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Abstract

Background Forced displacement is a significant issue globally, and it affected 112 million people in 2022. Many

of these people have found refuge in low- and middle-income countries. Migrants and refugees face complex

and specialized health challenges, particularly in the area of mental health. This study aims to provide an in-depth
qualitative assessment of the multi-level barriers that migrants face in accessing mental health services in Germany,
Macao (Special Administrative Region of China), the Netherlands, Romania, and South Africa. The ultimate objective is
to inform tailored health policy and management practices for this vulnerable population.

Methods Adhering to a qualitative research paradigm, the study centers on stakeholders' perspectives spanning
microsystems, mesosystems, and macrosystems of healthcare. Utilizing a purposive sampling methodology, key
informants from the aforementioned geographical locations were engaged in semi-structured interviews. Data
underwent thematic content analysis guided by a deductive-inductive approach.

Results The study unveiled three pivotal thematic barriers: language and communication obstacles, cultural
impediments, and systemic constraints. The unavailability of professional interpreters universally exacerbated
language barriers across all countries. Cultural barriers, stigmatization, and discrimination, specifically within the
mental health sector, were found to limit access to healthcare further. Systemic barriers encompassed bureaucratic
intricacies and a conspicuous lack of resources, including a failure to recognize the urgency of mental healthcare
needs for migrants.

Conclusions This research elucidates the multifaceted, systemic challenges hindering equitable mental healthcare
provision for migrants. It posits that sweeping policy reforms are imperative, advocating for the implementation

of strategies, such as increasing the availability of language services, enhancing healthcare providers’ capacity, and
legal framework and policy change to be more inclusive. The findings substantially contribute to scholarly discourse
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by providing an interdisciplinary and international lens on the barriers to mental healthcare access for displaced

populations.

Keywords Mental Health, Migration, Health Policy, Communication barriers, Healthcare System barriers, Qualitative

research, Healthcare disparities

Background

By the end of 2022, global forced displacement had
reached a staggering 112 million individuals due to rea-
sons spanning from persecution and conflict to severe
human rights infringements and disruptions in public
order. Breaking down the figures, refugees accounted for
35.3 million. Furthermore, 62.5 million internally dis-
placed persons, 5.4 million asylum-seekers, and another
5.2 million people necessitate international protection,
emphasizing the need for migration-responsive global
health policies. Out of the displaced populations, 76%
were hosted by low- and middle-income nations, while
higher-income countries only provided asylum to 20%
of the total [1, 2]. WHO’s report on refugee and migrant
health delineates the adverse health outcomes this popu-
lation frequently experiences, driven by subpar living,
access to healthcare, and working conditions [3].

Migration is a key determinant of health, profoundly
influencing healthcare access and interactions with health
systems. The inclusivist approach defines “migrant” as
an umbrella term and consistent with the International
Organization for Migration’s definition [4]. This term
encompasses all forms of movement, whether internal or
international, temporary or permanent, and for a variety
of reasons. It includes legally defined categories, as well
as those not specifically defined under international law.

In contrast, the residualist approach distinguishes
between migrants and refugees, acknowledging that refu-
gees face unique challenges and legal statuses [5]. Refu-
gees, as a specific subgroup within the broader category
of migrants, are more likely to have experienced trauma
and exhibit higher rates of mental illness compared to
other migrants [6, 7]. Attitudes towards refugees and
migrants also differ, with macro-level factors significantly
influencing perceptions of refugees [8]. The histori-
cal separation of the refugee and migrant categories has
implications for their protection and access to durable
solutions [9].

Despite these distinctions, both groups share certain
health needs, including communicable and non-com-
municable diseases, mental health issues, and social
problems [10, 11]. Migrants and refugees face com-
mon challenges such as language and cultural barriers,
low health literacy, social exclusion, and unfamiliarity
with host country health systems, leading to subopti-
mal primary care usage and increased reliance on emer-
gency services [12, 13]. Mental healthcare provision for
migrants and refugees is particularly challenging due to

complex barriers and polarized attitudes among health-
care professionals [14]. Both groups are vulnerable to
language and cultural barriers and social exclusion, exac-
erbating their pre- and post-migratory trauma, anxiety-
related disorders, stress, and depression [15, 16]. Factors
such as trauma, lack of social support, and inadequate
housing further hinder their adaptation and acquisition
of necessary social and cultural capital in host countries
[17]. Structural barriers to healthcare include long wait-
ing lists, financial constraints, lack of knowledge about
the healthcare system, language barriers, and poor trust
[18-20]. To enhance the mental well-being of migrants
and refugees, it is crucial to offer tailored services appro-
priate at different stages of resettlement. Economic
stability should be improved in alignment with social
welfare benefits throughout the resettlement journey. As
migrants and refugees become more settled, interven-
tions should address feelings of isolation and stress fac-
tors related to adapting to a new life in the host country
[21].

In this study, we adopted an inclusivist approach, aim-
ing to examine access to mental healthcare services
regardless of individuals’ legal status, motivations to
migrate, migratory status, and migratory experiences
while taking into consideration the distinctions and simi-
larities in accessing mental healthcare for both groups in
a variety of settings.

Migrant settlement and integration are complex and
nonlinear processes where individuals acquire the nec-
essary cultural, social, and educational capital to adapt
and thrive in the host society [22]. While the concept of
integration is debated and contested [23], most scholars
agree that acquiring country-specific skills and social
capital are essential for accessing economic opportuni-
ties, housing, healthcare, and education [24, 25]. This
process is often hindered by challenges faced both during
migration and throughout settlement in the destination
country [26, 27].

Access to healthcare for migrants who do not speak
the primary languages used in host countries’ healthcare
systems is compromised in various ways. This includes
misdiagnosis, higher rates of non-adherence to health-
care advice and treatments, cultural mismatches between
patients’ understanding of illness and the healthcare
system’s understanding, and legal and bureaucratic dif-
ficulties [10, 28, 29]. These issues come into sharper
focus in the context of mental health care provision
among migrants, where clear communication between a
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clinician and a patient is crucial for effective care [30] and
where trauma-related mental health problems are preva-
lent but often overlooked [31]. In this context, questions
of trust in the healthcare system, cultural appropriate-
ness, stigmatization, and social exclusion are significant
concerns that need to be addressed to improve the qual-
ity of care for migrants [32—34].

Language barriers affect access to healthcare services
and the outcome, as many migrants are unable to com-
municate in the official language of the host country
[35]. To overcome this, migrants are often in difficult
situations, having to revert to relatives to provide infor-
mal interpretation during patient encounters [36, 37].
Practices of informal interpreting can breach the con-
fidentiality of the medical act, hamper the trust in the
healthcare system, and weaken the effectiveness of medi-
cal treatment [38]. Strategies like cultural mediation,
professional interpretation, translation of health informa-
tion, collaboration between different agencies, guidance,
and training for healthcare providers have been imple-
mented to address communication barriers for refugees
and migrants in healthcare settings. Incident reporting
systems can also be promoted to identify problems with
strategy implementation and finding solutions [39].

One WHO report identifies several models of care
deployed by countries to adapt healthcare systems for
refugees and migrants. The review acknowledges that
healthcare worker behavior is influenced by the over-
arching healthcare system and aims to contextualize the
settings and models under which they interact with refu-
gee and migrant populations [40]. WHO’s report on the
health of refugees and migrants highlights two crucial
gaps: the lack of comparable, cross-country data and the
absence of migratory status-specific data within global
health datasets [3]. In addition, The Global Competency
Standards for Health Workers in Refugee and Migrant
Health developed by WHO underscores the necessity
of a skilled and adaptable health workforce to meet the
diverse needs of displaced populations. These standards
aim to ensure a minimum level of competency tailored
to the unique health challenges faced by refugees and
migrants, such as language barriers, cultural differences,
and restricted access to mainstream healthcare [41].

The aim of our study is to conduct a comprehensive
qualitative analysis to uncover the barriers migrants face
in accessing mental healthcare services in five distinct
settings: Germany, the Netherlands, Romania, China,
and South Africa. This research focuses on understand-
ing the impact of language barriers, alongside other
cultural and institutional obstacles, within the health-
care systems of both well-resourced and more mod-
estly resourced countries. Through semi-structured
interviews with a diverse group of stakeholders, includ-
ing healthcare providers, policymakers, administrative
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staff, and professionals from migrant support organi-
zations, our objectives are twofold: (1) To identify and
categorize the specific barriers to access and treatment
of adult migrants within mental health services in both
well-resourced healthcare systems and those with more
modest resources; (2) To explore how language barriers
exacerbate these challenges and affect healthcare access
and treatment outcomes for both patients and healthcare
providers. This nuanced understanding will contribute
to the formulation of policies and practices that enhance
the accessibility and quality of mental healthcare for
migrants, ultimately improving public health outcomes
for this vulnerable group.

