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Abstract
Background  Common mental disorders (CMD), such as depression and anxiety, are an important cause of morbidity, eco-
nomic burden and public mental health need. The UK Improving Access to Psychological Therapies (IAPT) programme is 
a national effort to reduce the burden and impact of CMD, available since 2008.
Aims  To examine ethnic and migration-related differences in use of IAPT-based psychological treatment using a novel 
epidemiological dataset with linkage to de-identified IAPT records.
Method  Data from a psychiatric morbidity survey of two South East London boroughs (2008–2010) were individually-linked 
to data on IAPT services serving those boroughs. We used Poisson regression to estimate association between ethnicity and 
migration status (including years of UK residence), with rate of subsequent use of psychological treatment.
Results  The rate of psychological treatment use was 14.4 cases per thousand person years [cases/1000 pyrs, 95% confidence 
intervals (95% CI) 12.4, 16.7]. There was strong statistical evidence that compared to non-migrants, migrants residing in the 
UK for less than 10 years were less likely to use psychological treatment after adjustment for probable sociodemographic 
predictors of need, life adversity, and physical/psychiatric morbidity at baseline [rate ratio (RR) 0.4 (95% CI 0.20, 0.75]. This 
difference was not explained by migration for asylum/political reasons, or English language proficiency, and was evident 
for both self- and GP referrals.
Conclusions  Lower use of IAPT among recent migrants is unexplained by sociodemographics, adversity, and baseline mor-
bidity. Further research should focus on other individual-level and societal barriers to psychological treatment use among 
recent migrants to the UK, including in categories of intersecting migration and ethnicity.
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Introduction

Reducing the burden and impact of common mental dis-
orders (CMD), including depression and anxiety, is a key 
challenge for population health globally [35]. In the UK, 
the Improving Access to Psychological Treatments (IAPT) 
programme, established in 2008, aims to address this chal-
lenge by improving accessibility of evidence-based psy-
chological treatment for CMD [22]. UK Department of 
Health guidance states the importance of ensuring equity 
in IAPT treatment, that is, limiting avoidable, unfair, or 
remediable differences in access across subgroups within 
the population, including those based on age, gender, and 
ethnicity [13]. This guidance, therefore, allows for receipt 
of IAPT treatment triggered either by referrals from indi-
viduals themselves (self-referrals by website or telephone) 
or via general practitioners (GPs); self-referrals are pro-
posed to improve the equity of service use among those 
affected by disparities, including Black, Asian, and Minor-
ity ethnic (BAME) communities [3, 14]. Many individuals 
and families from BAME communities have a history of 
recent or historic migration—in the 2011 census, 93% of 
White individuals reported being born in the UK, com-
pared to 60% of self-described Black Caribbeans, 41% of 
Black Africans, and 46% of Asians [30]. Migrants may 
arrive in a host country without proficiency in the host 
country’s language. Proficiency in the majority language 
is associated with access to, and quality of, mental health 
services among migrants [2, 27, 32].

There has been limited research on equity of psycho-
logical treatment use among migrants, including people 
migrating to seek asylum/fleeing war. Migrants could have 
lower levels of awareness of the existence/availability of 
psychological treatment, particularly where those ser-
vices are more recently established such as IAPT, com-
pared to services of longer standing, such as secondary 
mental health services. More recent migrants also appear 
to have lower levels of GP registration, which is neces-
sary to use IAPT-based psychological treatment via GP 
referral [33]. We have previously reported that survey 
respondents in South East London who had migrated to 
the UK for asylum or political reasons were likelier to 
report need for mental health services, compared to peo-
ple migrating for economic/educational reasons [17]. This 
analysis was based on a self-reported mental health service 
use outcome, rather than use of psychological treatment 
specifically. There is also limited research on disparities 
in psychological treatment use between different ethnic 
groups in the UK, although there are well-known and 
persisting disparities in secondary mental health service 
use between ethnic groups [7]. We previously examined 
equity of access to IAPT by comparing IAPT-treated 
patients drawn from a case register, with survey data 

from the catchment general population, with and without 
CMD. In this study, while the proportion of Black Carib-
bean individuals in the IAPT group was similar to that 
of the general population group, larger differences were 
found among people of Black African ethnicity—16.1% 
of the catchment population was of Black African ethnic 
group, while Black African service users made up 6% of 
the IAPT-treated group [9]. However, previous research 
on disparities in IAPT use has not accounted for factors 
influencing use of psychological treatment. Accounting for 
underlying differences in the distribution of CMD, as well 
as poor physical health [16], as predictors of IAPT access 
requires general population data which has rarely been 
available to investigators of data on IAPT cases. Expo-
sure to adversity, including physical/sexual abuse during 
childhood and adverse life events in adulthood, increase 
use psychological treatment [12], but studies of dispari-
ties in psychological treatment use have not accounted for 
this. Hepgul and colleagues estimated a high prevalence 
of alcohol use disorders in IAPT cases, but data on alcohol 
use in the catchment general population was unavailable in 
this study, limiting assessment of alcohol use as an expla-
nation for differences [21]. Finally, studies on differences 
in IAPT use have been unable to account for use of sec-
ondary mental health services for CMD as an alternative, 
or competing, outcome [21].

