely that seeking help for emotional problems is associated with stigma, 

particularly within certain cultural or social groups. Studying this reluctance helps to 

understand and address these cultural factors, creating a more inclusive and supportive 

environment for all students. 

d. Many mental health issues first emerge during late adolescence and early adulthood. 

Identifying which are the significant barriers to help-seeking among university 

students allows for early intervention, which can prevent the escalation of mental 

health issues and lead to better long-term outcomes. 

e. Understanding the unique challenges and barriers faced by university students in 

seeking help for emotional problems allows for the development of targeted 

interventions. These tailored approaches can be more effective in encouraging help-

seeking behaviour among this specific population. 
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f. The habits and attitudes developed during university years often persist into adulthood. 

Encouraging help-seeking behaviour during this time can have long-term positive 

impact on students' mental health, potentially reducing future burden on mental health 

services. 

g. By studying the reasons behind reluctance to seek help, universities and mental health 

professionals can create a more effective support systems that can address the specific 

needs of their student populations. 

h. It is important to seek help and do so in a timely manner. Gaining better and clearer 

insights on how the help-seeking process is triggered and sustained is important in 

assisting sufferers seek help early, increase utilisation of support services, overcome 

stigma and negative attitudes. Therefore, the help-seeking behaviour should be 

understood and seen as a positive step towards enhancing wellbeing and happiness.  

 

1.7 Significance of the Study 

This study is crucial because it addresses a significant gap, with important implications for 

individual well-being, academic performance, and overall societal health. Since, many mental 

health issues emerge during late adolescence and early adulthood stage of human 

development, addressing these challenges is critical for preventing long-term consequences. 

A key contribution of this research lies in its potential to shape strategies that enhance mental 

health literacy, reduce stigma, and improve access to care. By identifying specific barriers that 

hinder students from seeking help, universities and policymakers can develop more effective, 

targeted interventions and support systems. 

Additionally, this study is significant since it provides valuable insights for policymakers to 

manage and curb rising depression rates, as well as ease the burden on healthcare systems. 
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This is particularly important given the close link between emotional well-being and academic 

performance. Students who struggle with mental health issues are more likely to experience 

academic difficulties, which can lead to lower grades, higher dropout rates, and decreased 

engagement. This therefore helps enhance support for mental health that can directly 

contribute to better academic outcomes. Additionally, the study is significant given its 

potential to help in designing and developing strategies that encourage students to seek help, 

change attitudes towards promoting mental health literacy, reduce stigma, improve access to 

mental health care, and enrich the help-seeking literature. These findings can be utilized to 

inform university policies, mental health services, and public health initiatives to create a more 

effective support system. 

 

Also, the study is significant for providing valuable insights for policymakers to guide the 

development of frameworks in managing and curbing rising depression rates among students. 

This is meant to ultimately ease the burden on healthcare systems and the resources spent on 

supporting vulnerable groups. Moreover, the study findings play a beneficial role in coming 

up with strategies to assist university students overcome reluctance to disclose their 

psychological difficulties. By addressing these issues, universities can create more favourable 

environments that promote mental health and well-being. Finally, this research goes a long 

way in enriching the literature on help-seeking behaviour and provide a foundation for 

developing intervention strategies for the at-risk students. It highlights the importance of early 

intervention in preventing long-term mental health issues and underscores the need for 

universities to create effective support systems that encourage students to seek help. 
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1.8 Assumptions of the Study 

A key consideration for this study is the assumption that help-seeking is a survival skill 

employed to assist individuals decide whether or not to perform a behaviour. However, the 

skill itself is influenced by both risks (i.e., barriers) and protective factors (i.e., facilitators). 

Whereas, barriers have a negative influence, to delay or avoid performing a behaviour; 

facilitators do the exact opposite—they have a positive influence that increases the rate of 

performing a behaviour. Therefore, the premise upon which this study was carried out was the 

assumption that the size of the sample was adequate and an accurate representation of 

university students. In addition, the sample was deemed to be broad enough to support the 

validity and reliability of the study. Other assumptions include wilful participation; freely 

available and accessible MHS to all students; respondents gave genuine and honest responses; 

and, research instruments were capable of capturing correctly responses, experiences, and 

beliefs.  

 

1.9 Scope/Delimitations of the study  

This study focussed on examining the reasons making university students the least likely to 

seek help for their emotional problems. Specifically, the study’s focussed on assessing the 

prevalence of depression, disparities in help-seeking behaviours, determine facilitators and 

significant barriers to help-seeking behaviours. Therefore, the scope of the study was limited 

to the utilisation of 896 respondents drawn from students registered at KSU for the 2022/2023 

academic year. To collect data, five survey instruments were administered to respondents. A 

self-report approach was relied upon to screen, measure and collect data. Only respondents 

who answered the question “Have you sought help for an emotional problem during the past 

six months?” were included for further analysis on help-seeking behaviours. In terms of 
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geographical scope, this study was conducted at KSU main campus. The university is located 

at Kisii town, the county headquarters and has a large student population. For this study, the 

contextual scope was limited to assessing the prevalence of depression, examining disparities 

in help-seeking behaviours, and determining significant barriers and facilitators to help-

seeking behaviours among undergraduates. 

 

1.10 Limitations of the study 

Despite providing valuable insights into why university students are among the least likely to 

seek help for emotional difficulties; this present study is not without limitations. Therefore, it 

is important to acknowledge these limitations in order to provide a more balanced 

understanding of the findings as well as guide future research. Some of the limitations that 

should be taken into consideration when interpreting the data in this study include introduction 

of bias, reluctance to participate, sampling and selection errors.  

 

Given that the study relied on a self-report approach to data collection, there are high chances 

that biases being introduced. Biases , such as failing to give accurate and honest responses. In 

addition, students may have underreported or exaggerated their emotional difficulties or their 

willingness to seek help. This is due to social desirability, fear of being stigmatised, or 

misunderstanding of their own mental health status. Such distortions are likely to have led to 

inaccurate conclusions about the prevalence of emotional difficulties and the factors 

influencing help-seeking behaviour. To mitigate this, respondents were encouraged to provide 

honest and genuine responses. 

 

A further limitation may have been the reluctance by some eligible respondents to take part in 

the study, given that individuals suffering depression often conceal their true health status. To 
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address this limitation, the study collected information anonymously, concealing respondents' 

identities and keeping the information confidential. Also, consent confirming willingness to 

participate was obtained prior to administering the surveys. 

 

Despite having an adequate sample, some demographics lacked sufficient representation, 

thereby reducing the study's statistical power to draw valid conclusions. It is important to have 

a representative sample to draw valid conclusions; since, larger samples yield more precise 

results than smaller samples. In addition, smaller samples make it more difficult to identify 

significant relationships in the data. 

 

Finally,  non-representativeness may have occurred due to the exclusion of students suffering 

from severe depression who lack the capacity to make rational and beneficial choices for 

themselves. This is because persons suffering depression are less likely to volunteer to 

participate; thus, limiting their inclusion. Also, the cut-off age defined for inclusion (i.e., only 

those aged 18–25 years) is a clear limitation, as students outside this age range were excluded 

merely for not meeting the age criteria. Furthermore, the findings may not be generalizable to 

all undergraduate students in Kenya given that the study was conducted in a single university. 

Finally, the study methodology may be a potential cause for limitation. This is because the 

current study utilised a correlational research design, which does not allow one to study cause 

and effect because the researcher is not able to manipulate study variables. 

 

1.11 The Conceptual Framework 

A conceptual framework serves as a powerful tool for gaining a deeper understanding of the 

complex interaction between psychological, social, and environmental factors that contribute 

to students' reluctance to seek help for their emotional challenges. By integrating established 
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theories of stigma, help-seeking behaviour, and social support systems, the framework aims 

to provide insight into why depression is so prevalent among students and highlights the 

disparities in seeking help. It explores not only the factors that encourage help-seeking 

behaviours but also those that act as barriers.  

 

Moreover, the framework delves into the critical influence of cultural norms, peer pressure, 

and institutional policies, all of which play a significant role in shaping students' perceptions 

of mental health services. By examining these multifaceted elements, the framework seeks to 

offer a comprehensive explanation of the factors that either support or impede students' 

willingness to seek the emotional help they need. 

 

The purpose of employing the conceptual framework is to examine the factors contributing to 

students' reluctance to seek help. By examining these elements holistically, the framework 

seeks to uncover the underlying reasons behind this behaviour. Additionally, this analysis will 

play a crucial role in informing and shaping targeted interventions, ultimately aimed at 

enhancing mental health support services within educational institutions and fostering a more 

supportive environment for students in need. To illustrate the relationship between depression 

and help-seeking behaviours; figure 1 displays how the researcher conceptualised the study. 
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Figure 1:  

The Conceptual Framework: Relationship between Depression and Help-seeking Behaviours 

 

[Source: Researcher, Dec., 2022]  

 

Help-seeking behaviour is the dependent variable (DV), i.e., the presumed effect as displayed 

in Fig. 1; while depression is the independent variable (IV), i.e., the presumed cause. For this 

study, the IVs consisted of prevalence, social and demographic characteristics, facilitators and 

barriers to the help-seeking behaviours. However, the relationship between the IVs and the 

DVs can be mediated by support networks such as Family, Spiritual, and Social networks, as 

well as availability of MHS. A positive or negative outcome out of the associations can be 

expected. A positive outcome implies an increased rate of help-seeking behaviour, while a 

negative outcome implies a decline in the rate of help-seeking behaviours.  
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Given that help-seeking is a learned skill, variables impacting depression are important 

because they affect one’s response towards help sought, which may include, willingness, 

attitude and intention to perform a behaviour. Therefore, in contextualising depression, the 

majority of those affected tend to delay or avoid seeking help due to a lack of knowledge on 

its adverse consequences. 

 

1.12 The Theoretical Framework 

In this study, two theoretical frameworks were used to explain depression among university 

students. Whereas Beck’s cognitive theory (BCT) was used to explain the cognitive aspects 

of depression; the theory of planned behaviour (TPB)] was used to explain the behavioural 

aspects of depression. Developed in the 1960s, Beck's Cognitive Theory, serves as a 

foundational framework for understanding and treating depression, highlighting the role of 

negative thought patterns in the development and persistence of depressive symptoms. By 

focusing on how individuals interpret their experiences, the theory provides a basis for 

cognitive-behavioural therapies aimed at challenging and changing these harmful thought 

patterns. The theory comprises of three key tenets, which include: 

(a) The cognitive Triad: Beck’s theory emphasizes the role of the “negative cognitive 

triad,” which includes negative views about the self, the world, and the future. University 

students suffering depression may experience this triad intensely, leading them to 

internalize their struggles as a reflection of their inadequacies. They might perceive that 

others are handling similar stresses without issue, leading to feelings of shame and 

isolation. This negative self-view, combined with a pessimistic outlook on their ability 

to improve their situation, can create significant barriers to seeking help. Students might 
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fear that reaching out will expose their vulnerabilities or confirm their worst fears about 

themselves, further entrenching their reluctance to seek support. 

 

(b) Cognitive Distortions: Beck identified several types of irrational, exaggerated, or 

biased thinking patterns that contribute to depression. These include, the “all or nothing 

thinking –viewing situations in categorical terms, without a middle ground. For 

example, thinking "If I fail at this, I’m a complete failure." The second distortion is 

overgeneralization—drawing broad, negative conclusions from a single event. For 

instance, after a single rejection, someone might think, "I’ll never succeed at anything." 

The third distortion is Catastrophic –expecting worst possible outcome, no matter how 

unlikely it is. For example, thinking, "If I make one mistake, it will ruin everything." 

The fourth distortion is assuming others are thinking negatively about you without 

concrete evidence. Finally, the last distortion is believing that negative emotions reflect 

reality, such as "I feel worthless, so I must be worthless." 

(c) Schemas: These are deeply ingrained, enduring cognitive structures or core beliefs that 

shape how individuals interpret and respond to their experiences. In depression, these 

schemas are typically negative and may be rooted in early life experiences. For example, 

a person with a schema of "I am unlovable" may interpret neutral or ambiguous 

situations as evidence of rejection or failure. 

 

While Beck's theory primarily focusses on cognition, it also recognizes the role of behaviour 

in depression. Depressed individuals may engage in behaviours that further reinforce their 

negative thought patterns such as social withdrawal, which can lead to further isolation and 

deepening depression. In addition, the theory has been highly influential in the development 
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of Cognitive Behavioural Therapy (CBT), a widely used therapeutic approach that aim to 

identify, challenge, and modify negative thoughts and beliefs to alleviate depressive 

symptoms. 

 

Beck's Cognitive Theory is a powerful framework for explaining why university students are 

the least likely to seek help because the theory posits that depression is largely driven by 

negative thought patterns and cognitive distortions, such as overgeneralization, 

catastrophizing, and black-and-white thinking. University students, who are often under 

significant academic and social pressures, may develop these cognitive distortions, leading 

them to view their emotional problems as being impossible to deal with or as a sign of personal 

failure. This distorted thinking can contribute to a reluctance to seek help, as students may 

believe that their issues cannot be fixed or not severe enough to warrant professional 

assistance. 

 

Finally, Beck's Cognitive Theory is particularly relevant in understanding how cognitive 

distortions can perpetuate a cycle of avoidance and worsening emotional problems. For 

university students, who are often navigating new environments, social relationships, and 

academic challenges, these distortions can be magnified. The avoidance of help-seeking may 

stem from fears of being judged or stigmatized, concerns about confidentiality, or a belief that 

they should be able to handle their problems independently. Beck’s theory helps to illuminate 

how these cognitive barriers can maintain or worsen depression, making it a valuable tool for 

identifying the psychological factors that contribute to students' reluctance to seek help and 

for developing interventions that address these cognitive patterns. 
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While the Beck's Cognitive Theory is influential in understanding depression, it has several 

limitations when applied to university students. Key among them include environmental 

stressors such as academic pressure, financial difficulties, and social transitions. In addition, 

Beck’s theory doesn't fully account for how cultural norms, socioeconomic factors, or societal 

pressures may shape their experiences of depression. The theory emphasizes that depression 

stems from negative thinking, which can place the burden of responsibility on the individual. 

For students, this may overlook systemic or structural issues such as institutional policies, 

support systems, or social inequities that contribute to their mental health struggles. 

 

Finally, Beck’s theory pays less attention to biological or neurochemical factors that may play 

a significant role in depression, especially in a population like university students, who may 

be undergoing hormonal changes or experiencing genetic predispositions. To take care of these 

shortcomings, the, Theory of Planned Behaviour (TPB) was utilized. The framework serves 

as a comprehensive model designed to predict and explain behaviour across a wide spectrum 

of domains. It builds on the Theory of Reasoned Action and introduces constructs such as 

perceived behavioural control (PBC) to address external factors impacting both intention and 

behaviour. The TPB identifies three primary determinants of intention: attitude toward the 

behaviour, subjective norm, and PBC. Attitude reflects how favourable or unfavourable one 

perceives the behaviour, with stronger intentions leading to a higher likelihood of performing 

the behaviour. Subjective norm involves perceived social pressures to engage in or avoid a 

behavior. PBC pertains to the perceived ease or difficulty of performing a behaviour, 

incorporating past experiences and anticipated obstacles. 
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Attitudes evaluate a behaviour’s outcomes, influencing preparedness and willingness to act. 

Subjective norms encompass social expectations and norms, affecting awareness and social 

support for actions like seeking help. PBC includes self-efficacy and the perceived control 

over the behaviour, which can be limited by factors like accessibility to services. The TPB 

explains the link between cognitive factors, behavioural intentions, and their execution. The 

theory has successfully predicted a range of health-related behaviours, such as smoking, 

drinking, health service utilization, breastfeeding, and substance use. The model is particularly 

effective in forecasting intention and behaviour, making it a valuable tool in areas like help-

seeking for mental health issues among university students. 

 

In sum, the TPB provides a robust framework for understanding and predicting behaviour by 

considering attitudes, social norms, and perceived control; making it widely applicable in 

health and psychological contexts. However, this theory formulated by Ices Ajzen, is only 

applicable to behaviours that individuals can exert control over and is an improvement over 

the Theory of Reasoned Action (Ajzen, 1985). The most important concept of this model is 

behavioural intention, shaped by attitudes regarding the likelihood of a behaviour producing 

its anticipated outcomes and the subjective assessment of the potential risks and benefits tied 

to those outcomes. The introduction of this framework gave rise to constructs such as 

perceived behavioural control (PBC) to account for the impact of external factors beyond an 

individual’s control but which affect intention and behaviour. 

 

The TPB posits three distinct correlates of intention (Ajzen, 2020)—one, the attitude toward 

the behaviour, meant to measure how favourable or unfavourable the behaviour in question is. 

The stronger the intention to engage in a given behaviour, the more likely it is to perform that 
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behaviour. The second predictor is the subjective norm—a social factor encompassing 

perceived social pressures to either perform or abstain from a specific behaviour. Finally, the 

third and last antecedent of intention is the level of PBC, reflecting the perceived ease or 

difficulty associated with performing a behaviour. This aspect is assumed to reflect past 

experiences and anticipated obstacles. 

 

The TPB outlines the connection between cognitive factors and behavioural intentions, and 

their execution (Ajzen, 2002), with subjective norms (i.e., attitude toward a behaviour), and 

PBC forming its core components. These elements predict intention, which subsequently 

guide behavioural performance and aligns with the stages of the help-seeking process. 

Subjective norms include what others think or believe about a behaviour—illustrated by the 

extent to which people adhere to descriptive norms and endorse injunctive norms (i.e., help-

seeking). This aspect correlates with recognition and preparedness, as it signifies awareness 

of social backing for addressing psychological challenges. 

 

Attitudes focus on evaluating a behaviour. For instance, is it beneficial or detrimental to seek 

help for depressive symptoms? This aspect is associated with preparedness, since it mirrors 

personal values and perceived advantages of seeking help. However, it also influences 

willingness, propelling individuals to actively pursue avenues that align with their objectives 

and values. PBC consists of self-efficacy (i.e., confidence in performing a behaviour) and the 

degree of control one has over the performance. Perceived control tends to be diminished when 

mental health services are not readily accessible, particularly in rural areas, while self-efficacy 

might remain relatively unaltered. These three central components of the TPB inform 

behavioural intent, subsequently predicting execution (Romano & Netland, 2008). 



24 

Help-seeking is a coping and survival mechanism, conceptualised as a dynamic process 

consisting of awareness of sources of help and appraisal; need determination; and finally, 

willingness to disclose difficulties to a help source (Rickwood & Thomas, 2012). Each stage 

of the help-seeking process is influenced by barriers and facilitators (Scott & Walter, 2010). 

Prompt response to disease symptoms is likely to increase survival chances, while reluctance 

limits those chances. Delay or avoidance to seek help is likely to worsen the condition, thereby 

risking death. As such, early disclosure is a critical step towards diagnosis, treatment and 

recovery. 

 

Generally, strong intentions produce strong motivation. However, this is only true for 

behaviours that one has control over; and which in turn are perceived to yield favourable 

outcomes. In addition, the outcome for subjective evaluation of the risks and benefits must 

show a high likelihood of success if one engages in performing the behaviour (Fishbein & 

Ajzen, 2010). The TPB has demonstrated success in predicting and explaining a wide array of 

health-related behaviours and intentions, including, smoking (Alanazi et al., 2017), drinking 

(Norman et al., 2017), utilisation of Health services (Ngwenya et al., 2020), breastfeeding 

(Bartle & Harvey, 2017), and substance use (Moeini et al., 2017) among others. In sum, the 

TPB is the most suitable framework due to its widespread application in forecasting both 

intention and behaviour (Langford et al., 2018). Moreover, the TPB has been effectively 

employed to investigate help-seeking intentions for anxiety, depression, career choices, 

alcohol and drug use among the university student population (Hess & Tracey, 2013). 

 

None of the selected frameworks on their own is able to explain help-seeking behaviours 

underlying depression sufficiently enough, because each has some weaknesses. For instance, 
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compared to the BCT, the TPB has more constructs which are better defined and better 

mathematically specified; thus, promoting the adequacy and consistency of use (Alhamad, & 

Donyai, 2021). Although, both theories share many similar constructs; each also include 

distinct concepts. For example, BCT has a practical application. It has led to the development 

of a screening and measurement tool for depression and therapeutic treatment methods 

including, Cognitive Behaviour Therapy and Rational Emotive Behaviour Therapy. However, 

intentions are unique to the TPB, and are posited as the closest predictor of behaviour; while 

norms, attitudes and PBC are determinants of intentions. Compared to the TPB, the BDI-II 

which utilises cognitive theory is deemed to be a valid and reliable instrument for depression 

screening and measurement (Button et al., 2015), but not help-seeking behaviours. In addition, 

the BDI-II lacks a clear path to determine the relationship between the variables.  

 

Studies investigating the application of the TPB, have identified a strong link between both 

behaviour and attitudes towards the behaviour as well as perceived behavioural constructs 

(Alhamad, & Donyai, 2021). However, subjective norm has been acknowledged as the 

weakest explanatory factor concerning behavioural intention (Herr, 2018). This issue of weak 

correlation is partly explained by the methodology adopted by the study. In 1991, Ajzen 

undertook a review of 16 studies that examined the efficacy of TPB-based interventions to 

predict behaviour changes. The review revealed that attitude, subjective norm, and PBC 

collectively accounted for a significant amount (20-78%) of the variance in behaviour 

intention (Alhamad, & Donyai, 2021). The multiple correlations linking behavioural intention 

and its three predictors—attitude, subjective norm, and PBC—ranged from 0.43 – 0.94, 

averaging at 0.71. Therefore, Ajzen concluded that these findings emphasise that PBC and 

intention, were significant predictors of behaviour, resulting in an average multiple correlation 
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 of 0.51 (Alhamad, & Donyai, 2021). 

 

Despite including PBC into the TPB, other variables such as desire, necessity, and emotion 

continue to be conspicuously absent; thereby exerting influence on actual behaviour, 

irrespective of the expressed attitude (Alhamad, & Donyai, 2021). For instance, an individual 

might possess favourable attitudes toward depression treatment but lack the requisite need or 

motivation to pursue treatment. Conversely, the BCT primary emphasis on individual 

cognitions and beliefs as precursors to psychological disorders could be identified as a 

significant limitation. This focal point may inadvertently divert attention from other important 

factors, including biology, environment, and social interactions. Furthermore, the theory fails 

to provide insights into why certain individuals with similar thought patterns fail to manifest 

psychopathology.  

 

Finally, the theory is weak in that it does not provide guidance on how to transform 

dysfunctional cognitions and beliefs to mitigate psychological distress. Despite these 

limitations, Beck’s cognitive theory remains an invaluable contribution to our understanding 

of psychopathology. Therefore, drawing from this analysis, it appears suitable, useful, and 

beneficial to apply both theories—the BCT and the TPB to explore why university students 

remain the least likely to seek help for emotional problems.  
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1.13. Operational Definition of Terms  

Unless the context otherwise requires, these listed terms and expressions should be understood 

to have the following meaning: -  

Barrier Anything that deters individuals in need of care from seeking help or 

treatment 

Behaviour The aggregate response or reaction made by persons with depression 

towards help-seeking 

Depression A common and serious mood disorder that negatively affects how one 

feels, thinks and acts. It can impact an individual’s ability to function 

or cope with daily life with a persistent feeling of sadness and loss of 

interest (APA, 2022). 

Discrimination Prejudicial or unjust treatment meted to an individual, especially on 

grounds of health, race, age, sex, or disability. 

Disparity Differences occurring among groups and influenced by socio-

demographic factors such as gender, age or health 

Facilitators Factor that support or motivate university students to seek help for 

their mental and/or physical health difficulties  

Formal sources Trained, qualified and certified MH professionals  

Help-seeking Intentional actions taken to solve a health problem that challenges 

personal abilities by seeking assistance from both formal and informal 

sources  

Informal Sources Non-formal sources such as friends, relatives, and colleagues. 

Intention What one purposes, aims or aspires to accomplish or attain while 

applying deliberate effort 



28 

Intervention Any action intended to stop or modify a process, as in treatment 

undertaken to halt, manage, or alter the course of the pathological 

process of a disease or disorder. 

Prevalence The proportion of subjects in a population with a certain condition  

Stigma Negative stereotypes and prejudices about one’s undesirable condition 

mental illness, such as—people with mental illness are weak 

Personal stigma Negative attitudes towards oneself 

Young Adults Individuals aged 18–25 years 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Introduction 

This chapter provides an overview of both empirical and theoretical literature exploring the 

reasons why university students are among the least likely to seek help for emotional 

challenges. It examines the most relevant and up-to-date scholarly research, with a focus on 

depression, help-seeking behaviours, and the factors that either facilitate or prevent students' 

willingness to seek support. Additionally, the literature review includes a summary of both 

individual and contextual factors influencing these behaviours. Furthermore, the chapter 

highlights past interventions aimed at improving help-seeking tendencies and reviews studies 

that have directly applied the TPB model. 

 

This presentation is a synthesis of concepts, trends, and debates in literature used in assisting 

the identification of existing knowledge gaps in the ongoing conversation. In addition, the 

literature review provided study context, evidence to support or contradict positions advocated 

by prior studies, and used to answer questions raised by prior studies. This chapter therefore, 

is divided into seven sections and discussed in the following order—depression, help-seeking 

behaviours, prevalence of depression, help-seeking disparities, facilitators; and, barriers 

influencing help-seeking behaviours; and finally, confounders and Intervening variables.  

 

2.2 Depression 

Depression is not just a common mood disorder; but is also a serious and complex mood 

disorder with a global presence. Its exact cause is poorly understood. For instant, research by 

Khan and colleagues suggests that depression results mostly from an interplay between genetic 

vulnerability and environmental factors (Khan et al., 2019). Others argue that depression 
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originates from complex interactions among social, psychological, and biological factors. 

Individuals who have experienced adverse life events such as prolonged unemployment, 

bereavement, or traumatising episodes, are at a significantly higher risk of developing 

depression. Plus, the impact doesn’t stop there; depression often spirals into deeper stress, 

dysfunction, and impairment, further disrupting lives (WHO, 2021). The rise in cases can be 

attributed to several contributing factors, including poverty, job loss and unemployment, 

traumatic experiences such as relationship breakups, physical illness, the death of a loved one, 

and the destructive cycle of alcohol and drug abuse (Hinck, 2017). This shows that depression 

is a severe yet complex and deeply personal problem that demands for our attention and 

empathy.  

 

Moreover, depression has more possible causes (Dattani et al., 2021), which take various 

forms, and remain widely under-diagnosed and under-reported (Matlala et al., 2018; Ritchie, 

2020). Depression can also occur at any time during the lifespan; but, on average, first onset 

is during the young adult stage—18-25 years (APA, 2022). Both males and females depict 

similar rates of prevalence during their childhood (i.e., up to 10 years) and late adulthood (i.e., 

over 60 years). But, differences start to appear during the adolescence stage and persists until 

midlife. During this period, depression among females becomes more elevated compared to 

males (Brody et al., 2018; Salk et al., 2017; Shi et al., 2021). Other risk factors for depression 

include stigma, MHL, negative attitudes, poverty, level of education, unemployment, 

discrimination and violence. Finally, studies have also observed a high degree of heritability 

(approximately 40%) when first-degree relatives (parents/children/siblings) have depression.  
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Besides, depression is likely to originate from abnormalities in the physical structure, and 

functioning of the brain (Clark et al., 2017). For example, studies have shown that both 

structural and functional abnormalities can cause some specific regions of the brain to decrease 

among depressed persons (Dai et al., 2019). The implicated regions are the amygdala, 

hippocampus, and the dorsomedial thalamus. These parts support memory, learning, 

navigation, and perception of space; relay information to the brain stem; and control cognitive 

functions such as attention, impulse, and emotional reactions (Helm et al., 2018). Other causes 

include, having a medical condition; taking medication or recreational drugs, alcohol and poor 

coping skills (NIMH, 2018). More evidence, suggest that depression appears to run in certain 

families, implicating the involvement of genes in its transmission (Torres, 2020); or an 

external event such as loss of a loved one, chronic illness, difficult relationships, exposure to 

abuse, neglect or violence; financial problem, any negative life events or unwelcome changes 

in life patterns (Bernaras et al., 2019). This can involve a single severe exposure or numerous 

stressors.  

