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This deliverable examines meso-level barriers and enabling factors affecting access to mental
healthcare for people in vulnerable situations across the eight EQUICARES pilot sites. Using the
adapted Levesque framework (as developed in T1.2) and a mixed-methods design, the study
explored how service organisation, coordination, affordability, availability, responsiveness and cultural
fit shape access to mental health services across different countries and vulnerable population
groups. The work addressed three main objectives: 1) identifying key meso-level barriers and
facilitators affecting access to mental healthcare, 2) examining how these barriers differ across pilot
countries and vulnerable groups, and 3) operationalising the adapted Levesque framework at the

meso level to ensure conceptual consistency across work package 1.

To achieve this, qualitative stakeholder interviews and national surveys were conducted across all
pilot sites. Stakeholder interviews included policymakers, service providers, administrators, civil
society organisations, and user representatives, focusing on organisational and structural factors
influencing access to care. In parallel, national surveys were conducted among general populations
and vulnerable groups, including migrants, Roma communities, LGBTIQ+ populations, older adults,
unaccompanied children, people with disabilities, and earthquake survivors. Survey items were
structured around the Five Levesque dimensions: approachability, acceptability, availability and

accommodation, affordability, and appropriateness.

The deliverable successfully achieved the key performance indicators (KPIs) defined for this task.
Across the eight pilot sites, approximately five high-level quadruple helix stakeholder interviews were
conducted per pilot country, involving representatives from policy, healthcare provision,
administration, financing, and civil society sectors. In addition, each pilot site reached or exceeded
the target of at least 200 survey respondents, while ensuring the inclusion of predefined vulnerable
population groups through quota-based recruitment strategies. Finally, the quantitative findings were
triangulated with a broad range of external datasets and population-level indicators, including EU-
SILC, EHIS, Eurostat databases, EQ-5D population norm studies, and national reference datasets.
In total, more than 15 secondary datasets and data sources were used to contextualise and interpret

the findings, thereby exceeding the project KPI related to the integration of external evidence sources.

The findings show that barriers to mental healthcare are often concentrated at the stage of entering
and navigating services rather than within treatment itself. Across countries, many respondents
described difficulties identifying where to seek help, understanding how services function, or
navigating complex referral and administrative systems. Access to information frequently depended

on NGOs, peer workers, schools, mediators, or trusted professionals rather than on clear system-
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LGBTIQ+ populations. Stigma, mistrust, and lack of cultural responsiveness also remained important
barriers, especially before people entered care. Several vulnerable groups reported concerns related
to discrimination, confidentiality, language barriers, or services not adequately considering their social
and cultural context. At the same time, once individuals were able to access sustained support, many
respondents described mental health professionals as respectful and services as helpful. Structural
barriers related to service organisation were consistently identified across pilot sites. Long waiting
lists, shortages of mental health professionals, fragmented referral systems, staff turnover, and
unstable project-based funding were common themes in the qualitative interviews. Although some
quantitative indicators such as travel time or appointment waiting times did not always differ
significantly between groups, vulnerable populations often reported substantially higher levels of
unmet need compared with national reference populations. Affordability emerged as a broader issue
than treatment costs alone. Transport expenses, housing instability, loss of income, childcare
responsibilities, documentation requirements, and difficulties navigating insurance systems frequently
acted as barriers to care. This was particularly visible among migrants, people with disabilities, Roma
communities, and populations affected by socio-economic precarity or displacement. A major strength
of the deliverable is the triangulation of findings across multiple external datasets and indicators.
Survey findings were compared with national and European reference data, including EU-SILC, EHIS,
Eurostat indicators, and EQ-5D population datasets where available. This allowed the study to
contextualise findings on self-perceived health, depressive symptoms, unmet need for care, activity
limitations, and health-related quality of life against broader national population trends. Across many
pilot sites, vulnerable groups reported higher levels of unmet need and depressive symptom severity
than national reference populations, even in contexts where formal coverage for mental health care
existed. The deliverable also demonstrates the practical application of the adapted Levesque
framework at meso level across diverse national contexts. The framework was used consistently
throughout survey development, interview design, analysis, and triangulation, providing a shared

conceptual structure for comparing access barriers across countries and vulnerable populations.

Overall, the findings show that inequities in mental health care access are strongly shaped by the way
services are organised, coordinated, financed, and communicated. Improving equity therefore
requires more than expanding clinical capacity alone. The results highlight the importance of
strengthening outreach and navigation support, improving continuity of care, reducing indirect
financial barriers, supporting culturally responsive care, and embedding user perspectives within

service organisation.
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Figure 4: Non-significant differences across groups for the approachability dimension in Turkey (2)
Figure 5: Non-significant differences across groups for the acceptability dimension in Turkey (1)
Figure 6: Non-significant differences across groups for the acceptability dimension in Turkey (2)
Figure 7: Non-significant differences across groups for the Affordability dimension in Turkey (1)
Figure 8: Non-significant differences across groups for the Affordability dimension in Turkey (2)
Figure 9: Fisher's exact test of the delayed or avoided mental healthcare due to the cost in the past
12 months item in Turkey

Figure 10: Fisher's exact test of the anyone from the service helped with payment options,
insurance questions, or financial assistance item in Turkey

Figure 11: Non-significant differences across groups for the appropriateness dimension in Turkey
(1)

Figure 12: Non-significant differences across groups for the appropriateness dimension in Turkey
(2)

Figure 13: Non-significant differences across groups for the appropriateness dimension in Turkey
(3)

Figure 14: Fisher's exact test of the easiness to schedule follow-up appointments if required item in
Turkey

Figure 15: Fisher's exact test of the mental health user received invitations to provide feedback
regarding their mental health treatment item in Turkey

Figure 16: Non-significant differences across groups for the availability and accommodation
dimension in Ireland

Figure 17: Chi-squared test of the time to get to the mental health service location item in Ireland
Figure 18: Non-significant differences across groups for the approachability dimension in Ireland
Figure 19: Chi-squared test of the easiness to find reliable information about mental health services
item in Ireland

Figure 20: Chi-squared test of the come across outreach programs item in Ireland

Figure 21: Chi-squared test of the heard about experiences of other patients regarding mental
health services item in Ireland

Figure 22: Chi-squared test of the invited to participate in research related to mental health item in
Ireland

Figure 23: Non-significant differences across groups for the acceptability dimension in Ireland (1)
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Figure 24: Non-significant differences across groups for the acceptability dimension in Ireland (2)
Figure 25: Chi-squared test of the mental health services are trustworthy dimension in Ireland
Figure 26: Non-significant differences across groups for the Affordability dimension in Ireland
Figure 27: Chi-squared test of the possibilities to get mental health services from public programs or
services free or low-cost item in Ireland

Figure 28: Chi-squared test of the health insurance that covers mental health services item in
Ireland

Figure 29: Chi-squared test of the delayed or avoided mental healthcare due to the cost in the past
12 months item in Ireland

Figure 30: Chi-squared test of the times when difficult to access mental healthcare due to a loss of
income item in Ireland

Figure 31: Chi-squared test of the times when difficult to access mental healthcare due to additional
costs item in Ireland

Figure 32: Chi-squared test of the anyone from the service helped with payment options, insurance
questions, or financial assistance item in Ireland

Figure 33: Non-significant differences across groups for the Appropriateness dimension in Ireland
(1)

Figure 34: Non-significant differences across groups for the Appropriateness dimension in Ireland
(2)

Figure 35: Chi-squared test of the times of smooth referral between services or professionals,
without having to repeat everything each time item in Ireland

Figure 36: Chi-squared test of the mental health user received invitations to provide feedback
regarding their mental health treatment item in Ireland

Figure 37: Chi-squared test of the feeling by the mental health user that feedback was used to make
services better item in Ireland

Figure 38: Chi-squared test of the support was offered to caregivers or family members item in
Ireland

Figure 39: Chi-squared test of the availability of a private space for receiving care and talking openly
item in Spain

Figure 40: Chi-squared test of the awareness of mental health services in the area item in Spain
Figure 41: Chi-squared test of time to get to the mental health service location item in Spain

Figure 42: Chi-squared test of the time to get an appointment when needed mental health care item
in Spain

Figure 43: Chi-squared test of the knowledge of where to go for immediate help in a mental health
crisis item in Spain

Figure 44: Non-significant differences across groups for the Approachability dimension in Spain
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Figure 45: Chi-squared test of the easiness to find reliable information about mental health services
item in Spain

Figure 46: Chi-squared test of the asked about mental well-being in an encounter with a family
doctor, school counsellor, or social worker item in Spain

Figure 47: Chi-squared test of the come across outreach programs item in Spain

Figure 48: Chi-squared test of the invited to participate in research related to mental health item in
Spain

Figure 49: Non-significant differences across groups for the Acceptability dimension in Spain (1)
Figure 50: Non-significant differences across groups for the Acceptability dimension in Spain (2)
Figure 51: Chi-squared test of the mental health services are sensitive to your cultural beliefs and
practices item in Spain

Figure 52: Non-significant differences across groups for the Affordability dimension in Spain

Figure 53: Chi-squared test of the health insurance that covers mental health services item in Spain
Figure 54: Chi-squared test of the ever not taken prescribed medication due to the cost item in
Spain

Figure 55: Chi-squared test of the times when difficult to access mental healthcare due to a loss of
income item in Spain

Figure 56: Chi-squared test of the times when difficult to access mental healthcare item due to
additional costs in Spain

Figure 57: Non-significant differences across groups for the Appropriateness dimension in Spain (1)
Figure 58: Non-significant differences across groups for the Appropriateness dimension in Spain (2)
Figure 59: Chi-squared test of the times that mental health professionals treated the client with
courtesy and respect while receiving mental healthcare item in Spain

Figure 60: Chi-squared test of the times mental health services are found helpful or relevant item in
Spain

Figure 61: Chi-squared test of the cultural beliefs and practices are accounted for when receiving
mental healthcare item in Spain

Figure 62: Chi-squared test of the mental health provider considered other aspects of life
experiences item in Spain

Figure 63: Chi-squared test of the times of smooth referral between services or professionals,
without having to repeat everything each time item in Spain

Figure 64: Chi-squared test of the feeling by the mental health user that feedback was used to make
services better item in Spain

Figure 65: Non-significant differences across groups for the Availability & Accommodation
dimension in Greece / Albania

Figure 66: Fisher's exact test of the time to get to the mental health service location item in Greece /
Albania
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Albania

Figure 68: Fisher's exact test of the easiness to understand information about mental health
services (spoken or written) item in Greece / Albania

Figure 69: Fisher's exact test of the heard about experiences of other patients regarding mental
health services item in Greece / Albania

Figure 70: Fisher's exact test of the invited to participate in research related to mental health item in
Greece / Albania

Figure 71: Non-significant differences across groups for the Acceptability dimension in Greece /
Albania (1)

Figure 72: Non-significant differences across groups for the Acceptability dimension in Greece /
Albania (2)

Figure 73: Non-significant differences across groups for the Affordability dimension in Greece /
Albania

Figure 74: Fisher's exact test of the health insurance that covers mental health services item
Greece / Albania

Figure 75: Fisher's exact test of the ever not taken prescribed medication due to the cost item in
Greece / Albania

Figure 76: Fisher’s exact test of the times when difficult to access mental healthcare due to a loss of
income item in Greece / Albania

Figure 77: Fisher's exact test of the ever offered financial support or discounts to reduce or cover
the costs of care item in Greece / Albania

Figure 78: Non-significant differences across groups for the Appropriateness dimension in Greece /
Albania (1)

Figure 79: Non-significant differences across groups for the Appropriateness dimension in Greece /
Albania (2)

Figure 80: Non-significant differences across groups for the Appropriateness dimension in Greece /
Albania (3)

Figure 81: Fisher's exact test of the times that a provider explained things in a way that is easy to
understand while receiving mental healthcare item in Greece / Albania

Figure 82: The Fisher's exact test of the possibility to see the same doctor or therapist consistently
during mental health treatment item in Greece / Albania

Figure 83: Fisher's exact test of the mental health user received invitations to provide feedback
regarding their mental health treatment item in Greece / Albania

Figure 85: Fisher's exact test of the awareness of mental health services in the area item in Greece

Figure 86: Non-significant differences across groups for the Approachability dimension

18



\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

Figure 87: Fisher's exact test of the asked about mental well-being in an encounter with a family
doctor, school counsellor, or social worker item in Greece

Figure 88: Non-significant differences across groups for the Acceptability dimension in Greece (1)
Figure 89: Non-significant differences across groups for the Acceptability dimension in Greece (2)
Figure 90: Fisher's exact test of the option to choose own doctor or therapist item in Greece

Figure 91: Non-significant differences across groups for the Affordability dimension in Greece
Figure 92: Fisher's exact test of the possibilities to get mental health services from public programs
or services free or low cost item in Greece

Figure 93: Fisher's exact test of the health insurance that covers mental health services item in
Greece

Figure 94: Fisher's exact test of the times when difficult to access mental healthcare due to a loss of
income item in Greece

Figure 95: Fisher's exact test of the ever offered financial support or discounts to reduce or cover
the costs of care item in Greece

Figure 96: Fisher's exact test of the anyone from the service helped with payment options,
insurance questions, or financial assistance item in Greece

Figure 97: Non-significant differences across groups for the Appropriateness dimension in Greece
(1)

Figure 98: Non-significant differences across groups for the Appropriateness dimension in Greece
(2)

Figure 99: Non-significant differences across groups for the Appropriateness dimension in Greece
(3)

Figure 100: Non-significant differences across groups for the Appropriateness dimension in Greece
(4)

Figure 101: Non-significant difference across groups for the Availability & Accommodation
dimension in France

Figure 102: Fisher's exact test of the awareness of mental health services in the area item in France
Figure 103: Fisher's exact test of the availability of a private space for receiving care and talking
openly item in France

Figure 104: Fisher's exact test of the time to get an appointment when needed mental health care
item in France

Figure 105: Fisher's exact test of the knowledge of where to go for immediate help in a mental
health crisis item in France

Figure 106: Non-significant differences across groups for the Approachability dimension in France
Figure 107: Fisher's exact test of the have participants encountered information on accessing

mental health support item in France
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Figure 108: Fisher's exact test of the easiness to find reliable information about mental health
services item in France

Figure 109: Fisher's exact test of the come across outreach programs item in France

Figure 110: Fisher's exact test of the heard about experiences of other patients regarding mental
health services item in France

Figure 111: Non-significant differences across groups for the Acceptability dimension in France (1)
Figure 112: Non-significant differences across groups for the Acceptability dimension in France (2)
Figure 113: Fisher's exact test of the mental health services are sensitive to your cultural beliefs and
practices item in France

Figure 114: Non-significant differences across groups for the Affordability dimension in France
Figure 115: Fisher's exact test of the possibilities to get mental health services from public programs
or services free or low-cost item in France

Figure 116: Fisher's exact test of the ever not taken prescribed medication due to the cost item in
France

Figure 117: Fisher's exact test of the times when difficult to access mental healthcare due to a loss
of income item in France

Figure 118: Fisher's exact test of the ever offered financial support or discounts to reduce or cover
the costs of care item in France

Figure 119: Fisher's exact test of the anyone from the service helped with payment options,
insurance questions, or financial assistance item in France

Figure 120: Non-significant differences across groups for the Appropriateness dimension in France
(1)

Figure 121: Non-significant differences across groups for the Appropriateness dimension in France
(2)

Figure 122: Fisher's exact test of the times that mental health professionals treated the client with
courtesy and respect while receiving mental healthcare item in France

Figure 123: Fisher's exact test of the times that a provider explained things in a way that is easy to
understand while receiving mental healthcare item in France

Figure 124: Fisher's exact test of the mental health provider considered other aspects of life
experiences item in France

Figure 125: Fisher's exact test of the feeling by the mental health user that feedback was used to
make services better item in France

Figure 126: Non-significant differences across groups for the Availability & Accommodation
dimension in Bulgaria

Figure 127: Chi-squared test of the awareness of mental health services in the area item in Bulgaria
Figure 128: Chi-squared test of the knowledge of where to go for immediate help in a mental health

crisis in Bulgaria
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Figure 129: Non-significant differences across groups for the Approachability dimension in Bulgaria
Figure 130: Fisher's exact test of the easiness to understand information about mental health
services (spoken or written) item in Bulgaria

Figure 131: Chi-squared test of the asked about mental well-being in an encounter with a family
doctor, school counsellor, or social worker item in Bulgaria

Figure 132: Chi-squared test of the heard about experiences of other patients regarding mental
health services item in Bulgaria

Figure 133: Non-significant differences across groups for the Acceptability dimension in Bulgaria
Figure 134: Chi-squared test of the rights are protected against any mistreatment or abuse item in
Bulgaria

Figure 135: Chi-squared test of the mental health services are trustworthy item in Bulgaria

Figure 136: Non-significant differences across groups for the Affordability dimension in Bulgaria
Figure 137: Chi-squared test of the ever not taken prescribed medication due to the cost item in
Bulgaria

Figure 138: Chi-squared test of the delayed or avoided mental healthcare due to the cost in the past
12 months item in Bulgaria

Figure 139: Fisher's exact test of the times when difficult to access mental healthcare due to a loss
of income in Bulgaria

Figure 140: Chi-squared test of the times when difficult to access mental healthcare due to
additional costs item in Bulgaria

Figure 141: Non-significant differences across groups for the Appropriateness dimension in Bulgaria
Figure 142: Fisher's exact test of the times that mental health professionals treated the client with
courtesy and respect while receiving mental healthcare in Bulgaria

Figure 143: Fisher's exact test of the times that a provider explained things in a way that is easy to
understand while receiving mental healthcare item in Bulgaria

Figure 144: Fisher's exact test of the times the provider spend enough time while receiving mental
healthcare item in Bulgaria

Figure 145: Fisher's exact test of the cultural beliefs and practices are accounted for when receiving
mental healthcare in Bulgaria

Figure 146: Fisher's exact test of the mental health provider considered other aspects of life
experiences item in Bulgaria

Figure 147: Fisher's exact test of the times of smooth referral between services or professionals,
without having to repeat everything each time item in Bulgaria

Figure 148: Fisher's exact test of the mental health user received invitations to provide feedback
regarding their mental health treatment item in Bulgaria

Figure 149: Non-significant differences across groups for the Availability & Accommodation

dimension in Germany
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Figure 150: Fisher's exact test of the time to get an appointment when needed mental health care
item in Germany

Figure 151: Non-significant differences across groups for the Approachability dimension in Germany
(1)

Figure 152: Non-significant differences across groups for the Approachability dimension in Germany
(2)

Figure 153: Non-significant differences across groups for the Acceptability dimension in Germany
Figure 154: Fisher's exact test of the rights are protected against any mistreatment or abuse item in
Germany

Figure 155: Fisher's exact test of the mental health services are trustworthy item in Germany

Figure 156: Non-significant differences across groups for the Affordability dimension in Germany (1)
Figure 157: Non-significant differences across groups for the Affordability dimension in Germany (2)
Figure 158: Fisher's exact test of the delayed or avoided mental healthcare due to the cost in the
past 12 months item in Germany

Figure 159: Fisher's exact test of the times when difficult to access mental healthcare due to
additional costs item in Germany

Figure 160: Fisher's exact test of the times when difficult to access mental healthcare due to a loss
of income item in Germany

Figure 161: Non-significant differences across groups for the Appropriateness dimension in
Germany (1)

Figure 162: Non-significant differences across groups for the Appropriateness dimension in
Germany (2)

Figure 163: Non-significant differences across groups for the Appropriateness dimension in
Germany (3)

Figure 164: Fisher's exact test of the times that mental health professionals treated the client with
courtesy and respect while receiving mental healthcare

Figure 165: Fisher's exact test of the times that a provider explained things in a way that is easy to
understand while receiving mental healthcare item in Germany

Figure 166: Fisher's exact test of the times of smooth referral between services or professionals,
without having to repeat everything each time item in Germany

Figure 167: Fisher's exact test of the mental health user received invitations to provide feedback

regarding their mental health treatment item in Germany
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EQUICARES seeks to strengthen inclusive, equitable, and resilient access to mental health and care
services for people in vulnerable situations across Europe. A central premise of the project is that
persistent inequalities in mental health access are not only driven by individual or community-level
factors, but also by how health systems are organised, governed, and delivered in practice.
Addressing these systematic challenges requires robust, multilevel evidence that captures both

structural conditions and lived realities.

Within this context, Work Package 1 (WP1) establishes the analytical and conceptual foundation of
the project by generating harmonised evidence on mental health needs and accessibility barriers at
the macro, meso, and micro levels. WP1 integrates epidemiological data, stakeholder perspectives,
and user experiences to support the development of tailored indicators, analytical tools, and policy-

relevant outputs that inform subsequent work packages and pilot activities.

Deliverable 1.4 contributes to this foundation by operationalising Task 1.4, which focuses on the meso
level of access, the organisational and system-level arrangements that shape the provision of mental
health and care services within national healthcare systems. While other WP1 tasks address policy
and financing frameworks (macro level) and individual (micro level) or community experiences (macro
level), D1.4 targets the intermediary level where service delivery is organised, coordinated, and
implemented. This includes institutional structures, referral pathways, availability and distribution of

services, information flows, affordability mechanisms, and responsiveness to diverse user needs.

Specifically, this deliverable documents the design and implementation of a mixed-methods research
approach combining semi-structured stakeholder interviews and national surveys across the
EQUICARES pilot countries. Guided by an adapted version of the Levesque framework and
complemented by country-specific Health System Performance Assessment (HSPA) indicators, D1.4
generates comparative evidence on meso-level barriers and enabling factors affecting access to

mental health care for people in vulnerable situations.

The findings produced through this deliverable serve multiple functions within the project. First, they
provide empirical input for the refinement and validation of accessibility metrics developed in WP1.
Second, they inform the EQUICARES Dashboard, by translating meso-level insights into actionable
indicators and system-level recommendations. Finally, the evidence generated under D1.4 supports
the co-design and piloting of interventions in later work packages by identifying critical organisational

bottlenecks and leveraging points within national mental health systems.
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Mental health conditions are among the leading causes of disability and yeas lived with disability in
Europe, accounting for a substantial share of the overall disease burden and generating significant
individual, social and economic costs'2. Despite increasing recognition of mental health as a public
health priority across European countries, access to timely, appropriate, and high-quality mental
health care remains highly unequal both across and within countries, with persistent gaps in service

availability, treatment coverage, and quality of care®*.

These disparities are not solely driven by individual-level factors such as stigma, health literacy, or
personal resources. A growing body of literature highlights the role of structural and organisational
determinants embedded within healthcare systems, including fragmented service delivery, workforce
shortages, long waiting times, limited geographic availability of services, administrative complexity,
and insufficient cultural responsiveness %6. Such system-level constraints can disproportionately
affect people in vulnerable situations, reinforcing and compounding existing social and economic
disadvantages. In this context, access to mental healthcare is increasingly understood as a
multidimensional and dynamic process shaped by interactions between individuals and health
systems operating at multiple levels. Macro-level factors, such as national policies, financing
arrangements, and governance frameworks, set the overall conditions for service provision, while
micro-level factors influence individual help-seeking behaviours and care experiences. Between these
levels lies the meso level, where services are organised, coordinated, and delivered, and which plays
a critical intermediary role in shaping real-world access "®. Meso-level arrangements encompass
referral pathways, coordination between primary, secondary, and community-based care, information
provision, appointment systems, and institutional practices that determine the responsiveness of

services to diverse needs.