We used novel epidemiological linked data to examine inci-
dence of psychological treatment use (IAPT) in a geograph-
ically-defined ethnically diverse urban catchment, extending 
previous work and accounting for relevant predictors of psy-
chological treatment use. We aimed to:

(a)	 Assess ethnic and migration-related differences in inci-
dence of IAPT-based psychological treatment use,

(b)	 Evaluate alternative explanations for any associations, 
such as predictors of psychological treatment need 
and use of secondary mental health services for CMD, 
exploring the association in self-referral and GP-refer-
rals separately, and

(c)	 Examine whether differences in psychological treat-
ment use are explained by reasons for migration, or 
by English proficiency. Because of inherent collinear-
ity between English proficiency and being born in the 
UK, and between being born in the UK and reasons for 
migration, this aim was examined in migrants only.

Methods

Details of sampling

We did a cohort study using a community health survey, with 
prospectively collected outcomes drawn from individual 
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linkage to two related mental healthcare provider databases. 
The South East London Community Health Study, SELCoH 
[20] is a representative household survey whose first wave 
(SELCoH-1) took place in 2008–2010. The survey used ran-
dom household sampling to identify a representative sam-
ple of adults aged 16 years and older living in Lambeth and 
Southwark. Sampling was clustered by household, with all 
adults living in selected households invited to participate. Full 
details of the study, sampling methods, and representativeness 
are published [19]. Among 1698 participants surveyed, 86% 
(1455) gave permission for linkage to mental health records, 
where available.

Measurement of outcome

The outcome was use of IAPT-based psychological treatment. 
Data on use of IAPT-based psychological treatment and non-
IAPT mental health services among SELCoH participants 
were derived from two databases within the National Insti-
tute of Health Research Maudsley Biomedical Research Cen-
tre—these were the Clinical Record Interactive Search (CRIS) 
database and the CRIS-IAPT database. The South London 
and Maudsley NHS Foundation Trust (SLaM) is the sole pro-
vider of mental healthcare, including IAPT services, in the two 
boroughs of South London that were surveyed in SELCoH-1, 
covering a catchment population of approximately 0.62 mil-
lion. The Trust has used a single electronic system, IAPTUS, 
to hold clinical data on IAPT-based treatment, including 
structured fields for referral date, referral source, treatment 
episodes and outcome since 2008. De-identified IAPTUS data 
are stored in the CRIS-IAPT database. Linkage of SELCoH-1 
to CRIS-IAPT was carried out by an independent in-house 
informatics team, the SLaM Clinical Data Linkage Service 
(CDLS), and used personal identifiers (name, date of birth, 
NHS number, postcode and gender) to probabilistically link 
survey data with matching electronic health records. Following 
linkage, data on SELCoH-1 participants who had consented 
to record linkage were then scrutinised in IAPT-CRIS for date 
of referral. This linked information was used to derive time 
from SELCoH-1 interview to use of psychological treatment 
(from IAPT-CRIS). To gather data on use of non-IAPT men-
tal health services, we used a previously described linkage of 
SELCoH-1 records to the CRIS database, a separate database 
of de-identified clinical data on referrals to inpatient and com-
munity mental health services covering the same catchment 
area [5].

Measures

Data on ethnicity and migration

Self-described ethnicity was collected at SELCoH-1 accord-
ing to census categories set by the UK Office for National 

Statistics (ONS) and collapsed into a five-category variable 
comprising White, Black African, Black Caribbean, South 
Asian (comprising Indian, Pakistani, and Bangladeshi 
self-described ethnicity), and Other (Chinese, Black other, 
mixed, and all other) groups. For migration status, we col-
lected information on whether the participant was born in 
the UK, and if not, how long ago, in years, they migrated to 
the UK. We classified this information into four categories: 
(1) born in the UK, (2) not born in the UK and living the 
UK for more than 20 years, (3) not born in the UK and liv-
ing in the UK for 10–20 years, and (4) not born in the UK 
and living in the UK for less than 10 years. The number of 
categories was determined to limit very small numbers of 
outcomes occurring in each category, and was in line with 
previous work using these data [19].

Sociodemographic information

We grouped age into categories for participants aged 17–35, 
36–54, and 55 and older. Highest educational attainment 
was categorised into “no qualifications”, “GCSE/O-level”, 
“A-Level”, and “degree level and above”, incorporating their 
non-UK equivalents where possible. Employment status 
was categorised into employed, student, unemployed and 
other (including temporary sick or permanent sick/disabled, 
retired or looking after the home with children). Relation-
ship status was classified into: single, married/cohabiting, 
divorced/separated and widowed. Participants were clas-
sified by borough of residence at interview (Lambeth or 
Southwark).

Lifetime adverse life events and childhood abuse

Physical abuse, and sexual abuse, before the age of 16 
were collected as separate items, and combined into a sin-
gle binary indicator for the experience of any childhood 
physical/sexual abuse. Information on adverse life events 
was based on separate items for the following adverse life 
events, occurring since aged 16: witnessed violence, being 
exposed to a war zone, being victim to a crime, injury with a 
weapon, being physically/sexually attacked, separation from 
a partner, death of a loved one, serious accident/injury, and 
homelessness.

Common mental disorders (CMD), poor physical 
functioning, and GP registration

The Clinical Interview Schedule (Revised, CIS-R) [23], 
was used to assess symptoms of common mental disor-
ders (CMD), assigning a numerical score categorised into 
three groups: 0–11 (no CMD), and 12–17 for mild-mod-
erate CMD, and 18 and above, reflecting the presence of 
CMD warranting treatment. In line with previous work, we 
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ascertained poor physical functioning using the physical 
component of the SF-12 [36], generating a binary indicator 
for respondents falling into the lowest quartile of scores on 
this scale. Because of the presumed association between GP 
registration and referral to IAPT via GP, we also used self-
reported information on GP registration at interview.