 

The factors responsible for the development of mental health disorders are deeply troubling—

ranging from intense stress, burnout, and loneliness to the problematic alcohol and illicit 

substances use. These issues manifest in the form of anxiety, depression, and even tragically 

lead to suicide attempts (Dopmeijer et al., 2020). The situation is made even more worse by 

the reluctance of many students to seek help. The fact that most undergraduates are aged 

between 18 and 25 years is of great concern. This is a period of profound developmental 

transition (Lanoye et al., 2017; Wood et al., 2018) –a time when they are not only moving 

from high school to university but also navigating the crucial shift from adolescence to 

adulthood. Disturbingly, this age group is at the centre of mental health challenges, with 
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approximately 75% of mental health disorders making their first appearance during this pivotal 

stage of life (Fusar-Poli, 2019). The urgency to address these issues cannot be overstated, as 

these young adults stand at the crossroads of their futures, with their mental well-being 

hanging in the balance. 

 

To conclude, depression is likely to occur due to biological, psychological, behavioural, or 

environmental reasons. Other explanations suggest that depression can result from deficits in 

response reinforcement and inadequate social skills or reliance upon the delay and avoidance 

coping strategy which has been associated with higher risk (Halverson et al., 2020). This is 

because depression negatively affects one’s mood, thoughts, feelings, behaviours and physical 

health. In addition, exposure to pharmacological agents as well as substance abuse can also 

worsen the risk of depression. However, regarding agents of abuse, it is unclear whether 

depression is a consequence or facilitator (Halverson et al., 2020), thereby negating the 

possibility of a single theory that can fully explain the causes and persistence of depression. 

 

Depression manifests differently in each individual, resulting in a variety of possible 

symptoms, which can range in type and severity. Plus, the symptoms are as varied as the 

individuals affected. They range from persistent sadness, overwhelming hopelessness, and a 

loss of interest in activities once enjoyed, to feelings of guilt, crushing low self-esteem, 

disrupted sleep, diminished appetite, poor concentration, and debilitating fatigue (Syed et al., 

2018; Wabai, 2019). When these symptoms persist for weeks or even months and become 

severe enough to disrupt work, social interactions, and family life, depression is implicated. 

For that reason, accurate diagnosis becomes an essential first step towards the treatment of 

depression, done through an association between symptoms and signs. In this context, 
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symptoms represent the patient’s complaints or the subjective experience of a health problem, 

apparent only to the patient. However, a sign is an observable medical condition or objective 

evidence of a disease, especially by the physician (Kuruvilla, 2021).  

 

Typically, severe symptoms prompt sufferers to seek treatment; however, if the symptoms are 

less intense, the perceived need for help decreases. What is more, depression is complicated 

considering that, it is characterised by several symptoms that include, sleep and appetite 

disorders (increased or decreased); anhedonia (interest), energy and concentration deficit; 

psychomotor retardation or agitation; guilt (i.e., worthlessness, hopelessness, or regret); and 

recurring thoughts about death or suicide (APA, 2022). Despite depression having several 

symptoms, nevertheless, the two cardinal symptoms of depression are a depressed mood and 

loss of interest (Thompson et al., 2021).  

 

Although, the presence of five symptoms which include depressed mood or anhedonia suggest 

depression; further screening is necessary because depression manifests differently between 

men and women and for different ages. For example, there is a higher likelihood for depressed 

women to report physical ailments such as headaches, myalgias, or gastrointestinal problems 

than men. They are also more likely to display emotional effects such as stress and crying 

easily (Maurer, et al., 2018). But, individuals suffering depression are more likely to report 

acts of aggression, such as anger, substance abuse, and risky behaviours compared to women 

(Streb et al., 2021).  

 

To diagnose depression, an individual must exhibit at least five symptoms over a continuous 

period of two or more weeks, with one of the symptoms being either a depressed mood or a 

loss of interest or pleasure. Additionally, a confirmatory symptom in patients with depression 
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is emotional blunting—a symptom characterized by an inability to experience positive or 

negative emotions, feelings of detachment, or reduced emotional responsiveness—often 

observed in patients with depression (Christensen et al., 2022). Given that depression is often 

invisible to the outside observer, patients must endeavour to make an accurate account of all 

their symptoms so that the physician can make an accurate diagnosis.  

 

The most effective ways to control depression and also shorten the length the episode lasts is 

by medication and therapies. For many, taking prescribed medication improves their mood 

and coping skills quickly. Despite producing faster results; medication must be prescribed by 

a doctor or a qualified MH professional. Many individuals also benefit from psychotherapy—

otherwise, known as counselling (Wallace, 2022). Although in literature, counselling and 

psychotherapy are used interchangeably, there are subtle differences. Whereas, counselling 

typically deals with present issues involving the emotional and intellectual experience of a 

client, psychotherapy is often a longer-term intensive treatment, helping the client overcome 

profound difficulties resulting from their psychological history.  

 

Depression affects feelings, thoughts and actions of all individuals negatively across all sexes 

and ages, and, backgrounds. However, for students it has huge implications, given that 

depression is characterised by sleep disturbances and fatigue. Students suffering depression 

find it difficult to attend lectures or stay awake during class. Loss of interest and perpetual 

feelings of sadness act as barriers to student learning and doing well in studies. These 

symptoms and their effects provide a connection between depression and poor academic 

performance. Consequently, the most effective way to combat depression is perhaps through 

counselling which is seen as both an art and a science assisting to bring about changes in 
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thought, emotion, and behaviour (Sajjad, 2017). Given that counselling dependents on 

communication, it is critical for patients to describe in clear terms their feelings so as to assist 

MH professionals make accurate diagnosis of the problem to formulate therapeutic solutions. 

 

The sad mood that characterises depression does not measure to the normal sad mood. It goes 

way above and beyond the normal sadness or grief (Dryden-Edwards & Shiel Jr., 2021). 

Depression can cause various emotional and physical effects that significantly hinder a 

person's ability to perform effectively at work or school and manage everyday life. (WHO, 

2019). Additionally, depression exacts physical and psychological burden on patients and their 

families; ultimately leading to death through suicide (WHO, 2020b). This has made depression 

the leading cause of disability and a major contributor to the overall disease burden (Wabai, 

2019). Globally, depression is not only the most prevalent MH disorder, but is also the leading 

cause of impairment (WHO, 2019). Besides, depression is implicated in devastating 

consequences and also in the reduction of social functioning, which often keep recurring 

(Bernaras et al., 2019).  

 

Despite depression being highly treatable and preventable, a relatively small percentage of 

university students seek out treatment services (Magaard et al., 2017; Roberts et al, 2018). 

This gap is partly attributable to barriers, which include, stigma and embarrassment (Shi et al., 

2020; Velasco et al., 2020), poor knowledge of the problem, and lack of support networks as 

well as culture (Ogada et al., 2019). In any case, studies have demonstrated the possibility of 

demographic factors acting as barriers and those implicated include, gender, age, marital 

status, and religious affiliation (Maiuolo et al., 2019). 
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Furthermore, there is growing consensus among researchers that the gender gap in depression 

can be explained using biological, psychological, micro and macro environmental factors with 

varying interactions (Kuehner, 2017). For example, hormonal changes are assumed to increase 

the risk of women experiencing depression at particular points in their lives, such as during 

adolescence (Lewis et al., 2018) or after giving birth (Dadi et al., 2020). Therefore, a number 

of theories have been advanced concerning the biological basis of depression. These include 

those revolving around monoamine neurotransmitters, neuroplasticity, neurogenesis, 

inflammation, and the circadian rhythm. Physical illnesses, including hypothyroidism and 

mitochondrial disease, can also trigger depression. Neural circuits responsible for the 

generation and regulation of emotion and reward, are also implicated in depression 

(Kharitonova, 2019). 

 

Finally, studies indicate that help-seeking disparities due to gender are implicated in several 

physical and psychological outcomes. For example, depression accounts for approximately 

41.9% of the disability among women compared to 29.3% among men (WHO, 2021). This 

shows that depression has more adverse consequences among women. More importantly, 

comorbidity between depression and anxiety is more prevalent in females than in males. 

Accordingly, females suffering depression have increased risk of experiencing intimate 

partner violence.  

 

Pressures created by the multiple roles played by women, social and economic factors, 

malnutrition, overwork, domestic violence and sexual abuse, all combine to account for 

women’s poor psychological health (Anand, 2020). Consequently, this study sought to 

investigate factors correlated with delay and avoidance coping strategy and examine the 



37 

effects of level of depression on help-seeking behaviours among students in public 

universities. Other objectives include providing data and insights to address a gap that the 

Kenyan government, through the Ministry of Health, has acknowledged (Ministry of health, 

2015). 

 

2.3 Help-Seeking behaviours  

The concept of 'help-seeking' has gained a lot of attention recently due to its importance in 

understanding why individuals with emotional problems often delay or avoid seeking help for 

various health conditions. When used in a general sense, ‘help-seeking’ refers to the utilisation 

of MHS from both formal and informal sources, whether in public or in private. Seyi-Oderinde 

(2020), quoting Abubakar et al., (2013); notes that, often, researchers use the term “help-

seeking” interchangeably with “health-seeking,” which generally refer more narrowly to 

seeking health or treatment services for a specific ailment or illness. However, in a broader 

sense, “help-seeking” refers to the use of both formal and informal support, which include 

family, kinship and friends’ networks, traditional healers and/or religious leaders. This is the 

sense in which this term is used in this study.  

 

Moreover, help-seeking is a complex decision-making process triggered by a health problem 

challenging personal coping abilities. It is against this backdrop, that the concept is viewed as 

a multi-faceted process where individuals begin by recognizing a specific health problem such 

as depression, followed by recognition of the need to seek help or treatment and then the 

willingness or intention to seek help (White et al., 2018). To determine whether or not it is 

worthwhile seeking help, one must carry out a cost-benefit analysis in order to choose the most 

economical option. Help-seeking can therefore be defined as a form of health seeking 
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behaviour where a help seeker discloses a problem to get external assistance. In MH, seeking 

help from external sources is the first conscious step towards receiving treatment (Tomczyk 

et al., 2020a), because treatment begins with disclosure and diagnosis. Also, the earlier it 

begins, the more effective treatment is likely to be.  

 

Given that help-seeking is a form of health seeking behaviour; it is important to have adequate 

knowledge of factors that can facilitate or hinder the process because untreated depression can 

easily result into severe treatment resistance thereby, increasing disease burden and 

complexity of the disorders (Bifftu et al., 2018; Johansson et al., 2017). Also, considering that 

depressive syndromes are among the most prevalent MH disorders in the general population 

(Serrano et al., 2022; Bretschneider et al. 2017), to investigate help-seeking behaviours among 

university students should be seen as a public good. 

 

Studies among university students, consistently report an even higher prevalence of depression 

compared to young adults of a similar age (Hakami, 2018; January et al., 2018). Yet, students 

remain the least likely to seek help for their emotional problems even when they are at risk of 

impairing their everyday functioning and well-being (WHO, 2019). Emotional problems 

associated with this stage of life, and how to seek help for those worries, are of great concern 

because, untreated depression is associated with poor academic achievements, failure to 

complete studies and graduate on a timely manner, relationship instability, suicidal ideation 

and attempts, poor work performance, substance abuse, acute infectious illnesses, and physical 

and psychological difficulties in general (Ngin et al., 2018).  

 

Moreover, studies show that help seeking behaviours are low while its rate differs from one 

country to another. For example, 23 community surveys (12 surveys in HICs, 6 in UMICs and 
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6 in LICs) were conducted using nationally representative household samples. Three 

represented the urban areas; three selected regions in their countries (Japan, Nigeria, and 

Spain; four represented selected Metropolitan Areas (Sao Paulo, Brazil; Medellin, Colombia; 

Beijing-Shanghai and Shenzhen in the People’s Republic of China. The survey estimated the 

rate of professional help-seeking to range between 35–50% in HICs (Alonso, et al., 2018; 

Magaard et al., 2017), while among LICs, the rate ranged between 10–15% (Evans-Lacko et 

al., 2018). As for Africa and Europe, the rates were estimated to range between 33% and 55.6% 

(Bifftu et al., 2018). However, Kenya’s help-seeking rate is not known, but is believed to 

mirror the rates for LICs.  

 

These findings concur with Rathod et al., (2016), who reports that help-seeking is highest in 

Europe at 55.6% compared to lowest in Africa at 33%. Studies also suggest that there are 

gender disparities in help-seeking behaviour. For example, male students depict a low help-

seeking behaviour compared to their female counterparts (Sagar-Ouriaghli et al., 2019), 

perhaps due to not seeking treatment—a behaviour that aligns itself towards male gender 

norms. In any case, the majority of the male students seek help from formal sources compared 

to their female counterparts. However, should they do, it is from informal sources first (Smith 

et al., 2019; Summers et al., 2019), before considering formal sources (Magaard et al., 2017; 

Roberts et al, 2018). This is unlike middle and older adults who prefer seeking help from 

formal sources first (Wuthrich et al., 2015). Other factors associated with psychological help-

seeking include, MHL, support networks, and culture (Ogada et al., 2019). 

 

To seek help willingly require courage, especially for psychological problems. This is because 

help-seeking can significantly increase one's chances of well-being, while reluctance or delay 
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can have adverse consequences. Therefore, delaying or avoiding help-seeking is a sure way of 

potentially leading to fatal outcomes. Additionally, the urgency to seek help is strongly 

influenced by an individual’s perception of their illness; the more severe they believe their 

condition to be, the more likely they are to pursue intervention (Zimmerman et al., 2018). 

However, the decision on where to seek help is largely shaped by personal beliefs about the 

cause of the illness (Jones et al., 2018). 

 

Given that a significant majority of individuals believe that mental health disorders are mostly 

caused by either supernatural or organic causes (Jones et al., 2018); it is not surprising 

therefore, that the choice of a help source depends on what one believes to be the cause of the 

illness. Many individuals would rather seek support from informal sources before turning to 

formal ones. This tendency highlights the profound impact of cultural and personal beliefs on 

the pathway to recovery. 

 

To suffer depression without any form of support is a significant challenge given the physical, 

mental and cognitive health havoc loneliness wreaks (Forsyth, 2022). Loneliness, according 

to Novotney (2019), raises stress levels that go a long way to impede sleep and, in turn, harm 

the body by augmenting depression as well as anxiety. Therefore, a support network comes 

with a positive impact on the overall mental wellness, especially for women, older adults, 

patients, and students. However, efforts to research help-seeking behaviours are complicated 

by the involvement of multiple factors such as, gender and age disparities (Auerbach et al., 

2018; Hu et al., 2021), education and socio-economic status (Magaard et al., 2017), geographic 

location (Evans-Lacko et al., 2018), poor knowledge of the problem, lack of support networks 

and culture (Ogada et al., 2019).  
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In a study conducted at the Lebanese American University, in Lebanon; researchers found that 

the risk of depression was 63% lower among individuals with high perceived social support, 

compared to those with low perceived social support after adjusting for age, gender, living 

arrangement, education level, and presence of chronic illness. A similar trend was observed 

regarding sleep quality, with those reporting high social support having a 52% lower risk of 

poor sleep quality than those with low support. Consequently, the study concluded that 

perceived social support has a significant impact on both depression and sleep quality. (Grey 

et al., 2020).  

 

Likewise, in a study by Ashida and colleagues conducted at the University of Iowa found that 

a trusted support network can help combat social isolation and loneliness, both of which place 

an individual at a higher risk for physical and psychological illnesses. Some of key illnesses 

that trusted support can combat include, high blood pressure, weakened immunity, anxiety, 

and depression. Therefore, the study concluded that having a strong support network has many 

positive benefits, that include, higher levels of well-being, better coping skills, and a longer 

healthier life, which makes help-seeking important in assisting manage mood and well-being 

(Ashida et al., 2019). A strong support network can also reduce the impact of depression and 

the associated anxiety and stress. Generally, support networks can be formal or informal. In 

this context, formal networks refer to support obtained from a health system; while informal 

networks include help from family members, friends, teachers, faith leaders, neighbours and 

peers (Ashida et al., 2019).  

 

Whereas, early and effective treatment can improve outcomes and reduce the burden of mental 

health disorders, yet the treatment gap among university students remain nuanced. For 
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instance, a survey conducted in 21 countries reported that on average, only 6.4% of the 

students with MH disorders received treatment (Auerbach et al., 2018). In Kenya, the 

treatment gap for depression is not known; but, is believed to mirror rates for LICs. Patterns 

of MHS utilisation among students are shaped by accessibility, need for services and 

availability of resources. Other factors include sociodemographic and economic variables, 

preference of help sources, as well as racial and gender inequalities (Bruffaerts et al., 2019; 

Hubbard et al., 2018; Mwongela, 2018).  

 

Despite having devastating consequences; fortunately, depression is not only highly treatable 

but also preventable (Oquendo et al., 2019). For example, 80–90% of the individuals with 

depressive symptoms eventually end up gaining some relief with treatment (APA, 2022). 

However, university students suffering depression tend to exhibit low rates of help-seeking 

behaviour due to their underutilization of mental health services. (Smith, et al., 2019; Summers 

et al., 2019; Lipson et al., 2019; Oswalt et al., 2020). Moreover, university students face 

several pressures since they have to live away from home and distant from their social support 

networks (Worsley et al., 2021) for the first time. As a result, they are forced to learn to balance 

competing demands of academics and other activities—making the period one of the most 

stressful times in the young person’s life.  

 

Among the young adults aged 18-25 years, university students are a particularly vulnerable 

cohort. Depression in this population is correlated with poor academic achievements, drop-

out, relationship instability, suicidal ideation and attempts, poor work performance, substance 

abuse, frequent illness, and poor physical and psychological health in general (Ngin et al., 

2018). Further, university students face economic stress, living away from the family, and 
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making crucial lifelong decisions. This population find the period as both exciting and 

overwhelming (Parker et al., 2017). Depression during this early period can build up negative 

consequences in later adult life (Rao & Chen, 2022) due to transition challenges and the impact 

of depression on career prospects and social relationships. 

 

Given the significant impact of depression on individuals, there remains a critical gap in our 

understanding of the full scope of depression’s impact on university students. By identifying 

the reasons behind students' reluctance to seek help and the specific barriers they face, 

universities and policymakers can develop more effective targeted interventions and support 

systems that address their specific needs. Additionally, the interventions can mitigate the risks 

of depression, and foster a supportive environment conducive to their academic, personal, and 

professional development. These efforts would better address students' needs, reduce the risks 

associated with depression, and foster a supportive environment that promotes their academic, 

personal, and professional growth 

 

2.4 Prevalence of Depression  

At a global level, approximately 280 million people or 3.8% of the world population were 

believed to live with depression in 2020 (WHO, 2021). Further, studies have shown that the 

prevalence of depression varies in terms of gender, age (Auerbach, 2018), and region (Evans-

Lacko et al., 2018). For example, studies consistently report higher rates of depression among 

females, occurring approximately twice more frequently than in men (Brody et al., 2018; 

Richier-Rossler, 2017; Salk et al., 2017; Shi, et al., 2021). As for age, the prevalence is at its 

peak in older adults—above 7.5% and 5.5% respectively, among females and males aged 55-

74 years (WHO, 2017). Finally, in terms of region, prevalence varies from a low of 2.6% 
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among males in the Western Pacific Region to 5.9% among females in the African Region 

(Evans-Lacko et al., 2018). Generally, HICs report comparatively higher rates of depression 

compared to LICs (WHO, 2017). This represents a major health disparity.  

 

In most of Africa, MH disorders have a long history of neglect, mainly due to structural 

barriers such as poor and out-dated health infrastructure, low coverage of health services, too 

few trained MH professionals, out-dated legal frameworks and policies, and inadequate 

investment (Qureshi & Eaton, 2020). Other limitations include, insufficient understanding of 

mental illnesses, stigma and discrimination, forcing many people to suffer in silence and 

consequently failing to reach their full potential. Often, those affected may experience abuse, 

including under settings that provide services, care and support. These factors reinforce the 

vicious cycle of mental ill health, poverty, and marginalisation which are a part of the African 

continent (Aguwa et al., 2022; Patel et al., 2018). The limited number of studies conducted 

across the African countries suggests that depression is often an under-prioritized issue by 

many governments. This is despite available data showing that the prevalence of depression 

among university students is reportedly high (Ssebunnya et al., 2019).  

 

Only limited studies have assessed the prevalence of depression and even fewer have 

attempted to investigate why university students remain the least likely to seek help for 

emotional problems. Moreover, existing studies are either too old or lack important attributes 

such as the prevalence of depression. Additionally, these studies have several limitations. For 

instance, while the Kasomo (2013) study utilized the BDI-II for screening depression, it did 

not report the depression levels among university students. This is despite focusing on why 

university students remain the least likely to seek help for emotional issues. 
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In another study, students of Kenya medical training college were recruited to determine the 

effectiveness of psychoeducation. The study recorded high levels of depression among the 

participants—minimal 20.6%, mild 12.6%, moderate 18.4%, and severe 48.5% (Muriungi & 

Ndetei, 2013). However a major limitation in this study and others include, not utilising 

nationally representative samples and the same instruments to screen and measure the level of 

depression. Moreover, the situation may have changed significantly considering that the latest 

studies are over eight years old.  

 

Globally, university students display a higher risk of developing depression (Hakami, 2018; 

January et al., 2018), and suffering from its impact (Ünalan et al., 2018). For example, studies 

report the prevalence of depression among students, to range from as low as 4% to as high as 

79.2% (Ahmed et al, 2020). In terms of symptoms, between 24-34% of university students 

experience depressive episodes (Akhtar et al., 2020; Ngin et al., 2018) and at considerably 

higher rates compared to those found in the general population (Mirza et al., 2021). This is 

partly due to students having a unique cluster of stressful experiences or stressors (Saleh et al., 

2017), but remain the least likely to seek help. On average, prevalence among university 

students is estimated at 35%, which is much higher than the rate reported among the general 

population (Hakami, 2018; Heinig et al., 2021; Mirza et al., 2021).  

 

In the USA, depression among university students is estimated to range between 33–41% 

(Mayer et al., 2016; Othman et al., 2019; Rayelle, 2021); while, Asian countries report a rate 

of approximately 60% (Bakhtyari et al., 2020; Thi et al., 2019). In Europe, depression 

prevalence among university students ranges between 6.1 – 34.2% (Argyropoulos et al., 2017); 

while, Africa records rates ranging between 16.2 – 67% (Yusoff, 2018). However, Othieno 
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and colleagues have estimated the rate of depression among Nairobi university students in 

Kenya to be about 41.2% (Othieno et al., 2014); while Chesire and colleagues assessed the 

prevalence at 27.2% among Moi University students (Chesire et al., 2013). Given the Kenyan 

context, these studies vary widely in terms of the prevalence of depression probably due to 

utilising different diagnostic and assessment instruments. Also, while studies in the USA and 

UK involve all students, those in Africa employ a limited number of students. From a 

geographical viewpoint, the rates of depression differ from one region to the other. For 

instance, in 2018, approximately two in every five (41.1%) university students in the USA had 

moderate to severe depressive symptoms (Duffy et al., 2019); against approximately one in 

every three students in Europe (Argyropoulos et al., 2017). As for the Asian countries, three 

out of every five students were reportedly suffering depression (Bakhtyari et al., 2020; Thi et 

al., 2019). 

 

Most studies report disparities in help-seeking behaviour due to gender in terms of coverage, 

externalising symptoms in diagnostic practices (Zulke et al., 2018); and study findings. While 

some studies show that depression affects more women than men (Kuehner, 2017; Salk et al., 

2017); others report nil differences (Peltzer & Pengpid, 2018; Qi et al., 2020). Yet, other 

studies suggest that depression affects more men than women in certain situations (Mumang 

et al., 2021). For instance, surveys conducted in 2017, show that globally, depression is 

implicated more among females (5.1%) than males (3.6%) and the rate is higher among 

university students, than in the general population (Hakami, 2018; WHO, 2017). However, 

researchers lack a coherent explanation or reason for this disparity. Although several 

explanations have been offered for the observed differences, none can account entirely for the 

inconsistencies.  
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Despite lacking focus on disparities in help-seeking behaviours, researchers understand some 

ways in which depression affects sufferer’s help-seeking capacities based on their 

demographic characteristics such as age and gender. For example, being female is a risk factor 

to experiencing depression and stress-related disorders (Richier-Rossler, 2017; Shi et al., 

2021); while being male is a risk factor to struggling with addiction (Schimmenti, 2022). These 

differences are often associated with the interactions between biological and social 

determinants including gender stereotypes and roles, social stigma and inequity, as well as 

social autonomy. Therefore, prevalence is probably the most common measure used to 

quantify and characterise the burden of disease. It measures the frequency of occurrence 

among subjects in a population at a given point in time (Spronk, 2019). This technique is 

useful in identifying how the disease frequency may differ over time or among groups and 

subgroups of interest (Fontaine, 2018).  

 

To assess the prevalence of depression, researchers utilise a random sample selected from the 

population of interest since there are increased chances of selecting a sample with similar 

characteristics as those of the target population. In addition, strategies such as weighting 

factors are also relied on to adjust sample characteristics to match those of the target population 

(Croft et al., 2018). The significance of this approach is to understand the salient features such 

as prevalence and determinants of the problem in a population. It can enable early detection 

through screening and prevention as well as improve functioning and well-being of persons 

with psychological difficulties. Students have to manage multiple academic and social 

pressures, but also navigate developmental challenges as they transition into adulthood (Wood 

et al., 2018).  
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Despite its usefulness, as a concept prevalence has important application limitations. For 

instance, arriving at the exact rate for MH disorders is highly unlikely because they are 

typically under-diagnosed, and underreported (Matlala et al., 2018; Ritchie, 2020). Second, 

MH statistics are poorly defined, measured and understood (Brown et al., 2020; Ritchie, 2020). 

Third, studies utilise various ways to report prevalence— by country, age, occupation, or 

gender (Hernandez & Kim, 2021; Ritchie, 2020) and without a specific reporting duration due 

to lack of consensus (Ritchie & Roser, 2018). Fourth, researchers employ multiple diagnostic 

instruments to screen and measure depression (APA, 2019; Priyamadhaba et al., 2017). 

Finally, confounding factors and comorbidities are more limitations, leading to poor 

formulation of interventions due to lack of a common design and methodology (Varela et al., 

2017).  

 

Employing various diagnostic instruments can result in un-comparable outcomes; thereby 

complicating and limiting the usefulness of this concept. To illustrate this point, consider a 

study by Dabana and Gobir (2018), conducted at ABU federal government University in 

Nigeria. The study employed a sample of 131 students and adopted the patient health 

questionnaire (PHQ) scale to screen for depression. Researchers found that the population had 

a very high prevalence of depression, about 58.2%. In terms of level of depression, 37.0%, 

15.7%, 3.9%, and 1.6% of the respondents had mild, moderate, moderately-severe, and severe 

depressive symptoms, respectively. However, findings of a study by Wahed and Hassan 

(2017) conducted at Fayoum University, Egypt found a slightly higher rate—at 60.8%. Most 

likely, this inconsistency may be due to the scales used. Whereas, Dabana and Gobir (2018) 

used the PHQ scale, the Wahed and Hassan study used the Depression, Anxiety and Stress 

Scale-21.  
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Likewise, two studies were conducted, one in Jimma, Ethiopia (Ahmed et al., 2020), and 

another in Kolkata—West Bengal, India (Barman et al., 2018) among university students. 

Both studies employed the BDI-II scale as a screening and measurement tool. Whereas, the 

prevalence of depression among students in the Ethiopian study was reported at 28.2%, with 

4% having severe depression; the rate for the Indian study was significantly lower—at 24 %, 

with the same level of severe depression. Clearly, the observed difference in the prevalence of 

depression in these studies cannot be attributed to the choice of measurement instruments. 

