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resilience, the majority have experienced trauma and 
humanitarian atrocities, placing them at high risk for devel-
oping mental health challenges, including anxiety, depres-
sion, and post-traumatic stress (Bogic et al., 2015; Campbell, 
2007; Ghumman et al., 2016; Marshall et al., 2005; Steel et 
al., 2009). Furthermore, post-migration living difficulties 
such as racial discrimination, poor medical and counsel-
ing access, worries about family back home, and poverty 
are consistently related to more significant refugee mental 
health symptoms (Miller & Rasmussen, 2010; Schick et 
al., 2018; Schweitzer et al., 2006; Teodorescu et al., 2012). 
Emerging evidence demonstrates that the unexpected post-
migration challenge of the COVID-19 pandemic has dispro-
portionately impacted refugees, further exacerbating mental 
health challenges in this population (Alemi et al., 2020; 
Greenaway et al., 2021; Rees & Fisher, 2020; World Health 
Organization, 2020). In response to the pandemic, refugee 
mental health providers have recognized the urgent need for 
expanded telemental health services and have transitioned 

within the United States. They endure similar horrific traumatic expe-
riences in their journey and in their search for safety.

Introduction

In May 2022, the United Nations reported an unprecedented 
global crisis, estimating that 100 million individuals are dis-
placed due to war, persecution, and unstable political infra-
structure (UNHCR, 2022). Although refugees and asylees 
(1hereafter referred to as refugees) exhibit remarkable 

1  Throughout the manuscript we refer to refugees and asylees as 
“refugees” for simplicity. Refugees and asylees both have a well-
founded fear of persecution based on race, religion, nationality, politi-
cal opinion, or membership in a particular social group. The difference 
between groups is where this determination is made. Refugees apply 
for status outside the United States through UNHCR and are chosen 
for resettlement whereas asylees apply for asylum at the border or 
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to technological platforms (Pierce et al., 2021; Wosik et al., 
2020). This study is among the first to explore barriers and 
potential benefits of providing telemental health services to 
resettled U.S. refugees during the COVID-19 pandemic and 
to assess the differential impact on refugee and non-refugee 
clients. This knowledge will assist in promoting equity in 
the delivery of refugee mental health services.

Impact of COVID-19 on Refugee Mental Health

Due to the recency of the COVID-19 pandemic, only a 
few studies exist examining the impact of the pandemic on 
resettled refugees. One study found that 51.95% of practi-
tioners reported the pandemic led to an increase in refugees 
requesting mental health support, and 48.05% of practitio-
ners indicated greater tension within refugee family rela-
tionships (Benjamen et al., 2021). Given the high rates of 
post-traumatic stress experienced by refugees, Rees and 
Fisher (2020) offer anecdotal evidence of the pandemic’s 
impact on refugee mental health conditions through the trig-
gering of past trauma. First, the pandemic may lead to inten-
sified fears of illness and death for self and family members, 
especially those remaining in dangerous, high-conflict and 
low-resource countries. Additionally, the pandemic has 
produced government restrictions and mandates (i.e., stay-
at-home orders), which might mimic past traumatic expe-
riences of forced isolation or detainment during times of 
violence and war conflict (Benjamen et al., 2021; Mattar et 
al., 2020; Rees & Fisher, 2020). Given that refugees often 
originate from collectivist societies (Simich & Andermann, 
2014) where family and community needs have higher pri-
ority over individual needs, the pandemic may seriously 
reduce these personal connections that are strong predic-
tors of recovery from traumatic events (Schweitzer et al., 
2006). Moreover, refugees may associate food shortages or 
scarcity of items with war conflict. For example, the media 
displayed empty shelves during the pandemic due to hoard-
ing toilet tissue and cleaning supplies. The triggering of past 
trauma can lead to increased fear and anxiety, negatively 
impacting sleep and compounding emotional distress (Lies 
et al., 2020).

In addition to triggering past trauma and exacerbat-
ing mental health difficulties, COVID-19 is associated 
with various job-related stressors that may disproportion-
ately impact resettled refugees (e.g., job loss or increased 
exposure due to type of job). U.S. refugees experience sig-
nificant underemployment (Baran et al., 2018) and tend to 
be employed in service-sector jobs (Clarke et al., 2021). 
Numerous individuals working in the service industry lost 
employment during the pandemic which can increase risk of 
financial insecurity and subsequent mental health challenges 
(Berry et al., 2020). Furthermore, for those who continued 

in their service jobs, these high personal contact occupa-
tions can lead to more significant pandemic-related illness 
and mental health concerns (Berry et al., 2020; Greenaway 
et al., 2021), especially in the resettled refugee population 
with pre-existing risks for health conditions and underlying 
diseases (Greenaway et al., 2021; Kumar et al., 2021). For 
example, in a recent extensive review of physical health out-
comes of resettled U.S. refugees, it was found that refugee 
adults had up to two times the risk of having a chronic med-
ical condition compared to non-refugee immigrant adults, 
and increased risk for diabetes and hypertension compared 
with U.S. born controls (Kumar et al., 2021). Furthermore, 
these outcomes may reciprocally impact the mental health 
functioning of refugees, their families, and communities as 
chronic health conditions have been linked to an increase 
in mental health challenges. While the economic stress of 
job loss may negatively impact resettled refugees and their 
families, remaining in high contact employment during 
COVID-19 will likely lead to increased illness and death 
among refugees (Berry et al., 2020).