Drug use and hazardous alcohol use

Separate items on whether or not respondents had used, in 
the past year, cannabis, crack, cocaine, ecstasy, LSD, and 
heroin were used to derive a single binary variable for any 
illicit drug use in the previous year. Hazardous alcohol use 
was measured by applying a cut-off of 8 on the AUDIT ques-
tionnaire [31].

Migration for asylum/political reasons and language 
proficiency

Free text responses to a question on reasons for migration 
were classified into migrating for asylum or political rea-
sons, for work or study, for family reasons, for a better life, 
or for other reasons, based on previous work [17]. Respond-
ents were also asked if English was their first language, gen-
erating a binary variable indicating English proficiency. We 
also used information on the continent from which migrants 
emigrated to the UK.

Analyses

We carried out analyses in Stata 14 and accounted for survey 
non-response and household clustering [35]. The outcome 
(use of psychological treatment) was described stratified by 
each analysed covariate. We reported p-values to 2 decimal 
places, and other quantities to 1 decimal place [1]. To calcu-
late rates, data were set for survival analysis specifying the 
SELCoH-1 interview date as the entry point, and first use of 
IAPT-based psychological treatment as the event of interest. 
Conclusion of follow-up time was defined as removal from 
the population at risk, either due to the outcome (use of psy-
chological treatment), due to coming to the end of follow-up 
time (November 2018) or due to being untraceable or dead 
at date of follow-up interview. Rates were estimated in the 
overall sample, and by each included covariate. For descrip-
tive purposes, we estimated unadjusted rate ratios for each 
covariate, using Poisson regression with Wald p-values. For 
ordered categorical covariates, we assessed linearity using 
likelihood ratio tests comparing fit of linear and indicator 
terms.

We used multivariable Poisson regression models to 
examine our aims, adjusting for a comprehensive range of 
explanatory variables. First, to estimate unadjusted asso-
ciations for migration status and ethnic group with use of 

psychological treatment, we included both of these vari-
ables in the same model. Secondly to examine the impact of 
adjusting for distinct groups of explanatory variables on our 
results, we estimated partially-adjusted regression models, 
grouping adjustment variables into (a) calendar period and 
basic demographic and socioeconomic variables (age, gen-
der, borough of residence, employment, educational attain-
ment, and marital status, model 1), (b) markers of psycho-
logical treatment need (CMD and poor physical functioning, 
model 2), (c) adversity (childhood abuse and adverse life 
events, model 3), (d) drug use and hazardous alcohol use 
(model 4), and (e) GP registration at interview (model 5). 
Based on limited attenuation of our estimates, we present 
model estimates from the unadjusted model and the fully 
adjusted model (model 5), and report partially adjusted 
model estimates in the Supplement Table S2. To account for 
use of non-IAPT based mental health services, we estimated 
our fully adjusted model in competing risks regressions with 
referral to secondary mental health services as a competing 
outcome. Although based on small numbers of outcomes, 
we also estimated final models for self-referral rate and GP-
referral rate separately, by coding the other outcome as cen-
sored (Table S3).

To examine the third aim, we estimated the association 
of years of residence with use of psychological treatment, 
adjusting for migrating for asylum/political reasons and 
English proficiency (in addition to adjustment variables 
described above). Owing to inherent collinearity between 
being UK-born and English proficiency, and between being 
UK-born and not migrating for asylum, this aim was exam-
ined in migrants only. We used likelihood ratio tests com-
paring linear and indicator forms of the years of residence 
variable to assess statistical evidence for a trend in associa-
tions with increasing years of residence. We also described 
continent of migration and reasons for migration by ethnic 
group, to further describe the sample (Table S4).

Results

Sample characteristics

Of 1698 SELCoH-1 survey participants, 1455 consented 
to data linkage to electronic health records (described in 
Table 1). Among this group, a weighted percentage of 62.9% 
(912) were born in the UK, 10.6% (164) were migrants 
residing in the UK for longer than 20 years, 9.3% (135) were 
migrants residing in the UK for 10–20 years, and 17.1% 
(244) were migrants residing in the UK for less than 10 
years, at interview. 63.7% (934) of the sample were of White 
ethnicity, with Black African then next most prevalent ethnic 
category (13.1%, 187 individuals) followed by other (11.8%, 
168), Black Caribbean (7.9%, 116), and the South Asian 
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Table 1   Description of 1455 survey participants consenting to record linkage to data on psychological treatment

Total (% of sample) Referral 
to IAPT

Rate per 1000 person-years (95% CI) Rate ratio (RR, 95% 
CI)

Wald test 
p-value for RR

Migration status
 Born in the UK 912 (62.9) 126 19.0 (16.0, 22.6) Reference

Not born in UK: years 
of UK residence

 > 20 164 (10.6) 21 17.0 (11.1, 26.0) 0.91 (0.56, 1.47)
 10–20 135 (9.3) 20 21.1 (13.6, 32.8) 1.11 (0.69, 1.78)
 < 10 244 (17.1) 12 7.1 (4.0, 12.5) 0.36 (0.20, 0.66) < 0.01

Ethnicity
 White 934 (63.7) 121 17.8 (14.9, 21.3) Reference
 Black Caribbean 116 (7.9) 11 12.5 (6.9, 22.5) 0.72 (0.39, 1.33)
 Black African 187 (13.1) 16 12.2 (7.5, 20.0) 0.68 (0.41, 1.14)
 South Asian 48 (3.4) 6 16.4 (7.4, 36.5) 0.91 (0.43, 1.92)
 Other 168 (11.8) 25 21.7 (14.6, 32.1) 1.20 (0.75, 1.93) 0.39
 Missing 2 (0.1) 0 0 –

