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Abstract

Background The experience of migration is often associated with stressors affecting mental health. Furthermore,
migrants face barriers to accessing mental healthcare. This study aims to explore the determinants influencing mental
healthcare access for migrants in Munich, Germany, and to serve as a starting point for developing recommendations
for action.

Methods The qualitative study examined the perspectives of migrants and health professionals. Former were
derived from a secondary analysis of interview data collected in the SonarGlobal project in 2021. Semi-structured
interviews with health professionals were conducted in 2023. Data from both groups were analysed iteratively
using a shared coding structure for content analysis. Levesque et al's framework guided the analysis of healthcare
access and was adapted by schematizing the results. The adapted framework served as the basis for developing
action-oriented recommendations based on migrants’' suggestions, refined and completed by health professionals’
data. Recommendations for improving migrants’access to mental healthcare were organised thematically and then
assigned to the levels of integrated care according to Valentijn et al.: micro, meso and macro.

Results The study included 24 migrants of SonarGlobal and seven health professionals. The dimensions of mental
healthcare access encompassed: (1) perceiving mental health problems; (2) ability to seek mental healthcare,
including knowledge about the new healthcare system and social support; (3) acceptability of mental health services,
involving provider identity and gender; (4) availability and affordability of mental health services, including insurance
coverage, bureaucratic processes, and capacity and geographical distribution of services; (5) appropriateness of
mental health services with providers'and patients' understanding of mental healthcare, and providers’ competence
and capacity. Language exhibited a strong interplay across all dimensions. The analysis yielded 17 recommendations.
Macro-level recommendations address discrimination and inequality. Meso-level recommendations included
enhancing care capacity and coordination, training healthcare workers, and eliminating language barriers. Micro-level
recommendations included activities to promote mental health.
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equitable mental healthcare access for all.

Determinants, Integrated care

Conclusions The determinants of migrants'mental healthcare access are shaped by intersecting vulnerability
mechanisms and systemic barriers. Improving access requires actions on micro, meso and macro level of care. This
study’s recommendations offer a starting point for developing comprehensive, evidence-based strategies to ensure

Keywords Migrants, Mental health, Access to healthcare, Barriers, Recommendations for action, Qualitative study,

Background

Migration is a highly complex experience shaped by
diverse motives and consequences for each person [1]. Its
process involves structures and situations that can cre-
ate significant challenges for migrants’ health and well-
being [2]. Discrimination, poverty, structural adjustment
programs, war and conflicts that force people to leave
their homes, as well as exposure to violence and human
rights abuses on the migration route, contribute to many
migrants already facing mental health problems when
they arrive in the host countries [1-4]. Upon arrival,
migrants may experience situational vulnerability result-
ing from xenophobia, social exclusion, precarious living
and working conditions, legal uncertainty, and restricted
access to fundamental rights, including healthcare, all of
which stem from structural inequalities and systemic rac-
ism [2, 3, 5-8]. The intersectionality of these vulnerability
mechanisms, along with language difficulties and adapt-
ing to a new environment, can exacerbate stress and vul-
nerability to mental health problems [5, 9, 10].

A substantial part of migrants experience symptoms
such as anxiety, sadness, hopelessness, stress, sleep dis-
turbances or anger as a result of migration [3, 11]. Studies
indicate a higher prevalence of common mental disor-
ders, such as depression and post-traumatic stress disor-
der (PTSD) among migrant populations compared to the
general population of the host communities [3, 5, 11, 12].
Certain migrant groups are also more prone to psychotic
disorders than the resident population [3, 11, 12]. Despite
this heightened mental health burden, many migrants
face significant barriers in accessing healthcare services,
particularly mental healthcare. These barriers include a
lack of awareness of available services, communication
challenges, stigma, legal restrictions, and the absence of
migrant-sensitive healthcare options [13-16]. A critical
social resilience perspective, as advocated by Preston et
al., underscores that mental health problems and barriers
to healthcare access stem from institutional inequalities
rather than a lack of individual capacity [17]. Therefore,
improving the health of newcomers requires strengthen-
ing community and institutional support while address-
ing the structural barriers that hinder migrants’ access to
essential resources, including healthcare [17].

Mental healthcare for migrants in Germany and in the
federal state of Bavaria

As one of the leading destination countries in Europe,
Germany has accommodated a considerable number
of migrants, including a large proportion of refugees
and economic migrants [18, 19]. However, research on
mental disorders within this diverse population remains
limited [20, 21]. Existing studies on specific migrant pop-
ulations such as elderly migrants [22] or asylum seekers
and refugees [21, 23, 24] indicate an increased burden of
conditions like depression and PTSD.

The German healthcare system includes statutory
health insurance covering 90% of the population and
private health insurance covering the remaining 10%.
The mandatory insurance requirement applies for nearly
all migrants in Germany [25, 26]. However, there are
differences for specific migrant groups. For example,
the health insurance status of international students
in Germany varies depending on agreements between
their home country and the German healthcare system,
requirements of their academic program, and whether
they have statutory or private insurance. As a result, their
coverage may not fully include essential services such as
psychotherapy [27]. Asylum seekers on the other hand,
are not included in the regular insurance system, and
their healthcare access differs across Germany’s 16 Ger-
man federal states [24, 28].

In Bavaria, a state in the south-east of Germany, asylum
seekers must seek approval from the relevant authorities
before every doctor’s visit to obtain a treatment certifi-
cate. Their healthcare coverage is initially limited to acute
conditions, including psychiatric services, but access
to psychotherapy is largely restricted. Instead, psycho-
therapeutic care is often provided at specialized psycho-
social treatment centres [24]. Other migrant groups also
encounter barriers to accessing mental healthcare in Ger-
many, leading to their underrepresentation in inpatient
psychiatric and psychotherapeutic facilities [21, 29].

Guidelines [30] and position papers [31] were pub-
lished to improve mental healthcare for migrants,
emphasizing early detection of mental health problems in
migrants, migrant sensitivity in healthcare, the availabil-
ity of interpreters, and better information for migrants.
More recent research highlights the need for greater cul-
tural openness within the German healthcare system but
also points out that too few of these recommendations
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have been implemented [29, 32]. Studies focusing on asy-
lum seekers highlight the negative consequences of the
existing restrictive healthcare policies [28, 33].

Despite bearing a high burden of mental health prob-
lems compared to the general population [11, 22],
migrants in Germany experience a variety of barri-
ers impeding their access to mental health services [16,
28, 34]. Given that mental health and access to mental
healthcare are essential human rights [11, 35, 36], ensur-
ing equitable access for all migrants in Germany is both
a legal and ethical imperative. To achieve this, creating
action-oriented strategies is necessary, particularly since
previous guidelines have not incorporated migrants’
viewpoints.

The aim of this study was to explore the determinants
influencing migrants’ access to mental healthcare from
the perspectives of migrants and health professionals in
Munich, Bavaria, and to provide the foundation for the
development of comprehensive recommendations for
actions to improve migrants’ access to mental healthcare
in Munich and beyond.

Methods

Study design

This qualitative study included the perspectives of two
participant groups: migrants and health professionals
(Fig. 1). The migrant participants were involved in 2021
as part of the German component of the SonarGlobal
project, a five-country European Union initiative inves-
tigating the impact of the COVID-19 pandemic on vul-
nerability mechanisms using a Vulnerability Assessment
Tool [37]. For the present study, a secondary analysis of
the qualitative data was carried out. The use of qualitative
secondary analysis is well established in health research
in general and more specifically in studies involving
migrants [38-40]. Aligned with the open data move-
ment, it is increasingly encouraged to maximise the sci-
entific value of existing datasets, saving time, costs, and
resources [38, 40, 41]. Qualitative secondary analysis is
particularly suitable for research on sensitive topics and
involving groups that are difficult to reach, reducing the
burden on participants [38, 41, 42]. A requirement is that
the research questions are appropriate for the available
data [42, 43], though they can differ from those guid-
ing the primary data collection [40, 43]. In the present
study, the broad scope of the SonarGlobal interviews and
ZO’s contextual knowledge as the primary researcher
[44], supported the data’s suitability for addressing the
research questions in a secondary analysis. The analysis
was guided by an intersectional perspective, recogniz-
ing that interconnected inequalities shape social struc-
tures and experiences [45]. Accordingly, the migrant
participants were selected based on three groups with
different mechanisms of vulnerability: (1) refugees, (2)
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LGBTQ+ individuals, and (3) international students. To
complement the findings and explore potential recom-
mendations for action, additional interviews with health
professionals were conducted in 2023.

