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Abstract
Immigrant and refugee populations face multiple barriers to accessing mental health services. This scoping review applies 
the (Levesque et al. in Int J Equity Health 12:18, 2013) Patient-Centred Access to Healthcare model in exploring the potential 
of increased access through virtual mental healthcare services VMHS for these populations by examining the affordability, 
availability/accommodation, and appropriateness and acceptability of virtual mental health interventions and assessments. 
A search in CINAHL, MEDLINE, PSYCINFO, EMBASE, SOCINDEX and SCOPUS following (Arksey and O’Malley in 
Int J Soc Res Methodol 8:19–32, 2005) guidelines found 44 papers and 41 unique interventions/assessment tools. Accessi-
bility depended on individual (e.g., literacy), program (e.g., computer required) and contextual/social factors (e.g., housing 
characteristics, internet bandwidth). Participation often required financial and technical support, raising important questions 
about the generalizability and sustainability of VMHS’ accessibility for immigrant and refugee populations. Given limita-
tions in current research (i.e., frequent exclusion of patients with severe mental health issues; limited examination of cultural 
dimensions; de facto exclusion of those without access to technology), further research appears warranted.

Keywords Telepsychiatry · Telemedicine · Mental Health · Refugees · Immigrants · Virtual Mental Health · Healthcare 
Accessibility

Introduction

While access to mental health services was a well-doc-
umented challenge for refugee and immigrant popula-
tions before COVID-19 in countries around the world, 

the pandemic involved multiple changes, most notably the 
restriction of in-person services, that reconfigured obstacles 
and possibilities of care. Refugees and asylum seekers report 
higher rates of PTSD and common mental health disorders 
relative to the general population, and among those living 
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with mental health problems mental health service use is 
lower in migrant than non-migrant poplations [1, 2]. Immi-
grants and refugees’ underutilization of mental health ser-
vices has been attributed to the wide range of barriers they 
encounter when accessing mental health services. At the 
individual level, they can face communication difficulties, 
lack of trust, confidentiality concerns, feelings of shame, 
linguistic barriers and limits in mental health literacy and 
knowledge of accessible services. Provider-level barriers can 
include a lack of cultural competence and a lack of available 
providers. At the level of the intervention there can be chal-
lenges in the equity in the efficacy of interventions across 
groups. System-level barriers can include a lack of informa-
tion about available and appropriate care, financial barriers, 
and lack of access to childcare and/or transportation. [2–7].

During the COVID-19 pandemic, public health recom-
mendations for physical distancing led to many mental 
health services transitioning to virtual delivery. Evidence 
suggests that virtual care is effective for treating a range 
of mental health conditions and may increase accessibility 
for communities with limited access to appropriate mental 
health services, such as rural and newcomer populations 
[8, 9]; but while effectiveness of virtual mental health ser-
vices have been explored, little is known about refugee and 
immigrant populations’ access to virtual care. This scop-
ing review was motivated by a desire to better understand 
how this transition might improve or hinder access to mental 
health services for vulnerable migrant populations, and if the 
impact might be greater for particular sub-populations (e.g., 
immigrants, refugees and asylum seekers).

Virtual mental health care services (VMHS), also 
described as digital, remote or tele-health services, can 
include health services delivered by text, voice or video on 
a telephone or computer, an on-line application, or other 
technologically enhanced remote services [10]. We will refer 
to them collectively as VMHS. While offering promising 
avenues by increasing convenience and access to the number 
and range of providers, such modalities could also widen 
health inequalities, selectively improving services only for 
those who already have better access [10]. Indeed, many 
studies also suggest that accessing virtual care has actually 
presented additional challenges for individuals and commu-
nities who may lack technology devices or technical literacy, 
have unreliable and unaffordable internet connections, have 
concerns about privacy and confidentiality, or face commu-
nication barriers through video platforms [11–15]. These 
challenges suggest that a major limitation in the use of 
VMHS for newcomer communities may be linked to their 
accessibility.

The goal of this scoping review was to apply a multidi-
mensional framework in identifying factors that affect the 
accessibility of virtual mental health services for immi-
grants, refugees and asylum seekers globally, across multiple 

countries and settings. Drawing from Levesque et  al.’s 
Patient-Centred Access to Healthcare model [16] (see also 
Thiede et al. [17]), our framework included the dimensions 
of appropriateness/acceptability, affordability, and avail-
ability/accommodation. The Levesque et al. model defines 
healthcare access in terms of Approachability, Acceptability, 
Availablity and Accommodation, Affordability and Appro-
priateness, from the perspective of the service and the cli-
ents, respectively. This framework for evaluating access to 
healthcare was selected because of the emphasis on client-
centred barriers and facilitators, which may better highlight 
the unique experiences of immigrants and refugees relative 
to other populations. Although the Levesque model does not 
explicitly refer to structural factors, a detailed analysis of 
how access is related to client needs and resources and the 
ways in which services are actually provided can uncover 
underlying structural factors that shape and limit mental 
health service accessibility.