Year of interview
 2008 118 (8.1) 20 20.2 (13.0, 31.2) Reference
 2009 663 (45.5) 74 14.8 (11.7, 18.5) 0.73 (0.44, 1.22)
 2010 674 (46.4) 85 18.9 (15.3, 23.4) 0.94 (0.58, 1.55) 0.24

Calendar period of 
observation

 2008–2009 – 7 14.3 (6.8, 30.1) Reference
 2010–2011 – 31 12.1 (8.5, 17.3) 0.80 (0.35, 1.81)
 2012–2013 – 57 22.2 (17.1, 28.7) 1.49 (0.67, 3.29)
 2014–2015 – 42 17.4 (12.8, 23.5) 1.12 (0.50, 2.50)
 2016–2018 – 42 17.0 (12.5, 22.9) 1.12 (0.50, 2.50) 0.11

Age at interview
 16–34 622 (45.5) 73 16.58 (13.2, 20.9) Reference
 35–54 530 (35.5) 79 20.40 (16.4, 25.4) 1.25 (0.91, 1.72)
 55– 303 (19.0) 27 12.09 (8.3, 17.6) 0.74 (0.46, 1.18) 0.06

Gender
 Male 633 (47.7) 54 11.66 (8.9, 15.2) Reference
 Female 822 (52.3) 125 21.26 (17.8, 25.3) 1.82 (1.32, 2.51) < 0.01

Borough of residence
 Southwark 732 (50.4) 102 20.1 (16.6, 24.4) Reference
 Lambeth 723 (49.6) 77 14.2 (11.3, 17.7) 0.70 (0.52, 0.95) 0.02

Employment
 Employed 784 (54.1) 84 14.7 (11.9, 18.2) Reference
 Students 209 (15.7) 25 16.5 (11.1, 24.4) 1.13 (0.72, 1.77)
 Unemployment 144 (10.0) 6 26.8 (19.3, 39.4) 1.84 (1.15, 2.92)
 Other 312 (19.8) 44 19.4 (14.4, 26.0) 1.35 (0.93, 1.96) 0.06
 Missing 6 (0.4) 0 0 –

Educational attainment
 No qualifications 196 (12.7) 23 16.1 (10.7, 24.3) Reference
 GCSE 299 (20.7) 43 20.1 (14.9, 27.1) 1.22 (0.74, 2.00)
 A level 354 (24.9) 48 19.0 (14.4, 25.3) 1.14 (0.69, 1.88)
 Degree level or above 591 (40.7) 63 14.6 (11.4, 18.7) 0.87 (0.53, 1.44) 0.30
 Missing 15 (0.9) 2 16.8 (4.2, 67.2) –

Marital status
 Single 558 (40.2) 71 18.0 (14.3, 22.7) Reference



1948	 Social Psychiatry and Psychiatric Epidemiology (2021) 56:1943–1956

1 3

Table 1   (continued)

Total (% of sample) Referral 
to IAPT

Rate per 1000 person-years (95% CI) Rate ratio (RR, 95% 
CI)

Wald test 
p-value for RR

 Married/cohabiting 692 (46.8) 76 14.9 (11.9, 18.6) 0.81 (0.58, 1.15)
 Divorced/separate 161 (10.3) 26 22.8 (15.5, 33.5) 1.29 (0.83, 2.01)
 Widowed 44 (2.6) 6 18.9 (8.5, 42.0) 1.09 (0.49, 2.46) 0.23

Number of lifetime adverse life eventsa

 0–2 750 (51.5) 80 14.7 (11.8, 18.2) Reference
 3–5 599 (41.2) 78 18.0 (14.4, 22.5) 1.26 (0.92, 1.73)
 6–8 106 (7.3) 21 29.2 (19.1, 44.8) 1.98 (1.23, 3.20) 0.02e

Childhood abuse
 No 1058 (72.4) 116 15.0 (12.5, 19.0) Reference
 Yes 384 (26.8) 61 22.6 (17.6, 29.1) 1.49 (1.09, 2.04) 0.01

Missing 13 (0.8) 2 22.0 (5.5, 87.8) –
Common mental disorder (CIS-R score)b

 0–12 1102 (76.2) 106 13.0 (1.07, 15.7) Reference
 12–17 174 (11.9) 32 27.2 (19.3, 38.5) 2.09 (1.40, 3.12)
 18 and above 176 (11.7) 41 35.9 (26.4, 48.7) 2.80 (1.94, 4.04) < 0.01f

 Missing 3 (0.2) 0 – –
Drug usec

 No 1132 (76.6) 128 15.5 (13.0, 18.4) Reference
 Yes 319 (23.1) 50 22.7 (17.2, 30.0) 1.46 (1.03, 2.07) 0.03

Missing 4 (0.3) 1 –
Hazardous alcohol used

 No 1146 (77.9) 143 17.2 (14.6, 20.3) Reference
 Yes 300 (21.5) 35 16.3 (11.7, 22.7) 0.95 (0.65, 1.39) 0.79
 Missing 9 (0.6) 1 –

Poor physical function-
ing

 No 1187 (83.1) 127 14.3 (12.0, 17.0) Reference < 0.01
 Yes 258 (16.9) 52 29.5 (22.5, 38.7) 2.07 (1.48, 2.88)