Despite its central importance, the meso level remains comparatively underexplored in mental health
research, particularly with regard to equity and access for people in vulnerable situations 8. Available
evidence indicates that even where inclusive policies and formal entittements are in place,
weaknesses in service organisation and delivery can substantially undermine equitable access in
practice®*°. Poor coordination between services, limited continuity of care, and poor communication
between patients and care personnel have been repeatedly identified as key barriers to timely and
appropriate mental health care, especially for individuals with complex or intersecting needs %",

Against this backdrop, there is a need for comparative and empirically grounded analyses that

24



s\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

examine how mental health services are organised and delivered across different national contexts,
and how these organisational arrangements shape equitable access for people in vulnerable

situations.

The objective of this deliverable is to identify and analyse meso-level barriers to accessing mental
health and care services for people in vulnerable situations across the EQUICARES pilot countries.
By focusing on the organisation and delivery of services within national healthcare systems, this
deliverable aims to generate comparative, policy-relevant evidence on how system-level

arrangements shape equitable access to mental healthcare.

Specifically, the objectives are to:

1. Identify key meso-level barriers and enabling factors affecting access to mental health and
care services for people in vulnerable situations, with particular attention to service
organization, coordination, availability, affordability, and responsiveness

2. Operationalise and apply the adapted Levesque framework (as refined under task 1.2) to the
analysis of mental health care access at the meso level, ensuring conceptual consistency

across WP1.
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Task 1.4 employed a mixed-methods research design combining semi-structured stakeholder
interviews with survey questionnaires. This approach was chosen to generate a comprehensive and
comparative understanding of meso-level barriers to accessing mental health and care services
across the EQUICARES pilot countries. By integrating qualitative and quantitative data, the study
captures both institutional perspectives on service organisation and user experiences of navigating

mental health systems, thereby enabling triangulation across data sources.

The focus of this task lies on the meso level of healthcare systems. The meso level refers to the
organisational and service-delivery structures that translate policy frameworks and financing
arrangements into actual care provision. This includes referral pathways, coordination between
primary, secondary, and community-based care, appointment systems, waiting times, geographic
distribution of services, administrative procedures, and institutional responsiveness to diverse needs.
The analytical framework guiding this research is based on the Levesque et al. (2013) 7 framework
for access to healthcare. The five dimensions; approachability, acceptability, availability and
accommodation, affordability, and appropriateness, were operationalised specifically at the meso
level. This allowed the analysis to focus on how organisational arrangements shape the visibility of
services, cultural and social responsiveness, system capacity and flexibility, financial accessibility,
and continuity and coordination of care. The adapted version of the framework developed under Task

1.2 was applied to ensure conceptual consistency within Work Package 1.

Inclusion criteria were defined in accordance with the EQUICARES framework and adapted to the
specific context of each pilot country. For the survey component, respondents were eligible if they
were residents of the respective pilot country and had either direct experience with mental health
services or relevant experience navigating the national healthcare system. While the primary target
population consisted of adults (aged 18 years and above), certain pilot countries also included

unaccompanied minors, where this was contextually relevant and ethically approved.
A central objective of the sampling strategy was to ensure adequate representation of people in

vulnerable situations, as defined within the EQUICARES project. These groups include, depending

on the national context, migrants and refugees, ethnic minorities, Roma communities, LGBTQIA+
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persons, béople with disabilities, older adults, and in selected countries unaccompanied children. The

specific vulnerable groups included in each pilot country are presented in the table below.

2023 Earthquake 2023 Earthquake

Turkey Koc University _ _ General population
survivors (Women)  survivors (Youth)
LGBTQIA+
Ireland LGBT Ireland _ General population
community
Latin American
Spain FISEVI Roma community _ General population
migrants
Greece / _ _ _
. SEERC Older adults (65+)  Migrant community  General population
Albania
Unaccompanied ]
Greece GIVMED Youth (18 — 25) . General population
children
Intellectual ) L .
France LADAPT S Physical disabilities General population
disabilities
. _ Ethnic and religious .
Bulgaria AMALIPE Roma community L General population
minorities

Older adults (65+)  Older adults (65+)
Germany  ZI Mannheim without migration with migration General population

background background

For the stakeholder interviews, inclusion criteria required participants to hold a professional role
directly related to the governance organisation, financing, provision, or advocacy of mental health
services at national or regional level. Stakeholders were selected to reflect diverse meso-level
perspectives, including policymakers, health system administrators, service managers, healthcare
professionals, and representatives of civil society or patient organisations. Individuals without direct

involvement in mental health service organisation or delivery were excluded.

Exclusion criteria for the survey included incomplete responses, duplicate entries, and responses not
meeting minimum data quality standards. In countries where minors were included, participation
complied with national ethical requirements and consent procedures. Across all pilot sites,
participation was voluntary and based on informed consent in accordance with applicable ethical and

data protection regulations.
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Data collection was conducted across the eight EQUICARES pilot countries using two complementary

methods: semi-structured stakeholder interviews and a national survey.

For the qualitative component, each pilot site was asked to conduct five or more semi-structured
interviews following a quadruple helix approach. Stakeholders were purposively selected by the pilot
partners based on their involvement in mental health service organisation, delivery, financing, or
representation of service users. Participants included policymakers at regional level, health system
administrators, managers of mental health services, healthcare professionals, representatives of
financing bodies, and civil society or patient advocacy organisations. The interviews explored
organisational bottlenecks, referral mechanisms, coordination challenges, implementation gaps, and
structural constraints affecting access to mental health services, with particular attention to their
impact on people in vulnerable situations. Interview guides (Appendix B) were structured around the
adapted Levesque dimensions and complemented by relevant elements from national Health System
Performance Assessment (HSPA) frameworks. Specifically, pilot sites were asked to consider HSPA
domains related to access to care, equity, continuity and coordination of services, referral pathways,
service availability, and user-centredness when adapting the interview guide to their national context.
These elements were primarily used as contextual probes to facilitate discussion of country-specific
organisational arrangements and performance challenges within the broader Levesque access
dimensions, rather than as a separate analytical framework. Interviews were conducted by members
of the respective pilot teams in the local language. Due to differences in local organisational
procedures and ethical requirements, recruitment procedures varied across countries. All pilot sites
were instructed to recruit participants with expertise or experience relevant to the organisation and
delivery of mental health services. To protect anonymity, quotations in the qualitative results are
attributed only by pilot site and stakeholder role (e.g. Ko¢ University, Academic) and no personal
characteristics such as gender, age, or specific institutional affiliation are reported. Because each site
recruited from a slightly different stakeholder ecosystem, the exact role labels and abbreviations used
in the attributions vary between countries. A full country-specific overview of the interviewees
conducted at each pilot site, together with the attribution conventions used, is provided in Appendix
C.

For the quantitative component, a national survey questionnaire was administered in each pilot
country. The target sample size was a minimum of 200 respondents per country. A quota-based
sampling approach was used to ensure the inclusion of both respondents from the general population
and respondents belonging to one or more vulnerable population groups identified by each pilot site.

These groups included, among others, migrants, older adults, Roma communities, people with
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recruitment was conducted by the pilot partners using locally appropriate approaches, including
dissemination through community organisations, healthcare providers, advocacy groups, social
media, and existing stakeholder networks. Both online and offline data collection modalities were used
where necessary to reduce barriers to participation. For unaccompanied children, questionnaires
were completed by a legal guardian where required by ethical procedures. All responses were
subsequently entered into the Qualtrics platform to ensure standardised data management across
countries. The survey (Appendix A) captured participant-reported experiences related to mental
health service access across the five dimensions of the adapted Levesque framework, including
service visibility and information, waiting times, referral processes, administrative complexity,

affordability, continuity of care, and responsiveness of services.

Qualitative data were analysed using a structured thematic analysis approach. A deductive coding
framework was developed based on the adapted Levesque framework and the corresponding
interview questions (Appendix A). Interview transcripts and notes were coded according to the five
access dimensions: approachability, acceptability, availability and accommodation, affordability, and
appropriateness. This ensured conceptual consistency across pilot countries and alignment with the
analytical framework developed under Task 1.2. In addition, inductive coding was used to identify
emerging themes that were not fully captured by the predefined framework, particularly country-
specific organisational arrangements, implementation challenges, and contextual factors influencing
access to care. Quantitative analyses were conducted separately for each country. Descriptive
statistics were used to summarise participant characteristics and survey responses. Frequencies and
percentages were calculated for categorical variables, while means and standard deviations were
calculated for continuous variables where appropriate. Comparative analyses were subsequently
performed to examine differences between the general population group and vulnerable population
groups within each country. Depending on the distribution of the variables and cell sizes, Pearson's
chi-squared tests or Fisher's exact tests were used to assess group differences for categorical
variables. Where overall differences were identified, pairwise post-hoc comparisons were conducted
using adjusted p-values to account for multiple testing. Effect sizes were assessed using Cramer's V
and interpreted according to conventional thresholds. The analyses focused on variables representing
the five dimensions of the adapted Levesque framework, including awareness of services, access to
information, waiting times, travel requirements, affordability of care, financial support mechanisms,
continuity of care, communication with providers, cultural responsiveness, and perceived
appropriateness of services. To further contextualise the findings, survey results were triangulated
with external datasets where available, including indicators from the European Health Interview
Survey (EHIS), the European Union Statistics on Income and Living Conditions (EU-SILC), EQ-5D
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participant-reported health status, activity limitations, unmet need for care, and mental health
outcomes with broader population estimates. Finally, findings from the qualitative and quantitative
components were triangulated to identify converging and diverging patterns between stakeholder-

reported system characteristics and user-reported experiences of mental health service access.

Descriptive characteristics by group are presented in Table 1 and Table 2. Mean age varied across
groups, reflecting the population definitions. Participants in the General group had a mean age of
30.6 years (SD 13.9), while youth survivors were considerably younger, with a mean age of 20.1
years (SD 2.4). Women survivors were older on average, with a mean age of 42.8 years (SD 11.4).
Most respondents in the General group completed the questionnaire independently (73.4%). In
contrast, self-completion was less common among youth and women survivors, where
questionnaires were more often completed with assistance (44.4% among youth and 54.1% among

women) or by another person.

Table 1: Distribution of participants across the included groups in Turkey

N=79 N =133 N =27

Distributions of sex at birth and gender corresponded closely to the group definitions (Table 2). The
General group consisted predominantly of males (63.3%), whereas youth survivors included a slight
female majority (55.6%). Nearly all women survivors identified as female at birth (99.2%), with one
respondent reporting a non-binary sex. Across all groups, gender identity generally aligned with sex
assigned at birth. Sexual orientation was predominantly heterosexual, reported by 81.0% of
respondents in the General group, all youth survivors, and 97.7% of women survivors. A small
number of respondents in the General and women survivor groups selected “other” or preferred not
to disclose their orientation. The vast majority of respondents resided in Turkey and were also born
there. Turkey was reported as the country of residence by 98.7% of participants in the General
group and by all respondents in the youth and women survivor groups. Similarly, birth in Turkey was

reported by 97.5% of the General group, 100% of youth survivors, and 99.2% of women survivors.
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All participants held Turkish citizenship. The reported duration of residence in Turkey reflected age
differences between groups, with mean durations of 30.4 years (SD 14.0) in the General group,
20.1 years (SD 2.4) among youth survivors, and 42.5 years (SD 11.7) among women survivors.
Educational attainment, classified according to ISCED levels, showed clear group differences. In the
General group, lower and upper secondary education were most common (ISCED 2: 29.1%; ISCED
3: 32.9%), while smaller proportions reported tertiary education. Youth survivors were mainly
concentrated in upper secondary education (59.3% ISCED 3), consistent with their age group, with
some still completing lower secondary education (18.5%). Among women survivors, primary
education was most frequently reported (38.3% ISCED 1), followed by upper secondary education
(24.1% ISCED 3), and only a small proportion reported tertiary qualifications. Across groups, recent
use of mental health services within the past 12 months was reported by 13.9% of the General
group, 7.4% of youth survivors, and 17.3% of women survivors. Earthquake-related experiences,
summarized in Table 2, indicate substantial impact across all groups. A very large proportion of
respondents reported having been forced to leave their homes following the earthquake, including
88.6% of the General group, 96.3% of youth survivors, and 99.2% of women survivors. The main
source of income or employment was reported as permanently affected by 31.6% of respondents in
the General group, 25.9% of youth survivors, and 44.4% of women survivors. For many others,
employment disruptions were temporary or the question was not applicable. Experiences of loss
and bereavement were widespread. The death of close family members due to the earthquake was
reported by 35.4% of the General group, 44.4% of youth survivors, and 59.4% of women survivors.
In addition, 10.5% of women survivors reported that close family members were both deceased and
missing. Loss of close friends was also frequently reported, with more than half of respondents in
the General group (57.0%) and women survivor group (57.1%), and 40.7% of youth survivors,
indicating that at least some friends had passed away. Additional respondents reported both
deceased and missing friends. Physical injuries related to the earthquake were reported across all
groups. Approximately one quarter to one third of respondents indicated that they had been injured
and received rehabilitation services (25.3% in the General group, 29.6% among youth survivors,
and 24.1% among women survivors). The need for assistive devices was also reported, particularly
among women survivors (12.8%). Hospitalization, limb loss, or permanent disability were reported
less frequently but remained present in small yet notable proportions. Similar patterns were
observed for injuries among close family members. While around half of respondents reported no
injuries among relatives, others indicated that family members required rehabilitation, assistive
devices, hospitalization, or experienced limb loss. Most respondents indicated that they were not
primarily responsible for caring for another person following the earthquake; however, between 11%
and 15% reported caring for one individual, and a smaller proportion reported caring for multiple

individuals.
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Table 2: Descriptive statistics of the different included groups in Turkey

Demographic

variable

Age, mean (sd)

Respondent
alone
Respondent with
help

Someone else

Female
Male
Non-binary

Prefer not to say

Yes
No

Prefer not to say

Heterosexual
Gay

Lesbian
Bisexual
Other

Prefer not to say

Turkey
Other

Born in the
country of

residence

2023 Earthquake
General 2023 Earthquake
survivors (Youth

group survivors (Women)

18-24)

30.6 (13.9) 20.1 (2.4) 42.8 (11.4)

Questionnaire completed by, n (%)

58 (73.4%) 12 (44.4%) 50 (37.6%)

19 (24.1%) 12 (44.4%) 72 (54.1%)

2 (2.5%) 3(11.1%)
Sex at birth, n (%)

11 (8.3%)

29 (36.7%) 15 (55.6%) 132 (99.2%)
50 (63.3%) 12 (44.4%) 0 (0.0%)
0 (0.0%) 0 (0.0%) 1(0.8%)
0 (0.0%) 0 (0.0%) 0 (0.0%)

Gender the same as assigned at birth, n (%)

78 (98.7%) 27 (100%) 133 (100%)
0 (0.0%) 0 (0.0%) 0 (0.0%)
1 (1.3%) 0 (0.0%) 0 (0.0%)
Sexual orientation, n (%)
64 (81.0%) 27 (100%) 130 (97.7%)
0 (0.0%) 0 (0.0%) 0 (0.0%)
0 (0.0%) 0 (0.0%) 0 (0.0%)
0 (0.0%) 0 (0.0%) 0 (0.0%)
2 (2.5%) 0 (0.0%) 0 (0.0%)
13 (16.5%) 0 (0.0%) 3(2.3%)

Country of residence, n (%)
78 (98.7%) 27 (100%) 133 (100%)
1(1.3%) 0 (0.0%) 0 (0.0%)
Country of birth, n (%)
77 (97.5%)

27 (100%) 132 (99.2%)
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36.2 (14.2%)

120 (50.2%)

103 (43.1%)

16 (6.7%)

197 (82.4%)
41 (17.2%)
1(0.4%)

0 (0.0%)

238 (99.6%)
0 (0.0%)
1(0.4%)

221 (92.5%)
0 (0.0%)

0 (0.0%)

0 (0.0%)

2 (0.8%)

16 (6.7%)

238 (99.6%)
1(0.4%)

236 (98.7%)
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country in the EU
Born in another
country outside
the EU

Citizen of the
country of
residence

No citizenship of
the country of
residence but that
of another EU
member state

No citizenship of
the country of
residence but that
of a country
outside the EU
Missing

Duration of stay

in the country of
residence, mean
years (SD)

Early childhood
education (ages 3
and above),
including pre-
primary education
and early
childhood
educational

development

1(1.3%)

1(1.3%)

79 (100%)

0 (0.0%)

0 (0.0%)

30.4 (14.0)

0 (0.0%)

0 (0.0%)

0 (0.0%)

Citizen of country, n (%)

27 (100%)

0 (0.0%)

0 (0.0%)

20.1 (2.4)

0 (0.0%)
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0 (0.0%)

1(0.8%)

133 (100%)

0 (0.0%)

0 (0.0%)

425 (11.7)

Highest level of education completed (ISCED), n (%)

13 (9.8%)

1 (0.4%)

2 (0.8%)

239 (100%)

0 (0.0%)

0 (0.0%)

36.0 (14.3)

13 (5.4%)
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(under 3).
(ISCED 0)
Primary
education (also
known as
12 (15.1%) 2 (7.4%) 51 (38.3%) 65 (27.2%)
elementary or
basic education).
(ISCED 1)
Lower secondary
education (also
known as middle 23 (29.1%) 5 (18.5%) 15 (11.3%) 43 (18.0%)
or junior high).
(ISCED 2)
Upper secondary
education (also
known as senior
high or high
school). (ISCED
3)

Post-secondary

26 (32.9%) 16 (59.3%) 32 (24.1%) 74 (31.0%)

non-third level
education
(education
0 (0.0%) 0 (0.0%) 2 (1.5%) 2 (0.8%)
between
secondary and
tertiary levels).
(ISCED 4)
Short-cycle third
level education
(programs
typically lasting 2-
3 years and 4 (5.1%) 2 (7.4%) 11 (8.3%) 17 (7.1%)
leading to
qualifications at a
lower level than a

bachelor's
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degree). (ISCED
5)

Bachelor's or
equivalent level

(first degree or

equivalent in 12 (15.2%) 2 (7.4%) 9 (6.8%)
higher
education).
(ISCED 6)
Master's or
equivalent level
(second degree
or equivalent in 2 (2.5%) 0 (0.0%) 0 (0.0%)
higher
education).
(ISCED 7)
Doctoral or
equivalent level
(highest level of
higher education, 0 (0.0%) 0 (0.0%) 0 (0.0%)
typically leading
to a PhD (ISCED
8)
Missing 0 (0.0%) 0 (0.0%) 0 (0.0%)
Use of mental health care in the previous 12 months, n (%)
Yes 11 (13.9%) 2 (7.4%) 23 (17.3%)
No 68 (86.1%) 25 (92.6%) 110 (82.7%)
Earthquake impact questions for Hatay
Forced to leave the home, n (%)
Yes 70 (88.6%) 26 (96.3%) 132 (99.2%)
No 7 (8.9%) 0 (0.0%) 1 (0.8%)
Missing 2 (2.5%) 1(3.7%) 0 (0.0%)
The earthquake affected the main job or source of income
No 11 (13.9%) 3(11.1%) 9 (6.8%)
Temporarily 28 (35.4%) 9 (33.3%) 28 (21.1%)

35

23 (9.6%)

2 (0.8%)

0 (0.0%)

0 (0.0%)

36 (15.1%)

203 (84.9%)

228 (95.4%)

8 (3.3%)
3 (1.3%)

23 (9.6%)
65 (27.2%)
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Permanently 25 (31.6%) 7 (25.9%) 59 (44.4%) 91 (38.1%)

Not applicable 12 (15.2%) 6 (22.2%) 33 (24.8%) 51 (21.3%)

Missing 3 (3.8%) 2 (7.4%) 4 (3.0%) 9 (3.8%)
Any close family members have died or gone missing as a result of the earthquake

No 47 (59.5%) 13 (48.1%) 37 (27.8%) 97 (40.6%)

Yes, some

people passed 28 (35.4%) 12 (44.4%) 79 (59.4%) 119 (49.8%)

away

Yes, some

people are 0 (0.0%) 0 (0.0%) 0 (0.0%) 0 (0.0%)

missing

Yes, there are

both deceased

and missing 1 (1.3%) 0 (0.0%) 14 (10.5%) 15 (6.3%)

persons

Missing 3 (3.8%) 2 (7.4%) 3 (2.3%) 8 (3.3%)

Any close friends have died or missing as a result of the earthquake
No 20 (25.3%) 6 (22.2%) 34 (25.6%) 60 (25.1%)
Yes, some

people passed
away

Yes, some
people are
missing

Yes, there are
both deceased
and missing
persons

Missing

No

Yes, rehabilitation
Yes, assistive
device

Severe (was

hospitalized)

45 (57.0%) 11 (40.7%) 76 (57.1%)

0 (0.0%) 1(3.7%) 1(0.8%)

11 (13.9%) 7 (25.9%) 19 (14.3%)

3 (3.8%) 2 (7.4%) 3 (2.3%)
Physically injured as a result of the earthquake
53 (67.1%) 14 (51.9%) 76 (57.1%)

20 (25.3%) 8 (29.6%) 32 (24.1%)
1(1.3%) 2 (7.4%) 17 (12.8%)
1(1.3%) 1(3.7%) 5 (3.8%)

36

132 (55.2%)

2 (0.8%)

37 (15.5%)

8 (3.3%)

143 (59.8%)
60 (25.1%)

20 (8.4%)

7 (2.9%)
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Limb loss or

permanent 1(1.3%)
disabled
Missing 3 (3.8%)

0 (0.0%)

2 (7.4%)

0 (0.0%) 1 (0.4%)

3 (2.3%) 8 (3.3%)

Currently receiving rehabilitation services or using assistive devices (e.g., prosthetics,

No 73 (92.4%)
Minor (bruise,

0 (0.0%)
cut)
Moderate
required
(req _ 2 (2.5%)
outpatient
treatment)
Both 0 (0.0%)
Missing 4 (5.1%)

crutches, wheelchair)

25 (92.6%)

0 (0.0%)

0 (0.0%)

0 (0.0%)
2 (7.4%)

100 (75.2%) 198 (82.8%)

0 (0.0%) 0 (0.0%)
0 (0.0%) 2 (0.8%)
0 (0.0%) 0 (0.0%)
33 (24.8%) 39 (16.3%)

Any close family members (spouse, child, mother, father, sibling) suffer an injury or limb

No 50 (63.3%)
Yes, rehabilitation 14 (17.7%)

Yes, assistive

loss due to the earthquake.

16 (59.3%)
5 (18.5%)

4 (14.8%)

0 (0.0%)

0 (0.0%)

2 (7.4%)

64 (48.1%)
20 (15.0%)

130 (54.4%)
39 (16.3%)

19 (14.3%) 31 (13.0%)

12 (9.0%) 14 (5.9%)
15 (11.3%) 17 (7.1%)
3 (2.3%) 8 (3.3%)

Primarily responsible for the care of any person who requires care after the earthquake

. 8 (10.1%)
device
Severe (was

e 2 (2.5%)
hospitalized)
Limb loss or
permanent 2 (2.5%)
disabled
Missing 3(3.8%)
No 64 (81.0%)
Yes, one person 9 (11.4%)
Yes, more than

3 (3.8%)

one person
Missing 3 (3.8%)

20 (74.1%)
2 (7.4%)

2 (7.4%)

3 (11.1%)

37

104 (78.2%) 188 (78.7%)

20 (15.0%) 31 (13.0%)
6 (4.5%) 11 (4.6%)
3 (2.3%) 9 (3.8%)
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Comparison of the Levesque dimensions between the groups

Availability and accommodation

Within the Availability and Accommodation dimension, most indicators did not differ significantly
between the groups. Specifically, no statistically significant differences were observed for time
required to travel to mental health services, availability of a private space for receiving care and talking
openly, time required to obtain an appointment when mental healthcare was needed, or knowledge

of where to seek immediate help during a mental health crisis (Figure 1; all p-values > 0.05).