General Barriers to Refugee Mental Health Services

Although the need for refugee mental health services is 
high, some general barriers to refugees accessing and uti-
lizing services before the pandemic have been identified. 
In their systematic review, Byrow and colleagues (2020) 
reviewed 62 studies addressing perceived barriers to receiv-
ing mental health services among refugees. Using thematic 
analytic techniques, they found the most significant bar-
riers were cultural (e.g., mental health stigma) and struc-
tural (e.g., financial strain, language proficiency). They also 
identified barriers specific to the refugee experience, such as 
lack of trust in authority figures (Byrow et al., 2020). Other 
researchers also recognized similar barriers, often dichoto-
mizing barriers as either structural or socio-cultural (Ayers 
et al., 2018; Kiselev et al., 2020). Structural barriers relate 
to institutional systems and socioeconomic status, includ-
ing linguistic challenges, long waiting lists for specialized 
services, and general logistical challenges faced by refugees 
(Kiselev et al., 2020). These structural barriers stem from 
disparities in social determinants of health, including pov-
erty, limited English proficiency, discrimination/marginal-
ization, and high-density housing (Hynie, 2018). Together, 
these disparities in social determinants of health contribute 
to greater difficulty in disseminating mental health services 
to refugees. Understanding logistical challenges confronted 
by refugees is necessary for comprehending potential struc-
tural barriers.

In contrast to structural barriers, socio-cultural barri-
ers comprise a dissonance between the country of origin’s 
cultural systems and the host country, such as stigma, 
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diverging mental health explanations, and cultural mis-
matches (Kiselev et al., 2020). Regarding diverging mental 
health explanations, very few studies have examined local 
conceptual frameworks of diagnoses and trauma treat-
ment in non-Western contexts compared to the numerous 
epidemiological studies of post-traumatic stress disorder 
(PTSD; Kohrt & Hruschka 2010). Interestingly, Slewa-
Younan and colleagues (2014) conducted interviews with 
225 resettled Iraqi refugees and found that after respondents 
read a vignette of a refugee with symptoms meeting criteria 
for Western-diagnosed PTSD, only 14.2% identified PTSD 
as the problem. When respondents were asked what would 
help the refugee in the vignette, 84.9% of respondents indi-
cated a psychiatrist, and 79.2% reported reading the Koran 
or Bible would be helpful. Bettmann and colleagues (2015) 
conducted interviews with Somali and Somali Bantu refu-
gees and found that worry, loss of family members, spiritual 
possession, and God were some of the explanations given 
for the cause of mental illness. Nepali-Bhutanese refugees 
report that trauma impacts the heart-mind connection and 
that past life sins are responsible for traumatic events (Kohrt 
& Hruschka, 2010). Connections with the spiritual world 
and one’s ancestral deities were also described as causal 
factors in mental health conditions for Nepali-Bhutanese 
refugees. The stigma associated with unfamiliarity with 
U.S. mental health services is another socio-cultural barrier 
that has been identified (Clement et al., 2015; Gong-Guy et 
al., 1991; Satinsky et al., 2019). For instance, refugees from 
Southeast Asian countries may associate mental health treat-
ments solely with institutionalization and significant mental 
illness. Therefore, appreciating local conceptual views of 
mental health is essential to understanding and ultimately 
addressing socio-cultural barriers for refugees.

Barriers to Refugee Telemental Health: Structural 
and Socio-Cultural

Due to the COVID-19 pandemic, stay-at-home orders were 
commonplace across the United States by March 2020 (Dis-
ney et al., 2021; Wosik et al., 2020). Mental health providers 
were mandated to halt in-person services and quickly began 
delivering services through telemental health platforms to 
uphold continuity of care (Disney et al., 2021). Although 
telemental health platforms have been gaining popular-
ity in the last few years, most mental health services were 
conducted in-person before the pandemic (Benjamen et al., 
2021). Estimates indicate the percentage of psychologists 
utilizing telemental health platforms increased from 7% 
before the pandemic to 85% during the pandemic (Pierce 
et al., 2021). Due to the low utilization rates of telemental 
health before the pandemic, research examining the feasibil-
ity and effectiveness of telemental health in this population 

is limited (Ashfaq et al., 2020). The few studies that have 
examined telemental health use during the pandemic have 
demonstrated the emergence of inequities and barriers 
unique to refugees (Benjamen et al., 2021; Bose, 2021; Dis-
ney et al., 2021). In one study, Disney and colleagues (2021) 
conducted an online survey of findings from 17 U.S. mental 
health practitioners of resettled refugees during COVID-19. 
Through thematic analysis, they discussed various themes 
related to telemental health barriers such as low technology 
literacy, lack of resources, client hesitancy, and language 
issues (Disney et al., 2021). In another study, Benjamen and 
colleagues (2021) surveyed 77 Canadian primary care clini-
cians who provided services to refugees residing in Canada 
during the first six months of the pandemic. Eleven of these 
clinicians participated in 60-minute qualitative interviews 
exploring access to care, mental health care, and virtual 
mental health care during COVID-19. Through qualita-
tive content analysis they identified barriers of virtual care 
including technological concerns, interpreting challenges, 
challenges connecting emotionally with clients, and privacy 
concerns. In their survey, Benjamen and colleagues (2021) 
found that 68.42% of Canadian refugee clinicians reported 
a lower rate of access to care during COVID-19 compared 
to pre-COVID-19.