GP registration at interview
 No 53 (3.9) 6 14.0 (5.8, 33.5) Reference
 Yes 1402 (96.1) 173 10.1 (14.6, 19.7) 1.30 (0.54, 3.11) 0.55

Not born in UK: Eng-
lish as first languageg

 No 308 (56.6) 28 7.8 (4.1, 12.0) Reference
 Yes 235 (43.4) 25 7.4 (4.5, 12.0) 7.4 (4.5, 12.0) 0.98 (0.51, 1.9) 0.95

Total 1455 (100) 179 14.4 (12.4, 16.7)

Rates of referral to psychological treatment per thousand-person years of observation with 95% confidence intervals (95% CI) are shown. Esti-
mates for proportions, rates, and rate ratios account for non-response weights and household clustering. Unless otherwise stated, p-values refer to 
the null hypothesis of no association between the row variable and rate of IAPT referral
a Lifetime adverse life events comprised adulthood witnessed violence, being exposed to a war zone, being victim to a crime, injury with a 
weapon, or being attacked, adulthood separation, death of a loved one, serious accident/injury, and homelessness
b Common mental disorder was a categorical variable based on groupings of 0–11, 12–17, and 18 and above on the Comprehensive Interview 
Schedule, Revised (CIS-R)
c Drug use was based on responses to items for ingestion of cannabis, crack, cocaine, ecstasy, LSD, and heroin in the previous year
d Hazardous alcohol use was measured using the AUDIT scale, using a cut-off of 8 to identify hazardous alcohol use
e p value for linear association with number of lifetime adverse life events, p ≤ 0.01, with insufficient statistical evidence to reject linearity, 
p = 0.41
f p value for linear association with severity of CMD, p ≤ 0.01 with insufficient statistical evidence to reject linearity, p = 0.25
g As analysis of this variable was among migrants only, frequencies, percentages, rates, and ratios for this variable are for migrants only. There-
fore, frequencies do not add up to 1455
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group (3.4%, 48). The youngest age band (16–34) was most 
prevalent in the sample, at 45.5% (622). Females (52.3%, 
822), were more prevalent in the sample than males (47.7%, 
633). A very high proportion of respondents, 96.1% (1402), 
were registered with a GP.

The rate of psychological treatment use

The overall rate of psychological treatment use was 14.4 
cases per thousand person-years (cases/1000 pyrs, 95% CI 
12.4, 16.7). For migration status, the rate of use of psycho-
logical treatment ranged from 21.1 cases/1000 pyrs in those 
residing in the UK for 10–20 years, to 7.1 cases/1000 pyrs 
in those residing in the UK for less than 10 years (rate ratio 
0.4, 95% CI 0.2, 0.7, p-value for overall association 0.01). 
Black African participants experienced the lowest rate of 
psychological treatment use (12.2 cases/1000 pyrs), and 
the other ethnic group experienced the highest rate (21.7 
cases/1000  pyrs), although rate ratio comparisons did 
not suggest sufficiently strong statistical evidence for this 
(p = 0.39). Survey respondents residing in Lambeth at the 
time of interview experienced a lower rate of use of psy-
chological treatment compared to Southwark residents (RR 
0.7, 95% CI 0.5, 0.9). Unemployed participants experi-
enced a rate of 26.8 cases/1000 pyrs, compared to a rate 
in the employed of 14.7 cases/1000 pyrs (RR 1.8, 95% CI 
1.2, 2.9). For educational attainment, rates ranged from 
16.1 cases/1000 pyrs in those with no qualifications, to 

20.1/1000 pyrs in those with GCSE level attainment. Female 
gender, poor physical functioning, severity of CMD symp-
toms, childhood abuse, the number of lifetime adverse life 
events, were statistically associated with a higher rate of 
psychological treatment use. Associations between migra-
tion status and other variables in the analysis are presented 
in Supplementary Table 1 for descriptive purposes. Migra-
tion status was associated with ethnic group in our sample 
(p ≤ 0.01)—for example, 4.6% (40) Black African partici-
pants were born in the UK, compared to 28.8% of those 
residing in the UK for less than 10 years. In categorical 
comparisons, migration status was also statistically associ-
ated with younger age, greater proportions employed, higher 
educational attainment, higher proportions of those married/
cohabiting, lower drug use in the previous year, lower levels 
of hazardous alcohol use, and poor physical functioning (all 
p ≤ 0.01).

Multivariable modelling

Unadjusted and fully adjusted estimates for association of 
migration, and ethnicity, with use of psychological treat-
ment, are presented in Table 2. In unadjusted comparisons, 
participants residing in the UK for less than 10 years at 
interview experienced 0.41-fold lower rates of psychological 
treatment use compared to those who were born in the UK. 
There were very small differences made these estimates on 

Table 2   Multivariable model 
estimates for association (in the 
form of rate ratios, weighted for 
non-response and accounting 
for household clustering) of 
migration status, and ethnicity, 
with time to referral for 
psychological treatment

All models are based on 1346 participants with complete data on all modelled variables. Models 2–5 are 
presented in Table S2 of the Supplementary Material
Italic value indicates the p-value was statistcally significant at the 0.05 level
Model 1 was adjusted for calendar period, age, gender, borough, employment, educational attainment, and 
marital status; model 2: further adjusted for CMD and poor physical functioning; model 3: further adjusted 
for number of childhood abuse and lifetime adverse life events; model 4: further adjusted for drug use and 
hazardous alcohol use; model 5: further adjusted for GP registration at interview. Full model estimates 
from model 5 are presented in Table 3

Unadjusted
RR (95%CI)