Time to get to the mental health service location Availability of a private space for receiving care and talking openly
Response Less than 5 minutes s5-15minutes [l 16-30 minutes [l 31-60 minuies [l More than 1 hour Response [l ves Il No Mot sure
Fisher's test: p = 0.204 Cramer's V = 0.2275 Fisher's test: p = 0.53 Cramer's V = 0.2274
90% s °0%
c <
2 1 £ o
T 60% T 60%
=% o
2 2
o o
30% 30%
0% _ 0%
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General 2023 Earthquake survivors (Women) 2023 Earthqu ake sunvivors (Youth 18-24) General
Group Group
Time to get an appointment when needed mental health care Knowledge of where to go for immediate help in a mental health crisis
Less than a week 1.6 months B Never able to get an appointment Response [l ves I No Mot sure
Response
Lessthanamonth [l Morethan6months [l Notsure
Fisher's test: p = 0.437 Cramer's V= 0.09
Fisher's test: p = 0.272 Cramer's V = 0.5512
90%
90%
. T ! s §
S £ 60%
:5; 60% 3
E &
@

308

30% s A 30%
i |

% 0%

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General 2023 Earihquake survivors (Women) 2023 Earthquake sunvivors (Youth 18-24) General
Group Group

Figure 1: Non-significant differences across groups for the availability and accommodation dimension in Turkey

In contrast, awareness of mental health services in the area differed significantly between groups
(Figure 2) Pairwise comparisons (Table 3) showed a statistically significant difference between the
general group and youth earthquake survivors aged 18-24 years (p = 0.018, Cramer's V = 0.293),
as well as between women earthquake survivors and youth earthquake survivors (p = 0.048,
Cramer's V = 0.186). No statistically significant difference was observed between the general group
and women earthquake survivors (p = 0.304, Cramer's V = 0.107). Descriptively, youth earthquake
survivors appeared less aware of available mental health services compared with the other groups.
The corresponding effect sizes suggest small to moderate associations, particularly for comparisons
involving youth earthquake survivors, indicating that differences in service awareness were
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meaningful but not large in magnitude.
Awareness of mental health services in the area

Response [l Yes I no Not sure

Fisher's test: p = 0.0262 Cramer's V= 0.1429

c
.8
£t 60%
o
a
e
o

30%

0% o : ¢
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 2: Fisher’s exact test of awareness of mental health services in the area in Turkey

Table 3: Pairwise comparison of awareness of mental health services in the area in Turkey

P Value adjusted
Comparison Cramer’'s V
Fisher’s test

General group: 2023 Earthquake
0.304 0.107
survivors (Women)
General group : 2023 Earthquake
survivors (Youth 18-24)
2023 Earthquake survivors (Women) :
2023 Earthquake survivors (Youth 18- 0.048 0.186

24)

0.018 0.293

Approachability

Within the Approachability dimension, none of the assessed items showed statistically significant
differences between the groups. This included whether participants had encountered information on
accessing mental health support, as well as their reported ease of understanding spoken or written
information about mental health services and ease of finding reliable information (Figures 3 & 4; all
p-values > 0.05). Similarly, no differences were observed in relation to being asked about mental

well-being during encounters with a family doctor, school counsellor, or social worker, nor in
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exposure to outreach programs or information about the experiences of other patients. In addition,
invitation to participate in research related to mental health did not differ significantly between

groups.
Have participants encountered information on accessing mental health support? to ‘about mental health services (spoken or written)
Response [l ves B No  Motsue Response  Veryeasy | Easy Wl Weuwral [ Difficut
Fisher's test: p = 0.0701 Cramer's V=0.134 Fisher's test: p = 0.522 Cramer's V = NaN
90% 0% . U
5
5 2
'1;.80% g 60%
& s 7 2
o a
) ) -
0% 0% -
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General 2023 Earthquake survivors (Women) 2023 Earthquake sunvivors (Youth 18-24) General
Group Group

Asked about mental well-being in an encounter with a family doctor, school counselor, or social worker

Response [l ves I no  Notswe

Easiness to find reliable information about mental health services
Response Very easy casy [l newa [l oificur [l verydificut

Fisher's test: p = 0.0926 Cramer's V = 0.1241

Fisher's test: p = 0.784 Cramer's V=0.1115

- -
§
€ 60%
g
a

30%

3 9
0% 0% s
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General 2023 Earthquake sunvivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Group

Figure 3: Non-significant differences across groups for the approachability dimension in Turkey (1)

Heard about experiences of other patients regarding mental health services
Response [l ves [ No  Notsue

Come across outreach programs

Response [l ves Il Mo Notsue

Fisher's test: p = 0.0721 Cramer's V=0.144 Fisher's test: p = 0.106 Cramer's V=0.1217

90% 0%

§_80% §- 60%
2 2
o o

0% 0%

3
0% 0%
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General 2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Group
Invited to participate in research related to mental health
Response [l ves I no Mot sure

Fisher's test: p = 0.65 Cramer's V = 0.0605

90% 1
'§ 60%
<]
a

30%

0% !
2023 Earthquake survivors (Women) 2023 Earthquake sunvivors (Youth 18-24) General
Group

Figure 4: Non-significant differences across groups for the approachability dimension in Turkey (2)

Acceptability
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Within the Acceptability dimension, no statistically significant differences were observed between
the groups across any of the assessed items (Figures 5 & 6; all p-values > 0.05). This included the
option to communicate with mental health providers in a preferred language, perceptions that
mental health workers communicated respectfully, and the possibility to choose one’s own doctor or
therapist. In addition, respondents across all groups reported similar perceptions regarding whether
their rights were protected against mistreatment or abuse and whether mental health services were
considered trustworthy. These findings suggest that core aspects related to respectful care,

autonomy in provider selection, and perceived trust in services were experienced similarly across

groups.
Option to communicate with the mental heaith provider in the preferred language Option to choose own doctor or therapist
Response [l ves I no Response [l ves [0 no Not sure
Fisher's test: p = 0.113 Cramer's V = NaN Fisher's test: p = 0.343 Cramer's V = 0.2345

©
2
=

c c
S =]
£ 60% £ 60%
2 2
o a

30% 0%

e T C
0% 0%
2023 Earthquake sunvivors (Women) 2023 Earthquake sunivors (Youth 18-24) General 2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group Group
Mental health workers communicate respectfully with patients
Response [l ves
Fisher's test: p =1 Cramer's V = NaN

90%
c
L
£ 60%
=3
(=3
2
o

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 5: Non-significant differences across groups for the acceptability dimension in Turkey (1)
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Rights are protected against any mistreatment or abuse

Response [l ves [ no Not sure

Fisher's test: p = 0.162 Cramer's V = 0.3189

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Mental health services are trustworthy
Response [l Neural Nottrustworthy [l Trustworthy

Fisher's test: p = 0.346 Cramer's V = 0.09914

Proportion

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 6: Non-significant differences across groups for the acceptability dimension in Turkey (2)

Affordability

Within the Affordability dimension, most items did not show statistically significant differences
between the groups (Figures 7 & 8; all p-values > 0.05). These included the possibility of accessing
mental health services through public programs or free or low-cost services, availability of health
insurance covering mental health services, and whether respondents had ever not taken prescribed
medication due to cost. Similarly, no differences were observed regarding difficulties accessing care
due to loss of income, additional costs, or whether respondents had been offered financial support
or discounts to reduce or cover treatment costs. These findings suggest that several direct financial
barriers to care were reported at comparable levels across the general population, women

earthquake survivors, and youth earthquake survivors.
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Possiblities to get mental health services from public programs or services free or low-cost

Response [l ves I no

Cramer's V = NaN

Fisher's test: p = 0.815

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General

Group

Ever not taken prescribed medication due to the cost

90%

0%

Response Never Rarely [l sometmes [l oten [l veryofen

Fisher's test: p = 0.52 Cramer's V = 0.1257

L
%
18

30
_ :

2023 Earthquake sunvivors (Women) 2023 Earthquake survivors (Youth 18-24) General

Group

GA 101156500

Health insurance that covers mental health services

90%

Response Yes, fully Yes, partially no [l Notsure

Fisher's test: p = 0.161 Cramer's V = 0.1488

28 4 15
7
2
]
3
20
E

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General

Group

Figure 7: Non-significant differences across groups for the Affordability dimension in Turkey (1)

Times when difficult to access mental healthcare due to a loss of income

90%

Proportion

30%

0%

0%

Proportion

30%

0%

Response Never Rarely [l sometimes Il oren I Veryoren

Fisher's test: p = 0.356 Cramer's V= 0.1341

58
109 n
L
I : T
L N |
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Ever offered financial support or discounts to reduce or cover the costs of care

Response [l ves I no Not sure

Cramer's V = 0.1456

Fisher's test: p = 0.843

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General

Group

90%

Times when difficult to access mental healthcare due to additional costs

Response Never Rarely [l sometimes [l oren [l veryofen

Fisher's test: p = 0.863 Cramer's V = 0.1022

103
24

4
: [ S
D ————

General

7
G—
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24)
Group

Figure 8: Non-significant differences across groups for the Affordability dimension in Turkey (2)
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However, delayed or avoided mental healthcare due to cost in the past 12 months differed
significantly between groups (Figure 9). Pairwise comparisons (Table 4) indicated significant
differences between the general population and youth earthquake survivors aged 18-24 years (p =
0.004, Cramer's V = 0.318), as well as between women earthquake survivors and youth earthquake
survivors (p = 0.015, Cramer's V = 0.247). No statistically significant difference was observed
between the general population and women earthquake survivors (p = 0.920, Cramer's V = 0.057).
Descriptively, youth earthquake survivors reported more frequent delays or avoidance of care due
to financial reasons compared with the other groups. The observed effect sizes indicate moderate
associations, particularly for comparisons involving youth.

Delayed or avoided mental healthcare due to the costin the past 12 months

Response [l ves I no Not sure

Fisher's test: p=0.0132 Cramer's V=0.1727

e
o _

60%

ion

Proport

30%

2
0%

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 9: Fisher's exact test of the delayed or avoided mental healthcare due to the cost in the past 12 months item in Turkey

Table 4: Pairwise comparison of the delayed or avoided mental healthcare due to the cost in the past 12 months item in Turkey

P Value adjusted
Comparison Cramer’'s V
Fisher’s test

General group: 2023 Earthquake

0.920 0.057
survivors (Women)
General group : 2023 Earthquake

survivors (Youth 18-24)

0.004 0.318
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2023 Earthquake survivors (Women) :

2023 Earthquake survivors (Youth 18- 0.015 0.247

24)
In addition, differences were observed regarding whether someone from the service helped with
payment options, insurance questions, or financial assistance (Figure 10). However after pairwise
comparison, no differences between the specific groups were found.

Anyone from the service helped with payment options, insurance questions, or financial assistance

Response Il ves [ No Not sure

Fisher's test: p = 0.0427 Cramer's V = 0.4885

60%

Proportion

30%

1

0%

2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 10: Fisher's exact test of the anyone from the service helped with payment options, insurance questions, or financial assistance

item in Turkey

Table 5: Pairwise comparison of the anyone from the service helped with payment options, insurance questions, or financial assistance

item in Turkey

P Value adjusted
Comparison : Cramer’'s V
Fisher’s test

General group: 2023 Earthquake

1.000 0.107
survivors (Women)
General group : 2023 Earthquake
_ 0.108 0.778
survivors (Youth 18-24)
2023 Earthquake survivors (Women) :
2023 Earthquake survivors (Youth 18- 0.054 0.798

24)
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Within the Appropriateness dimension, the majority of assessed items did not demonstrate
statistically significant differences between the groups (Figures 11, 12 & 13; all p-values > 0.05).
These included experiences related to being treated with courtesy and respect, providers spending
sufficient time, and receiving explanations that were easy to understand. In addition, no differences
were observed regarding whether mental health services were perceived as helpful or relevant,
whether cultural beliefs and practices were considered, or whether respondents were involved in
setting goals or making plans for their care. Similarly, comparable experiences were reported across
groups in relation to providers considering broader life experiences, smooth referrals between
services without repeated explanations, and the possibility of seeing the same doctor or therapist
consistently during treatment. Perceptions that feedback was used to improve services, as well as
whether support was offered to caregivers or family members, also remained consistent across
groups. Taken together, these findings indicate broadly similar experiences of care quality and

continuity among the general population, women earthquake survivors, and youth earthquake

Times that mental health professionals treated the client with courtesy and respect while receiving mental healthcare Times that a provider explained things in a way that is easy o understand while receiving mental healthcare
Response Always Often Sometimes Response Always Often sometimes [l Rarely or never
Fisher's test: p = 0.0836 Cramer's V =0.3118 Fisher's test: p = 0.127 Cramer's V = 0.4501
4
5 . § . ’
£ 1=
o =3
a 1 a ’
g e
a a
L]
4 2
4
3
- 1
———
2023 Earthquake survivors (Women) 2023 Earthquake sunavors (Youth 18-24 enera 2023 Earthquake sunvivors (Women) 2023 Earthquake survivors (Youth 18-24
Group Group
Times the provider spend enough time while receiving mental healthcare Times mental health services are found helpful or relevant
Response Always Often Sometimes [l Rarely or never Response Always Often sometimes [Jll Rarely or never
Fisher's test: p = 0.751 Cramer's V = 0.2366 Fisher's test: p = 0.0697 Cramer's V = 0.3941
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2023 Earthquake survivors (Women) 2023 Earthquake sunvivors (Youth 18-24 Senera 2023 Earthquake sunvivors (Women) 2023 Earthquake survivors (Youth 18-24
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Figure 11: Non-significant differences across groups for the appropriateness dimension in Turkey (1)
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Cultural beliefs and p i are for whenr iving mental ] Mental health provider considered other aspects of life experiences
Excellent Good [l Poor Response Excellent Very good Good [l Fair [l notsue
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Figure 12: Non-significant differences across groups for the appropriateness dimension in Turkey (2)

Possibility to see the same doctor or therapist consistently during mental health treatment Feeling by the mental health user that feedback was used to make services better
Response Alwiays often [l Sometimes [l Rarely or never Response Aways ofen [l sometimes [l Rarely or never

Fisher's test: p = 0.544 Cramer's V = 0.2823

2023 Earthquake survivors (Women) 2023 Earthquake sunvivors (Youth 18-24) General 2023 Earthquake sunvivors (Women) 2023 Earthquake sunvivors (Youth 18.24) General
Group Group
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Support was offered to caregivers or family members

Response [l ves [0 to
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2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24)
Group

Figure 13: Non-significant differences across groups for the appropriateness dimension in Turkey (3)

Despite the overall similarity across most items, easiness to schedule follow-up appointments when
required showed a statistically significant difference in the overall group comparison (Figure 14)
However, subsequent pairwise comparisons (Table 6) did not identify statistically significant
differences between specific group pairs (all adjusted p-values = 0.0675). This suggests that while
minor variation may exist across the sample as a whole, no clear group-specific differences could

47



GA 101156500
equicares

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

be identified.
Easiness to schedule follow-up appointments if required

Response Very easy Easy . Neutral . Difficult . Very difficult
Fisher's test: p = 0.0321 Cramer's V= 0.431

90%

ion

60%

Proport

30%

6
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

0%

Figure 14: Fisher's exact test of the easiness to schedule follow-up appointments if required item in Turkey

Table 6: Pairwise comparison test of the easiness to schedule follow-up appointments if required item in Turkey

P Value adjusted
Comparison : Cramer's V
Fisher’s test

General group: 2023 Earthquake

0.0675 0.567
survivors (Women)
General group : 2023 Earthquake
1.000 NC
survivors (Youth 18-24)
2023 Earthquake survivors (Women) :
2023 Earthquake survivors (Youth 18- 0.945 0.356

24)

A similar pattern was observed for whether mental health users received invitations to provide
feedback regarding their treatment (Figure 15) Although the overall comparison indicated
differences between groups, pairwise analyses did not confirm statistically significant differences

between individual group combinations (all adjusted p-values = 0.186; Table 7)

48



GA 101156500
equicares

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

The mental health user received invitations to provide feedback regarding their mental health treatment.

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 0.048 Cramer's V = 0.4146
1
90% 5
4
c 3
o
£ 60%
o
e 1
[s]
Ll
o
30% -
0%
2023 Earthquake survivors (Women) 2023 Earthquake survivors (Youth 18-24) General
Group

Figure 15: Fisher's exact test of the mental health user received invitations to provide feedback regarding their mental health

treatment item in Turkey

Table 7: Pairwise comparison test of the mental health user received invitations to provide feedback regarding their mental health

treatment item in Turkey

P Value adjusted

Comparison Cramer’'s V

Fisher’s test

General group: 2023 Earthquake
0.186 0.481
survivors (Women)
General group : 2023 Earthquake
survivors (Youth 18-24)
2023 Earthquake survivors (Women) :
2023 Earthquake survivors (Youth 18- 0.699 0.356

24)

0.232 NC

Participant-reported health, unmet need for care, and triangulation
Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, could not be directly compared with
national reference values for Turkey, as no nationally validated EQ-5D-5L value set or population
norm dataset specific to Turkey was available at the time of analysis.

Self-perceived health
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Self-perceived health was evaluated using items aligned with those included in the EU Statistics on
Income and Living Conditions (EU-SILC) Turkey dataset, enabling comparison with national
distributions reported through Eurostat EU-SILC Turkey data. As subgroup-specific national
estimates for earthquake survivors were not available within EU-SILC Turkey, comparisons were
conducted primarily at the overall population level.'? Across the study groups, perceptions of health
varied notably. Within the general group, the majority of respondents reported good (39.2%) or very
good (19.0%) health, reflecting a relatively positive self-assessment. Youth earthquake survivors
showed a similar pattern, with 44.4% reporting good health and 22.2% reporting very good health,
indicating relatively favourable perceptions within this subgroup. In contrast, women earthquake
survivors more frequently reported fair health (65.4%), while relatively small proportions reported
good (15.8%) or very good (3.0%) health (Table 8). When compared with national distributions
derived from the EU-SILC Turkey dataset, the study sample demonstrated lower proportions of
good health and higher proportions of fair health, particularly among women earthquake survivors.
National estimates indicate that 57.8% of the population report good health, whereas this proportion

was lower in the present dataset across all groups (Table 9).

Table 8: Self-perceived health in the dataset of Turkey

2023 Earthquake :
2023 Earthquake survivors
General group survivors (Youth 18-
n (Women)

0(0.0) 1(3.7) 6 (4.5)
3(3.8) 1(3.7) 15 (11.3)

Fair (neither
good nor bad), n 30 (38.0) 7 (25.9) 87 (65.4)
(%)

31(39.2) 12 (44.4) 21 (15.8)
15 (19.0) 6 (22.2) 4 (3.0)

Missing, n (%) 0 (0.0) 0 (0.0) 0 (0.0)

Table 9: Self-perceived health in the dataset of EU-SILC Turkey

Total country

0.7

Very bad, %

Fair (neither good nor bad), % 30.2
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Very good, % 4.7

Activity limitations

Functional limitations were assessed using indicators corresponding to those included in the EU-
SILC Turkey dataset, allowing comparison with national activity limitation distributions.® Within the
study sample, most respondents reported no activity limitations, particularly among youth
earthquake survivors (70.4%). In the general group, 55.7% reported no limitations, while 38.0%
reported moderate limitations. Women earthquake survivors reported comparatively higher levels of
functional limitation, with 48.1% reporting moderate limitations and 12.0% reporting severe
limitations, representing the highest proportion of severe limitations among the groups (Table 10)
Comparison with national estimates from EU-SILC Turkey suggests that activity limitations were
reported more frequently in the study population, particularly among women earthquake survivors.
National data indicate that 74.9% of respondents report no limitations, whereas lower proportions of

respondents in the present dataset reported being free from limitations. (Table 11).

Table 10: Activity limitations in the dataset of Turkey

2023 Earthquake

General group survivors (Youth

2023 Earthquake

survivors (Women)
18-24)

Severely limited,
n (%)

Limited, n (%) 30 (38.0) 7 (25.9) 64 (48.1)
Not limited, n (%) 44 (55.7) 19 (70.4) 53 (39.8)
Missing, n (%) 0 (0.0) 0 (0.0) 0(0.0)

5 (6.3) 1(3.7) 16 (12.0)

Table 11: Activity limitations in the dataset of EU-SILC Turkey

Total country

Severely limited, % 47
Limited, % 20.4
Not limited, % 74.9

Unmet need for care
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Unmet need for healthcare was assessed using indicators aligned with those included in the EU-
SILC Turkey dataset, enabling triangulation with national estimates reported through Eurostat EU-
SILC Turkey data™. Several barriers to accessing care were reported across the study groups.
Among the general group, commonly reported barriers included travel distance (12.7%), waiting lists
(11.4%), and cost-related barriers (11.4%). Youth earthquake survivors reported relatively lower
levels of cost-related unmet need (3.7%), although waiting lists (11.1%) and delays while waiting for
improvement of symptoms (14.8%) were reported. Women earthquake survivors reported higher
levels of unmet need across several categories, including travel distance (21.8%), cost-related
barriers (19.5%), and waiting lists (18.8%). Across groups, the proportion reporting no unmet
healthcare needs ranged from 58.6% among women earthquake survivors to 74.1% among youth
earthquake survivors(Table 12). When compared with national EU-SILC Turkey estimates, where
approximately 96.0% of respondents report no unmet healthcare needs, the present dataset
indicates substantially higher levels of unmet need, particularly among women earthquake

survivors. (Table 13).

Table 12: Unmet need for care in the dataset of Turkey

2023 Earthquake survivors | 2023 Earthquake survivors
General group
(Youth 18-24) (Women)

Too expensive, n

9 (11.4) 1(3.7) 26 (19.5)
(%)
Too far to travel,
10 (12.7) 2 (7.4) 17 (21.8)
n (%)
No time, n (%) 2(2.5) 1(3.7) 5 (3.8)
Didn’t know any
good doctor or 3(3.8) 1(3.7) 7 (5.3)
specialist, n (%)
Waiting list, n
9 (11.4) 3(11.1) 25 (18.8)
(%)
Fear of doctor,
hospital
2(2.5) 1(3.7) 15 (11.3)

examination or

treatment, n (%)

Wanted to wait
and see if 10 (12.7) 4 (14.8) 21 (15.8)
problem got
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better on its

own, n (%)
Other reason, n
6 (7.6) 2(7.4) 19 (14.3)

(%)
No unmet needs

54 (68.4) 20 (74.1) 78 (58.6)
to declare, n (%)
Missing, n (%) 0 (0.0) 0 (0.0) 1(0.8)

Table 13: Unmet need for care in the EU-SILC dataset of Turkey

Total country

Too expensive, % 0.4
Too far to travel, % 0.0
No time, % 0.0
Didn’t know any good doctor or 0.0
specialist, %

Waiting list, % 0.0
Fear of doctor, hospital examination or 00
treatment, %

Wanted to wait and see if problem got 0.9

better on its own, %

Other reason, % 2.7
No unmet needs to declare, % 96.0

Depression severity

Depressive symptom severity was assessed using indicators aligned with those included in the
European Health Interview Survey (EHIS) Turkey dataset, enabling comparison with national mental
health distributions reported through Eurostat EHIS Turkey data '°. Across the study population,
depressive symptoms were reported at varying levels of severity. Within the general group, mild
depressive symptoms were most common (35.4%), followed by moderate symptoms (24.1%) and
minimal symptoms (22.8%). Youth earthquake survivors demonstrated a broadly similar pattern,
with moderate symptoms (25.9%) and mild symptoms (33.3%) frequently reported. Women
earthquake survivors reported comparatively higher levels of symptom severity, with 20.3%
reporting moderately severe symptoms and 7.5% reporting severe symptoms, representing the
highest proportions across groups (Table 14). National reference values derived from the EHIS
Turkey dataset indicate that the majority of the population reports none or minimal depressive
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symptoms (70.4%), with substantially smaller proportions reporting moderate or severe symptoms.
Compared with these national estimates, the present dataset suggests elevated levels of

depressive symptom severity, particularly among women earthquake survivors (Table 15).