Perhaps, the most plausible explanation for the observed differences, may be attributed to 

differences in culture, religion, education system and lifestyle in the locations of study.  

 

Despite lack of consensus on a specific period to report prevalence, three periods appear 

commonly employed in the literature to report prevalence—these are the point-prevalence; the 

12-month period and the lifetime. The point-prevalence is the proportion of the population 

with the disease at a specific point in time, especially around the measurement period (Ritchie 

& Roser, 2018; Spronk et al., 2019); while the 12-month prevalence period is the proportion 

of the population with the disease at some time during a given 12-month period (Habibzadeh, 

& Habibzadeh, 2020). Finally, the lifetime prevalence is the proportion of the population with 

at least one encounter with a healthcare professional for a MH issue during a lifetime (Ritchie 

& Roser, 2018; Spronk et al., 2019). Consequently, the point-prevalence is a useful measure 

for studies constrained by time and requiring a short duration to complete. 

 

From these observations, it is clear that methodology and instrumentation are critical 

components of research because they ensure the reliability, validity, and accuracy of the study. 

For this study therefore, the point prevalence approach was chosen to assess the prevalence of 
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depression among university students. This is because it is efficient and fast, allowing for a 

quick yet comprehensive analysis. Additionally, the researcher utilized Beck’s Depression 

Inventory (BDI-II) scale to screen and measure depressive symptoms. This is because the 

instrument is widely recognized and trusted for its applicability across various age groups, as 

noted by Priyamadhaba et al. (2017) and the American Psychological Association (2019). 

Additionally, the chosen methodology and instruments were the most appropriate for 

investigating why university students remain among the least likely to seek help for emotional 

issues, ensuring that the study's findings are both reliable and meaningful. 

 

2.5 Disparities in Help-seeking Behaviours  

Help-seeking behaviours reflect the utilisation of healthcare services and is predicted by 

different sociodemographic factors, such as being female (Tomczyk, 2020b), older age 

(Mackenzie et al., 2019) and previous positive help-seeking experience (Velasco et al., 2020). 

The objective of this section was to review and report what literature says about the 

contribution of socio-demographic factors in affecting help-seeking behaviours among 

students in public universities suffering depression. Variables explored by this study included 

gender, age, marital status, year of study, Living arrangements, field of study, ethnic 

community and religious affiliation.  

 

For decades, studies in health sciences have been conducted mostly and sometimes exclusively 

using male subjects (LoMauro & Aliverti, 2021; Yakerson, 2019); thereby neglecting any 

disparities due to gender in response to pathologies. However, from the turn of this century, 

several studies have consistently demonstrated the existence of gender disparities in help-

seeking behaviours. For example, compared to females, males seek help and utilise MHS less 
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frequently across all ages (Parent et al., 2018; Rasmussen et al., 2018; Sagar-Ouriaghli et al., 

2019) for depressive problems. In addition, young adults often seek help, more frequently 

from informal than formal sources (Magaard et al., 2017; Roberts et al, 2018). This disparity 

in help-seeking behaviour between males and females is largest during the young adult stage 

aged 16–24 years (Flannery et al., 2018); with only 9.1% of males compared to 26% of females 

(Rickwood et al., 2015).  

 

According to research, more females than males seek support because women are more likely 

to disclose their problems (Sagar-Ouriaghli et al., 2019), and also due to the difference in 

gender norms and expectations. Plus, stigma related concerns generally impact female help-

seeking behaviour less compared to males. Therefore, formal support may be appealing to 

young males, especially if offered via online platforms, just in the same way they are available 

for other professional problems, allowing them to maintain confidentiality and anonymity 

(Pretorius et al., 2019). Furthermore, a positive current or past relationship with a MH provider 

can as well act as a precursor to enable young males seek formal psychological support 

(Disabato et al., 2018; Velasco et al., 2020).  

 

Despite the progress made in this direction, further research is needed to examine the 

contribution of gender in affecting help-seeking behaviours and provide a more coherent 

explanation. While studies from Western countries (less traditional) tend to report low rates 

of treatment-seeking, African studies have reported moderate rates (Bikwetti, 2021). For 

example, a study by Andoh-Arthur and colleagues, which utilised 270 students from a 

university in Ghana, revealed no significant gender disparities in treatment utilization (Andoh-

Arthur et al., 2015). This finding differ sharply with other research, such as that by Oquendo 
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and colleagues, which identified a positive association between being female and help-seeking 

behaviour (Oquendo et al., 2019). These conflicting results highlight a significant gap in our 

understanding of gender dynamics in mental health. The unresolved nature of these 

discrepancies underscore the urgent need for further exploration to unravel the complexities 

of gender and help-seeking behaviour. 

 

Similarly, multiple studies examining the relationship between age and help-seeking 

behaviours have produced mixed results. Research indicates that the coping strategies 

employed to manage specific stressors often vary with age. Young individuals prefer to seek 

help mostly from informal than formal sources. Such include, close friends and relatives, 

unlike older adults who prefer to consult formal sources (Pretorius et al., 2019). Despite the 

significant association between the likelihood to seek help and age (Magaard et al., 2017); 

results point to different directions. While some studies show that middle-aged or older adults 

seek help at higher rates than younger individuals (Mubanga et al., 2017); others have taken 

the opposite view (Velasco et al., 2020).  

 

Current understanding of disparities in help-seeking, recognise gender and age as significant 

drivers of health outcomes – both as influencers in their own right, and through interaction 

with other determinants of inequity and vulnerability (Hawkes et al., 2017). Partly, this is 

because gender is a critical factor in determining the differential power and control, men, 

women, boys and girls have over the socio-economic factors, vulnerability and exposure to 

specific difficulties. It is for these reasons that disparity in help-seeking appears common 

among most psychological disorders including depression. These disorders, which 

predominantly affect one sex throughout the lifespan, impact roughly one in three individuals 
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 in a community and represent a significant health concern (WHO, 2021).  

 

However, it remains unclear whether the higher reported rates of depression in women are 

accurate or not. This is because depression in men is often masked by alcoholism and 

antisocial behaviours. Additionally, both age and gender play a role in shaping intentions to 

seek psychological help. Older adults tend to report more favourable intentions to seek help 

from formal sources compared to younger adults who tend to report more favourable intentions 

to seek help from informal sources. This difference cannot be fully explained by examining 

age alone. 

 

Often, marital status is considered as a potential modifier and is one of the most frequently 

studied factors in relation to perceived social support and mental health. However, research 

specifically exploring the link between marital status and help-seeking behaviours is scarce. 

Nonetheless, the limited studies available consistently indicate that individuals in marital 

relationships tend to report lower levels of depression and higher levels of perceived social 

support compared to their unmarried counterparts (Harandi et al., 2017). Moreover, studies 

also indicate that separated, widowed, or divorced persons seek help far more often than 

persons in marriage (Parent et al., 2018; Jopp et al., 2021). While there is no direct evidence 

from the literature to suggest that marital status influences the use of MHS, social support and 

family ties have been associated with promoting help-seeking behaviours (Jacoby & Li, 2022). 

 

Although MH clearly varies across certain demographic and social factors, relatively little is 

known about how it varies with respect to factors more specific to university setting, such as 

academic workload, field, and year of study. Differences between fields of study are a recent 

addition. For instance, medical students score significantly higher for depression and suicidal 
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ideation compared to age-matched non-medical student peers (McKerrow et al., 2020). Similar 

studies suggest that, while awareness of student’s MH appears high, staff inclination to 

intervene is reportedly low (Spear et al., 2020). These conflicting results underscore the 

importance of defining the demographic and mental health profiles of students within the 

broader student population. 

 

Another factor that is seen to occasion a variation in the prevalence of MH problems across 

groups is attending University without accommodation options. Rates are highest among 

students lacking options while those with options record the lowest rates. The type of 

institution is also cited as having an impact on service utilisation with those attending private 

institutions using services more than those attending public institutions. Prior research studies 

have lacked focus on particular variables, specifically living arrangements. However, in a 

recent study involving 89 participants—primarily students from the Seattle University 

community, USA; Pierce and Palmer, (2019) examined the relationship between living on or 

off-campus and help-seeking behaviours. The study found that living on campus was 

positively correlated with active coping, while living off-campus showed negative correlation.  

 

It is against this background, that the study sought to primarily investigate disparities in help-

seeking behaviours related to depression among university students. It focused on individual 

variables such as gender, age, marital status, year of study, field of study, living arrangements, 

ethnicity, and religious affiliation. Additionally, the secondary objective was to assess whether 

there were significant differences in help-seeking behaviour. 
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2.6 Facilitators to Help-Seeking Behaviours 

Elevated depression underscores the need for increased utilization of mental health services 

(MHS) to address psychological needs. Yet, a significant number of university students show 

decreased rates of help-seeking behaviours, particularly from formal sources (Magaard et al., 

2017; Roberts et al., 2018). Studies suggest that the usage of MHS is influenced by help-

seeking intentions, perceived health needs, and structural or enabling factors that either 

facilitate or hinder access to services. Although research has identified this gap, there is limited 

focus on the specific factors that encourage help-seeking behaviours among university 

students. Moreover, much of the existing literature primarily focuses on adolescents. 

 

Due to the limited research on factors that facilitate help-seeking behaviours, there is a lack of 

understanding about the key enablers of these behaviours (Mitchell et al., 2017). Additionally, 

existing research points to various facilitators in the utilization of mental health service 

(MHS), such as positive past experiences with help-seeking, favourable attitudes, support from 

social networks, and trust in healthcare professionals (Radez et al., 2021). These facilitators 

significantly impact help-seeking behaviours and have proved to be effective in encouraging 

individuals to seek care. 

 

In the context of help-seeking, facilitators can be described as those factors which promote 

help-seeking behaviour for mental or physical health challenges (Barnes, 2019). Generally, 

facilitators can either be internally (own) or externally (others) motivated. Furthermore, 

studies suggest the possibility of reducing the treatment gap by increasing the number of 

healthcare professionals (Sagar et al., 2017); the use of technology (Johnson et al., 2022), 

especially by promoting awareness through provision of information on the status of MH or  
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suggesting help-seeking strategies to users for managing their own MH concerns.  

 

To facilitate help-seeking behaviours, openness with friends and family and harnessing strong 

community support are important factors. In turn, these can result in increased rates of help-

seeking, especially from formal help sources. To openly or plainly disclose depression, is 

premised on the existence of an established trusting relationship (Starcher, 2019). Openness 

is important because it enables individuals to seek and obtain support from family, friends and 

the community in general. As a coping strategy, openness can assist in enabling individuals to 

build a social buffer against stigma; thereby reducing isolation (McCann et al., 2016). 

However, cautiousness among students is further compounded by trauma, and its impact on 

their ability to trust people. 

 

Multiple studies among university students have identified key factors influencing help-

seeking behaviours, such as confidentiality, trustworthiness, and the expertise of help sources. 

Concerns about these aspects are often linked to access to services (Stevens et al., 2022). For 

instance, a research conducted in Australia emphasized the importance of a confidential and 

trusting relationship among young adults (McCann et al., 2016). In contrast, a study conducted 

in a rural U.S. town revealed that young participants, including teenagers and university 

students, expressed concerns about potential breaches of confidentiality when undergoing 

testing and treatment (Mathews et al., 2020). 

 

Given the high burden of depression against a large treatment gap; it is important to determine 

the causal factors that make university students to delay or avoid seeking help. This study 

identified highly impactful help-seeking determinants among university students, using the 

TPB. This model suggests that utilisation of health care services depend on both motivation 
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(intention) and ability (behavioural control). More often, predisposing factors are social and 

demographic characteristics influencing decision making to use or not use MHS. These factors 

exist in individuals prior to their illness, such as age or gender. As for enabling factors; they 

include economic circumstances that facilitate service utilisation. The main ones are 

organisational factors affecting accessibility of MHS such as location and distribution of 

health care facilities. However, from the patients’ perspective, this group of factors relate to 

knowledge about health service accessibility as weighed against an individual’s financial 

situation.  

 

Finally, need factors represent a likelihood of increased health service use, such as self-

perceived health, chronic conditions, and restricted activity (Tesfaye et al., 2019). To aid a 

better understanding of the reasons for the treatment gap, it is critical to identify factors 

associated with help-seeking for depression, so as to inform healthcare providers areas to 

improve service access. Factors that influence help-seeking behaviours positively, tend to 

enhance identification and treatment. Specifically, timely access to MHS can be facilitated by 

having a previous positive experience with MHS use or help-seeking; being familiar with the 

sources of help, and good recognition of symptoms and problems (Velasco, et al., 2020).  

 

Studies on help-seeking behaviours have identified various factors that motivate individuals 

suffering depression to seek help. Key among them include the availability, awareness, and 

accessibility of counselling services, along with proximity to them. Positive attitudes and past 

experiences (Eigenhuis et al., 2021), encouragement from social support networks (Sanghvi 

& Mehrotra, 2022), and confidentiality and trust issues in services (Barnes, 2019) play crucial 

roles. Other factors include having a good relationship with healthcare providers, recognizing 
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the severity of the problem, and emotional competence (Disabato et al., 2018). Good mental 

health knowledge further facilitates access to counsellors and fosters positive relationships 

between clients and counsellors (Chandrasekara, 2020). 

 

To evaluate help-seeking facilitators, this study primarily focussed on identification of 

facilitators with a large impact on the utilisation of treatment services among university 

students. Secondly, the study examined the relationship between these facilitators and the 

help-seeking behaviour and to determine the likelihood for seeking help in the context of the 

given facilitators. 

 

2.7 Barriers to Help-seeking Behaviours  

Whereas university students are at a high risk of developing depression, they often show low 

treatment uptake and tend to delay or avoid seeking help for mental health issues. 

Understanding barriers that prevent students from seeking help can assist improve their 

academic performance. Also, understanding student experiences, including satisfaction with 

MHS, is critical to improving access to utilisation. As a result, prior research has examined 

several key areas impacting help-seeking behaviour because untreated depression has adverse 

consequences, including poor class attendance, low educational performance, and course 

failure. This section therefore, provides an overview of barriers to MHS utilisation identified 

in literature, the impact of barriers, and the correlation between barriers and help seeking 

behaviours.  

 

In help-seeking literature, barriers refer to factors or concerns that prevent individuals from 

seeking help for mental health challenges, such as depression in the context of this study. Prior 

research have identified several factors responsible for preventing university students from 



59 

seeking help. These barriers include, stigma, embarrassment and poor MH knowledge, 

(Muhorakeye & Biracyaza, 2021; Shi et al., 2020; Velasco, et al., 2020) attitudinal and 

structural factors, low perceived need, and personal factors (Shi et al., 2020; Velasco et al., 

2020), lack of time to seek treatment, comorbid substance use, socio-demographic variables, 

and chronic illness (Magaard et al., 2017; Roberts et al., 2018), breach of confidentiality and 

trust issues about MHS and healthcare professionals (Stevens et al., 2022; Velasco et al., 

2020). Other less frequently reported barriers making individuals hesitant to seek help include, 

fear of being diagnosed with a psychological condition, (Velasco et al., 2020); severity of 

condition and desire for change (Moshe et al., 2020); location of help source, procedures for 

obtaining help, and affordability of services (Coleman et al., 2017).  

 

Stigma associated with depression is a factor that concerns both help seekers help and 

healthcare providers. Individuals suffering depression are often labelled and stigmatised by 

society because their behaviour appears to deviate somewhat from the accepted societal norm 

(Stangor et al., 2019). As a result, society holds a negative stereotype, prejudice, and 

discrimination leading them to generate feelings of incompetence and low self-esteem—

referred to as self-stigma (Ibrahim et al., 2019). Studies conducted among university students 

and other populations, have shown that stigma is a major determinant for help-seeking 

behaviour (Mendoza et al., 2018). In addition, Kenyan studies associate stigma due to 

depression with witchcraft, spiritual problems or the idea of ‘being a curse, thereby, 

stigmatising both the patient and their family members (Kanco, 2019). 

 

Poor MH knowledge can lead to poor access and utilisation of MHS because health literacy is 

associated with knowledge about health and the healthcare system (Huang et al., 2019). 
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Moreover, having comprehensive knowledge is important in understanding the full range of 

individual and community health needs so as to provide accessible and equitable services. 

Further, having a good understanding of the health needs provides an opportunity to create 

interventions which improve health outcomes and reduce inequalities (Raghupathi & 

Raghupathi, 2020). Knowledge also assists to overcome impediments, and strengthen the 

health-care system.  

 

Finally, personal barriers are impediments to desired outcomes whose function is to deter 

individuals from accessing MHS. These include, emotional competence, concerns regarding 

confidentiality and usefulness of treatments (Xiong et al., 2022). Other additional barriers 

include, low perceived need to seek treatment (Roberts, et al., 2020), difficulty in identifying 

symptoms (Sanghvi & Mehrotra, 2022), perceived fear of psychotherapy, the belief that there 

are not enough psychotherapists (Eigenhuis et al., 2021), and financial concerns (Bernaras et 

al., 2019). Furthermore, the limited research available indicates that prior positive help-

seeking experiences (Cramer, 2017), support or encouragement from social networks (Roh et 

al., 2017), and; confidentiality and trust within the healthcare system (Stevens et al., 2022) can 

function as both barriers and facilitators. For instance, while comprehensive MH knowledge 

is likely to increase the rate of help-seeking, poor knowledge tend to decrease help-seeking 

behaviours among young adults with depression. 

 

Available research shows that the treatment gap in developed countries ranges from 44—70% 

whereas in developing countries, it can reach up to 90%, primarily due to numerous barriers. 

These barriers significantly diminish an individual’s willingness and intention to seek help or 

treatment (Sanabria, 2022). Additionally, men are less likely to seek help, while women are 
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more inclined to express their emotions. Factors such as the belief that the issue will resolve 

on its own (O’Cathain et al., 2020), lack of trust in mental health professionals (Magaard et 

al., 2017; Roberts et al., 2018), a preference for self-reliance (Bashir et al., 2020), reluctance 

to admit having a disorder, financial costs, long waiting times, and transportation challenges 

(Radez et al., 2021; Velasco et al., 2020) further contribute to delays or avoidance in seeking 

help. 

 

Although, increasing the rate of help-seeking is beneficial; yet, evidence suggests that persons 

suffering depression are less likely or unlikely to seek help, especially from formal sources 

(Divin et al., 2018). Studies globally report a low prevalence of help-seeking despite a 

significant treatment gap for common mental health disorders (Jorm et al., 2017). This may 

be partly attributed to majority of the individuals with depression preferring to seek help from 

informal sources (Smith et al., 2019; Summers et al., 2019). This is for the reason that help-

seeking is a crucial step in accessing care and support, that plays a key role in enhancing 

quality of life. 

 

Many of the current studies on help-seeking focus on adolescents (Planey et al., 2019), 

university students (Mirza et al., 2021), and adults across various ages. However, few have 

addressed the specific barriers faced by university students, a crucial cohort due to their unique 

developmental stage (Lanoye et al., 2017; Wood et al., 2018). During this period of identity 

formation, students are likely to experience challenges such as self-doubt, social withdrawal, 

loneliness, and low self-esteem. 

 

Whereas prior studies have identified numerous barriers and that they affect help-seeking 

negatively, it remains unclear which factors have the most significant impact on this 
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behaviour. For it is crucial to not only identify psychological barriers but also to assess their 

perceived influence on the desired behaviour change, helping students manage distress and 

adjust their lifestyles. Gaining this understanding is essential if the discrepancy between high 

prevalence and low access to treatment is to be addressed. Therefore, more insight on barriers 

is needed to provide direction on how to develop strategies, improve access to treatment and 

increase the utilisation of MHS.  

 

In addition, individual factors, such as personal beliefs, internalised gender norms, coping 

skills, self-efficacy, and MH knowledge play a major role in explaining help-seeking 

behaviours and interact with structural factors such as accessibility and affordability of 

services (Theurel & Witt, 2022). Indeed, personal determinants such as personal preferences 

for self-reliance in managing their MH, negative attitudes about seeking professional help, a 

preference for informal sources of help, are major barriers to help-seeking behaviour among 

the young people (Radez et al., 2021; Salaheddin, & Mason, 2016). 

 

Psychologically, help-seeking is a multi-step process that begins with recognizing the 

problem, determining if external help is necessary, selecting and requesting help, and 

ultimately processing the assistance received. For effective behavioural outcomes, 

recognition, readiness, ability, and willingness must align with the intended action. Any 

misalignment within these stages can lead to a gap in the help-seeking process (Tomczyk et 

al., 2020a). Several individuals have applied this psychological model to change from not 

seeking to seeking help. Factors influencing help-seeking behaviours negatively tend to delay 

early identification and seeking of treatment. Some of these include, negative attitudes and 

poor psychological knowledge, stigma, a preference of seeking help from informal sources, 
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low perceived need toward help-seeking, and a lack of affordability (Shi et al., 2020; Velasco 

et al., 2020). Beliefs about causal factors and help-seeking barriers, are likely to lead to a 

preferred source from where to procure help for depressive symptoms. Consultation for help 

from formal sources may be considered only if help from informal sources fail to improve the 

conditions (Velasco et al., 2020; Sanghvi & Mehrotra, 2022). 

 

Interventions aim to keep barriers in check so as to increase the utilisation of MHS. This is 

possible by focussing on changing attitudes, inclinations and behaviours towards help-seeking 

behaviours. For example, prevention efforts targeting behaviour change have been successful 

in altering the utilisation of health services; such as comprehensive MH knowledge (Mutiso 

et al., 2018), de-stigmatization programs (Brunes & Heir, 2020), screening and prevention 

(Wood et al., 2018), and increased gatekeeper training (Reiff et al., 2018) among others.  

 

Both universal and targeted interventions have been implemented with varying levels of 

success. Universal interventions, aimed at the entire population, have often failed to achieve 

consistent improvements in help-seeking rates. This highlights the need for targeted 

interventions that focus on at-risk populations already experiencing psychological difficulties 

(Sanghvi & Mehrotra, 2022). The primary objective of this study was to identify significant 

barriers affecting treatment utilization among university students. By pinpointing critical 

barriers, the study aimed to explore how they relate to help-seeking behaviours. Additionally, 

the study sought to examine the impact of the barriers on treatment utilization and determine 

the strength and direction of the relationship. 
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2.8 Confounders and Intervening Variables 

Confounders are extraneous variables (i.e., those not under investigation but which have the 

potential to affect the outcome of a research study). The presence of such variables in a study 

affects the relationship between variables being studied in ways that the results fail to reflect 

the true position. Therefore, to confound, a variable must meet two conditions—be correlated 

with both the independent and dependent variables and also be causally related to the 

dependent variable (Thomas, 2022). In this context, a confounding variable is an unmeasured 

third variable that influences both the supposed cause and the supposed effect. To ensure 

internal validity, it is necessary for the researcher to account for confounding variables. If 

ignored, the outcome of the study may not reflect the correct position of the relationship 

between the variables of interest. 

 

For this study, confounding variables included, social support, family support, spiritual 

support, and availability of MHS. To control the impact of these confounders, the researcher 

used statistical control and randomization. The study included the scores for the confounders 

as control variables in the regression models, thereby controlling the impact of the 

confounding variables. Any effect that the confounding variable has on the DV shows up in 

the results of the regression thereby allowing the separation of the impact of the IV. 

Alternatively, one can also minimise the impact of the confounding variables by randomising 

the values of the IV. For instance, one can randomly assign participants to a treatment group 

and others to a control group. The role of randomization is to ensure that with a sufficiently 

large effect size, all confounding variables—even those not recognized in the study—have the 

same average value between different groups. Since these variables do not differ by group 

assignment, they cannot correlate with the IV and thus cannot confound the study. 
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This method is widely regarded as the most effective way to mitigate the impact of 

confounding variables, as it allows researchers to address them comprehensively, which is 

otherwise nearly impossible. To account for potential confounding factors in this study, 

randomization was utilized, ensuring that religious affiliation, family background, or social 

type did not influence their inclusion. Additionally, discrimination in accessing mental health 

services was strictly prohibited.  

 

2.9 Summary 

Research shows that depression is a common yet serious and complex mental health condition, 

often characterized by persistent sadness (Chand & Arif, 2022). Despite its detrimental impact 

on the academic performance of university students, depression remains poorly understood 

and under-researched, particularly in low-income countries (LICs). Globally, university 

students report significantly higher rates of depression compared to the general population 

(Hakami, 2018; January et al., 2018; Mirza et al., 2021), a trend attributed to the increased 

socio-economic, physical, and psychological challenges they encounter.  

 

Research shows that depression is a prevalent yet serious and complex mental health 

condition, often characterized by persistent sadness (Chand & Arif, 2022). Despite being 

detrimental on university students’ academic performance, depression remains poorly 

understood and under-researched, particularly in low-income countries (LICs). Globally, 

university students report significantly higher rates of depression compared to the general 

population (Hakami, 2018; January et al., 2018; Mirza et al., 2021), a trend attributed to the 

increased socio-economic, physical, and psychological challenges they encounter. 
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Key factors contributing to elevated rate of depression include, financial constraints, 

uncertainty about academic progress, and poor mental health (Akhtar et al., 2020; Ngin et al., 

2018). While early intervention and effective treatment have improved outcomes and reduce 

the disease burden, still a significant treatment gap persists. The higher rates of depression 

among university students, compared to the general population, can be attributed in part to 

their tendency to delay or avoid seeking treatment. This reluctance to seek help plays a 

significant role in the mental health challenges they face. 

 

Consequently, help-seeking is an important behaviour in many ways; such as, enhancing 

prevention through timely intervention due to early detection and recovery (Velasco, et al., 

2020); having the ability to minimise the cost and impact of disease outcomes, when sought 

early (Colizzi et al., 2020; Sharp, 2019); and, increasing the utilisation of MHS, by reducing 

risky behaviours and promoting a high quality of life (Velasco, 2020). Despite having 

debilitating consequences; depression is highly treatable and preventable (Oquendo et al., 

2019). Help–seeking is therefore considered as being among the most effective strategies for 

mitigating against psychological challenges and enhancing mental wellness.  

 

Depression among university students is not matched by a commensurate level of MHS use 

and the associated help-seeking behaviours. Instead, studies have observed a low prevalence 

of help-seeking against a high prevalence of depression, leading to a wide treatment gap. This 

discordant relationship between prevalence of depression and help-seeking behaviours is 

poorly understood. Given the benefits associated with early detection and prevention of 

psychological distress, there is every reason to seek for a clearer and better understanding why 

individuals suffering depression generally employ a delay and avoidance coping strategy.  
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CHAPTER THREE  

RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter outlines the methodology employed to steer this study, which seeks to examine 

depression and help-seeking behaviours among students in public universities. The chapter is 

organised into nine sections: the study location; research design; target population; the sample 

and sampling techniques; data collection instruments (DCIs); procedures for data collection; 

methods for data analysis; and ethical considerations. 

 

3.2 The study Location 

This study was carried out at Kisii University’s main campus, located in Kisii town. The main 

campus is just two kilometres away from the town centre off the Kisii-Kilgoris Road. Kisii 

town is approximately 310 Kms travel by road from Nairobi, Kenya's capital city. The 

University is nestled in Kisii town, located in the southwestern region of Kenya, near Lake 

Victoria in Kisii County. Kisii County, borders Nyamira County to the northeast, Narok 

County to the south, and Homa Bay and Migori Counties to the west (see Appendix K). 

 

The choice of Kisii university as the location to conduct this study was influenced by several 

favourable factors, that include, the abundance of success factors such as a high student 

population. Besides, we have no information to suggest that a similar study has been carried 

out at this location. Even better, the location is suitable because it is served by a well-

developed road network and transport system. Moreover, the location is also ideal because 

KSU brings together young adults aged 18-25 years from diverse backgrounds. However, 

MHS are not as prevalent and readily available in Kisii town compared to other busy and 

bigger towns in Kenya. 
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3.3 Research Design  

To explore the reasons behind university students remaining reluctant to seek help for their 

emotional problems, this study utilized a correlational research design. This approach was 

chosen to assess the strength and direction of relationships, which can be either positive or 

negative, as highlighted by Allen (2017). This design does not allow the researcher to control 

or manipulate variables. Instead, it gathers data through survey instruments. Additionally, the 

findings from correlational studies tend to have greater applicability to real-life situations since 

they are typically conducted on-site (Filipowich, 2018). Additionally, this design paves the 

way for further research by identifying potential connections between variables. 

