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Cecilia Serena Pace n, Barbara Schouten o, Sabine Braun a,*

a Centre for Translation Studies, University of Surrey, UK
b School of Health Sciences, University of Surrey, UK
c Departamento de Filología Moderna, Universidad de Alcalá, Grupo FITISPos-UAH, Spain
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A B S T R A C T

Background: Globally, one billion people suffer from mental health disorders. Migrant populations face high 
prevalence rates of some disorders and significant barriers in accessing mental healthcare, including language- 
related barriers. However, knowledge about specific communication difficulties arising from language barriers 
and mitigation strategies is limited, as is knowledge about country-specific differences.
Objective: This study explores health and social care providers’ (HSCPs’) perceptions of mental health service 
accessibility for migrants, language-related communication difficulties, mitigation strategies and their perceived 
effectiveness, and the effectiveness of HSCP training in working with migrants.
Methods: We conducted a cross-sectional survey of HSCPs in nine European countries (n = 629).
Results: HSCPs perceive mental health services as largely inaccessible for migrants facing language barriers. 
Cross-regional comparative analysis identified differences in the frequency of HSCPs’ interactions with migrants 
seeking support for their mental health where language barriers are present and in how often HSCPs’ reported 
experiencing communication difficulties when doing so. HSCPs report a lack of training in communicating with 
migrants across language barriers, with recent training associated with more positive perceptions of its useful
ness. Communication difficulties were encountered throughout the care journey. Informal strategies, such as 
assistance from family and friends, and machine translation, are commonly used but seen as ineffective. Onsite 
professional/trained interpreters are deemed most effective, yet their availability is limited.
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Conclusions: Findings highlight the urgent need for better communication strategies and awareness of the benefits 
and drawbacks of different strategies to enhance mental health service accessibility for migrants.

Research in context

What is already known about the topic?

The accessibility of mental health services for migrant populations 
is a major obstacle in many European countries. Whilst it is well 
documented that language barriers have a negative impact on 
migrants’ ability to seek care, knowledge about the specific 
language-related communication difficulties experienced by 
HSCPs as well as the perceived effectiveness of training and so
lutions to overcome these challenges is limited.

What does this study add to the literature?

This study highlights that HSCPs experienced communication 
difficulties throughout the care journey when supporting migrants 
facing language barriers. It identifies regional differences in 
HSCPs’ interactions with migrants, the frequency of communica
tion difficulties, and disparities in the perceived effectiveness of 
informal communication strategies and professional support. 
When provided, training in communicating with migrants across 
language barriers was positively appraised.

What are the policy implications

The study highlights the need for better communication strategies 
to enhance mental health service accessibility for migrants, 
including the importance of awareness raising in terms of the 
benefits and drawbacks of different strategies. Organisations 
providing mental healthcare services to migrants should also 
recognise the importance of providing communication training to 
improve HSCPs’ ability to navigate language barriers.

1. Background

One billion people worldwide suffer from mental disorders [36]. In 
Europe, 17 % of the population is living with a mental health condition 
[39]. While mental health conditions can affect anyone, migrant pop
ulations are exposed to several risk factors [24], including 
migration-specific stressors (e.g., difficult migration journeys) and more 
general stressors (e.g., socioeconomic adversity) [28]. Recent reviews 
suggest that international migrants in Europe are at increased risk of 
psychotic disorders compared to non-migrant populations [31] and that 
the prevalence of some mental disorders, particularly post-traumatic 
stress disorder (PTSD), is higher within migrant populations [2,24].

The COVID-19 pandemic exacerbated pre-existing economic, social, 
and health disparities typically experienced by migrants [38] and 
severely increased barriers to using mental health services worldwide 
[37]. Apart from a lack of culturally appropriate mental health services 
[10,13,15,16], poor accessibility of mental health services has been 
highlighted as a major obstacle for migrants in many European countries 
[6,8,14,16,17,22,25,27,40,41].

Multiple factors may prevent migrants from accessing mental health 
services. These include migrants’ lack of awareness of available services 
and of their eligibility to make use of them [1,22], inability to navigate 
host country healthcare systems [6,23], fear of stigmatisation [1,6,13,
17,18,21–23,27,30,35,40], negative attitudes of health and social care 
providers (HSCPs) [9,21,22,40], affordability of services, fear/lack of 
privacy, inability to access digital support platforms, often due to low 
digital literacy [12], and inaccessible geographical location of mental 
health services [8,15].

In addition, it is well documented that language barriers affect the 
accessibility of mental health services for migrants [13,21–23,25,30,

40]. Although the use of qualified interpreters is regarded as an effective 
way of overcoming language barriers, appropriately qualified in
terpreters are not always available [9,16,18,22,23,30]. Even when 
language barriers are mitigated, cultural barriers may affect the acces
sibility and acceptability of mental health services for migrants, 
including a lack of cultural competency among HSCPs, poor adaptability 
of mental health services, cultural dissonance between migrants and 
host countries, and differing conceptualisations of mental health [6,8,9,
13,14,17,22,23,27,40].

While research has identified barriers to accessing mental health 
services for migrant populations and the negative impact of language 
barriers on migrants’ ability to seek care, knowledge about specific 
language-related communication difficulties for HSCPs across the care 
pathway is limited. Information about the effectiveness of training that 
HSCPs receive to overcome these difficulties and the strategies HSCPs 
employ, as well as country-specific differences, is also scarce. Given the 
current global population of over 100 million displaced people [33], the 
growing need for mental health services, and the crucial role of language 
and communication in accessing these services, addressing these gaps is 
essential.