This study examines the cross-cultural context of five
different countries, namely Germany and the Nether-
lands (high-income countries and common migrant des-
tinations), Romania (a high-income country in Europe
emerging as a migrant destination), and two upper-mid-
dle-income countries, China and South Africa (both of
which host substantial migrant populations). By focusing
on countries across Europe, Asia, and Africa, we explore
barriers to care beyond the commonly studied European
settings [26, 42, 43]. Our study can broaden the narrative
on migrant health needs and enrich our understanding
of the challenges that migrants face in accessing health-
care, as well as knowledge of the diverse experiences of
migrants and the complexities of their interactions with
healthcare systems. Our approach highlights the crucial
role played by diverse varieties of barriers, especially lan-
guage discordance, that hinder access to mental health
for all individuals who are navigating their lives in a new
country, regardless of their motives for migration or the
intricate details of their migration experience.

Firstly, in all the studied countries, language barriers
stand as a significant issue affecting migrants’ health-
care. In the Netherlands, 10% of residents predominantly
use non-Dutch languages at home, exacerbating health-
care challenges [44], while Germany, with Europe’s larg-
est foreign-born population, faces similar difficulties;
many migrants lack proficiency in German even after
prolonged residency [45]. Similarly, Romania’s rapidly
growing migrant population from Southeast Asia often
struggles with language barriers [46]. South Africa’s lin-
guistically diverse migrant populace [47] and Macao’s
surge in migrant workers highlight a similar trend [48].

Secondly, current healthcare systems in these countries
offer insufficient or fragmented solutions to address the
barriers faced by migrants. For example, budget cuts in
the Netherlands led to a decline in formal interpretation
services [49, 50]. In Germany, the lack of multilingual
professionals and insufficient interpreter coverage lim-
its migrants’ access to mental healthcare [51]. Romania’s
healthcare system often relies on informal interpreters,
usually accredited social workers from NGOs, leading
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to inconsistency and potential inaccuracies in the trans-
lation [46]. South Africa and Macao (China) lack formal
healthcare interpreting services altogether, causing ser-
vice delivery complications [47, 48, 52].

Thirdly, there have been reported disparities in access to
mental healthcare for migrants across these countries. Ger-
many provides extensive mental health services through
outpatient care by psychiatrists, neurologists, and psycho-
therapists and inpatient care in specialized hospitals, while
the availability of ambulatory psychotherapeutic care has
been recognized as a key problem in mental healthcare in
Germany, with long waiting times for therapy and signifi-
cant differences between regions [53]. For refugees and asy-
lum seekers, Germany employs a phased care model where
initial care at reception centers is limited to basic health-
care. After 6-12 weeks, access is restricted to acute and
emergency care, with full healthcare access granted only to
those with long-term residence permits (12—48 months)
[40]. Similarly, in the Netherlands, a stepped-care model
with general practitioners as gatekeepers is in place, with
recent legislation enhancing support for residence permit
recipients but excluding those in the process of obtaining a
permit [54, 55]. The mental healthcare system in Romania
is predominantly hospital-centric, with limited outpatient
services [56]. Outpatient psychotherapeutic services are
rarely covered through statutory insurance and often pres-
ent bureaucratic challenges, complicating access for both
the general population and migrants [57]. Migrants must
enroll in the statutory health insurance scheme for compre-
hensive access to medical services other than emergency
care [58]. In South Africa, while primary mental health-
care is available to migrants, higher-level care is hindered
by means of testing (which calculates the fee depending on
the patient’s income), language barriers, and discrimina-
tion [59]. Furthermore, mental health services are primarily
centralized in secondary hospitals and specialized facilities,
with limited resources allocated to other levels of care, espe-
cially at the community level [60]. Macao (China) integrates
mental health services within its broader healthcare system
[61], but their effectiveness is limited by cultural factors and
underdeveloped infrastructure [62]. Our findings align with
previous reports from the European Union, which high-
lighted that only ten Member States have relevant national
strategies or policies addressing migrants’ mental health,
and just six include it under national health insurance [55].
These disparities underscore the need for targeted poli-
cies to improve mental healthcare access and inclusivity for
migrants.

Finally, each of the five countries has become impor-
tant destination countries for migrants in their respective
regions. Germany currently has the largest foreign-born
population in Europe [63]. At the same time, in the
Netherlands, approximately one person in four was
born abroad or has at least one parent born abroad [64].
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Romania has become one of the fastest-growing des-
tination countries for migrants in Central and Eastern
Europe [46, 65], South Africa has become one of the most
important host countries for migrants in Africa [47], and
Macao (China) has become an important destination for
international migrants from Southeast Asia [66].

Methods

Informed by Bronfenbrenner’s Ecological Systems The-
ory [67], which posits that an individual’s development is
influenced by their interactions within a series of nested
environmental systems, this qualitative research delin-
eates the multilayered interactions between migrants
and the healthcare system, encompassing opinions of
stakeholders from the microsystem, mesosystem, and
macrosystem. Utilizing a purposive sampling strategy,
participants from five distinct countries were engaged.
Data were systematically gathered using semi-structured
interviews and subsequently interpreted through the-
matic content analysis. The research employed a mixed
deductive-inductive approach, anchored initially in a
thorough review of existing literature on mental health
care barriers for migrants. This foundation informed the
development of semi-structured interview guides. This
strategy allowed the research team to start with estab-
lished evidence and then move beyond, uncovering new
insights from the participants’ experiences and expertise.
This research followed the COREQ (Consolidated Cri-
teria for Reporting Qualitative Research) guidelines for
qualitative studies [68].

Semi-structured interviews explored barriers that
impact access and treatment of migrants with men-
tal health needs in the healthcare systems of Germany,
Macao (China), Romania, South Africa, and the Neth-
erlands. Participants were selected through purposive
sampling. The study involved 42 semi-structured inter-
views conducted between May and September 2021 with
persons working in organizations and institutions that
comprise the healthcare system and migrant support
institutions in the selected countries (Table 1).

Participant selection was purposefully strategized to
encapsulate three primary ecological levels. At the Mac-
rosystem level, 14 individuals who exert influence on
cultural values and policies were recruited. The Mesosys-
tem was represented by 13 stakeholders functioning as
intermediaries between individual experiences and larger
societal structures. Finally, the Microsystem included 15
participants, comprising individuals with lived experi-
ences and those who interact directly with them, includ-
ing social and healthcare workers. Participants were
identified and recruited through professional networks,
ensuring a comprehensive representation of diverse per-
spectives across the ecological spectrum. (Table 1).
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Table 1 Participants' characteristics (N=42)