Model 1
RR (95%CI)

Model 5
RR (95%CI)

Final model 
p-values 
(Wald)

Migration status
 Born in the UK Reference Reference Reference
 Longer than 20 years 1.0 (0.6, 1.7) 1.2 (0.7, 2.1) 1.2 (0.7, 2.1)
 10–20 years 1.3 (0.8, 2.2) 1.3 (0.8, 2.2) 1.3 (0.7, 2.3)
 Less than 10 years 0.4 (0.2, 0.8) 0.4 (0.2, 0.7) 0.4 (0.2, 0.8) 0.01

Ethnicity
 White Reference Reference Reference
 Black Caribbean 0.7 (0.4, 1.4) 0.6 (0.3,1.3) 0.5 (0.2, 1.1)
 Black African 0.8 (0.4, 1.4) 0.7 (0.4, 1.2) 0.6 (0.3, 1.2)
 South Asian 0.7 (0.3, 1.7) 0.6 (0.2, 1.6) 0.7 (0.3, 1.7)
 Other 1.4 (0.8, 2.4) 1.3 (0.8, 2.2) 1.3 (0.7, 2.2) 0.14
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adjustment for covariates, with the final rate ratio estimate 
of 0.4 (95% CI 0.2, 0.8). There was statistical evidence for 
an overall association between migration status and rate of 
psychological treatment use after all adjustments (p = 0.01).

Although point estimates indicated lower rates of psy-
chological treatment use among Black Caribbean, Black 
African, and South Asian respondents compared to White 
respondents, confidence intervals crossed null, indicating 
insufficient statistical evidence. Adjustments had limited 
influence on estimates. There remained no statistical evi-
dence for association between ethnicity and psychological 
treatment use after all adjustments (p = 0.12). Estimates for 
association of migration status and ethnicity with psycho-
logical treatment use via GP referral, and psychological 
treatment use via self-referral were similar, although statis-
tical evidence was stronger for lower rate in the most recent 
migrants for GP referrals (RR 0.3, 95% CI 0.1, 0.8), but not 
for self-referrals (RR 0.4, 95% CI 0.2, 1.0). Final estimates 
for migration and ethnicity, before accounting for second-
ary mental health service use as competing outcome, are 
presented in Table 3.

In migrants-only analyses (Table 4), there was statisti-
cal evidence for a lower rate of psychological treatment use 
in the most recent migrants compared to those residing in 
the UK for longer than 20 years in unadjusted comparisons 
(RR 0.3, 95% CI 0.2, 0.7), which attenuated to 0.4 (95% CI 
0.2, 1.2) on adjustment. There was limited impact on our 
estimates of accounting for migration for asylum/political 
reasons, or English as first language. There was statistical 
evidence for non-linearity in association with increasing 
years of residence (p = 0.02). Including referral to second-
ary mental health services as a competing outcome did not 
alter inferences (adjusted sub-hazard ratio (SHR) for psy-
chological treatment use for migrants residing in the UK for 
less than 10 years compared to non-migrants: 0.4, 95% CI 
0.2, 0.9, Table 5). 

Discussion

We found strong statistical evidence that migrants resid-
ing for less than 10 years in the UK were less likely to use 
psychological treatment through IAPT compared to those 
born in the UK, after accounting for demographic and soci-
oeconomic indicators, childhood abuse, lifetime adverse 
life events, psychiatric/physical morbidity, GP registration, 
and the use of non-IAPT mental health services. This was 
also evident on consideration of both self-referral and GP-
referrals separately. We found no strong influence of migrat-
ing for asylum/political reasons, or English proficiency, on 
our estimates of lower rate of psychological treatment use 
among migrants residing in the UK for less than 10 years. 

Our adjusted estimates also suggested lower rates of psy-
chological treatment use in Black Caribbean, Black African, 
and South Asian minority ethnic groups, however there was 
limited statistical evidence for these differences.

We focused on disparities in the rate of psychological 
treatment use in a representative epidemiological sample 
with directly-measured information on use of IAPT-based 
psychological treatment (as opposed to self-reported data). 
In contrast to previous research, we accounted for a broad 
range of alternative explanations and assessed the impact 
of secondary mental health service use as a competing out-
come, over a 10 year follow-up period. We carried out the 
study in a densely populated area with high levels of migra-
tion, affording sufficient numbers of participants to assess 
asylum/political migration and English language proficiency 
as explanations for differences in psychological treatment 
use within migrants.

Although we found statistical evidence for association 
of migration status with rate of psychological treatment 
use, estimates for ethnicity, and for duration of residence in 
migrants only, were statistically imprecise. It is possible to 
consider individuals as belonging to more complex catego-
ries than those defined by ethnic group or migration status, 
with inequalities only evident when such intersections are 
taken into account [18]. For example, there are important 
differences between migrants of different ethnic groups, not 
only in terms of their geographic origins, but also in reasons 
for migration (e.g., the high prevalence of economic reasons 
for migration among White migrants from the rest of Europe 
into the UK compared to migrants from elsewhere, as shown 
in Table S4). Self-ascribed ethnic categories may conflate 
populations with diverse arrays of cultural, religious, and 
historical affiliation and ethnic background [8, 10]. It is also 
possible that remaining variation in psychological treatment 
use could be related to other aspects of personal identity, 
e.g., sexual orientation and identity, or aspects of cultural 
or class identity we were unable to capture. This is impor-
tant given previous research showing association between 
discriminatory experiences and CMD [19]—by leaving out 
some characteristics which in themselves could have been 
reasons for discrimination from our analyses, we may have 
been unable to capture the impact of discrimination as a 
driver for use of psychological treatment on our results. 
Information on discrimination, including anticipated dis-
crimination in different settings, is available on a follow-up 
subset on SELCoH-1, and could be a focus for future work. 
Information on potential confounders was available from 
survey data collected at a single time point, limiting our abil-
ity to assess the impact of changing socioeconomic status 
on psychological treatment since migration. Our approach to 
accounting for CMD assumed no interaction between CMD 
and other psychiatric symptoms in relation to psychological 
treatment use, however public health burden of psychiatric 
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Table 3   Final Poisson 
regression model estimates 
for the rate of referral to 
psychological treatment 
based on 1346 participants, 
incorporating survey weights 
and accounting for household 
clustering