Table 14: Depression severity in the dataset of Turkey

2023 Earthquake survivors | 2023 Earthquake survivors
General group
(Youth 18-24) (Women)

Severe, n (%) 3(3.8) 1(3.7) 10 (7.5)
Moderately

11 (13.9 3 (111 27 (20.3
severe, n (%) G5 St Gty
Moderate, n (%) 19 (24.1) 7 (25.9) 30 (22.6)
Mild, n (%) 28 (35.4) 9 (33.3) 51 (38.3)
None or

18 (22.8) 7 (25.9) 15 (11.3)
minimum, n (%)

Missing, n (%) 0 (0.0) 0 (0.0) 0(0.0)

Table 15: Depression severity in the EHIS dataset of Turkey

Total country

Severe, % 1.1
Moderately 18
severe, % '
Moderate, % 3.6
Mild, % 23.1
None or

704

minimum, %

4.1.2 Qualitative results

Approachability

Information awareness and access

Information about mental health services in post-earthquake Hatay did not circulate through any
coherent or proactive system. Across all five interviews, awareness is found to depend on informal
word-of-mouth and messaging groups rather than on structured public communication. The academic
frames the problem at its most fundamental level: help-seeking requires two prior steps that many
survivors have not completed: recognising that one has a problem and believing that help is possible.

As the academic states: "First, recognizing the problem. “Yes, | have experienced a problem. | have
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a problem.k This problem needs to be solved.” So, the first stage is the person deciding this within
themselves. An awareness. So first, it is important to make people aware of what psychiatric problems
are, what psychological problems are" (Ko¢ University, Academic). A second layer of disengagement
compounds this: even among those who recognise their distress, many have concluded that
professional help cannot address losses of the magnitude they have experienced: "No one can help
me. What can be done? My father died. My mother died. My sibling died. My child died. What can
they possibly do about that?" (Kog¢ University, Academic).

In the acute phase, the complete destruction of hospital infrastructure meant that even health workers
themselves did not know where services were. The provider describes this directly: "There were
groups. Employee groups, and relocation groups and so on. Everybody was asking everything there.
Because nothing was in place and nobody knew where to get what from. Including us. We were
learning from those groups" (Kog¢ University, Provider). The civil society respondent confirms that
information spread exclusively through informal channels: "one neighbour told another, an older
brother told a younger one, a sibling told a cousin, so these services spread through hearsay

information” (Kog¢ University, Civil Society).

The policymaker identifies a range of formal communication mechanisms established over time, such
as social media announcements, brochures, family physician referrals, the MHRS appointment
system, and the 182 telephone line. These represent meaningful facilitators in the post-acute period.
However, the policymaker simultaneously acknowledges that visibility remains low: "In these areas,
we could be supported in order to improve visibility" (Kog University, Policymaker). A specific and
analytically barrier unique to this context is identified by the civil society respondent: young earthquake
survivors actively avoided psychosocial services for fear that contact with psychiatric services would
be recorded in the national e-Nabiz health record system and damage future career prospects in state
employment. "Yes, | know | need it, but it will be recorded in my file, so | won’t go, it might affect

something in the future, like my career choice, so | don’t want to go" (Kog University, Civil Society).

The academic and the policymaker both propose proactive outreach to container settlements as the
most promising underutilised information channel. The academic goes furthest in proposing targeted
SMS campaigns modelled on prescription reminder systems: "send SMS messages to people living
there, the way we get prescription messages. Something like: “We know that some time has passed
since the earthquake, but that there may still be things you have not forgotten. If you are not feeling
well psychologically, please do not hesitate to apply. You can reach us through 182” (Kog University,
Academic). This proposal is consistent with the civil society respondent’s observation that the most
effective information strategy was sustained one-to-one contact within the container city environment,

which is only possible through physical presence.
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Barriers to recognising and seeking help operate across individual, cultural, and structural dimensions
simultaneously, and the post-earthquake context has both intensified pre-existing barriers and
introduced new ones. The academic, policymaker, and provider all converge on three prominent
barriers: non-recognition of distress as a mental health problem; not knowing how or where to go; and

stigma.

Transport was a universally identified structural barrier across all five interviews. Even survivors who
had overcome psychological barriers to help-seeking could not physically reach services. The
provider describes a patient who walked from a bus stop to the field hospital and still could not find a
doctor: "They came from Altinézii and got off at a place we call the village garages. From there, there
was Kocaeli Field Hospital. | remember that the patient walked there. They walked and could not find
a doctor. They called me asking where they should go" (Kog¢ University). The civil society respondent
quantifies the current transport situation: a single minibus line connecting Umutkent container city to
the centre, running once per hour and stopping entirely in the evening: "even simply going to a theatre,

a cinema, or some social activity from here takes two hours" (Ko¢ University, Civil Society).

A barrier specific to youth survivors that was absent from all other pilot sites is the e-Nabiz record
concern: the fear that a psychiatric contact would permanently damage employment prospects in the
military, police, or civil service. This is a structurally produced barrier rooted in the intersection of
mental health stigma and public sector employment requirements in Turkey. The civil society
respondent describes it as the primary barrier encountered over two and a half years of field work
with youth aged 15 to 24.

The anti-psychiatry movement on social media is identified by the academic as a newly significant
and spreading barrier: "There is a group that believes in conspiracy theories. There is an anti-
psychiatry movement, and it has expanded. ... There are thousands of people on social media who
believe them. These people’s voices are very loud on platforms” (Ko¢ University, Academic). The
policymaker corroborates this from clinical observation, noting that patients frequently conflate
psychologists with psychiatrists and resist engagement because they do not want a psychiatric label:
"When people hear the word psychologist, they immediately think of a psychiatrist. They cannot really
distinguish between them. As a result, the number of people applying to psychosocial support services
can also remain low" (Ko¢ University, Policymaker). Together, these findings point to a population in
which help-seeking requires overcoming not just personal stigma but an actively hostile information

environment.
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Stigma is across all five interviews identified as a powerful and persistent barrier to mental health care
access in Hatay, predating the earthquake and deepened by it. Its mechanisms are consistent: fear
of social labelling, family interference with treatment, fear of career consequences, and a cultural
context in which mental health difficulties are equated with being “crazy.” What is distinctive about the
Hatay context compared to other pilot sites is the degree to which stigma is amplified by the area’s
close-knit social structure. The academic identifies this explicitly: "Even though Hatay has
metropolitan status, culturally it is more like a place where family ties are strong, everyone knows
each other, a small settlement area. ... The person thinks, “If | go to the hospital, someone will

definitely recognize me, and | may be stigmatized” (Ko¢ University, Academic).

Family-level interference with treatment is documented across multiple interviews as a specific
mechanism through which stigma operates. The academic describes a patient whose husband
instructed her to stop psychiatric medication: "Her husband had told her, “Stop these medicines, deal
with it yourself a bit, get better,” and then the patient came back with panic attacks" (Ko¢ University,
Academic). The provider documents a patient who refused home visits from the community mental
health team because of the stigma consequences within their container city neighbourhood: "/ live
there in a rented house by myself. When | rented this house, | had already been exposed to many
things before. Children threw stones at me. They ran after me shouting crazy. The neighbourhood did
not want me. They stoned my house and my windows. Because of that, | do not want you to come to
my house here either" (Kog¢ University, Provider). This represents one of the most extreme stigma

manifestations documented across all Ko¢ University interviews.

Stigma also extends to healthcare professionals themselves. The academic notes that even specialist
doctors hold stigmatising beliefs about psychiatry: "I have also seen an anaesthesiologist friend say,
“What are psychiatrists, what are psychologists anyway?” Now when a specialist doctor says that,
you cannot really blame the public" (Kog University, Academic). The policymaker corroborates this at
the institutional level, noting that families resist even autism diagnoses out of fear of labelling: "A child
may have been diagnosed with autism, but the family does not want that on record because they do

not want it to affect the child in the future"” (Kog University, Policymaker).

A meaningful point of differentiation across interviews is the trajectory of stigma over time. The
academic identifies a generational dynamic: stigma is decreasing among younger populations while
remaining intense among older groups and those with lower education. Word-of-mouth spread of
positive service experiences is identified as the most effective organic mechanism for stigma
reduction: "A patient comes, benefits, then sees a relative’s condition. They say, “It helped me a lot, |

did not have a problem with antidepressants, let me take you too.” Sometimes one person can bring
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10 patients like that" (Kog¢ University, Academic). The civil society respondent documents systematic
stigma reduction work at the centre level through zero-discrimination policies, group sessions on
coexistence, and private one-to-one conversations with youth showing signs of distress. These
approaches produced measurable changes in help-seeking behaviour within the centre population.

By contrast, no systematic stigma reduction policy exists at the provincial or national level.

Cultural fit of mental health services is compromised in the Hatay context by two overlapping
problems: providers who are themselves earthquake survivors, and the disruption of neighbourhood
social structures through irregular container city placement. Both are identified uniquely within this
interview set and represent post-earthquake-specific acceptability failures that have no parallel in
other EQUICARES pilot sites.

The civil society respondent identifies the shared trauma of providers and clients as the most
significant cultural appropriateness failure of the acute phase. When providers were earthquake
survivors themselves, the professional distance necessary for effective support collapsed: "the person
in front of me was also an earthquake survivor, and the story | was telling was very familiar to them.
So in those processes, we were harming each other more than helping each other" (Kog¢ University,
Civil Society). This produced sessions in which both parties cried together, a well-documented
secondary traumatisation dynamic that the civil society respondent argues could have been avoided
through better programme design, specifically by prioritising the deployment of psychologically stable
providers from outside the earthquake zone rather than relying on local personnel who had not yet

processed their own losses.

Language barriers are identified as a specific cultural accessibility challenge, particularly for older
Arabic-speaking women and Syrian refugees. The academic describes a case in which a Syrian
patient's account passed through three languages via two interpreters, with each translation
consuming a minute of the already-compressed appointment time: "when | asked one question, by
the time it was translated into three languages and an answer came back, a minute had passed. Now
look at the quality of that examination” (Kog University, Academic). The civil society respondent adds
that culturally embedded expressions of distress, such as the Arabic phrase “my heart hurts” meaning
emotional pain rather than physical cardiac symptoms, could be misread by providers unfamiliar with
the cultural context: "someone who does not know the culture interprets it as physical pain and asks,
did you go to the hospital, did you get tested, did you get an ECG? But actually what they are trying
to say is that there is a brokenness in their heart, there is longing there, there is yearning there" (Kog

University, Civil Society).
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Gender dyhamics within the youth population represent a specific acceptability barrier documented
exclusively by the civil society respondent. Male youth in the 15-24 age group consistently requested
female psychologists, reflecting a cultural norm in which adult Turkish men were assumed to find male
emotional expression strange or inappropriate. Simultaneously, an LGBTQ+ young person refused to
engage with a headscarved provider out of fear of judgement regarding their identity. These findings
illustrate that cultural fit for vulnerable youth subgroups requires not only sensitivity to Turkish cultural
norms but attention to intersecting vulnerabilities, such as gender, sexuality, and religious expression,

that mainstream service design does not address.

All five interviews converge on a diagnosis of severe structural under-provision, though with different
emphases. The immediate post-earthquake collapse of hospital infrastructure is documented by the
academic and provider as total: bed capacity dropped to zero, access to doctors was severely
restricted, and access to medication was disrupted. Community mental health centres, which had
been the most important mechanism for reducing psychiatric hospitalisations through active follow-
up, dropped from four to two: "We had four centers, then it dropped to two. What happened? Fifty
percent of these groups could no longer access services"” (Ko¢ University, Academic). Three years
after the earthquake, the CMHC has still not reopened in Antakya, a failure that the provider identifies
as the single most consequential ongoing availability gap: "Right now there is nothing, still nothing"

(Kog¢ University, Provider).

The policymaker presents the most complete picture of current provision: 16 psychosocial support
centres, 13 psychologists across district health directorates, 8 psychologists in migrant health
services, and coverage in 13 of 15 districts. This represents a meaningful facilitator built under very
difficult conditions. However, the policymaker immediately qualifies this with a critical staffing ratio
problem: one psychologist serves a district population exceeding 100,000 in some areas, far below
any viable standard: "One of my districts has only one psychologist post, but the district population is

over 100,000. In some respects, that is not enough” (Kog¢ University, Policymaker).

The civil society respondent provides the starkest description of the current availability situation in the
container city where this respondent works: "There is no adult psychologist. We are four institutions.
One provides services specifically for women, one works with children, one is us and we work with
youth, and another also works with children. So in fact two institutions work with children, one with
youth, one with women, and there is no adult psychologist in the field at the moment" (Kog¢ University,
Civil Society). This is particularly striking because the academic’s own research identifies that 30% of

the earthquake survivor population has PTSD and nearly 40% depression, meaning that the
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population with the highest documented mental health burden has effectively no adult psychologist

serving it.

NGO coordination failure is identified by the civil society respondent as a major availability problem
in the acute phase: multiple organisations concentrated in the same locations while other areas
received nothing. The civil society respondent also identifies an ideologically driven distribution
distortion, with service concentration shaped by staff members redirecting NGO resources toward
their own family neighbourhoods. These disparities were only partially addressed through a cross-
NGO WhatsApp coordination group in Adiyaman, a locally improvised solution with no national

precedent or institutional backing.

The format and delivery model of mental health services is structurally misaligned with the needs of
the post-earthquake population in ways that all five interviews document, though from different angles.
The most fundamental mismatch is appointment duration. The academic is unambiguous: "psychiatric
appointments are given every 10 minutes. ... That is a very short time. It is too short even for what
we might consider simpler anxiety disorders or depression, let alone trauma. For a trauma patient, it
is much worse" (Kog University, Academic). The policymaker identifies a performance-based payment
system requiring nine clients per day as a structural driver of this inadequacy: "They need to see nine
clients to get a high performance score. | feel that is a bit unrealistic. ... Even if you do not take a

lunch break, nine sessions are not possible. Definitely not" (Kog¢ University, Policymaker).

Continuity of care is identified across four of the five interviews as the most clinically damaging
structural failure. Doctors completing compulsory service left immediately upon finishing their
assigned period, destroying therapeutic relationships before treatment was complete. The
policymaker captures the clinical consequence precisely: "A person finally begins to trust the
psychologist after the fifth or sixth session, finally begins to open up, and then the psychologist is
transferred elsewhere. That trust is lost entirely, and the person gives up. After that, people no longer
want to come. This really happens” (Kog University, Policymaker). The provider corroborates this from
lived clinical experience, noting that follow-up was only possible through the CMHC model - which no
longer exists - and that without it, patients return to hospital only when in acute episode, often three

to five months after their previous contact.

Container-based service delivery is identified by both the policymaker and the civil society respondent
as undermining acceptability through physical conditions. The policymaker notes that containers
signal impermanence and erode trust: "Because it is container-based, people’s perceptions are
different. Their sense of trust decreases somewhat. Coming into a container to have such a

conversation can negatively affect how people view the service" (Kog¢ University, Policymaker). The
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civil society respondent adds a privacy dimension: containers placed side by side mean clients can
hear sessions in adjacent rooms, destroying the confidentiality that therapeutic disclosure requires.
Planned Healthy Life Centres, fifteen in the investment programme and expected to be operational in

one and a half to two years, represent a future structural facilitator but are not yet operational.

Direct healthcare costs are not identified as a primary barrier across the Ko¢ University interviews.
Public mental health services are formally free, and the policymaker confirms that approximately
13,000 people were reached through free primary care psychosocial services in 2025. The financial

barriers that do operate are indirect, structural, and compounding.

Transport costs represent a concrete financial barrier for container city residents. A single bus ride
costs 30 lira, and the only connection from Umutkent to the city centre runs once per hour before
stopping entirely: "especially from Umutkent there is only one minibus line going to the center. And
that one only runs maybe once an hour. Beyond that, after a certain time it stops entirely, so they
cannot go" (Kog University, Civil Society). For a population dealing with unemployment and financial
hardship, this cost multiplied across return trips and repeated appointments, adds a tangible economic
threshold to what is nominally a free service. The academic provides a macro-level framing of the
financial context: even those with employment face multiplied economic pressure in Hatay, where the
minimum wage covers less than it does elsewhere in the country and where rent has increased tenfold
since the earthquake. The economic difficulties that a person elsewhere in Turkey feels are, as the

academic states, "felt 3—4 times more strongly here, multiplied"” (Kog University, Academic).

The labour exploitation dimension is identified by the civil society respondent as an
underacknowledged indirect barrier: "In Hatay employers are not really aware of the existence of
insurance. In the earthquake region, unfortunately, there is a reality of labor exploitation. People are
employed very cheaply in very heavy jobs, and unfortunately they often do not have the luxury of
disrupting the work" (Kog¢ University, Civil Society). This means that even free services are
inaccessible to those whose employment conditions do not permit them to take time off. Women with
sole caregiving responsibilities face an additional indirect cost in arranging alternative childcare to

attend appointments.

The academic’s research finding that unemployment is the strongest predictor of PTSD, exceeding
even direct earthquake exposure such as being trapped under rubble, reframes the affordability
dimension in a fundamental way. Financial hardship is not merely a barrier to accessing care: it is

itself the primary driver of the mental health need that care is intended to address. This means that
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no mental health intervention, however accessible, can be sufficient without parallel economic

stabilisation of the earthquake survivor population.

Financial support mechanisms for mental health care are limited and not specifically targeted at the
post-earthquake survivor population as a distinct group. Disability allowances and caregiver
allowances exist for those with recognised psychiatric disabilities, but the provider notes that
awareness of these mechanisms is uneven: "Not every patient may be aware of this, may not know
that they can receive it" (Kog University, Provider). No mechanism exists for subsidising private

psychological care for earthquake survivors who do not meet the disability threshold.

The civil society respondent is direct about the absence of financial support for accessing private
mental health care: "I honestly have not heard of an NGO saying go and receive the service and we
will somehow cover the cost” (Kog University, Civil Society). NGOs fund their own staff rather than
subsidising access to external services. The policymaker confirms that the free public system is the
only realistic financial access mechanism for most survivors, and that this system's coverage has
expanded significantly but its quality remains constrained by staffing ratios and appointment durations

that prevent it from meeting the population’s actual needs.

A two-tier quality divide produced by financial barriers is identified by the civil society respondent:
those with resources sought qualified private practitioners with trauma experience, while those without
were served by newly graduated NGO-hired psychologists with no field experience: “NGOs, in order
to hire more cheaply, took on newly graduated surprise psychologists. They had no field experience,
did not know earthquake trauma, did not know how to work in a trauma field. So a person with money
truly said, I will not entrust myself to a newly graduated young psychologist”" (Ko¢ University, Civil
Society). This is a structural quality failure embedded within the affordability dimension: the same
financial hardship that makes people most vulnerable also directs them toward the least qualified

care.

The central appropriateness finding across all five Ko¢ University interviews is a profound mismatch
between the scale and complexity of post-earthquake mental health need and the format of care that
has been delivered. The civil society respondent articulates this most directly in relation to session
duration: "I think young people should by now have been receiving their 38th or 39th psychotherapy
sessions, and they should still continue. Ten sessions, 3 sessions, 5 sessions — these are very
ridiculous numbers" (Kog University, Civil Society). The academic confirms the research basis for this

assessment: the population has depression prevalence of nearly 40% and PTSD of 30%, and when
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grief is addked, combined prevalence reaches 60—70%. The service response of three to six sessions
from volunteer NGO providers, followed by withdrawal bears no relationship to the therapeutic dose

required for conditions of this severity.

The absence of a trauma centre three years after the earthquake is identified by the academic as the
most critical ongoing appropriateness failure in the Hatay context: "there really needs to be a place
like a trauma center. At least somewhere we could allocate half an hour to one person, and if possible
where more competent people in this field provide care, whether psychiatrist or psychologist" (Kog
University, Academic). Patients who have overcome every access barrier to reach a clinician still feel

unheard, because ten-to-twelve minute appointment intervals prevent genuine listening.

The neglect of psychological rehabilitation in favour of physical rehabilitation is identified as a systemic
appropriateness failure specific to the Turkish context. Physical rehabilitation was delivered swiftly
and effectively, prostheses were fitted, entrepreneurship centres opened. Psychological rehabilitation
received no equivalent investment: "But psychological rehabilitation? We are still at a very early stage
in that. We are very far behind in psychological rehabilitation” (Kog¢ University, Academic). Amputees
and people with limb loss are identified as a particularly invisible population: their physical
rehabilitation is tracked and documented, but they almost never appear in psychiatric outpatient data,

presumably because they cannot reach services.

Where sustained care was delivered, particularly through the CMHC model before the earthquake
and through the civil society respondent’s programme in the container city, outcomes are described
positively across both provider and user perspectives. Families reported reduced domestic conflict,
improved communication, and improved wellbeing: "the peace within the home has increased, we do
not fight anymore, we sit together, we play games, we sit together, we talk” (Kog¢ University, Civil
Society). This indicates that the appropriateness problem is not primarily one of clinical quality when
care is delivered, but of the structural conditions that prevent adequate duration, frequency, and

continuity.

The quality of provider-patient interaction is shaped by two structural conditions unique to the post-
earthquake setting: shared trauma between providers and clients, and co-location in container cities.
These conditions cut in both directions enabling an unusual degree of mutual understanding and
relational closeness, while simultaneously creating professional boundary challenges that

compromise therapeutic quality.

The civil society respondent identifies co-location as a double-edged phenomenon. The majority of
young people valued it: "if you did not live here, we probably would not be able to tell you things

comfortably, because you would not understand” (Kog University, Civil Society). But co-location also
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created an impossible ethical dilemma for social workers who witnessed domestic violence in
neighbouring containers: "they know I live here, if | report it they will know it was me, and because |
disrupted the family structure they will not meet with me again, but I also have to report it; if | do not

report it, then | will be betraying my profession” (Ko¢ University, Civil Society).

The academic and provider both identify ten-minute appointment intervals as the most significant
structural driver of poor interaction quality. What patients experience as not being listened to is not
primarily a reflection of provider attitudes but of a system that allocates insufficient time for genuine
listening: "They have overcome all these barriers and come, and then they think, “Still, | will not be
listened to.” This is neither the doctor’s fault nor the patient’s fault. Both sides lose" (Ko¢ University,

Academic).

The provider draws a clear distinction between individual professional motivation and systemic
conditions. Motivation among mental health workers in the post-earthquake period was genuinely
high: "Everyone was quite eager. There was going to be a new environment, new arrangements would
be made. Everyone was saying what a beautiful ward this became. ... Everyone was very
enthusiastic” (Kog University, Provider). However, the absence of nursing specialisation means that
staff reassigned from other departments lack the clinical foundation to provide appropriate psychiatric
care regardless of their personal motivation: "A colleague who worked in intensive care for seventeen
years comes to the psychiatry ward, naturally they struggle. They do not know this patient group.

They may not be able to predict what will happen, what they will do” (Kog¢ University, Provider).

The integrated referral network the policymaker describes, linking primary care psychologists to
psychiatrists at the secondary level and the NGO social support, represents the most significant
structural facilitator for appropriate care in the current period. The policymaker acknowledges this is
unprecedented in Turkey: "There is no other example of this psychological counselling network and
systematic referral structure in Tirkiye" (Ko¢ University, Policymaker). However, its sustainability is
threatened by the absence of institutionalisation: it depends on the personal commitment of current
staff, and staff transfers could dissolve it entirely. The policymaker acknowledges this with
characteristic directness: "The person who comes after me may attach greater importance to
communicable diseases and develop a different policy”" (Ko¢ University, Policymaker). This is the
defining structural vulnerability of the appropriateness landscape: genuine innovation that has not yet

been embedded in durable systems.
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A total of 242 respondents participated (General group: N = 119; LGBTIQ+ community: N = 123),
exceeding the KPI of n > 200 (Table 16).