Access to mental healthcare was explored using content
analysis based on Levesque et al’s framework [46], which
conceptualized healthcare access through five patient-
related (ability to perceive, the ability to seek, the ability
to reach, the ability to pay and the ability to engage) and
five provider-related (approachability, acceptability, avail-
ability, affordability and appropriateness) dimensions.
The researchers summarized and schematized the results
from both participant groups by employing an adapted
version of the model by Levesque et al. in an iterative
process. Furthermore, the data from the interviews with
migrants and health professionals was used to develop
recommendations for action to improve mental health-
care access for migrants. These were initially organized
thematically and subsequently mapped onto the three
dimensions of integrated care according to Valentijn et
al.: the micro, meso and macro level [47].

Study setting

The study took place in the metropolitan area of Munich,
a city in Southern Germany with 1.604.935 [48] inhabit-
ants and the capital of the state of Bavaria. Owing to its
geographical proximity to the country’s south and east
border, Munich is home to a large share of refugees who
are accommodated in a variety of facilities, including
state and local refugee shelters as well as arrival centres
[49]. In addition, Munich has a robust economy;, a sizable
employment market and three internationally recognized
universities, making it an attractive destination for many
migrants including international students. With 18.5%
of the population being Germans with a migration back-
ground and 30.1% being foreign nationals without Ger-
man citizenship, Munich is a diverse and multicultural
city [50]. Munich thus plays a significant role in shaping
German asylum policies and delivers various forms of aid
to migrants, including one of Bavaria’s few psychosocial
treatment centres [51]. More than half of the social orga-
nizations and initiatives receiving financial support from
the city are related to migration [52].

Recruitment and study population

Migrant participants

Participants from the SonarGlobal Project were reviewed
for secondary analysis as part of the current study. We
followed the recommendation published by Chatfield
[41] to select a purposeful subsample that is best suited
to answering the research question while reducing time
and resource demands. As secondary analysis is par-
ticularly valuable for accessing perspectives of indi-
viduals who are otherwise hard to reach, they advise
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RECRUITMENT AND STUDY POPULATION

Migrants (n = 24)
* Secondary analysis of SonarGlobal
interviews
e Recruitment by fieldworkers
* Snowball sampling

Health professionals (n = 7)

. Recruitment by research team
o Internet search and snowball
sampling

DATA COLLECTION

Vulnerability Assessment

Individual interviews

e 1stround of coding: open codes
e 2nd round of coding (secondary

healthcare access

Determinants of migrants’
mental healthcare access

Recommendations for
action

DATA ANALYSIS

analysis): selective codes on mental

Consensus meetings and finalization of
determinants and recommendations for

¢ 3rd round of coding: revision of the
themes and new framework for
migrants’ mental healthcare access

action

Fig. 1 Overview of the methodology of the study

including participants who are usually underrepresented
in regard of socio-demographic characteristics [41]. Of
the 82 people aged 18 and above reached in the project,
24 people from three migrant groups who were living in
the Munich metropolitan area were included in the pres-
ent study. The three groups were selected based on their
potential increased risk of mental health problems due
to the intersection of vulnerability mechanisms identi-
fied in the primary study. First, refugees who have lived at
least two months in refugee shelters in Germany within
the last five years were included to represent the chal-
lenges encountered during various stages of migration

and precarious living conditions. Second, to highlight
the intersection of migration and gender-based dis-
crimination, people who identified themselves as both
LGBTQ +and migrants were invited to participate. The
third group consisted of international students based on
their report of at least one vulnerability factor, such as
precarious housing, severe financial insecurity, a lack of
social support, or a higher risk of discrimination because
of their appearance. Participants who did not demon-
strate these intersectional vulnerability mechanisms were
not included in the secondary analysis.
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The recruitment of the 24 participants in SonarGlobal
was supported by three fieldworkers, all of whom were
migrant students trained in qualitative methodologies.
One of them was a member of an organization support-
ing asylum seekers in refugee shelters and also part of a
Muslim community. Another resided in an international
dormitory housing and was enrolled in a master’s pro-
gram primarily composed of international students. The
third was actively engaged in multiple LGBTQ+ associa-
tions and was a dedicated advocate for LGBTQ+ rights.
The sampling process was guided by the principle of pur-
poseful sampling. Each of the three fieldworkers identi-
fied individuals from their networks whom they expected
to provide rich information while also experiencing mul-
tiple forms of vulnerability. The researchers (ZO and MC)
and the fieldworkers discussed the suitability of these
individuals for the study in dedicated meetings. The field-
workers then invited eligible participants for interviews.
Additionally, they employed snowball sampling to further
expand the participant pool. Special attention was given
to ensuring variation in terms of age, gender, and ethnic-
ity among the participants. Due to the available language
skills of the researchers and fieldworkers, the study group
was limited to people who could speak German, English,
Turkish, or Farsi.

Health professional participants

The study included mental health professionals alongside
migrants. An internet search was conducted to identify
and list psychotherapists, psychiatrists, and family physi-
cians in Munich who work in institutions that only serve
refugees, provide services in languages other than Ger-
man, and/or work in areas with a high migrant popula-
tion. Further, the search was broadened by including
contacts through snowball sampling. Suitable persons
were contacted via email and invited to participate in
individual interviews. No one declined to participate.
Seven interviews were conducted until data saturation
was reached, which was determined when no new con-
tents emerged and participants only elaborated on previ-
ously identified categories in the last two interviews.

Data collection

Migrant participants

The Vulnerability Assessment Tool, consisting of a ques-
tionnaire and a semi-structured interview guide, was
translated into German, Turkish and Persian and modi-
fied for use in Germany during the interviews with the
SonarGlobal participants [37, 44]. The quantitative
questionnaire covered various aspects, including demo-
graphic characteristics; household-related factors (such
as type of dwelling, homeownership status, and house-
hold composition); income and expenses (such as annual
income, financial support received, income sufficiency,
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healthcare insurance, the burden of healthcare expenses);
employment (such as employment status, number of
working days and hours, current occupation, and the like-
lihood of changes in these factors within six months); and
existing health problems. It was used to determine vul-
nerability in the primary study. In the present study, only
the qualitative component was reanalysed: The semi-
structured interview form included questions exploring
participants’ perceptions of health, both in general and in
relation to their own circumstances, as well as their views
on the determinants of health. It also addressed their
assessment of the impact, if any, of their chronic health
conditions on their daily lives, the sources of information
they rely on regarding health and healthcare services, the
support they receive from official institutions and social
networks, their experiences with the German healthcare
system, and their perceptions of equality within their
neighbourhood and in access to healthcare.

The interviews were conducted by the three fieldwork-
ers. They received training and ongoing support to use
the Vulnerability Assessment Tool. Eighteen interviews
were conducted face-to-face, while six were done online.
The interviews took place in private settings, with only
the interviewer and interviewee present. Due to the
COVID-19 pandemic, infection control measures such as
masks were used in face-to-face interviews. Of the inter-
views, ten were conducted in English, eight in Persian,
and six in German. The Persian interviews were subse-
quently translated into English by the interviewer, whose
first language was Persian. All interviews took place
between April and May 2021.

Health professional participants

After the secondary analysis of the migrant interviews,
individual semi-structured interviews with health profes-
sionals were done by SB and ZO in German. When con-
ducting the interviews an iterative approach was chosen
for several reason: (1) to avoid lengthy repetition cover-
ing the same topics in each interview, (2) to provide a
clear structure to ensure that the discussion centred on
recommendations rather than problem description, (3) to
help validate prior findings, and (4) to enable participants
to add new topics. Each interview began with the health
professionals introducing themselves, their professional
backgrounds and experiences with migrant patients.
Following this, they received a 10-minute presentation
of the results of the data analysis of migrant interviews,
using a draft of the access framework developed by the
researchers specifically for the mental health of migrants.
They were requested for additions and comments on the
determinants of access. In the second part of the health
professionals’ interviews, recommendations for action
were specifically questioned. This part of their inter-
views started with the presentation of the categorized
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recommendations that the authors derived from the
analysis of migrant interviews and, where applicable,
from the previous interview with health professionals.
Then the interviewee was asked to comment the named
recommendations and to add new ones. If necessary, the
determinants previously discussed were used as thematic
guidance. Each interview with a health professional was
analysed before the next interview. Furthermore, ques-
tions on specific issues or migrant groups were posed to
the health professionals based on their background and
expertise. The interviews lasted approximately 45 min
each and took place between February and May of 2023.
Three of them were conducted through video chat, two at
the health professional’s working location, and two at the
researcher’s office.

Data analysis

All coding was done in a three-part iterative process
applying the content analysis approach based on Mayring
and Fenzl [53] by using the software MAXQDA.