Following the Levesque et al. model, we defined appro-
priateness as the fit to the clients’ needs, including language 
of service. Acceptability refers to the nature of service and 
how well it is perceived by the users, including cultural 
appropriateness. However, it should be noted that the issues 
of appropriateness and acceptability are clearly intertwined 
given the fact that newcomer communities often need ser-
vices to be provided in a linguistic and culturally appropri-
ate/safe manner for them to accept and access the service. 
Therefore, we consider these two dimensions together. 
Affordability refers to the fit between the cost of using ser-
vices and a person's ability to pay, where the cost could be 
direct (e.g., provider fees) or indirect (e.g., internet fees). 
Availability/accommodation addresses physical accessibility 
of services, in this case, the extent to which virtual services 
are provided in a format that can actually be utilized by the 
intended user (e.g., literacy challenges).

Methodology

We conducted a scoping review from November 2020 
through October 2021, following adherence to the five gen-
eral stage protocols recommended in the work of Arksey & 
O’Malley [18].

Stage 1: Identifying the Research Question

The research question for the current scoping review was 
“What primary research exists that examines the accessi-
bility (affordability, availability/accommodation, appropri-
ateness and acceptability) of virtual mental health service 
delivery to specific populations or individuals who no longer 
reside in the country of their birth (i.e., immigrants, refu-
gees and asylum seekers)?” The search utilized a range of 
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terms for non-native born populations to capture articles 
published in different countries and with different migrant 
populations (see Appendix 1 for complete list). Efficacy was 
also addressed in this review because most published VMHS 
studies that focused on the assessment of service efficacy 
often included an assessment of accessibility.

Stage 2: Identifying the Relevant Studies

Based on consultations with academic librarians, we began 
by constructing an initial Boolean search string. Boolean 
search is an algorithmic function applicable to many data-
base search programs. It employs logical operators (e.g. 
AND, OR, NOT) and keyword terms to form logical search 
strings. When entered into a database, a single string allows 
for multiple permutations of keyword terms to be run simul-
taneously through system interfaces. The logical operators 
can either expand or limit those permutations, based on the 
nature of the desired query.

Following entry of the initial search string, we then ran 
multiple test searches, each time reviewing top results for 
additional search terms which could be incorporated into 
the existing string. Our final search string was an amalgam 
of three necessary focal areas of content. These included:

1. Themes related to psychiatric and/or psychological care 
or service.

2. Themes related to client populations who were either 
immigrants or refugees

3. Themes related to service delivery that included the spe-
cific use of technological mediums and/or devices (i.e., 
software and/or hardware)

We ran our finalized string through CINAHL, MED-
LINE, PSYCINFO, EMBASE, SOCINDEX and SCOPUS, 
in December 2020 through October 2021. Each search was 
limited to title, abstract and keyword hits only, and only 
available, peer-reviewed, English language, full articles were 
assessed. Apart from limiting the search to English language 
text only, no further steps were taken that might intention-
ally limit the publication dates or geographic boundaries of 
the results. For our purposes, we hoped to capture a broad 
picture of various virtual mental health services as provided 
to immigrant, asylum seeker and/or refugee clients under 
a range of settings and conditions. A copy of the finalized 
keyword search string is presented in Appendix A.

Stage 3: Selecting Studies

Combined results from the six main database searches cap-
tured 2526 abstract records for review. Over the course of the 
project, 35 additional abstract records were added, sourced 
from either Google Scholar or from references in relevant 

systematic reviews. The resulting 2561 abstract records were 
imported into Covidence, a free software platform designed 
for assisting in systematic review protocols [19].

Of the original 2561 abstracts, 1360 were eliminated as 
duplicates, leaving 1201 candidates for abstract screening. 
Six team members performed independent screenings of all 
remaining abstracts, wherein each document was reviewed 
by two or more separate researchers for inclusion. Inclusion 
criteria were:

A. A peer-reviewed product of a study reporting original 
research

B. Dealt specifically with either an immigrant or refugee 
population

C. Examined a psychiatric or psychological intervention 
(or assessment) where a substantial proportion of the 
intervention involved the use of technological devices 
and/or media

D. Provided either formal evaluations of intervention out-
comes and/or reported on perspectives gathered from 
frontline service providers and/or their clients regarding 
the service.

Interrater reliability for abstract screening was 89.4%. In 
cases where initial reviewer assessments were in conflict, 
the original reviewers consulted with one another, offering 
rationales for their findings and subsequently deliberating 
the assessment. In cases where this process did not result in 
consensus, a third member of the review team was tasked 
with arbitration to resolve the conflict.