To contribute towards this, we surveyed HSCPs in nine European 
countries to gain comparative insight into their experiences of 
communication and language and cultural mediation when providing 
mental healthcare to migrants. Our study is grounded in the principles of 
patient-centred care and draws on the cultural competence model of 
care [7,32], which highlight the importance of cultural skills and 
knowledge, including the ability to navigate language barriers, to 
improve the quality of care for patients from diverse backgrounds such 
as migrants. These frameworks also advocate for the effective use of 
interpreters and other appropriate forms of language mediation, and 
emphasise the need to address systemic barriers to care, particularly 
those faced by marginalised populations such as migrants, through the 
development of culturally sensitive interventions and policies. The 
overarching aim of our survey was to identify key areas for HSCP 
training and policy recommendations. The specific aims were to ascer
tain HSCPs’ perceptions of (i) the accessibility of local mental health 
services for migrants with low host-country language proficiency; (ii) 
the specific language-related communication difficulties arising from 
language barriers at different stages of the care pathway; (iii) the stra
tegies for mitigating these difficulties and their perceived effectiveness; 
and (iv) the effectiveness of HSCP training for working with migrants 
where language barriers exist.

The sampled countries represent different parts of Europe and were 
grouped on a geographical basis (Central/East, North, South, West). 
Cross-regional comparisons were explored to gain further insights about 
the sample. This study forms part of the European research project 
MentalHealth4All, which investigates and aims to improve access to 
mental healthcare for migrants in Europe. The sampled countries 
represent those in the MentalHealth4All consortium.

While acknowledging the diversity within migrant populations, 
including refugees, and the unique challenges each sub-group may face 
due to factors such as country-specific immigration histories, dominant 
migration populations, and social attitudes towards migration, this 
study focuses on the broader challenges arising from communication 
difficulties due to language barriers. Sub-group specific challenges are 
beyond the scope of this study.
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2. Methods

2.1. Participants and procedure

The survey was conducted online between August and October 2022, 
targeting HSCPs who, at some point in their career, had provided care to 
migrants experiencing mental health issues with whom they did not 
share the same language. Each local research team in the nine countries 
developed its own survey dissemination strategy, including distribution 
via professional networks, key contacts, mental healthcare institutions, 
healthcare providers, non-governmental organisations, professional as
sociations and closed professional groups via internal emails or news
letters. Overall, N = 629 HSCPs responded to the survey; participants 
who had not worked with migrants experiencing mental health issues in 
their current role (n = 98) were ineligible for the core survey questions. 
The results reported here represent the remaining HSCPs (n = 531) who 
had worked with migrants in their current role.

The survey was guided by the results of a rapid literature review on 
language and cultural barriers in mental healthcare [19]. Designed in 
English, it underwent cognitive testing with HSCPs in the UK, receiving 
complementary input from consortium partners. The survey was trans
lated by professional translators and/or linguistically competent con
sortium members into Dutch, French, German, Italian, Lithuanian, 
Polish, Slovak, and Spanish, with accuracy and consistency reviewed by 
members of the respective local research teams. The English version of 
the survey was scripted into Qualtrics, whilst the other language ver
sions were uploaded as translations, maintaining identical structure 
across all language versions. Ethical approval was secured from the 
relevant universities’ ethics committees of each partner country. 
Informed consent was obtained from each respondent before starting the 
online survey.

2.2. Survey measures

The survey included nine open and 22 closed questions about HSCPs’ 
experiences with migrants seeking mental health support and encoun
tering communication difficulties due to language barriers.

Demographic and job/role: Participants provided demographic details 
(gender, age, native language), and information about their occupation/ 
role, including how long they had worked in their role and in which 
settings (inpatient/outpatient, specialist mental healthcare, migrant 
healthcare institution).

Service accessibility: HSCPs rated the accessibility of local mental 
health services using a 10-point scale, ranging from 1 (‘inaccessible’) to 
10 (‘very/easily accessible’) and identified factors affecting access. 
Suggestions for improvement were gathered through open-ended 
questions.

Frequency of interaction and communication difficulties: Participants 
were asked to indicate on a five-point Likert-type scale how frequently, 
over the last six months, they had worked with migrants experiencing 
mental health issues and language barriers (1=‘never’ to 5=‘at least 
once a day’) and how often they had experienced communication dif
ficulties in these interactions due to language barriers (1=‘never’ to 
5=‘always’).

Care pathway: HSCPs were presented with a list of 12 healthcare- 
related activities e.g., pre-assessment conversation; establishing/ 
communicating a diagnosis, and asked to indicate which of these they 
had encountered when working with language-discordant migrants. For 
each selected activity, HSCPs then indicated on a five-point Likert-type 
scale how frequently they experienced communication difficulties 
(1=‘never’ to 5=‘always’) and through an open-ended question were 
invited to explain ‘what made the communication difficult’.

Communication strategies: HSCPs were also presented with a list of 26 
communication strategies and asked to indicate which they had previ
ously used to overcome language barriers when working with migrants, 
including the use of human agents (e.g., bilingual staff/colleagues, 

professional/trained interpreters, the patient’s family/friends, volunteer 
interpreters), machine translation tools, shared languages, visual aids, 
and translated materials. HSCPs were then asked to identify the most 
and least effective strategies among those they had used. Via an open- 
ended question, they were asked to explain their selections.

Effectiveness of training: HSCPs indicated the recency of their training 
in the management of migrant patients and in how to address commu
nication difficulties due to language barriers on a four-point Likert-type 
scale (1=‘never’ to 5=‘within the past year’). They also indicated their 
agreement with the statement: ‘My current level of training enables me 
to communicate effectively with migrant patients across language bar
riers’ on a five-point Likert-type scale (1=‘strongly disagree’ to 
5=‘strongly agree’) and provided feedback on their training and 
development needs through open-ended questions.