No. System Occupation Years in Gender Age
Level current
role
Germany
1 Macro-level Federal Migration and Refugee Official 26 Female -
2 Macro-level Physician, Medical Association Board Member 20 Male 51
3 Macro-level Physician, Medical Association Board Member 30 Female -
4 Meso-level Chief Psychiatrist at Psychiatry Clinic 19 Male 49
5 Meso-level Founder of Migration Integration Center, Social Worker 16 Female 50
6 Micro-level Psychotherapist at Outpatient Mental Health Centre for Migrants 6 Female 59
7 Micro-level Self-employed Interpreter 7 Female 56
8 Micro-level Migrant with lived experience - Female 56
9 Micro-level Migrant with lived experience - Male 30
Macao (China)
1 Macro-level Local Community Leader 22 Female 40
2 Macro-level Legislative Council Member 5 Female 48
3 Meso-level University Counselling Program Coordinator 25 Male 48
4 Meso-level Board Member at Private Clinic 32 Male 69
5 Meso-level NGO Executive Member 25 Female 48
6 Micro-level Migrant Workers Union Representative 20 Female 40
7 Micro-level NGO Staff Member 3 Female 25
8 Micro-level Migrant Workers Union Representative 5 Male 45
Romania
1 Macro-level Health Ministry Official, Academic Lecturer 7 Male 35
2 Meso-level Local Government Official, Academic Lecturer 3 Male 36
3 Meso-level Hospital Psychiatry Unit Head, Academic Lecturer 12 Female 44
4 Micro-level Social Services Psychotherapist at Refugee Agency 5 Female 27
5 Micro-level Migrant with lived experience - Male 32
6 Micro-level Former Social Worker at Human Rights NGO 2 Female 32
7 Micro-level Social Worker at Human Rights NGO 2 Female 24
South Africa
1 Macro-level Government Health Researcher, Former Mental Health Department Director 30 Male 66
2 Macro-level Founder & Chief Executive at Mental Health Peer Network 15 Female 48
3 Macro-level Public Mental Health Researcher; Associate Professor, Deputy Director Public 21 Female 68
Mental Health Centre
4 Macro-level Head of Professional Psychiatry Organization; Associate Professor 12 Male 53
5 Macro-level Public Health Specialist, Health Activist at University; Professor School of Public 25 Male 64
Health
6 Meso-level Mental Health Researcher, Psychologist, Specialist in Psychosocial Disability 14 Male 55
7 Meso-level Senior Lecturer, Psychiatry and Mental Health Researcher, Expert in Language 14 Female 56
Accessibility
8 Meso-level Director at University Health Communication Center; Associate Professor Speech 11 Female 43
Therapy
9 Micro-level Clinical Psychologist, Health Researcher 3 Female 41
10 Micro-level Coordinator at Migrant Support Organization, Refugee 8 Male 38
The Netherlands
1 Macro-level Human Rights NGO Campaign Leader 5 Female 53
2 Macro-level European Commission Official 18 Male 45
3 Meso-level Chair of Migrant Patient Organization 14 Male 60
4 Meso-level Chair of Dutch/Moroccan Practitioners Organization; Medical Specialist 4 Male 35
5 Meso-level Coordinator at Psychiatric Knowledge Center for Migrant Care 4 Female 43
6 Meso-level Managing Director at National Psychotrauma Centre 6 Male 50
7 Micro-level Transcultural Psychiatrist, Trainer of Working with Interpreters in Mental 6 Male 46
Healthcare

8 Micro-level Psychiatric Counselor 10 Female 22
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All interviews were conducted by trained personnel
proficient in both the native language of the participants
and in English. Interviews were conducted via online
platforms, telephone, or in-person in private settings,
tailored to participant preferences and ensuring confi-
dentiality and comfort. The duration of each interview
varied between 30 min and 1 h. The interview ques-
tions focused on the general and language barriers for
migrants who suffer from mental health problems con-
cerning access and treatment in the healthcare system,
the consequences of barriers, existing resources, and
emergent practices employed to overcome the barriers
they encountered, and their disadvantages and advan-
tages (Table 2). Audio-visual data were collected during
semi-structured interviews, transcribed verbatim, and
personal identifiers removed for privacy. Transcripts
were independently reviewed and translated into Eng-
lish by bilingual researchers to maintain the integrity and
nuance of the original dialogues.

Data analysis was guided by the principles of thematic
analysis, which was congruent with the framework pro-
posed by Kuckartz [69]. During the planning phase of this
research, we established a set of questions grounded in
existing evidence related to mental health care access for
migrants. This deductive phase laid the groundwork for
our inquiry, guiding the adaptation of a thematic matrix
specifically crafted to highlight the unique and common
challenges encountered across different countries. To facili-
tate this process, we utilized the online platform Miro for
collaborative mind-mapping sessions. These virtual work-
shops enabled our team to systematically identify, organize,
and visually map the key themes and sub-themes relevant
to each country, as well as those prevalent across multiple
settings. Following this structured organization, we entered
an inductive phase, aiming to delve deeper into the data to
discover emergent sub-themes and coding patterns that
were particularly informed by our participants’ insights.
This phase allowed us to extend our analysis beyond the
initial framework, uncovering nuanced aspects of the
migrant healthcare experience. The organization and syn-
thesis of our findings were meticulously conducted using
Microsoft Office Excel, which served as an invaluable tool

Table 2 Sample questions from Interview Guideline

What barriers are there for migrants who suffer from mental health
problems concerning access and treatment in the health care system?
What barriers are specific for access and what are specific for
treatment?

Are there any other barriers you can think of?

Now let us focus on language barriers for migrants who suffer from
mental health problems. What role do you think language barriers play
in the context of access and treatment in the health care system?

How prevalent are language barriers in the health care system?

What do you think are the consequences of language barriers concern-
ing access to health care and treatment outcomes?
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for managing our data efficiently and transparently. Within
this structured environment, we carefully selected repre-
sentative quotes that vividly illustrated each theme, thereby
grounding our analysis in the authentic voices of our
participants.

Results

The thematic analysis revealed three major themes: lan-
guage and communication barriers, cultural and social
barriers, and systemic barriers. The report highlights the
main and subthemes that act as barriers in each country,
which are presented in Fig. 1. This figure offers a sum-
mary of the most prominent themes that emerged in
each country, along with specific details for each theme.
However, it is important to note that this representation
is not exhaustive and is intended to provide a general
overview of the findings.

Theme 1: Language and communication barriers

The analysis revealed that language discordance constitutes
a major barrier in all countries. The lack of funding for pro-
fessional interpreters and the lack of multilingual skills of
healthcare professionals were common sub-themes. Various
strategies are used to overcome language barriers, including
professional and non-professional interpreters, digital tools,
scarce language resources, and multilingual staff.

Professional interpreter services: availability, use, and
funding challenges

Across all countries, the inadequacy or complete absence
of professional interpretation services in the health-
care system emerged as a common issue. This was espe-
cially pronounced in China, Romania, and South Africa,
where no participant reported working with professional
interpreters.

Germany and the Netherlands had professional inter-
preters available, but financial limitations hindered their
widespread use. In Germany, one healthcare provider
explained that the absence of legal regulations concern-
ing interpreters in healthcare exacerbates the funding
problem:

“There is no regulation of interpreting. There is no
government or cash health funding, which means it’s
a funding problem [P04, Chief doctor (psychiatrist),
Clinic for Psychiatry, Germany]”

The financial barrier was also noted in the Netherlands as
a significant issue. A participant stated:

“The very basis, the crux, is that those interpreters
are financed. Suppose there is no arrangement for
using interpreters from a financial point of view. In
that case, the financial aspect is already a barrier
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Professional Interpreter Germany & the Netherlands: Availability & Funding Issues
Services { South Africa, Romania & Macao (China): Absence of Professional Interpreters
Germany: Skepticism Among Healthcare Providers
Theme 1: South Africa: Reliance on Multilingual Staff
Language and Non-Professional Interpreters

Romania: Emotional Toll on Interpreters

Communication
Barriers Macao (China): Reliance of Family Members raises Ethical Concerns

Romania: Proficiency in International Languages

Multilingual Proficiency of
Healthcare Providers Germany: Systemic Issue of Availability

South Africa: Disparities along Racial Lines

Germany: Importance of Effective Language Mediation

Impact on Diagnosis and
Treatment Romania: Importance of Understanding Dialects

Netherlands: Higher Rates of Treatment Dropout Due to Language Barriers

Germany: Lack of Knowledge

Stigmatization and

Cross-Country Misconceptions Romania: Significant Stigma

Comparison on

Macao (China) & Netherlands: Cultural Taboos

Barriers to Mental : T
Theme 2: . Discrimination and South Africa: Xenophobic Attacks and Discrimination
Healthcare Access Cultural Barriers Institutional Racism f
1___Netherlands: Language Barriers as Discrimination
South Africa: Clash Between Western and Traditional Systems
Cultural Misunderstandings I Germany: Lack of Cultural Sensitivity
| Macao (China): Importance of Non-Verbal Communication
Germany: Complex Procedures
Bureaucratic Challenges f ) -
Theme 3: __Romania: Added Financial Burdens
Systemic Barriers Employer-related Obstacles Macao (China): Fear of Employment Termination
South Africa: Public Healthcare in Shambles
Resource Limitations [
___Germany: Strain on Multilingual Healthcare Professionals

Fig. 1 Identification of major and minor themes regarding barriers that emerged from the thematic analysis

[PO1, Human Rights NGO Campaign Leader, The languages medical staff could handle [PO1, Former
Netherlands]” State Secretary, Romania]”

A participant in South Africa brought up the issue of A social worker in China highlights this disparity through
insufficient funding for language services and how dis-  her personal experience:

criminatory attitudes affect the allocation of healthcare
resources. This situation calls for a delicate balance to
be struck in ensuring adequate interpreter services while
not creating resentment among locals who may per-
ceive migrants as being favored. It highlights the need to
address both financial constraints and biases that hinder
the fair distribution of services to all communities. This
sentiment was captured in the statement:

“Yes, but one time, the people in the hospital asked
me [a social worker from an NGO], “Oh, can you
help me to explain, to translate it to them” And I
said, “Isn’t it that you guys have an expert transla-
tor in the hospital? ... And she answered me, “Huh?”
(laughs). They don’t have, they [nurses and doctors
in the hospital] have no idea... [P07, NGO Staff
Member, Macao (China)]”

“What kind of resources should one be putting in / to
ensure that (i.e., having suitably equipped interpret-
ers? ... people could get quite upset / if they felt that
foreigners are given more services and more privilege
than they are as South Africans [PO1, Government
Health Researcher, Former Mental Health Depart-
ment Director, South Africal”

Use of non-professional interpreters and associated
challenges

The lack of professional interpreters has led to a reliance
on non-professional interpreters or multilingual staff.
In Germany, this expectation causes scepticism among
healthcare providers, as noted by one interpreter:

In Romania, health institutions struggle to offer transla-
tion and interpretation services, especially for migrants
who cannot communicate in any of the international lan-
guages spoken by the medical staff:

“There is no interpretation. They should always
bring interpreters. [...] Who always has the time to
go along somehow every time? [P07, Interpreter, self-
employed, Germany]”

“The problem comes from the inability of health
institutions to offer translation services, for exam-

In South Africa, health id ft tt
ple, those migrants who do not speak any of the 1 oot rica, fed Flcate provicers HTEn resort 1o

using multilingual individuals available in the hospital,
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such as nurses, cleaning staff, security guards, or even
family members. This practice, as one participant noted,
raised concerns over professionalism and accuracy:

“ think they / are not professionally trained to be
translators or interpreters. They are used because
they are accessible in the hospital and are able
purely because they speak both languages [POS,
Public Health Specialist, South Africa]”

This approach raises concerns about the accuracy, pro-
fessionalism, and confidentiality of translation. Another
interviewee from the medical field pointed out that:

“Employees are misused as language mediators or
interpreters... it is not good [POI, Federal Migra-
tion, and Refugee Official Germany]’, suggesting that
using untrained staff as interpreters can jeopardize
the quality of healthcare communication.

Similar situations are observed in the Netherlands and
China, with an added concern about patient privacy,
limitations in sharing necessary health information, and
trust, as participants shared:

“The patient’s personal story is hampered because
the patient is afraid that his/her story will be known
by all [PO3, Chair of Migrant Patient Organization,
The Netherlands]”

“If the interpreters or translators are from fam-
ily members or their relatives, you may not be get-
ting all of the information that you want; the fam-
ily members maybe trying to hold back some of the
information, some information that they don’t talk
about in their culture ... and if you're dealing with
someone from Asian culture and talking with family
members or interpreters for an elderly patient, the
family member may not want the elderly patient to
know how serious the disease is [P05, NGO Execu-
tive Member, Macao (China)]”

Using children as interpreters was particularly prob-
lematic, leading to potential trauma, disruption of their
education, and ethical issues, as one respondent from the
Netherlands highlighted:

“I'm baffled how very much - even caregivers who
have worked a lot with migrants -, how very much
they are just completely silent about what it does to
a child when it has to interpret, for example, and
that it impacts the quality, that it impacts the par-
ent-child relationship, that the child doesn’t go to
school [PO1, Human Rights NGO Campaign Leader,
The Netherlands]”
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In Romania, a psychotherapist underlined the emotional
toll on non-professional interpreters, stating:

“Many times, I had to do a prior training with the
translator, [followed by] another session... in which
I was trying to ease him of that load [P04, Psycho-
therapist, Romania]”

In Romania, one additional contribution to the lack of
linguistic support is the missing assistance from embas-
sies, as noted by one head of a psychiatric unit:

“If the Embassy does not offer them support and does
not offer us support to provide us with a professional
translator to help us in the interview, then things
get delayed, and the psychiatric consultation and
the patient’s care are delayed [P0O2, Psychiatry Unit
Head, Romanial]’

The results show that using informal interpreters brings
up concerns about the role of interpretation. As two
respondents from South Africa explained:

“People (interpreters) very often feel that ah, they are
being extremely helpful to you, in saying more to the
person, than you have actually said [P02, Founder
and Chief executive at mental health peer network,
South Africal”

“I think interpretation still doesn’t mean counsel-
ing [PO5, Public Mental Health Specialist, South
Africal”

The interviews revealed an overarching lack of professional
interpretation services across healthcare systems, leading to
improvised, suboptimal, and potentially unethical solutions.
The common issues identified were a lack of funding and
regulations and the use of untrained individuals as inter-
preters. The use of non-professional interpreters is being
deployed to address language barriers in healthcare set-
tings across these countries, and drawbacks of this approach
include confidentiality breaches, trust erosion, emotional
distress, and ethical dilemmas, underlining the importance
of adequately trained professional interpreters. The findings
indicate a clear need for policies to regulate and fund pro-
fessional interpretation services.

Multilingual proficiency of healthcare providers

The multilingual proficiency of healthcare providers
(HCPs) varied across countries, impacting patient care
and presenting distinct challenges. These findings reveal
disparities in healthcare communication that are influ-
enced by language barriers, multilingual provider avail-
ability, and linguistic skills of healthcare providers. While
certain strategies, such as consulting in English, have
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been proposed to overcome these obstacles, the effective-
ness of these approaches remains controversial.

In Romania, mental health professionals typically pos-
sess proficiency in other languages, aiding communica-
tion with patients who can converse in these common
tongues. As a psychiatrist stated:

‘I mean that mental health professionals are good
speakers of languages of international circulation
(...) We can handle people who come to the clinic
and speak one of the languages of international cir-
culation [PO3, Psychiatry Unit Head, Romania]”

Contrastingly, Germany faces a systemic issue regarding
the availability of multilingual therapists. An interview
participant voiced this challenge, saying:

“In terms of access, it is still difficult that we have
very few multilingual therapists [PO1, Federal
Migration and Refugee Official Germany]”

In South Africa, healthcare communication is uniquely
impacted by the intersectionality of language, ethnicity, and
race. A disparity in multilingual skills along racial lines is
evident, with one participant highlighting that white profes-
sionals, who form a larger proportion of qualified practitio-
ners, often lack fluency in local languages:

“As we know, we still have far more / uhm / white
people who are qualified and don’t speak many of
the local languages [P0O2, Founder and Chief Execu-
tive at mental health peer network, South Africa]”

To mitigate language barriers, many South African HCPs
propose using English as a lingua franca. However, this
approach is contested by those who believe that patients
struggle to express their health concerns fully in English.
As one participant from South Africa stated:

“My own language / I would be in a position to nar-
rate and describe how everything started using Eng-
lish, it is very difficult for me to explain [P10, Co-
ordinator, Migrant Support Centre and Refugee,
South Africal”

This problem extends to the diagnostic process, where a
participant emphasized the difficulty of accurate diagno-
sis with patients speaking broken English:

“Although many patients can speak English, yet it
is very much, you know, broken English (...) which
interferes with gaining rich or very accurate infor-
mation so that it becomes challenging to make a
diagnosis [P08, Director at University Health Com-
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munication Centre; Associate Professor Speech Ther-
apy, South Africal]”

The Chinese context highlights substantial language
barriers for both healthcare professionals and patients.
A participant from China highlighted the difficulty of
accessing mental health care due to language barriers:

“So then if they want to access mental health care
in Macao (China), they can’t really rely on the pub-
lic medical services. It's not available, and also the
nurses, doctors, and they have the right not to speak
English [P02, Legislative Council Member, Macao
(China)]”

These barriers extend to non-native English speakers,
who struggle to articulate complex health issues:

Moreover, the level of English proficiency varies
among patients, with a participant from Macao
(China) stating, “..even if they speak well in English,
usually maybe the middle school or primary school
already they learn in the English sessions [P01, Local
Community Leader, Macao (China)]”

The impact of language barriers on diagnosis and
treatment
This subtheme explores the detrimental effects of lan-
guage barriers in healthcare, including misdiagnoses,
treatment errors, and compromised quality of care. These
barriers significantly challenge the healthcare provid-
ers’ ability to provide accurate diagnoses and effective
treatments, particularly in Germany, Romania, and the
Netherlands.

In Germany, the importance of effective language
mediation in diagnosing health issues was underlined. As
one professional stated:

“Well, the moment I do not have a language media-
tion, I am limited in my possibilities. Yes, so I-, also
the risk, I understand something wrong and there-
fore make a wrong diagnosis for example [P06, Psy-
chotherapist, Outpatient Mental Health Centre for
Migrants, Germany].”