Abstract screening reviews for the 1201 candidate docu-
ments ultimately yielded 121 potential studies. The same 
six-member team then performed independent full-text 
reviews, where two-member consensus was required for 
a study to be graduated to the data extraction phase. At 
the end of this process, 44 relevant papers were promoted 
to the data extraction phase. However, these included 
papers reporting on the same interventions or even the 
same study. Two studies reported a different analysis on 
the same data from a text- and phone-based intervention, 
with one comparing intervention and control groups [20] 
and the other analyzing data only from the intervention 
group [21]. There were two follow-up studies on a tablet-
based intervention [22]. The study published in 2017 was 
a qualitative interview study [23] with a subset of patient 
participants and the other, published in 2016, was a mixed 
methods study with perspectives of providers gathered via 
qualitative interviews, and analysis of quantitative data 
from the parent trial for the intervention arm for patients’ 
perspectives on the use of the tablet screening tool [24]. 
The was also a qualitative interview study [25] with par-
ticipants who had completed an on-line iCBT interven-
tion [26]. Thus, there were only 40 unique interventions/
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programs but all 44 papers are described here. A study 
selection flow diagram summarizing the process is pre-
sented in Fig. 1.

Stage 4: Charting the Data

We created a tailored data entry form specific to our 
research question. The final draft of the form consisted of 
39 separate fields covering several major areas of inter-
est. These included: specific quantitative and qualitative 
aspects of the study design; major findings, outcomes, and 
descriptions of the study; particular elements noted con-
cerning the technologically-mediated aspects of the inter-
ventions; and any barriers and/or facilitators mentioned 
with regard to the interventions. Data from each study 
was extracted separately by two independent reviewers, 

who later met to discuss and ratify entries for the finalized 
populated forms.

Stage 5: Collating, Summarizing and Reporting 
the Result

Data from the finalized populated forms were then exam-
ined for recurring themes, identifying instances where there 
appeared to be conflicting results or outcomes, and reporting 
any obvious gaps in any of the chosen studies. In keeping 
with the Arksey and O’Malley [18] framework, a narrative 
account of the findings was created and is presented in terms 
of major themes below.

Fig. 1  Study selection flow diagram
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Results

A brief narrative summary of the types of programs and 
users is provided in the sections below, followed by an analy-
sis of the factors affecting accessibility. Furthermore, a sum-
mary of all the papers and the corresponding types of pro-
grams and users is presented in Table 1, Study description, 
mental health condition(s) addressed and virtual modality 
of service delivery.

Three studies were cultural adaptations of programs [31, 
32, 37], several were described as feasibility or pilot stud-
ies [20, 22, 28, 36, 38, 42, 44–47, 50, 51, 60, 62], one was 
described as a usability study [59] and two appeared to be 
formative evaluations [55, 56]. Some of the feasibility/pilot 
studies were randomized controlled trials, but the majority 
of randomized controlled trials were concerned with effec-
tiveness as well as acceptability [22, 25, 28, 30, 34, 35, 39, 
41, 43, 48, 49, 52, 53, 60]. A small number of other designs 
were also represented (see Table 1).

Nature of Intervention

The majority of the papers described a mental health inter-
vention. However, ten papers described nine unique diag-
nostic assessment studies or screening tools [22, 23, 27–32] 
and two described the development, adaptation and/or user-
testing of a screening tool and/or interventions [33, 34].

Modality of Delivery

Modalities were classified by the level of in-person contact 
and type of technology involved. In-person contact varied 
across interventions, from fully virtual stand-alone programs 
that required no in-person contact to hybrid programs with 
in-person clinical follow up combined with remote therapy. 
Between these end points were a number of programs that 
offered virtual care with minimal in-person engagement for 
technical support, orientation to the intervention, booster 
sessions or check-ins at a later date.

The most frequent method of delivery across all stud-
ies was through stand-alone, self-paced web/mobile phone 
applications [34–45], the majority of which utilized self-
help interventions based on iCBT, or problem-solving (see 
Table 1).

Video calls was the second most popular delivery modal-
ity. The majority of these interventions provided individual 
therapy or counseling using computer video connections, 
although one was used for psychological assessment [46] 
and one was a peer support program [47]. In some cases 
these services were provided in users’ homes [48–51], in 
other cases in designated offices for that purpose [46, 52, 
53]. The majority of these interventions had in-person 

elements. For example, there were additional supports avail-
able with staff who provided an initial face to face session 
[50], provided in-person training on the technology [47, 49], 
and/or were available during the intervention to provide 
ongoing technical support to the client [46, 51, 53]. Some 
were a hybrid model where local staff would follow up with 
clients to support the clinical and treatment recommenda-
tions offered by the online therapist/counselor [49, 50, 52, 
53]. The sole study of a stand-alone video-based program 
focused on a spiritual counseling program [51].

Phone interventions using mobile phone or landline tech-
nology and audio-only interactions tended to involve tech-
nology only as stand-alone services. Stand-alone programs 
included two phone-based addictions counseling programs 
for smoking [54, 55], one telepsychiatry program [56] and 
one telephone mental health assessment program [27]. Two 
initiatives by the same authors offered phone-based peer 
support [57, 58] where newcomer women were trained to 
provide support networks utilizing phones to stay in touch, 
and included in-person engagement in the training for the 
peers. One additional smart phone-based intervention was a 
self-paced, audio-led relaxation guide for managing distress 
that included an in-person, two-hour training and orientation 
session [59].