 

For instance, correlational research provides a robust starting point when exploring variables 

to establish initial relationships. It not only assists in determining the strength and direction of 

the connections but also lays the groundwork for refining the focus to identify causal links in 

subsequent stages. During the initial stages of a correlational research, the primary goal is to 

mostly confirm the presence and extent of relationships. This design serves the purpose of 

gathering data to draw inferences. Consequently, the data mainly pertain to the timeframe 

during or around which it was collected. 

 

Correlational studies enable researchers to collect large amounts of data on multiple variables 

fairly quickly and inexpensively (Aggarwal & Ranganathan, 2019; Keith et al., 2017). Also, 

they utilize less labour-intensive data collection methods, such as surveys, questionnaires, 

archival data, and can reach a broader population through online platforms or phones, to 

capture a specific moment in time. Moreover, correlational studies can either be descriptive or 

analytical in nature. Descriptive studies are particularly useful because they aim at identifying 
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patterns or trends, while analytical studies aim to examine the associations between various 

factors influencing an outcome. Often, descriptive research is qualitative, whereas analytical 

studies can be both qualitative and quantitative. More importantly, a correlational design is 

suitable because data from surveys can be used for other research purposes, providing valuable 

insights for further exploration. However, correlational studies have limitations, especially in 

their ability to establish definitive causal relationships. 

 

3.4 Target Population 

The target population for this research comprised 18,430 undergraduate students enrolled at 

Kisii University for the 2022/2023 academic year. The study specifically focused on students 

aged 18-25 years, as they represent a rich resource of perspectives within the academic setting. 

This age group was selected because it encompasses the typical age range of young adults who 

are actively engaged in their undergraduate studies. By concentrating on this demographic, the 

research aimed to gain insights that are not only pertinent to this specific cohort but also 

applicable to the broader undergraduate population at the university.  

 

3.5 The Sample and Sampling Techniques 

In research, a sample refers to a subset of a population selected for the study. It is used to make 

inferences or draw conclusions about the entire population. To ensure accuracy and 

generalizability of results, the sample should be representative of the population it is drawn 

from. However, a sampling technique or method is the process or strategy used to select a 

subset of individuals, from a larger population. The goal of sampling is to obtain a 

representative group that accurately reflects the characteristics of the entire population, so that 
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the findings can be generalized to the entire population. To meet these expectations, this 

section is divided into two parts—the Sample and the sampling techniques.  

 

3.5.1 The Sample 

From a target population of 18,430 individuals, the study randomly selected a sample of 1104 

participants. However, only 896 responded, meaning the conclusions drawn were based on 

data from these 896 respondents, who represented the target population. This sample is 

considered a fair representation of the student community at KSU and is consistent with power 

analysis recommendations, which suggest that a sample size of approximately 1000 cases is 

adequate for examining correlational relationships (Przybylski & Weinstein, 2019). 

 

3.5.2 The Sampling Techniques 

To obtain a representative sample, the study employed a proportionate sampling technique. 

This strategy is a type of stratified sampling where the population is divided into distinct 

subgroups (strata) based on a specific characteristic (e.g., age, gender, income level). In this 

technique, the sample size from each stratum is proportionate to the size of that stratum in the 

overall population. This ensures that each subgroup is represented in the sample according to 

its actual proportion in the population, leading to more accurate and reliable results. 

 

To qualify for inclusion, a student must be registered for the 2022/23 academic year in an 

undergraduate course; be aged between 18–25 years old; not having taken more than three 

years of study; and, willing to complete a research instrument. However, participants who 

answered less than 80% of the total items in the questionnaire; those in their fourth year and 

beyond; aged below 18 years or over 25 years, were excluded. Questionnaires were responded 

to in a period of three weeks. Willing students were encouraged to complete survey  
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instruments in hard or on soft.  

 

To give all eligible students an equal opportunity to participate, various promotional efforts 

were utilized to help them make informed decisions. The study was advertised through flyers, 

posters, and social media platforms. SMS reminders were sent to students, encouraging them 

to complete the questionnaire within the specified timeframe. Additional methods to boost 

participation included online and social media channels such as Facebook, Twitter, and 

WhatsApp. Details of the sampling frame are displayed in Table 3.1. 

 

Table 3.1 

Sampling Frame 

Field of Study 

Target Population Sample Population 

FY SY TY Total FY SY TY Total 

Agriculture & NRM 449 315 131 895 34 24 10 68 

Arts and Social Science 1242 1906 765 3913 95 145 58 298 

Business & Economics 1076 717 660 2453 82 55 50 189 

Education & HRD 1542 1386 986 3914 118 106 75 299 

Health Sciences 187 192 128 307 14 15 10 38 

Information Science & Techno. 333 393 382 1108 25 30 29 84 

Law 132 97 49 278 10 7 4 21 

Pure & Applied Sciences 282 497 637 141 22 38 48 108 

Total 5243 5503 3738 14484 400 420 284 1104 

Percentage 36.5% 38.0% 25.8% 100% 36% 38% 26%  

Key: FY – First Years; SY – Second Years; TY – Third Years 

Source: KSU & Researcher Derivative 

 

Table 3.1 shows that the majority of the study participants were selected from academic 



72 

schools with a high population. Such schools include, school of Arts and social science, school 

of education and human resource development, and school of Business and Economics. 

Likewise, a higher participation is seen in years with a high admission of students. In terms of 

year of study, more respondents were selected from second years, followed by first and third 

years.  

 

3.6 Data Collection Instruments 

In research, data collection is arguably the most critical process across all disciplines. To 

ensure credibility, accurate and valid data must be obtained, which requires careful selection 

and application of appropriate data collection tools—whether existing, adapted, or newly 

developed. Clearly defining these instruments for proper use is essential to minimize errors. 

While methods may differ across fields, the primary goal remains the same: to gather reliable 

and truthful data. By combining the selection of suitable tools with clear usage guidelines, the 

chances of errors are significantly reduced. 

 

This section introduces the five research instruments used in the study for data collection—

the Demographic and Awareness Questionnaire (DAQ), Beck's Depression Inventory (BDI-

II), Intention and Actual Help-Seeking Questionnaire (IAHSQ), Participant Survey 

Questionnaire (PSQ), and the Focus Group Discussion Guide (FGD-G). These instruments 

were self-administered using a combination of physical and virtual processes. Each instrument 

is discussed in the order presented. 

 

3.6.1 Demographic and Awareness Questionnaire (DAQ) 

This instrument was used to collect socio-demographic information from respondents as well 

as to assess their familiarity with sources of assistance. (See Appendix C). The tool is divided 

into two sections—one with eight items to solicit respondents’ sociodemographic data and 
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section two with five simple Yes/No items; meant to gauge respondents’ knowledge of sources 

of help. The socio-demographic data sought include, gender (male or female), age (under 18, 

18-21, 22-25, and over 25), marital status (Married or Single); year of study (1, 2, 3); field of 

study (Education, health Sciences, and Arts, Humanities, commerce, management and others); 

living arrangements (off campus, on-campus- halls of residence); ethnicity (Kamba, Kalenjin, 

Kikuyu, Kisii, Luhya, Luo, and others). The second section comprises five Yes/No questions 

probing participants’ awareness regarding the treatability of depression, as well as their ability 

to access counselling services from sources such as the university clinic, university counsellor, 

peer counsellor, and public hospitals. All measures were captured for the ‘current’ state (i.e., 

status as at the time of the survey).  

 

3.6.2 The Beck’s Depression Inventory (BDI-II) 

The BDI-II consists of a 21-item, self-report and rating scale. It is widely used as a screening 

and assessment tool for depression (See Appendix D). Since its introduction in 1961, the BDI 

has undergone two major revisions—one in 1978, known as the BDI-IA, and another in 1996, 

to conform with the Diagnostic and Statistical Manual for Mental disorders 5th Edition [DSM-

V] criteria (Hubley, 2014). The items of the BDI reflect the intensity of depression. Each item 

is rated using a four-point Likert like scale, between zero (0) and three (3) to reflect their 

intensity and are summed linearly to create a scale ranging from 0 to 63. Higher total scores 

indicate more severe depressive symptoms while low total scores indicate the contrary. In 

addition, a person scoring a total score of more than 13 is presumed to have screened positive 

for depression. The BDI-II is a reliable and valid measure for assessing depression in Kenya 

because the instrument is standardised and its psychometric properties validated in various 

populations including university students (Abubakar et al., 2016, Cassidy et al., 2018). Table 
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3.2 presents a guide on how to interpret the BDI-II scores. 

 

Table 3.2 

Interpret Beck’s Depression Inventory-II Scores 

S/No Total Score Level of Depression 

1 0 – 4 Normal 

2 5 – 13 Minimal (Borderline) 

3 14 – 18 Mild Mood disturbance 

4 19 -28 Moderate 

5 29 -63 Severe 

 

Source: Adopted from Manual for the Beck Depression Inventory–II (Beck et al., 1996) 

 

As outlined in Table 3.2, achieving a score of 14 or above on the BDI-II scale suggests the 

presence of depression. A score falling within the range of 0 to 4 corresponds to “Normal,” 

while scores between 5 and 13 signify “Minimum” or “borderline.” A score spanning from 14 

to 19 represents “Mild,” 20 to 28 stands for “Moderate,” and 29 to 63 indicates “Severe 

depression” (Shehata et al., 2018). Strengths of BDI-II include, easy to use given that it is 

relatively short compared to interview-based assessments; can be used to assess depression 

for persons aged 13 to 80 years old, and is commonly and widely used (APA, 2019; 

Priyamadhaba, et al., 2017). In addition, its test-retest stability is high; α=.93. Item content is 

also improved over the BDI-I to correspond with DSM-V. However, the weaknesses of the 

BDI-II include, containing a number of items that assess physical symptoms which may not 

be related to depression in certain patients.  

 

3.6.3 The Intention and Actual Help-Seeking Questionnaire (IAHSQ) 



75 

To measure both intention and actual help seeking behaviour for depressive problems, this 

study employed an adapted rendition of a publicly accessible questionnaire on seeking 

assistance Appendix E). The tool has ten (10) items in total; —four relate to intention to seek 

help while six explore actual help seeking behaviour. Items gauging prospective help-seeking 

behaviour or the intention to seek assistance were evaluated using a 7-point Likert-type scale. 

Respondents were asked to indicate their likelihood to seek help from a specific source. The 

scoring spans from 1, denoting “extremely unlikely,” to 7, signifying “extremely likely.” The 

sources of assistance to be evaluated encompass Informal sources (e.g., spouse, parents, 

friends, colleagues, relatives, minister, or religious leader); Formal sources (e.g., psychologist, 

psychiatrist, social worker, or counsellor); Phone helpline or online resources; and the choice 

to refrain from seeking help from anyone. Higher scores imply a stronger likelihood of seeking 

help. According to Wulf (2022), the intentions scale of the IAHSQ has adequate psychometric 

properties, especially among the youth. The scale demonstrates strong internal consistency 

(Cronbach’s α = .70) and test-retest reliability (r = .86), along with moderate predictive validity 

and compelling convergent evidence for criterion validity. 

 

Items probing actual help seeking behaviour were answered by respondents who had sought 

help within a period of six months prior to taking the survey. Help sources likely to have been 

consulted include, Intimate partners (e.g., wife or husband); Relatives, friends, and colleagues; 

Professionals specialising in mental health. (e.g. psychiatrist, psychologist); Medical 

practitioner/general physician, and helpline or Internet sources. Item ‘2a’ asked respondents 

to state if they have sought assistance for an emotional issue within the past six months. If the 

answer were in the negative, respondents were exempted from completing the tool. Actual 

help seeking behaviour was measured using “YES” scored 2 and “NO” scored 1. The scale 
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requires one to indicate whether or not they have sought help from the listed sources. 

Moreover, respondents were instructed to specify whether they had sought informal or formal  

assistance. 

 

3.6.4 The Participant Survey Questionnaire (PSQ) 

The research employed the PSQ tool (see Appendix F) to gather data evaluating the impact of 

obstacles and facilitators on help-seeking behaviours related to depressive symptoms. The tool 

is divided into two sections—the first deals with barriers and the second with facilitators. 

Section one comprises five parts with a total of 38 items. It was used to probe factors that 

include, stigma (10 items), attitudes towards the problem (10 items), structural barriers (7), 

knowledge barriers (5), and behavioural control (6). Section two is designed to explore factors 

that are hypothesised to positively influence the connection between facilitators and help-

seeking behaviours. It encompasses 7 items focusing on elements such as previous favourable 

encounters, social support or affirmative encouragement, considerations of confidentiality and 

trust issues in service provision, favourable relationships with healthcare providers, sound 

mental health knowledge, the perception of the issue as significant, and emotional competence. 

 

Respondents assessed the items utilising a 5-point Likert scale. They were instructed to 

indicate whether they had sought assistance from any of the sources listed. Furthermore, 

respondents were required to indicate which particular source was help sought from and 

whether or not help has been sought. Higher scores imply a stronger association and the 

direction of the association towards help-seeking depend on whether the scores are negatively 

or positively correlated.  
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3.6.5 Discussion Guide 

Finally, the study utilised a Focus group discussion guide to collect further data from peer 

counsellors as key informants. The tool (See Appendix G) consists of 12 structured questions 

to guide the discussions. The issues range from knowledge of depressive symptoms, causes, 

prevalence among students, help-seeking behaviours, reasons for delay or avoidance of help-

seeking, benefits for seeking help, ways of encouraging help-seeking, gender influence in 

help-seeking, factors facilitating help-seeking, strategies that universities have put in place to 

encourage help-seeking and how widely they are implemented.  

 

This study chose questionnaires and discussion guides due to their associated strengths, such 

as yielding both quantitative and qualitative data. While questionnaires tend to be fixed and 

fast, discussion guides can be flexible and time consuming. Respondents also tend to be more 

honest, especially, regarding personal and sensitive issues when using a questionnaire because 

responses are captured anonymously (Rahman, 2017). While these tools are associated with 

many advantages, they also have disadvantages, which include, being-inaccessible to the 

illiterate population and bias due to differences in understanding and interpreting items. 

Equally, the discussion guide is associated with being tedious while the outcomes might be 

limited with bias. To control for such limitations, the tools were subjected to scrutiny by 

experts while pre testing was done carefully so as to ensure good adaptation. 

 

3.6.6 Pre-testing of the Research Instruments 

Conducting pre-tests on research instruments is of paramount importance as it aids in the 

identification and mitigation of measurement errors that can undermine statistical power and, 

consequently, jeopardise the consistency between studies (Caspar et al., 2016). Pretesting can 

also help surveyors to identify and address problems before they occur in actual survey 
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implementation (WHO, CDC, UNAIDS, FHI 360, 2017). Since the BDI and the IAHSQ are 

already validated, the concern in pretesting of these instruments was to find out if they can 

generate good data. Regarding the participant questionnaire and the IAHSQ, pre-testing 

focussed on assessing the validity and reliability of the instruments was the main objective of 

pre-testing. In this study, the research tools underwent pre-testing to identify items that were 

ambiguously or vaguely formulated, as well as those that were unclear. Inconsistent; illogical 

and invalid items. In addition, pretesting assisted the researcher determine if survey items 

convey the same meaning to all respondents, the amount of time required to respond to the 

questionnaire, and problems inherent in conducting data analysis (Singh, 2022).  

 

Pre-testing involves the administration of a research instrument to a small population with 

similar attributes to those in the study, but away from the study area. In this present case, 

pretesting was conducted at Kabianga University, Kericho County using 60 students 

(equivalent to approximately 6.7% of the study sample). The sample applied is consistent with 

studies that recommend the use of a sample of at least 30—50 subjects to pre-test 

questionnaires (Aithal & Aithal, 2020, Hair et al., 2018). One third each of the pre-test sample 

was drawn from first, second, and third year students. Kabianga University was preferred due 

its proximity to participating universities, similar settings such as age since receiving its 

charter, and admits majority of the students from the same background. Therefore, Kabianga 

University was considered suitable as it has similar risk factors driving students into 

depression.  

 

Non-standardised research instruments such as the PSQ tool, relied on the test-retest method, 

which entails the administration of the instrument twice on the same respondents, to test the 
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instruments. An interval of two-weeks between administrations was allowed. This period is 

considered adequate to deal with recall problems that this method is prone to. Subsequently, 

the coefficient of correlation between the scores obtained from the initial and second 

administrations was computed to ascertain the scale’s reliability. If the resultant coefficient of 

correlation between the two administrations is greater than .80, the instrument was deemed 

reliable (Koo & Li, 2016), and therefore suitable for use for data collection. In addition, the 

resultant refinements if any, were then undertaken prior to employing the instruments for 

actual data collection. Data from the primary respondents was acquired through a survey 

methodology, employing a self-report questionnaire administered by the researcher in face-to-

face interactions or via an online platform using a link to the study website. 

 

3.7 Data Collection Procedures 

This study collected both qualitative and quantitative data from undergraduate students at 

KSU’s main campus. Prior to data collection, the researcher obtained necessary approvals and 

recruited and trained research assistants. Authorization was requested from KSU, the Kisii 

Teaching and Referral Hospital’s Institutional Scientific and Ethical Review Committee 

(KTRH-ISERC), and the National Council for Science, Technology, and Innovation 

(NACOSTI). KSU issued a clearance letter to NACOSTI to facilitate a research permit, while 

KTRH-ISERC provided ethical approval. With the ethical approval in hand, the researcher 

applied to NACOSTI through an online platform, submitting the research proposal, national 

ID, passport photo, clearance letter (from SASS-KSU), and a fee of two thousand shillings. 

After fulfilling all requirements, NACOSTI granted the researcher a permit to collect data (see 

Appendix J). 
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To utilise research time economically, the researcher recruited research assistants to help in 

the implementation and management of field activities as well as carry out other activities 

related to the research. For example, research assistants were tasked to ensure that respondents 

are genuine students, administer research instruments and manage data. To improve on data 

collection, research assistants underwent a two-day training focussing on their role and 

responsibilities; successful administration of questionnaires; implications for non-compliance 

with ethical standards in research; scoring research instruments; team building techniques; and 

expected work output. This is meant to increase the research assistants’ understanding of the 

research tools and provide information that was meant to help unify interpretation.  

 

Recognizing the important role of research assistants, the researcher recruited individuals with 

strong integrity and responsibility. To achieve this, a clear recruitment criterion and 

expectations for work output were established well in advance of the hiring process. Six 

research assistants were selected based on their demonstrated understanding of research 

methodology, computer literacy, and proficiency in working with word processing and 

spreadsheet software, particularly Excel and Access. They also showed a willingness to learn 

and possessed strong administrative skills. Research assistants were tasked with administering 

questionnaires to respondents while the researcher supervised the process and provided 

ongoing support. 

 

After obtaining the research permit, the researcher and the assistants conducted a pre-test of 

the Data Collection Instruments (DCIs) to ensure the items were clearly formulated and 

conveyed consistent meaning to all respondents. The pre-test also assessed whether the 

instruments were easy to use, could be administered within a reasonable time frame, and 
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helped identify any sensitive or confusing items that needed replacement. Any issue or error 

found during the pre-test were corrected before using the instruments for actual data collection. 

Simultaneously, the researcher tested the accuracy and feasibility of the initially proposed data 

input, management, and coding, even though the pre-test results themselves might turn out to 

be meaningless. Preliminary analyses and tables were generated to evaluate the efficiency of 

the entire process, from data collection to final analysis. Once the DCIs were confirmed to be 

effective, the actual data collection began. 

 

While the process of pretesting and refining the Data Collection Instruments (DCIs) was 

underway, the researcher concurrently engaged in briefing various entities such as the 

Commissioner of the County, County Director of Education of Kisii County, and the Deans 

of schools about the forthcoming study. This is for information and asking of any assistance 

necessary to deliver a successful study. The researcher provided copies of the research permit, 

letter of introduction and other relevant documents and agreed on roles their offices were to 

play as well as informing the administration of her intention to carry out the study and secure 

their cooperation. Copies of the permit were presented to the County Commissioner and 

County Education officer.  

 

Finally, research assistants recruited respondents by approaching them, elucidating the study’s 

objectives and advantages, and those who expressed interest willingly volunteered to take part. 

They were then requested to furnish written informed consent (refer to Appendix B) or an 

affirmation for those using the online platform. Respondents then responded to a 20 minute 

questionnaire. Then research assistants extracted data and entered it into a research tool for 

analysis.  
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3.8 Methods of Data Analysis  

This study utilised the IBM SPSS version 25, to perform data analysis at 95% confidence 

interval level. To facilitate the analyses, all qualitative and descriptive responses were 

transformed to quantitative and numeric data by assigning a numeric score to each response 

to enable assessment of the prevalence of depression by identifying respondents who screen 

positive and also measure the level of depression. Cleaning and coding of data was undertaken 

to identify inconsistencies, outliers, and missing values before conducting analyses. To assess 

the prevalence of depression, the researcher used descriptive statistics, such as frequency, 

ratios, and percentages (%). Further, those who screened positive were categorised according 

to the level of depression. To examine disparities in help-seeking behaviour, the researcher 

compared mean scores across the groups. These were calculated using standard deviations. 

Given that there are multiple factors, the use of both the t-test and ANOVA were handy 

because they compare means across two or more IVs by splitting the sample into two or more 

groups.  

 

Furthermore, to evaluate the influence of barriers and facilitators, the researcher performed 

the regression analysis. Before conducting the regression analysis, the researcher carried out 

initial assessments to confirm that the data adhered to the assumptions of normality, linearity, 

absence of multicollinearity, and homogeneity of variance. In the data analysis phase, this 

study utilised Ratios and percentages to depict the magnitude of the relationship between 

dependent and independent variables. However, in the multivariate analysis stage, adjusted 

ratios were employed to portray the strength of association. Additionally, a manual backward 

elimination approach was used to reach the most economic model that incorporates factors 

linked to help-seeking behaviours among students in public universities. The results were 
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reported according to emerging trends and relationships and an explanation of any observation 

tendered on the conclusions reached.  

 

Finally, qualitative data was collected by themes from the focus group discussions. The data 

was arranged in terms of themes that the respondents brought out for triangulation of sources 

to increase the validity of the study. Table 3.3 is a summary of the description of the techniques 

and level of analysis that each study variable was subjected to. 
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Table 3.3 

Study Variables and approaches to Data Analysis 

Objective Measurement 

Analysis 

Technique Level 

1. Assessment of the prevalence 

of depression 

Rate in percentage 

Percentage Level of depression 

Frequency, Ratios & Percentage Descriptive Statistics 

 

 

2. Examination of the disparities 

in help-seeking behaviour. 

Characterisation of help-seeking behaviours in terms of 

gender, age; marital status, year of study, residence, field 

of study, ethnic & religious affiliation. 

Disparity analysis by way of mean scores, 

Ratios, Factorial ANOVA and the Tukey 

HSD’s multiple comparisons test 

Descriptive & 

Inferential Statistics 

 

 

3. Evaluation of facilitators to 

help-seeking behaviours 

Prior experience, social support, confidentiality & trust 

issues & positive relationship 

Regression Analysis  Descriptive & 

inferential statistics 

 

4. Determination of significant 

barriers to HSB 

Stigma; Attitudinal; structural and depressive 

knowledge versus help-seeking behaviours. 

Regression analysis  Descriptive & 

inferential statistics 

 

5. Focus Group Discussions Content analysis of student depression and help-seeking 

behaviour 

Thematic analysis Descriptive statistics 

 

[Source: Researcher, 2023] 
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Table 3.3 shows that variables were analysed using descriptive as well as inferential statistics. 

This is because descriptive statistics provide basic information about a variable while 

inferential statistics are helpful in highlighting existing associations. The results showed how 

the variables affect the help-seeking behaviour. 

 

3.9 Ethical Considerations 

Ethics in research encompasses a wide range of considerations. However, in this study, the 

key principles prioritized were autonomy, beneficence and non-maleficence, justice, fidelity, 

confidentiality, and data protection. These core values were central to ensuring the integrity 

and ethical conduct of the research process. In the context of research, autonomy signifies that 

respondents possess the right to engage in a study willingly, devoid of coercion or undue 

persuasion. Their rights, dignity, and autonomy must be upheld and adequately safeguarded. 

An autonomous individual is one who has the ability to carry out their personal goals and act 

according to their own persuasion. To respect autonomy is exercising fidelity by refraining 

from contradicting one’s beliefs and decisions, while also avoiding interference with their 

actions unless such actions are evidently harmful to others. Equally, researchers owe 

respondents a duty to protect those who have no capacity to make beneficial choices (Graham 

et al., 2021).  

 

For example, researchers undertaking surveys are obligated to protect personal information 

and desist from disclosing it in ways that violate participant’s privacy (Gelinas et al., 2017). 

To put this principle into practice, respondents were granted the opportunity to engage in the 

study only after furnishing informed consent (Baker, 2017). A sample of the written consent 

is included in Appendix B.  
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The second guiding principle is beneficence and non-maleficence. It stipulates that research 

should hold intrinsic value that surpasses any potential risks or harm. Researchers are 

consistently tasked with the objective of maximising the research’s benefits while minimising 

potential risks of harm to both respondents and themselves (White, 2020). At the same time, 

researchers need to not only evaluate, but also inform respondents about the possible physical, 

social, or psychological harms or risks they are likely to be exposed to. Moreover, researchers 

should mitigate all foreseeable risks and harm by robust precautions, and carry out a 

risk/benefit assessment to reveal the likelihoods of potential harms and benefits stemming 

from conducting the research.  

 

To unearth benefits accruing from a research enterprise, it is sometimes necessary to expose 

someone to some risk. Envisaging a research endeavour entirely devoid of risks, where harm 

is absent, is likely to impede numerous advancements in human well-being. In cases where 

respondents can derive direct benefits from the research, such risks are more defensible. 

However, if the study doesn’t lead to direct respondent benefits, the broader advantages in 

terms of its potential to mitigate psychological or other adverse effects in the present and future 

can be utilised to justify research with a certain degree of risk, provided that a meticulous 

assessment is undertaken. 

 

This study was assessed as a low risk enterprise, with the only likely risk of harm accruing 

from improper disclosure of the respondent’s private, personal and sensitive information. In 

any case, disclosure must be in ways that reveal the identity of the respondent. This is likely 

to cause embarrassment, damage reputation, or result in a legal action (Bryman, 2018). The 

study employed three strategies to ensure that there were no improper disclosures. One, 
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information was given anonymously, and two, the information was kept confidential. Three, 

once information was given, it could not be disclosed in ways that could reveal the identity of 

the giver. However, if any need were to arise calling for disclosure, the due process could be 

observed. 

 

The third principle is justice in research, which requires fair, impartial and respectful treatment 

of respondents throughout the course of the research (Bitter et al., 2020). Procedurally, this 

principle requires transparency in selection of respondents (i.e., no part of the target population 

should feel discriminated against), about the researcher’s identity and the methods used. For 

this study, the researcher made a full disclosure in relation to selection criteria, researcher 

identity and methodology used, to protect the interests of those who have no capacity to make 

beneficial choices from exploitation. For example, the researcher endeavoured to recruit 

respondents after providing a truthful, transparent, honest and detailed description of the 

objectives, benefits, and risks (Gelinas et al., 2017) that can accrue from the study.  

 

The fourth most important principle in research ethics that was considered is fidelity. This 

principle encompasses not only the concept of loyalty and faithfulness but also the aspect of 

honouring commitments. Additionally, respondents should be able to trust the researcher and 

have confidence in the investigative methods being employed. Therefore, the researcher 

should take care so that their behaviour does not threaten the cooperation between the parties 

and leave other obligations unfulfilled. Additionally, this principle requires that researchers 

guarantee the adherence to recognized standards of integrity while ensuring quality and 

transparency. For example, the principle prohibits fabrication and manipulation of data, 

falsification of documentation, and plagiarism. This principle was operationalised by the 
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 researcher subjecting this work to a plagiarism check. 