This quotation highlights the potential adverse outcomes
of language barriers, where miscommunication could
lead to incorrect diagnoses and improper care.

The same situation is emphasized by a Romanian par-
ticipant, who highlighted the multifaceted impact of lan-
guage barriers on the healthcare experience, particularly
in psychiatric settings. A psychiatry unit head stated:
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“Linguistic barriers decrease patient and wmedi-
cal staff satisfaction and communication between
medical providers and patients. Patients who face
language barriers are more likely to consume more
or fewer healthcare services and experience more
adverse events. Patients experience poorer patient
examination, misdiagnosis, delayed treatment,
incomplete understanding of the patient’s condition,
and low trust in services received [P03, Psychiatrist,
Romanial”

These insights illustrate that language proficiency extends
beyond speaking the same language—it also requires an
understanding of regional language nuances.

In the Netherlands, language barriers are also seen as
obstacles to the quality of treatment for migrant patients.
HCPs expressed difficulties in establishing connections
with patients and understanding their problems due to
these barriers. As one participant shared:

“In terms of language, I think it is also difficult.
Because you, of course, already have a problem with
making a connection with a client anyway. That is
often difficult to make someone feel heard and really
understand someone [P0O8, Psychiatric Counselor,
the Netherlands]”

This comment highlights the emotional strain language
barriers can impose on HCPs who may feel unable to
deliver optimal care due to these constraints.
Furthermore, patients themselves also grapple with
expressing their concerns adequately, contributing to feel-
ings of being unheard and misunderstood. Consequently,
language barriers are associated with higher rates of treat-
ment dropout or absences, as elaborated by one participant:

“If you take a look at the group of people who actu-
ally have insufficient command of the Dutch or Eng-
lish language, but, because there is no other option,
enter into treatment, you will see that the problem
is you sometimes cannot properly complete treat-
ment or go into deeper layers, because someone gets
stuck in terms of the language. So, they cannot share
their emotions well enough, cannot express suffi-
ciently what is going on and then you often see a high
dropout rate or high no-show [P05, Coordinator at
Psychiatric Knowledge Centre for Migrant Care, the
Netherlands]”

Theme 2: Cultural barriers

Based on our analysis of interviews, we found that there
are common challenges faced by healthcare profession-
als in providing mental health services to migrants. These
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challenges include language barriers, cultural differences,
and a lack of cultural competence among healthcare pro-
fessionals. These factors contribute to stigma, discrimi-
nation, and limited access to mental healthcare services
for migrants. Our findings highlight the need to address
these challenges by enhancing cultural competence
among healthcare professionals and by raising aware-
ness of mental health issues within migrant communities.
We also found that cultural norms significantly impact
healthcare expectations, which underscores the impor-
tance of providing culturally inclusive healthcare services
to migrant populations.

Stigmatization and misconceptions about mental health
The stigmatization and misconceptions about mental
health are prevalent issues in many countries, affecting
both the native population and migrant communities.
During an interview in Germany, a participant pointed
out that migrants frequently encounter obstacles in
accessing mental healthcare due to the existence of dif-
ferent mental health models, stigmatization, and limited
knowledge of their rights and the healthcare system. This
implies that effective interventions should be culturally
sensitive and strive to bridge these gaps in understanding
while also educating migrants about their rights within
the healthcare system:

A deficiency of knowledge about their rights and
the healthcare system of the host country, stigma-
tization, and differing explanatory models of men-
tal health disorders and expectations concerning
treatment could also be a barrier [POS, Founder of
Migration Integration Center, Social Worker, Ger-
many]”

It has been reported that both the general population
and migrant communities in Romania face stigma when
it comes to mental health. As the Former State Secretary
noted:

“Mental health care is often not regarded as a prior-
ity, and it is rarely spoken of” and ‘access to men-
tal healthcare is also deterred by a certain degree
of stigma associated with mental health affections
in both the host country but as well within migrant
communities and groups [P01, Former State Secre-
tary, Romania]”

Furthermore, in Romania, a former accredited social worker
highlighted the stress and trauma experienced by migrants
in navigating a new society and healthcare system. They
stated:
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“Within the migrant and refugee groups that I
worked with I could identify clear signs of trauma
and mental health problems. But people were too
worried about their material problems...that they
would not have any bandwidth left to think about
mental health problems [P06, Former Social Worker,
Romanial”

Cultural taboos and the stigma related to mental health
also emerged as significant barriers in China and the
Netherlands. A participant from China stated:

“Actually, there are many [mental problems], but
they don’t want to bring it up ... we should run to
a psychologist, but yes, that’s the stigma that I don’t
want people to see me in this way [P06, Migrant
Workers Union Representative, Macao (China)]”

Similar sentiments were echoed in the Netherlands,
where participants cited the cultural taboo surrounding
mental health as a significant deterrent to some migrants
seeking mental health care. This stigma was captured by
P03’s statement:

“When you start talking about mental healthcare,
they [migrants] will be a bit distant and cautious...
they will think ‘I am not crazy. Why should I go to
treatment? [P03, Chair of Migrant Patient Organi-
zation, The Netherlands]”

Societal and cultural misunderstandings of mental health
in Macao (China) result in systemic barriers. The societal
dismissiveness of mental health needs, especially among
the local population and employers, makes it difficult for
migrant workers to seek help and be taken seriously:

“The local population does not understand mental
health enough. So then, they tend to ignore people’s
need for this, and itd be quite easy for them to, per
se that, if the migrants say: “We need to, I need to,
“they might just say that “Oh, you're just homesick”
or “you're just pretending you're sick” and any kind
of situation like that. So, you can see that, on the one
hand, we do not have enough service providers, then
the language barrier, and then the social culture,
you know, all people who kind of not know about
mental health would also be a barrier for them [P02,
Legislative Council Member, Macao (China)]”

Discrimination and institutional racism
In South Africa, interviewee P10 brought forward the
issue of discrimination against foreign nationals, stating
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that being a foreigner can make it more challenging to
receive treatment. P10 expressed:

“Discrimination... that you're foreign national/actu-
ally counts against you, to receive treatment... [P10,
Manager, Migrant Support Centre, personal migrant
background, South Africa]”

In South Africa, there are documented xenophobic
attacks on foreigners, and discrimination against foreign
nationals affects their access to healthcare services:

“You know, the minute they start interrogating peo-
ple: Where do you come from? Uhm. Then, it is just
xenophobic through and through. ... So we know
that xenophobia is really rife for all migrants who
are accessing any kind of healthcare, social care ...
xenophobia is pervasive, and unfortunately, that is
really ingrained in the healthcare system and also
coming from healthcare practitioners themselves. //
that xenophobia layer hangs around all the time,
whether it is, uhm, in communities or in health-
care institutions [P0O8, Director at University Health
Communication Centre; Associate Professor Speech
Therapy, South Africal”

Discrimination and institutional racism also appeared in
the Netherlands, where interviewees pointed out the dif-
ficulties non-native speakers face in accessing healthcare
due to language barriers. P07, for instance, noted this sit-
uation as follows:

“«

. a clear example of institutional racism [PO7,
Local Community Leader, The Netherlands]”

Cultural misunderstandings and inadequate services

In South Africa, cultural misunderstandings between
the Western bio-medical model and traditional health
systems were significant. Interviewee P03 highlighted
the lack of a common understanding of what constitutes
mental health and mental illness:

“So, the cultural understanding of mental illness
and what counts as that (differs among different
communities of users) [P03, Public Mental Health
Researcher; Associate Professor, Deputy Director
Public Mental Health Centre, South Africa]”

Another participant revealed the limited consideration
given to refugees’ cultural beliefs and traditional prac-
tices in public health services, stating:
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“Public health services are rarely tailored to con-
sider // cultural beliefs and traditional practices
of refugees or asylum seekers. At home, HCPs may
encourage patients with mental health issues to see
a traditional healer. [P10, Manager, Migrant Sup-
port Centre, personal migrant background, South
Africal”

Healthcare providers’ unpreparedness to cater to
migrants’ unique needs is another recurring theme in
the study. In Germany, one interviewee lamented that
healthcare providers seemed ill-equipped for the distinct
treatment requirements of these populations:

“The doctors in private practice are not prepared
for the structures that the refugees bring with them
[P02/P03, Physician, Medical Association Board
Member, Physician, Medical Association Board
Member, Germany].”