Tablet-based touch screen interventions included mental 
health assessment surveys that could be stand-alone [22, 28, 
30], implemented in-person by a staff member through an 
interview [29] or in the presence of staff in a clinic, or self-
administered, but intended to be a hybrid approach with a 
subsequent in-person follow-up assessment [22, 28]. The 
latter intervention, for example, generated reports for the 
clinician and client to be used for discussion with clinicians 
immediately after the survey/report.

Four studies used text-based messages either through 
phone/SMS [20, 32, 60] or e-mail [60]. Most combined 
other elements such as self-paced web-based information 
[60]. One that provided SMS text-based psychosocial ther-
apy based on CBT was explicitly hybrid, with an in-person 
30-min session at the beginning and then three brief phone 
check-ins through the course of the intervention [21]. The 
others appeared to be stand-alone psychosocial therapy [32] 
or psychosocial support [60].

An element of ‘gamification’ was present in several inter-
ventions. One employed a test of different computer games 
as educational/psychosocial interventions for refugee chil-
dren in computer labs at their school [61], where staff were 
present in the room with the children to supervise and pro-
vide technical support. One was a stand-alone mobile phone-
based game app for young refugees that used a Tetris-like 
game to help users control intrusive thoughts of trauma [62]. 
One case study described the use of avatars for stand-alone 
text-based psychotherapy via the internet [63].
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User Characteristics and Presenting Mental Health 
Concerns

While several interventions focused specifically on refu-
gees or asylum seekers (See Table 1) [27, 31, 32, 39, 
43, 56–59, 61–63], a larger proportion of the papers 
focused on initiatives involving immigrants [20, 22–24, 
28, 36, 38, 40, 41, 47–51, 54, 55, 60, 64, 65]. One study 
looked at East Asian international students in the USA 
[36]. The remaining initiatives focused on migrants in 
general, often from specific ethnocultural or linguistic 
groups, with mixed migration pathways: Spanish-speak-
ing Australians, [33]; immigrants, refugees and refugee 
claimants in Denmark [47]; Afghan, Burmese, Indian and 
Vietnamese refugees and immigrants in Australia [29]; 
refugees and refugee claimants in Switzerland [30]; Syr-
ian, Palestinian and also Lebanese origin in Lebanon [34]; 
immigrants and refugees from Arabic-speaking countries 
in Sweden [42]; migrants of Turkish, Kurdish and Turk-
ish Cypriot background in the Netherlands and UK [44]; 
refugees and immigrants from Arabic-speaking countries 
in Sweden [45]).

Exclusion criteria in several studies eliminated partici-
pants who had serious mental health conditions includ-
ing psychosis, very severe depression, anorexia, bipolar 
disorder, or a risk of suicide [20, 37, 41–43, 45, 48–50, 
52, 59, 65] and in one case those who were disoriented or 
expressed aggressive behaviour [53]. The remaining pro-
grams had no exclusion criteria related to mental health 
or illness.

In terms of the clinical characteristics of users, the 
majority of VMHS focused on clients’ symptoms of 
depression [20, 29, 32, 34, 37, 39, 46, 48, 58] or depres-
sion in combination with anxiety [26, 35, 38, 41, 61, 63] 
or with PTSD/trauma [57, 62]; anxiety and PTSD [25, 
27, 31]; anxiety, PTSD and substance use (primarily 
alcohol use [22–24, 28]; or caregiver burden [58]. Two 
interventions addressed only PTSD/trauma [42, 60], and 
two addressed substance use (smoking cessation [50, 53]. 
Some focused on adjustment or acculturation in combina-
tion with couple relationships [49], PTSD/trauma [62] or 
depression and anxiety [42, 45, 54]; others on general clin-
ical disorders [30, 49]; and five focused on general mental 
health or well-being [33, 36, 40, 50, 55]. Self-paced, web-
based interventions tended to focus primarily on depres-
sion or depression and anxiety, but with one exception 
[42]; these services were typically not intended to address 
more severe PTSD/trauma issues, and often involved ele-
ments of CBT. Touch screen/tablets were used primarily 
for screening tools to support in-person clinical visits and 

discussions with providers. Other modalities were used 
for a wide range of mental health and wellness concerns.

Factors Affecting Access to Virtual Services 
for Immigrant and Refugee Populations

Table 1 summarizes data related to service appropriate-
ness/acceptability, affordability, and availability/accom-
modation. These are described in more detail below.