Migrant participants

The interviews with migrants were transcribed as verba-
tim transcripts by the respective interviewer. The open
codes were developed by ZO and MC for the entire
dataset of the German SonarGlobal project. The cod-
ing process incorporated the field workers’ notes from
the interviews. SB and ZO reviewed the dataset of the
migrants of the Sonar Global project, extracting open
codes and data related to mental healthcare through
mutual agreement. In the second round, SB refined the
list of codes, and established sub-codes. In consulta-
tion with ZO, the codes and sub-codes were further
categorized.

The researchers then discussed the categories related
to determinants of access to mental healthcare in consid-
ering Levesque et al’s access framework, grouped these
categories under themes and visualised their connec-
tions. This newly designed framework is an adaption of
Levesque et al’s model that focuses on migrants’ access
to mental healthcare. An iterative process was used to
assess completeness of this framework by discussing the
determinants in the interviews with health professionals.

Although no specific questions were asked about rec-
ommendations for action in the interviews with migrants,
the research team observed that participants nonetheless
expressed desires and suggestions for strengthening their
access to mental health services. SB and ZO reanalysed
the data with this perspective. SB reviewed the codes
within the existing coding structure and added new
codes when necessary. Together with ZO, relevant codes
to reflect participants’ recommendations were revised
and categorized.
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Health professional participants

The interviews with health professionals were transcribed
and coded immediately after they were conducted. SB
categorized the transcripts into the present code and cat-
egory system of the interviews with migrants so that the
determinants of migrant’s mental healthcare access and
the recommendations for action could be further refined.
In addition to the existing ones, new codes and categories
were added as needed and discussed together with ZO.
By progressively adapting the coding structure, insights
gained from earlier interviews were integrated into sub-
sequent interviews. Hence the categories were developed
in an iterative process and revised in repeated consensus
meetings.

The analysis of all statements proposed by the partici-
pants to enhance mental healthcare access resulted in
17 recommendations across five themes. To illustrate
the recommendations in an actionable way and to facili-
tate their implementation in the healthcare system the
research team then established three recommendation
domains adopting Valentjin et al’s approach, which clas-
sifies integrated care into macro, meso, and micro lev-
els [47]. They considered recommendations regarding
structural vulnerability and causes of inequality at the
macro level, recommendations on financing, delivery,
and coordination of health services at the meso level, and
measures to enhance access and boost resilience of indi-
viduals or groups at the micro level.

For validity, all results were discussed by the whole
research team and presented to an additional psychia-
trist, who has migrants as patients, and a professional
in public mental health. Collaboratively, the framework
of migrants’ mental healthcare access and the recom-
mendations for action were finalized. The list of recom-
mendations was distributed to the interviewed health
professionals, but no major changes were necessary
following their review. The migrants who participated
in the study were invited to a follow-up meeting to dis-
cuss the findings. However, they did not express interest
in attending, as their circumstances and priorities had
changed over time.

The participants’ perspectives were exemplified in each
category using direct quotes. SB translated the German
quotes into English, maintaining the original words and
syntax, even if it required translating grammatical mis-
takes. Afterwards, the original quotes and their trans-
lations were examined with ZO. Because all Persian
interviews had already been translated into English, there
was no need to translate these quotes.

Quality assurance measures

The criteria of credibility, transferability, dependability,
confirmability, and reflexivity guided the quality assur-
ance of this qualitative study [54, 55]. Credibility was
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strengthened by including both migrants and health
professionals as participants. Migrant participants were
selected from an intersectional perspective, represent-
ing three groups with different vulnerability mechanisms.
They were recruited and interviewed by fieldworkers
who were closely connected to the respective communi-
ties and trained in qualitative methods. The interviews
with health professionals from different disciplines were
conducted and coded by the authors experienced in
qualitative research. The diverse composition of partici-
pants further contributed to the transferability. Trans-
ferability was also supported by guiding the analysis and
reporting of access determinants and recommendations
through two conceptual frameworks. Dependability was
improved by a two-step eligibility check for migrant
participants by fieldworkers and researchers, as well as

Table 1 Characteristics of the study population — Selected
migrant participants from Sonar Global

Characteristics of migrant n (%)
participants (n=24)
Group* Student 11 (46)
Refugee 12 (50)
LGBTQ+ 4(17)
Age groupt 20-29 15 (63)
30-39 6 (25)
40-49 1(4)
>50 1(4)
Gender Female 10 (42)
Male 12 (50)
Gender nonconforming 28
Health insurance Statutory 22(92)
Other 2(8)
Self-identified national Afghanistan 8(30)
identity+ Syria 3(13)
Iran 2(8)
America 1(4)
Bulgaria 1(4)
Colombia 1(4)
Eritrea 14
India 1(4)
Kenya 1(4)
Pakistan 14
Romania 1(4)
Saudi Arabia 1(4)
Somalia 14
South Korea 1(4)
Turkey 14
Uganda 14
Years spent in Germany 1-4 years 10 (42)
5-7 years 12 (50)
Born in Germany 28

* Three participants were both students and refugees
1 One participant did not disclose age
F Two participants mentioned two nationalities
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through independent coding by SB and ZO, followed by
evaluation by MC and CJ. Confirmability was supported
through the iterative interviews with health profession-
als, which allowed earlier insights to be revisited and
refined, and through iterative analysis with validation
meetings across the research team. External validation
was provided by the additional experts, who reviewed the
study’s results again.

Reflexivity was maintained throughout all stages of
the research, with the authors continuously reflecting on
their own positionalities and potential biases. All authors
are white, cisgender women trained in public health.
Z0, CJ, and MC are experienced researchers in health-
care in Germany, working with health professionals and
structurally marginalized populations. ZO specialises
in migration health, is a migrant herself and mother of
an international student. SB also has close contact with
international students through her academic program.
Although the authors do not experience the same struc-
tural vulnerabilities as the participating migrants, they
repeatedly discussed how their personal experiences and
assumptions may have impacted the data analysis and
interpretation of findings. Particular attention was paid
to highlighting participant perspectives while mitigating
bias resulting from the authors’ identities.

Ethical considerations

The study was conducted in accordance with the ethi-
cal standards of the Declaration of Helsinki [56]. Ethical
approval was obtained from the Ethics Committee of the
Medical Faculty of the LMU Munich, reference number
21-0244. All participants provided written informed
consent prior to participation.

Results

Descriptive information on the study population

Of the 24 participating migrants, 10 identified as female,
12 as male and two as gender nonconforming. There
were 11 students, 12 refugees, three of which were both
students and refugees, and four individuals identifying
as LGBTQ+. Their ages ranged from 20 to 68 years. Two
participants were born in Germany, while the others had
been living in Germany for between one and seven years.
When asked about their national identity, participants
named 16 different affiliations, with Afghanistan (n=38)
being the most common. Almost all participants were
covered by statutory health insurance, although refugee
participants described a period without health insurance
upon first arriving in Germany. One student was insured
through foreign family insurance recognized in Germany.
Another participant had private health insurance. An
overview of all participating migrants can be found in
Table 1.
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As can be seen in Table 2, the health professionals all
had varied work experiences and patient groups. Five
of them were psychological psychotherapists, one was
a family physician, and one was a psychiatric specialist.
One of the health professionals worked in an acute psy-
chiatry clinic for migrant youth, two in their own prac-
tice, one in a refugee-specific organization, and three in
a university clinic. Three had refugees as patients and all
of them had treated international students or LGBTQ+
persons. Only the family doctor worked in a rural area;
the others were in the centre of Munich. Four health pro-
fessionals received academic training in public mental
health. Two of them were researching the role of primary
care in mental healthcare access with one specialising in
psychoeducation, while another one had publications on
male gender roles in Muslim families. Three of the seven
health professionals interviewed identified as migrants,
while only one was male. The expert who attended the
data analysis validation meeting was a female psychiatrist
who had migrated and worked at a university.

Determinants of migrants’ mental healthcare access

Based on the analysed interviews, the determinants of
migrants’ mental healthcare access were categorized into
five themes. Their relationship to each other is shown in
Fig. 2.