For an effective treatment process, HCPs should be cul-
turally sensitive and open to understanding different cul-
tures, mental health customs, and languages. P05 from
the Netherlands acknowledged that culturally sensitive
providers deliver better results:

“What you see is that when providers are cultur-
ally sensitive, you see that the results are already
much better. Even if the language is not optimal
and patients do speak sufficiently Dutch or English,
treatment can sometimes be completed [P0OS5, Coor-
dinator at Psychiatric Knowledge Center for Migrant
Care, The Netherlands]”

In China, non-verbal communication is often used to
express emotion and convey meaning. This can be a bar-
rier to effective communication with healthcare provid-
ers who may not be familiar with these cultural norms.
In the Asian context, migrants may not express things
directly, and their concerns manifest through non-verbal
communication:

“.. That’s the one that comes to mind most often,
and /um/, others would be that um, the non-verbal
communication from the different cultures maybe,
maybe different and so if someone in particularly
in Macao working from an Asian culture, they gen-
erally are not taught or not as adept at picking up
non-verbal cues um from the patients such as, the
um anxious movement that the patient may have,
the lack of eye contact the patient may give (...) [PO5,
NGO Executive Member, Macao (China)]”
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Theme 3: systemic barriers

Whilst the language and cultural barriers are built-in and
dealt with at an interpersonal level, the research also taps
into the systemic barriers that stem from how healthcare
systems are designed in each national context we are
analyzing.

Bureaucratic challenges and cost implications

In Germany, the healthcare system presents its own
complex and time-consuming bureaucratic procedures.
As one interviewee notes, the healthcare system’s com-
plex and time-consuming procedures can impact any-
one seeking care from the general population, including
migrant communities:

“Even if you or I am now in therapy or have psycho-
logical problems. You have to be very active about it.
You have to go yourself and say to the family doctor:
I have problems here. The general practitioner has to
recognize it and be prepared to refer you. You have
to sort things out with the health insurance com-
pany. You have to see if you can find a therapist who
suits you [PO1, Federal Migration and Refugee Offi-
cial, Germany]”

Romania faces similar issues, but with added financial
burdens. Migrants must navigate a complex and costly
process to gain health insurance and access to healthcare
services. The complexity of this process, combined with
the language barrier and limited resources, makes it par-
ticularly challenging for many migrants:

“When it comes to registering for health insurance
and access to healthcare, entering the healthcare sys-
tem is complex, costly, and bureaucratic” and “this
process can be not only complicated but also costly
for many migrants who recently entered Romania,
do not speak the language, and have scarce finan-
cial resources [P06, Former accredited social worker,
Romania]”

As summarized by one Romanian interviewee, the spe-
cific problems are:

“The ability of migrants to be covered with insur-
ance, to have access to health services, to have suffi-
cient knowledge about how the health system works,
where to address when they have health problems,
language barriers, trust in the health system and the
ability to know to whom to address and from whom
to take a prescription [P0O1, State Secretary, Roma-
nial”
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The issue of cost is further exemplified in the Romanian
context, where the fee for enrolling in the healthcare
system may be equivalent to the handout allowance pro-
vided for monthly expenses. This, along with additional
monthly fees after the first six months, is a significant
barrier to healthcare access for refugees and migrants:

“The cost for enrolling in the system now is around
1300 Romanian Lei (around 275 euros at the time
of the interview). Once we enrol them and we pay
this amount they are enrolled for 6 months, and
they have full coverage. This often equals the hand-
out allowance that they are offered for groceries and
monthly expenses [P06, accredited social worker
working in integration services, Romania]”

Employer-related obstacles

In Macao, China, fear of employment termination acts as
a barrier to migrants seeking healthcare services. Further,
the lack of enforcement of the requirement for employers
to pay for a minimum insurance policy for migrant work-
ers leads to limited access to healthcare services:

“The problem is that the patient [migrant worker] is
not allowed by the employer to return for multiple
visits even if we [NGO clinic] don’t charge for that
(...) the big problem is that the employer doesn’t
really follow the law and pay the insurance policy
for the patients [PO5, NGO Executive Member,
Macao (China)]”

Language barriers, specifically in Macao, China, also
exacerbate systemic challenges to mental healthcare
access. Documents provided in Portuguese, a language
many migrants are not familiar with, create additional
obstacles for them:

“«

. and the paperwork right here is in Portuguese,
and it is difficult, because I have zero ability in Por-
tuguese, for example, like ... it still can be, but the
writings here are in Chinese - Portuguese, and that
is the obstacle [PO8, Migrant Workers Union Repre-
sentative, Chinal”

“Sometimes if we go to the doctor, the receipt is given,
and maybe there is a pharmacist, but we consume
the medicine based on its dose in number [POS,
Migrant Workers Union Representative, Macao
(China)]”

The lack of resources for mental healthcare services
In Germany, there is a critical strain on multilin-
gual healthcare professionals who are often migrants
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themselves. Due to the influx of requests, these practi-
tioners, including doctors in private practice and those
in specialized facilities like treatment centres for torture
victims, are often overwhelmed:

“But these are often practitioners who themselves
have a migration background and who develop a
great passion for this topic. But they are also often
overwhelmed because they have to deal with so
many requests... It’s a huge burden for the treatment
providers to have to turn people away...And I think
that is what also wears the practitioners down a bit
[PO1, Federal Migration and Refugee Official, Ger-
many]”

In South Africa, access to mental health services is a
major concern as limited services are available, making it
difficult for those in need to receive the required support:

“But then, uhm, there’s the same barriers as people
in South Africa have in accessing services because
there aren’t enough services / for the local popula-
tion / anyway [PO1, Government Health Researcher,
Former Mental Health Department Director, South
Africal”

This was also echoed by P08:

“It’s not just access for migrants ... one could say that
it is pretty much in shambles ... unfortunately ....
(for all) accessing public healthcare, mental health-
care systems... [P08, Director at University Health
Communication Centre; Associate Professor Speech
Therapy, South Africal”

In China, there are systemic barriers to reaching
migrants, as this is done through passive means such as
posters and fliers. The approach towards change is defen-
sive and resistant, with no acknowledgment of clinical
psychology and mental health treatments.

“So, I think that in Macao, everyone says the barri-
ers which we don’t have enough mental health ser-
vices which are we do not have enough, so then this
is kind of barrier for everyone, but for the migrant
workers, there would be an extra barrier so aside
from they have to access the mental health service
and the language is a bit issue. On the one hand, all
kinds of local information are not always- it’s not
easy to find, you know, social services information in
English. So, most of the things here, this is a Chinese
city, and even though we believe this is also an inter-
national city, the official languages are Chinese and
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Portuguese [P06, Migrant Workers Union Represen-
tative, Chinal”

The healthcare system in all five countries aims to reach
universal coverage. However, it fails to grasp the extent to
which migrants need better access to mental healthcare
services and plan resources and strategies to meet this
need. In countries like China, the Macao Special Adminis-
trative Region, Romania, and South Africa, the urgency of
addressing migrants’ mental healthcare needs is even less
acknowledged.

Discussion

The objective of this study was to elucidate the barriers to
healthcare access encountered by migrants in Germany,
Macao (China), Romania, South Africa, and the Nether-
lands, with a particular focus on mental health services. The
data presented reinforces the complexities tied to healthcare
access among migrants, substantiating earlier work that
emphasizes the multifaceted barriers to healthcare access
[29, 70, 71]. This study adds to the existing literature by
comparing and contrasting healthcare barriers across coun-
tries with varying healthcare infrastructures and examin-
ing these issues through the specific lens of mental health
services.

In our examination of the interplay between migrants
and healthcare systems across diverse contexts, we
uncover the nuanced bidirectional dynamics that under-
pin access to mental health care, as conceptualized
within Bronfenbrenner’s ecological framework. Our find-
ings highlight the microsystem interactions, particularly
the pivotal role of language services, where the absence
or inadequacy of professional interpretation directly
impedes migrants’ healthcare experiences. Simultane-
ously, migrants’ encounters and coping mechanisms in
response to these barriers illuminate the critical need
for systemic change, potentially influencing policy revi-
sions and resource allocation towards more accessible
interpreter services. This interconnection extends to the
mesosystem, where the reliance on non-professional
interpreters not only compromises care quality but also
catalyzes dialogue within healthcare institutions about
enhancing language support, evidencing the recipro-
cal influence between individual experiences and orga-
nizational practices. At the broader macrosystem level,
cultural perceptions and policies significantly shape the
mental healthcare landscape for migrants, with stigma
and policy deficiencies serving as formidable obstacles.
Yet, migrants’ active participation in mental health dis-
course and advocacy heralds a gradual cultural shift
towards inclusivity and recognition of their health-
care rights. Our research delineates the complexity of
these ecological interactions, advocating for a multi-
faceted approach to healthcare policy and practice that

Page 14 of 20

acknowledges and leverages the dynamic exchanges
between migrants and their environmental contexts. By
foregrounding these bidirectional influences, we aim
to contribute to the development of more responsive,
equitable, and culturally competent mental healthcare
systems that not only address the immediate needs of
migrants but also adapt to the ongoing changes within
global migration patterns and societal norms.