Appropriateness/Acceptability

Interventions were generally rated as helpful and users 
mostly reported trusting the programs when client assess-
ments were collected [20, 22, 28, 32–34, 37–39, 46, 50, 51, 
54, 60, 62, 63]. However, some factors affecting accessibil-
ity emerged from the studies. One of the most promising 
aspects of virtual care for migrant populations is the ability 
to bridge the key cultural and language barriers by allow-
ing migrant users to reach services and providers with lan-
guage skills and cultural knowledge who may not be avail-
able in their own geographic locations [14]. Highlighting 
the critical importance of language, an SMS-based program 
to assess depression symptoms among refugees in South 
Africa showed that a major reason for the low utilization of 
the service was that the program was only offered in Eng-
lish [32]. We therefore looked specifically at what kinds of 
language and cultural adaptations were described in these 
programs. These were categorized as linguistic modifica-
tions [20, 22–24, 28, 31, 32, 42, 44–46, 50, 54, 56–60, 63], 
cultural modifications [33, 38, 62], combined cultural and 
linguistic modifications [26, 34, 36, 39, 41, 43, 47, 48, 52, 
53], utilization of cultural- and ethnic-matching service pro-
viders with the clients’ preferred language (with no explicit 
mention of adaptation) [51, 55], or either no modifications 
or modifications not clearly explained or specified [25, 35, 
36, 40, 49, 61]. In some cases, those reporting only transla-
tion may have also included cultural adaptation as part of 
the translation process, but this was not clearly stated. In 
video-calls, in particular, the emphasis was typically on care 
being provided by someone bilingual (typically from the 
same community) without detailing modifications. Articles 
involving phone and self-paced web interventions were even 
less likely to report any possible adaptations. Interestingly, 
cultural adaptations of a self-paced web CBT program for 
Turkish migrants in the Netherlands and the UK found that 
although the content of the program was culturally appropri-
ate, the concept of self-help was not, suggesting that minor 
cultural adaptations may not be sufficient [43].
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Appropriateness was also an issue in terms of severity of 
mental health issue. For both the users and those designing 
VMHS, virtual delivery has been found to be problematic 
for those with serious mental illness [50, 51]. Or, from a 
different angle, some users opted for virtual interventions 
because they felt that their mental health symptoms were 
not sufficiently severe to warrant visiting a therapist face to 
face [38].

Issues pertaining to privacy and anonymity were both 
enhanced and exacerbated in offering virtual services. Users 
of different self-paced stand-alone web-based programs 
reported preferring on-line services because they could be 
accessed anonymously, thereby avoiding the stigma associ-
ated with using mental health services [28, 34, 38]. But users 
of a self-paced audio-based relaxation intervention that was 
offered to refugees in Germany reported that they could not 
find quiet locations where they could use the intervention in 
the reception centres in which refugees and asylum seekers 
live [57]. In at least one study, some users of a tablet-based 
screening tool reported that they were unsure about how 
private their information was through VMHS [24].

Among those programs offering video call-based therapy, 
authors noted that users reported high rates of satisfaction. 
Some reported that therapeutic relationships were more dif-
ficult to establish [44, 47] but users reported that the benefits 
of having linguistically and culturally appropriate care com-
pensated for challenges or dissatisfaction with the technol-
ogy [50]. Video-based programs resulted in high completion 
rates though technical issues such as hearing impairments 
were reported as interfering with therapeutic interactions. 
However, some programs, particularly the self-paced ones, 
reported a wide range of dropout rates and completion rates, 
anywhere from 9% (e.g. [40]) to around 40% [26, 36, 37], 
with smaller samples typically having higher completion 
rates, as is typical for iCBT programs with other popula-
tions [63]. However, the reasons for withdrawing were typi-
cally not known since participants were not followed up if 
they withdrew. At the same time, self-paced programs had 
moderate to high satisfaction among those who participated, 
and users agreed that they reduced costs and stigma and that 
the programs taught them new coping techniques. In the 
self-paced audio relaxation program, users reported that the 
intervention was acceptable but they would have preferred 
in-person treatment [57], which is consistent with other 
research on VMHS [14].

Other appropriateness and accessibility issues that 
emerged included factors associated with clients’ individual 
characteristics or personal experiences. Clinicians reported 
that video assessment could be more difficult with clients 
who were avoidant or reserved because they shared less 
information and that facial expressions and other nonver-
bal cues were limited in this modality [44]. Moreover, a 

tablet-based assessment tool was found to have lower detec-
tion of mental health symptoms among those women who 
had lower levels of education. The authors suggested that 
health literacy, which often correlates with education lev-
els, also plays a role in the effectiveness of these virtual 
tools; technological support alone may not make the tool 
useful if users cannot recognize and communicate symptoms 
[22]. Likewise, those with lower education levels reported 
less satisfaction with a video-therapy program [51]. In this 
same study, which provided the remote services in clinical 
offices, small confined spaces created discomfort and were 
thus inappropriate for those clients with a history of deten-
tion, such as those who experienced forced migration [51].