2.3. Data analysis

Responses to closed questions were analysed using SPSS (29.0.1.0). 
Data were unweighted. Descriptive statistics were used to describe HSCP 
demographics, their perceptions and experiences of working with mi
grants in mental healthcare, communication difficulties encountered, 
and strategies employed to overcome these. For cross-regional com
parisons, responses were grouped as follows: Central/Eastern Europe 
(Lithuania, Poland, Slovakia): n = 46; Northern Europe (UK): n = 62; 
Southern Europe (Italy, Spain): n = 65; Western Europe (Belgium, 
Germany, Netherlands): n = 358. Associations between categorical 
variables (e.g., frequency of working with migrants) and European re
gion, were explored using contingency tables and the Chi-squared test of 
independence (p < 0.05). Responses to open questions were translated 
into English and analysed using thematic analysis [4].

3. Results

3.1. Sample characteristics

Over three-quarters (79 %) of participants identified as female, 57 % 
were aged 44 or younger, and 9 % said their first/native language was 
not the/an official language of the country in which they worked. Most 
responses came from participants working in Germany (34 %), with 
psychotherapists (24 %) representing the largest occupation/role in the 
sample (Table 1).

Most participants (68 %) had been in their current occupation/role 
for 5 years or longer (<5 years: 32 %). Overall, 43 % said that over the 
past six months they had worked with migrants experiencing mental 
health issues and language barriers at least once a day (14 %) or once a 
week (29 %). HSCPs working in Southern and Western Europe worked 
more frequently with migrants facing language issues. For instance, 
HSCPs working in Southern (52 %) and Western (49 %) Europe were 
more likely to say they worked with such migrants as least once a day/ 
once a week, compared to 20 % in Central/Eastern Europe and 15 % in 
Northern Europe (χ2(6) = 43.17, p ≤ 0.001).

3.2. Accessibility of mental health services

HSPCs perceived the accessibility of mental health services for mi
grants experiencing language barriers in their local area to be low, 
providing an overall (median) rating of 3 out of 10 (IQR 2–5). Except for 
Lithuania (median 6, IQR 4–9), services were rated 4 or lower in all 
countries. Mental health services were perceived as least accessible in 
Western Europe (median 3, IQR 2–5), followed by Northern (median 4, 
IQR 3–7), Southern (median 4, IQR 3–6), and Central/Eastern Europe 
(median 5, IQR 3.5–8). Psychiatrists and nurses perceived services as 
more accessible (median 5, IQR 3–7), compared to HSCPs working in all 
other roles (median 3, IQR 2–5).

HSCPs were prompted to list up to five factors that complicated 
migrant access to mental health where language barriers were present. 
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Table 1 
Sample characteristics.

Country N %

Central/Eastern Europe ​ ​
Poland 14 2.6
Slovakia 7 1.3
Lithuania 25 4.7
Northern Europe ​ ​
United Kingdom 62 11.7
Southern Europe ​ ​
Spain 29 5.5
Italy 36 6.8
Western Europe ​ ​
Belgium 122 23.0
Germany 182 34.3
Netherlands 54 10.2
Valid total 531 ​
Missing 0 ​
Total 531 ​

Age N %

Younger than 25 11 2.1
25-34 years old 125 23.7
35-44 years old 163 30.9
45-54 years old 105 19.9
55-65 years old 94 17.8
65 or older 27 5.1
Prefer not to say 2 0.4
Valid total 527 ​
Missing 4 ​
Total 531 ​

Gender N %

Female 417 78.8
Male 101 19.1
Non-binary 2 0.4
Prefer not to say 7 1.3
Prefer to self-describe 2 0.4
Valid total 529 ​
Missing 2 ​
Total 531 ​

Role/occupation N %

General Practitioner 18 3.4
Counsellor/Therapist 42 7.9
Psychotherapist 126 23.7
Psychologist 87 16.4
Psychiatrist 44 8.3
Nurse 41 7.7
Social worker 107 20.2
Coordinator 10 1.9
Other 56 10.5
Valid total 531 ​
Missing 0 ​
Total 531 ​

Tenure in role/occupation N %

Less than 1 year 30 5.6
1 year to less than 5 years 140 26.4
5 years to less than 10 years 93 17.5
10 years to less than 15 years 88 16.6
15 years or more 180 33.9
Valid total 531 ​
Missing 0 ​
Total 531 ​

Specialist mental health institution N %

Yes 224 42.5
No 303 57.5
Valid total 527 ​
Missing 4 ​
Total 531 ​

Type of service N %

Inpatient 93 19.1
Outpatient 360 73.9
Inpatient and outpatient 34 7.0

(continued on next page)
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Analysis of the free-text segments (n = 1514) identified a range of 
different factors including: the adequacy of mental health service pro
vision for migrants; administrative/financial hurdles; gaps in HSCPs’ 
cultural competency; and the persistent stigma surrounding mental 
health among migrants, which impeded care-seeking behaviour. How
ever, the most frequently cited complicating factor across all regions 
were language/communication-related issues (82 %). Many participants 
simply described communication challenges and a lack of language skills 
as a complicating factor in general terms, especially in Central/Eastern 
Europe (41 %, Southern Europe 29 %, Western 26 %, Northern 23 %). In 

terms of more specific issues, a lack of interpreters/mediators was a 
common complicating factor in Western (33 %), Northern (31 %), 
Southern (25 %) and Central/Eastern Europe (17 %). HSCPs in Northern 
(16 %) and Western (6 %) Europe also reported difficulties working with 
interpreters, whilst this issue was not mentioned by HSCPs in Central/ 
Eastern and Southern Europe. In addition, HSCPs in Northern (10 %) 
and Western (2 %) Europe highlighted difficulties with interpreting 
services, a further issue not raised in Central/Eastern and Southern 
Europe.