2. Ability to seek mental
healthcare

+ Knowledge about
healthcare system and
care options

* Social support

3. Acceptability of mental

health services

Identity and gender of
providers

1. Perceiving mental
health problems .

5. Appropriateness of
mental health services
« Providers® and patients’

understanding of mental
healthcare

« Competence and capacity of
providers
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Table 2 Characteristics of the study population — Health
professionals experienced in mental healthcare

Health Migrant Expertise
Professional

HO1

Gender

Yes Female Researcher in public
mental health, youth psy-
chotherapist in training
HO2 Male

Yes Psychological psycho-

therapist, own practice

HO3 No Female Psychological psycho-
therapist, researcher in
public mental health,
working experience with
refugees in psychiatry
HO4 Yes Female Psychological psycho-
therapist, researcher in
public mental health and

the role of primary care

HO5 No Female Psychological psycho-
therapist, working with
refugees in a psychoso-
cial treatment centre
Ho6 No Female Family physicianin a
rural area where many
migrants and refugees
are living

HO7 No Female Medical specialist for
psychiatry and psy-
chotherapy, working in
psychiatry, researcher in

public mental health

Dimension 1. Perceiving mental health problems

4. Availability and Affordability
of mental health services

Insurance and bureacracy
Capacity of care options

Geographical distribution of
services

Language

Fig. 2 Adapted framework for migrants’mental healthcare access (own presentation) based on Levesque et al. [46]
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The participating migrants’ perception of mental health
varied widely. Those under the age of 30 reported men-
tal health as a component of overall health and correlated
their own mental health with physical symptoms such as
weight loss or gain, migraine, hypertension, rashes, or
immunological diseases.

“Health is two different things: physical health and
mental health. [...] And for mental health, I think
that would require a lot more conscious effort, espe-
cially if you have any underlying issues that you still
haven’t identified. |[...]. Just because they’re physi-
cally healthy doesn’t mean you're mentally healthy
and vice versa” — International student, male, 23
years old.

Particularly older migrants and female refugees defined
health in terms of physical well-being and did not directly
address the topic mental health. Most of the health pro-
fessionals stated that many of their migrant patients were
less aware of their mental symptoms and thus often do
not recognize when they need help. According to them,
this can result in mental disorders manifesting in physical
symptoms, making it difficult to detect them.

“How do illnesses manifest themselves in different
cultural circles? For example, there are cultures
where depression classically manifests itself with
physical complaints. That they have very strong
whole-body pain, fatigue, exhaustion. And then you
have to pay more attention to these symptoms. —
HO7.

Some male migrants described stigma about mental
health problems. Among them, one from Romania and
one from Afghanistan reported that mental health prob-
lems are considered taboo in their home country. A refu-
gee from Syria expressed feelings of shame regarding his
own mental health problems. They all saw the stigma
associated with mental health as a reason why they or
others would not talk about their struggles. Men were
less likely to admit their mental health problems, accord-
ing to two of this group.

“In [country] it’s really hard to get any advice about
the depression. So, they tried to hide it. [...] If I
am depressed, I try to hide it to my parents or my
friends. I try to overcome it by myself” - Interna-
tional student, male, 27 years old.

One psychiatrist, the psychotherapist with his own prac-
tice and one psychotherapist working in a primary care
stated that mental disorders are stigmatized, particularly
among some migrant groups. Therefore, many do not
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acknowledge having problems and needing external help,
which is especially true for men owing to their gender
role of being “strong’, as noted by all health professionals
who were migrants themselves.

“Actually, there are problems, they seek help, but
there is a stigma. I remember last year a suicide
[...] of a teenager. A year ago, she has not expressed
suicidal thoughts, but then one day we heard she is
already dead [...]. Then family needed many sup-
ports because in one day they have lost their daugh-
ter, but family has said [...] no, they have not said
anything [...]. No, they have not accepted any ther-
apy offer” — HOI.

Dimension 2. Ability to seek mental healthcare

Knowledge about healthcare system and care
options A small number of the participating migrants
mentioned mental health treatment options that they
were aware of after being asked if they knew where they
could get medical support. However, one of the LGBTQ+
group thought psychotherapy was prohibitively expen-
sive and was unaware that it is covered for those who
are part of the regular health insurance system in Ger-
many. The health professionals agreed that the knowledge
about the German healthcare system has a major influ-
ence on migrant’s ability to seek help. The family physi-
cian and one psychotherapist working in a primary care
project emphasized that too little guidance is provided to
migrants on insurance and cost coverage of psychothera-
peutic services. Additionally, they said that there was a
lack of information about different treatment options.
According to the psychiatrist and the psychotherapist
with research experience in primary care and psychoedu-
cation, the knowledge was often further restricted by a
language barrier. A psychotherapist describes the situa-
tion of her patients in refugee shelters as follows:

“The knowledge about treatment services. Yeah,
I think that’s so random still, whether they learn
about something or not. If there is someone in a shel-
ter who is well-informed, that person will pass on
the information. But if they are in a shelter where
people don’t know about it, then they won’t receive
the information. Some [...] search for it themselves
on the internet, while others, especially those who
don’t speak the language |[...], struggle” — HO3.

Social support Both participant groups showed that
having a social network and support system could have
a significant influence on migrants’ ability to seek care
options. Five migrants from all three groups described
situations in which acquaintances or members of their



Baierl et al. BMC Public Health (2026) 26:1074

community assisted them with healthcare issues. This
could help in overcoming communication problems dur-
ing doctor’s visits and making it easier to locate appro-
priate healthcare services. Two of the three participating
migrants receiving psychological treatment stated that
they found their therapist through another migrant’s rec-
ommendation.

“I have a colleague who is a psychologist, she also
does counselling. Then I asked her and she gave
me this advice. I should get myself a psychologist.
I couldn’t with her, so do that, because I know her.
So find a colleague of hers” - Refugee, male, 35 years
old.

The psychotherapist with research experience in primary
care and psychoeducation working with refugees also
shared her experience of how a personal contact with
a refugee home led to her psychiatric clinic accepting
multiple patients from the facility. The statements of the
participants indicated that organizations and volunteers
could also provide support in seeking care when there
was no social network. Some refugees reported receiv-
ing support from social workers in their shelters, which
helped in a variety of situations, such as assistance with
insurance issues and doctor’s appointments, as well as
support with translation or childcare. However, this was
not the case for most participating migrants, as they
reported receiving no assistance. Some of the refugees
among them were aware of social organizations, but
they either were not offered help at all or only got sup-
port for issues unrelated to their mental health. One refu-
gee described that the capacity of social workers was not
sufficient:

“My container is about 300, 400 lived. After that,
three persons is not enough. That's not enough staff
for 300 [...]. Then none comes fast to explain which
document, or what e.g., job center wants or e.g, in
social. Then not so good explanation. They say,
then this address you must go, then gone”” - Refugee,
female, 32 years old.

Several participating migrants added that because of
limitations imposed during the COVID-19 pandemic,
support from organizations had disappeared. In addi-
tion, language barriers were a commonly mentioned
impediment to social assistance, which was endorsed by
the health professionals. A psychotherapist working with
refugees emphasized the lack of support in refugee shel-
ters, particularly for mental health problems. Moreover,
the family physician and the psychotherapist working
in a psychosocial treatment centre stated that support
is especially important for women, who are frequently
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hindered from accessing healthcare due to the responsi-
bilities for their children. The family physician provided
the example below.

“Just a young patient who is here with a disabled
child and a school child, so with a disabled kinder-
garten child, alone from Lebanon now here. There
is family, living at a distance, maybe 10 km, but she
lives here alone in a council flat, or in a room, and
does not speak the language.” — H06.

Dimension 3. Acceptability of mental health services
Identity and gender of providers Prejudice on the side
of both migrants and health professionals based on the
social identity of the other functioned as a barrier to pro-
fessionals’ acceptability. Many refugees from Arabian
countries and migrants who identified as black reported a
lack of trust in physicians and inhibitions about confiding
in them due to fear of not being understood. Especially
those persons and some of the LGBTQ+ group described
discriminating, racist encounters in the medical setting,
which is why they would disregard accessible medical
professionals in favour of those with the same cultural
background or ethnicity.

“[...] the doctor’s offices where they treated me as if I
did not understand German. Like a little child, you
then also talk like a little child. Or slowly speaking
German. So, this, I'm black, which automatically 1
don’t understand German!” - LGBTQ+, female, 27
years old.

Many health professionals agreed that migrants often
preferred professionals with the same cultural back-
ground because they were afraid of being misunderstood,
or even of being judged. Such fears were frequently
exacerbated by a language barrier. The health profes-
sionals saw reservations on both sides: According to the
psychotherapists who are migrants themselves, some of
their migrant patients had unfounded prejudices against
therapists when they do not have the same origin. On the
other hand, according to the health professionals working
with refugees, the concerns are reasonable, as some Ger-
man health professionals feel overwhelmed by migrant
patients and may refuse their treatment out of fear of
doing something wrong. According to them, some health
professionals had difficulties to empathize with their
patient’s different backgrounds. Their patients reported
negative experiences or even discriminatory prejudices.

“It’s a bit absurd, because all psychotherapeutic col-
leagues should actually be able to deal with trauma.
[...] But for some reason, many colleagues don’t dare



Baierl et al. BMC Public Health (2026) 26:1074

to: trauma, anything can go wrong. Not true, but
worry. And then actually this combination of I have
a migration background. Then Germans sometimes
don’t dare to because they think: I'm missing some-
thing” — HOS.