Affordability

Affordability of services was affected by the costs of tech-
nological devices (mobile phones, tablets, computers, and/
or cameras), the cost of internet services in the home, or 
the cost of data plans for mobile phones. Some programs 
offered their services in offices, circumventing the issue of 
cost of equipment for clients or having sufficient bandwidth, 
while still providing access to remote providers [44, 50, 51, 
62]. Other interventions addressed costs of virtual access 
by providing the users with the needed devices or providing 
funding for the services users required to participate [32, 45, 
56]. For example, a phone-based peer support program for 
refugee women in Australia provided the women with phone 
vouchers to cover the cost of phone calls, but also noted 
that the amount provided was not always sufficient [56]. 
Similarly, a video-based on-line peer support program for 
Spanish-speaking immigrant women in the USA found that 
even though they provided participants with dial-up access 
for internet services, many had limited land-line access and 
participation exceeded their access plans [45]. The potential 
barrier of costs associated with VMHS was often not appar-
ent in the studies because these studies specified having the 
necessary equipment or access to the internet as an inclusion 
criterion for participating in the studies [20, 33, 37, 40, 55].

Availability/Accommodation

Technical issues emerged as a barrier to availability, both in 
terms of the quality of the technology itself, and the chal-
lenges users faced with operating the technology, such as 
dropped calls, poor-quality video or corrupted audio files, 
or just unspecified “technical difficulties” reported by users 
[44, 46, 62]. In one study the authors discussed having con-
cerns about the security of the platform they were using and 
whether the security was adequate for the delivery of mental 
health services [48].
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Other relevant newcomer client factors, such as basic lit-
eracy or digital literacy, were often implied but not explicitly 
addressed in the studies because participants were selected 
on the basis of whether they were able to use the technol-
ogy (e.g., able to use a touch-screen tablet, [30]) or had a 
minimal level of basic literacy [34]. In some projects with-
out these exclusions, digital literacy emerged as an impor-
tant barrier. A study of a self-paced e-mental health app 
for refugees reported that both access to technology and 
digital literacy were common challenges [32]. A Canadian 
study with immigrants who were caregivers reported that 
some participants struggled with remembering passwords 
for their log-ins to receive the email-based support, or with 
being able to locate the address of the web-based knowledge 
intervention [58]. A self-paced web-based CBT program for 
immigrants in Sweden reported that some struggled to log 
in to the platform [25].

Several projects included individuals who were available 
to provide assistance to participants if they had technical 
difficulties [22–24, 28, 45–47], or provided the services in 
community or clinical offices where there was technological 
support [44, 50, 51, 62]. This suggests that providing this 
support could be challenging if the service is intended to be 
delivered remotely, creating challenges for initiatives that 
are fully virtual; in one project, users accessed the internet 
using dial-up services and could not be on-line and receiv-
ing technological support by phone at the same time [45]. 
Collectively, one could interpret that these studies suggest 
that some in-person support may be necessary for addressing 
technological issues.

Benefits of phone-based interventions included the wide-
spread use of home and mobile phones, ease of use, and 
users’ familiarity with phone communication [32, 55, 56]. 
Nonetheless, two papers describing a phone-based peer 
support program reported that older women in their sample 
were less likely to participate, although the authors did not 
indicate if this was due to discomfort with technology [20, 
21]. Hearing difficulties emerged as a barrier to participation 
for older participants in another study [46]. Recognizing that 
there may be relationships between, for example, age and 
hearing suggests the need to consider intersectional aspects 
of accessibility beyond language and culture.

Offering mental health services in multiple modalities 
helped address some barriers to access, especially those 
related to challenges with literacy. Some tablet-based 
screening tools had options for audio presentation of the 
questions (e.g., [29, 30], circumventing the need to read the 
questions. The provision of interpretation for tablet-based 
screening tools offered in a limited number of languages 
raised issues of privacy that could make users of programs 
uncomfortable, further reinforcing the value of stand-alone 
audio presentation and translation of materials into needed 
languages [29, 51].

Discussion

While comparing the accessibility of programs across so 
many different modalities and populations can be challeng-
ing, this current scoping review on access to virtual mental 
health care for immigrant and refugee populations reveals 
some important common facilitators and barriers. Many are 
consistent with those reported in general populations (e.g., 
[64]) but some are unique or more common in this specific 
group, as described below. Barriers to access that emerged 
in this review include individual level determinants of digi-
tal access, the nature of the program or intervention, and 
structural barriers associated with the larger social context 
in which the services are delivered.

Intersectionality and Individual Level Barriers

In terms of individual level factors, these facilitators and 
barriers were not distributed equally across populations. 
Differences were seen in digital literacy, in the ability to 
afford and access technology, and in literacy more gener-
ally. However, constraining social and demographic condi-
tions are likely to co-occur and to be more common in some 
migration pathways [66–68]. For example, older migrants 
face unique challenges that can include less digital literacy, 
lower fluency in the local languages, and some impairments 
in their visual and auditory abilities [68, 69]. Refugees and 
asylum seekers are also more likely than voluntary migrants 
to have elevated rates of serious mental health concerns, 
especially if they are still residing in situations of asylum 
[70, 71]. This may be a concern given that many studies did 
not include participants with serious mental health condi-
tions and the appropriateness of virtual modalities in these 
situations has been questioned [50, 51]. Depending on their 
country of origin or asylum, they may have less technol-
ogy access and lower levels of digital literacy [72]. These 
individuals are also more likely to have constraints on their 
financial means and physical space than other migrants, 
especially when migration policies restrict their access to 
employment and housing [73].