Table 1 (continued )

Type of service N %

Valid total 487 ​
Missing 44 ​
Total 531 ​

Frequency working with migrants experiencing mental health issues and language barriers over the last 6 months N %

Never 52 9.8
Less than once a month 114 21.5
At least once a month 136 25.7
At least once a week 154 29.1
At least once a day 74 14.0
Valid total 530 ​
Missing 1 ​
Total 531 ​

Fig. 1. Communication difficulties due to language barriers by region and country; *low base (n = 7).
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3.3. Communication difficulties

Communication difficulties due to language barriers were encoun
tered frequently by HSCPs when providing care to migrants. Two-thirds 
(67 %) reported encountering such difficulties ‘always’ (11 %) or ‘often’ 
(56 %). Doctors (94 %), social workers (84 %), and nurses (83 %) were 
most likely to report experiencing communication difficulties often/al
ways. Counsellors/therapists (48 %), psychiatrists (50 %), and psycho
therapists (56 %) were more likely to say that they never/rarely 
experienced communication difficulties.

HSCPs working in Central/Eastern Europe were less likely to say they 
often/always experienced communication difficulties due to language 
barriers (30 %) compared to their counterparts in Northern (68 %), 
Southern (68 %) and Western (71 %) Europe (χ2(3) = 30.67, p ≤ 0.001). 
Fig. 1 shows the results by region and country.

A significant association was found between the frequency of 
communication difficulties due to language barriers and HSCPs’ level of 
engagement with migrants (χ2(3) = 39.25, p ≤ 0.001). HSCPs working 
with migrants at least once a week/day (77 %) or at least once a month 
(72 %) were more likely to say they often/always experienced 
communication difficulties during such encounters, compared to those 
who did so less often than once a month (50 %) and those had not 
worked with migrants within the last six months (44 %).

3.4. Working with migrants across the care pathway

HSCPs were asked to a) identify where in the healthcare pathway 
they engaged with migrants experiencing language barriers; b) indicate 
the frequency of communication problems during these activities; and c) 
describe what made the communication difficult. Whilst there was 
considerable variation, the activities reported spanned the entire care 
pathway (Table 2), including pre-assessment conversations (45 %), 

referrals to specialist care (42 %), triage (14 %), mental health assess
ments (49 %), establishing/communicating a diagnosis (33 %), treat
ment/care planning (43 %), ongoing psychological treatment/ 
counselling (40 %), and inpatient care (15 %). The types of healthcare- 
related activities in which HSCPs engaged with migrants varied across 
the regions, with assessments of the patient’s mental health most com
mon in Northern (79 %) and Central/Eastern Europe (50 %), engage
ment with families and carers most common in Western Europe (54 %), 
and pre-assessment conversations most common in Southern Europe (62 
%).

HSCPs reported a moderate degree of communication difficulty 
across all activity types, with no distinct relationship between activity 
type and frequency of difficulties. For instance, 51.9 % encountered 
communication difficulties very often or always during pre-assessment 
conversations, 47.3 % during triage, and 39.4 % when engaging with 
the families and carers of migrant patients. Amongst all activities, 
communication difficulties were most frequently experienced (very 
often/always) during inpatient care by HSCPs working in Northern 
Europe (73 %), Central/Eastern Europe (67 %), and Western Europe (57 
%), whilst in Southern Europe communication difficulties were most 
frequently experienced (very often/always) during ongoing psycholog
ical treatment/counselling (59 %). HSCPs in Central/Eastern Europe 
perceived fewer communication difficulties across most types of care 
activity. The proportion of HSCPs in this region reporting communica
tion difficulties very often or always exceeded 40 % for only 2 of 12 
activities, compared to 9 in Northern and Southern Europe, and 8 in 
Western Europe.

In open responses, HSCPs highlighted substantial communication 
difficulties for various activities. The primary difficulties included lan
guage barriers, cultural differences in mental health understanding, and 
challenges with interpreter availability and effectiveness. Language 
barriers posed comprehension difficulties, particularly during sensitive 
discussions or when specific mental health terminology was used, 
slowing conversations while increasing the risk of information loss and 
misunderstandings. Cultural differences in the conceptualisation of 
mental health and migrants’ lack of mental health vocabulary compli
cated pre-care/care-seeking stages, treatment and counselling whilst 
shame, fear and social taboo could influence disclosures of mental 
health symptoms and/or of their severity. Whilst interpreter avail
ability was a concern across activities, HSCPs also identified challenges 
when working with interpreters, e.g., the quality and accuracy of 
interpreting. Cultural differences in conceptualising mental health 
problems could make it difficult for interpreters to convey a diagnosis 
effectively, and the presence of an interpreter could affect the mo
mentum in psychological interventions such as imaginal reliving for 
PTSD treatment. Some HSCPs reported using shorter dialogue turns 
during treatment/counselling sessions that involved interpreters, which 
simplified the interpreter’s task but hindered explaining mental health 
concepts. The use of professional/trained interpreters during pre- 
assessment conversations could affect trust building, while patient 
confidentiality was a concern when interpreters were known to 
migrants.

3.5. Strategies used to mitigate communication difficulties

Analysis of the strategies employed by HSCPs to mitigate commu
nication difficulties arising from language barriers (Table 3) indicates a 
reliance on informal strategies, such as involving patients’ family/ 
friends (69 %), using free machine translation tools such as Google 
Translate (65 %), and using the host country’s official language with 
adjustments such as speaking slowly and using gestures (59 %). Over 
half (55 %) had used onsite professional/trained interpreters, whilst 46 
% had used professional/trained interpreters via telephone/audio-only 
link. Onsite bilingual cultural mediators, a role that exists alongside or 
instead of professional/trained interpreters in some countries in our 
sample, were used by less than a third of HSCPs (27 %). Onsite strategies 

Table 2 
Healthcare-related activities: frequency of occurrence and frequency of 
communication difficulties.