 

The fifth and perhaps the most important principle is confidentiality and data protection. It is 

crucial to honour both the individual preferences of research respondents and groups regarding 

anonymity, as well as respondents’ stipulations concerning the confidential treatment and 

secure safeguarding of information and personal data. Other ethical considerations include 

conflict of interest and authorisation before embarking on research by relevant authorities. The 

autonomy of research must be unequivocal, and any potential conflicts of interest or bias 

should be dealt with. For instance, a conflict of interest occurs when a researcher’s allegiance 

to the institution or a sponsor seems to compromise the research’s independent conduct by 

yielding personal benefits to themselves, a family member, or another individual with whom 

they share a close personal relationship. To adhere to this principle, researchers are obligated 

to disclose anything that might be interpreted by others as a conflict of interest. For this study, 

no conflict of interest was disclosed because truly there was none.  

 

Finally, for this study, respondents with prior depressive episodes were likely to experience 

some discomfort after completing the questionnaire; but, the discomfort is largely transient. 

However, respondents were cautioned that they needed to report to the research team to 

arrange for a debriefing session if they felt prolonged discomfort. Lastly, the study sought and 

obtained institutional (KSU) authorisation (see, Appendix H); Ethical Approval (see Appendix 

I), from KTRH-ISERC. This is because respondents scoring highly on the BDI scale may be 

linked to health care facilities such as the MOH, University clinic or KTRH for diagnosis. 

National (NACOSTI) authorisation (see Appendix J) was also sought.  
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CHAPTER FOUR 

RESULTS AND DISCUSSIONS 

4.1 Introduction 

This chapter presents a summary of the study's results, followed by a discussion highlighting 

key findings. This approach was used to explore the reasons behind university students' 

tendency to delay or avoid seeking help for emotional challenges, despite their heightened risk 

of experiencing depression. While various explanations have been proposed for this 

behaviour, none fully accounts for the inconsistencies observed. Researchers continue to 

grapple with a coherent explanation for the disparity, making this investigation particularly 

significant in understanding the underlying factors. 

 

To deal with the study question adequately, this chapter is organised into five sections—first, 

Characterisation of study respondents; second, the prevalence of depression; third, help-

seeking disparities; fourth, evaluation of facilitators to help-seeking behaviours and, fifth, 

determination of significant barriers to help-seeking behaviour among students in public 

universities. Data collection was done using questionnaires and a discussion guide. Both 

descriptive and inferential statistics were utilized in analysing data generated in the course of 

the study.  

 

4.2 Respondents’ Demographic Characteristics  

This section focuses on identifying the social and demographic characteristics of the study 

sample, who comprise of Kisii University students enrolled for the 2022/23 academic year. 

Kisii University, is a large public institution in Kenya, that admits students using the 

government's central placement system. The system ensures that learners from diverse regions 

of the country are accorded equal opportunity without bias toward gender, age, ethnicity, or 



90 

religion. Admission is based on both preference and merit, resulting in a student body with a 

rich social and demographic diversity. Accordingly, this section is divided into two parts: 

response rate and Social and demographic characteristics of study respondents. 

 

4.2.1 Response Rate  

In survey research, the response rate, also known as the completion or return rate. This metric 

represents the number of individuals who actually respond and submit the survey, either fully 

or partially completed. Typically, the number of surveys returned is divided by the number of 

surveys administered and expressed in percentage form to indicate the rate. This metric is 

critical due to the significance placed on response rate. Moreover, tracking surveys is 

considered important for the reason that a low return rate is suspected to give rise to 

unrepresentativeness likely to affect the accuracy of conclusions reached. Such bias can 

severely compromise inferences, especially if non-response is systematic and coupled with a 

low return rate. 

 

As a result, response rates have traditionally been regarded as a key indicator of study quality, 

based on the belief that higher return rates lead to more accurate findings. However, there is 

little solid evidence to support the notion that response rates directly affect the accuracy of 

study results. Moreover, examining the relationship between non-response rates and the 

precision of survey data is a complex, nuanced, and costly process. Consequently, only a 

limited number of well-designed studies have empirically investigated the impact of low 

response rates. 

 

To arrive at the size of the desired sample, researcher tradition was utilised. Essentially, the 

tradition argues that “a good maximum sample is usually around 10% of the study population, 
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provided the size does not exceed 1000 cases” (Fox, 2022). Applying this tradition and using 

a random selection strategy, the study selected and invited 1104 students in proportion to their 

population across all fields of study. After providing written consent, the researcher 

administered questionnaires to the selected respondents. The study then monitored both the 

questionnaire completion and return process. In addition, questionnaires were screened for 

completeness and adherence to the inclusion criteria. Consequently, not all returned surveys 

validly qualified for inclusion among those analysed.  

 

To be included in the analysis, Respondents were required to meet the following criteria: fall 

within the age range of 18 – 25 years, implying that anyone below 18 or above 25 years of age 

does not meet the inclusion criteria. Moreover, the invitation was extended exclusively to 

undergraduate students, specifically those within their first year (FY), second year (SY), or 

third year (TY). In addition, Respondents were required to indicate their field of study. 

However; for any incomplete questionnaire to qualify, it should contain not less than 80% of 

the required data. Table 4.1 provides a summary of the data relating to the establishment of 

the valid questionnaires—hence the sample utilized for this study.  
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Table 4.1 

Determination of Study Sample  

 

Source: Derived from Survey data collected for this study 

 

Table 4.1 shows that the study successfully enlisted a total of 1104 students identified from 

various academic disciplines. The recruitment of study respondents was aligned to ensure that 

representation from each discipline was proportional of the entire student population. Results 

of the analysis indicate that the number of fully completed and returned questionnaires across 

different fields of study, ranged between 61.7% and 100%. As a result, out of a total of 1104 

surveys administered, 919 were returned, accounting for 83.2% response rate. Besides, 

returned surveys were subjected to scrutiny to confirm adherence to the inclusion criteria. 

Accordingly, 23 (2.1%) of the completed and returned questionnaires failed to meet the 

inclusion criteria and consequently excluded from the analysis. To carry out analyses, this 

study relied on a sample of 896 respondents after discarding surveys that did not meet the 

inclusion criteria. 

 

4.2.2 Respondents’ Demographic Characteristics  

This present study drew Respondents from among undergraduates enrolled at KSU for the 

Field of Study Administered Returned Excluded Valid Percentage 

Education 299 299 0 299 100.0 

Arts & Social Sciences 298 190 6 184 61.7 

Business & Economics 187 148 3 145 77.5 

Pure & Applied Sciences 108 78 8 70 64.8 

Information Science 84 80 2 78 92.9 

Agriculture 68 64 4 60 88.2 

Health Sciences 39 39 0 39 100.0 

Law 21 21 0 21 100.0 

Total 1104 919 23 896 81.2 

Percent 100% 83.2% 2.1% 81.2%  



93 

 2022/23 academic year. Table 4.2 presents results of the analysis. 

 

Table 4.2 

Distribution of Respondents by Socio-demographic Characteristics 

Variable Category Frequency (n) Percentage (%) 

Gender (n=896) 
Male 473 52.8 

Female 423 47.2 

Age (n=896 
Co1 594 66.3 

Co2 302 33.7 

Marital Status (892) 
Single 856 96.0 

Married 36 4.0 

Year of Study (896) 

FY 390 43.5 

SY 280 31.3 

TY 226 25.2 

Living Arrangements 

(n=885) 

OCWF 71 8.0 

OCWFS 736 83.2 

OCHR 78 8.8 

Field of Study (n=896) 

Education 299 33.4 

Health Sciences 39 4.4 

Arts and Social Sciences 184 20.5 

Business & Economics 145 16.2 

Information Technology 78 8.7 

Law 21 2.3 

Pure and Applied Sciences 70 7.8 

Agriculture 60 6.7 

Ethnicity (n=873) 

Kamba 75 8.6 

Kikuyu 67 7.7 

Kisii 218 25.0 

Kalenjin 127 14.5 

Luhya 160 18.3 

Luo 164 18.8 

Others 62 7.1 

Religious Affiliation 

(857) 

Catholic 279 32.6 

SDA 246 28.7 

Protestant 224 26.1 

Muslim 19 2.2 

Others 89 10.4 

Note: Co1 – Cohort 1; Co2 – Cohort 2; FY – First Year; SY – Second Year, TY – Third Year; OCWF – off-

campus with Family; OCWFS – Off-Campus with fellow Students; OCHR – On-Campus in Halls of Residence. 

 

Source: Derived from Survey data collected for this study 
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Table 4.2 indicates that the total study population consisted of 896 respondents. Taken from a 

gender perspective, there were 473 (52.8%) males compared to 423 (47.2%) females. This 

distribution is a fair representation of students in public Universities and agrees with Cowling, 

(2023b) who observed that males constitute the majority of students in Kenyan universities – 

some, 322,760 (57.3%) compared to 240,170 (42.7%) women during the academic year 

2022/2023. According to age, Table 4.2 shows that 594 (66.3%) respondents were aged 

between 18 -22 years, while 302 (33.7%) respondents were aged between 22 -25 years. This 

distribution aligns with the findings by Mbuthia et al., (2019) who observed that the majority 

of university students were aged between 17–20 years. 

 

Table 4.2 reveals that 892 respondents provided information on their marital status. Of these, 

856 (96%) reported being single, while 36 (4%) indicated they were married. Further analysis 

shows that 445 (49.9%) males reported being single, compared to 447 (50.1%) females. 

Conversely, a greater percentage of females (20 or 55.6%) indicated being married, compared 

to males. This pattern may suggest that women are more likely to leave the academic 

environment earlier than men, potentially to take on marital and family responsibilities. 

Regarding distribution according to the year of study, Table 4.2 reveals that 390 (43.5%) of 

the sample were in their FY, 280 (31.3%) in their SY, and 226 (25.2%) in their TY of study. 

Overall, the sample demonstrates a comprehensive representation spanning across various 

academic years within the higher education ecology. 

 

Other demographic characteristics analysed included the respondent’s living arrangements 

while attending university, field of study, ethnic community, and religious affiliation. In terms 

of distribution by living arrangements, students make a choice between living on- or off-
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campus. Having opted for off-campus living, inevitably they have to live either with family or 

with fellow students. Table 4.2 shows that among the 885 respondents who responded to this 

item, a huge majority among respondents, 807 (91.2%) reported living off-campus while the 

rest, 78 (8.8%) indicated living “on campus in the Halls of Residence” (OCHR).  

 

For those living off-campus, a majority 736 (83.2%) indicated living off-campus with fellow 

students (OCWFS) while a minority 71 (8.0%) indicated living with family (OCWF). This is 

compared to 78 (8.8%) who indicated living on-campus in halls of residence (OCHR). This 

finding holds important implications for understanding depression, particularly among 

students living off-campus (Pierce & Palmer, 2019). The additional burden of managing non-

academic responsibilities, such as household chores, increases stress levels, especially for 

students who are away from their families. The strain of managing these additional 

responsibilities alongside academic pressures can contribute significantly to the challenges 

students face. Further, Chen (2020) reinforces this viewpoint in a study conducted among 

international students at Jiangsu Normal University, Xuzhou, China. 

 

In terms of distribution by field of study, Table 4.2 shows that 299 (33.4%) respondents were 

from the field of Education, the largest group represented. Arts and Social Sciences followed 

with 184 (20.5%) respondents, while Business and Economics ranked third with 145 (16.2%). 

The fields with the fewest respondents included 60 (6.7%0 from Agriculture, 39 (4.4%) from 

Health Sciences and 39 (4.4%), from the school of law. This distribution reflects the 

proportionate sampling methodology used in the study. 
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In terms of ethnic community, Table 4.2 shows that 873 respondents provided information on 

their ethnic background. Of these, 218 (25%) identified themselves as Kisii, making them the 

largest ethnic group in the study. The next largest groups were 164 (18.8%) Luo and 160 

(18.3%) Luhya. Other significant ethnic communities included 127 (4.5%) Kalenjin and 75 

(8.6%) Kamba followed by 67 (7.7%) Kikuyu. The sample also included a small number of 

respondents from various other communities, such as Meru, Rendile, Maasai, Kuria, Teso, 

Giriama, Somali, Turkana, Taita, Sabaot, Digo, and Pokomo, who were collectively grouped 

under "Others." 

 

The broad representation of ethnic communities in the study is attributed to public universities 

central placement system, which does not consider a student's home county. Instead, 

placement is based solely on academic performance, the student's preferred institution, and 

available vacancies. As a result, Kisii University enjoys a diverse student body, with 

representation from both neighbouring and distant communities across Kenya. 

 

Finally, based on religious affiliation, Table 4.2 shows that 857 respondents provided data on 

this metric. Out of this number, 279 (32.6%) identified with the Catholic faith, 246 (28.7%) 

with the SDA, 224 (26.1%) with Protestant denominations, 19 (2.2%) with Islam, and 89 

(10.4%) with a mix of evangelical and African-based churches. This distribution indicates that 

the majority of university students are affiliated with Christianity. 

 

Regardless of affiliation, religion can play a complex role in the experience and management 

of depression, offering both comfort and challenges. For many, religious beliefs provide a 

sense of purpose, community support, and hope, which can be crucial in coping with 

depressive symptoms. Activities like prayer, meditation, and participation in religious rituals 
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may offer moments of peace and connection, helping to ease feelings of isolation and despair. 

However, for some, religious doctrines or community expectations can intensify feelings of 

guilt, inadequacy, or unworthiness, especially when struggling to align their mental health 

with religious teachings. This dual nature highlights the importance of understanding how 

religion influences depression, as its effects can vary significantly depending on individual 

beliefs and the level of support within one's religious community. 

 

4.3 The Prevalence of Depression  

The first objective of this study was to assess the prevalence of depression among students in 

public universities in Kenya. Prevalence, as a measure of disease burden, reflects the number 

of individuals affected by a condition within a specific population, location, and time period. 

This metric is crucial for planning, as it helps healthcare authorities gauge the impact of a 

disease on both the social and healthcare systems at a given point in time.  

 

Changes in prevalence can occur due to factors such as patient recovery or death, meaning that 

an increase or decrease in prevalence doesn't necessarily signal a worsening or improving 

situation. An increase might indicate either prolonged survival without a cure, a rise in new 

cases, or a combination of both. Conversely, a decrease could suggest higher mortality rates 

relative to recoveries or a reduction in new cases. Therefore, understanding prevalence is 

crucial for accurate diagnosis, reflecting the disease burden in populations, and assessing 

healthcare service needs to effectively manage the condition. 

 

To assess the prevalence of depression, this study employed the point prevalence measure in 

which the BDI-II scale was used to screen and measure depressive symptoms among KSU 

students. Point prevalence is limited to assessing depressive symptoms within a continuous 
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period of two weeks ending by the time of data collection. This method was preferred because 

it takes a short time to become effective and is commonly and widely used for persons of all 

ages. Therefore, this section is organised into two parts—overall prevalence of depression and 

prevalence and socio-demographic correlates of depression.  

 

4.3.1 Overall Prevalence of depression  

To evaluate the overall prevalence of depression, respondents completed the BDI-II scale, a 

widely used tool for screening and measuring depression. The BDI-II scale consists of 21 

items, each rated on a four-point Likert-like scale ranging from 0 to 3. The individual item 

scores were summed to produce a total score for each respondent, with possible scores ranging 

from 0 to 63. These total scores were then entered into the SPSS software for analysis. Cases 

with total scores between 0 and 13 were coded as 1, indicating a Non-Positive screen, while 

scores between 14 and 63 were coded as 2, indicating a Positive screen. 

 

The data were further organized into five subcategories based on depression severity—two for 

“non-positive” screens and three for “positive” screens. Sub-category one, labelled “Normal,” 

included cases with scores between 0 and 4. Sub-category two, termed “Minimal,” covered 

scores ranging from 5 to 13. For “positive” screens, sub-category three, known as “Mild,” 

encompassed scores from 14 to 19. Sub-category four, or “Moderate,” included scores 

between 20 and 28. Finally, sub-category five, labelled “Severe,” covered scores from 29 to 

63. The findings of the study are presented in Table 4.3. 
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Table 4.3 

Level and Percentage of Depression 

Level Score Range Frequency (n) Percentage Category 

1. Normal  0 – 4 94 10.5% NP 

2. Minimal  5 – 13 365 40.7% NP 

Total  0 – 13 459 51.2 TNP 

3. Mild depression  14 – 19 211 23.5% P 

4. Moderate depression  20 – 28 161 18.0% P 

5. Severe depression  29 – 63 65 7.3% P 

Total   437 48.8% TP 

Note: NP – Non-Positive; TNP – Total Non-Positive; P – Positive; TP – Total Positive. 

Source: Derived from Survey data collected for this study 

 

Table 4.3 shows that a total of 459 (51.2%) cases screened “non-positive” for depression 

compared to 437 (48.8%) who screened “positive”. In terms of level of depression, there were 

94 (10.5%) cases within the normal sub-category range and 365 (40.7%) within the minimal 

sub-category range. Furthermore, 437 (48.8%) cases screened for the “positive” category. 

Within the category, there were 211 (23.5%) cases under the mild sub-category; 161 (18.0%) 

in the moderate sub-category, and 65 (7.3%) in the severe sub-category. Given that prevalence 

denotes the fraction of the population affected by a particular ailment at a designated moment 

in time; the study therefore, found that 48.8% (scores ≥14) of the cases screened positive for 

depressive symptoms. Hence, the prevalence rate 

 

This finding does not align with a majority of studies that indicate the rate of depression among 

university students to be on average around 35% (Hakami, 2018; Heinig, 2021; Mirza, et al., 

2021; Ngin, et al., 2018); but it aligns with studies indicating that the frequency of depression 
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among university students lies in a continuum—ranging from a low 4% to a high 79.2% 

(Ahmed et al, 2020). In any case, Yusoff (2018) observes that in Africa, depression among 

university students lies anywhere between 16.2% and 67%. The finding implies that one in 

every two university students may be suffering depression. 

 

Further, this finding aligns with the view of majority of members in a focus group discussion 

(six out of eight) who expressed a strong consensus that “depression symptoms among 

university students are highly prevalent”. According to discussants, contributing factors 

include academic pressure, financial stress, and social isolation. They noted that the pandemic 

has worsened these issues, leading to a noticeable increase in anxiety and depressive 

symptoms. The group emphasized the urgent need for universities to enhance mental health 

support services, promote awareness, and create a more supportive campus environment to 

address this growing concern. 

 

4.3.2 Prevalence and Socio-demographic Correlates of Depression  

Prevalence represents the proportion of individuals in a population who are experiencing 

depression at a specific point in time, offering insight into the broader impact of the condition. 

Therefore, analysing socio-demographic factors such as age, gender, socioeconomic status, 

education, and location can help pinpoint groups that are particularly vulnerable to depression. 

For example, studies frequently report higher rates of depression among women, people with 

lower incomes, and urban residents. By examining these factors, healthcare providers and 

policymakers can more efficiently target interventions, tailor mental health services, and 

allocate resources to populations that are most at risk, ultimately enhancing public health 

outcomes. 
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Depression is implicated in outcomes that substantially impair functioning with profound 

personal, social, and economic consequences. This is especially disastrous given the age and 

stage of development of university students. It is against this background that the study 

undertook further analysis of the prevalence and socio-demographic correlates of depression 

among university students. The demographic factors analysed include gender, age, marital 

status, year of study, living arrangements, field of study, ethnic community, and religious 

affiliation. The study utilised the Chi-square (χ2) test to indicate whether there were significant 

relationships between the demographic statistic and screening positive for depression. Table 

4.4 displays detailed results for data analyses performed on the sample population.  
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Table 4.4 

Prevalence and Socio-demographic correlates of depression. 

Variable Category Positive Negative Total (%) χ2 P 

Gender (n=896) 
Male 221 252 473 (46.7%) 1.684 .204 

Female 216 207 423 (51.1%)   

Age (n=896 
Co1 289 305 594 (48.7%) 0.010 .944 

Co2 148 154 302 (49%)   

Marital Status 

(892) 

Single 417 439 856 (48.7) 0.023 1.000 

Married 18 18 36 (50%)   

Year of Study 

(896) 

FY 200 190 390 (51.3%) 4.418 0.109 

SY 122 158 280 (43.6%)   

TY 115 111 226 (50.9%)   

Living 

Arrangements 

(n=885) 

OCWF 32 39 71 (44.9%) .494 .794 

OCWFS 362 374 736 83 (49.2%)   

OCHR 37 41 78 (47.4%)   

Field of Study 

(n=896) 

Education 146 153 299 (48.8%) 21.334 .287 

Health Sciences 20 19 39 (51.3%)   

Arts and Social Sciences 96 88 184 (52.2%)   

Business & Economics 61 84 145 (42.1%)   

Information Technology 26 52 78 (33.3%)   

Law 9 12 21 (75%   

Pure and Applied Sciences 38 32 70 (48.7%)   

Agriculture 41 19 60 (68.3%)   

Ethnicity 

(n=873) 

Kamba 44 31 75 (58.7%) 9.906 .297 

Kikuyu 35 32 67 (52.2%)   

Kisii 102 116 218 (46.8%)   

Kalenjin 52 75 127 (40.9%)   

Luhya 88 72 160 (55%)   

Luo 75 89 164 (45.7%)   

Others 29 33 62 (46.8%)   

Religious 

Affiliation (857) 

Catholic 141 138 279 (50.5%) 2.862 .743 

SDA 122 124 246 (49.6%)   

Protestant 100 124 224 (44.6%)   

Muslim 8 11 19 (42.1%)   

Others 47 42 89 (10.1)   

Note: Co1 – Cohort 1; Co2 – Cohort 2; FY – First Year; SY – Second Year, TY – Third Year; OCWF – off-

campus with family; OCWFS – Off-Campus with fellow students; OCHR – On-Campus in Halls of residence. 

 

Source: Derived from Survey data collected for this study 

 



103 

While sex includes the biological differentiation between males and females, gender adds to 

it behavioural, cultural, or psychological traits attributed to a specific sex as defined by societal 

norms. These can evolve over time and manifest variations across different cultures. 

Therefore, it is crucial to look at gender in this study because depression affects each person 

differently and can influence the development of different patterns for males and females. 

Table 4.4 shows that depression is more prevalent among female students (51.1%) compared 

to (46.7%) among males. This finding aligns with many studies that have assessed the 

prevalence of depression. For instance, there is accumulated evidence to suggest that 

depression is more prevalent among females (Brody, et al., 2018; Richier-Rossler, 2017; Salk, 

et al., 2017; Shi, et al., 2021). This is because, compared to females, males seek help and utilise 

MHS less frequently for depressive problems across all ages (Parent et al., 2018; Rasmussen 

et al., 2018; Sagar-Ouriaghli et al., 2019).  

 

Regarding gender and depression, respondents in a focus group discussion were evenly split 

on whether depression was more implicated in males or females. Although prior studies 

consistently suggest the existence of differences, our findings show no significant disparity 

between genders. This implies that while gender may play a role, other factors could be more 

influential in depression prevalence. 

 

Age is also a significant attribute as far as depression is concerned. While depression can 

manifest at any point during the lifespan, its typical onset occurs during the young adulthood 

[18-25 years] stage (APA, 2022). There is also accumulated evidence to show that age 

negatively impacts emotions, thoughts, and behaviours across sexes and all walks of life. 

Moreover, further evidence indicates that age can function as a barrier in seeking help and that 
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coping mechanisms employed to address specific stressors tend to change with age. 

Furthermore, both younger individuals and older adults exhibit a willingness to seek help, 

albeit from different sources (Pretorius et al., 2019). For these reasons, age emerges as a 

pivotal variable in the exploration of depression and help-seeking behaviours.  

 

Table 4.4 indicates that depression is slightly more prevalent among students aged 22-25 years 

(49%) compared to those aged 18-21 years (48.7%). This suggests that age may not be a 

significant factor in the manifestation of depression among university students. This result 

aligns  with the conclusion reached by Wang (2019). However, studies aiming to determine 

the influence of age on depression are often challenging, particularly in university settings 

where students are generally within the same developmental stage. This is due to having little 

or no differentiation in terms of developmental capability given the maturity of the groups 

examined. These groups are nearly homogeneous; thereby accounting for the present findings.  

 

Furthermore, Table 4.4 reveals that 417 (48.7%) respondents who identified themselves as 

single, screened positive compared to 18 (50%) who were married and screened positive. This 

implies that depression is more prevalent among the married than among single students. This 

finding contradicts evidence available from prior studies that consistently show that people in 

a marital relationship tend to report lower levels of depression (Harandi et al., 2017). Evidence 

by most studies on marital status and prevalence of depression suggests that prevalence varies 

significantly depending on whether one is married or not (Maiuolo et al., 2019). In any case, 

studies have demonstrated the possibility of social and demographic factors acting as barriers; 

and those implicated include, gender, age, marital status, and religious affiliation (Maiuolo et 

al., 2019). Additionally, studies also indicate that separated, widowed, or divorced persons 
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seek help more often than persons in marriage (Parent et al., 2018; Jopp et al., 2021). While 

there is no evidence from the literature to suggest that marital status influences the use of 

MHS, social support and family ties have been associated with promoting help-seeking 

behaviours (Jacoby & Li, 2022).  

 

In this study, “Year of study” refers to the specific year in which a student is registered at the 

university, typically aligning with the student’s academic year of enrolment. Nonetheless, 

there are circumstances where the designated year of study does not correlate with the 

academic year progression. This discrepancy can arise in cases such as failure of modules or 

change of programs, which result in an absence of an equivalent academic standing in terms 

of status. For the purposes of determining the period of time a student has spent in the 

university, this study excluded underage (below 18 years) and over age (above 25 Years) 

students.  

 

Consequently, in terms of year of study; Table 4.4 reveals that the prevalence of depression 

was notably higher among students in their first year (51.3%), compared to second and third 

years who accounted for 43.6% and 50.9% respectively. This shows that the rate of depression 

drops significantly during the second year but rises in the third year of study. This finding is 

consistent with studies conducted by Birhanu and Hassen, (2016) as well as Anyayo et al., 

(2022). Factors that are likely to contribute to this state of affairs include culture shock and 

freedom that ‘freshmen’ are exposed to on entry to university; academic workload and 

responsibility to maintain oneself at places of residency; and, living away from the family as 

well as making crucial lifelong decisions.  
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“Living arrangements” among university students, has been has been recognized as a key 

factor in determining whether or not, integration into social activities in university takes place 

appropriately. When students are accommodated at close proximity to the university, it helps 

them to meet after formal learning to socialise, develop friendships and support each other 

during their course. The benefit of university networks is a common understanding of the 

academic experience, possible sharing of resources and making academic support possible; 

thereby going a long way to suppress the risk of developing depression. Concerning living 

arrangements, Table 4.4 shows that living OCWFS is implicated with the highest rate of 

depression, accounting for 49.2% of depression compared to students living OCHR, or OCWF 

who account for 47.4% and 45.1% respectively. This finding is consistent with a recent study 

by Pierce and Palmer, (2019).  

 

Moreover, the field of study is yet another characteristic that causes the prevalence of 

depression to vary. For instance, Table 4.4 shows that depression was most prevalent among 

students in Agriculture (68.3%), followed by those in Pure and Applied Sciences (54.3%) and 

Arts and Social Sciences (52.3%). The fields with the fewest cases of depression were 

Information Technology (33.3%), Business and Economics (42.1%), and Law (42.9%). 

Additionally, Table 4.4 reveals that depression was more common among the Kamba (58.7%), 

Luhya (55%), and Kikuyu (52.2%) compared to other ethnic groups, such as the Luo (45.7%) 

and Kisii (46.8%). This is because of the cultural differences that exist between different ethnic 

communities according to their regions. 

 

In Kenya, Christianity is the predominant religion embraced by over 85.5% of the population. 