Migration experiences also shape preferences and com-
fort with VHMS. Asylum seekers and refugees are more 
likely than other migrants to have been imprisonned and/or 
tortured. Participants with these experiences were reported 
as being more concerned with issues of confidentiality when 
using interpreters and as presenting lower levels of trust in 
virtual settings [14, 74, 75]. Authors noted that these experi-
ences were also associated with these participants’ discom-
fort or distress when receiving virtual services in small, con-
fined office spaces [14, 74, 75]. These studies also highlight 
the importance of literacy and education more generally. The 
intersectional nature of these access barriers is important to 
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consider, as those who may face the most significant barriers 
in accessing mental health services in general may also be 
the ones facing the greatest barriers in accessing services 
offered in virtual modalities.

Strategies Facilitating Access to Virtual Services

Several issues emerged in these studies that raise questions 
about the generalizability of the findings and the sustain-
ability of programs that required additional supports to 
be accessible. Many programs offered facilitators who 
would support clients’ use of the technology (e.g., [62]) 
and in some cases also to support clients with follow up on 
therapeutic interventions or intervene in case of emergen-
cies (e.g., [56]). Most of these interventions also included 
in-person sessions to support the virtual interventions, 
including in-person introductions to the program and train-
ing in using the technology (e.g., [45, 57]). Many also had 
booster sessions part way through the program, suggesting 
that hybrid approaches may be the most accessible form of 
VMHS and may even be necessary for programs to be fully 
functional and accessible. Studies with inclusion criteria 
that excluded participants with limited literacy, language 
skills or serious mental health issues make it difficult to 
assess appropriateness and acceptability with the popula-
tion as a whole. While patient safety may have made it 
necessary to exclude those who may be most at risk or may 
not be able to consent, this makes it difficult to assess the 
mental health conditions for which virtual programs would 
be appropriate. Those that did include people experienc-
ing more serious mental illnesses did suggest that virtual 
care may not be appropriate in these cases [76, 77]. These 
hidden challenges may partially explain the “research to 
practice” gap that has been observed in the implementa-
tion of VMHS [78–80], and highlights that a one-size-fits-
all approach to VMHS is unlikely to work in practice for 
various newcomer individuals and communities. Rather, 
VMHS needs to be tailored to target populations, local 
circumstances and available providers.

Inclusion and Exclusion Criteria

Evaluating accessibility was also hindered by some miss-
ing information in the studies reviewed. Many studies 
did not explore or explain drop-out rates or the uptake 
of the intervention among possible participants, making 
it difficult to evaluate who found the interventions inac-
cessible or unacceptable [79]. Many studies also did not 
provide information about whether they used systematic 
cultural adaptation, allowing shared language and culture 
to stand in as cultural adaptation or actually using a range 

of cultural adaptation approaches (cf. [81]). Furthermore, 
this scoping review included studies on VMHS address-
ing well-being and mental health issues, from psychoso-
cial well-being to PTSD, and some studies were unclear 
regarding how they defined well-being or mental health, 
making comparisons across studies challenging. Finally, 
the choice of specific technology for the intervention was 
often driven by pragmatic assumptions about the wide-
spread use of a technological device (e.g., phone), without 
clinically based justifications or rationales. It was typically 
unclear if the chosen modality was the most appropriate 
intervention tool or why it was employed in relation to the 
clients’ mental health conditions and needs.

Therapeutic Benefits and Challenges

While efficiency of virtual care was not the focus of this 
scoping review, many articles raised relevant points on 
therapeutic benefits and challenges that are worth mention-
ing. Hassan and Sharif [82] concluded from their systematic 
review of 14 randomized controlled studies of telepsychia-
try interventions for refugees that virtual psychotherapeutic 
treatments are just as effective as traditional, in-person treat-
ment modalities (cf. [2]). Recent studies conducted during 
COVID-19 have also noted positive attitudes toward and 
favorable uptake of VMHS by refugee clients and refugee-
serving providers and stakeholders [11, 12, 14]. Effective-
ness of the intervention was not a focus of the present scop-
ing review, but could be considered relevant to the issue 
of appropriateness. Consistent with Hassan and Sharif’s 
general findings, several studies reported improvements in 
mental health conditions across studies with varying designs 
and quality (anxiety: [35, 41]; GAD-7: [37, 62]; depressive 
symptoms: [20, 21, 38, 41, 46, 48, 63]; depression [62]; 
PTSD: [59]; decreased general stress: [49, 57]; decreased 
acculturative or immigration stress: [55]; post-traumatic 
growth: [45]; smoking abstinence: [52]; a range of adjust-
ment or well-being measures [40, 47, 56]; and social support 
related outcomes [55, 56]).