Healthcare-related 
activities *

N % Frequency of communication 
difficulties**

% 
Never

% Rarely/ 
sometimes

% Very/ 
often/ 
always

Inpatient care (e.g., 
psychiatric 
hospitalisation)

77 14.5 1.4 38.9 59.7

Pre-assessment 
conversation

239 45.0 2.1 46.0 51.9

Triage 75 14.1 1.4 51.4 47.3
Ongoing psychological 

treatment/counselling
215 40.5 3.3 50.0 46.7

Assessment of the 
patient’s mental health

262 49.3 1.2 52.3 46.5

Referrals to specialised 
care

223 42.0 3.7 50.0 46.3

Proposing and 
negotiating a 
treatment/care plan

229 43.1 2.3 52.7 45.0

Establishing and 
communicating a 
diagnosis

177 33.3 2.9 54.0 43.1

Engagement with 
families and carers

278 52.4 5.6 55.0 39.4

Prescribing medication 75 14.1 8.5 60.6 31.0
Patient registration 89 16.8 9.5 65.5 25.0
Physical examination 59 11.1 5.2 77.6 17.2
Other. Please specify: 121 22.8 - - -
None of the above 21 4.0 - - -

* Base: all participants who had previously worked with TCNs.
** Base: all participants who rated the frequency of communication problems 

for each activity.
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were more prevalent than remote methods.
The strategies perceived as most effective by HSCPs who had used 

them (Table 3) included the use of onsite professional/trained in
terpreters (53 %), onsite bilingual cultural mediators (43 %), onsite 
bilingual staff/colleagues (25 %), and a lingua franca (15 %). Responses 
to open questions reveal that, despite some concerns, onsite profes
sional/trained interpreters were generally valued for their ability to 
facilitate effective communication by providing reliable and unbiased 
translation, bridging cultural gaps, conveying non-verbal communica
tion, and maintaining confidentiality. Onsite bilingual cultural me
diators were seen as beneficial, in countries where this role exists, in 
providing both translation and explanations of common differences 
between patient and host country culture. Onsite bilingual staff/col
leagues were appreciated for providing cultural nuances when a 
migrant patient was reluctant to involve a third party, and for their 
specialist knowledge and mental healthcare training. Overall, HSCPs 
tended to view on-site options rather than remote (audio/video) solu
tions as more effective. Where remote options were deemed effective, 
they tended to be provided by professional/trained interpreters or 

bilingual cultural mediators. When other human agents served as in
terpreters, e.g., family/friends of patients or volunteers, on-site provi
sion was generally considered to be more effective than remote 
provision.

Freely available machine translation tools (33 %), using the host 
country’s official language with adjustments (25 %), relying on patients’ 
family/friends as interpreters via audio-only link (22 %) and onsite (18 
%), and using visual aids (18 %) were perceived as least effective by 
those who had used them (Table 3). In responses to open questions, 
those with experience of using free translation tools expressed con
cerns about translation errors, loss of context, and misunderstandings. 
Adjusting the host country’s official language (e.g., by simplifying or 
speaking slowly) was considered disruptive to conveying meaning and 
nuance. Using family/friends as interpreters raised issues of accuracy, 
confidentiality, potential bias, and risks of secondary trauma when 
involving children.

Overall, 36 % of HSCPs who reported using multiple strategies 
tailored their approach to the activity they engaged in. Informal options, 
such as translation apps or family/friends, were used for routine or 
administrative matters but deemed inappropriate for sensitive or com
plex discussions. The choice of strategy also depended on HSCP’s ob
jectives and practical issues such as interpreter availability. Onsite 
interpreters were favoured for complex consultations, but HSCPs 
acknowledged the importance of considering migrant’s preferences, 
confidentiality concerns and literacy levels when selecting strategies.

The use of strategies varied across regions, but some similarities 
emerged. In Central/Eastern Europe, onsite bilingual staff/colleagues 
were favoured by HSCPs (45 %), followed by professional/trained in
terpreters working onsite (35 %) and via telephone/audio-only link (33 
%). Onsite professional/trained interpreters were deemed most effective 
by HSCPs who had used their services in Northern (75 %) and Western 
Europe (53 %). In Southern Europe, onsite bilingual cultural mediators 
were seen as being most effective (64 %), followed by onsite profes
sional/trained interpreters (36 %). Free translation tools were rated 
poorly across regions, with between 26 % to 35 % of HSCPs who had 
used them considering them ineffective, while the use of the host 
country’s official language with adjustments was deemed least effective 
in Central/Eastern (53 %) and Northern Europe (38 %).

3.6. Effectiveness of training

More than two-thirds of HSCPs reported having received training in 
the management of migrant patients (69 %, n = 365), with 32 % within the 
past year, 26 % within one to less than five years ago, and 11 % five 
years ago or longer. HSCPs in Southern (84 %) and Western (75 %) 
Europe were more likely to have this type of training than HSCPs in 
Central/Eastern (41 %) and Northern (37 %) Europe (χ2(3) = 59.24, p ≤
0.001). Fewer had received training in how to address communication 
difficulties with migrants facing language barriers (47 %, n = 247), with 
17 % within the past year, 20 % within one year to less than five years 
ago, and 9 % five years ago or longer. HSCPs in Southern (52 %) and 
Western (51 %) Europe were more likely to have this training than 
HSCPs in Central/Eastern (22 %) Europe (χ2(3) = 16.56, p ≤ 0.001).