Almost all health professionals added that both men and
women depending on their cultural background may find
it difficult to see a doctor of the opposite sex: Men were
more likely to question the competence of female health-
care providers, whereas women found it harder to open
up to men.

“There are sometimes problems: men-women com-
munication. That perhaps men from perhaps patri-
archal cultures had difficulties with female doctors
and then somehow try to meet them and then per-
haps to also always talk with a male colleague” —
HO7.

Dimension 4. Availability and affordability of mental health
services

Insurance and bureaucracy The health professionals
reported that many migrants among their patients had
trouble arranging medical appointments, mainly owing to
the language barrier. The refugees experienced the most
challenges. Several of them described major bureaucratic
hurdles they were confronted with, because they did not
have a health insurance, making it very difficult to make
appointments or obtain reimbursement for drug costs.

“The people who are supposed to go to the doctor
[...] they are supposed to pick up a health certificate
from the asylum office [...] and that takes time with
the bureaucracy and it'’s also such crap. What if they
are sick? [...] if they’re also depressed and also don’t
get these things on their own [...] then I don’t know.” -
Refugee, male, 35 years old.

“l had an appointment, but I didn’t have my insur-
ance paper. [...] So like when I reached the lady, told
her that I don’t have the insurance, but it's going to
come in three days. She told me to go back and take
it. So then I left. One hour after, the doctor called
me. He was like, you have an appointment. I said
[...] they told me to go back and bring an insurance,
which I don’t have. [...] So he was like, come back
and get your treatment. You'll bring the insurance
paper” - LGBTQ+, gender nonconforming, 30 years
old.

According to the psychiatrist, family physician, and psy-
chotherapist working at a psychosocial treatment centre,
this not only limited patients’ ability to access healthcare,
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but also burdened health professionals with extra strain
created by patients’ inquiries about bureaucratic matters.

“That would also be a classic thing in standard care:
A refugee client comes in with five letters and first
says: I don’t understand them. And then the person
in regular care must first try to consider: No, that’s
not important, that’s advertisement, ah there we
have something from the health insurance” — HOS.

Based on the opinion of most of the health profession-
als, the inability to pay for medical services also primarily
affected individuals lacking health insurance, and there-
fore especially refugees in the asylum seekers process.
On the other side, all participating migrants with health
insurance did not perceive the expenses associated with
doctor visits and medication as an obstacle to receiving
healthcare.

Capacity of care options All health professionals high-
lighted the insufficient availability of psychotherapeutic
or psychiatric treatment spaces. They indicated lengthy
waiting periods, ranging from six months to two years.

“In the last two years, one and a half years, they are
looking for therapy spot, counselling spot, there is
nothing at all. And I know practices, they write in
their website now: please don’t call us again in the
next two years.” — HOI.

One participating refugee currently undergoing psy-
chotherapy shared his experience of waiting six months
to secure a therapy spot. This was acknowledged by the
health professionals as a fundamental issue that affected
all individuals in Germany. However, they stated that it
posed even greater challenges for migrants due to limited
options in other languages and the excessive demand on
specialized services, such as psychosocial counselling for
refugees. The health professionals added that capacity
was also lowered dramatically as a result of the COVID-
19 pandemic.

“The question is, are there offers, and especially in
the native language. So psychotherapists who per-
haps do therapy in English, there are already several.
But there are very few in Farsi or other languages.
And there the rush is big, of course, and the waiting
times get then actually, too [...] they are then very
quickly overrun, if there are very many...so, if there
is a great need.” — HO3.

Geographical distribution of services Five health pro-
fessionals highlighted transportation and the location of
treatment facilities as a component of availability. They
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noted a disparity in therapy spots between urban and
rural areas, with fewer suitable options for migrants in
rural regions. While rural networking among doctors may
offer advantages, according to the family physician, long
distances to care facilities and inadequate transportation
possibilities posed challenges for migrants. Most of the
participating migrants reported no such problems owing
to residing in the urban region of Munich, but refugees
staying in isolated places experienced considerable diffi-
culties.

“l have a client, it is not that far away, he comes
here in an hour [...] But where he is, there is nothing
else. [...] he speaks French and English, so you could
expect him to find someone. But he has no chance,
and he is highly depressive and severely dissociative.
[...]. So, that means, it simply needs to be spread
much more widely” — HOS.

Dimension 5. Appropriateness of mental health services
Health professionals’ and patients’ understanding of
mental healthcare The health professionals pointed
out that the treatment of mental disorders can be influ-
enced by how these disorders are defined, noting that the
understanding varies across cultures. They explained that
German approaches emphasize individual responsibil-
ity and active participation in recovery. In contrast, they
observed that some of their migrant patients perceive
mental health problems as an external force. According to
them, this perspective affected their therapeutic approach
as these patients tended to adopt a more passive role dur-
ing treatment.

“Before they come to us, they go to their religious
places, with amulets, incense [...]. They come, they
have the expectation: [...] Someone made me sick.
Evil eye has made me sick. And I come to you, and
you have to make me well again, because you are an
expert. Because you're a doctor or a psychologist. So
I don’t have to do anything for it” — HO2.

If therapists were not prepared to take this into account,
these differing beliefs and expectations could potentially
clash, creating challenges for both the patient and the
health professional. Instead, they emphasized that treat-
ment of mental disorders should always be tailored to
individuals’ specific needs without generalizing, and that
therapists should be able to resonate with all patients,
regardless of their background. Many female students
and refugees as well as almost all LGBTQ+ migrants also
expressed the desire that their doctors would empathise
more with their perspective. One LGBTQ+ person
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wished for more alternative medicine, including spiritual
components such as shamans.

“Because of course my idea of treatment goes in a
completely different direction, when I, as a Ger-
man, say: post-traumatic stress disorder, of course,
trauma. [...] And my client thinks: Actually, I am
bewitched. Then I don’t need to come up with a
trauma confrontation.” — HOS.

Competence and capacity of health professionals Pro-
vider competence and patient satisfaction emerged
as important factors determining the appropriateness
of care. Two women and one gender nonconforming
migrant reported being misdiagnosed or not being taken
seriously. One psychotherapist with research in primary
care working with refugees emphasized the problem of
undiagnosed psychoses among migrants. The other health
professional working on primary care research mentioned
that many migrant patients feel a lack of understand-
ing. According to both migrants and health profession-
als, the quality of treatment was also heavily influenced
by whether the health professional and the patient could
communicate in the same language. However, an equal
number of LGBTQ+ persons and refugees had positive
experiences with health professionals, which often led to a
trusting relationship. One of the named psychotherapists
confirmed that this was mostly evident with their primary
care physicians. According to the psychotherapist work-
ing in a psychosocial treatment centre, the next genera-
tion of psychotherapists is becoming more adept at treat-
ing people from diverse backgrounds. One participating
migrant from the LGBTQ+ group described her psycho-
therapist as follows:

“It was important that I spoke to her sooner because
she could understand my reasons, reason, or cause
for my depression rather better than others” -
LGBTQ+, female, 27 years old.

The psychiatrist, general practitioner and one psycho-
therapist additionally emphasized that the amount of
time available for patients was a crucial factor in their
competence of providing appropriate care. They said
that some patients with migration experience required
more time compared to other patients due to their spe-
cific needs, such as dealing with bureaucracy and com-
munication challenges. The psychotherapist working at
the psychosocial treatment centre emphasized that, in
contrast to standard care, she had enough time to engage
with her patients’ perspectives in depth during therapy:

“One factor we have, is time. The regular care system
doesn’t have that. So I can just take three hours of
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» Fight against discrimination and ensure equal treatment for all migrants regardless of their origin

« Eliminate living conditions for asylum seekers that violate human rights, including the acceleration of the decision-
making process on their residence status

+ Raise awareness and allocate resources on organizations providing support for migrants
« Ensure that migrants have equal opportunities for acquiring education for medical professions

 Increase funding, capacity, and distribution of psychosocial treatment centres

* Expand comprehensive care options specific for migrants

« Incorporate more low-threshold care options

+ Enhance the role of family physicians in the early detection, management, and referral of mental health problems
« Integrate the topic of migrant (mental) health into the curriculum of all medical professions

« Enhance coordination between healthcare and public institutions

+ Reduce language barriers by providing translations and recruiting interpreters

« Provide education about the German healthcare system to migrants early after arrival

« Disseminate information on mental healthcare providers and treatment options

« Educate migrants for sensitization and self-management of mental health problems

« Promote social support networks to combat social isolation among migrants

« Offer intercultural activities that foster social support and challenge prejudices

« Promote the mental well-being and integration of children and adolescents from migrant families in schools

Fig. 3 Recommendations for action to improve migrant’s mental healthcare access on macro, meso, and micro level

therapy to find out exactly those kinds of things. If
someone is sitting with a family doctor, it’s difficult.
He has a maximum of a quarter of an hour” — HO5.