Table 16: Distribution of participants across the included groups in Ireland

N =119 N =123

The mean age was 46.7 years (SD 15.7) in the General group and 38.3 years (SD 11.7) in the
LGBTIQ+ community. Questionnaires were almost entirely self-completed in both groups (118/119
and 122/123, respectively), with one respondent in each group completing the questionnaire with
assistance.

In the General group, 69 respondents reported female sex at birth and 50 male. In the LGBTIQ+
community, 55 reported female, 51 male, 14 non-binary, one “other,” and two preferred not to say.
Gender identity matched sex assigned at birth for all respondents in the General group and for 97
respondents in the LGBTIQ+ group; 23 respondents in the LGBTIQ+ group reported a different
gender identity and three preferred not to say. All respondents in the General group reported a
heterosexual orientation. In the LGBTIQ+ community, three respondents reported heterosexual
orientation, 37 gay, 28 lesbian, 37 bisexual, 11 another orientation, and seven preferred not to say.
All respondents in the General group lived in Ireland, as did 121 of 123 respondents in the LGBTIQ+
community. In the General group, 92 respondents were born in Ireland, 14 in the UK/Northern
Ireland, eight in another EU country, and five outside the EU. In the LGBTIQ+ community, 82
respondents were born in Ireland, four in the UK/Northern Ireland, 11 in another EU country, and 26
outside the EU. Irish citizenship was reported by 105 respondents in the General group and 93 in
the LGBTIQ+ group, while four and 20 respondents respectively reported citizenship of a non-EU
country. Additional respondents reported citizenship of the UK/Northern Ireland or another EU
member state. The mean duration of residence in Ireland was 40.2 years (SD 21.1) in the General
group and 29.0 years (SD 18.4) in the LGBTIQ+ community.

Educational attainment (ISCED) ranged across secondary and tertiary levels in both groups.

Bachelor’'s and Master’s degrees were the most common qualifications: 40 and 21 respondents in
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the General group, and 39 and 41 respondents in the LGBTIQ+ community, respectively. Doctoral
degrees were reported by three respondents in the General group and eight in the LGBTIQ+
community.

In the previous 12 months, use of mental health services was reported by 45 respondents in the

General group and 82 in the LGBTIQ+ community. Additional details are provided in Table 17

Table 17: Descriptive statistics of the different included groups in Ireland

Demographic
General group LGBTIQ+ community Overall
variable

Age, mean (sd) 46.7 (15.7) 38.3 (11.7) 42.4 (14.4)
Questionnaire completed by, n (%)

Respondent

118 (99.2%) 122 (99.2%) 240 (99.2%)
alone
Respondent with

1 (0.8%) 1 (0.8%) 2 (0.8%)

help
Someone else 0 (0%) 0 (0%) 0 (0%)

Sex at birth, n (%)

Female 69 (58.0%) 55 (44.7%) 124 (51.2%)
Male 50 (42.0%) 51 (41.5%) 101 (41.7%)
Non-binary 0 (0%) 14 (11.4%) 14 (5.8%)
Other 0 (0%) 1(0.8%) 1(0.4%)
Prefer not to say 2 (1.6%) 2 (0.8%)
Gender the same as assigned at birth, n (%)
Yes 119 (100%) 97 (78.9%) 216 (89.3%)
No 0 (0%) 23 (18.7%) 23 (9.5%)
Prefer not to say 0 (0%) 3(2.4%) 3 (1.2%)

Sexual orientation, n (%)

Heterosexual 119 (100%) 3(2.4%) 122 (50.4%)
Gay 0 (0%) 37 (30.1%) 37 (15.3%)
Lesbian 0 (0%) 28 (22.8%) 28 (11.6%)
Bisexual 0 (0%) 37 (30.1%) 37 (15.3%)
Other 0 (0%) 11 (8.9%) 1 (0.4%)
Prefer not to say 0 (0%) 7 (5.7%) 2 (0.8%)
Country of residence, n (%)
Ireland 119 (100%) 121 (98.4%) 240 (99.2%)
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Born in the
country of
residence

Born in the UK/
Northern Ireland
In another
country in the EU
Born in another
country outside
the EU

Citizen of the
country of
residence

No citizenship of
the country of
residence but that
of the

UK/Northen
Ireland

No citizenship of
the country of
residence but that
of another EU
member state

No citizenship of
the country of
residence but that
of a country
outside the EU

Duration of stay

in the country of

0 (0%) 2 (1.6%)
Country of birth, n (%)

92 (77.3%) 82 (66.7%)
14 (11.8%) 4 (3.3%)
8 (6.7%) 11 (8.9%)
5 (4.2%) 26 (21.1%)

Citizen of country, n (%)

105 (88.2%) 93 (75.6%)
3 (2.5%) 3 (2.4%)

7 (5.9%) 7 (5.7%)

4 (3.4%) 20 (16.3%)
40.2 (21.1) 29.0 (18.4)

67

2 (0.8%)

174 (71.9%)

18 (7.4%)

19 (7.9%)

31 (12.8%)

198 (81.8%)

6 (2.5%)

14 (5.8%)

24 (9.9%)

34.5 (20.5)
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years (SD)

Early childhood
education (ages 3
and above),
including pre-
primary education
and early
childhood
educational
development
(under 3).
(ISCED 0)
Primary
education (also
known as
elementary or
basic education).
(ISCED 1)
Lower secondary
education (also
known as middle
or junior high).
(ISCED 2)

Upper secondary
education (also
known as senior
high or high
school). (ISCED
3)
Post-secondary
non-third level
education
(education

between

Highest level of education completed (ISCED), n (%)

0 (0%)

1(0.8%)

10 (8.4%)

19 (16.0%)

12 (10.1%)

68

0 (0%)

0 (0%)

2 (1.6%)

8 (6.5%)

13 (10.6%)

0 (0%)

1(0.4%)

12 (5.0%)

27 (11.2%)

25 (10.3%)
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secondaﬂry and

tertiary levels).

(ISCED 4)

Short-cycle third

level education

(programs

typically lasting 2-

3 years and

leading to 13 (10.9%)
qualifications at a

lower level than a

bachelor's

degree). (ISCED

5)

Bachelor's or

equivalent level

(first degree or

equivalent in 40 (33.6%)
higher

education).

(ISCED 6)

Master's or

equivalent level

(second degree

or equivalent in 21 (17.6%)
higher

education).

(ISCED 7)

Doctoral or

equivalent level

(highest level of

higher education, 3(2.5%)
typically leading

to a PhD (ISCED

8)

12 (9.8%) 25 (10.3%)
39 (31.7%) 79 (32.6%)
41 (33.3%) 62 (25.6%)

8 (6.5%) 11 (4.5%)

Use of mental health care in the previous 12 months, n (%)
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Yes 45 (37.8%) 82 (66.7%) 127 (52.5%)
No 74 (62.2%) 41 (33.3%) 115 (47.5%)

Comparison of the Levesque dimensions between the groups

Availability and accommodation

For the Availability and Accommodation dimension, all indicators did not show statistically significant
differences between the population groups. Specifically, no group differences were identified
regarding awareness of mental health services in the local area, the availability of a private space
for receiving care and discussing concerns openly, the time required to obtain an appointment when
mental health care was needed, knowledge of where to seek immediate help during a mental health

crisis, or time to get to the mental health service location (Figure 16 ; all p-values > 0.05).

Awareness of mental health services in the area Availability of a private space for receiving care and talking openly
Response W ves W no Not sure Response W ves W no Not sure
Chi-squared test: p = 0.0585 Cramer's V = 0.1507 Fisher's test: p = 0.147 Cramer's V=0.1732

o ©
S 3

Proportion

@
8
B

Proportion
o ©
2 8
* 2

I
3

17
0% 0%

General LGBTIQ+ community General LGBTIQ+ community
Group Group
Time to get an appointment when needed mental health care Knowledge of where to go for immediate help in a mental health crisis
Less than a week 1-6 months I Never able to get an appointment Response [l Yes [l no Not sure
Response
Less than a month . More than 6 months . Not sure
Chi-squared test: p = 0.64 Cramer's V = 0.05974
Fisher's test: p = 0.547 Cramer's V = 0.1826 90%
90% 7 2 c
S
5 . £ o
5 60% 27 g
g 3
o o,
o
_ G 21 =
0% 0%
General LGBTIQ+ community General LGBTIQ+ community
Group Group

Figure 16: Non-significant differences across groups for the availability and accommodation dimension in Ireland
Approachability

Within the Approachability dimension, several indicators did not demonstrate statistically significant
differences between the population groups. These included whether participants had encountered
information on accessing mental health support, the ease of understanding spoken or written
information about mental health services, and whether respondents had been asked about their
mental wellbeing during encounters with a family doctor, school counsellor, or social worker (Figure
18; all p-values > 0.05).

For approachability are the; have participants encountered information on accessing mental health

support, easiness to understand information about mental health services (spoken or written) and
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asked about mental well-being in an encounter with a family doctor, school counsellor, or social
worker not significantly different between the groups. Easiness too find reliable information about
mental health services (p = 0.00541, Cramer’s V = 0.2453), Came across outreach programs (p =
0.0357 & Cramer’s V = 0.1653), heard about experiences of other patients regarding mental health
services (p = 0.0346, Cramer’s V = 0.166) and invited to participate in research related to mental

health (p = 0.00778 & Cramer’s v = 0.1999) were significantly different between the groups

Have participants encountered information on accessing mental health support? Easiness to understand information about mental health services (spoken or written)

Response [l Yes [ No  Notsue Response Very easy Easy [ Neural [l Dificut [l Very difficut

Chi-squared test: p = 0.676 Cramer's V =0.05588 Fisher's test: p = 0.112 Cramer's V=0.274

90% 90%
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ion
ion
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Group Group
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Asked about mental well-being in an encounter with a family doctor, school counselor, or social worker

Response [l Yes [0 No Not sure

Chi-squared test: p = 0.0588 Cramer's V = 0.1503
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Figure 17: Non-significant differences across groups for the approachability dimension in Ireland

In contrast, several other indicators related to information accessibility and engagement showed
statistically significant differences between groups. A significant difference was observed for the
ease of finding reliable information about mental health services (Figure 19; p = 0.00541, Cramer's
V = 0.2453). This suggests that respondents from the LGBTIQ+ community reported different
experiences in locating reliable information compared to the general population. The effect size
indicates a small to moderate association, suggesting a meaningful difference in perceived access

to trustworthy information sources.

71



GA 101156500
equicares

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

Easiness to find reliable information about mental health services

Response Very easy Easy . Neutral . Difficult . Very difficult
Chi-squared test: p = 0.00541 Cramer's V = 0.2453

1
90% 2

60%

Proportion

30%

0%

General LGBTIQ+ community
Group

Figure 18: Chi-squared test of the easiness to find reliable information about mental health services item in Ireland

Significant differences were also found for exposure to outreach programs (Figure 20; p = 0.0357,
Cramer's V = 0.1653), awareness of experiences shared by other patients (Figure 21; p = 0.0346,
Cramer's V = 0.166), and invitations to participate in mental health-related research (Figure 22; p =
0.00778, Cramer's V = 0.1999). These results indicate variation between groups in opportunities for
engagement with mental health-related information and services. The corresponding effect sizes for
these items indicate small associations, suggesting that while statistically significant differences

exist, their magnitude is relatively modest.
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Come across outreach programs

Response . Yes . No Not sure

Chi-squared test: p = 0.0357 Cramer's V=0.1653

90%

on

60%

Proport

30%

0%

General LGBTIQ+ community
Group

Figure 19: Chi-squared test of the come across outreach programs item in Ireland

Heard about experiences of other patients regarding mental health services

Response . Yes . No Not sure

Chi-squared test: p = 0.0346 Cramer's V = 0.166

90%

ion

60%

Proport

30%

0%

General LGBTIQ+ community
Group

Figure 20: Chi-squared test of the heard about experiences of other patients regarding mental health services item in Ireland
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Invited to participate in research related to mental health

Response . Yes . No Not sure

Chi-squared test: p = 0.00778 Cramer's V =0.1999
5

60%

Proportion

30%

0%

General LGBTIQ+ community
Group

Figure 21: Chi-squared test of the invited to participate in research related to mental health item in Ireland

Acceptability

Across the Acceptability dimension, most indicators did not demonstrate statistically significant
differences between the population groups. These included perceptions that mental health services
are sensitive to cultural beliefs and practices, the option to communicate with providers in a
preferred language, the possibility to choose one's own doctor or therapist, whether mental health
professionals communicate respectfully with patients, and whether patients’ rights are protected
against mistreatment or abuse (Figure 23 & Figure 24; all p-values > 0.05).
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Figure 22: Non-significant differences across groups for the acceptability dimension in Ireland (1)

Mental health workers communicate respectfully with patients
Response [l ves I no Not sure

Cramer's V = 0.07491

Chi-squared test: p = 0.698
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c
8
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Rights are protected against any mistreatment or abuse
Response [l ves I no Not sure
Chi-squared test: p = 0.138 Cramer's V= 0.1274
90%
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Figure 23: Non-significant differences across groups for the acceptability dimension in Ireland (2)

However, one element within this dimension demonstrated a statistically significant difference
between groups. Perceptions that mental health services are trustworthy differed significantly
between the groups (Figure 25; p = 0.00367, Cramer's V = 0.2148). This result indicates that levels
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of trust in mental health services were not uniform across groups. The corresponding effect size
suggests a small to moderate association, indicating a meaningful difference in perceived
trustworthiness between the general population and the LGBTIQ+ community.

Mental health services are trustworthy

Response ! Neutral Not trustworthy [Jfl| Trustworthy

Chi-squared test: p = 0.00367 Cramer's V=0.2148

90%

Proportion
(=]
o
ES

30%

0%
General LGBTIQ+ community
Group

Figure 24: Chi-squared test of the mental health services are trustworthy item in Ireland

Affordability

Within the Affordability dimension, three indicators did not demonstrate statistically significant
differences between the population groups. These included whether respondents had ever not
taken prescribed medication due to cost, whether they had been offered financial support or
discounts to reduce or cover the costs of care and whether anyone from the service helped with
payment options, insurance questions, or financial assistance (Figure 26; all p-values > 0.05).
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Ever not taken prescribed medication due to the cost

Response Never Rarely . Sometimes . Often . Very often
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Ever offered i t or di ts to reduce or cover the costs of care

Response [l Yes [ Mo Not sure

Fisher's test: p = 0.164 Cramer's V = 0.1661

4

General LGBTIQ+ community
Group

Response [l Yes [ Mo Not sure

Fisher's test: p = 0.0587 Cramer's V = 0.2075
a -
General LGBTIQ+ community
Group

Figure 25: Non-significant differences across groups for the Affordability dimension in Ireland

In contrast, several other affordability-related indicators showed statistically significant differences

between groups. Differences were observed regarding the possibility of obtaining mental health

services through public programs or services free of charge or at low cost (Figure 27; p = 0.0165,

Cramer's V = 0.2533), indicating variation between groups in access to subsidized services. The

corresponding effect size indicates a small to moderate association, suggesting a meaningful

difference in the perceived accessibility of publicly funded care.
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Possiblities to get mental health services from public programs or services free or low-cost

Response [l ves [ no Not sure

Fisher's test: p = 0.0148 Cramer's V = 0.256

90%

60%

Proportion

30%

0% 2

General LGBTIQ+ community
Group

Figure 26: Fisher’s test of the possibilities to get mental health services from public programs or services free or low-cost item in

Ireland

Similarly, perceptions of health insurance coverage for mental health services differed significantly
between groups (Figure 28; p = 0.0346, Cramer's V = 0.1881). This finding suggests variation in
perceived coverage levels, although the corresponding effect size indicates a small association,

reflecting modest differences between groups.

Health insurance that covers mental health services

Response Yes, fully Yes, partially No . Not sure

Chi-squared test: p = 0.0346 Cramer's V = 0.1881
11
90% 24
41
c 29
£ 60%
o
a
e
o
55 66

30%

- e
0%

General LGBTIQ+ community
Group

Figure 27: Chi-squared test of the health insurance that covers mental health services item in Ireland
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Notably, significant differences were also observed regarding delayed or avoided mental health care
due to financial constraints within the past 12 months (Figure 29; p = 0.00116, Cramer's V =
0.2353). Descriptive findings indicated that delayed or avoided care due to cost was reported more
frequently among respondents from the LGBTIQ+ community compared to the general population.

This suggests that financial barriers may have a stronger impact on service utilization within this

group.

Delayed or avoided mental healthcare due to the cost in the past 12 months
Response . Yes . No Not sure

Chi-squared test: p = 0.00116 Cramer's V= 0.2353

90%

60%

Proportion

30%

9
0% 4

General LGBTIQ+ community
Group

Figure 28: Chi-squared test of the delayed or avoided mental healthcare due to the cost in the past 12 months item in Ireland

Further differences were identified in relation to difficulty accessing mental health care due to loss of
income (Figure 30; p = 0.000802, Cramer's V = 0.2787). Descriptive results indicated that such
financial barriers were reported less frequently among respondents from the general population,
suggesting relatively greater financial stability compared to the LGBTIQ+ community. The effect size
indicates a small to moderate association, suggesting meaningful differences in income-related

access barriers.
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Times when difficult to access mental healthcare due to a loss of income

Response Never Rarely . Sometimes . Often . Very often

Chi-squared test: p = 0.000802 Cramer's V= 0.2787

90%

on

60%

Proport

30%

0%

General LGBTIQ+ community
Group

Figure 29: Chi-squared test of the times when difficult to access mental healthcare due to a loss of income item in Ireland

Finally, a similar pattern was observed for difficulty accessing mental health care due to additional
costs (Figure 31; p = 0.0221, Cramer's V = 0.2165), with descriptive findings indicating that
respondents from the LGBTIQ+ community reported these barriers more frequently than
respondents from the general population. The effect size indicates a small association, reflecting
moderate but meaningful differences.
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Times when difficult to access mental healthcare due to additional costs

Response Never Rarely . Sometimes . Often . Very often

Chi-squared test: p = 0.0221 Cramer's V= 0.2165

90%

1on

60%

Proport

30%

0%

General LGBTIQ+ community
Group

Figure 30: Chi-squared test of the times when difficult to access mental healthcare due to additional costs item in Ireland
Appropriateness

Within the Appropriateness dimension, the majority of indicators did not demonstrate statistically
significant differences between the population groups. These included perceptions related to
courteous and respectful treatment by mental health professionals, whether providers explained
information clearly, whether sufficient time was spent during consultations, and whether services
were perceived as helpful or relevant. In addition, no statistically significant differences were
observed regarding whether cultural beliefs and practices were considered, whether providers took
broader life circumstances into account, involvement in setting treatment goals, or the possibility of

consistently seeing the same provider during treatment (Figure 33 & Figure 34; all p-values > 0.05).
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Times that mental health professionals treated the client with courtesy and respect while receiving mental healthcare Times that a provider explained things in a way that is easy to understand while receiving mental healthcare
Response Always Often . Sometimes . Rarely or never Response Always Often . Sometimes . Rarely or never
Chi-squared test: p =0.183 Cramer's V = 0.1948 Chi-squared test: p = 0.81 Cramer's V = 0.08681
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Figure 31: Non-significant differences across groups for the Appropriateness dimension in Ireland (1)
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Figure 32: Non-significant differences across groups for the Appropriateness dimension in Ireland (2)

However, several indicators related to coordination of care, user engagement, and support
mechanisms showed statistically significant differences between groups. A significant difference

was identified for smooth referral between services or professionals, without requiring users to
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repeatedly explain their situation (Figure 35; p = 0.00832, Cramer's V = 0.3444). This finding
indicates meaningful variation in perceived continuity and coordination of care between groups. The
corresponding effect size indicates a moderate association, suggesting that referral processes were
experienced differently between the general population and the LGBTIQ+ community.

Times of smooth referral between services or professionals, without having to repeat everything each time

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 0.019 Cramer's V = 0.3053

90%

5
ot

60%

Proportion

30%

0%

General LGBTIQ+ community
Group

Figure 33: Chi-squared test of the times of smooth referral between services or professionals, without having to repeat everything

each time item in Ireland

Significant differences were also observed regarding invitations to provide feedback about mental
health treatment (Figure 36; p = 0.024, Cramer's V = 0.2777). This result indicates variation in
opportunities for service users to share their experiences and contribute to service evaluation. The
corresponding effect size indicates a small to moderate association, suggesting meaningful but not

large differences between groups.
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The mental health user received invitations to provide feedback regarding their mental health treatment.

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 0.0243 Cramer's V=0.2777

90%

60%

Proportion

30%

0%

General LGBTIQ+ community
Group

Figure 34: Fisher’s exact test of the mental health user received invitations to provide feedback regarding their mental health

treatment item in Ireland

Furthermore, perceptions that user feedback was used to improve services differed significantly
between groups (Figure 37; p = 0.0232, Cramer's V = 0.3405). This finding reflects differences in
perceived responsiveness of services to user input. The observed effect size indicates a moderate

association, suggesting notable differences in perceived service responsiveness.
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Feeling by the mental health user that feedback was used to make services better

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 0.0232 Cramer's V = 0.3405
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Figure 35: Fisher’s exact test of the feeling by the mental health user that feedback was used to make services better item in Ireland

Finally, statistically significant differences were identified regarding whether support was offered to
caregivers or family members (Figure 38; p = 0.00696, Cramer's V = 0.273). This result indicates
variation in the availability of supportive resources beyond the individual service user. The
corresponding effect size indicates a small to moderate association, suggesting meaningful
differences between groups in perceived support availability.
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Support was offered to caregivers or family members

Response [l Yes [ No

Fisher's test: p = 0.00696 Cramer's V=0.2733
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Figure 36: Fisher’s exact test of the support was offered to caregivers or family members item in Ireland

Participant-reported health, unmet need for care, and triangulation

Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, showed moderate utility values across
population groups. The overall mean utility score in the present dataset was 0.646 (SD = 0.365).
Group-specific mean scores were 0.725 (SD = 0.328) for the general population and 0.574 (SD =
0.383) for the LGBTIQ+ community. For comparison, national reference values derived from Irish
population data, as reported by Kinchin, Engel, and Rencz (2025)¢, indicated a mean utility value of
0.770. When compared with this national reference, mean utility scores observed in the present
dataset were descriptively lower across both groups, suggesting reduced health-related quality of
life relative to the general Irish population.

Self-perceived health

Self-perceived health was assessed using items corresponding to those included in the EU

Statistics on Income and Living Conditions (EU-SILC) Ireland dataset, enabling comparison with
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national distributions reported through Eurostat EU-SILC Ireland data. As subgroup-specific national
estimates for LGBTIQ+ populations were not available within EU-SILC Ireland, comparisons were
conducted primarily at the population level.'. Across the study population, most respondents
reported good or fair health, although differences between groups were evident. Within the general
population, 53.8% reported good health and 13.4% reported very good health. In contrast, the
LGBTIQ+ community reported lower proportions of very good health (0.8%) and higher proportions
of fair health (30.1%) and bad health (11.4%) compared with the general population (Table 18).
When compared with national estimates derived from the EU-SILC Ireland dataset, the present
dataset shows lower proportions of very good health and higher proportions of fair health,
particularly among LGBTIQ+ participants. These findings suggest somewhat poorer perceived

health status compared with national averages (Table 19)

Table 18: Self-perceived health in the dataset of Ireland

_ General group LGBTIQ+ community

Very bad, n (%) 2(1.7) 1(0.8)
Bad, n (%) 6 (5.0) 14 (11.4)
Fair (neither

good nor bad), n 31 (26.1) 37 (30.1)
(%)

Good, n (%) 64 (53.8) 47 (38.6)
Very good, n (%) 16 (13.4) 1(0.8)
Missing, n (%) 0 (0.0) 0.0

Table 19: Self-perceived health in the dataset of EU-SILC Ireland

I .