Associations were found between how frequently HSCPs worked 
with migrant patients and the receipt of training in the management of 
migrant patients (χ2(4) = 52.45, p ≤ 0.001), as well as training in how to 
address language-related communication difficulties with migrant pa
tients (χ2(4) = 31.81, p ≤ 0.001). HSCPs who worked with migrants 
experiencing mental health issues ‘at least once a week/day’ within the 
last six months were more likely to have received training in these areas 
(management: 47 %, communication: 27 %) compared to those doing so 
less often (21 %/11 %) and those who had not done so within the last six 
months (17 %/4 %).

Over one-third (37 %) agreed (strongly agree/agree) with the 
statement “my current level of training enables me to communicate 
effectively with migrant patients across language barriers”, with 34 % 

Table 3 
Strategies used to mitigate language-related communication difficulties.

Strategies (a) Strategy 
previously 
used

(b) Most 
effective

(c) Least 
effective

N % N % N %

Patient’s family/friends (on-site) 351 68.8 39 11.1 62 17.7
Freely available translation tools 333 65.3 9 2.7 110 33.0
Official language of the host 

country with adjustments
300 58.8 8 2.7 74 24.7

A lingua franca * 292 57.3 45 15.4 17 5.8
Visual aids 281 55.1 9 3.2 49 17.4
Bilingual staff/colleagues (on-site) 280 54.9 70 25.0 13 4.6
Professional/trained interpreters 

(on-site)
279 54.7 149 53.4 7 2.5

Material in the patient’s language 247 48.4 7 2.8 25 10.1
Professional/trained interpreters 

(via audio-only link)
232 45.5 32 13.8 19 8.2

Volunteer interpreters (on-site) 225 44.1 19 8.4 14 6.2
Patient’s family/friends (via audio- 

only link)
151 29.6 3 2.0 33 21.9

Bilingual cultural mediators (on- 
site)

139 27.3 60 43.2 3 2.2

Professional/trained interpreters 
(via video link)

114 22.4 14 12.3 2 1.8

Translated standardised screening 
tools

98 19.2 2 2.0 12 12.2

Volunteer interpreters (via audio- 
only link)

92 18.0 0 0.0 4 4.3

A shared native language (not host 
country official language)

86 16.9 11 12.8 3 3.5

Bilingual staff/colleagues (via 
audio-only link)

84 16.5 0 0.0 3 3.6

Bilingual cultural mediators (via 
audio-only link)

59 11.6 1 1.7 1 1.7

Bilingual community leaders (on- 
site)

51 10.0 0 0.0 3 5.9

Bilingual staff/colleagues (via 
video link)

39 7.6 2 5.1 1 2.6

Bilingual cultural mediators (via 
video link)

38 7.5 5 13.2 0 0.0

Patient’s family/friends (via video 
link)

30 5.9 0 0.0 4 13.3

Volunteer interpreters (via video 
link)

23 4.5 0 0.0 0 0.0

Customised health translation tools 22 4.3 0 0.0 3 13.6
Bilingual community leaders (via 

audio-only link)
17 3.3 1 5.9 1 5.9

Bilingual community leaders (via 
video link)

3 0.6 0 0.0 0 0.0

Other 38 7.5 7 18.4 4 10.5

* In the survey defined as a shared language which is distinct from the official 
language of the host country, the patient’s and the HSCP’s native languages.
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disagreeing (strongly disagree/disagree) and 29 % answering ‘neither 
agree nor disagree’. Differences between the regions for this statement 
were not statistically significant. Associations were found between 
HSCPs’ responses to this statement and the receipt of training in the 
management of migrant patients (χ2(4) = 51.59, p ≤ 0.001) as well as in 
addressing communication difficulties (χ2(4) = 35.90, p ≤ 0.001). 
HSCPs who had received training in these areas within the last year were 
more likely to agree (strongly agree/agree) with this statement (man
agement: 54 %, communication: 59 %) than those whose training had 
been delivered over one year ago (38 %/41 %) and those who had not 
received such training (18 %/28 %). In open-ended responses, HSCPs 
expressed a need for support in improving communication across lan
guages in mental healthcare and understanding migrants’ cultural and 
mental health needs, including language training (in migrant lan
guages), and training in working with interpreters, interacting with 
migrants, and addressing cultural issues.

4. Discussion

This study explored the accessibility of mental health services for 
migrants with limited proficiency in the language of their host country 
across nine European countries, through the lens of HSCPs, examining 
the factors perceived as barriers to access. Our findings indicate that 
HSCPs perceive mental health services in their local area as largely 
inaccessible for migrants. However, there were differences across the 
four geographical regions, with HSCPs in Western Europe reporting the 
greatest challenges for migrants. This may have a variety of reasons. For 
example, HSCPs working in countries of first arrival, in Central/Eastern 
and Southern Europe, may focus more on addressing migrants’ imme
diate needs rather than long-term mental health issues. This could lead 
to a perception of services as more accessible compared to those in 
traditional destination countries in Western Europe. In contrast, mental 
health services in Western Europe may encounter a higher proportion of 
migrants with complex, long-term mental health needs, placing greater 
systemic strain on these services and leading to insufficient capacity to 
meet demand. Another reason may be regional differences in the fre
quency of HSCPs working with migrants. For instance, the higher fre
quency of interactions with migrants in Western Europe compared to the 
frequency in Central/Eastern Europe might have heightened HSCPs’ 
awareness of gaps or inadequacies in services in Western Europe. More 
complex, specialised systems in Western Europe, involving complex 
referral pathways and long waiting times, may further contribute to 
perceptions of inaccessibility.