When refugees are receptive to telemental health ser-
vices, structural and socio-cultural barriers may impede the 
delivery of virtual mental health services. Structural barriers 
to technological platforms include lack of access to techno-
logical devices (e.g., computers, tablets), internet connec-
tivity issues, interpreters’ availability, privacy, and linguistic 
differences between client and provider (Benjamen et al., 
2021; Kiselev et al., 2020). While it is common for refugees 
to use telephones, they may be less likely to have access to 
computers or tablets, which are more likely to have video 
capability (Bose, 2021). Moreover, older refugee clients may 
have more significant challenges with using these devices, 
creating additional age-related disparities. Internet connec-
tivity may be especially challenging for refugee clients due 
to lack of internet availability and the added difficulty of 
connecting three individuals (client, interpreter, and pro-
vider; Benjamen et al., 2021; Disney et al., 2021). Addition-
ally, given that refugees often reside in high-density homes 
with multiple families, the privacy necessary to receive tele-
health services may be hindered (Mattar et al., 2020; Volkin, 
2020). Thus, there appear to be additional structural barriers 
when using technological platforms compared to in-person 
services. Given that no studies have compared the structural 
barriers encountered by providers of refugee clients to non-
refugee clients, it is unclear whether these barriers have a 
disproportionately greater impact on refugee clients.

Although socio-cultural barriers encountered during tele-
mental health services may be similar to those identified for 
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This study is among the first to specifically address struc-
tural and socio-cultural barriers and potential benefits to 
refugee telemental health treatment with a sample of pro-
viders serving U.S. resettled refugees during the COVID-
19 pandemic. In addition, it is the only study to date that 
compared barriers encountered by refugee and non-refugee 
clients to better understand if these barriers disproportion-
ately impact refugee clients. We predicted that providers 
would report multiple barriers and unique benefits of tele-
health when serving refugees. We also predicted telehealth 
services would present greater challenges for U.S. resettled 
refugee clients and their providers than in-person services. 
Notably, a study conducted in 2020 found that psycholo-
gists estimated that after the pandemic, they would continue 
to perform approximately 35% of their clinical services via 
telepsychology (Pierce et al., 2021). As such, for refugees 
to gain access to telemental health services now and in the 
future, further clarification of barriers to telemental health 
services is essential.

Method

Procedure

A cross-sectional exploratory design was utilized for this 
study, allowing for a comprehensive understanding of the 
barriers encountered by clients through providers’ perspec-
tives. All procedures were approved by the Institutional 
Review Board at the University of Vermont. Data were col-
lected anonymously from mental health providers across 
the U.S. using Qualtrics Online Survey Software (Qualtrics, 
2020) in August 2020. The survey was disseminated via 
email (in the English language) to listservs associated with 
two national organizations: The National Consortium of 
Torture Treatment Programs (NCTTP) and the Association 
of Psychological Training Clinics (APTC). These national 
organizations were specifically chosen for their emphasis 
on mental health services for refugee versus non-refugee 
clients (NCTTP and APTC respectively). Approximately 34 
member organizations of the NCTTP network provide men-
tal health services specifically to refugee and asylees who 
are survivors of torture. On the other hand, the APTC net-
work includes over 200 doctoral training clinics that provide 
services to primarily non-refugee clients. Organizations that 
serve refugees need to have gained trust from refugee com-
munities, have access to interpreter services, and funds to 
pay for these services. These complicating factors make it 
less likely for the mental health agencies associated with 
APTC providers to serve refugees, unless they are designed 
specifically for this purpose. Additionally, given the train-
ing nature of APTC clinics, refugees are not typically 

in-person services, they are likely intensified. For instance, 
when utilizing telemental health services in their homes, 
refugee clients may be more concerned about the stigma of 
mental health treatment if they receive queries from house-
hold members (Clement et al., 2015; Satinsky et al., 2019). 
This stigma may contribute to findings indicating that refu-
gees may not be receptive to telemental health services. For 
example, one study conducted pre-COVID-19 showed that 
only 45% of Syrian refugees who experienced post-trau-
matic stress symptoms were open to telepsychiatry (Jefee-
Bahloul et al., 2014). Although socio-cultural barriers to 
receiving telemental health services likely exist, no study to 
date has compared the differences between refugee mental 
health stigma associated with in-person versus telemental 
health services. Importantly, socio-cultural and structural 
barriers are not mutually exclusive when considering bar-
riers such as privacy. Privacy issues may be structural in 
that finding a quiet place may be problematic when having a 
telemental health session and multiple generations reside at 
home, while privacy issues may also be related to the socio-
cultural barrier of stigma. To better understand barriers such 
as privacy, we specified in our study whether issues with 
privacy were due to stigma or residing in large households.

Potential Benefits of Telemental Health

Despite the barriers to providing telemental health with ref-
ugee clients, it is worth noting that some research suggests 
that technology-assisted psychotherapy can be an effective 
way to deliver mental health services to refugees (e.g., Ben-
jamen et al., 2021). Specifically, telemental health services 
may mitigate certain barriers to receiving in-person ser-
vices that may be particularly prevalent for refugee clients, 
including lack of transportation and access to interpreters in 
the area (Hassan & Sharif, 2019). Benjamen and colleagues 
reported that 65% of surveyed practitioners reported that 
technology assisted psychotherapy is feasible and 67% indi-
cated it could increase health equity for their patients. Addi-
tionally, in interviews with 11 respondents, Benjamen and 
colleagues (2021) asked if practitioners saw virtual mental 
health approaches as useful for refugees in the future. Open-
ended responses included greater access to care, fewer chal-
lenges with transportation and childcare, decreased wait 
times, and the ability to connect with more providers (Ben-
jamen et al., 2021). Although Disney and colleagues (2021) 
did not specifically ask respondents about potential benefits 
of virtual care, they commented that telemental health may 
address disparities in refugee communities via access to 
practitioners who speak the same language. In the current 
study, we also examined the potential benefits of telemen-
tal health to refugees and how telemental health may be an 
appropriate alternative approach for some individuals.