Recommendations for action to improve migrants’ mental
healthcare access

The iterative analysis of the interviews with migrants and
health professionals resulted in a list of 17 recommenda-
tions under five themes aimed at enhancing the accessi-
bility of mental healthcare services for migrants. These
consisted of: (1) Structure, Organization, and Funding of
Healthcare; (2) Healthcare Providers; (3) Adaptation to
a New Healthcare System; (4) Social and Organizational
Support; (5) Determinants of Health (see Supplementary
Table 1, Additional File 1). The first theme related to the
structural components of the healthcare system. Theme
2 focused on healthcare providers and their training. The
recommendations of Theme 3 aimed to assist migrants in
navigating a new healthcare system and finding the right
care options. All recommendations about external sup-
port for migrants were summarized in Theme 4. Theme
5 comprised all recommendations that were associated
with improvements in migrants’ mental health. Figure 3
shows the recommendations for action after they have
been categorised into the three dimensions of integrated
care following the approach of Valentijn et al. [47].

Macro level

At macro level, the health professionals working with
refugees and the ones who were migrants themselves
stressed the need for equitable societal and political
responses to all migrants, irrespective of origin. They
observed that refugees from Ukraine were often received
and supported differently compared to those from Syria
or Afghanistan. Fighting discrimination was also a recur-
ring demand in interviews with migrants from Arabian
countries, as well as those who identified as black or/and
LGBTQ+.

“To fight racism fundamentally, first of all. To elimi-
nate discrimination. [...] Yes, to eliminate unequal
treatment. Well, that requires a lot of change in soci-
ety. But first of all, the laws need to be changed. [...].
Yes, we are in a state-run country. So the state also
has to change something” - Refugee, male, 35 years
old.

Many refugees pointed out how important a faster deci-
sion on their residency status in the asylum application
process is for their mental health. This was also stressed
by all health professionals working with refugees, add-
ing that it would not only promote mental health, but
also improve their mental healthcare access by facilitat-
ing a quicker integration into the regular healthcare sys-
tem and providing earlier opportunity for migrants to
work in the psychosocial sector themselves. According
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to the health professionals who were not migrants, equal
opportunities in the education and training of medi-
cal professions would increase the representation of
migrants among healthcare providers bridging language
barriers and fostering better patient acceptance. A psy-
chologist who migrated described how challenging it is
for her to undergo training in Germany in order to prac-
tice as a therapist:

“It’s a very long journey in Germany. You first need
to have a master’s degree, and then that takes 3-5
years. An insane program. It is long training pro-
gram. [...] We have to work many hours in therapy,
2400 hours as an intern” — HO1.

“So that the system changes in such a way that it
might also become easier for people with a migration
background to enter these professions. [...] Most psy-
chotherapists often come from very wealthy families,
with academic parents, who had a lot of support
and resources” — HO3.

The health professionals working with refugees empha-
sized the need for better housing conditions for asylum
seekers. The health professionals and most participating
migrants agreed that organizations providing support
for migrants should be strengthened. One health profes-
sional with public health research experience stressed the
significance of carrying out further research on the men-
tal health of migrants. As no other health professionals
or migrants mentioned this, it was not included in the
analysis as a recommendation for action.

Meso level
The recommendations for action at the meso level mainly
related to the coordination and collaboration among dif-
ferent organizations and healthcare providers. All health
professionals advocated for better coordination between
healthcare and public organizations. Thereby, they
emphasized the important role of general practitioners
and psychosocial treatment centres. The importance of
both also emerged in the interviews with the migrants.
Most of the health professionals stressed including
migrant health into the training of all medical profes-
sionals to provide culturally appropriate treatment.
They emphasized the importance of being open to their
patients’ perspectives rather than reinforcing stereotypes.
The psychotherapist working at the psychosocial treat-
ment centre described it as follows:

“So to say: Okay, you have this idea. [...] What
exactly does it look like? To explore that. And then
I would place my concept next to it. Say: Okay, the
Western psychological perspective might have this
kind of explanation. That doesn’t mean one is bet-
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ter or worse [...]. And then to say: Where does your
explanatory model come from, where does mine
come from, and can we find an overlap that allows

us to say it’s still worth approaching it from there.
— HOS.

All health professionals suggested low-threshold care
options, such as self-help groups, or digital health
applications. The psychiatrist and the psychotherapists
conducting research in primary care additionally recom-
mended comprehensive care options for migrants such
as family therapies, body-awareness approaches, occu-
pational therapies, or including language acquisition
as a component. Some migrants from all three groups
also expressed a desire for alternative care options. All
migrants who did not speak German underlined the need
of understandable healthcare services.

“More translators, yeah of course [...]. I think lan-
guage plays a big role, so if you don’t know the lan-
guage, then you think everyone is racist or everyone
is aggressive towards you, which is very normal.
When you don’t know the language. If you know the
language, then you communicate, then you can do
it. Didn’t have any problems. You just felt like there
was a problem.” - Refugee, male, 28 years old.

Equally, all health professionals agreed on the signifi-
cance of interpreters and translations, including their
cost coverage by insurance.

Micro level

On the micro level, the participants’ recommendations
for action emphasized a person-centered approach, pro-
moting continuous and individualized care to address
the specific needs of patients. The family physician and
three psychotherapists suggested conducting educational
activities aimed at migrants to provide information about
the German healthcare system. Many of the participating
migrants, especially refugees and international students,
whished for more information on available healthcare
services. The health professionals additionally encour-
aged strengthening migrants’ mental health awareness.
Their recommendations included the use of digital appli-
cations, with a particular focus on children and adoles-
cents, as well as mental health education in schools.
Additionally, most psychotherapists and the family physi-
cian proposed using regular check-ups as an opportunity
to initiate conversations about mental health, and orga-
nizing dedicated informational events to raise awareness
in refugee shelters or practices.

“That this is simply communicated very differently
in public healthcare [...]. As a leaflet: problems with
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mental disorders, with etc. That general practitio-
ners are listed, locally. That, for example, reference
is made to an organization that isn’t too far away.
[...] in printed form, or digital. [...] Like a kind of
address pool for all sorts of things. Whether it’s basic
healthcare from general practitioners, or psycho-
social counselling centres. [...] Also for addiction
issues, post-traumatic stress disorder or depression”
— Hoeé.

In order to promote mental health, almost all health pro-
fessionals and migrants emphasized the importance of
social support. One refugee shared the positive impact
that volunteering in his refugee shelter had on his own
social network and mental health:

“They were engaging two days a week. So I was just
waiting for the Mondays [...], so I can have different,
completely different feeling that I'm still alive. So I'm
engaging in something. [...] It had like positive psy-
chological impact. [...] And I started becoming part
of their circle, [...] so that’s quite, quite good expe-
rience. [...] Everyone is different. Some people don’t
want to do it, because it also gives you stress. People
who have the same, like, they also share the same
problems you have. But still, I think it’s good if you're
helpful, and that'’s what I did. Just engaging in a vol-
unteer group, make a social circle” - Refugee, male,
28 years old.

Several health professionals recommended offering
intercultural leisure activities to both foster social con-
nections and combat racism. Besides, the health profes-
sionals who were migrants themselves recommended
refocusing schools on fostering personal interests and
linguistic development of children from migrant families
to promote their mental health and social integration.

Discussion

Access to mental healthcare is a fundamental human
right that should be upheld for all migrants. This study
explores the factors that determine access to this right
in Munich, a Central European city and home to a wide
range of migrant communities, through the perspectives
of both migrants and health professionals. While our
focus on three specific migrant groups—international
students, refugees, and LGBTQ+ individuals—may limit
the generalizability of the findings, this selection was a
deliberate methodological choice. These participants
were drawn from our previous research (SonarGlobal),
where they had been identified as experiencing multiple
layers of vulnerability. Their interviews were reanalysed
with a particular focus on mental health. Our approach
was guided by an intersectional perspective [45], which
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challenges essential understandings of identity that treat
social categories as fixed and homogeneous. Instead,
intersectionality emphasizes how different axes of
inequality interconnect to shape both social structures
and personal experiences. This perspective also informed
our discussion on the role of culture in shaping access to
mental healthcare.