Overcoming language and communication barriers
A salient finding was the role of language barriers in
affecting the quality of healthcare service delivery. Previ-
ous research has established that language barriers nega-
tively impact patient satisfaction, healthcare delivery, and
the cost and quality of healthcare services [26, 71-73].
The finding that language barriers are a key challenge
for migrants accessing healthcare services is consistent
with earlier work [26, 29, 71, 72]. This study corroborates
these findings and extends our understanding by explor-
ing the effects in the context of mental health services for
migrants in five different countries, thus adding a trans-
national lens to the issue. Lack of funding for professional
interpreters emerged as a common issue, exacerbated
by healthcare professionals’ limited multilingual skills.
Language barriers were overcome using professional and
non-professional interpreters, digital tools, language-
reduced resources, and multilingual staff. As revealed by
this study, Romania, China, and South Africa face par-
ticularly significant inadequacy and a lack of professional
interpretation services within their healthcare systems.
The research indicates that professional interpreters are
underutilized or unavailable despite the recognized neces-
sity. Professional interpreters are available in Germany and
the Netherlands, but financial constraints prevent their
widespread use. This issue is further exacerbated by the lack
of legal regulations governing interpreters in healthcare in
Germany [74]. The Netherlands also faces financial chal-
lenges in funding interpreters. In South Africa, insufficient
funding for interpreting services makes it difficult to provide
care to linguistically diverse migrant populations, leading to
concerns about unequal access to healthcare. Health institu-
tions in Romania and Macao also struggle to provide inter-
preting services, posing significant challenges in ensuring
effective communication and access to mental healthcare
for migrants. Hence, addressing language barriers is criti-
cal for migrant patients to improve healthcare access and
delivery, particularly to mental health services. A system-
atic review from 2018 [39] identified the key strategies to
address communication barriers in healthcare settings for
migrants —cultural mediation, interpretation, health infor-
mation translation, multilingual healthcare providers, and
healthcare provider training—that have shown a positive
impact in improving health knowledge and access. How-
ever, gaps in training and role clarity for cultural mediators
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and interpreters indicate the need for standardization [39,
75, 76]. Klemm et al. (2015) distinguished between two
important aspects of effective communication in healthcare
involving migrants: linguistic interpretation and cultural
mediation. Linguistic interpretation is the process of accu-
rately conveying the meaning of language during interper-
sonal interactions. It is a professional activity and involves
adhering to recognized standards and codes of conduct [77].
On the other hand, cultural mediation aims to bridge the
gap between the ways of thinking and non-verbal commu-
nication of health workers and migrants. It helps both par-
ties gain a deeper understanding of each other’s cultures and
meanings, thereby fostering mutual understanding. Cultural
mediators inform health professionals about the cultural
practices of migrants and help migrants navigate the health
system while also informing them about their entitlements
[78].

The findings of the current study highlight the significant
reliance on non-professional interpreters or multilingual
staff in the healthcare systems of the studied countries due
to the lack of professional interpreters. Despite the recog-
nized need for interpretation and cultural mediation ser-
vices, professional interpreters have often not been utilized
adequately, largely due to migrant patients’ preferences,
financial constraints, and systemic issues [29, 49, 50, 76, 79,
80]. The use of untrained individuals as interpreters poses
significant risks to the quality of healthcare, introducing
concerns about accuracy, professionalism, and confidential-
ity, an issue also raised by earlier studies [81-83]. The Global
Competency Standards for Health Workers in Refugee and
Migrant Health, developed by WHO’s Health and Migra-
tion Program in 2021, offer a framework for handling the
language and communication barriers that exist between
health workers and migrants. The document emphasizes
the need for safe and effective language and communica-
tion aids, including interpreters and cultural mediators,
to meet the unique requirements of these populations.
These aids are crucial for bridging language and cultural
gaps, improving patient comprehension, and enhancing
the quality and safety of healthcare. The document also
discusses the difficulties and ethical concerns associated
with non-professional interpretation and points out that
machine-automated translation technologies can be used as
supplementary aids, even though they have certain limita-
tions [41]. Efforts to tackle language barriers in healthcare
should be evidence-based and involve diverse stakehold-
ers, including patients and their families. These initiatives
should be tailored to local contexts and consider ethical
factors. Adopting a community-based research approach
can facilitate co-created solutions that meet various needs,
reduce stigma, and empower all participants in linguistically
diverse healthcare interactions [84].

Additionally, the use of electronic translation tools
has been proposed as a potential solution to overcome
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language barriers in healthcare settings. These tools may
provide various benefits, including shorter consultation
times, decreased reliance on interpreter services, lower
patient anxiety, and favorable outcomes in terms of both
acceptance and effectiveness [85]. Nevertheless, they
also have notable disadvantages, such as inaccuracies
in translation, possible misinterpretations arising from
context-specific linguistic subtleties, and constraints in
establishing the therapeutic relationship [86]. Ethical
concerns about the inclusion of electronic translations
in clinical interactions include issues of confidentiality,
the accuracy of translated information, and the potential
for compromised interactions [41]. Electronic transla-
tion tools can be helpful, but machine-automated trans-
lation is not very effective when dealing with complex
and nuanced information, especially in health and legal
contexts [41]. A lack of binding standards for assessing
quality criteria and indicators when testing technologi-
cal tools to overcome language barriers in healthcare has
been reported [86].

Language barriers emerged as a predominant challenge
in our study of healthcare access for migrants in China,
Romania, South Africa, Germany, and the Netherlands,
significantly impacting mental healthcare. Historical
migration flows and linguistic landscapes in these coun-
tries have shaped their current healthcare challenges.
In China, regions like Macao exhibit extreme multilin-
gualism, with numerous Chinese dialects and foreign
languages such as Portuguese, English, and Filipino,
requiring comprehensive language support services [87,
88]. In South Africa, nationals from over 100 countries
now reside there, with migrants from Nigeria, Ghana,
Senegal, Mali, the Democratic Republic of Congo, and
Zimbabwe, necessitating healthcare systems that can
accommodate diverse linguistic needs [89]. Despite
the country’s 11 official languages, English remains the
dominant language in business, public life, and increas-
ingly in domestic settings [90]. However, many migrants
and citizens may not be proficient in English or any of
the other official languages, posing significant barriers to
healthcare access. Germany and the Netherlands face sig-
nificant challenges due to large migrant populations from
Syria and Turkey. Germany also sees substantial migra-
tion from Romania and Poland, with recent increases in
asylum seekers from Afghanistan and Turkey [91]. The
Netherlands similarly deals with an influx from Syria,
Poland, and Romania, requiring targeted language ser-
vices within their healthcare systems [91]. In Romania,
the primary issue is the linguistic integration of a largely
Romanian-speaking population with minority languages
such as Hungarian and German [92]. The recent influx
of Ukrainian refugees has amplified linguistic challenges,
emphasizing the need for inclusive language policies to
ensure effective communication and care [91]. While
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language barriers are often more immediate and major
obstacles, emphasizing the importance of language sup-
port to ensure equal access to healthcare for migrants,
other challenges, such as cultural aspects or power
imbalances, should also be considered.

Mental health issues, cultural barriers, and healthcare
provider competence

The current research highlights issues with stigma, dis-
crimination, and a lack of cultural competencies among
healthcare professionals, and the fact that mental health
care for migrants is a complex issue due to cultural bar-
riers. These factors have been found to limit access to
mental health services, creating significant barriers for
migrants seeking healthcare.

Addressing mental health in migrants is burdened by
both cultural and systemic factors [14]. The prevalence of
mental health conditions is higher in these groups com-
pared to the general population, yet diagnoses by health-
care providers are often missed [93]. People who migrate
often face challenges associated with leaving areas of war,
mistreatment, and financial difficulties. When they reach
their destination, they might confront difficulties due to
differences in language, lack of social support, and the
necessity to adjust to new cultural and religious customs.
These circumstances can negatively impact their emo-
tional well-being [14]. Mental health stigma is a common
issue across cultures, with some viewing mental health/
illness as something to be ashamed of, taboo, or linked
to evil spirits. This kind of stigma can act as a barrier
for migrants to access mental healthcare. Moreover, the
stigma can emerge from society, family, healthcare pro-
fessionals, or within the individual themselves [94, 95].
Migrants encounter systemic obstacles when accessing
mental health services due to lack of knowledge, commu-
nication difficulties, and fear of deportation. Disparities
in care for minorities, migrants, and refugees highlight
the importance of improving accessibility and adapting
systems, services, and interventions [14, 96].