1 3

612



Community Mental Health Journal (2023) 59:609–621

to refine the survey content and create the final version of 
the survey used for this study.

The refined survey consisted of five sections of questions. 
Refer to Table 1 for a comprehensive list of the questions 
on the survey. All respondents completed the first section, 
which included demographic questions of the providers and 
their clientele (i.e., role in clinic/organization, ages served, 
percentage of refugee and non-refugee clients served). Pro-
viders were then presented with either questions about their 
refugee clients, non-refugee clients, or both, depending on 
their clientele. The second section included items about cli-
ents’ access to and use of various common technological 
devices. The third section inquired about how much of a 
problem each barrier (e.g., challenges with technology, cost 
of treatment) presents to clients and providers. Participants 
rated these questions on a 4-point Likert scale (1–4) from 
“not at all” to “a lot."The fourth section asked providers to 
compare their experience of telemental health with in-per-
son services for several different areas (e.g., concerns of pri-
vacy, language barriers). Providers were asked to indicate if 
these barriers were “worse/much worse,” “same,” or “bet-
ter/much better” for their clients when receiving telemental 
health services compared to in-person services. The fifth 

provided mental health services in this setting. Participants 
were encouraged to invite eligible colleagues who were also 
members of the above organizations to complete the survey. 
Participants were considered eligible if they have provided 
telemental health treatment or are direct supervisors of 
those who have provided telemental health treatment to ref-
ugee or non-refugee clients in the U.S. during the COVID-
19 pandemic. All participants provided informed consent. A 
total of 85 participants completed the survey. Participants 
were assigned to one of two groups based on the majority 
of clients they serve: “refugee clients,” which included cli-
ents who were refugees or asylees (N = 50) or “non-refugee 
clients” (N = 35).

Measure (Survey)

The survey was developed in two stages. First, a pilot study 
was conducted in which an initial draft of the survey was 
disseminated to 10 clinicians providing services to refugee 
and non-refugee clients. The providers were asked to give 
feedback on the clarity of the survey and if they had encoun-
tered additional barriers not considered. Feedback was used 

Table 1 Descriptive statistics of barriers and independent samples t-tests comparing refugee and non-refugees on barriers
Refugees Non-Refugees Independent Samples T Test

Barriers M SD M SD df t value Sig (two-tailed)
Access to Technology
Computer 35.86 26.62 87 18.57 83 10.43*** < 0.001
Phone 92.06 13.05 98.46 3.89 60.83 3.27*** < 0.001
Tablet 21.49 21.23 41.66 33.41 54.56 3.12** 0.003
Telemental Health Platform
Computer 19.63 25.36 73.11 29.06 82 8.96*** < 0.001
Phone 80.66 27.21 39.94 36.04 59.92 -5.65*** < 0.001
Tablet 9.49 17.76 18.37 24.96 58.33 1.79* 0.039
Structural and Socio-cultural Barriers
Access to a technological device 2.98 0.95 1.76 0.82 81 -6.07*** < 0.001
Technology challenges 3.42 0.81 2.47 0.86 82 -5.14*** < 0.001
Internet connectivity 3.37 0.78 2.59 .82 81 -4.37*** < 0.001
Language barriers 2.88 0.91 1.33 0.65 79 -8.90*** < 0.001
Cost of treatment 1.67 1.12 1.85 1.06 73 0.71 0.48
Privacy (stigma) 2.65 0.90 2.17 0.76 70 -2.36* < 0.05
Privacy (environment) 3.22 0.90 2.37 0.77 73 -4.27*** < 0.001
Provider Barriers
Contacting/setting up appointments 2.61 0.86 1.84 0.81 79 -4.02*** < 0.001
Billing 1.78 1.13 2.10 1.06 65 1.17 0.25
Cancellations 2.31 1.00 2.28 0.81 79 − 0.12 0.91
In-Person vs. Telemental Health Barriers
Number of cancellations 2.30 0.69 2.22 0.71 77 − 0.50 0.62
Concerns of privacy 1.34 0.52 1.30 0.47 78 − 0.33 0.74
Language barriers 1.78 0.47 1.87 0.35 59 0.64 0.53
Cost of treatment 2.08 0.28 1.89 0.32 50 -2.29* 0.03
Access to childcare 2.00 0.85 2.04 0.74 69 0.18 0.86
Transportation access 2.52 0.77 2.76 0.52 63.82 1.49 0.14
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note, these categories are not mutually exclusive, as some 
supervisors also identified as clinicians. Providers served a 
range of age groups, with almost all indicating they worked 
with adults (97.65%). Approximately half (45.88%) of pro-
viders worked with children, 59.82% worked with adoles-
cents, and 60.0% worked with older adults over the age of 
65. Over half of the providers reported that the majority of 
their clientele were refugees (58.82%), with the remaining 
providers reporting that the majority of their clientele con-
sisted of non-refugees (41.18%).

Overview

Providers shared that they have encountered both benefits 
and challenges while providing telemental health services to 
their clients. Results are separated into common themes that 
emerged from the survey and/or the open-ended responses 
from the providers surveyed. Quotes from the open-ended 
portion of the survey are included throughout the themes to 
provide additional context.

Access To and Use of Technological Devices

In general, providers indicated that a high percentage of their 
refugee clients (92.06%) and non-refugee clients (98.46%) 
had access to telephones. Providers reported that refugee 
clients had significantly less access to computers (35.86%) 
compared to non-refugee clients (87%; t(83) = 10.43, 
p < .001). Refugee clients were also significantly less likely 
to have tablets (21.49%) than non-refugee clients (41.39%; 
t(60.83) = 3.11, p < .001). The devices used for telemental 
health services also differed based on refugee status (Fig. 1). 

and final section consisted of two open-ended questions, 
probing additional barriers or benefits providers may have 
experienced while providing telemental health services. 
Specifically, providers were asked: (1) what are additional 
barriers that you have experienced when working with cli-
ents through telemental health? (2) have you encountered 
any benefits of telemental health, as compared to face-to-
face services?