46.6

Activity limitations

Activity limitations were assessed using indicators corresponding to those included in the EU-SILC

Ireland dataset, allowing comparison with national-level estimates of functional limitation3. Within
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the present dataset, variation between groups was observed. Among the general population, 64.7%
reported no activity limitations, while 31.1% reported moderate limitations and 4.2% reported severe
limitations. In contrast, the LGBTIQ+ community reported lower proportions of no limitations (56.1%)
and higher proportions of moderate limitations (39.0%) compared with the general population (Table
20). Compared with national estimates from the EU-SILC Ireland dataset, where the majority of the
population reports no limitations, the present dataset suggests higher levels of reported activity

limitations, particularly within the general population (Table 21).

Table 20: Activity limitations in the dataset of Ireland

General group LGBTIQ+ community

Severely limited,

) 5(4.2) 5(4.1)
Limited, n (%) 37 (31.1) 48 (39.0)
Not limited, n (%) 77 (64.7) 69 (56.1)

0 (0.0) 1(0.8)

Table 21: Activity limitations in the EU-SILC dataset of Ireland

Total country

Severely limited, % 3.8
Limited, % 12.2
Not limited, % 84.0

Unmet need for care

Unmet need for healthcare was measured using indicators corresponding to those included in the
EU-SILC Ireland dataset, enabling comparison with national-level estimates reported through
Eurostat EU-SILC Ireland data.™. Several barriers to healthcare access were identified across both
groups. Within the general population, waiting lists (16.8%) and cost-related barriers (21.0%) were
among the most frequently reported challenges. In the LGBTIQ+ community, unmet need was
reported more frequently across several domains, including waiting lists (45.5%), cost-related
barriers (36.6%), fear of treatment (23.9%), and uncertainty about appropriate providers (13.8%).
Only 24.4% of LGBTIQ+ respondents reported having no unmet healthcare needs, compared with
58.0% of the general population (Table 22) National estimates derived from the EU-SILC Ireland
dataset indicate that the majority of the population reports no unmet healthcare needs. Compared
with these national estimates, the present dataset indicates substantially higher levels of unmet

need, particularly among LGBTIQ+ respondents (Table 23)
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Table 22: Unmet need for care in the dataset of Ireland

_ General group LGBTIQ+ community

Too expensive,
25 (21.0) 45 (36.6)

%

Too far to travel,

) 5 (4.2) 11 (8.5)
(]

b0 09

Didn’t know any

good doctor or 1(0.8) 17 (13.8)
specialist, %

Waiting list, % 20 (16.8) 56 (45.5)

Fear of doctor,

hospital

- 13 (10.9) 29 (23.6)
examination or

treatment, %

Wanted to wait

and see if

problem got 10 (8.4) 26 (21.1)
better on its

own, %

Other reason, % 8 (6.7) 19 (15.4)

No unmet needs
69 (58.0) 30 (24.4)
to declare, %

Table 23: Unmet need for care in the EU-SILC dataset of Ireland

2
Too far to travel, % 0.0

Didn’t know any good doctor or 0.0

specialist, %

Waiting list, % 0.9
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Fctor, hospital examination or

treatment, % 01
Wanted to wait and see if problem got

better on its own, % 05
Other reason, % 0.1
No unmet needs to declare, % 96.5

Depression severity

Depressive symptom severity was assessed using indicators corresponding to those included in the

European Health Interview Survey (EHIS) Ireland dataset, enabling comparison with national mental
health distributions reported through Eurostat EHIS Ireland data.'®. Across both study groups,
depressive symptoms were reported across varying severity levels. Within the general population,
the largest proportion reported none or minimal symptoms (37.8%), followed by mild symptoms
(29.4%). In contrast, the LGBTIQ+ community reported higher proportions of moderate (16.3 %),
moderately severe (22.8%), and severe symptoms (8.0%) compared with the general population.
Additionally, fewer LGBTIQ+ respondents reported minimal symptoms (13.0%) compared with the
general population (Table 24). National reference values derived from the EHIS Ireland dataset
indicate that the majority of individuals report none or minimal depressive symptoms, with only small
proportions reporting moderate or severe symptoms. Compared with these national estimates, the
present dataset suggests considerably higher levels of depressive symptoms, particularly among
LGBTIQ+ participants (Table 25).

Table 24: Depression severity in the dataset of Ireland

General group LGBTIQ+ community

Severe, % 8 (6.7) 11 (8.9)
Moderately

severe. % 15 (12.6) 28 (22.8)

, /0

Moderate, % 16 (13.4) 20 (16.3)
Mild, % 35 (29.4) 46 (37.4)
None or

minimum. % 45 (37.8) 16 (13.0)

, /0
Missing, % 0 (0.0) 2(1.6)

Table 25: Depression severity in the EHIS dataset of Ireland

Total country

Severe, % 0.8
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Information about LGBTQIA+ inclusive mental health services does not reach the community through
any systematic or coordinated channel. Across all five interviews, awareness is found to depend
almost entirely on word of mouth, social media, and community networks rather than on formal
information infrastructure. The NGO respondent captures this most directly: “At the moment it’s still
very word of mouth. | don’t think that anyone necessarily is walking into a service and expecting to
get inclusive care” (LGBT Ireland, Civil Society/NGO). The service provider corroborates this from
clinical practice, noting the complete absence of information materials or signposting within the
service: “In terms of the service that I'm in, there isn’t an information booklet or a signposting kind of
set. So, I think people would be struggling, really, to be about kind of googling what'’s out there” (LGBT

Ireland, Provider).

Digital information portals exist but fail to reach people proactively. The user representative notes that
even the national mental health information website goes unnoticed: “We have yourmentalhealth.ie,
and people don’t even know that it exists. It doesn’t come into their consciousness, regardless of the
ads or campaigns or anything like that. It doesn’t land for some reason, unless you need it” (LGBT

Ireland, User Representative).

A meaningful facilitator is identified by the researcher, who points to the success of community-led
narrative campaigns. The You, Me and HIV campaign, where people living with HIV tell their own
stories on national television, is described as transformative not only for HIV awareness but for how
the HSE approaches all future health campaigns: “The HSE campaigns team said they will never
have another health campaign the same way again — this has informed how they do health

campaigns going forward” (LGBT Ireland, Researcher). This finding positions community-led,
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narrative-driven information as the most effective available model for reaching the LGBTQIA+

population.

The policymaker confirms that national mental health promotion policies, “Stronger Together” and
“Pathways to Well-being" formally include sections on priority groups but acknowledges that these
remain at a high strategic level with no confirmed specific actions yet in place: “That’s a very high-
level objective. What are the specific things they’re planning to address that, | don’t know” (LGBT

Ireland, Policymaker).

Barriers to help-seeking are multilayered and mutually reinforcing, operating across individual,
cultural, and structural levels. A foundational barrier is that people do not associate their distress with
a need for professional support until they are in acute crisis. The user representative describes this
as a near-universal pattern: “If | had a penny for every time somebody says ‘I never knew that service
existed’. They didn’t need to know because they didn’t want it at the time — and then it's nearly like

a panic” (LGBT Ireland, User Representative).

For LGBTQIA+ people specifically, the GP gatekeeping pathway creates an additional barrier. The
service provider notes that the primary referral route is through the GP, yet LGBTQIA+-specific
services are not systematically signposted within GP practices: “The main referral pathway is their
GP. | don’t think there is that much information about healthcare services, per se” (LGBT Ireland,

Provider).

Fear of encountering an untrained or non-inclusive professional is identified across three interviews
as a decisive barrier to initial help-seeking. The NGO respondent describes avoidance as widespread
within the community: “There’s a massive issue around avoidance of services within the community
for fear of the fact that they’re going to have a negative experience, or because they’ve previously
had a negative experience” (LGBT Ireland, Civil Society/NGO). The researcher adds a further
dimension specific to people living with HIV: fear of the GP as a site of disclosure risk actively prevents
engagement with mental health referral pathways: “We know people don’t want to go to the local GPs.
If 'm in rural Kerry, | don’t want my GP, who knows my mother, to know about my HIV status” (LGBT
Ireland, Researcher). Documented breaches of patient confidentiality by healthcare professionals,
highlighted in the HIV Ireland Stigma Report, make this fear evidence-based rather than merely

perceived.

92



\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

A critical research gap is noted by the researcher, who cannot identify Irish research specifically on
mental health access for LGBTQIA+ people or people living with HIV: "I can't think of one study that
will talk about people accessing mental health services whatsoever” (LGBTI Ireland, Researcher).
While the researcher acknowledges that this expertise is primarily in global rather than Irish research,
this points to at least a significant visibility problem, even within the field. Evidence on this topic is not
readily accessible or well known, which itself has implications for how services are informed and

developed.

Cultural and social alignment is a central condition of service acceptability for LGBTQIA+ people, but
all five interviews converge on a critical asymmetry: barriers to acceptability are concentrated at the
point of engagement rather than in the quality of care received once inside a service. This finding has

direct implications for how interventions should be designed.

The NGO respondent articulates the core challenge most precisely: cultural competence for
LGBTQIA+ clients requires far more than pronoun knowledge. It demands an understanding of queer
subculture, community-specific experiences, and the avoidance of a cisnormative gaze: “It goes
beyond learning the pronouns and learning what the words mean, into an understanding of there’s a
whole subculture of queerness that exists, and there are experiences that happen within our
community that are different to the cisgender and heterosexual community” (LGBT Ireland, Civil
Society/NGO).

The service provider illustrates this from clinical experience, noting that even skilled therapists can be
“clunky” around identity issues: “She is a bit clunky around, say, if I've stuff around my identity, or |
can see her making assumptions. She wouldn’t necessarily be that confident or comfortable around
the language linked to LGBTQI+ identities. | wondered, if | was not as experienced or in a different
stage of life, would that be an issue?” (LGBT Ireland, Provider). This observation is analytically
significant because it comes from within the therapeutic relationship itself, illustrating how cultural

gaps play out even in otherwise good clinical encounters.

The user representative identifies the same pattern at a systemic level: “The worst thing that can
happen is that you go info somebody and you know within five minutes that that person either is
uncomfortable with this subject or doesn’t actually understand where you’re coming from, and the
person won't stay” (LGBT Ireland, User Representative). Drop-out from services is therefore not a

reflection of individual reluctance but a rational response to cultural mismatch.
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A public- rivate divide runs through all discussions of cultural fit. Those with financial resources
actively seek out LGBT+-identified or LGBT+-affirming therapists and report highly positive
experiences. Those relying on the public system face inconsistent, structurally embedded cultural
incompetence. The NGO respondent is direct: “If you can pay for it, you can get a wonderful range of
all sorts of affirming and inclusive services that are very much ready to meet your needs. But if you

don'’t have those financial means, it’s more hit and miss” (LGBT Ireland, Civil Society/NGO).

Intersectionality compounds cultural barriers significantly. The NGO respondent identifies a particular
exclusion experienced by LGBTQIA+ Travellers: “Members of the traveller community don't feel as
welcome or supported within LGBT spaces, but obviously also don'’t feel welcome or supported within
traveller spaces. So it’s like, well, where do they actually sit?” (LGBT Ireland, Civil Society/NGO).
Similarly, the researcher highlights that older gay men living with HIV in rural areas represent one of
the most isolated and underserved groups: “They’d never even dream of talking to the GP about HIV,

let alone mental health” (LGBT lIreland, Researcher).

Stigma emerges across all five interviews as a barrier with particular depth and complexity for
LGBTQIA+ people in Ireland. Unlike other access barriers that are primarily structural or financial,
stigma for this population is simultaneously internalised, socially enforced, institutionally reproduced,

and historically rooted, making it uniquely resistant to straightforward intervention.

The user representative identifies stigma as the defining problem: “Stigma remains a serious
challenge — in the small town, people are hesitant to seek mental health help due to fear of judgment”
(LGBT Ireland, User Representative). This fear is not abstract: the NGO respondent documents that
40% of LGBTQIA+ people choose not to disclose their identity to a health or social care professional,
meaning they must “edit themselves” throughout every clinical encounter, preventing person-centred

care from functioning effectively.

The historical dimension of stigma is particularly pronounced for older members of the Irish
LGBTQIA+ community. The NGO respondent situates this historically: “If you are a member of the
community and you engaged with any kind of mental health professionals prior to 1993 or even slightly
later than that, there’s a good chance you will have been encouraged to try and change your identity”
(LGBT Ireland, Civil Society/NGO). This legacy of pathologisation produces a form of institutional

distrust that cannot be addressed by contemporary inclusion initiatives alone.
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Catholic gUiIt and sexual shame are identified by the researcher as deep cultural roots of stigma
specific to the Irish context. The duality between Ireland’s rapid social progress and its enduring
religious conservatism creates a particular burden: “We have decades of Catholic shame, Catholic
guilt — ‘sex is wrong, let’s put everything like our mental health issues under the rug. We don'’t talk
about that” (LGBT Ireland, Researcher). This cultural substrate shapes how both service users and

professionals relate to LGBTQIA+ mental health in ways that formal policy cannot easily reach.

Stigma also operates within healthcare institutions. The researcher identifies professional stigma as
among the most damaging experienced by the community: “The most stigmatised that I've ever been
has been by healthcare professionals in this country — they are some of the most ignorant people
around HIV” (LGBT Ireland, Researcher). This is corroborated by research on healthcare provider
stigma cited in the interview, and by documented confidentiality breaches that have eroded trust in

GP services.

Anti-stigma initiatives exist but are fragmented and insufficiently embedded. The Green Ribbon
Campaign is identified as effective for general population stigma reduction, but the policymaker
cannot confirm whether it specifically addresses LGBTQIA+ people’s needs. The HSE rainbow badge
initiative is described as meaningful as a signal of inclusion, but the NGO respondent argues it
represents only individual-level change: “It really needs to go a bit deeper than just that kind of
individual responsibility to get the knowledge. It needs to move to more of a system-wide change”
(LGBT Ireland, Civil Society/NGO). Professional training conferences on LGBTQIA+ issues exist but
reach only a fraction of practitioners: “There were about 150 people at it from a membership of 6,500.
You are kind of talking to the converted” (LGBT Ireland, Provider).

All five interviews converge on a diagnosis of structural under-provision, with a sharp public-private
divide defining the landscape of available services. The policymaker confirms that community mental
health teams formally cover every area of Ireland, providing a nominal baseline of coverage. However,
the quality and resourcing of these teams vary significantly: “Some teams might be covering a larger
area, or some things are better resourced. Some teams are deemed to be more effective than others”

(LGBT Ireland, Policymaker). In practice, access becomes a postcode lottery.

The most acute dimension of under-provision is the public system’s six-session limit for

psychotherapy. The service provider identifies this as structurally inadequate: “Apart from the HSE,

95



\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

which is oh/y six sessions, the public offering for psychotherapy now is very limited, so it’s a short

course, which really doesn’t, | think, isn’t adequate for most people” (LGBT Ireland, Provider).

No LGBT-specific specialist mental health team exists within the public system. The policymaker is
explicit: “There isn’t a specific LGBT specialist mental health team. There’s the general team that’s in
your area that you get referred to” (LGBT Ireland, Policymaker). This contrasts with the provision for
Travellers, who have a national traveller counselling service, a disparity that is identified but not

explained.

Staff recruitment and retention are identified by the user representative as a structural threat to service
availability that cannot be resolved without systemic economic intervention: “A young fourth-year
student nurse gets 1,900 euro a month. She’s living in a room in Stoney Batter for 1,800. Of course
she’s going to go to Australia. These are the people we need” (LGBT Ireland, User Representative).
Community mental health teams are described as “falling apart because they can’t get services” which

is a systemic failure driven by Ireland’s housing and cost-of-living crisis.

The researcher highlights a specific availability gap for Chemsex-related mental health support, which
sits uncomfortably between mental health and addiction services: “The Department of Health doesn't
really know which way to put the funding or the focus” (LGBT Ireland, Researcher). Free Chemsex
support services exist, but only in Dublin, and their existence is poorly communicated. The researcher
notes that a new HSE Chemsex support group has been established, described as phenomenal, but

attributes this to community advocacy rather than proactive system design.

Service hours are significantly misaligned with the needs of working people and those in precarious
employment. HSE public services operate within standard working hours, creating a structural barrier
for those who cannot take time off. The NGO respondent illustrates this with a direct analogy: “If you
work in a job like a white-collar nine-to-five job where your employment rights are protected, you can
make an appointment for a Monday afternoon. But if you’re working in a place where you’re not as
protected, then your ability to make appointments during the available hours can be very difficult”
(LGBT Ireland, Civil Society/NGO). This barrier disproportionately affects LGBTQIA+ people in
precarious employment, who are simultaneously least able to afford private alternatives. The user
representative confirms that no unified national mechanism for flexible access exists: “You have lots
of HSE services, but they don’t operate outside traditional working hours. Huge gap” (LGBT Ireland,
User Representative). Crisis cafés represent a partial structural response, operating into the evening,

but their rollout is phased and incomplete.
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Physical inaccessibility of service premises is identified as a pervasive and underacknowledged
barrier. The service provider notes that all three services, the service provider works with or is joining,
occupy buildings with steps and no accessibility ramps: “Insight Matters is a Georgian building with
steps up to the front door. And the one I'm in is a building with steps up to the front door and no
accessibility ramps or anything” (LGBT Ireland, Provider). This structural barrier is identified as easily

fixable: “could be easily fixed if you put an EDI lens on things” but has not been addressed.

Online delivery is identified across multiple interviews as the most promising structural solution for
both geographic and physical accessibility. The researcher advocates for mental health support to be
made available online, particularly for those in rural areas or unable to travel. The service provider
confirms that low-cost private services offer flexible daily scheduling, described as a meaningful
facilitator: “You tend to have 10 or 12 hours per day where clients can come before work or lunchtime,
or whatever. So that’s good” (LGBT Ireland, Provider). However, online options remain restricted for

trainee therapists, and suitability depends on having a private safe space at home.

The HIV clinic appointment model is identified by the researcher as a structural barrier to mental
health referral. Brief rushed consultations with different consultants each visit prevents the trust-
building necessary for mental health disclosure: “We know we only have 5, 10 minutes. We don'’t
always get the same consultant. Sometimes we’re passed around to different consultants. So, we

don'’t really build that relationship” (LGBT Ireland, Researcher).

Financial barriers are identified across all five interviews as among the most significant structural
determinants of mental health access for LGBTQIA+ people in Ireland. The NGO respondent states
the defining principle of the Irish system plainly: “If you need services, if you need something fast in
Ireland, you have to pay for it” (LGBT Ireland, Civil Society/NGO).

Even the lowest-cost private therapy options remain prohibitive for many. The service provider
identifies 35 euros per session as a significant weekly burden for students and low-income individuals:
“That's a big ask for students to find 35 euros a week” (LGBT Ireland, Provider). The user
representative adds that rising costs of living are further eroding the accessibility of services nominally
positioned as low cost: “The low-cost services are less low cost. So all of those things” (LGBT Ireland,

Provider).
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The financial barrier to accessing culturally competent care is particularly acute. Those who want an
LGBT-affirming or LGBT-identified therapist must almost always go private, since no publicly funded
LGBTQIA+-specific counselling service exists. The researcher illustrates the personal dimension of
this: having accessed the LGBT-specific private service Insight Matters for seven years, the
researcher notes that income-based fee scaling made this possible, but this is entirely dependent on
individual provider discretion rather than systemic policy.

Indirect costs compound direct costs for vulnerable subgroups. The researcher highlights the
particular burden facing women living with HIV, many of whom are single mothers: “The cost of living
in Ireland is just insane, and they’re like, ‘| can’t even get a handle on my HIV — feeding my kids’.
That’s what | hear so often from women” (LGBT Ireland, Researcher). For LGBTQIA+ people in the
gig economy or on precarious contracts, particularly migrants, transport costs, lost working hours, and

childcare costs add further layers of financial barrier.

Tax relief and private health insurance are theoretically available as partial compensatory
mechanisms, but the user representative identifies these as structurally regressive: “You have to be
working. You have to obviously pay tax to get it back, and a medical card does not get you anything”
(LGBT Ireland, Provider). Those who most need financial support are precisely those who cannot

access the existing relief mechanisms.

Financial support mechanisms for mental health care in Ireland are extremely limited, and none are
LGBTQI+-specific. The policymaker is candid: “Other than our social protection system that’s there
already, | can'’t think of anything that we would provide within the agency” (LGBT lIreland,
Policymaker). The only public provision is the HSE’s six-session counselling offering, which carries
an unknown but potentially significant waiting list. Beyond this, people fall back on free helplines and
peer support groups, Samaritans, Aware, and Jigsaw, which are not clinical services and cannot
substitute for personalised therapeutic support: “Ift mightn’t be clinical, like some of the peer support

groups. You wouldn’t have the personalised support” (LGBT Ireland, Provider).

Free counselling services exist through some sexual health NGOs, such as: GOSHH in Limerick,
Sexual Health West in Galway, and Sexual Health Centre Cork are cited by the researcher. However,
these are geographically concentrated and heavily relied upon: “If you’re in Mayo, for example, you’re
not going to have that, or you’re going to have to travel. It’s just based around the big cities here in
Ireland” (LGBT Ireland, Researcher).
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Employmeht Assistance Programme sessions, where employers fund a number of counselling
sessions, are identified by the service provider as the most effective entry-point mechanism, providing
direct access rather than retrospective reimbursement. However, these are only available to those in

formal employment, excluding the most financially vulnerable.

The policymaker’s position is that HSE services should suffice for all groups including LGBTQIA+
people, with the expectation that they improve their cultural competence rather than resources being
directed toward private providers. This assumption is contested by evidence from across the other
four interviews, which consistently demonstrate that the public system’s cultural competence remains
insufficient for LGBTQIA+ needs.

A distinctive and analytically important finding across all five interviews is the asymmetry between the
barriers at entry and the quality of care experienced once inside a service. When LGBTQIA+ people
do access culturally competent care, feedback is predominantly positive. This suggests that the
appropriateness problem is primarily one of structural access rather than clinical inadequacy in itself.
The NGO respondent is most explicit: those who can pay for affirming private care speak very
positively about how important it is to have someone who really understands their world. By contrast,
those relying on the public system describe a chaotic, inconsistent experience: “You might meet one
person one day who is terrifically informed and really affirming, and then the next day you’re talking
to someone who has a completely different way of doing things. So it’'s much more scattershot” (LGBT
Ireland, Civil Society/NGO).

The researcher illustrates the gap between what frameworks and research recommend and what is
actually delivered. Six free HIV counselling sessions are formally available, but: “there could be a two-
month waiting list, and it’s only midweek during working hours, so it doesn’t suit everyone” (LGBT
Ireland, Researcher). Peer support, while theoretically appropriate, failed to meet the researcher’s
needs because existing networks were not representative: “peer support was horrendous, because
all of the people back then were just focused on HIV from the 80s and 90s, and they couldn’t see
what HIV was like today” (LGBT Ireland, Researcher).

The user representative argues that the dominant biomedical model of mental health care remains a
structural barrier to appropriate care: “The biomedical model is alive and kicking. It’s about always
seeing a person as an individual — not seeing a person as a set of symptoms” (LGBT Ireland, User

Representative). Person-centred, recovery-oriented care which the national policy formally endorses,
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is in practiCe difficult to deliver within overstretched public services where high patient loads and
limited staff constrain individualised approaches.