Communication difficulties occurred across the entire care 
pathway and are not significantly associated with any specific care 
stage. While findings regarding the prevalence of mental health prob
lems in migrant populations are heterogeneous [2,24], the prevalence of 
communication difficulties across all care stages suggests a risk of 
missed or misdiagnosed mental health issues. The disruptive effect of 
communication difficulties on early stages of care and 
pre-care/care-seeking stages is particularly concerning, as therapeutic 
relationships are less established during these stages, and open discus
sion may be further restricted due to stigma, taboo, and confidentiality 
concerns. Furthermore, the current situation, where language support is 
available for some activities (e.g., therapy sessions) but not others (e.g., 
on hospital wards), disrupts the continuity of care. To mitigate such 
concerns, our findings suggest that organisations providing support 
to migrants towards their mental health should consider taking 
stock of the communication options and strategies available to 
HSCPs and re-assess them in terms of their effectiveness for patient 
outcomes and patient-centred care relative to the activity at hand/in the 
specific context of use. Whilst HSCPs tailored communication strategies 
relative to the activity they were engaging in, logistical issues (e.g., 
bureaucracy) and practical or resource-related issues (e.g., interpreter 
availability) had an influence on the communication strategies used. 
System-level changes may therefore be required to ensure HSCPs have 

access to effective methods of language support at different stages of the 
care pathway.

HSCPs in Central/Eastern Europe, which represent new countries of 
arrival in our sample, reported fewer language-related communication 
difficulties in working with migrants but also had less interaction with 
migrants and less training in overcoming such difficulties than their 
counterparts in other regions. While factors such as language pairings (e. 
g., mutual comprehensibility between Slavonic languages used by 
HSCPs and migrants or the use of Russian as a lingua franca) may 
partially explain the lower frequency of reported communication 
problems in Central/Eastern Europe, the significant association in our 
data between the frequency of HSCPs’ interactions with migrants and 
the frequency of their self-reported communication difficulties during 
these interactions, together with the identified lower levels of training in 
communicating with migrant patients in this region, suggests that fewer 
reported difficulties may not reflect better communication, but rather 
that limited exposure to migrants and limited training may reduce 
HSCPs’ ability to identify communication problems.

Furthermore, our study highlights a notable mismatch between the 
perceived effectiveness of the strategies used to mitigate communi
cation difficulties and the actual use of such strategies among HSCPs. 
Strategies deemed most effective by HSCPs who had experience of using 
them, such as the use of onsite professional/trained interpreters and 
bilingual cultural mediators, are overall underutilised (see also [19]) 
while options perceived to be ineffective, such as machine translation or 
reliance on family/friends as interpreters, are more commonly used. 
Notably, among the strategies involving human agents, the use of fam
ily/friends as language mediators (especially via telephone or other 
audio-link) received similarly low rankings to the use of freely available 
translation tools and the use of the host country’s official language with 
adjustments. Onsite rather than remote (audio-only/video-link) strate
gies were generally perceived to be more effective. This was particularly 
relevant where non-professional/untrained human agents such as the 
patient’s family/friends, volunteer interpreters, and bilingual commu
nity leaders are concerned. Whilst remote interpreting options improve 
accessibility to language support, organisations providing mental 
healthcare support to migrants should ensure HSCPs are aware of the 
affordances and limitations of different interpreting modalities (i.e., 
onsite, telephone, video-mediated interpreting) and their suitability for 
specific situations, such as those involving sensitive topics. If onsite 
interpreting is not possible, access to remote interpreting services, 
provided by equally qualified mental health interpreters, is needed 
and should be developed or improved.

The discrepancy between prevalence and perceived effectiveness, 
alongside shortages of qualified interpreters for many community lan
guages, suggests that the use of strategies perceived as ineffective may 
stem from the shortage of more effective options. While this is highly 
unsatisfactory, HSCPs’ ability to discern between different communi
cation strategies highlights their awareness of language-related 
communication problems and their potential to improve communica
tion if provided with adequate resources to implement effective strate
gies. Increasing HSCPs’ awareness of the availability of different 
forms of language support through the development of educational 
materials may help support decisions about the appropriate use of 
language support. Raising HSCPs’ awareness of the affordances of 
different types of language support relative to the activity at hand, 
combined with sufficient and continuous availability of interpret
ing/language mediation services, may reduce HSCPs’ reliance/use of 
ineffective options. However, qualitative comments also reveal potential 
misconceptions about interpreter roles as participants also reported 
difficulties when working with interpreters in therapeutic settings: some 
HSCPs valued bilingual cultural mediators for providing cultural 
context, possibly reflecting restricted/limited access to professional/ 
trained interpreters, limited knowledge of the breadth of qualified in
terpreters’ competences and/or experience of working primarily with 
interpreters who are not fully qualified. Our findings highlight the 
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importance of supporting HSCPs by developing their competence, 
skills and strategies for working with linguistically and culturally 
diverse patients, for example by drawing on principles outlined in 
cultural competence models of care [7]. Key areas for development 
include building skills for conducting health conversations where lan
guage and cultural barriers are present and skills for effective commu
nication through interpreters. Training on the latter should incorporate 
strategies for collaborating with interpreters to ensure shared under
standing of communicative goals/strategies of HSCPs, monitoring that 
interpreters relay information accurately, and effectively working with 
remote interpreters. Enhancing cultural competence amongst the 
workforce can further assist HSCPs in achieving communicative goals 
with migrants. Key areas include increasing awareness/understanding 
of migrants’ cultural and mental health needs, fostering sensitivity to, 
and understanding of, cultural differences in mental healthcare, and 
developing targeted training tailored to different activities/stages of the 
care-seeking journey to strengthen therapeutic relationships between 
HSCPs and migrant patients.