Results

Overview of Analyses

The Statistical Program for the Social Sciences software 
program (SPSS) was used to analyze the survey results. Par-
ticipant demographisc and characteristics of their clientele 
were examined using descriptive statistics and frequencies. 
A series of t-tests were used to compare the means of sur-
vey items for refugee and non-refugee clients. Open ended 
questions were analyzed in NVivo 11 (QSR International 
Pty Ltd, 2020) using thematic analysis to identify common 
themes across participants. Guided by the six phases of the-
matic analysis described by Braun and Clark (2006), authors 
coded responses using inductive and deductive approaches.

Description of Participants

Eighty-five mental health providers self-identified as eli-
gible for the survey. Providers primarily identified as cli-
nicians (54.12%) and supervisors (49.41%), with a small 
percentage identifying as student therapists (7.06%). Of 

Fig. 1 Providers’ perspectives on 
refugee and non-refugee client 
access to technological devices. 
*p = < 0.001
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Structural and Socio-Cultural Barriers

Technology-Related Barriers

Providers frequently identified that barriers extend beyond 
lack of access to technology, indicating that even if clients 
have access to devices, they may encounter additional tech-
nology-related barriers, including navigating their devices 
and inconsistent internet or phone service. Specifically, a 
high percentage of refugee providers reported that chal-
lenges with technology (92.0%), and internet connectivity 
(89.80%) were either “somewhat” or “a lot” of a problem 
for their refugee clients (Fig. 2). Technology-related struc-
tural barriers were a prevailing theme throughout providers’ 
open-ended responses as well. One provider wrote, “Not 
having internet access is the greatest barrier for clients as 
well as not having the training to use technology.” Addition-
ally, how problematic challenges with technology and inter-
net connectivity have been differed by client status, with 
refugee clients experiencing greater problems t(82) = -5.14, 
p < .001 and t(81) = -4.37, p < .001 respectively (Table 1). 
Providers identified that the exacerbation of technology-
related barriers for their refugee clients is partly because, 
“internet service providers are not attentive to language bar-
riers” and that refugee clients, especially older clients, more 
often lack technological literacy.

Refugees were more likely to use phones to access services 
(80.66%) than non-refugee clients (39.94%; t(59.92) = 
-5.65, p < .001) and less likely to use computers (19.63%) 
compared to non-refugee clients (73.11%; t(60.83) = 3.27, 
p < .001). Few refugee or non-refugee clients were reported 
to use tablets to access services (9.49% and 18.37%, respec-
tively) and use of tablets did not significantly differ by refu-
gee status. The majority of providers (67.35%) perceived 
refugee clients’ access to a technological device as either 
“somewhat” or “a lot” of a problem. Additionally, access to 
a technological device was significantly more problematic 
for refugee clients compared to non-refugee clients, t(81) = 
-6.07, p < .001.

Access to technology was also a common theme iden-
tified in the open-ended question pertaining to barriers. 
Providers frequently discussed clients’ lack of access to 
computers or video-capable devices and the associated dif-
ficulties they have encountered. Challenges noted were that 
sessions were less productive and focused, and that there 
were limitations to the types of interventions that were fea-
sible. For example, one provider indicated specific aspects 
of interventions that are limited without video: “For refugee 
clients who only use the phone, it is difficult to show them 
things or walk through processes. For example, interac-
tive interventions that incorporate photos or modeling, and 
trauma interventions like narrative exposure feel impossible 
to do over the phone.”

Fig. 2 Providers’ perspectives on barriers encountered by refugee and non-refugee clients during telemental health services. *p = < 0.05
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Privacy

Privacy due to lack of space or the number of people in the 
home was another barrier that providers reported was sig-
nificantly more prevalent for their refugee clients, t(73) = 
-4.27, p < .001. Almost half of the refugee providers reported 
privacy due to lack of space or the number of people in the 
home as “a lot” of a problem, compared to less than 6.67% 
of non-refugee providers. When compared to in-person ser-
vices, a high percentage (68.09%) of refugee providers indi-
cated that their clients’ privacy concerns were “worse” or 
“much worse” over telemental health, with only 2.13% indi-
cating that privacy concerns were “better” over telemental 
health. Consistent with survey findings, concerns with pri-
vacy were frequently reported in the open-ended question 
regarding barriers with many providers highlighting, “Diffi-
culty with interruptions because of family members coming 
into their room where session is taking place." The open-
ended responses also elucidated some additional concerns 
with privacy not specified in the survey. Multiple providers 
discussed concerns with the portability of devices leading 
to clients receiving services outside of their home. One pro-
vider explained, “Clients out in the community when it is 
time for their call has been a main concern.” The portabil-
ity of devices has also introduced additional considerations 
including those of safety, such as “clients driving a vehicle 
while engaging in telehealth.”

Privacy related to mental health stigma, a socio-cultural 
barrier, also significantly differed based on refugee status, 
t(70) = -2.36, p < .05. Specifically, the majority of refu-
gee providers indicated that privacy-related mental health 
stigma was “somewhat” or “a lot” of a problem for their 
clients, while the majority of providers of non-refugee cli-
ents reported that this barrier was either “not at all” or “a 
little” problematic. One provider explained, “For some cli-
ents, confidentiality and their ability to share deep thoughts 
is affected by who is around.”