The Levesque et al. framework, which is also com-
monly employed to conceptualize the access to men-
tal healthcare for migrants [57, 58] was adapted for this
particular group and mental health through the iterative
process we followed. This modified model served as the
foundation for a structured and comprehensive devel-
opment of recommendations for action based on the
interviews with both migrants and health professionals.
The approach resulted in 17 recommendations aimed
at improving migrants’ mental healthcare access, which
provide the basis for the development of comprehensive
and up-to-date recommendations for action.

The framework for determinants of migrants’ access to
mental health services

The framework developed in this study summarizes the
key determinants identified through our findings. Unlike
Levesque et al. [46], we did not draw a strict distinc-
tion between patient and provider perspectives. Rather,
the progression of dimensions in our framework illus-
trates a shift from the patient side (such as the ability
to perceive and the ability to seek) to the provider side
(including acceptability, availability and affordability, and
appropriateness), while also emphasizing their intercon-
nections. We also combined availability and affordabil-
ity into a single category, reflecting the German context:
While statutory health insurance covers the majority of
the population, including most migrants, asylum seekers
face limited access [51]. For them, cost coverage emerged
as a critical barrier, often depending on available support
services.

While Levesque et al's present access as a linear pro-
cess, our findings point to a more circular and intercon-
nected structure. Language, for instance, influenced
nearly every dimension of access—from the ability to
seek care and communicate with social organizations, to
the acceptability of providers’ language skills, the appro-
priateness and perceived quality of care, and the avail-
ability of services in one’s native language. This reinforces
the need to understand access as a complex, overlapping
process, particularly in the case of migrants.

Our findings on the dimension ‘Perceiving mental
health problems’ are comparable to those reported in
Western nations, including Germany, indicating the
effect of stigma [13-15, 59—61]. External stigmas, such
as those based on gender roles, can cause migrants to
worry about their social standing, preventing them from
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recognizing their mental health problems [13, 59, 61].
Culture shapes mental health understanding, as many
authors have noted [13, 61, 62]. Migrants may recog-
nize their mental health needs, but their understanding
of mental health problems and preferred forms of sup-
port may differ from Western mental health paradigms,
leading them to seek help through culturally familiar
pathways [13-15, 63]. Other authors advocated for inte-
grating non-Western approaches into care, rather than
excluding them [64, 65].

According to our findings, the knowledge of treat-
ment options and the healthcare system was particularly
important for newly arrived migrants, such as interna-
tional students or refugees. The need for accessible and
targeted information is widely acknowledged in existing
recommendations [61, 66]. In line with current guidelines
[67-69], our study further emphasizes early detection of
mental health problems, either through organizational
support or raising awareness among healthcare workers.
While Levesque et al. [46] conceptualize social support
as one element within the ability to seek, our findings
suggest that it plays a far more central role in both access
to mental healthcare and migrants’ mental health. Partic-
ipants across all three groups in our study—international
students, refugees, and LGBTQ+ individuals—consis-
tently emphasized the significance of social networks not
only in navigating the healthcare system but also in cop-
ing with mental health problems. This broader relevance
of social support is also well-documented in existing
research and guidelines, which frequently highlight its
role in facilitating migrants’ integration and improving
their mental health [12, 14, 30, 65, 67].

In contrast to other countries where insurance cov-
erage can be a significant barrier to affordability for
migrants [13, 59, 70], cost of health services was rarely an
issue for the participating migrants in this study. How-
ever, this was not the case for the refugees during the
asylum seeker procedure. As in previous research [29, 33,
61, 62], we found that their exclusion from regular insur-
ance created access barriers, including bureaucracy [23,
61, 64]. Even though this issue did not emerge among
the international students in this study, it may also affect
those whose private insurance does not fully cover men-
tal health services [27]. The study’s recommendations for
addressing these issues include increasing funding for
psychosocial treatment centres, improving collaboration
between social organizations and the healthcare system,
and implementing mental health prevention measures.

In Germany, where the capacity of the mental health-
care system is constrained and where waiting times for
the general population are already long [71, 72], access
to services for asylum seekers is even more restricted
[23, 24]. Our findings confirm that institutional capacity
is particularly limited among organizations that either
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provide services in multiple languages or rely on alter-
native funding sources outside the regular insurance
system. In our study, geographical accessibility showed
as a barrier for refugees who remain housed in remote
refugee shelters, which is also acknowledged in existing
literature [73]. To address this, our study recommends
expanding low-threshold mental health services, echoing
calls made by other researchers [13, 74, 75].

Several studies have shown that inadequate commu-
nication between healthcare providers and patients can
lead to misdiagnoses and ineffective treatment [11, 14,
62, 67]. Language emerged as one of the central deter-
minants of access in our study, not only shaping patients’
ability to seek care, but also influencing the access to
information about treatment options, and in their trust
in providers. Yet, challenges between patients and health-
care workers extend beyond language. Negative, and at
times discriminatory, experiences stemming from health
professionals’ lack of cultural sensitivity or competence
can undermine trust in the healthcare system [13, 59].
Such instances were also reported by participants in our
study, who described being treated unfairly due to coun-
try of origin, language proficiency, skin colour, gender
identity, or sexual orientation.

Cultural competence is widely recognized as a key
determinant in health professionals’ ability to address
the mental health needs of migrants [11, 14, 69]. How-
ever, both the concept of culture and the idea of cultural
competence remain subjects of critical debate. Culture is
not a fixed or neutral category but a fluid and politically
charged construct shaped by power relations and broader
societal dynamics [76, 77], raising questions about who
defines cultural “difference” and with what authority or
intention [45]. These debates extend to where culture is
located in relation to other dimensions of identity—such
as gender, class, or trauma history—and how these cat-
egories intersect in shaping individual experiences [45].
Cultural categorization often involves the construction of
hierarchies [45]. Broom and Kirby [78] critique the ten-
dency to reduce cultural complexity—of both providers
and patients—into simplified interpretative frameworks
and advocate for more nuanced approaches that engage
with the intersectional realities of individuals. Our find-
ings reflect this critical stance. While both participant
groups acknowledged that shared cultural norms may
influence perceptions of mental health, they showed that
access was more significantly shaped by the intersection
of past experiences—including trauma—, risks of dis-
crimination based on sexual identity, ethnicity, or legal
status, and anxieties around settlement. Health profes-
sionals’ emphasis that patients should be viewed not
as cultural representatives but as unique persons with
mental health needs arising from complex, intersecting
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vulnerabilities aligns with a person-centred rather than a
culture-centred approach.

Recommendations for action at the macro, meso, and
micro levels

The recommendations of this study correspond to inter-
ventions at the macro, meso, and micro levels of the
healthcare system, in line with the framework of inte-
grated care conceptualized by Valentijn et al. [47].

A key macro-level recommendation of this study is
the urgent need for a healthcare system free from rac-
ism, discrimination, and resulting structural inequali-
ties. This aligns with a substantial body of literature and
policy guidelines identifying racism and intersectional
discrimination as critical determinants of both mental
health and access to healthcare [10, 13, 14, 29, 57, 66, 68,
79, 80]. In this light, our findings are far from surprising.
The implications of this recommendation are particularly
salient for individuals undergoing the asylum process,
whose access to basic rights and healthcare is shaped
by systemic barriers. Specifically, accelerating the deter-
mination of residency status [15, 33, 80] and improving
living conditions in refugee shelters [62, 80, 81] have
been widely advocated as essential to protect their men-
tal health. Our findings indicate that such interventions
at macro level are equally crucial for enhancing access.
Both German and international research has stressed the
need to dismantle restrictive policies that limit health-
care access for refugees and asylum seekers [3, 28, 33, 66,
82]. Bhugra et al. [65] further underscore that the failure
to provide adequate interpretation services constitutes
a form of indirect discrimination, reinforcing systemic
inequalities in care provision.

Guidelines also called for expanding data collection
and research to monitor migrants’ mental health and
their access to services, and to introduce appropriate
policies [65-68, 83]. In Germany, such efforts relate to
the concept of ‘intercultural openness’ [84, 85], which is
suggested to be recognized as a quality aspect of services
[29, 86]. Although not included in this study’s recom-
mendations for improving migrants’ mental healthcare
access, as the health professionals’ emphasis was else-
where due to their specialization of work, many aspects
align with the results of this study, such as the promotion
of employees with a migration background on the macro
level [85].

In line with our findings at the meso level, many stud-
ies and guidelines called for better cooperation between
social organizations and the health system, especially for
refugees’ and asylum seekers’ care [15, 31, 61, 62, 66, 80,
82]. It can assist in overcoming the numerous bureau-
cratic barriers that asylum seekers and other groups
of migrants face [23, 61, 64]. The action-oriented rec-
ommendations of this study specify the broader call

Page 17 of 22

for cooperation and highlight that, in Germany, espe-
cially psychosocial treatment centres and family physi-
cians should be supported to play a more active role in
coordination.