However, statistics show that as of 2019, among Christians, 33.4% were Protestants, 20.6% 
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Catholics, 20.4% Evangelicals, and 7% were from African Instituted Churches. Furthermore, 

nearly eleven percent (10.9%) of Kenyans were Muslim (Cowling, 2023a) . As Table 4.4 

shows, the sample population consisted of 279 (32.6%) Catholics; 246 (29.1%) SDA’s; 244 

(28.5%) Protestants; 19 (2.3%) Muslims; and 89 (10.4%) others. Clearly, it can be seen that 

the majority of the sampled students were affiliated to the Catholics faith, followed closely by 

the SDAs and Protestants in that order.  

 

Finally, Table 4.4 shows that depression is more common among students affiliated to the 

catholic faith (51.6%); followed by those affiliated to the protestant faith (44.6%) and the 

Muslims faith (42.1%). However, depression is least common among respondents affiliated to 

the SDA faith (30.0%). This finding is consistent with findings from prior studies. For 

instance, a study by Shapiro (2022) concluded that religion has a potential protective effect 

due to increased social networks and social contact through participation in church activities, 

and their belief systems. On the other hand, a possible explanation for the findings of a positive 

association between religion and depressive symptoms may hinge on the fact that religious 

affiliation can be accompanied by conflict, either with the family or with the larger society, 

resulting in stress and depressive symptoms.  

 

In sum therefore, the number of undergraduates reporting depression is much higher compared 

to similar cohorts in the general population. This is due to university students having a unique 

cluster of stressful experiences (Saleh et al., 2017) that are likely to result into depression. It 

is for that reason that among undergraduates, depression has become an identifiable disorder 

requiring diagnosis, prevention, and treatment. Counselling and preventive mental health 

services such as routine screening should be made an essential part of the university setup. For 
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the model to work, it requires awareness and counselling campaigns to be heightened so that 

students can make informed choices to undergo screening. Such prevention measures can 

assist in reducing the prevalence of depression among university students. 

 

4.4 Disparities in help-seeking behaviours. 

The second objective of this study aimed to explore disparities in help-seeking behaviours 

among university students. This is because Help-seeking behaviours reflect the use of 

healthcare services and can be influenced by various socio-demographic factors, such as being 

female (Tomczyk, 2020b), older age (Mackenzie et al., 2019), and previous positive 

experiences with help-seeking (Velasco et al., 2020). As a result, the study examined how 

demographic factors like gender, age, marital status, field of study, year of study, living 

arrangements, ethnicity, and religious affiliation affect help-seeking behaviours. 

 

To achieve this aim, the study utilised the “Compare Means” procedure to summarise 

differences using descriptive statistics across one or more factors, or categorical variables. 

However, only data that have been collected in a statistically valid manner – either through 

observations or experimentation using probability sampling methods can be used to perform 

valid statistical tests. As a result, the researcher needed to ensure that the data is statistically 

valid. To adequately meet expectations, this section is divided into three parts—Key 

Assumptions for Statistical data, overall help-seeking prevalence for depression and an 

examination of differences in the Help-seeking behaviour. 

 

4.4.1 Key Statistical data  

For a study to be statistically valid, it requires a sufficiently large sample that accurately 

represents the study population. The choice of statistical tests depends on understanding the 
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types of data and variables involved, as well as ensuring that the data meets basic requirements 

for these tests. Common statistical tests generally assume that: (a) the data follows a normal 

distribution (applicable to quantitative data), (b) the variance across comparison groups is 

similar (homogeneity of variance), and (c) only independent variables are tested, meaning 

related variables should not be included in the analysis. 

 

Where data fails to meet these requirements (i.e., normality of data and homogeneity of 

variance); the available option is to perform a non-parametric test which allows comparisons 

to be made without worrying about these assumptions. To settle on the type of statistical test 

that need to be performed to determine significant differences between the means of the groups 

being compared; the study undertook a preliminary exploration to understand the nature of 

data. This is important because preliminary exploration can assist the researcher to understand 

the properties of the data and therefore decide on the appropriate test to be applied.  

 

The first assumption tested was whether the data followed a normal distribution. To assess 

this, descriptive analysis was conducted using SPSS version 25. In this context, descriptive 

statistics refer to the analysis of data that helps summarize, illustrate, or describe it in 

meaningful ways, allowing trends and patterns to emerge. This type of analysis enables 

researchers to present data in a more organized and interpretable manner. For instance, the 

analysis might enable trends and patterns to emerge. Therefore, descriptive statistics enable 

researchers to present the data in more appropriate ways, which allow for interpretation. Table 

4.5 summarises the statistics for the data used to describe respondents’ depressive symptoms. 
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Table 4.5 

Respondents Descriptive statistics  

S/No Statistic Value 

1 Frequency (N) 896 

2 Minimum 0 

3 Maximum 38 

4 Mean 14.4 

5 Median 13.0 

6 Mode 13 

7 Std. Deviation 8.26 

8 Variance 68.18 

9 Skewness .544 

10 Std. Error .082 

11 Kurtosis -.313 

12 Std. Error .163 

 

Source: Derived from Survey data collected for this study 

 

Table 4.5 shows that the study sample consisted of 896 respondents, with a mean score of 14.4 

on the BDI-II scale, compared to a median and mode of 13. The scores ranged from a minimum 

of 0 to a maximum of 38. The data exhibited a positive skewness of 0.544, suggesting that a 

moderate number of respondents reported lower levels of depressive symptoms. Additionally, 

the kurtosis measure of 0.313 indicates the presence of a few outliers, but these are unlikely 

to significantly distort the analysis. In conclusion therefore, the data has a fairly normal 

distribution and can be used for research. For clarity, the same data was arranged using a 

histogram alongside the normality bell shaped curve. Figure 2 displays the arrangement. 
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Fig. 2: 

Histogram with normal distribution curve 

 
Source: Derived from Survey data collected for this study 

 

Figure 2 shows that just as in descriptive statistics, data is normally distributed but, with some 

outliers. The data is also slightly skewed to the right. However, the skewness may have little 

or no effect when applying a parametric statistical test.  

 

The second statistical assumption to check when comparing the means of three or more 

independent groups on a continuous outcome variable is the homogeneity of variance. 

Levene’s Test of Equality of Variances is commonly used for this purpose. If the p-value from 

Levene’s test is greater than 0.05, it indicates that the variances are not significantly different, 

meaning the homogeneity of variance assumption is met. Conversely, a p-value below 0.05 

suggests that the variances are significantly different, violating the assumption of equal 

variance. 
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Homogeneity of variance ensures that the distributions of outcomes in each independent group 

are equal or comparable. While this method is valuable for comparing means across more than 

two groups, one-way ANOVA has three key limitations: (a) it assesses only a single factor 

and a single dependent variable; (b) the dependent variable must be normally distributed 

within each group, with similar variability across groups; (c) as an omnibus test statistic, one-

way ANOVA can identify that at least two groups differ but cannot specify which groups are 

different. To determine the specific groups, researchers use post hoc tests. 

 

4.4.2 Overall Prevalence in Help Seeking for depression 

Help-seeking for emotional concerns is crucial for students aged 18-25, the typical age range 

for undergraduates. This is because untreated depression can severely impair functioning, 

leading to poor academic performance, difficulties in completing studies and graduating on 

time, relationship problems, and even suicidal thoughts and attempts. To improve survival 

chances, it is essential to seek help willingly, especially for mental health problems, as 

reluctance can diminish those chances. Therefore, delaying or avoiding help can worsen 

mental health problems and increase the risk of severe outcomes, including death. 

 

In addition, help-seeking can be enhanced depending on the individual’s perception of the 

severity of the illness; in that individuals feel more compelled to seek help, if the illness is 

perceived as severe (Zimmerman et al., 2018). However, the choice of a help source depends 

on what one believes to be the cause of the illness (Jones et al., 2018). Most people believe 

that mental illnesses are caused either by a super-natural or organic cause. Consequently, a 

majority of the people with psychological difficulties attribute their problems to supernatural 

causes. They then would rather seek help from informal sources first before turning to formal 

ones. 
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To explore the prevalence of help-seeking behaviours, the data were organized and coded, 

with "Sought help" assigned a code one (1) and "Sought no help" assigned a code two (2). A 

frequency count was performed using the SPSS version 25 to find out the number of persons 

who sought help for emotional problems compared to those who “sought no help”. Results of 

the analysis show that out of a total of 896 respondents, nearly two thirds 593 (66.2%) 

answered the question “have you sought help for an emotional problem during the past six 

months?” compared to 303 (33.8%) respondents (i.e., slightly over one third) who failed to 

answer the question. Table 4.6 displays the results of the analysis. 

 

Table 4.6 

Help seeking Behaviours 

  Percentage 

 Freq (n) Raw Valid  Cumulative 

Sought Help 224 25.0 37.8 37.8% 

Sought No Help 369 41.2 62.2 100% 

 593 66.2% 100  

Non-Response 303 33.8%   

 896 100%   

 

Source: Derived from Survey data collected for this study 

 

Table 4.6 reveals that 224 out of 593 respondents, representing 37.8% of the valid sample, 

reported seeking help for their emotional problems. This indicates a low rate of help-seeking 

behaviour among university students, likely due to the stigma surrounding mental health 

issues, as well as time constraints from academic and peer pressures. This finding is consistent 

with the findings from prior studies that include, Alonso et al., (2018); Bifftu et al., (2018) 



114 

and; Evans-Lacko et al., (2018). Existing evidence suggests that the majority of prior studies 

on help-seeking behaviours relied on qualitative methods, and as a result, they did not provide 

data on the actual rates of help-seeking. This study therefore, may be ground breaking 

somewhat; in that Kenya’s help-seeking rate is unknown.  

 

When disease symptoms are severe, sufferers are typically more motivated to seek treatment, 

whereas mild symptoms often reduce the perceived urgency for care. If this were the norm, 

one would expect those who screened positive for depression to be more inclined to seek help 

than those who screened negative. To test whether this hypothesis holds true for depressive 

symptoms, the study performed a cross-tabulation between HSB and Screen, using SPSS 

version 25. HSB was split into two categorical groups—Sought help and Sought not help; 

while “Screen” was equally split into two categorical groups— “Non-Positive” and “Positive”. 

Cut-off scores for individuals who screened non-positive ranged between 0 -13; whereas the 

scores for individuals who screened positive ranged between 14 – 38. Table 4.7 displays the 

results of the analysis.  

 

Table 4.7 

Prevalence of Help-seeking for Depression 

 Screen Positive Screen Negative Total Percent 

Sought help 127 97 224 37.8% 

Sought no Help 183 186 369 62.2% 

Total 310 283 593 100% 

Percent 52.3% 47.7% 100%  

 

Source: Derived from Survey data collected for this study 
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Table 4.7 shows that out of 593 respondents who provided data on this item, only 224 (37.8%) 

sought help compared to 369 (62.2%) respondents who sought no help. However, in terms of 

screening for depression, 310 (52.3%) respondents screened positive; compared to 

283(47.7%) who screened negative. This implies that among university students, a majority 

display a high prevalence of depression against low rates of help seeking behaviour. Table 4.7 

also indicates that the rate of help seeking for depression was approximately 37.8%. This 

finding aligns with a number of prior studies that include, Narusyte et al., 2017; Sagar-

Ouriaghli et al., 2019; Smith et al., 2019; and Summers et al., 2019. Similarly, these studies 

also arrived at the same conclusion that individuals suffering depression, specifically 

university students, depict a low rate of help-seeking behaviour, despite manifesting a high 

prevalence of depression.  

 

Help-seeking is not only an important behaviour but also a critical step towards accessing care 

and support to improve the quality of life as well as everyday functioning. In addition, help-

seeking is a crucial step towards the utilisation of treatment for depression. The quality of life 

can be improved by enhancing prevention through timely intervention due to early detection 

and recovery as well as good social and family life.  

 

Respondents, in a focus group discussion agreed with this finding. A majority of them argued 

that where depression is highly prevalent it significantly influences help-seeking behaviour 

but there is often no greater awareness and understanding of the condition, which can reduce 

stigma and encourage individuals to seek help. When people frequently encounter discussions 

about depression, either through media, social networks, or healthcare campaigns, they are 
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more likely to recognize their own symptoms and feel more comfortable seeking professional 

support. Additionally, higher prevalence can lead to better-resourced mental health services,  

making help-seeking more accessible and culturally accepted. 

 

Conversely, in populations with a low prevalence of depression, individuals are less likely to 

seek help due to a lack of awareness and understanding of the disorder. Because such 

populations rarely experience depression, it might contribute to greater stigma, leading to 

feelings of shame or embarrassment for experiencing depression symptoms. Those affected 

may not recognize such symptoms as signs of a treatable condition, or they may dismiss them 

as personal weaknesses rather than a mental health issue. This lack of recognition, combined 

with potential social and cultural barriers, can result in underutilization of mental health 

services and prolonged suffering without appropriate support. Figure 3 provides a comparison 

between respondents who indicated having sought help against those who indicated having 

not sought help. 
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Fig.3 

Prevalence of Depression and HSB. 

 

Source: Derived from Survey data collected for this study 

 

Figure 3 shows that among respondents who screened negative, 97 (34.6%) sought help, while 

183 (65.4%) did not. Similarly, among those who screened positive, 127 (40.6%) sought help, 

while 186 (59.4%) did not. These findings suggest that help-seeking behaviour is not 

influenced by whether a respondent screens positive or negative for depression. This may 

indicate a lack of awareness or reluctance towards depression, potentially due to factors like 

stigma, attitudinal barriers, structural challenges, or gaps in knowledge. In sum therefore, help-

seeking appears unrelated to screening results. 

 

Finally, the study attempted to analyse the association between intention and actual help 

seeking behaviour. This is because, research has argued rightly that intention does not equal 

to the overall help-seeking behaviour (Langford et al., 2018). Table 4.8 displays the number 

of respondents who showed intention versus those who actually sought help. 
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Table 4.8 

Intended versus Actual Help Sought 

 Intention to Seek Help Actual Help Sought 

Help Source Number % Number % 

Intimate Partners  30 5.1 14 22.6 

Relatives & Friends 330 46.0 164 27.7 

Mental health Professionals 275 42.2 94 15.9 

General Doctor 275 46.4 130 21.9 

Internet Sources 251 42.3 128 21.6 

 

Source: Derived from Survey data collected for this study 

 

Table 4.8 shows that slightly more than 40% of the respondents indicated having had 

intentions to seek help albeit from different sources. The most preferred sources include, 

relatives and friends by (46%), Mental health professional by (42%), the general doctors by 

(46.4%) and online sources by (42.3%) of the sample. However, the number of respondents 

who actually sought help was much lower than those who expressed intention to seek help.  

 

In terms of source of help, more respondents indicated having sought help from relatives and 

friends (27.7%), compared to those who sought help from the general doctors (21.9%) and 

internet sources (21.6%). However, the study observes that only about half of the respondents 

who indicated harbouring the intention to seek help, actually sought help. This observation 

goes a long way to show that intentions are not a predictor of overall help-seeking. Secondly, 

prior studies have reported that the majority of individuals suffering depression seek help from 

informal sources. But older individuals are more willing to seek help mostly from formal 

sources such as Psychiatrists, Psychologists and counsellors (Pretorius et al., 2019). 
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4.4.3 Differences in Help-seeking Behaviour  

Disparities in help-seeking are influenced by various factors that significantly shape health 

outcomes, both as individual contributors and through their interaction with other determinants 

of inequity and vulnerability. These factors partly influence the differing levels of power and 

control that men, women, boys, and girls have over socio-economic conditions, vulnerability, 

and exposure to specific challenges. As a result, disparities in help-seeking behaviours are 

prevalent across many psychological disorders. These disorders, often more common in one 

gender throughout life, affect approximately one in three individuals in a community and 

represent a serious public health issue (WHO, 2021). To examine differences in help-seeking 

behaviour, the first step entailed categorisation of variables. Table 4.9 displays the results of 

the categorisation. 
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Table 4.9 

Categorisation of Respondents based on Help-seeking 

Variable Category Sought   Total Percent 

Help No Help 

Gender (n=593) Males 114 184 298 38.3 

Females 110 185 295 37.3 

Age (n=593) Co1 140 247 387 36.2 

Co2 84 122 206 40.8 

Marital Status 

(n=591) 

Single 214 367 571 37.5 

Married 10 10 20 50.0 

Year of Study 

(n=593) 

FY 88 168 256 34.4 

SY 86 117 203 42.4 

TY 50 84 134 37.3 

Living 

Arrangement 

(n=579 

OCWF 19 28 47 40.4 

OCWFS 184 308 480 38.3 

OCHR 21 31 52 40.4 

FOS (n=593) Education 99 200 299 33.1 

Health Sciences 4 12 16 25.0 

Arts and Social Sciences 16 28 44 36.4 

Business & Economics  33 39 72 45.8 

Information Technology 35 42 77 45.5 

Law 4 5 9 44.4 

Pure and Applied Sciences 26 25 51 51.0 

Agriculture 7 18 25 28.0 

Ethnicity (573) Kamba 13 24 37 35.1 

Kikuyu 12 25 37 32.4 

Kisii 52 94 146 35.6 

Kalenjin 24 52 94 25.5 

Luhya 42 70 112 37.5 

Luo 39 69 108 36.1 

Other 18 21 39 46.1 

Religious 

Affiliation (556) 

Catholic 69 113 182 37.9 

SDA 59 101 160 36.9 

Protestant 62 97 159 39.0 

Muslim 5 7 12 41.7 

Others 15 28 43 34.9 

Note: Co1 – Cohort 1; Co2 – Cohort 2; FY – First Year; SY – Second Year, TY – Third Year; OCWF – off-

campus with Family; OCWFS – Off-Campus with fellow Students; OCHR – On-Campus in Halls of Residence. 

 

Source: Derived from Survey data collected for this study 

 

Table 4.9 shows that three variables (Gender, Age, and Marital status) fitted conveniently into 

two groups each. Further, in terms of gender, there were only 114 (38.8%) male students who 

sought help compared to 110 (37.3) females who indicated having sought help. This implies 

that male students are more likely to seek help than female students. Based on age, 140 
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(36.2%) respondents whose age fell into Co1 sought help compared to 84 (40.8%) whose age 

fell into Co2. This means that students aged between 22-25 are better help seekers compared 

to students aged between 18-21 years. Finally, in terms of marital status, 214 (37.5%) single 

respondents (not in a marital relationship), sought help compared to 10 (50%) who were in a 

marital relationship. This means that students not in a marital relationship (single) were less 

likely to seek help for depression than students in a relationship.  

 

Year of study and Living arrangements were divided into three groups each. Based on year of 

study, there were 88 (34.4%) FY, 86 (41.3%) SY, and 50 (37.3%) TY respondents who sought 

help compared to 168 FY, 117SY and 84 TY who did not seek help. This implies that SYs 

were more likely to seek help compared to students in their first and third years. Further, based 

on Living arrangements, there were 47 (8.1%) students living OCWF, 480 (82.9%) living 

OCWFS and 52 (9.0%) living OCHR. Out of these students, those who sought help were 19 

living OCWF, 184 living OCWFS and 52 living OCHR compared to 28 living OCWF, 308 

living OCWFS and 31 living OCHR. This means that students living OCHR were more likely 

to seek help compared to those living off campus. This finding aligns with a recent study by 

Pierce and Palmer, (2019). 

 

Finally, the remaining three variables—field of study, ethnic community and religious 

affiliation were categorised each into its own separate grouping. Religious affiliation fitted 

into a standalone five group category; ethnic community into a seven-group category; and, 

field of study into eight-group category. Equally, respondents were grouped according to their 

help-seeking behaviour—those who sought help and those who sought no help. The total 

number of respondents per group was calculated and expressed as a percent for the group. As 
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a result, the study opted to run an independent sample t-test for variables with two groups 

while the one-way ANOVA was used for variables with three or more groups. This is because 

t-test is best suited for variables that have specifically two groups only. However, one-way 

ANOVA is able to handle variables with three or more groups. The results of the t-test for 

independent samples are displayed in Table 4.10(a). 

 

Table 4.10(a). 

T-Test for Categorical Variables with two groups 

Variables  Category  Freq. (N) % Mean SD t-values p- values 

Gender Male 298 (50.3%) 1.61 .488   

 Female 295 (49.7%) 1.63 .483   

Total  593 (100%)   .412a .681 

Age  Co1 387 (65.2%) 1.64 .491   

 Co2 206 (34.7%) 1.59 .493   

Total  593 (100%)   1.100a .276 

Marital Status  Single 571 (96.6%) 1.63 .484   

 Married 20(3.4%) 1.50 .513   

Total  591(100%)   1.134a .257 

Note: Co1 – Cohort 1; Co2 – Cohort 2. 

 

Source: Derived from Survey data collected for this study 

 

The results from the independent sample t-test presented in Table 4.10(a), shows that the mean 

score of help seeking behaviours among female students was higher (M = 1.63, SD = .484) 

compared to that of their male counterparts (M = 1.61, SD = .488); implying that it is highly 

likely for more female students compared to their male counterparts to seek help in 

circumstances where they experience depressive problems. The mean difference between 

these two groups was not statistically significant at [t (295) = .412, p = 0.681]. This finding 
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agrees with prior studies showing that the male gender displays a low rate of help-seeking 

compared to their female counterparts (Sagar-Ouriaghli et al., 2019). The reason for such 

behaviour may be because females are more inclined to seek support and therefore tend to rely 

on seeking help. In addition, they are more likely to be knowledgeable of sources of help while 

males hold negative attitudes towards help-seeking because they fear being seen as dependent, 

which may be construed to imply having violated masculine norms—i.e., standards or rules 

that govern behaviour within a group or society. Other reasons might be due to the masking 

of depressive effects through alcoholism and antisocial behaviours in men. In addition, gender 

is implicated in influencing intentions to seek psychological help. 

 

Given that depression can occur at any age (APA, 2022), and that coping strategies used to 

deal with a particular stressor tends to change with age (Pretorius et al., 2019); makes age a 

particularly important variable in the study of depression and help-seeking. To find out the 

existence of any disparities in help-seeking behaviours among the university student 

population, the study performed an independent sample t-test. Table 4.10(a) displays the 

results of the independent t-test. The table indicates that Co1 had a higher mean score 

(M=1.64, SD = .491) compared to Co2 (M=1.59, SD= .493), implying that students aged 

between 18–21 are more likely to seek help compared to their counterparts aged 22—25 years. 

However, the mean difference between these two groups was not statistically significant at [t 

(387) = 1.100, p = 0.276].  

 

Despite this result being consistent with prior studies, it has other important implications. For 

example, the finding suggests that age is an important factor in help seeking behaviour in that 

younger individuals tend to seek help from informal sources (Pretorius et al., 2019) while older 
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adults favour seeking help from formal sources. This may be due to the fact that coping 

strategies dealing with different stressors tend to change depending on increase in knowledge 

about the disease condition and affordability of treatment—factors that vary with age. Other 

reasons include easy access to treatment services and taking personal responsibility. This 

finding is consistent with prior studies that found differences in help-seeking behaviours based 

on age (Auerbach, 2018; Evans-Lacko et.al., 2018).  

 

Studies examining the association between age and help-seeking have produced mixed results. 

Despite, more studies indicating that age is significantly associated with help-seeking 

(Magaard et al., 2017); results point to different directions. Plus, the outcome also depends on 

the type of the disorder. For example, whereas depressive disorders show no age differences 

in help-seeking, bipolar disorders do (Wang, 2019). Further, coping strategies used to deal 

with particular stressors tend to vary with age. Generally, young individuals are more willing 

to seek help from informal sources such as close friends and relatives unlike older adults who 

are more willing to consult a formal source (Pretorius et al., 2019).  

 

Age is an important factor in as far as depression among university students are concerned. It 

influences how individuals perceive and cope with mental health challenges. Younger 

students, who may be experiencing the pressures of university life for the first time, might lack 

the coping mechanisms needed to manage stress, anxiety, and depression effectively. The 

transition from high school to university can be overwhelming, leading to feelings of isolation, 

homesickness, and academic pressure, which can worsen depressive symptoms. Moreover, 

younger students may be less likely to recognize the signs of depression or feel comfortable 

seeking help, making them more vulnerable to the condition worsening over time. 
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On the other hand, older students suffering depression might face different challenges, such 

as balancing academic responsibilities with work, family obligations, or prior life experiences 

that contribute to their mental health struggles. They may carry the weight of past experiences 

or prolonged stress, which can compound depressive symptoms. However, older students are 

likely to have a better understanding of their mental health needs and be more proactive in 

seeking support, whether through therapy, medication, or peer networks. Age therefore plays 

a crucial role in how depression manifests, is recognized, and is managed among university 

students, highlighting the need for tailored support. 

 

Literature consistently shows that people in a marital relationship tend to report lower levels 

of depression and higher levels of perceived social support (Harandi et al., 2017) compared to 

their unmarried counterparts. Further, studies also indicate that separated, widowed, or 

divorced persons seek help more often than persons in a marriage relationship (Parent et al., 

2018; Jopp et al., 2021). While there is no direct evidence from the literature to suggest that 

marital status influences the use of MHS, social support and family ties have been associated 

in promoting help-seeking behaviours (Jacoby & Li, 2022).  

 

To examine the association between marital status and help-seeking behaviours among 

university students, the study performed an independent t-test. A sample consisting of 571 

(96.6%) not married compared to 20 (3.4%) married respondents was used to run the test. 

Further, statistics show that singles had a mean score of 1.63 while the married had a mean of 

1.50 implying that single students are more likely to seek help compared to their married 

counterparts. However, the mean difference between these two groups was not statistically 

significant at [t (387) = 1.100, p = 0.276]. This finding contradicts prior study finding. While 
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there is no direct evidence from the literature to suggest that marital status influences the use 

of MHS, social support and family ties have been associated in promoting help-seeking 

behaviours (Jacoby & Li, 2022). 

 

To compare the means for the rest of the socio-demographic variables, a one-way ANOVA 

was utilised because the variables were categorised into three or more levels (groups). For 

example, Year of study and living arrangements were categorised into three groups each, 

while, religious affiliation had five, ethnic community seven and field of study eight. Table 

4:10(b) depicts the ANOVA output table for the rest of the variables.  
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Table 4.10(b). 

ANOVA Table for Variables with three and more groups 

Variables  Category  Freq. (N) % Mean SD F-values p- values 

Year of Study  FY 256 (43.2%) 1.66 .476   

SY 203 (34.2%) 1.58 .495   

TY 134 (22.6%) 1.63 .485   

Overall     .760 .384 

Living 

Arrangement  

OCF 47 (8.0%) 1.60 .496   

OCWS 490 (83.2%) 1.58 .485   

OCHR 52 (8.8%) 1.63 .487   

Overall     .000 .984 

FOS  Education 299 (50.4%) 1.67 .421   

Health Sciences 16 (2.9%) 1.75 .447   

Arts and Social Sciences 44 (7.4%) 1.64 .487   

Business & Economics  72 (12.1% 1.54 .502   

Information Technology 77 (13.0) 1.55 .501   

Law 9 (13.0%) 1.56 .527   

Pure and Applied Sciences 51 (8.6%) 1.49 .505   

Agriculture 25 (4.2%) 1.72 .485   

Overall     5.649 .018 

Ethnicity Kamba 37 (6.5%) 1.65 .484   

Kikuyu 37 (6.5%) 1.68 .475   

Kisii 146 (25.5%) 1.64 .481   

Kalenjin 94 (16.4%) 1.55 .500   

Luhya 112 (19.5%) 1.62 .486   

Luo 108 (18.8%) 1.64 .483   

Other 39 (6.8%) 1.54 .505   

Overall     .690 .407 

Religious 

Affiliation  

Catholic 182 (32.7%) 1.62 .487   

SDA 160 (28.8%) 1.63 .484   

Protestant 159 (28.6%) 1.61 .489   

Muslim 12 (2.2%) 1.58 .505   

Others 43 (7.7%) 1.65 .483   

Overall     .007 .984 

Note: FY – First Year; SY – Second Year, TY – Third Year; OCWF – off-campus with Family; OCWFS – Off-

Campus with fellow students; OCHR – On-Campus in Halls of Residence. 