Scheduling Appointments and Attendance

Contacting clients and setting up appointments significantly 
differed by refugee status t(79) = -4.02, p < .001, with pro-
viders reporting these barriers as more significant with refu-
gee clients than non-refugee clients. Although cancellations 
as a barrier did not differ by refugee status, when asked to 
compare their experience of cancellations with in-person 
services, the majority of providers of refugee clients indi-
cated that cancellations were either the “same” or “better” 
with telemental health services. As 42.55% of refugee pro-
viders reported that the number of cancellations was “bet-
ter” for telemental health, and 12.77% reported that they 
were “worse,” providers frequently emphasized the benefits 

Language Barriers

Providers shared that language was a significant barrier 
to providing telemental health services to refugee clients. 
Language barriers were significantly more of a barrier for 
refugee clients, t(78.92) = -8.90, p < .001; approximately 
64.58% of providers reported that language barriers were 
“somewhat” or “a lot” of a problem for their refugee cli-
ents, compared with 3.03% of non-refugee providers. Pro-
viders frequently discussed challenges related to language 
unique to telemental health, with 23.91% of refugee provid-
ers reporting that language barriers were “worse” or “much 
worse” over telemental health, and only 2.17% indicating 
that language barriers were “better” with telemental health 
services. Refugee providers indicated that they have had 
an especially difficult time successfully integrating inter-
preting services into their telemental health practice, with 
approximately 19.57% of refugee providers indicating that 
interpreting services were “worse” or “much worse” over 
telemental health compared to in-person services, with only 
4.35% reporting that they were “better (Table 2).” Further-
more, many providers noted that challenges accessing and 
incorporating interpreting services have impacted their 
refugee clients’ therapy experiences. Providers shared that, 
“Some video platforms don’t have access to interpreter inte-
gration,” likely due to limitation on the number of partici-
pants permitted at one time, limiting the number of clients 
that can utilize video platforms. When platforms do support 
interpreters, many providers remarked that connecting to 
interpreters can be difficult, which can increase interpreta-
tion time and thus decrease the time spent engaging in thera-
peutic intervention.

Table 2 Providers’ perspectives on barriers experienced by refugee 
clients over telemental health services compared to in-person services
Barrier N Worse/Much 

Worse
N (%)

Same
N (%)

Better/
Much 
Better
N (%)

Number of 
Cancellations

47 6
(12.77%)

21
(44.68%)

20
(42.55%)

Interpreting Services 46 9
(19.57%)

35
(76.09%)

2
(4.35%)

Concerns of Privacy 47 32
(68.09%)

14
(29.79%)

1
(2.13%)

Language Barriers 46 11
(23.91%)

34
(73.91%)

1
(2.17%)

Cost of Treatment 25 0
(0%)

23
(92.0%)

2
(8.0%)

Access to Child Care 43 15
(34.88%)

13
(30.23%)

15
(34.88%)

Transportation Access 42 7
(16.67%)

6
(14.29%)

29
(69.05%)

1 3

616



Community Mental Health Journal (2023) 59:609–621

the emotional ‘feel’ of working with someone in person.” 
Interestingly many other providers shared that clients have 
enjoyed welcoming them into their homes and that, “Some 
clients have benefited from the slight distance created by 
remote care in engaging in the therapeutic process.” Spe-
cifically, one provider shared, “Not being in the physical 
presence of the therapist can at times allow them to reveal 
more vulnerable aspects of their experience which they may 
feel more ashamed about when meeting in person.” Fur-
thermore, providers commented on their increased under-
standing of their clients’ context due to “a first-hand view of 
stressors.” With this better understanding of home environ-
ment, providers discussed that “clients can practice in the 
moment at home” and “discuss what thoughts/feelings are 
coming up in real-time.”

Discussion

According to mental health practitioners across the U.S., 
the COVID-19 pandemic and increased telemental health 
service utilization have introduced additional barriers as 
well as potential benefits to refugee clients. To our knowl-
edge, this is the first national study conducted during the 
COVID-19 pandemic comparing providers’ perspectives 
on the structural and socio-cultural barriers to utilizing tele-
mental health services between refugee and non-refugee 
clients in the U.S. Based on the data collected from mental 
health providers, our findings revealed multiple structural 
and socio-cultural barriers that affect refugees more signifi-
cantly than non-refugees. Some of these barriers are unique 
to telemental health services, while others exist across ther-
apy platforms (i.e., in-person or telemental health). We also 
found that providers reported some benefits of telemental 
health when working with refugee and non-refugee clients. 
This study contributes to our understanding of the specific 
telemental health barriers as well as benefits that refugees 
encounter through providers’ perspectives, and highlights 
target areas for increasing telemental health utilization dur-
ing and beyond the COVID-19 pandemic.

Barriers

Providers reported a number of barriers to telemental health 
services that uniquely and significantly impact refugee 
clients. Our findings demonstrated how these barriers dis-
proportionately impact refugee clients in comparison to 
non-refugee clients noted by the quantitative data (t-score 
comparisons) as well as by the providers’ open-ended 
responses.

Regarding access to technological devices, provid-
ers indicated that overall access to technology was more 

of telemental health regarding a decrease in cancellations, 
no-show appointments, and late attendance. Some providers 
mentioned the unique difficulties that refugee clients experi-
enced regarding scheduling for telehealth including, “People 
who don’t speak English aren’t getting language appropriate 
reminders for their appointments, so they forget.”