The policymaker acknowledges that monitoring of appropriate care delivery remains at an early stage:
“I think we’re just at the start of that journey. We don'’t really do that in the agency to a huge extent
already with the general population” (LGBT Ireland, Policymaker). The absence of patient-reported
outcome measures (PROMs) in HIV and mental health clinical settings is identified by the researcher
as a critical structural gap that prevents both clinical and system-level improvement. The researcher
advocates strongly for PROMs as a mechanism to open clinical conversations about mental health
that would otherwise not occur: “I think community needs input on what happens here, and then this
opens the door for the consultants to ask the patient about their mental health a little bit more” (LGBT
Ireland, Researcher). This represents not only a quality improvement tool but a structural facilitator

for mental health referral pathways.

The quality of provider-patient interactions is identified across all five interviews as a central
determinant of whether LGBTQIA+ people remain engaged with mental health services. A consistent
pattern emerges: positive interactions are driven by individual professional commitment rather than

systemic design, making them fragile, inconsistent, and unscalable.

The service provider identifies core psychotherapy training as providing a strong baseline of non-
judgmental, client-led practice: “The core training does give you the skills to be led by the client and
to be non-judgmental and empathetic and active listening. | think that is a good safety net” (LGBT
Ireland, Provider). However, this safety net does not extend to LGBTQI+-specific competency.
Curriculum reform has not occurred and LGBTQIA+ content remains peripheral to core training: “EDI,
this inclusion, is seen as an add-on until it’'s mainstreamed into the curriculum. Until there’s a real

equality lens on curricula, it won’t change” (LGBT Ireland, Provider).

The NGO respondent documents a self-reinforcing dynamic in which professionals’ discomfort
creates clinical silence that is read by clients as stigma: “That fear creates a vacuum where nothing
gets said, which then broadcasts to an individual that this isn’t something we talk about. It maybe
reinstates that shame or stigma, or becomes a negative experience that they then carry forward with
them and share with their friends” (LGBT Ireland, Civil Society/NGO). This finding has significant
implications: poor interaction quality does not stay within the consulting room but actively damages

community-level trust in services.
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The researcher identifies trans people as facing the most severe quality-of-interaction failures within
the mental health system: “Trans people just don’t have trust in the healthcare system. When it comes
to mental health care, they have a psychiatrist asking them what kind of porn they watch — it’s just
so invalidating, so dehumanising” (LGBT Ireland, Researcher). This represents one of the most acute

appropriateness failures identified across the entire interview set.

Institutional arrangements are identified as structural drivers of poor interaction quality. The
policymaker notes that regulation of mental health service quality currently applies only to inpatient
settings, with extension to community teams planned but not yet implemented. The user
representative calls for an independent patient advocacy mechanism: “We don’t have an independent
external organisation that people can access around what they’re experiencing when they are

interfacing with services” (LGBT Ireland, User Representative).

Inclusive intake forms and flexible naming policies are identified by the service provider as meaningful
institutional facilitators. The ability to use any name and be addressed in whatever way the client
chooses, combined with inclusively framed intake documents, are described as signalling respect
before the clinical encounter has even begun. Conversely, the researcher argues that structural
arrangements such as standardised PROMs incorporating questions about sexual satisfaction and
quality of life alongside clinical indicators are necessary to equip all clinicians to ask the right questions

in a culturally competent way, regardless of their prior training or personal competence.
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A total of 222 respondents participated (General group: N = 85; Roma community: N = 76; Latin
American migrants: N = 61), exceeding the KPI of 200 (Table 26).

Table 26: Distribution of participants across the included groups in Spain

N =285 N =76 N =61

The overall mean age was 40.0 years (SD = 12.8); group means were 43.0 (SD = 12.0) in the
General group, 36.3 (SD = 13.0) in the Roma community, and 40.3 (SD = 12.5) among Latin
American migrants. Questionnaires were self-completed by 179 respondents (80.6%) and
completed with help by 36 (16.2%); seven were completed by someone else (3.2%). By group,
self-completion proportions were 91.8% (General), 56.6% (Roma), and 95.1% (Latin American).
Sex at birth was reported as female by 154 respondents (69.4%) and male by 66 (29.7%); one
respondent selected non-binary (0.5%) and one preferred not to say (0.5%). Gender was the same
as assigned at birth for 221 respondents (99.5%). Sexual orientation was reported as heterosexual
by 197 respondents (88.7%); other categories are shown in

Country of residence was Spain for 216 respondents (97.3%). Birthplace was the country of
residence for 158 respondents (71.2%), another EU country for three (1.4%), and a country outside
the EU for 61 (27.5%). Citizenship of the country of residence was reported by 172 respondents
(77.5%), citizenship of another EU member state by two (0.9%), and citizenship of a country outside
the EU by 48 (21.6%). Legal status categories were: regular (valid stay/permit) for 71 respondents
(32.0%), in process of regularisation or renewal for 17 (7.7%), no valid residence authorisation for
10 (4.5%), prefer not to respond for 10 (4.5%), and not applicable for 111 (50.0%); missing
responses were 3 (1.4%). Group-specific distributions are provided in Table xx.

The mean duration of stay in the country of residence was 30.6 years (SD = 20.2); group means
were 42.3 (SD = 13.0) in the General group, 36.2 (SD = 13.0) in the Roma community, and 7.18
(SD = 16.4) among Latin American migrants. Educational attainment distributions across ISCED 0-
8 are presented in Table 27 doctoral-level qualifications were reported in the General group. Use of
mental health care in the previous 12 months was reported by 90 respondents (40.5%), while 132

(59.5%) reported no use. Missing data were minimal and are indicated in Table 27.
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Table 27: Descriptive statistics of the different included groups in Spain

GA 101156500

Demographic General Latin American
Roma community
variable group migrants

Age, mean (sd)

Respondent alone

Respondent with
help

Someone else

Female
Male
Non-binary

Prefer not to say

Yes
No

Prefer not to say

Heterosexual
Gay

Lesbian
Bisexual
Other

Prefer not to say

Greece
Other

Born in the
country of

residence

In another country

in the EU

43.0 (12.0) 36.3 (13.0)
Questionnaire completed by, n (%)

78 (91.8%) 43 (56.6%) 58 (95.1%)

40.3 (12.5)

7 (8.2%) 26 (34.2%) 3 (4.9%)

0 (0%) 7 (9.2%) 0 (0%)
Sex at birth, n (%)
64 (84.2%)
12 (15.8%)

42 (49.4%)
41 (48.2%)

48 (78.7%)
13 (21.3%)

1(1.2%) 0 (0%) 0 (0%)
1(1.2%) 0 (0%) 0 (0%)
Gender the same as assigned at birth, n (%)

84 (98.8%) 76 (100%) 61 (100%)
1(1.2%) 0 (0%) 0 (0%)

0 (0%) 0 (0%) 0 (0%)
Sexual orientation, n (%)

71 (83.5%) 73 (96.1%) 53 (86.9%)
5 (5.9%) 0 (0%) 3 (4.9%)
1(1.2%) 1(1.3%) 1(1.6%)
1(1.2%) 2 (2.6%) 1(1.6%)
2 (2.4%) 0 (0%) 2 (3.3%)
5 (5.9%) 0 (0%)

Country of residence, n (%)
85 (100%) 76 (100%) 55 (90.2%)
0 (0%) 0 (0%) 6 (9.8%)
Country of birth, n (%)

82 (96.5%) 76 (100%) 0 (0%)

3 (3.5%) 0 (0%) 0 (%)
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40.0 (12.8)

179 (80.6%)
36 (16.2%)

7 (3.2%)

154 (69.4%)
66 (29.7%)
1(0.5%)
1(0.5%)

221 (99.5%)
1(0.5%)
0 (0%)

197 (88.7%)
8 (3.6%)
3 (1.4%)
4 (1.8%)
3 (1.4%)
7 (3.2%)

216 (97.3%)
6 (2.7%)

158 (71.2%)

3 (1.4%)



\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

Born in another
country outside
the EU

Citizen of the
country of
residence

No citizenship of
the country of
residence but that
of another EU
member state

No citizenship of
the country of
residence but that
of a country
outside the EU

Regular (valid
stay, residence,
and/or work
permit)

In process /
undergoing
regularization or
renewal

No valid residence
authorization
(irregular status)
Prefer not to
response

Not applicable
Missing

Duration of stay in

the country of

0 (0%)

83 (97.6%)

1(1.2%)

1(1.2%)

0 (0%)

Citizen of country, n (%)

76 (100%)

0 (0%)

0 (0%)

61 (100%)

13 (21.3%)

1(1.6%)

47 (77.0%)

Immigration or legal status, n (%)

22 (25.9%)

1(1.2%)

0 (0%)

3 (3.5%)

58 (68.2%)

1(1.2%)

42.3 (13.0)

19 (25.0%)

0 (0%)

0 (0%)

4 (5.3%)

52 (68.4%)

1(1.3%)

36.2 (13.0)
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30 (49.2%)

16 (26.2%)

10 (16.4%)

3 (4.9%)

1(1.6%)

1(1.6%)

7.18 (16.4)

61 (27.5%)

172 (77.5%)

2 (0.9%)

48 (21.6%)

71 (32.0%)

17 (7.7%)

10 (4.5%)

10 (4.5%)

111 (50.0%)

3 (1.4%)

30.6 (20.2)



\

\ ,
COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

residence, mean
years (SD)

Early childhood
education (ages 3
and above),
including pre-
primary education
and early
childhood
educational
development
(under 3). (ISCED
0)

Primary education
(also known as
elementary or
basic education).
(ISCED 1)

Lower secondary
education (also
known as middle
or junior high).
(ISCED 2)

Upper secondary
education (also
known as senior
high or high
school). (ISCED 3)
Post-secondary
non-third level
education
(education
between

secondary and

Highest level of education completed (ISCED), n (%)

1(1.2%)

6 (7.1%)

6 (7.1%)

16 (18.8%)

11 (12.9%)

2 (2.6%)

30 (39.5%)

10 (13.2%)

8 (10.5%)

10 (13.2%)
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2 (3.3%)

1(1.6%)

6 (9.8%)

26 (42.6%)

7 (11.5%)

5 (2.3%)

37 (16.7%)

22 (9.9%)

50 (22.5%)

28 (12.6%)
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tertiary Ié\)els).
(ISCED 4)
Short-cycle third
level education
(programs
typically lasting 2-
3 years and
leading to 11 (12.9%) 5 (6.6%) 3 (4.9%) 19 (8.6%)
qualifications at a
lower level than a
bachelor's
degree). (ISCED
5)
Bachelor's or
equivalent level
(first degree or
9 (10.6%) 7 (9.2%) 8 (13.1%) 24 (10.8%)

equivalent in
higher education).
(ISCED 6)
Master's or
equivalent level
(second degree or

14 (16.5%) 3 (3.9%) 7 (11.5%) 24 (10.8%)
equivalent in
higher education).
(ISCED 7)
Doctoral or
equivalent level
(highest level of

11 (12.9%) 0 (0%) 0 (0%) 11 (5.0%)
higher education,
typically leading to
a PhD (ISCED 8)
Missing 0 (0%) 1(1.3%) 1(1.6%) 2 (0.9%)

Use of mental health care in the previous 12 months, n (%)

Yes 40 (47.1%) 34 (44.7%) 16 (26.2%) 90 (40.5%)
No 45 (52.9%) 42 (55.3%) 45 (73.8%) 132 (59.5%)
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Comparison of the Levesque dimensions between the groups

Availability and accommodation

Within the Availability and Accommodation dimension, most items showed statistically significant
differences between population groups. The only item that did not differ significantly between
groups was the availability of a private space for receiving care and talking openly, indicating
comparable experiences across the general population, Latin American migrants, and Roma

community for this aspect of service provision (Figure 39; all p-values > 0.05).
Availability of a private space for receiving care and talking openly

Response [l ves I no Not sure

Fisher's test: p = 0.352 Cramer's V=0.1624

90%

60%

Proportion

30%

4

General Latinoamerican migrants Roma community

Group

3

U ........-.§H
3
0%

Figure 37: Fisher’s test of the availability of a private space for receiving care and talking openly item in Spain

In contrast, awareness of mental health services in the local area differed significantly between
groups (Figure 40). Pairwise comparisons (Table 28) indicated statistically significant differences
between the general population and Latin American migrants (p = 0.0005, Cramer's V = 0.471), as
well as between Latin American migrants and the Roma community (p = 0.0005, Cramer's V =
0.443). No significant difference was observed between the general population and the Roma
community (p = 0.169, Cramer's V = 0.153). Descriptive findings indicated that Latin American
migrants reported substantially lower awareness of available mental health services compared to
the other groups. The corresponding effect sizes indicate moderate to large associations,

suggesting meaningful differences between groups.
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Awareness of mental health services in the area

Response Ml ves [ no Not sure

Fisher's test: p = 3.3e-10 Cramer's V = 0.3275

90%

60%

Proportion

30%

_ 8
3

General Latinoamerican migrants Roma community

Group

2

0%

Figure 38: Fisher’s test of the awareness of mental health services in the area item in Spain

Table 28: Pairwise comparison test of the awareness of mental health services in the area item in Spain

P Value adjusted
Comparison : Cramer’'s V
Fisher’s test

General group: Latin American

, 0.0005 0.471
migrants
General group : Roma community 0.169 0.153
Latin American migrants: Roma
0.0005 0.443

community

Significant differences were also observed for travel time to mental health service locations (Table
29; Figure 41). Pairwise analysis showed a statistically significant difference between the general
population and the Roma community (p = 0.006, Cramer's V = 0.373), while no significant
differences were identified between the general population and Latin American migrants (p = 0.257,
Cramer's V = 0.269), or between Latin American migrants and the Roma community (p = 0.257,
Cramer's V = 0.266). Descriptive results indicated that respondents from the general population
reported shorter travel times to service locations compared to respondents from the Roma
community. The effect size suggests a moderate association, indicating a meaningful difference in

geographic accessibility between these groups.
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Time to get to the mental health service location

Response Less than 5 minutes 5-15 minutes . 16-30 minutes . 31-60 minutes . More than 1 hour

Fisher's test: p = 0.00981 Cramer's V= 0.2588

90%

60%

Proportion

30%

0%
General Latinoamerican migrants Roma community

Group

Figure 39: Fisher’s test of time to get to the mental health service location item in Spain

Table 29: Pairwise comparison test of time to get to the mental health service location item in Spain

P Value adjusted
Comparison : Cramer's V
Fisher’s test

General group: Latin American

) 0.257 0.269
migrants
General group : Roma community 0.006 0.373
Latin American migrants: Roma
0.257 0.266

community

Furthermore, statistically significant differences were found regarding time required to obtain an
appointment when mental health care was needed (Table 30, Figure 42). Differences were
observed between the general population and the Roma community (p = 0.0075, Cramer's V =
0.457), as well as between Latin American migrants and the Roma community (p = 0.0045,
Cramer's V = 0.568). No statistically significant difference was observed between the general
population and Latin American migrants (p = 0.102, Cramer's V = 0.367). Descriptive findings
suggested that respondents from the Roma community could not get appointments in less than a

week. The effect sizes for this item
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Time to get an appointment when needed mental health care

Less than a week 1-6 months . Never able to get an appointment
Response
Less than a month . More than 6 months . Not sure
Fisher's test: p = 0.00055 Cramer's V= 0.3635
90% 8

60%

Proportion

24
30%

12
14
7 I

I e
0% -

General Latinoamerican migrants Roma community

Group

ranged from moderate to large, indicating notable differences between groups.

Figure 40: Fisher’s test of the time to get an appointment when needed mental health care item in Spain

Table 30: Pairwise comparison test of the time to get an appointment when needed mental health care item in Spain

P Value adjusted Fisher
Comparison et Cramer’'s V
es

General group: Latin American

) 0.108 0.367
migrants
General group : Roma community 0.005 0.457
Latin American migrants: Roma
0.005 0.568

community

Finally, knowledge of where to seek immediate help during a mental health crisis also differed
significantly between groups (Figure 43; Table 31). Significant differences were observed between
the general population and Latin American migrants (p = 0.005, Cramer's V = 0.365), as well as
between Latin American migrants and the Roma community (p = 0.005, Cramer's V = 0.349). No
significant difference was identified between the general population and the Roma community (p =
0.108, Cramer's V = 0.153). Descriptive results indicated that Latin American migrants reported
substantially lower knowledge of crisis support services compared to the other groups. The effect

sizes indicate moderate associations, suggesting meaningful disparities in crisis-related service
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awareness.

Knowledge of where to go for immediate help in a mental health crisis

Response . Yes . No Not sure

Chi-squared test: p = 2e-05 Cramer's V = 0.254

90%

60%

Proportion

30%

0%
General Latinoamerican migrants Roma community

Group

Figure 41: Chi-squared test of the knowledge of where to go for immediate help in a mental health crisis item in Spain

Table 31: Pairwise comparison test of the knowledge of where to go for immediate help in a mental health crisis item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

) 0.0015 0.365
migrants
General group : Roma community 0.159 0.153
Latin American migrants: Roma
) 0.0015 0.349
community
Approachability

Within the Approachability dimension, two items did not show statistically significant differences
between population groups. Specifically, no group differences were observed regarding whether
participants had encountered information about accessing mental health support, nor regarding the
ease of understanding spoken or written information about mental health services (Figure 44; all p-

values > 0.05).
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Have participant tered information on ing mental health support?

Response . Yes . No Not sure

Chi-squared test: p = 0.21 Cramer's V=0.1119

c
i
‘g 60%
a
9
o

30%

0% 7 7 11
General Latinoamerican migrants Roma community
Group
Easiness to understand information about mental health services (spoken or written)
Response Very easy Easy . Neutral . Difficult . Very difficult
Fisher's test: p = 0.708 Cramer's V = 0.2227
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c
i=]
S 60% 1 7
2 8
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e | _

0%
General Latinoamerican migrants Roma community
Group

Figure 42: Non-significant differences across groups for the Approachability dimension in Spain

In contrast, several other indicators within this dimension demonstrated statistically significant
variation between groups. One such difference was observed in relation to the ease of finding
reliable information about mental health services (Figure 45; Table 32). Significant differences were
identified between the general population and Latin American migrants (p = 0.040, Cramer's V =
0.263), as well as between Latin American migrants and the Roma community (p = 0.015, Cramer's
V = 0.313). No significant difference was found between the general population and the Roma
community (p = 0.688, Cramer's V = 0.123). Descriptive findings indicated that Latin American

migrants more frequently selected neutral response options regarding the ease of finding reliable
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information, suggesting potential uncertainty or variability in their experiences. The effect sizes for
these comparisons indicate small to moderate associations.
Easiness to find reliable information about mental health services

Response Very easy Easy [ Neutral ] Difficut [l Very difficut

Fisher's test: p = 0.0165 Cramer's V = 0.197
7 4 4
90%
19 18
25
[ =
sl
i -
o
o
[=]
i
o
) !
e I
0%
General Latinoamerican migrants Roma community
Group

Figure 43: Fisher’s test of the easiness to find reliable information about mental health services item in Spain

Table 32: Pairwise comparison test of the easiness to find reliable information about mental health services item in Spain

P Value adjusted

Comparison Cramer’'s V

Fisher’s test

General group: Latin American

) 0.040 0.263
migrants
General group : Roma community 0.668 0.123
Latin American migrants: Roma
0.015 0.313

community

Differences were also identified in relation to whether respondents were asked about their mental
wellbeing during encounters with a family doctor, school counsellor, or social worker. Significant
differences (Figure 46; Table 33). were observed between the general population and the Roma
community (p = 0.016, Cramer's V = 0.244), as well as between Latin American migrants and the
Roma community (p = 0.009, Cramer's V = 0.282). No significant difference was found between the
general population and Latin American migrants (p = 0.732, Cramer's V = 0.065). Descriptive results
indicated that respondents from the Roma community more frequently selected "not sure"

responses compared to the other groups, suggesting possible uncertainty or reduced engagement
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in routine wellbeing discussions. The observed effect sizes indicate small associations.

Asked about mental well-being in an encounter with a family doctor, school counselor, or social worker

Response . Yes . No Not sure

Chi-squared test: p = 0.00164 Cramer's V= 0.1926

90%

60% -
: -
3

0%

Ion

Proport

2

General Latinoamerican migrants Roma community

Group

Figure 44: Chi-squared test of the asked about mental well-being in an encounter with a family doctor, school counsellor, or social

worker item in Spain

Table 33: Pairwise comparison test of the asked about mental well-being in an encounter with a family doctor, school counsellor, or

social worker item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

) 0.732 0.065
migrants
General group : Roma community 0.016 0.244
Latin American migrants: Roma
0.009 0.282

community

Furthermore, significant differences were found regarding whether respondents had come across
outreach programs related to mental health services (Figure 47; Table 34). All pairwise comparisons
between groups were statistically significant, including differences between the general population
and Latin American migrants (p = 0.0005, Cramer's V = 0.458), between the general population and
the Roma community (p = 0.0110, Cramer's V = 0.228), and between Latin American migrants and
the Roma community (p = 0.0010, Cramer's V = 0.364). Descriptive findings indicated that exposure

to outreach programs was most frequently reported in the general population, followed by the Roma
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community, and least frequently among Latin American migrants. The corresponding effect sizes
ranged from small to moderate, with some approaching larger effects.

Come across outreach programs

Response B ves 7 o Not sure
Chi-squared test: p = 9.38e-06 Cramer's V = 0.2483

90%

Ion

60%

Proport

30%

0% 4 4
General Latinoamerican migrants Roma community
Group

Figure 45: Fisher’s test of the come across outreach programs item in Spain

Table 34: Pairwise comparison test of the come across outreach programs item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

) 0.0005 0.458
migrants
General group : Roma community 0.0110 0.228
Latin American migrants: Roma
0.0010 0.364

community

Finally, statistically significant differences were observed regarding whether respondents had been
invited to participate in mental health-related activities or research (Figure 48; Table 35). This
difference was primarily observed between the general population and Latin American migrants (p =
0.003, Cramer's V = 0.279), with respondents in the general population more frequently reporting
invitations compared to Latin American migrants. No significant differences were identified between
the general population and the Roma community (p = 0.166, Cramer's V = 0.154), or between Latin

American migrants and the Roma community (p = 0.166, Cramer's V = 0.150).
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Invited to participate in research related to mental health

Response . Yes . No Not sure
Fisher's test: p = 0.00706 Cramer's V = 0.1663

90%

60%

Proportion

30%

4

0%
General Latinoamerican migrants Roma community

Group

Figure 46: Fisher’s test of the invited to participate in research related to mental health item in Spain

Table 35: Pairwise comparison test of the invited to participate in research related to mental health item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

. 0.003 0.279
migrants
General group : Roma community 0.166 0.154
Latin American migrants: Roma
) 0.166 0.150
community
Acceptability

Within the Acceptability dimension, most items did not demonstrate statistically significant
differences between the population groups. Specifically, no significant variation was observed
regarding the option to communicate with a mental health provider in a preferred language, the
possibility to choose one's own doctor or therapist, perceptions that mental health professionals
communicate respectfully, whether patient rights were protected against mistreatment or abuse, or
whether mental health services were considered trustworthy (Figure 49 & Figure 50; all p-values >
0.05). These findings suggest that perceptions of communication, choice of provider, respectful
treatment, and overall trust in services were broadly comparable across the general population,

Latin American migrants, and Roma community.
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Option to communicate with the mental health provider in the preferred language Option to choose own doctor or therapist

Response [l ves [ o Not sure Response [l ves [0 o Not sure

Chi-squared test: p=0.219  Cramer's V= 0.1729 Chi-squared test: p = 0.0856 Cramer's V = 0.2062

o o - - _
c s
S S
T 60% T 60%
4 4
30% _ o
7
P 8
.
0% 0%
General Latinoamerican migrants Roma community General Latinoamerican migrants Roma community
Group Group
workers with patients
Response [l ves I no Not sure
Chi-squared test: p =0.994 Cramer's V = 0.03396
90%
c
(=]
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o
o
2
o
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0%

General Latinoamerican migrants Roma community
Group

Figure 47: Non-significant differences across groups for the Acceptability dimension in Spain (1)
Rights are protected against any mistreatment or abuse
Response [l ves I nNo Not sure

Chi-squared test: p = 0.16 Cramer's V=0.1188

Latinoamerican migrants Roma community

General
Group

Mental health services are trustworthy
Response [l Neuwral Nottrustworthy [l Trustworthy

Chi-squared test: p = 0.311 Cramer's V=0.101

Proportion
g g
I . I

Roma community

Latinoamerican migrants

General
Group

Figure 48: Non-significant differences across groups for the Acceptability dimension in Spain (2)

In contrast, a statistically significant difference was observed for perceptions that mental health
services are sensitive to cultural beliefs and practices (Figure 51; Table 36). Pairwise comparisons
indicated significant differences between the general population and Latin American migrants (p =
0.002, Cramer's V = 0.304), as well as between the general population and the Roma community (p
= 0.002, Cramer's V = 0.293). No statistically significant difference was identified between Latin
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American migrants and the Roma community (p = 0.374, Cramer's V = 0.116). Descriptive results
indicated that respondents from the general population more frequently reported that cultural beliefs
and practices were taken into account during mental health care, while both migrant groups
reported lower levels of perceived cultural sensitivity. The corresponding effect sizes indicate
moderate associations, suggesting meaningful differences between the general population and
migrant groups.