Despite reporting positive outcomes, some studies 
reviewed noted challenges with building a therapeutic alli-
ance in virtual modalities [83–85]. Service providers that 
have not developed the skills needed to build trust and offer 
culturally appropriate care with immigrant and refugee 
populations [86–89] may find these challenges to be exac-
erbated in virtual settings [90]. While many users reported 
satisfaction with the services they received and found them 
effective, some noted challenges in reading body language, 
disruptions due to technological issues and user preferences 
for in-person care. These observations suggest that, going 
forward, virtual modalities would benefit from deliberate 
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reflection and modification of therapeutic techniques to 
enhance therapeutic alliance [14, 91].

Limitations and Future Research

The scoping review has some limitations that need to be con-
sidered. It did not assess the quality of the studies undertaken, 
which were represented by a range of methodologies, includ-
ing RCTs, case studies, and studies focused on the develop-
ment and usability testing of interventions. This review was 
also intended to be broad in scope and thus included studies 
using different virtual modalities, for various type of users 
(both general population and clinical populations), addressing 
a variety of mental health issues, with different immigrant 
groups residing in different countries, and surveying a wide 
spectrum of ways in which VMHS are being used for inter-
vention and diagnosis. As a next step, a systematic review of 
VMHS focusing on specific modalities, mental health issues, 
populations and settings would be valuable in extending the 
current literature and our understanding about this important 
subject. These differences may inadvertently mask impor-
tant cultural variations in the understanding of mental health 
and illness between and among newcomer groups as well as 
cross-cultural differences in the perceived appropriateness 
and acceptability of the different virtual modalities for differ-
ent kinds of mental health and psychological conditions. The 
small number of studies on the gamification of mental health 
services also warrant added attention as a newer approach to 
services for some populations.

Lastly, a major issue and challenge for research on 
access to VMHS as a whole is that users who experience 
the most profound obstacles in accessing those services 
are unlikely to be included in such studies. Futher research 
exploring these issues is thus needed to assess accessibil-
ity in a more nuanced way, integrating clinical, cultural, 
and structural dimensions.

Conclusion

The COVID-19 pandemic made VMHS a necessity, but in 
so doing opened up new opportunities for increased access 
to mental health care for various populations, including 
immigrants and refugees, and it seems likely that virtual 
approaches will continue to be promoted [14]. This scop-
ing review suggests that the potential of virtual mental 
healthcare to reach underserved populations may not be 
achieved because of insufficient consideration of barriers 
for those already facing the greatest challenges in access-
ing care (e.g., those with limited language fluency, digital 

literacy or access to devices). This includes neglecting 
whether the additional supports required to make VMHS 
accessible (e.g., providing devices and financial sup-
port for phone or internet services) will be available in 
programs once they are beyond the testing and research 
phase, highlighting the importance of more implementa-
tion research. A number of common challenges in VMHS 
accessibility were identified across this diverse range 
of interventions and populations; however, this scoping 
review also identified unique barriers determined by sys-
temic, contextual, clinical and personal characteristics for 
immigrant and refugee populations. Such obstacles war-
rant further attention. We propose that working with the 
intended user population on the planning and delivery of 
virtual mental health services will help increase acces-
sibility for these populations, both now and in the future.

Appendix

Themes Related to Psychiatric and/or Psychological 
Care or Service

addiction OR anxiety OR bipolar OR counseling OR coun-
selling OR depression OR “depressive disorder*” OR “dis-
sociative disorder*” OR “mental disorder*” OR “mental 
health” OR “mood disorder*” OR “obsessive–compulsive 
disorder*” OR OCD OR “panic disorder*” OR “personal-
ity disorder*” OR postpartum OR “posttraumatic stress 
disorder*” OR “post-traumatic stress disorder*” OR “psy-
chiatric care” OR “psychiatric therap*” OR “psychiatric 
treatment*” OR psychoeducation OR “psychological care” 
OR ‘psychological distress” OR “psychological therap*” 
OR “psychological trauma*” OR “psychological treat-
ment*” OR “psychosocial support*” OR psychotherap* 
OR PTSD OR schizo* OR “stress disorder*” OR “sub-
stance abuse” OR “substance dependenc*” OR “substance 
withdrawal”

AND

Themes Related to Client Populations Who Were 
Either Immigrants or Refugees

alien OR aliens OR “asylum seeker*” OR “displaced per-
son*” OR DP OR escapee* OR exile* OR foreign-born 
OR foreigner* OR fugitive* OR immigrant* OR migrant* 
OR newcomer* OR non-native* OR refugee*

AND
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Themes Related to Service Delivery that Included 
the Specific Use of Technological Mediums and/
or Devices (i.e. Software and/or Hardware)

app OR app-based OR digital OR “digital health” OR 
“digital psychiatry” OR “emental health” OR “e-mental 
health” OR “mobile-based” OR online OR phone-based 
OR “remote consultation*” OR teleconferenc* OR tele-
health OR telemedicine OR telemental OR telephon* OR 
telepsychiatry OR telepsychology OR videoconferenc* 
OR virtual OR web-based
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