 

Source: Derived from Survey data collected for this study 
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Results displayed in Table 4.10(b) show that help-seeking behaviour varies based on socio-

demographic characteristics. Those investigated in this study include, year of study, Living 

arrangements, ethnic community, and religious affiliation. “Year of Study” comprised three 

groups—FY, SY, and TY. The overall F-Value is 0.760, with a P-value of 0.384. This means 

that there was no significant difference among the means of these three year of study groups. 

The P-value is much higher than the conventional significance level of 0.05, indicating that 

any observed differences in means are likely due to random chance rather than actual group 

differences. 

 

In terms of “Living Arrangement” the sample was categorised into three categories—OCWF, 

OCWFS, and OCHR. The overall F-value is 0.000, and the p-value is 0.984. This means that 

there is no significant difference among the means of these three living arrangement groups. 

The p-value is much higher than the conventional significance level of 0.05, indicating that 

any observed differences in means are likely due to random chance rather than actual group 

differences. 

 

As for the “Field of Study”, it was categorised into eight groups with differing frequency 

count. The overall F-value is 5.649, and the p-value is 0.018. This indicates that a statistically 

significant difference exists among the means of the various fields of study. The p-value—

0.018; is below the 0.05 significance level, suggesting that the differences in means are not 

likely due to random chance but that there are actual group differences in the field of study 

variable. 

 

As concerns “Ethnic community”, it was categorised into seven groups with different 

frequency counts. The test resulted in the overall F-value of 0.690, and the p-value of 0.407. 
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This result indicates that there is no significant difference among the means of the ethnic 

groups. This is because the p-value (0.407) is much higher than 0.05, suggesting that any 

observed differences in means is likely due to random variation rather than actual ethnic group 

differences. 

 

In terms of “Religious Affiliation”, it was categorised into five groups with varying frequency 

counts. The overall F-value was 0.007, and the p-value is 0.984. This means that there is no 

significant difference among the means of the religious affiliation groups. The p-value (0.984) 

is very high, indicating that any observed differences in means are likely due to chance rather 

than actual differences in religious affiliation. 

 

In sum, the ANOVA results indicate that only groups in the field of study produced significant 

differences in the group means, suggesting that students from different fields of study have 

different mean scores. However, the rest of the other variables—Year of Study, Living 

Arrangements, Ethnic community and Religious Affiliation—produced non-significant 

outcomes among their respective categories. The likely reason for this outcome may have 

something to do with the size of the sample for specific groups within the predictor variable.  

 

Too small a sample tends to progressively become less representative of the target population, 

consequently impacting the dependability of the outcomes. Additionally, it results in greater 

variability, which diminishes the study’s effectiveness by enlarging the margin of error, 

thereby rendering the study devoid of significance (Simmons, 2018). However, for a sample 

that is overly large, the difference in outcomes between the groups is always statistically 

significant (Andrade, 2020). For this current study, there were admittedly, extremely low 

numbers of respondents because of relying on proportionality representation and spreading  
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too widely across all schools in the university.  

 

4.5 Evaluation of Facilitators to Help-seeking Behaviours. 

The third objective of this study aimed to identify the most significant facilitators of help-

seeking behaviours (HSB) among students in public universities. To achieve this, the study 

examined commonly reported facilitators such as positive past help-seeking experiences and 

attitudes, encouragement and support from social networks, and favourable perceptions of 

healthcare professionals to determine if they were correlated with HSB. The goal was to 

pinpoint and assess the facilitators with the greatest impact, given that a high prevalence of 

depression highlights the growing need for mental health services (MHS) to address emotional 

concerns.  

 

Despite the availability of mental health services (MHS), most university students report low 

levels of help-seeking, especially from formal sources (Magaard et al., 2017; Roberts et al., 

2018). Research suggests that the utilization of MHS is influenced by factors such as 

willingness to seek help, perceived health needs, and external conditions that either support or 

obstruct access to services. However, while barriers to help-seeking have been well-

documented, there remains a gap in the literature focusing on the factors that encourage 

students to seek help. 

 

Before running the correlations, data were checked to ensure it met statistical assumptions. A 

scatter plot was generated and used to check for outliers and linearity assumptions, because 

linear regressions are sensitive to outlier effects. To ensure that all variables are multivariate 

normal; a histogram with a normality curve was used to check the assumption. Finally, data 

were checked for homoscedasticity. Besides, items with missing data were checked and 
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pairwise elimination utilised. In sum, results for all tests indicated that the data met the 

assumptions for conducting statistical tests. A bivariate correlation analysis was used to create 

a matrix reported in Table 4.11.  

 

Table 4.11 

Bivariate Correlation Among Facilitators to HBS 

Z Zxx 1 2 3 4 5 6 7 8 

HSB Coefficient 1.000 -.050 -.049 .062 .019 -.033 .042 .018 

Sig. (2-tailed) . .235 .250 .142 .657 .432 .324 .674 

N  559 555 559 567 569 564 563 

Positive prior 

experiences 

Coefficient  1.000 .471** .501** .313** .382** .249** .323** 

Sig. (2-tailed)  . .000 .000 .000 .000 .000 .000 

N   550 551 538 540 538 535 

Social support or 

positive encouragement 

from others, 

Coefficient   1.000 .385** .321** .342** .250** .222** 

Sig. (2-tailed)   . .000 .000 .000 .000 .000 

N    546 534 536 533 531 

Confidentiality and trust 

issues in services 

Coefficient    1.000 .346** .360** .276** .287** 

Sig. (2-tailed)    . .000 .000 .000 .000 

N     539 539 537 535 

Positive relationship 

with service providers 

Coefficient     1.000 .476** .272** .349** 

Sig. (2-tailed)     . .000 .000 .000 

N      561 554 552 

Good mental health 

literacy 

Coefficient      1.000 .301** .399** 

Sig. (2-tailed)      . .000 .000 

N       556 556 

Perceiving the problem 

as serious 

Coefficient       1.000 .361** 

Sig. (2-tailed)       . .000 

N        555 

Emotional competence  Correlation         1.000 

**Correlation is significant at the 0.01 level (2-tailed). 

Source: Derived from Survey data collected for this study 

 

Table 4.11 shows the results of the bivariate correlation analysis among seven items that might 

explain what might trigger a high rate of help-seeking behaviours. The correlations were 
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measured using Spearman’s rho, and the table displays correlation coefficients and 

corresponding p-values (Sig. or significance) for each pair of variables. The number of cases 

(N) used for the correlation analysis is also shown in the table. 

 

The correlation between HSB and positive prior experience is negative and very weak (-

0.050). Moreover, the p-value (0.523) is not significant at any conventional level (e.g., 0.05 

or 0.01). Therefore, there is no evidence of a significant relationship between HSB and positive 

prior experience. The correlation between HSB and social support from others is also negative 

and very weak (-0.049). Moreover, the p-value (0.250) is not significant, indicating that there 

is no strong evidence of a significant relationship between HSB and social support from others. 

 

Also, the correlation between HSB and confidentiality and trust issues in services is still weak 

(0.062) though positive. However, the p-value (0.142) is not significant at the 0.05 level. Given 

that the correlation is close to the threshold, there might be a slight hint of a potential 

relationship. But, further investigation is needed to confirm its significance. Equally, the 

correlation between HSB and positive relationship with service providers, is once again weak 

(0.019), but positive. The p-value (0.675) is not significant, implying that there is no strong 

evidence of a significant relationship between HSB and positive relationship with service 

providers. 

 

Further, correlation between HSB and good mental health is also weak and negative (-0.033). 

The p-value of 0.432 is not statistically significant at the 0.05 level. Therefore, there is no 

evidence of a significant relationship between HSB and positive prior experience. The 

correlation between HSB and perceiving the problem as serious is weak (r = 0.042) but 

positive. However, with a p-value of 0.324, the result is not statistically significant, indicating 
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a lack of strong evidence for a meaningful relationship between HSB and the perception of 

the problem's seriousness.  

 

Finally, the correlation between HSB and emotional competence is also weak (0.018), but 

positive. The p-value (0.674) is not significant, implying that there is no strong evidence of a 

significant relationship between HSB and emotional competence. 

 

These results suggest that the correlations between HSB and the other variables are generally 

weak and not statistically significant. This indicates that, based on the sample data, no strong 

linear relationships were found between HSB and the variables of interest. However, this 

should not be taken to imply that no relationship exists, but rather that no strong linear 

relationship is evident. The context of the research question should be considered when 

interpreting these findings, as non-linear relationships or other influencing factors may be 

present. Further investigation may provide more insight and clarity. 

 

4.6 Determination of Significant Barriers to Help-seeking Behaviours. 

The fourth and final objective of this study was to identify the most significant barriers to help-

seeking behaviours among students in public universities. To achieve this goal, the study 

examined whether specific barriers—stigma, attitudinal, structural, and knowledge—were 

correlated with HSB, with the goal of identifying which barriers have the greatest impact on 

help-seeking behaviour. Despite being at high risk for developing depression, university 

students tend to show low rates of treatment uptake and often rely on coping strategies 

characterized by delay and avoidance. Therefore, by identifying barriers that have the greatest 

impact on preventing students from seeking help is crucial for developing strategies to improve  
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treatment uptake and enhance their overall functioning.  

 

Additionally, understanding student experiences, including their satisfaction with mental 

health services (MHS), is key to improving access and utilization. Given the serious 

consequences of untreated depression—such as poor class attendance, lower academic 

performance, and course failure—previous research has explored various factors affecting 

help-seeking behaviour. This section summarizes the relationships and impacts of these 

barriers on HSB, and is divided into three parts: general settings, scale-level analysis, and the 

effect of the Theory of Planned Behaviour (TPB). 

 

4.6.1 General Settings 

Despite numerous barriers to help-seeking behaviours (HSB) having been identified, the key 

challenge remains in determining which factors most significantly affect HSB. It is not enough 

to only identify these obstacles; but it is crucial to understand their perceived impact on the 

behaviour itself—seeking help to alleviate distress—in order to effectively support university 

students in adjusting their lifestyles. This understanding is vital in addressing the discrepancy 

between the high prevalence of depression and the low rate of treatment access. Thus, further 

research into these barriers is necessary to inform the creation of strategies that enhance access 

to treatment and boost the use of mental health services (MHS). To investigate these factors, 

the study utilized the Theory of Planned Behaviour (TPB) to explore constructs associated 

with help-seeking behaviours. Five measurement scales were employed to evaluate the impact 

of barriers on HSB among university students in Kenya. These include: - 

 

a) Stigma related Barriers (SRBs) 

This is a 10-item scale used for assessing self-stigma—what respondents are embarrassed  
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about their behaviour. The scale-items were measured using a 5-point Likert like scale, 

anchored on a disagree/agree dichotomy with a neutral score (Not Sure). Higher scores 

indicate greater agreement while less scores indicate disagreement. The scale runs from a 

minimum of 10 to a maximum of 50.  

 

b) Attitudinal Barriers (Abs).  

The Abs was a 10-item scale too used for assessing the respondent’s outlook in seeking 

professional treatment for depression—i.e., what respondents think about depression 

treatment. The items were measured using a 5-point Likert scale, on disagree/agree dichotomy 

with a neutral score (Not Sure). The scale runs from a minimum of 10 to a maximum of 50.  

 

c) Structural Barriers (SBs).  

The SBs was a 7-item scale used for assessing the difficulties of affording medication services. 

Such services include, transport and cost of treatment, professional fees, and time to attend 

hospital, and affordability of care givers. The items were measured using a 5-point Likert 

scale, on disagree/agree dichotomy with a neutral score (Not Sure). The scale runs from a 

minimum of 7 to a maximum of 35.  

 

d) Knowledge Barriers (KBs). 

The KBs scale is a 10-item scale used for assessing knowledge barriers—i.e., lack of 

knowledge that the respondent is embarrassed about in being able to make independent 

decisions. The items were measured using a 5-point Likert scale, on disagree/agree dichotomy 

with a neutral score (Not Sure). The scale runs from a minimum of 10 to a maximum of 50.  

 

e) Perceived Behavioural Control (PBC).  

This was a 10-item scale used for assessing perceived behavioural control—i.e., the perceived  



136 

ease or difficulty of performing a behaviour that respondents get embarrassed about. The items 

were measured using a 5-point Likert scale, arranged on the disagree/agree dichotomy with a 

neutral score (Not Sure). The scale runs from a minimum of 10 to a maximum of 50. Higher 

scores point to greater agreement and therefore constitute higher effect while less scores point 

to disagreement, implying less effect. All scales used demonstrated good internal consistency, 

ranging between α = .71 and .93. 

 

4.6.2 Scale Level Analysis 

University students struggle with many barriers that prevent them from seeking help for their 

emotional problems. Only respondents who answered the question “Have you sought help for 

an emotional problem during the past six months?” qualified for inclusion in the analysis. 

According to the results of a frequency count, only 593 (66.2%) out of 896 respondents 

answered the question. Consequently, to determine the significant barriers that bring about a 

large effect size on HSB, the study performed Spearman’s rank correlation—normally used to 

find out the strength and direction of a relationship between two data variables. Each item on 

the scale was scored using a five-point Likert like scale, rated between one (1) and five (5) 

and summed up linearly. The minimum and maximum score obtained depends on the number 

of items per scale.  

 

Before conducting the correlations, the data was thoroughly examined to ensure it met the 

fundamental assumptions required for statistical analysis. This process involved verifying that 

there were no violations of key assumptions, such as the linearity of relationships and 

homoscedasticity, which are essential for accurate correlation testing. As a crucial step in 

correlation analysis, it is essential to ensure that the assumptions are not violated. Accordingly, 
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the study generated a scatter plot and checked for outliers, recognizing that linear regression 

is particularly sensitive to the influence of outliers. 

 

Secondly, the linear regression analysis requires that all variables be multivariate normal. A 

histogram with a normality curve was used to check this assumption. For cases with missing 

data, pairwise elimination was used. The results indicated that the data did not violate the 

assumptions for conducting correlation analysis test. Consequently, inter-correlations amongst 

the study variables (i.e., SRBs, Abs, SBs and KBs) were conducted to determine both the 

strength and direction of the association between barriers and HSB. A bivariate correlation 

analysis was used to create a matrix as displayed on Table 4.12.  
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Table 4.12 

Bivariate correlation Among Barriers of Interest 

  1 2 3 4 5 

1. HSB Correlation Coefficient      

Sig. (2-tailed)      

N 593     

2. SRBs Correlation Coefficient .008     

Sig. (2-tailed) .852     

N 593 593    

3. Abs Correlation Coefficient .027 .493**    

Sig. (2-tailed) .518 .000    

N 593 593 593   

4. SBs Correlation Coefficient .062 .462** .543**   

Sig. (2-tailed) .130 .000 .000   

N 593 593 593 593  

5. KBs Correlation Coefficient .025 .504** .498** .603**  

Sig. (2-tailed) .547 .000 .000 .000  

N 593 593 593 593 593 

**Correlation is significant at the 0.01 level (2-tailed). 

Note: HSB – Help-seeking Behaviour; SRBs – Stigma Related Barriers; Abs – Attitudinal Barriers;  

SBs – Structural Barriers; KBs – Knowledge Barriers. 

 

Source: Derived from Survey data collected for this study 

 

Table 4.12 shows the results of the bivariate correlation analysis among five variables of 

interest. The correlations were measured using Spearman’s rho, and the table displays 

correlation coefficients and corresponding p-values (Sig. or significance) for each pair of the 

variables. The number of cases (N) used for the correlation analysis is also shown in the Table.  

 

The correlation between HSB and SRBs is very weak (0.008). Moreover, the p-value (0.852) 

is not significant at any conventional level (i.e., 0.05 or 0.01). Therefore, based on this analysis 
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there is no evidence of a significant relationship between HSB and SRBs. The correlation 

between HSB and Abs is also weak (0.027). The p-value (0.518) is not significant, indicating 

that there is no strong evidence of a significant relationship between HSB and Abs. The 

correlation between HSB and SBs is still relatively weak (0.062). Whereas, the p-value (0.130) 

is not significant at the 0.05 level. It is, however; close enough to the threshold, indicating 

there being a likelihood of a potential relationship between HSB and SBs. For this reason, 

further investigations are needed to confirm its significance. 

 

The correlation between HSB and KBs is once again weak (0.025), and the p-value (0.547) is 

not significant. Therefore, no strong evidence exists to conclude that a significant relationship 

exists between HSB and KBs. From these results, it appears that the correlations between HSB 

and the other variables (SRBs, Abs, SBs, and KBs) are generally weak and not statistically 

significant. This means that based on the sample data, there is no strong linear relationship 

between HSB and the other variables. This may be due to the context and the research 

question. It is possible that there might be non-linear relationships or other factors (i.e., not 

investigated) influencing the association of variables. 

 

Additionally, a multiple logistic regression model was used to identify the strongest predictors 

of students' likelihood to seek help for depression. The model was applied to determine the 

relationship between the dependent variable (help-seeking behaviour) and a set of independent 

barriers (SRBs, Abs, and KBs), with the final model's chi-square value indicating statistical 

significance. Table 4.13 displays the result of the regression.  
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Table 4.13.  

Model fitting information 

Model Model Fitting 

Criteria 

Likelihood Ratio Tests 

 -2 log likelihood Chi-Square df Sig 

Intercept Only 771.613    

Final 503.082 262.506 1418 .000 

 

Source: Derived from Survey data collected for this study 

 

Table 4.13 reveals that the probability of the model Chi-square (262.506) was 0.00 less than 

the significance level of 0.05. Therefore, there exists evidence of a relationship between the 

independent variable and the dependent variable at 5% level of significance. Overall, there is 

a statistically significant relationship between the level HSB and barriers (i.e. SRBs, Abs, SBs 

and KBs) to help-seeking.  

 

Additionally, the data was examined for goodness-of-fit, a statistical test used to assess how 

well the sample data aligns with a normally distributed population. Put simply, it hypothesises 

whether a sample is skewed or represents the data you would expect to find in the actual 

population. Goodness-of-fit measures the difference between the observed values and those 

predicted by the model within a normally distributed population. There are various methods 

available to assess goodness-of-fit, including the chi-square, which is the most common, as 

well as the Kolmogorov-Smirnov test, and the Shapiro-Wilk test. 

 

Goodness-of-fit tests are statistical methods that make inferences about observed values. For 

instance, you can determine the representativeness of a sample group for the entire population. 

As such, they determine how actual values are related to the predicted values in a model. When 
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used in decision-making, goodness-of-fit tests make it easier to predict trends and patterns in 

the future. Table 4.14 displays the results of a goodness-of-fit test using the chi-square test.  

 

Table 4.14 

Likelihood Ratio Tests 

 Model-Fitting Criteria Likelihood Ratio Tests 

Effect -2 Log Likelihood of Reduced Model Chi-Square df Sig. 

Intercept 508.933a .000 0 . 

SRBs 613.415 104.482 45 .000 

Abs 575.155 66.222 41 .008 

SBs 555.162 46.230 31 .039 

KBs 580.845 71.913 24 .000 

Note: HSB – Help-seeking Behaviour; SRBs – Stigma Related Barriers; Abs – Attitudinal Barriers; 

SBs – Structural Barriers; KBs – Knowledge Barriers. 

 

Source: Derived from Survey data collected for this study 

 

Table 4.14 shows that the chi-square statistic is the difference in -2 log-likelihoods between 

the final model and a reduced model. Intercept Effect: The “-2 Log Likelihood” of the reduced 

model (with only the intercept) is 508.933. The “Chi-Square” value for the likelihood ratio 

test is not specified (denoted as “a”). However, it is evident that the test is highly significant 

as the “Sig.” (p-value) is listed as “.000,” indicating a very low p-value. The degrees of 

freedom (df) for the likelihood ratio test in the intercept effect are 0. The intercept effect 

represents the model’s baseline, which essentially is the model with no predictor variables. 

The significant p-value (p < .001) suggests that the model with the intercept only is not a good 

fit for the data, and there is a need to include predictor variables in the model. 
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SRBs (Effect of a Predictor Variable): The “-2 Log Likelihood” of the reduced model (with 

only the intercept) is 613.415. The “Chi-Square” value for the likelihood ratio test is 104.482. 

The degrees of freedom (df) for the likelihood ratio test in the SRBs effect are 45. The “Sig.” 

(p-value) is listed as “.000,” indicating a highly significant result (p < .001). The SRBs effect 

represents the model’s performance when considering the predictor variable “SRBs”. The 

significant chi-square value and the very low p-value suggest that the inclusion of the “SRBs” 

predictor significantly improves the model’s fit compared to the intercept-only model. 

 

The “-2 Log Likelihood” of the reduced model (with only the intercept) is 575.155. The “Chi-

Square” value for the likelihood ratio test is 66.222. The degrees of freedom (df) for the 

likelihood ratio test in the Abs effect are 41. The “Sig.” (p-value) is listed as “.008,” indicating 

a significant result (p < .01). The Abs effect represents the model’s performance when 

considering the predictor variable “Abs” (Attitudinal barriers). The chi-square value is 

significant, and the p-value suggests that the inclusion of the “Abs” predictor improves the 

model’s fit compared to the intercept-only model, although the significance is not as strong as 

in the SRBs effect. 

 

The result shows that the “-2 Log Likelihood” of the reduced model (with intercept only) is 

555.162 while the “Chi-Square” value for the likelihood ratio test is 46.230. The degrees of 

freedom (df) for the likelihood ratio test in the SBs effect are 31 and the “Sig.” (p-value) is 

listed as “.039”. This indicates a marginally significant result (p < .05); suggesting that the 

inclusion of the “SBs” predictor improves the model’s fit compared to the intercept-only 

model. But, the significance is weaker than in the previous effects. 
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The “-2 Log Likelihood” of the reduced model (with only the intercept) is 580.845. The “Chi-

Square” value for the likelihood ratio test is 71.913. The degrees of freedom (df) for the 

likelihood ratio test in the KBs effect are 24. The “Sig.” (p-value) is listed as “.000,” indicating 

a highly significant result (p < .001). The KBs effect represents the model’s performance when 

considering the predictor variable “KBs”. The chi-square value is highly significant, indicating 

that the inclusion of the “KBs” predictor significantly improves the model’s fit compared to 

the intercept-only model. 

 

Generally, the findings indicate that all the predictor variables (SRBs, Abs, SBs, and KBs) 

contribute significantly to improving the model’s fit. This is because their inclusion 

significantly enhances the model's ability to explain variability in the dependent variable or 

outcome under investigation. Researchers should consider these results when interpreting the 

model and its implications for the data under investigation. Additionally, the specific context 

and meaning of the predictor variables (SRBs, Abs, SBs, and KBs) is essential in 

understanding their impact on the dependent variable. 

 

Examining residuals is a primary approach for identifying the overall discrepancies between 

models and data, and observations that are not accommodated by the models (e.g., outliers). 

Residual analyses can also diagnose the overall goodness-of-fit (GOF) and adequacies of a 

model. Pearson and deviance residuals have often been used for diagnosing generalised linear 

models. Pearson residuals are defined as the standardised distances between the observed and 

expected responses, and deviance residuals are defined as the signed square root of the 

individual contributions to the model deviance. In normal regressions, Pearson and deviance 

residuals are the same and asymptotically follow a normal distribution under the true model. 
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In order to assess the model fit, these residuals are commonly plotted against the fitted values 

and each covariate, as well as compared against the standard normal distribution. The chi-

squared (χ2) test statistic is often used to measure the overall goodness of fit (GOF) of a normal 

regression model. The χ2 statistic has proven to have an asymptotic χ2 distribution with n−p 

degrees of freedom. However, in cases of non-normal regression, particularly when the 

response variable is distributed across a limited range of distinct values, Pearson and Deviance 

residuals often do not conform to a normal distribution. Therefore, Pearson and Deviance 

residuals were used to assess the goodness-of-fit (GOF) for the model. Table 4.15 displays the 

results of the analysis. 

 

Table 4.15 

Goodness-of-fit 

 Chi-Square df Sig. 

Pearson 511.158 379 .000 

Deviance 503.082 379 .000 

 

Source: Derived from Survey data collected for this study 

 

The Pearson and the Deviance were used to test whether the data adequately fits the model 

given a significance level of 5%. Since the significance level from Chi-Square computation is 

higher than the level of significance, then it implies that the data adequately fits the model. 

Therefore, the data are consistent with the model assumptions which postulates that “the data 

adequately fits the model” compared against the alternative stating “the data does not 

adequately fit the model”.  
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4.6.3 Effects of the TPB Concept 

Hierarchical multiple regression analysis was used to predict the effect of the TPB concepts 

on help-seeking intentions, and the effect of adding other predictors such as depression and 

mental health literacy level. The first regression step used four barriers: SRBs, Abs, SBs and 

KBs. The second step tested the effect of adding depression level, and finally, depression 

literacy level was added, so that the third regression step included five predictors. The study 

utilized SPSS version 25.0 for data analysis. Descriptive statistics are some of the automatic 

outputs when performing correlations. For all the variables, their mean score, standard 

deviation and the number of cases are reported. Table 4.16 displays the samples’ descriptive 

statistics. 

 

Table 4.16 

Descriptive Statistics 

 

HSB SRBs Abs SBs KBs 

Frequency (N) 593 593 593 593 593 

Minimum 1 0 0 0 0 

Maximum 2 50 49 35 25 

Mean 1.62 26.67 26.55 18.61 13.27 

Mode 2 29 30 21 15 

Std. Deviation .485 9.817 8.483 7.035 5.190 

Variance .235 96.375 71.954 49.492 26.934 

Skewness -.506 -.383 -.860 -.328 -.464 

Std. Error of Skewness .100 .100 .100 .100 .100 

Kurtosis -1.750 .424 1.819 .504 .122 

Std. Error of Kurtosis .200 .200 .200 .200 .200 

 

Source: Derived from Survey data collected for this study 
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Table 4.16 depicts that the sample consisted of 593 respondents. Except for HSB which had a 

minimum of 1; the rest had zero (0) as the minimum. The maximum for all scales ranged from 

two (2) for HSB to 50 for SRBs. The mean for these data sets ranged from 1.62 to 26.67 and 

the range for the mode was between 2 to 30. An examination of kurtosis showed that Abs had 

the highest value (-.860) a high number of respondents may have rated themselves highly on 

the attitudinal scale. The scale had zero (0) as the minimum score while the maximum score 

was 49. Considering that two scales (HSB and Abs) had a measure of 0.5 for kurtosis, it implies 

that there may have been many outliers in the two scales. As a result, the two scales have a 

high probability of distorting the analysis. In conclusion therefore, although the data can be 

used for analysis, care must be exercised when interpreting the results.  

 

4.7 Conclusion 

Based on the findings of this study involving 896 respondents, a significant prevalence of 

depression was observed, with nearly half (48.8%) of the respondents testing positive. The 

prevalence varied across social and demographic factors, showing higher rates of depression 

among males compared to females, and among married individuals compared to singles. 

Interestingly, first-year students reported higher levels of depression than those in their second 

and third years of study, indicating potential vulnerability during the early stages of academic 

life. 

 

The study also explored help-seeking behaviour among the respondents, with 593 individuals 

providing data for the question. The findings revealed that fewer sought help than those who 

did not, with a notable gender difference. More males sought help compared to females. This 

result contradicts prior research, which typically have found that females are more likely to 
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seek help than males. While this finding challenges existing literature, the differences were 

not statistically significant, suggesting that other factors may be influencing help-seeking 

behaviour in this sample. 

 

Overall, the study reinforces existing knowledge about the prevalence of depression and its 

association with various demographic factors. However, it also highlights areas where this 

particular sample deviates from established trends, particularly in terms of help-seeking 

behaviour. The absence of a linear relationship between the variables studied suggests that 

depression and help-seeking behaviours are influenced by complex, multifaceted factors that 

warrant further investigation. 
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CHAPTER FIVE: 

SUMMARY OF FINDINGS, CONCLUSION AND RECOMMENDATIONS 

5.1 Introduction 

This chapter presents a summary of the findings of a study conducted among students at a 

large public university in Kenya. The research sought to understand why university students 

are the least likely to seek help for emotional challenges. To address this, the study assessed 

the prevalence of depression, analysed disparities in help-seeking behaviour, identified 

perceived facilitators to mental health treatment, and highlighted significant barriers to help-

seeking behaviour. This chapter, therefore, presents a concise overview of the study’s findings, 

conclusions, and recommendations for policy changes and future research, with each section 

addressing key aspects of the study's objectives. 