Rate ratio Lower 95% CI Upper 95%CI

Migration status
 Born in the UK Reference
 In the UK longer than 20 years 1.2 0.7 2.1
 10–20 years 1.3 0.7 2.3
 Less than 10 years 0.4 0.2 0.8

Ethnicity
 White Reference
 Black Caribbean 0.5 0.2 1.1
 Black African 0.6 0.3 1.2
 South Asian 0.7 0.3 1.7
 Other 1.3 0.7 2.2

Calendar period of observation
 2008–2009 Reference
 2010–2011 0.8 0.3 2.1
 2012–2013 1.4 0.6 3.7
 2014–2015 1.0 0.4 2.7
 2016–2018 1.0 0.4 2.7
 Age in years 1.0 1.0 1.0

Borough of residence
 Southwark Reference
 Lambeth 0.7 0.5 0.9

Gender
 Male Reference
 Female 1.7 1.2 2.4

Employment
 Employed Reference
 Student 1.0 0.6 1.7
 Unemployed 1.5 0.9 2.7
 Other 1.2 0.8 2.0

Educational attainment
 No qualifications Reference
 GCSE 1.4 0.7 2.6
 A-level 1.6 0.8 3.0
 Degree level or above 1.3 0.7 2.6

Marital status
 Single Reference
 Married/cohabiting 1.0 0.7 1.6
 Divorced/separated 1.4 0.8 2.5
 Widowed 1.6 0.6 4.3
 Number of lifetime adverse life events 1.1 1.0 1.2

Childhood abuse
 No Reference
 Yes 1.2 0.8 1.8
 CMDa 1.4 1.1 1.9

Poor physical functioning
Reference
1.2 0.8 1.9

Drug use
 No Reference
 Yes 1.4 0.9 2.2

Hazardous alcohol use
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symptoms in the general population may be driven in part 
by symptoms in combination [4]. Although we adjusted for 
the severity of CMD at the time of interview, it remains 
possible that lower psychological treatment use among the 
most recent migrants is explained by lower psychiatric mor-
bidity compared to non-migrants, which we did not capture, 
because we did not adjust for the impact of other psychiatric 
symptoms. We used information on migration for asylum/
political reasons in this paper, however we were not able 
assess legal status among migrants in the sample, which 
could exert a greater impact on CMD and help-seeking [6]. 
Our assessment of reasons for migration was based on self-
report, which may have resulted in incomplete information 
on this variable. Our study objectives focussed on psycho-
logical treatment, and we did not look for differences in 

use of other interventions, such as psychotropic medication 
use, in this study. Our study was set in two boroughs in a 
densely populated inner city urban area with high levels of 
psychiatric morbidity relative to the rest of the UK. While 
our results may be generalizable to other urban communi-
ties with significant inward number of migrants in England, 
wider generalisation of our findings is not possible.

Previous research on use of psychological treatment 
specifically is limited, and has been carried out predomi-
nantly in American settings, with limited assessment of 
migration [15]. For example, Mojtabai et al. used data from 
the National Ambulatory Medical Care Survey to examine 
national trends in psychotherapy, finding similar odds of 
psychotherapy visits by ethnic group [26]. Similarly, Chen 
and Rizzo found no significant differences in psychotherapy 

a CMD was included in models as described in Table 1, that is, with the coefficient reflecting an average 
relative increase in rate from no CMD (CISR score 0–11), to mild/moderate CMD (CISR score 12–17), to 
severe CMD (CISR score 18 and above)

Table 3   (continued) Rate ratio Lower 95% CI Upper 95%CI

 No Reference
 Yes 0.7 0.5 1.1

GP registration
 No Reference
 Yes 1.6 0.6 4.5

Table 4   Among migrants only, the association of years of residence with the rate of referral to psychological treatment, assessing non-linearity, 
asylum, and English language preferencea

a Final model as per Table 3
b p for non-linearity = 0.02

N (%) Unadjusted Final model before adjustment 
for asylum/language

Further adjusting 
for asylum

Further adjust-
ing for preferred 
language

Years of residence
 Longer than 20 years 164 (28.6) Reference Reference Reference Reference
 10–20 years 135 (25.2) 1.1 (0.6, 2.1) 1.5 (0.7, 3.4) 1.4 (0.6, 3.5) 1.5 (0.6, 3.8)
 Less than 10 years 244 (46.3) 0.3 (0.2, 0.7) 0.4 (0.2, 1.2) 0.4 (0.2, 1.1) 0.4 (0.2, 1.2)b