Training healthcare providers, particularly family
physicians, in cultural competence and in recognizing
somatic symptoms as possible manifestations of men-
tal health problems among migrants has been widely
emphasized [14, 29, 65-67, 80, 86, 87]. However, as
Kietzmann et al. [88] argue, the very notion of cultural
competence is contested, and the distinction between
general and cultural competence often remains unclear.
Conceptualizing culture as a discrete and separate
domain within care risks reinforcing stereotypes, rather
than promoting genuine intercultural understanding
[78, 88]. The suggestions made by the health profession-
als in this study align with this view, advocating for the
integration of anti-discrimination awareness and person-
centred approaches into the broader education of all
healthcare workers, especially with regard to the needs of
marginalized populations. Thus, this study’s findings add
an important nuance to the broad demand for cultural
competence. Another related recommendation was the
promotion of equal opportunities for migrants pursuing
careers in healthcare themselves - a proposal supported
by previous research, which highlights that increasing the
number of health professionals who are migrants them-
selves enhances intercultural exchange and language
diversity in care settings [15, 59, 86].

To address persistent communication barriers, the
health professional recommended the institutionalized
provision of interpreters and translated materials. This
aligns with existing literature, which emphasizes not
only the availability of interpreters but also covering their
costs through public health insurance [14, 15, 29, 30, 63,
65, 85, 86]. However, reliance on interpreters alone may
not always be sufficient [61, 62]. Several studies there-
fore advocate for the inclusion of cultural mediators, who
can bridge both linguistic and cultural gaps [11, 65, 67,
86, 89]. Additional recommendations in the literature
include the use of validated assessment tools in multiple
languages [14, 62, 86] and implementing new technolo-
gies to enhance provider—patient communication [15, 62,
67].

Some authors question the suitability of standard
Western therapies for all migrants with mental health
problems. They recommend comprehensive care options,
such as adapting therapies to individual needs and offer-
ing services that also aim to support navigating everyday
life in the host country [13, 65, 68, 86], aligning with our
study. Another meso-level recommendation of this study
in line with the literature is to expand low-threshold
options [67, 82]. Geographically accessible mental health
services [64, 65, 68], including on-site offers [61] and
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technology-based interventions [15], are proposed solu-
tions and similar to the ones in our study.

At the micro level, raising mental health awareness is
important not just for health professionals and social
workers, but also for migrants [15, 67, 68, 82]. Psychoed-
ucation can reduce stigma and improve mental health lit-
eracy [14, 61, 68, 90]. In Levesque et al’s model, (mental)
health literacy is considered a determinant of the ability
to perceive and can enhance individuals’ awareness of
their need for healthcare [46, 57]. This study’s findings
propose that such education must be culturally sensitive
and include information about the healthcare system and
care options [14, 59, 63, 65, 67, 82].

Several studies and guidelines include the promotion of
migrants’ mental health as a recommendation for action
to improve access [14, 15, 30, 62, 67, 83]. They also men-
tion school-based programs [14, 62, 67]. Many advocate
for social support [12, 14, 15, 31, 62, 65, 67], which is
another recommendation at micro level. This study’s rec-
ommendation to foster social support through intercul-
tural leisure activities appears to be novel in this regard.

Limitations and strengths

There are some limitations that must be considered
when interpreting our study results. The interviews with
migrants took place during the COVID-19 pandemic,
possibly influencing the findings due to implemented
infection control measures. Research suggests that the
pandemic has worsened the mental health of various
migrant groups [91-93] and increased existing disparities
in access to mental healthcare [94, 95], which could limit
the generalizability of our findings to post-pandemic
contexts. However, the pandemic also provided a unique
window into present structural inequalities in access to
mental healthcare, as it exacerbated and exposed exist-
ing barriers [94, 96, 97]. Additionally, due to triangula-
tion with health professional interviews, the findings are
not based solely on data collected during the COVID-19
pandemic.

Furthermore, the interview tool was not explicitly
developed to address mental healthcare access, leav-
ing the possibility that not all factors of migrants’ men-
tal healthcare access were discussed. There were also no
direct questions asked regarding action-oriented rec-
ommendations. However, the interviews were broad
in scope and covered many different questions, which
allowed these topics to surface. In addition, the second-
ary analysis was not based on an external dataset. The
authors’ context knowledge of the data collection, the
interviews, and the characteristics of the participant
group of the SonarGlobal project is widely considered
an essential advantage for rigorous qualitative secondary
analysis [42, 43, 98].
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Although the study reflected experiences and view-
points of three migrant groups whose mental health is
under risk because of the intersectionality of different
vulnerability mechanisms, their participation was lim-
ited due to resource constraints, such as the available
language skills of the interviewers. Despite efforts, it was
not possible to include more older migrants, as well as
more LGBTQ+ persons. Moreover, due to the second-
ary analysis, data saturation could not be assessed for
the interviews with migrants. Future research would also
benefit from including additional migrant groups. It is
also essential to recognize the heterogeneity within the
group of migrants and consider migration-related men-
tal health stressors and individual needs. Instead, the
aim was to serve as a starting point for developing com-
prehensive recommendations for action to improve the
overall situation for migrants in Germany.

As a validation meeting with the participating migrants
was not feasible, their perspective on the interpretation
of their statements is missing. This may have influenced
which themes were confirmed or revised, leading to a
possible overrepresentation of health professionals’ view-
points, particularly in the recommendations for action.
At the same time, the study followed the advised trian-
gulation with another data source to address the missing
participant validation in qualitative secondary analysis,
increasing the overall validity of the results [42]: The
involvement of health professionals with different speci-
fications and experiences contributed to developing a
detailed framework for understanding migrants’ mental
healthcare access, which guided the development of rec-
ommendations for action. The iterative interviews with
health professionals supported the validation of earlier
findings and an action-oriented discussion of recommen-
dations, while tailored questions ensured that discipline-
specific knowledge gaps were addressed. The findings
were also discussed again in several consensus meeting
among the research team and with an additional expert.
However, the iterative approach may have also directed
attention toward topics addressed in previous interviews,
potentially influencing the resulting categories. The per-
spective of experts from disciplines beyond medical pro-
fessions could be necessary to improve the findings.

Conclusions

The study’s findings indicate that migrants face numerous
obstacles when attempting to access mental healthcare
services due to being in a new country, such as difficul-
ties in navigating a new healthcare system, a lack of social
support, or the burden of bureaucracy. This is compli-
cated by differences in the perception of mental health
and mental disorders. A lack of acceptability and appro-
priateness of the providers exacerbates the impact of
these barriers. However, each of these issues depends on
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linguistic communication. As a result, language should
have special places in an access model for migrants’ men-
tal health. Being not entitled to health insurance for asy-
lum seekers, the lack of available care options and uneven
distribution of services further complicates migrants’
access to services.

According to our findings, improving migrant mental
healthcare access begins with the removal of all struc-
tural barriers caused by discrimination and inequality on
macro level. This study highlights that interventions at
this level offer opportunities to simultaneously strengthen
migrant’s mental health and improve access to health-
care in general. Meso level measures include increas-
ing mental healthcare capacity, improving coordination
among system components, and implementing measures
to improve service quality, such as increasing provider
competencies and providing translation services. This
study places particular emphasis on these latter points
and offers a new perspective on the role of cultural com-
petency. All of this, however, should be supplemented
by measures to promote and raise awareness on mental
health for specific groups of migrants on the micro level.

This study is notable for placing a strong focus on
migrant perspectives and examining access to healthcare
through an intersectional lens, which remains underrep-
resented in existing research. It reflects that the determi-
nants of mental healthcare access for migrants cannot
only be reduced to specific migrant groups. Instead, they
are shaped by intersecting dimensions of individual char-
acteristics, structural vulnerabilities, and systemic barri-
ers. Inequalities in healthcare access do not result from
a lack of individual capacity, but from structural inequi-
ties. This is clearly reflected in this study’s findings for
migrants in Munich, Germany, as the recommendations
developed in this study offer starting points for interven-
tions at various levels of the healthcare system to address
existing structural barriers and improve migrant’s mental
healthcare access. The action-oriented recommendations
are derived from the determinants identified through
the intersectional perspective, providing a context-sen-
sitive basis for potential interventions. The translation
into targeted, multi-level recommendations enhances
practical relevance and lays the groundwork for further
investigation aimed at developing comprehensive recom-
mendations for actions to improve access. With a focus
on migrant’s mental healthcare, this study offers updated,
action-oriented recommendations in an area where
research is still limited in Germany. Mental healthcare
access is a fundamental right. This study’s recommenda-
tions are an important foundation towards more compre-
hensive, evidence-based strategies that ensure equitable
access to mental health services for all.
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