Transportation

The majority of providers emphasized transportation bar-
riers (i.e., reliable transportation, long commutes, lack of 
driver’s license, travel costs) as, “among the biggest barriers 
to in-person office visits” and therefore not requiring trans-
portation as one of the greatest benefits of telemental health. 
Consistent with this finding, approximately 69.05% of refu-
gee providers indicated that transportation access was “bet-
ter” or “much better” for telemental health than in-person 
services. One provider explained the impact that telemental 
health services had in reducing transportation barriers, and 
ultimately increasing client access: “Clients are very pleased 
that they need not travel and incur the costs of transportation 
to attend their sessions. This in some cases make clients able 
to attend sessions more frequently.”

Access to Childcare

Interestingly, providers had mixed responses regarding the 
impact telemental health has had on access to childcare. For 
instance, approximately 34.88% of providers reported that 
access to childcare was “worse” or “much worse” compared 
to in-person services, while another 34.88% of providers 
reported that access to childcare was “better” or “much 
better.” One provider shared their experience with both the 
drawbacks and benefits of telemental health regarding child-
care: “For clients who have children, caring for them during 
the session has more options from home than in the office, 
though the distractions remain.” Overall providers shared 
that on the one hand clients do not have to find childcare, 
which can be a barrier with in-person services, however, 
having children at home during sessions can increase dis-
tractions that were not present for in-person appointments.

Therapeutic Rapport

In the open-ended responses, providers repeatedly dis-
cussed the impact of telemental health on their relationship 
with their clients. Some providers noted, “Delays to the 
establishment of the therapeutic alliance with telehealth” 
due to the distance that telehealth services create and the 
increased home-distractions. One provider wrote, “More 
aspects of psychosocial and mental health services get ‘lost 
in translation’ via a virtual platform. We depend so much on 
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technological barriers are often exacerbated due to language 
challenges. For example, navigating telemental health plat-
forms often require basic English proficiency (e.g., for cre-
ating passwords), which may not be realistic for all refugee 
clients. Furthermore, to provide interpretation services, 
client, provider, and interpreter all require reliable technol-
ogy and internet connectivity, which can pose additional 
challenges.

Providers also indicated that interpreter challenges were 
a main barrier for refugee clients, which is consistent with 
previous research highlighting that interpreter-related issues 
are common barriers preventing refugees from success-
fully utilizing in-person mental health resources (Kiselev, 
Morina, et al., 2020; Shannon et al., 2015). Our study found 
that these barriers extend to telemental health services and 
may be magnified over telehealth due to the cost, accessi-
bility, and availability of interpreting services. Issues with 
inconsistent access to interpreters may lead to the interrup-
tion of consistent treatment for refugee clients. Providers 
indicated that contacting clients and setting up appoint-
ments is also a more significant barrier for refugee clients 
than non-refugee clients. Language barriers likely play an 
important role when providers try to contact and schedule 
with their refugee clients, as an interpreter is often needed 
for these interactions. Refugees who are not proficient in 
English also cannot receive appointment reminders and may 
more easily forget their appointments. Therefore, provid-
ers are encouraged to utilize interpreting services, includ-
ing multilingual appointment reminder services to promote 
consistent attendance.

Another goal of this study was to understand the socio-
cultural barriers that providers described when deliver-
ing telemental health services to refugee clients. Although 
past studies have highlighted the need to examine socio-
cultural barriers, such as stigma surrounding mental health 
(Kiselev, Pfaltz, et al., 2020), this is the first study to exam-
ine stigma related to refugees and telemental health during 
the COVID-19 pandemic. Specifically, we asked providers 
how much of a problem privacy-related stigma has been for 
their refugee clients during the pandemic. Providers noted 
that refugee clients may be less likely to have a private 
space in their home compared to non-refugee clients, due 
to higher-density homes. Privacy concerns are likely exac-
erbated over telemental health since stay-at-home orders 
at the beginning of the pandemic may have increased the 
density of homes to an even greater extent. This lack of pri-
vacy, related to mental health stigma may negatively impact 
refugee clients’ therapy experience as providers discussed 
they may be less willing to share their deeper thoughts and 
emotions given that the session can be interrupted by a fam-
ily member. Thus, concerns with privacy is a barrier that can 

problematic for refugee clients. Specifically, providers 
noted that refugee clients were much less likely to own 
computers and tablets, and thus, they were more likely to 
use telephones to access services than non-refugee clients. 
Our findings are consistent with other studies that found that 
refugees tend to have poorer access to computers than tele-
phones compared to their non-refugee counterparts, likely 
due to a lack of financial resources (Bose, 2021; Disney 
et al., 2021). There are several benefits to having access 
to computers rather than telephones for telemental health 
services. For example, computer screens are usually larger 
than telephone screens making it easier for providers and 
clients to see one another more clearly for rapport building 
and providing visual instructions (e.g., modeling mindful-
ness, coping skills). Additionally, it is important to consider 
that some telephones do not have video cameras (e.g., flip 
phones), which providers in this study indicated was a great 
disadvantage to clients. Without visual interactions, provid-
ers miss visual cues, facial expressions, and body gestures 
necessary for psychological assessment and some treatment 
techniques requiring modeling (e.g., showing deep breath-
ing, progressive muscle relaxation, etc.).

Given the greater portability of telephones, they may also 
pose greater challenges to confidentiality as providers may 
be less likely to ensure their clients are in a private space, a 
concern that participants frequently discussed. Even more 
concerning is the case of a therapeutic emergency such as 
a threat of imminent suicide. If a provider needed to call a 
crisis number or 911, not knowing the client’s exact location 
using a portable telephone could lead to a dangerous situ-
ation. Providers also indicated that privacy due to lack of 
space or the number of people in the home was significantly 
more of a problem for refugee clients than non-refugee 
clients. Based on this finding, when refugee clients utilize 
phones, it may be beneficial for providers to explicitly state 
the limits of confidentiality in public spaces and give clear 
expectations about the importance of knowing a client’s 
location during sessions.