To support migrant and refugee patients, healthcare
providers need training in cultural diversity and cultural
competence. This includes addressing racial discrimina-
tion and providing resources like mental health profes-
sional skill-building [96]. Healthcare providers should
receive guidance and training to develop the necessary
skills, which includes training in cultural competence,
working with interpreters, and understanding cross-
cultural mental health. Additional support is offered
through cultural consultancy services that help clini-
cians navigate intercultural challenges and improve their
knowledge of cultural anthropology [39].

One important consideration in the provision of mental
health care to migrant populations is the potential limitation
of conventional mental health interventions, which often
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emphasize verbal therapies [97]. While these approaches
can be effective for many, they may not adequately address
the needs of individuals who face language barriers. The
applicability of these psychotherapy models in diverse
cultural contexts is a subject of discussion, underscoring
the necessity for further research and the development of
localized psychotherapy models [98]. Migrants, in particu-
lar, may require more innovative and culturally sensitive
approaches to mental health care [99-103].

Systemic barriers and policy considerations

The results obtained from the study indicate that there
are various systemic barriers to mental health care for
migrants, which are complex and intertwined. Barriers
such as bureaucracy, finances, navigating the healthcare
system, and lack of providers prevent migrant patients
from accessing mental healthcare. The above-mentioned
barriers highlight the urgent need for systemic and policy
changes in these countries to ensure that mental health-
care access is inclusive, accommodating, and effective for
all populations, including migrants. The changes must
address bureaucratic hurdles, financial constraints, and a
lack of resources for mental healthcare services to elimi-
nate the complex interplay of economic, language, and
cultural barriers that migrants face in healthcare settings.
A scoping review from 2018 outlined several strategies
to improve healthcare communication with refugees
and migrants. However, the review also highlighted the
need for more research to establish their effectiveness,
indicating a lack of evidence-based knowledge regarding
resources needed to establish and maintain the imple-
mentation of identified strategies [39].

Healthcare systems might be hard to navigate and
seem overly bureaucratic, even for nationals who speak
the official dominant languages of the system. In relation
to migrants in vulnerable situations who are less profi-
cient in the official language(s) of the system, the health-
care system is often outwardly repelling due to legal
and bureaucratic barriers [10, 104]. Migrants frequently
encounter various systemic barriers that limit their
access to essential health services. These barriers may
include institutional discrimination, inadequate health
literacy, and limited access to mainstream services. To
ensure equitable access to healthcare services for this
population, it is necessary to implement a multi-fac-
eted approach that involves policy changes, community
engagement, and capacity building among healthcare
professionals. While healthcare professionals play a criti-
cal role, it is also important to consider policy and legal
frameworks that govern access to health services for
migrants and refugees. National and international laws
should be aligned with healthcare goals to ensure these
services are effectively delivered [105].
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One of the key strategies is to engage vulnerable migrants
in their healthcare through community involvement. This
approach was used by the MyHealth European project
aimed to improve healthcare access and quality for migrants
in Europe. The project proposed that local authorities
should invest in health professionals’ cultural competencies
and that migrants should adapt their help-seeking behavior
[106]. To address healthcare inequalities, it is necessary to
implement systemic changes through legislation. Healthcare
institutions should also introduce intercultural mediators,
provide cultural competence training for healthcare work-
ers, and use a self-evaluation tool to measure the level of
equity. Slovenia’s “Together for Health - Skupaj za zdravje”
project, led by the National Institute of Public Health, uti-
lized this approach effectively [107].

To improve healthcare access for migrants, healthcare
policies and legal frameworks need to address systemic
barriers that significantly affect their health. In many
cases, these policies can lead to limited healthcare access
and have been shown to affect mental health and con-
tribute to health inequalities negatively. This suggests
the need for more inclusive and migrant-friendly policies
to improve health outcomes [108]. Migrants often face
limited healthcare access due to their citizenship status.
Many countries link healthcare access to citizenship,
leaving migrants vulnerable when their claims are denied.
Policies should prioritize the right to healthcare, regard-
less of citizenship status [109]. Migrants need to be made
aware of their legal entitlements to improve their access
to healthcare. Policies should include provisions for rais-
ing awareness among them [11].

Limitations of the study

It is important to note that Bronfenbrenner’s framework
has some limitations. The framework may overlook cer-
tain phenomena that do not fit the structured layers.
There are inherent risks of selection bias and limited
generalizability due to purposive sampling techniques,
especially when recruiting participants through profes-
sional networks. Additionally, semi-structured interviews
may introduce interviewer and respondent biases, which
can be exacerbated by using different interview mediums.
Transcription and translation may also lead to the loss
of linguistic and cultural nuances even when proficient
bilingual researchers are involved. Thematic analysis is
subjective, and emergent themes that are not identified
in the pre-constructed matrix may be excluded. There are
also temporal constraints, as the study was conducted in
2021, which may affect the long-term applicability of the
findings. Finally, ethical challenges may arise when dis-
cussing sensitive mental health topics, despite efforts to
ensure participant confidentiality. The generalizability of
our findings, rooted in qualitative methodology, does not
extend to the healthcare systems of the countries studied

Page 17 of 20

in their entirety. This approach, pivotal for hypothesis
generation, offers a nuanced understanding of targeted
phenomena within healthcare contexts. It is important
for readers to bear these constraints in mind when inter-
preting the findings and to recognize the potential for
broader explorations in future research.

Implications and future directions

Our investigation delineates the complex healthcare bar-
riers migrants encounter, reinforcing the WHO’s advo-
cacy for robust, systematic data collection to inform
nuanced, evidence-based healthcare policies [108]. The
study’s cross-cultural comparison suggests that overcom-
ing these challenges necessitates a collaborative, intersec-
toral strategy, fostering healthcare systems that are both
inclusive and responsive to the cultural and linguistic
diversity of migrant populations. For example, while lan-
guage barriers are a universal issue, the extent to which
countries provide and fund professional interpretation
services varies significantly. Germany and the Nether-
lands, with more established systems for interpretation,
contrast sharply with South Africa and Romania, where
financial and systemic constraints impede such services.
This disparity underscores the potential for policy learn-
ing and adaptation across countries, where best prac-
tices in one context could inform policy developments
in another. This approach emphasizes the potential of
international collaboration and policy innovation, advo-
cating for the adaptation of successful strategies across
borders to enhance global migrant healthcare access. The
diversity observed in healthcare experiences and systems
across the studied countries highlights an opportunity
for mutual learning and strategy adaptation, emphasiz-
ing the importance of creating flexible, culturally sensi-
tive healthcare solutions to meet the diverse needs of
migrants effectively.

The existing situation, as portrayed by this study, neces-
sitates immediate and future interventions. Policymakers
should consider providing sustainable funding options for
professional interpreting services and for capacity build-
ing for healthcare providers. Considering these findings, it
is imperative that policymakers, healthcare organizations,
and mental health professionals in these countries take
immediate and concerted action to address these barriers.
This includes investing in professional interpretation ser-
vices, enhancing cultural competencies among healthcare
providers, combating discrimination and institutional rac-
ism, simplifying bureaucratic processes, and increasing
resources for mental healthcare services. Only through col-
laborative efforts can these countries ensure that all indi-
viduals, regardless of their migration status or background,
have equitable access to quality mental health care. Failure
to address these issues not only perpetuates the suffering of
migrants but also poses public health risks by leaving mental
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health conditions untreated and unmanaged. Simply relying
on emergent solidarities that compensate the failures of the
system at the fringes of the healthcare system does not rep-
resent a viable policy for the future.

Conclusion

The present study highlights the various obstacles that
migrants face when trying to access healthcare, par-
ticularly in mental health services. Our findings suggest
that a combination of measures is needed to overcome
these obstacles, including improvements in language
services, capacity building among healthcare providers,
and policy reforms. As global migration continues, it is
essential that these strategies are urgently implemented
as a fundamental part of healthcare service provision
and are brought into the political agenda. Our research
emphasizes the need for collaborative efforts among poli-
cymakers, healthcare organizations, and professionals to
address these challenges. Neglecting to act in a timely
manner could lead to significant public health risks and
perpetuate the suffering of this vulnerable population.
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