 

5.2 Summary of the Study Findings  

This section summarizes the key findings of the study, which involved 896 students from the 

first, second, and third years of their studies. The study was conducted at the main campus of 

Kisii University, located about 310 Kms from Nairobi, Kenya’s capital city. The study sought 

to investigate why university students are among the least likely to seek help for their 

emotional challenges. The research specifically focused on assessing the prevalence of 

depression, analysing disparities in help-seeking behaviours, identifying factors that 

motivate students to seek mental health support, and uncovering the barriers that 

prevent them from doing so. The findings from this study offer valuable insights into 

these critical areas. The study revealed that 
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5.2.1 Prevalence of depression  

The study found that almost half of the surveyed university students (437 out of 896, or 48.8%) 

showed signs of depression. Among them, 211 (23.5%) students exhibited mild symptoms, 

116 (18.0%) showed moderate symptoms, and 65 (7.3%) were diagnosed with severe 

depression. These results point to a significant issue, suggesting that nearly one in two students 

may be struggling with depression, emphasizing the urgent need for improved mental health 

support within universities. 

 

The study further found that the prevalence of depression varies based on the social and 

demographic factors of respondents. For example, depression is more prevalent among female 

students (51.1%) compared to their male counterparts (46.7%). Interestingly, the study noted 

that a larger proportion of female students were in marital relationships compared to male 

students, further influencing these findings. Likewise, age plays a role, with students aged 

22–25 years showing a slightly higher prevalence (49.0%) than those aged 18–21 years 

(48.7%). Additionally, students in marital relationships reported a higher rate of depression 

(50%) compared to those who were single (48.7%).  

 

The study further revealed that students' living arrangements and year of study had a notable 

impact on depression rates. Depression was more common among those living off-campus 

with fellow students (49.2%) compared to those in residence halls (47.4%) or those living off-

campus with family (45.1%). Additionally, first-year students showed the highest rate of 

depression at 51.3%, while second-year students had the lowest rate at 43.6%, and third-year 

students experienced a rate of 50.9%. These findings highlight the impact of both living 

conditions and academic year of study on students' mental health. 
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The study revealed further that the prevalence of depression varies across academic 

disciplines and religious affiliations. Students from the field of Agriculture had the highest 

rate of depression (68.3%), followed by those in Pure and Applied Sciences (54.3%) and Arts 

and Social Sciences (52.3%). Regarding religious affiliation, depression was most common 

among respondents affiliated with the Catholic faith (51.6%), compared to those affiliated 

with Protestantism (44.6%) and Islam (42.1%). Interestingly, the lowest prevalence of 

depression was observed among respondents affiliated with the Seventh-day Adventist (SDA) 

faith (30.0%). 

 

5.2.2 Disparities in Help-seeking Behaviour 

The second objective of this study was to explore the social and demographic factors that 

contribute to improved help-seeking behaviours among university students. This is because 

untreated depression can interfere with daily functioning, and the willingness to seek help, 

particularly for mental health issues. On the other hand, reluctance to seek help, can reduce 

survival chances. The study found that being male, being aged between 22-25 years, being in 

a marital relationship, based on year of study, living on-campus in Halls of residence; being 

in pure and applied Sciences, being affiliated to the Muslim faith is likely to increase help-

seeking behaviours. 

 

Additionally, the study found that help-seeking behaviours among students varied by gender, 

age, and marital status. Male students were slightly more likely to seek help (38.3%) compared 

to female students (37.3%). Age also influenced help-seeking, with students in the older age 

set (Co2) being more likely to seek help (40.8%) than those in the younger age set (Co1) at 

36.2%. Additionally, marital status played a role, with married students showing a higher  
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likelihood of seeking help (50%) compared to single students (37.5%). 

 

Moreover, the study revealed that help-seeking behaviours among students varied based on 

marital status, year of study, living arrangements, and academic discipline. For instance, 

married students were more likely to seek help (50%) compared to single students (37.5%). 

Furthermore, second-year students (SY) were most likely to seek help at 42.4%, followed by 

third-year (TY) students at 37.3% and first-year (FY) students at 34.4%. Living arrangements 

also played a role, with students living off-campus with family (OCWF) or in halls of 

residence (OCHR) being more likely to seek help at 40.4% compared to those living off-

campus with fellow students (OCWFS) at 33.1%. Plus, students from the School of Pure & 

Applied Sciences were the most likely to seek help at 51% compared to students from other 

academic disciplines. 

 

The study found that help-seeking behaviours vary across ethnic and religious groups. For 

example, Luhya students were the most likely to seek help at 37.5% compared to those from 

other ethnic backgrounds. In terms of religious affiliation, Muslim students were more likely 

to seek help at 41.7% than students affiliated with other faiths. These findings highlight the 

influence of cultural and religious factors on students' willingness to seek assistance. 

 

Lastly, the study found that while there were some differences in help-seeking behaviours 

among various groups, these differences were not statistically significant. For instant, despite 

females having a slightly higher mean score for help-seeking behaviours, the difference 

between males and females was not significant. Similarly, respondents in the older age group 

(Co2) had marginally higher mean scores, but this difference was also not statistically 

significant. Moreover, no significant difference in help-seeking behaviour exists between 
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married and single students, suggesting that marital status may not have had a major impact 

on the likelihood of seeking help. 

 

Further, the analysis revealed significant differences in help-seeking behaviours based on 

students' fields of study, indicating that students from different academic disciplines have 

varying average scores in this regard. However, for other variables such as "Year of Study," 

"Living Arrangement," "Ethnic Community," and "Religious Affiliation," no significant 

differences were found in the mean scores among their respective categories. This suggests 

that while academic discipline plays a role in influencing help-seeking behaviour, factors such 

as year of study, living conditions, ethnicity, and religious affiliation do not have a significant 

impact. 

 

5.2.3 Evaluation of Facilitators 

The third objective of this study was to identify key factors that significantly promote help-

seeking behaviours among university students. The focus was on determining what drives 

students to seek help for depression, especially given the generally low rates of mental health 

service utilization due to reluctance to seek formal support. The study explored commonly 

cited facilitators, such as previous positive experiences with help-seeking, encouragement or 

support from social networks, and favourable perceptions of healthcare professionals, to assess 

whether these factors were correlated with help-seeking behaviour and had a significant 

influence. 

 

The high prevalence of depression highlights an increasing demand for mental health services 

(MHS) to address the rising emotional challenges faced by students. This is particularly 

important as most university students report low rates of help-seeking behaviour, especially 
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from formal sources. Studies have shown that the utilization of MHS is shaped by factors such 

as the predisposition to seek help, perceived health needs, and other structural or enabling 

influences. 

 

The study found that the correlations between help-seeking behaviour (HSB) and all factors 

(i.e., positive prior experience; social support or positive encouragement from others; 

confidential and trust issues in services; good mental health literacy; perceiving the problem 

as serious; and, emotional competency) explored were generally weak and statistically 

insignificant. This finding suggests that based on the sample data, there is no strong linear 

relationship between HSB and other variables. However, this does not imply that no 

relationship exists; rather, it points to the absence of a strong linear correlation.  

 

5.2.4 Determination of Significant Barriers 

To determine, significant barriers preventing help-seeking behaviour, this study analysed the 

perceived impact of stigma related barriers, attitudinal barriers, structural barriers, knowledge 

barriers, and perceived behaviour control. The scores were correlated to the scores of Help 

Seeking Behaviours. This present study revealed that knowledge, structural and stigma related 

barriers had the greatest effect size on HSB. All were significant at P<0.01. This implies that 

these barriers were the most significant in preventing university students from seeking help. 

Consequently, to assist university students to effectively overcome barriers to help-seeking 

behaviours, strategies must be formulated to tackle these barriers.  

 

The analysis revealed that the correlation between HSB and SRB was very weak. Likewise, 

the correlations between HSB and ABs, SBs, and KBs were generally weak and not 

statistically significant. This indicates that the relationship between HSB and the variables 
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under study is not linear. The results point to the possibility of a non-linear relationship or the 

existence of some unexamined factors that might be influencing the association of these 

variables. 

 

Since the model Chi-square value (262.506) was significantly lower than the 0.05 significance 

level, there is sufficient evidence to demonstrate a statistically significant relationship between 

the independent and dependent variables. The findings also suggest that all predictor variables 

(SRB, ABs, SBs, and KBs) contribute significantly to the model's fit. This is because, the 

model's accuracy improves notably when these predictors are included. This highlights their 

importance in explaining the variability. 

 

Using the Pearson and Deviance tests, the study assessed the goodness of fit and found that 

the data adequately fitted the model at a 5% significance level. Since the p-value from the Chi-

Square test was greater than the significance level, it indicates that the data fit the model well. 

This result supports the null hypothesis, which states that "the data adequately fit the model," 

against the alternative hypothesis that "the data do not adequately fit the model”. 

 

This present study involving 593 respondents, revealed that most variables had a minimum 

value of zero, the scales ranged from a minimum of 1 for HSB to a maximum of 50 for SRBs, 

with means between 1.62 and 26.67 and modes from 2 to 30. Respondents identified three 

primary sources of help—formal, informal, and online—with intended use rates of 27%, 32%, 

and 25%, respectively. However, actual help-seeking behaviour differed, with 57.1% of 

respondents consulting informal sources and 42.9% turning to formal sources, reflecting 

trends observed in previous studies by Magaard et al. (2017) and Roberts et al. (2018). 
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5.3 Conclusions 

This study produced several key findings, leading to important conclusions regarding its 

objectives. The first objective was to assess the prevalence of depression among university 

students. The results show that there is generally a high prevalence of depression (48.8%) were 

observed. In terms of gender, depression is more common among female students (51.1%) 

compared to male students (46.7%); with females experiencing depression nearly twice as 

often as males. This higher prevalence among females may be attributed to socio-economic 

challenges, including the responsibilities some face as mothers while in college. Additionally, 

when experiencing depression, females are more likely to seek help than their male 

counterparts. 

 

Based on age demographic, 289 (48.7%) students aged between 18-21 years screened positive 

compared to 305 (51.3%) students of the same age that screened negative. The study concludes 

that on religion, depression is more common among respondents affiliated to the catholic faith 

(51.6%); followed by those affiliated to protestant faith (44.6%) and the Muslims faith (42.1%) 

and it is least common among respondents affiliated to the SDA faith (30.0%).  

 

To examine disparities in help-seeking behaviours among university students, the study 

arrived at the conclusion that there are statistically significant differences between students in 

a marital relationship (50%) compared to single (37.5%) students. In addition, and based on 

year of study, this present study found that there were disparities in help-seeking behaviours 

between second year (42.4%) compared to first year (34.4%) students. Finally, in terms of 

field of study, the study found that students from pure and applied sciences (51%) were more 

likely to seek help compared to (25%) of the students from the field of health sciences. 
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In conclusion, help seeking is an important behaviour because untreated depression makes it 

difficult for one to navigate life settings well. Significant disparities in help seeking behaviours 

were observed among married students (50%) unlike the single at (37.5%); followed by year 

of study where 25.9% of the students in the SHS, 28% in Agriculture and 33.1% in Education 

were found to have the lowest help seeking behaviour compared to SPAS (51%), SOBE 

(45.8%) and SIST (45.3%) that had the highest help seeking behaviours.; on religious 

affiliations, students affiliated to Muslim religion (41.7%) while others averaged at (38%). 

When all the socio demographic variables are observed in wholesome, living arrangements 

(0.984), religious affiliation (0.984) and gender (0.676) pose the greatest effect on HSB on 

depression. This study concluded that knowledge, structural and stigma related barriers were 

significant in depressing the HSB among university students. Consequently, it is necessary to 

formulate strategies that can help counter the barriers university students are likely to face. 

The findings indicated that depression affects first years and third years more than second year 

university students. 

 

5.4 Recommendations 

Based on the research findings, the researcher suggests that future studies should prioritize 

strategies to encourage help-seeking as a means of addressing depression. This could offer 

valuable insights for policymakers and open new avenues for further research. To provide 

well-rounded recommendations, this section is organized into three parts: policy 

recommendations, suggestions for future research, and a discussion of limitations 

 

5.4.1 Policy Recommendations 

The study sought to assess the prevalence of depression, examine socio-demographic 

disparities in help-seeking behaviours, evaluate facilitators to help-seeking behaviours and 
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determine significant barriers to help-seeking behaviours. Based on the findings, the following 

recommendations were made: 

i) The results revealed that 437 (48.8%) out 896 total respondents screened positive for 

depression of whom 211 (23.5%); 116 (18.0%); 65 (7.3) screened mild, moderate and 

severe respectively. This prevalence being so high requires that that the concerned 

offices in the university consider carrying out deliberate awareness campaigns and 

create advocacy strategies to deal with high cases of depression. 

ii) University students should be encouraged to go for screening for depression and those 

that test positive for depression should be diagnosed for causes and importantly 

encouraged to undertake treatment.  

iii) Since a substantial proportion of undergraduates reported high levels of depression, 

there is need to create awareness among students by utilising deliberate measures to 

deal with the high levels of depression. 

iv) Considering that depression affects both men and women adversely, mental health 

professionals need to demystify depression so as to remove the stigma that is associated 

with it.  

v) Counselling and preventive mental health services should be made an essential part of 

the university set-up so as to deal with the ever-rising cases. 

vi) Given that, knowledge barriers were found to be having the greatest effect to help 

seeking for depression, it is important that policy and decision makers come up with 

policies to be embedded in academic programmes so as to cushion the learners. 

vii) The ministries of education, Health, social services and other relevant bodies start 

working together to source and train mental health experts who will offer services in 

academic institutions to alleviate the high prevalence of depression. 

viii) The finding that some ethnic communities seek help better than others is important as 

it can be used by the students’ handlers in supporting their mental well-being.  
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5.4.2 Recommendations for Further Research 

Based on the findings of the study, the following suggestions were made for further research: 

i). Further research is required to be carried out in all universities in Kenya to assess the 

prevalence of depression as these findings of this study may not be generalised to all 

undergraduate students in Kenyan universities since the results apply more specifically to Kisii 

university students. 

ii) The study employed mainly quantitative research methodologies and qualitative approaches 

for triangulation of sources of data. To establish the factors that cause depression and 

interventions, there is need to carry studies that mainly utilise qualitative designs as they 

answer the how and why questions. 

iii) The study used questionnaires to collect data to investigate why university students remain 

the least likely to seek help for emotional problems. There is need for further research on the 

same area using other methods of data collection such as interview schedules, observations, 

content analysis, and to establish if similar results can be obtained. This would help triangulate 

the results. 

iv) Given that the study focussed on university students and depression; further research needs 

to be conducted among other demographic populations in Kenya. In addition, research in this 

area could use different variables such as academic performance or academic efficacy to see 

whether similar results would be obtained. 

v) The current study aimed to determine significant barriers to help-seeking behaviours among 

students in public universities. Further studies should be conducted by using different cohorts 

in primary, colleges and even a number of universities to find out the interactions of the 

findings. 
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vi). Researchers should consider these results when interpreting the model and its implications 

for the data under investigation.  

vii). Additionally, the specific context and meaning of the predictor variables (SRB, ABs, SBs, 

and KBs) would be essential in understanding their impact on the dependent variable. 
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APPENDICES 

Appendix A: Letter of Introduction 

Nyamwange, Gideon Ongori 

P.O BOX 408-40200 

Kisii, Kenya 

December, 2022 

 

Dear Sir/Madam,  

RE: Research Questionnaire 

I am Gideon Nyamwange, a student pursuing a doctoral degree of Kisii University, and 

currently undertaking a research entitled “Prevalence, Correlation of Depression and Help-

Seeking Behaviours among students in Public Universities: A Case of Kisii University, 

Kenya”.  

 

This is to extend my invitation to you to participate in this study, intended for undergraduates 

aged 18–25 years and enrolled with Kisii University. The purpose of this study is to investigate 

why university students remain the least likely to seek help for emotional problems. The 

primary objective of this study is to increase understanding of the help-seeking behaviours 

underlying depression. This is to kindly request you to spare about 20 minutes of your valuable 

time to complete this questionnaire. Rest assured that any information you will give will be 

kept confidential and used only for educational purposes. In any event, you will provide 

information anonymously and I undertake not to disclose it to any person in any way that will 

reveal your identity. As part of the procedure to conceal your identity, please do not write your 

name anywhere on the research instruments. 

 

Yours faithfully, 

 

_____________________________________________________ 

Nyamwange, Gideon   
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Appendix B: Consent Form 

RE: INFORMED CONSENT TO PARTICIPATE IN A STUDY 

 

I .................................................................................................. wish to state that I am willing 

to participate in this study entitled ““Prevalence, Correlation of Depression and Help-

Seeking Behaviours among Students in Public Universities: A Case of Kisii University, 

Kenya.”. The decision to participate has been reached on my own free accord without 

coercion. 

 

I understand that this study will be used for Educational purposes only and that the information 

I will give will be kept confidential and that it will not be disclosed to any person. However, 

if it will be disclosed, it is only in such a way as not to disclose my identity. Further, I 

understand that I can withdraw at any time or choose the questions to answer and which not 

to, without giving any reason thereto. 

 

Yours 

 

 

...............................................................Signature Date.......................................................... 

Signature  

 

For those using the online platform, please press the yes button at the end of the first page if 

you voluntarily agree to participate in this study. Press the button only after reading all the 

information provided and your questions having been answered to your satisfaction. If you 

wish to have a copy of this consent form, you may print it now. You do not waive any legal 

rights by consenting to participate in this study. 
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Appendix C: Demographic and Awareness Questionnaire (DAQ) 

 

Section 1: Demographic Information 

1. Please indicate your gender: 

(i) Male [    ] 

(ii) Female [    ] 

2. Please indicate the range under which your age falls 

(i) Under 18 Yrs [    ] 

(ii) Between 18–21 [    ] 

(iii) Between 22–25 [    ] 

(iv) Over 25 years [    ] 

3. Please indicate your marital status 

(ii) Single [….] 

(ii) Married [    ]  

4. Please indicate your year of Study 

(i) Years 1 [    ] 

(ii) Years 2 [    ] 

(iii) Years 3 [    ] 

5. Please indicate your campus living arrangements  

(i) Off-Campus […] 

(ii) On-Campus Halls of residence  […] 

6. Please indicate the field of study you are enrolled  

(i) Education […] 

(ii) Health Sciences […] 

(iii) Arts and Humanities  […] 

(iv) Commerce […] 

(v) Management […] 

Others; Specify__________________________ 

7. Please indicate the ethnic community you come from 

(i) Kamba [    ] 

(ii) Kikuyu [    ] 

(iii) Kisii [    ] 

(iv) Kalenjin [    ] 

(v) Luhya [    ] 

(vi) Luo [    ] 

Others Specify___________________________ 

8. Please indicate your religious affiliation 

(i) Christianity (Catholic) [    ] 

(ii) Christianity (Protestant [    ] 

(iii) Muslim [    ] 

(iv) Others [….] 
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Section 2 Awareness of where to get help 

 

SSSSSSSSSSSSSS/N

o 
 

Response 

Yes No 

1 Are you aware that depression is treatable and preventable?   

 Are you aware that you can get counselling services for mental problems from:  

2 University clinic?   

3 University Counsellor?   

4 Peer counsellor?    

5 Public Hospitals?   
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Appendix D: The BDI-II Scale 

Please scrutinize carefully the 21 groups of statements of the BDI-II scale and choose one statement in 

each group that best describes your feelings during the past two weeks, including today. Indicate the 

statement that best describes what your feeling has been by putting a tick in one of the boxes numbered 

0-3. If several statements in the group seem to apply equally well, try to eliminate some until you 

remain with one. Do not tick more than one statement for any single group.  

 

1. Sadness 

0 I do not feel sad. 

1 I feel sad much of the time. 

2 I am sad all the time. 

3 I am so sad or unhappy that I can't stand it. 

2. Pessimism 

0 I am not discouraged about my future. 

1 I feel more discouraged about my future than I used to. 

2 I do not expect things to work out for me. 

3 I feel my future is hopeless and will only get worse. 

3. Past Failure  

0 I do not feel like a failure. 

1 I have failed more than I should have. 

2 As I look back, I see a lot of failures. 

3 I feel I am a total failure as a person. 

4. Loss of Pleasure  

0 I get as much pleasure as I ever did from the things I enjoy. 

1 I don't enjoy things as much as I used to. 

2 I get very little pleasure from the things I used to enjoy. 

3 I can't get any pleasure from the things I used to enjoy. 

5. Guilty Feelings  

0 I don't feel particularly guilty  

1 I feel guilty over many things I have done or should have done. 

2 I feel quite guilty most of the time. 

3 I feel guilty all of the time. 

6. Punishment 

Feelings 

0 I don't feel I am being punished. 

1 I feel I may be punished. 

2 I expect to be punished. 

3 I feel I am being punished. 

7. Self-Dislike 

0 I feel the same about myself as ever. 

1 I have lost confidence in myself  

2 I am disappointed in myself  

3 I dislike myself. 

8. Self-Criticalness 

0 I don't criticize or blame myself more than usual  

1 I am more critical of myself than I used to be. 

2 I criticize myself for all of my faults. 

3 I blame myself for everything bad that happens. 

9. Suicidal Thoughts 

or Wishes 

0 I don't have any thoughts of killing myself  

1 I have thoughts of killing myself, but I would not carry them out. 

2 I would like to kill myself  

3 I would kill myself if I had the chance. 

10. Crying 0 I don't cry any more than I used to. 
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 Tiredness or 

Fatigue 

  

1 I get more tired or fatigued more easily than usual. 

2 I am too tired or fatigued to do a lot of the things I used to do. 

3 I am too tired or fatigued to do most of the things I used to do. 

21. Loss of Interest 

in Sex 

0 I have not noticed any recent change in my interest in sex. 

1 I am less interested in sex than I used to be. 
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2 I am much less interested in sex now. 

3 I have lost interest in sex completely. 

 

Total Score: _______ 

THE PSYCHOLOGICAL CORPORATION 

Harcourt Brace & Company 

Copyright 1996, by Aaron T. Beck. All rights reserved. 

  



195 

Appendix E: Help-seeking Questionnaire (HSQ) 

Below is a list of sources that you might seek help or advice from if you had persistent depressive 

symptoms lasting for at least 2 weeks. Please indicate by ticking your response against the number that 

best describes how likely it is that you will seek help from each of the listed sources. Tick, 

1 = if, Extremely Unlikely;  

2 = if, most unlikely;  

3 = if, Unlikely;  

4 = if, neither Likely nor Unlikely;  

5 = if, Likely; 

6 = if, most likely 

6 = if Extremely likely 

 

1  1 2 3 4 5 6 7 

a Informal sources (e.g., husband, wife, Parents, Friends, 

Colleagues, relatives, minister or religious leader)  

       

b Formal sources (e.g. psychologist, Psychiatrist, social worker, 

counsellor) 

       

d Phone helpline or online sources        

e I would not seek help from anyone         

  YES NO 

2

a 

Have you sought help for an emotional problem during the 

past six months? 

  

2

b 

If Yes, please indicate the source you consulted from among 

those listed 

  

i Intimate partner (wife, husband)   

ii Relatives, friends, and colleagues   

ii Mental health professionals (e.g. psychiatrist, psychologist)   

iii General doctor   

iv Internet sources   
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S/No  1 2 3 4 5 

1 Stigma-related Barriers (SRBs)      

a Feeling too embarrassed or ashamed      

b Concern that it might harm my chances when applying for jobs      

c Concern that I might be seen as weak for having a mental health 

problem 

     

d Concern about what my friends or family might think, say, do 

or feel if it they knew that I sought help for emotional trouble 

     

e Not wanting a mental health problem to be on my medical 

records 

     

f Concern that I might be seen as “crazy” for having a mental 

health problem 

     

g Concern that people I know might find out about my mental 

problem 

     

h Concern that people might not take me seriously if they found 

out that I was having professional care 

     

i Concern about what my colleagues might think, say, or do      

j Concern about what my friends might think, say, or do      

2 Attitudinal barriers (ABs)       

a I dislike talking about my feelings, emotions, or thoughts       

b I am concerned about available treatments (for example, 

medication side effects)  

     

c I want to solve the problem on my own without help from any 

other person  

     

d I think that treatment by professionals wouldn’t help       

e I fear being hospitalised against my will       

f I think the problem would get better by itself       

g I think I wouldn’t get proper treatment charging from my 

previous experiences with professional care for mental health  

     

h I think I do not have a problem or I should be able to cope with 

my problem  
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i I prefer to get help from family or friends       

j I prefer to get alternative forms of care (e.g. spiritual care, 

traditional healing, complementary therapies)  

     

3 Structural Barriers (SBs)      

a Being unable to afford medication costs      

b Being too unwell to ask for help      

c Difficulty taking time off or finding time from my other duties      

d Unsure where to get professional care      

e Problems with transport /travel to appointments      

f Having no one who could help me get professional care      

g Unavailability of professionals from my own ethnic or cultural 

group 

     

4 Knowledge Barriers (KBs)      

a Lack of awareness about depressive problems      

b Unsure how to start or where to go to get help.      

c Not knowing whom to talk to or from whom to seek help      

d Lack of trust in professionals who care for mental health 

problems  

     

e Fear that practitioners will lack cultural knowledge      

5 Perceived Behavioural Control      

a I am confident that I can seek help for depression if I wanted to      

b It is easy for me to seek treatment      

c The decision to seek help for depression is beyond my control      

d Whether or not I seek help is beyond my control      

e I have no power to choose my appointment dates      

f I do not have the power to influence the health professional who 

can see me  
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Appendix F: Participant Survey Questionnaire (PSQ) 

Section 1: Barriers to the Utilization of Mental Health Services  

Please indicate the extent to which each of the following items would hinder you from seeking help 

for depression. Tick, 

1  = if, you Strongly Disagree (SDA);  

2  = if, you disagree (DA) 

 

3 = if, not sure (NS);  

4 = if, you Agree (A); 

5 = if, you strongly Agree (SA)Item 

 

 

Section 2: Facilitators to help-seeking behaviours 

Please indicate the extent to which each of the following items would influence you to seek help for 

depression. Tick, 

1  = if, you Strongly Disagree (SDA);  

2  = if, you disagree (DA) 

3 = if, not sure (NS);  

4 = if, you Agree (A); 

5 = if, you strongly Agree (SA) 

  1 2 3 4 5 

1 Positive Past experience      

2 Social support or positive encouragement      

3 Confidentiality and trust issues in services      

4 Positive relationship with service providers      

5 Good Mental health      

6 Perceiving the problem as serious      

7 Emotional competence (Client)      
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Appendix G: Discussion Guide 

1. What are the common symptoms of depression? 

2. Have you seen some students display symptoms such as sadness, hopeless, loss of 

interest or pleasure, feelings of guilt or low self-esteem, disturbed sleep or appetite, 

low energy and poor concentration? 

3. Do you think these symptoms are displayed by a majority or a minority of university 

students? 

4. Do students with depression normally seek help? 

5. What are some of the reasons why university students delay or avoid seeking help? 

6. What are some of the benefits to be gained for seeking help? 

7. What do you think are some of the ways, students can be encouraged to seek help? 

8. Between males and females, which gender is more likely to seek help for depression? 

Support your answer 

9. What factors facilitate students into seeking help? 

10. What do you think are some of the ways, students can be encouraged to embrace help-

seeking behaviours? 

11. Has the University put in place strategies to encourage students to seek help if they 

suspect experiencing depressive symptoms? Provide details.  

12. If such strategies exist, how widely have they been implemented? Are they effective? 

Thank you, this is the end. 
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Appendix H: Institutional Authorisation
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Appendix I: Ethical Approval 
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Appendix J: Research Permit 
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Appendix K: Map of Kisii County 

 