In addition to limited access to certain technological 
devices, providers of refugee clients also endorsed sev-
eral technology-related structural barriers. Specifically, we 
found that technology and internet connectivity challenges 
were significantly more of a problem for refugee clients 
than non-refugee clients. Difficulties with internet connec-
tivity is likely a result of multiple factors, including strained 
Wi-Fi, lack of data stemming from financial constraints, 
and high-density households. Additionally, low technologi-
cal literacy might be especially prominent in this population 
due to the lack of technology usage in their country of ori-
gin. As expected, language barriers were significantly more 
problematic for refugees than non-refugees, as non-refugee 
clients are more likely to be native English speakers and 
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as well as strengths of each refugee community when deliv-
ering telemental health services. Additionally, trainings that 
include both clinicians and community interpreters and 
focus on strengthening collaborative relationships between 
interpreters and clinicians would help to increase success-
ful cross-cultural communication and improve interpreting 
services. Another area of funding includes addressing the 
reported lack of access to video-capable devices and fre-
quent technological barriers experienced by refugee clients. 
Emphasis should be placed on developing ways for refugees 
to access technilogical resources at little to no cost, as well 
as creating spaces (e.g., local community organizations) 
for refugees to access services privately. Lastly, to address 
socio-cultural factors, including stigma, funding should also 
focus on developing culturally-sensitive behavioral health 
awareness programming for refugee communities with 
the goal of reducing mental health stigma and increasing 
willingness to engage in mental health services. By further 
developing awareness and dialogue regarding the needs 
as well as strengths of refugee communities, we hope that 
researchers, clinicians, and policy makers will continue 
working together to improve telemental health services 
through the COVID-19 pandemic and beyond.

Limitations

Although our study highlights the barriers and benefits of 
telemental health services delivered to refugees, it also 
has some limitations. First, the data were obtained from 
only providers’ perspectives. Directly receiving self-report 
responses from refugee and non-refugee clients would 
clarify clients’ perceived barriers and benefits of telehealth. 
Also, although we utilized a standard recruitment method 
through two national networks of mental health provid-
ers, this may impact the generalizability of our findings. 
Future studies may consider recruiting a broader sample 
of responses, as well as gathering additional information 
about the participants, including location, types of agencies, 
services provided, and issues of focus in treatment. Also, 
given the heterogeneity of refugees’ backgrounds, it may 
be important to identify potential differences in telemental 
health access and utilization between refugees of different 
races, ethnicities, and cultural backgrounds. Lastly, to better 
understand the root cause of the barriers identified in this 
study, future studies should include social determinants of 
health, such as lack of resources, poverty, level of English 
proficiency, and discrimination.

be considered both structural (environmental) as well as a 
socio-cultural barrier for refugee clients.

Taken together, when determining if telemental is a fea-
sible option for refugee clients, providers should consider 
potential barriers summarized above which include not only 
structural and technological barriers but also socio-cultural 
barriers, including stigma that may limit the effectiveness of 
telemental health services.

Benefits

Despite the barriers encountered, we also found unique ben-
efits of telehealth reported by refugee mental health provid-
ers. Specifically, compared to in-person services, providers 
reported that their refugee clients have fewer cancellations, 
fewer transportation problems, and better access to child-
care when receiving telemental health services than in-per-
son services. Through open-ended responses, the providers 
also highlighted opportunities that telemental health ser-
vices offer to improve treatment engagement such as clients 
practicing coping skills in their homes in real time which 
may contribute to individualized positive outcomes. These 
findings highlight that telemental health may ameliorate 
some barriers refugees commonly encounter during in-per-
son services, leading to more equitable access for a histori-
cally underserved population. In addition, providers may 
gain new strategies of improving treatment engagement and 
rapport building by virtually observing each client’s unique 
needs, strengths, and family circumstances presented in real 
time and thus, gain clinical insights in improving client-cen-
tered and culturally sensitive services. Therefore, despite the 
barriers mentioned above, it is important to emphasize that 
telemental health services may be a critical alternative for 
some refugee clients. Providers may consider utilizing this 
platform beyond the COVID-19 pandemic by being more 
aware of both barriers and benefits presented by telemental 
health services.

Our findings have important clinical and policy implica-
tions when serving refugee populations through telemental 
health services. Regarding clinical implications, refugee 
service providers should be mindful of the complex and 
multilayered barriers that this population faces, includ-
ing technological problems, limitations of privacy, issues 
of cross-cultural communication and interpreter services. 
Regarding policy implications, our findings indicate a need 
to develop policies that ensure equitable access to mental 
health services for refugee and non-refugee clients. Addi-
tionally, policies are essential that ensure a higher level of 
funding for professional trainings that promote multicul-
tural humility of providers serving refugee client popula-
tions. Through these trainings, providers can develop more 
intentionality in serving clients by learning the unique needs 
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Conclusion

Our study contributes to the limited literature examining 
barriers to refugees receiving mental health services and 
telemental health during the COVID-19 pandemic. Multiple 
unique barriers impact refugee clients’ ability to utilize tele-
mental health services effectively and many of these bar-
riers are more significant for refugees than non-refugees. 
This study also highlights the potential benefits of telehealth 
which may increase refugee clients’ access to mental health 
services. Based on the findings of this study, researchers, 
clinicians, and policymakers must strive together to offer 
treatment programs that mitigate barriers, reduce harm, 
and promote effective services when working with refugee 
communities.
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