Relying on bilingual staff/colleagues for language support suggests a 
misconception that being bilingual equates to possessing interpreting 
skills. The ad-hoc use of bilingual staff without such skills risks creating 
issues with role boundaries, quality of linguistic and cultural mediation 
and ultimately quality of care. In the absence of clear guidance and 
clarity about professional responsibilities, it also introduces concerns 
regarding risk and liability in the event of adverse outcomes. Brooks [5] 
similarly found that the added burden of language mediation on HSCPs 
can negatively impact patient outcomes. Developing an 
organisational/system-level understanding of the availability of 
multilingual healthcare staff (i.e., staff with proficiency in the 
languages spoken by migrants or in a relevant lingua franca) within 
the workforce should be encouraged but it must be accompanied by the 
development of relevant policies. It could help mitigate communication 
difficulties where migrants’ language needs cannot be met with pro
fessional interpreting support, or in circumstances where direct (un
mediated) language support is preferred. Developing 
protocols/guidance regarding the responsibility of multilingual staff will 
help to mitigate role-boundary and quality concerns, and provide clar
ification on responsibilities, while offering (basic) training to multilin
gual healthcare staff on serving as an interpreter may further enhance 
quality of care for linguistically and culturally diverse patients. By 
extension, organisations regularly providing mental healthcare support 
to migrants might also consider the feasibility of offering language 
training to develop workforce skills in this area. Any such training 
might also encompass cultural differences in the conceptualisation of 
mental health and the importance of mental healthcare vocabulary, 
which may vary between and within different migrant populations.

Although most HSCPs in our sample interact frequently with mi
grants, less than half had received training in addressing language- 
related communication difficulties. HSCPs with recent training felt 
better equipped to communicate effectively. As highlighted above, the 
survey findings thus underscore the need for comprehensive training to 
improve HSCPs’ knowledge of working with patients when language 
and cultural barriers are present, their understanding of the role and 
capability of qualified interpreters, the impact of the modality (e.g., in- 
person vs. remote interpreting), etc. An emerging area of importance is 
the need to educate HSCPs about the differences between language 
support provided by professional interpreters and machine translation 
(MT). This includes raising awareness of the risks MT poses for patient 
safety and provider liability [20]. Organisations providing mental 
healthcare support to migrants should consider developing con
tingency plans to ensure effective care can be provided where 
preferred language support options (e.g., interpreters) are 
unavailable/not practical. Recommendations/guidance for commu
nication strategies in such situations, including emergencies and sensi
tive situations, should also impress upon HSCPs the current limitations 
of MT, especially in terms of accuracy, conveying nuances of meaning, 

and cultural mediation. Any such guidance should be regularly reviewed 
and updated as new and untested solutions emerge. Organisations 
should also explore and optimise alternative ways to bridge lan
guage barriers, including critical evaluations of more and less effective 
options and long-term approaches to enhancing MT capabilities.

Furthermore, open-ended responses highlighted a broader need for 
capacity-building that goes beyond linguistic and cultural competence, 
encompassing a deeper understanding of a person’s life world, socio
economic circumstances, and physical environment [11]. Our findings 
provide ample evidence for a comprehensive, multi-pronged approach 
to language support in migrant mental healthcare [29]. This approach 
should go beyond training and capacity-building for mental healthcare 
providers and include interpreter training programmes to increase the 
availability of interpreters with mental health knowledge. Furthermore, 
it should improve access to self-service information for patients and 
develop reliable technological tools for real-time multilingual commu
nication when qualified interpreters are unavailable [3]. The role 
and/or involvement of migrants in local communities might also be 
considered as a complementary language support strategy. Any 
such initiative should include guidance/recommendations on the iden
tification of migrants with suitable qualifications and/or experiences 
relevant to providing language support and/or look to enhance/develop 
such skills. However, effective communication in this context is complex 
and requires a "systems thinking" approach that considers language and 
communication alongside all interacting parts of the healthcare system 
[26]. This broader perspective is essential for creating targeted policies 
and understanding how language and communication shape in
teractions and relationships within the system. While efforts should be 
made to use resources effectively (e.g., implementing remote inter
preting solutions where proven effective), appropriate levels of funding 
for language support are required to aid the implementation of such 
policies.

Our study has several limitations. While it covers multiple European 
countries, the varying sampling strategies employed by each country 
partner resulted in a non-probability sample that may not be fully 
representative of the European mental health workforce. Uneven sample 
sizes and the use of unweighted data mean country-specific and overall 
findings must be interpreted with caution. The survey focused on HSCPs’ 
perceptions of migrant needs and experiences related to the mental 
health system, which may not always accurately reflect migrants’ actual 
experiences and needs. Furthermore, the study did not explore the 
diverse needs of different migrant groups. Complementary participatory 
health research [37] involving migrants, carers and language service 
providers is needed to generate more comprehensive evidence [34]. 
Despite these limitations, our study aimed to collect rich information 
about communication difficulties arising from language barriers, 
including open-ended questions to capture insights from a variety of 
mental health-related roles across Europe.

5. Conclusion

Our survey of health and social care providers (HSCPs) involved in 
the delivery of mental healthcare to migrants in nine European countries 
reveals that HSCPs perceive there to be significant barriers in accessing 
mental health services for migrants with limited host-country language 
proficiency. Communication difficulties in migrant mental healthcare 
are prevalent across the entire care journey, but HSCPs often lack the 
necessary training to address these challenges. While recency of training 
is associated with more positive perceptions of its effectiveness, informal 
strategies such as using the patients’ family/friends to interpret and free 
machine translation tools are widely used but deemed ineffective by 
HSCPs who have experience of using them. The use of onsite profes
sional/trained interpreters is considered the most effective strategy, yet 
their availability is limited. HSCPs also emphasise the need for speci
alised training for healthcare interpreters in mental health settings. 
These findings underscore the need for targeted improvements in 
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communication strategies to enhance mental health service accessibility 
for migrants.
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