Ethnicity
 White 214 (39.2) Reference Reference Reference Reference
 Black Caribbean 48 (8.3) 0.2 (0.1, 1.00) 0.1 (0.0, 0.8) 0.2 (0.0, 1.4) 0.2 (0.0, 1.1)
 Black African 147 (27.4) 0.7 (0.4, 1.4) 0.6 (0.3, 1.3) 0.8 (0.4, 1.7) 0.8 (0.4, 1.7)
 South Asian 33 (6.1) 0.6 (0.2, 2.0) 0.3 (0.1, 1.4) 0.3 (0.1, 1.3) 0.3 (0.1, 1.4)
 Other 101 (19.0) 0.9 (0.4, 1.9) 1.0 (0.5, 2.3) 1.2 (0.5, 3.1) 1.3 (0.5, 3.3)

Migrated for asylum/political 
reasons

 No 503 (92.6) Reference Reference
 Yes 40 (7.4) – – 0.5 (0.1, 1.6) 0.4 (0.1, 1.6)

English as first language
 No 308 (56.6) – Reference
 Yes 235 (43.4) – – – 1.4 (0.7, 2.8)
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Table 5   Association of 
migration status with rate 
of referral for psychological 
treatment accounting for referral 
to secondary mental health 
services as a competing risk, 
estimating sub-hazard ratios, 
SHRs, with 95% CI

SHR Lower 95% CI Upper 95% CI

Migration status
 Born in the UK Reference
 In the UK longer than 20 years 1.4 0.8 2.6
 10–20 years 1.1 0.5 2.2
 Less than 10 years 0.5 0.2 0.9

Ethnicity
 White Reference
 Black Caribbean 0.7 0.3 1.6
 Black African 0.7 0.4 1.4
 South Asian 0.7 0.2 2.4
 Other 0.9 0.5 1.8

Borough of residence
 Southwark Reference
 Lambeth 0.5 0.3 0.7
 Age 1.00 1.0 1.0

Gender
 Male Reference
 Female 2.3 1.5 3.5

Employment status
 Employed Reference
 Students 0.9 0.5 1.8
 Unemployed 1.3 0.7 2.4
 Other 0.8 0.4 1.6

Educational attainment
 No qualifications Reference
 GCSE 1.3 0.6 3.1
 A-level 1.7 0.7 4.0
 Degree level or above 1.5 0.6 3.4

Marital status
 Single Reference
 Married/cohabiting 1.5 0.9 2.5
 Divorced/separated 1.4 0.7 2.7
 Widowed 1.2 0.3 4.5
 Number of lifetime adverse life events 1.0 0.9 1.1

Childhood abuse
 No Reference
 Yes 1.1 0.7 1.9
 CMD 1.1 0.8 1.5

Poor physical functioning
 No Reference
 Yes 1.5 0.8 2.6

Drug use
 No Reference
 Yes 1.7 1.0 2.8

Hazardous alcohol use
 No Reference
 Yes 0.6 0.3 1.0

GP registration
 No Reference
 Yes 1.1 0.3 3.8
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use between White, African American, and Latino respond-
ers to the Medicaid Expenditure Panel Survey [11]. Olfson 
and colleagues analysed Medicare data to estimate rates of 
psychotherapy use among White patients to be more than 
twice that of Black or Hispanic individuals [28]. These stud-
ies did not collect information on migration. There are also 
clear differences between the USA healthcare contexts in 
which these studies were done, and the UK, limiting com-
parison with our results, particularly given interplay between 
migration and ethnic group in diverse geographic contexts.

Newly arrived migrants appear to use less primary, out-
patient, and inpatient care compared to UK born individuals 
[30], however the extent of any such disparity for psycho-
logical treatment has not yet been examined. A variety of 
factors could explain lower use of psychological treatment 
in recent migrants observed in the present study. Lower psy-
chological treatment use among the most recent migrants to 
the UK, compared to more long-standing migrants, could be 
because more recent migrants may have had less opportunity 
to build up knowledge and awareness of the availability of 
psychological treatment services. Further research directly 
assessing awareness of availability of local services is 
required to address this explanation. Migration, particularly 
for reasons of asylum, may be accompanied by mistrust of 
statutory services and more limited help-seeking for health 
problems [24, 25]. Our adjustment for a self-reported item 
for GP registration only indirectly accounts for trust in health 
services as a whole. Previous work has also suggested that 
more recent migrants are less likely to be registered with 
a GP, which could also explain lower levels of IAPT use 
[17], although we did not find evidence to support this. Use 
of psychological treatment may be influenced by cultural 
factors such as language proficiency in communicating psy-
chological needs to clinicians, which may be limited, where 
there is a language barrier. This can be exacerbated by a lack 
of available translation, or use of inappropriate translators, 
and may be more pronounced in clinical situations, where 
conversation is lengthy and detailed, such as psychological 
treatment. While we adjusted for English as first language, 
to approximate language proficiency, this was a relatively 
crude measure. It remains possible that language differences 
affecting the most recent migrants partly explained lower 
use of psychological treatment. Information on markers of 
acculturation and cultural assimilation were unavailable in 
this study. Further research may be helpful in examining 
how migrants experience inter-related processes of accul-
turation, socioeconomic stratification, and help-seeking for 
CMD, to improve understanding of the differences reported 
in this paper.

Conclusions

Recent migrants may be an underserved group for use of 
psychological treatment. Public information on IAPT should 
take account of linguistic diversity and cultural exclusion 
experienced by the most recent migrants to the UK. Fur-
ther research is needed to examine individual and structural 
factors which may explain migration-related differences in 
psychological treatment use reported here. For example, 
culturally-adapted interventions could improve acceptabil-
ity of psychological treatment, reducing disparities in use of 
psychological treatment.
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