Mental health services are sensitive to your cultural beliefs and practices

Response [l ves [l no Not sure
Chi-squared test: p = 0.00023 Cramer's V=0.2149

90%

60%

Proportion

30%

0%
General Latinoamerican migrants Roma community

Group

Figure 49: Chi-squared test of the mental health services are sensitive to your cultural beliefs and practices item in Spain

Table 36: Pairwise comparison test of the mental health services are sensitive to your cultural beliefs and practices item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

) 0.002 0.304
migrants
General group : Roma community 0.002 0.293
Latin American migrants: Roma
) 0.374 0.116
community
Affordability

Within the Affordability dimension, several indicators did not demonstrate statistically significant
differences between population groups (Figure 52). These included the possibility of obtaining
mental health services through public programs or services free of charge or at low cost, receiving
financial support or discounts to reduce the costs of care, receiving assistance from services with

payment options or insurance-related questions, and having health insurance that covers mental
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health services (all p-values > 0.05). These findings suggest that structural financial support
mechanisms and insurance-related assistance were reported similarly across the general

population, Latin American migrants, and Roma community.

Possiblities to get mental health services from public programs or services free or low-cost Delayed or avoided mental healthcare due to the cost in the past 12 months
Response [l ves [ No Not sure Response M ves [ no Not sure
Fisher's test: p = 0.188 Cramer's V=0.1636 Fisher's test: p = 0.077 Cramer's V= 0.1314
90% 90%
s s
'g 60% g 60%
Q Q
° S
o o
b _ _ b
0% ! 0%
General Latinoamerican migrants Roma community General Latinoamerican migrants Roma community
Group Group
Ever offered ial support or di: ts to reduce or cover the costs of care Anyone from the service helped with payment options, insurance questions, or financial assist
Response . Yes . No Not sure Response . Yes . No Not sure
Fisher's test: p=0.0246 Cramer's V = 0.2144 Fisher's test: p = 0.564 Cramer's V = 0.1208
o _ _ ggn/ﬂ
c c
£ ksl
E 60% E 60%
Q Q
<] o
<4 2
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General Latinoamerican migrants Roma community General Latinoamerican migrants Roma community
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Figure 50: Non-significant differences across groups for the Affordability dimension in Spain

A significant difference was identified for delayed or avoided mental health care due to financial
constraints in the past 12 months (Figure 53; Table 37). Pairwise comparisons showed significant
differences between the general population and Latin American migrants (p = 0.017, Cramer's V =
0.255), between the general population and the Roma community (p = 0.002, Cramer's V = 0.391),
and between Latin American migrants and the Roma community (p = 0.017, Cramer's V = 0.258).
Descriptive findings indicated that respondents from the Roma community more frequently reported
delaying or avoiding care due to costs compared to the other groups. The corresponding effect
sizes indicate small to moderate associations, with the largest difference observed between the
general population and the Roma community.
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Health insurance that covers mental health services

Response Yes, fully Yes, partially No . MNot sure
Fisher's test: p = 8.39e-06 Cramer's V = 0.267

90%
23

60%

Proportion

30% 45

I —— _ I B —
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General Latinoamerican migrants Roma community

Group

Figure 51: Fisher’s test of the health insurance that covers mental health services item in Spain
Table 37: Pairwise comparison test of the health insurance that covers mental health services item in Spain

P Value adjusted
Comparison Cramer’'s V

Fisher’s test

General group: Latin American

) 0.017 0.255
migrants
General group : Roma community 0.002 0.391
Latin American migrants: Roma
0.017 0.258

community

Differences were also observed in relation to not taking prescribed medication due to financial
constraints (Figure 54; Table 38). Statistically significant differences were identified between the
general population and the Roma community (p = 0.0005, Cramer's V = 0.407), as well as between
Latin American migrants and the Roma community (p = 0.018, Cramer's V = 0.282). No statistically
significant difference was observed between the general population and Latin American migrants (p
=0.145, Cramer's V = 0.199). Descriptive results indicated that respondents from the Roma

community more frequently reported not taking prescribed medication due to cost-related barriers.
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The observed effect sizes ranged from small to moderate, with the strongest difference occurring
between the general population and the Roma community.

Ever not taken prescribed medication due to the cost

Response Never Rarely . Sometimes . Often . Very often
Fisher's test: p = 0.000114 Cramer's V = 0.2595
90%
33
c 44
o
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o
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o 18
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Group

Figure 52: Fisher’s test of the ever not taken prescribed medication due to the cost item in Spain

Table 38: Pairwise comparison test of the ever not taken prescribed medication due to the cost item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

. 0.145 0.199
migrants
General group : Roma community 0.0005 0.407
Latin American migrants: Roma
0.018 0.282

community

Furthermore, significant differences were found for difficulty accessing mental health services due to
loss of income (Figure 55; Table 39). Differences were identified between the general population
and the Roma community (p = 0.005, Cramer's V = 0.329), as well as between Latin American
migrants and the Roma community (p = 0.013, Cramer's V = 0.289). No statistically significant
difference was observed between the general population and Latin American migrants (p = 0.854,
Cramer's V = 0.094). Descriptive findings indicated that respondents from the Roma community
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more frequently reported experiencing financial barriers related to income loss. The corresponding
effect sizes indicate small to moderate associations.

Times when difficult to access mental healthcare due to a loss of income

Response Never Rarely . Sometimes . Often . Very often
Fisher's test: p = 0.0025 Cramer's V = 0.2245
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Figure 53: Fisher’s test of the times when difficult to access mental healthcare due to a loss of income item in Spain

Table 39: Pairwise comparison test of the times when difficult to access mental healthcare due to a loss of income item in Spain

P Value adjusted
Comparison : Cramer’'s V
Fisher’s test

General group: Latin American

) 0.854 0.094
migrants
General group : Roma community 0.005 0.329
Latin American migrants: Roma
0.013 0.289

community

Similarly, statistically significant differences were observed for difficulty accessing mental health
services due to additional costs (Figure 56; Table 40). These differences were identified between
the general population and the Roma community (p = 0.002, Cramer's V = 0.428), as well as
between Latin American migrants and the Roma community (p = 0.004, Cramer's V = 0.326). No
significant difference was found between the general population and Latin American migrants (p =
0.219, Cramer's V = 0.190). Descriptive results indicated that respondents from the Roma
community more frequently experienced difficulties accessing services due to additional costs. The
effect sizes indicate moderate associations, particularly for comparisons involving the Roma

community.
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Times when difficult to access mental healthcare due to additional costs

Response Never Rarely . Sometimes . Often . Very often

Fisher's test: p = 5e-04 Cramer's V = 0.2829
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Group
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Figure 54: Chi-squared test of the times when difficult to access mental healthcare item due to additional costs in Spain

Table 40: Chi-squared test of the times when difficult to access mental healthcare item due to additional costs in Spain

P Value adjusted
Comparison Cramer’'s V

Fisher’s test

General group: Latin American

) 0.219 0.190
migrants
General group : Roma community 0.002 0.428
Latin American migrants: Roma
) 0.004 0.326
community
Appropriateness

Within the Appropriateness dimension, several items did not show statistically significant differences
between population groups (Figure 57 & Figure 58). These included whether providers explained
information in an understandable way, involvement in setting treatment goals, ease of arranging
follow-up appointments, continuity of care with the same provider, support offered to caregivers or
family members, and whether users received invitations to provide feedback regarding their mental
health treatment (all p-values > 0.05). These findings indicate that core aspects of care continuity,
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participation, and communication clarity were generally reported similarly across the general

population, Latin American migrants, and Roma community.

Times that a provider explained things in a way that is easy to understand while receiving mental healthcare Times of involvement in setting goals or making plans for mental healthcare
Response Always often [l Sometimes [Hll Rarely or never Response Always often [I] Sometimes [l Rarely ornever
Fisher's test: p=0.414  Cramer's V =0.1792 Chi-squared test: p=0.101 Cramer's V = 0.2366
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to schedule follow-up appoi if required
Response Very easy Easy . Neutral . Difficult . Very difficult
Fisher's test: p =0.077 Cramer's V = 0.2695
1

90% s 5 5
§
T 60% = e
a
o
2
£, B

. _

0%
General Latinoamerican migrants Roma community
Group

Figure 55: Non-significant differences across groups for the Appropriateness dimension in Spain (1)

Possibility to see the same doctor or therapist consistently during mental health treatment The mental health user received invitations to provide feedback regarding their mental health treatment.
Response Always Often . Sometimes . Rarely or never Response Always Often . Sometimes . Rarely or never
Fisher's test: p=0.744  Cramer's V= 0.1415 Fisher's test: p=0.416  Cramer’'s V = 0.1954
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Support was offered to caregivers or family members
Response [l Yes [ No
Chi-squared test: p = 0.153 Cramer's V = 0.2167
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Figure 56: Non-significant differences across groups for the Appropriateness dimension in Spain (2)

Despite these similarities, a number of other indicators within this dimension revealed statistically

significant differences between groups.
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A significant difference was observed for whether mental health professionals treated clients with
courtesy and respect (Figure 59; Table 41). This difference was primarily identified between the
general population and Latin American migrants (p = 0.008, Cramer's V = 0.428), with Latin
American migrants more frequently reporting respectful treatment. No statistically significant
differences were found between the general population and the Roma community (p = 0.214,
Cramer's V = 0.264), or between Latin American migrants and the Roma community (p = 0.341,
Cramer's V = 0.275). The corresponding effect size indicates a moderate association, suggesting a

meaningful difference in perceived respectful treatment.

Times that mental health professionals treated the client with courtesy and respect while receiving mental healthcare

Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.0183 Cramer's V = 0.2747
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Group
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Figure 57: Fisher’s test of the times that mental health professionals treated the client with courtesy and respect while receiving

mental healthcare item in Spain

Table 41: Pairwise comparison test of the times that mental health professionals treated the client with courtesy and respect while

receiving mental healthcare item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V

squared test

General group: Latin American

. 0.008 0.428
migrants
General group : Roma community 0.214 0.264
Latin American migrants: Roma
0.341 0.275

community

Perceptions of whether mental health services were helpful or relevant also differed between groups
(Figure 60; Table 42). Significant differences were identified between the general population and the
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Roma community (p = 0.020, Cramer's V = 0.357), as well as between Latin American migrants and
the Roma community (p = 0.003, Cramer's V = 0.554). No significant difference was found between
the general population and Latin American migrants (p = 0.347, Cramer's V = 0.236). Descriptive
results indicated that respondents from the Roma community reported lower levels of perceived
helpfulness of services compared to the other groups. The effect sizes ranged from moderate to
large, indicating substantial differences.

Times mental health services are found helpful or relevant

Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.00136 Cramer's V=0.318
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Figure 58: Fisher’s test of the times mental health services are found helpful or relevant item in Spain

Table 42: Pairwise comparison test of the times mental health services are found helpful or relevant item in Spain

P Value adjusted
Comparison : Cramer’'s V
Fisher’s test

General group: Latin American

. 0.347 0.236
migrants
General group : Roma community 0.020 0.357
Latin American migrants: Roma
0.003 0.554

community

Differences were also observed regarding whether cultural beliefs and practices were taken into
account during mental health care. Statistically significant differences were found across all group
between Latin American migrants and the Roma community (p = 0.002, Cramer's V = 0.595).
Descriptive findings indicated that Latin American migrants most frequently reported that cultural
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beliefs were considered, followed by the general population, while respondents from the Roma
community reported this least frequently. The observed effect sizes indicate moderate to large
associations, suggesting meaningful disparities across groups (Figure 61; Table 43).

Cultural beliefs and practices are accounted for when receiving mental healthcare

R Excellent Good . Poor
esponse

P Very good . Fair . Mot sure
Fisher's test: p = 0.00239 Cramer's V = 0.3847
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Figure 59: Fisher’s test of the cultural beliefs and practices are accounted for when receiving mental healthcare item in Spain

Table 43: Pairwise comparison test of the cultural beliefs and practices are accounted for when receiving mental healthcare item in

Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

. 0.064 0.412
migrants
General group : Roma community 0.058 0.403
Latin American migrants: Roma
0.002 0.595

community

Furthermore, significant differences were found for the item assessing whether mental health
providers considered broader life experiences (Figure 62; Table 44). These differences were
observed between the general population and the Roma community (p = 0.020) and between Latin
American migrants and the Roma community (p = 0.002, Cramer's V = 0.594). Descriptive patterns
indicated that respondents from the Roma community reported lower levels of perceived
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consideration of life circumstances compared to the other groups. The effect sizes suggest

moderate to large associations, indicating notable group-level variation.

Mental health provider considered other aspects of life experiences

R Excellent Good . Poor
esponse

P Very good . Fair . Not sure
Fisher's test: p = 0.0025 Cramer's V = 0.3843
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Figure 60: Fisher’s test of the mental health provider considered other aspects of life experiences item in Spain

Table 44: Pairwise comparison test of the mental health provider considered other aspects of life experiences item in Spain

P Value adjusted Chi-

Comparison Cramer’'s V
squared test

General group: Latin American

_ 0.207 0.365
migrants
General group : Roma community 0.020 NC
Latin American migrants: Roma

0.002 0.594

community

In addition, experiences related to smooth referral between services, without requiring users to
repeatedly explain their situation, differed significantly between groups (Figure 63 & Table 45). A
statistically significant difference was observed between the general population and the Roma
community (p = 0.006, Cramer's V = 0.446), with respondents from the Roma community reporting
less favorable referral experiences. No significant differences were found between the general
population and Latin American migrants (p = 0.285, Cramer's V = 0.267), or between Latin
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American migrants and the Roma community (p = 0.285, Cramer's V = 0.291). The corresponding
effect size indicates a moderate association, suggesting meaningful differences in coordination of
care.

Times of smooth referral between services or professionals, without having to repeat everything each time

Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.00826 Cramer's V = 0.2986
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Figure 61: Fisher’s test of the times of smooth referral between services or professionals, without having to repeat everything each

time item in Spain

Table 45: Pairwise comparison test of the times of smooth referral between services or professionals, without having to repeat everything

each time item in Spain

P Value adjusted Chi-

Comparison Cramer’'s V
squared test

General group: Latin American

) 0.285 0.267
migrants
General group : Roma community 0.006 0.446
Latin American migrants: Roma

0.285 0.291

community

Finally, perceptions that user feedback was used to improve services also differed significantly
between groups (Figure 64; Table 46). Differences were observed between the general population
and the Roma community (p = 0.014, Cramer's V = 0.430), as well as between Latin American
migrants and the Roma community (p = 0.008, Cramer's V = 0.551). No significant difference was

identified between the general population and Latin American migrants (p = 0.714, Cramer's V =
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0.172). Descriptive findings indicated that respondents from the Roma community were less likely to
report that their feedback contributed to service improvement. The corresponding effect sizes
indicate moderate to large associations.

Feeling by the mental health user that feedback was used to make services better

Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.0055 Cramer's V=0.332
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Figure 62: Chi-squared test of the feeling by the mental health user that feedback was used to make services better item in Spain

Table 46: Pairwise comparison test of the feeling by the mental health user that feedback was used to make services better item in Spain

P Value adjusted Chi-
Comparison Cramer’'s V
squared test

General group: Latin American

_ 0.714 0.172
migrants
General group : Roma community 0.014 0.430
Latin American migrants: Roma
0.008 0.551

community

Participant-reported health, unmet need for care, and triangulation

Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, showed relatively high utility values
across all population groups. The overall mean utility score in the present dataset was 0.788 (SD =
0.190). Group-specific means were 0.787 (SD = 0.185) for the general group, 0.762 (SD = 0.172)
for the Roma community, and 0.814 (SD = 0.211) for Latin American migrants. For comparison,
national reference values derived from the Spanish population data, as reported by Garcia-Gordillo,

Adsuar & Olivares (2020)" indicated a mean utility value of 0.897. When compared with this
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national reference, utility scores observed in the present dataset were descriptively lower across all
study groups, suggesting somewhat reduced health-related quality of life relative to the general

Spanish population.

Self-perceived health

Self-perceived health was assessed using items corresponding to those included in the EU
Statistics on Income and Living Conditions (EU-SILC) Spain dataset, allowing comparison with
national distributions reported through Eurostat EU-SILC Spain data. As subgroup-specific national
estimates for Roma and Latin American migrant populations were not available, comparisons were
conducted primarily at the overall population level.?. Across the study population, the majority of
respondents reported good or very good health, particularly within the general group and the Latin
American migrant group. In the general population, 54.1% reported good health and 18.8% reported
very good health. Among Latin American migrants, similar patterns were observed, with 52.5%
reporting good health and 27.9% reporting very good health. In contrast, the Roma community
showed a higher proportion of respondents reporting fair health (32.9%) and a smaller proportion
reporting very good health (6.6%) compared with other groups (Table 47) When compared with
national estimates derived from the EU-SILC Spain dataset, overall distributions were broadly
comparable, with the majority of individuals reporting good health. However, the Roma community
in the present dataset demonstrated relatively higher proportions of fair health and lower proportions

of very good health compared with national patterns (Table 48).

Table 47: Self-perceived health in the dataset of Spain

Latin American
General group . Roma community
migrants

1(1.2) 0 (0.0) 1(1.3)

CERN D) 2 (2.4) 2(3.3) 0 (0.0)
Fair (neither

good nor bad), n 20 (23.5) 10 (16.4) 25 (32.9)
(%)

46 (54.1) 32 (52.5) 45 (59.2)
16 (18.8) 17 (27.9) 5 (6.6)
0 (0.0) 0 (0.0) 0(0.0
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Table 48: Self-perceived health in the dataset of EU-SILC dataset of Spain

Total country

Very bad, % 1.2
Bad, % 3.6
Fair (neither good nor bad), 16.8
Good, % 57.8
Very good, % 20.6

Activity limitations

Activity limitations were evaluated using indicators aligned with those included in the EU-SILC Spain
dataset, enabling comparison with national-level estimates of functional limitation'3. Within the
present dataset, the majority of respondents reported no activity limitations, although notable
differences between groups were observed. Among Latin American migrants, 82.0% reported no
limitations, representing the highest proportion across groups. In the general population, 52.9%
reported no limitations, while 31.8% reported moderate limitations. The Roma community reported
similar levels of no limitations (55.3%), although a higher proportion reported moderate limitations
(36.8%) compared with migrants (Table 49). Compared with national reference values from EU-
SILC Spain, where the majority of the population reports no limitations, the present dataset
suggests higher levels of reported limitations, particularly within the general and Roma groups
(Table 50).

Table 49: Activity limitations in the dataset of Spain

Latin American

migrants
Severely limited ,

12 (14.1) 3(4.9) 6(7.9)

n (%)
Limited, n (%) 27 (31.8) 8 (13.1) 28 (36.8)
Not limited, n (%) 45 (52.9) 50 (82.0) 42 (55.3)
Missing, n (%) 1(1.2) 0 (0.0) 0(0.0)

Table 50: Activity limitations in the EU-SILC dataset of Spain

Total country

Severely limited, % 26
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Limited, % 121
Not limited, % 85.3

Unmet need for care

Unmet need for healthcare was assessed using indicators corresponding to those included in the
EU-SILC Spain dataset, allowing comparison with national-level estimates reported through
Eurostat EU-SILC Spain data.™. Several barriers to accessing care were identified across groups.
Among the general population, waiting lists were the most frequently reported barrier (35.3%),
followed by cost-related barriers (10.6%). Within the Latin American migrant group, waiting lists
(14.8%) and cost-related barriers (11.5%) were also reported, although a relatively higher proportion
reported no unmet needs (52.5%). In contrast, the Roma community reported substantially higher
levels of unmet need across several categories. Specifically, waiting lists (46.1%), cost-related
barriers (35.5%), travel distance (19.7%), and fear of treatment (21.1%) were frequently reported.
Only 18.4% of Roma respondents reported no unmet needs (Table 51). National reference values
derived from the EU-SILC Spain dataset indicate that the vast majority of the population reports no
unmet healthcare needs. Compared with these national estimates, the present dataset suggests

considerably higher levels of unmet need, particularly within the Roma community (Table 52).

Table 51: Unmet need for care in the dataset of Spain

General group | Latin American migrants

Too expensive, n

9 (10.6) 7 (11.5) 27 (35.5)
(%)
Too far to travel,
1(1.2) 0 (0.0) 15 (19.7)
n (%)
No time, n (%) 3(4.7) 3 (4.9) 10 (13.2)
Didn’t know any
good doctor or 7 (8.2) 4 (6.6) 5 (6.6)
specialist, n (%)
Waiting list, n
30 (35.3) 9 (14.8) 35 (46.1)
(%)
Fear of doctor,
hospital
6 (7.1) 3 (4.9) 16 (21.1)

examination or

treatment, n (%)
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Wanted to wait

and see if

problem got 12 (14.1) 6 (9.8) 15 (19.7)
better on its

own, n (%)

Other reason, n

(%)

No unmet needs

6(7.1) 4 (6.6) 0(0.0)

35 (41.2) 32 (52.5) 14 (18.4)

to declare, n (%)

Missing, n (%) 0(0.0) 0 (0.0) 1(1.3)

Table 52: Unmet need for care in the EU-SILC dataset of Spain

Too expensive, % 0.1

Too far to travel, % 0.0
No time, % 0.3
Didn’t know any good doctor or 0.0
specialist, %

Waiting list, % 0.3
Fear of doctor, hospital examination or 00
treatment, %

Wanted to wait and see if problem got 05

better on its own, %

Other reason, % 0.1

No unmet needs to declare, % 98.6

Depression severity

Depressive symptom severity was assessed using indicators corresponding to those included in the
European Health Interview Survey (EHIS) Spain dataset, enabling comparison with national mental
health distributions reported through Eurostat EHIS Spain data.®. Across the study population, most
respondents reported mild or minimal depressive symptoms, although group differences were
observed. Within the general population, mild symptoms were most common (44.7%), followed by
none or minimal symptoms (34.1%). Among Latin American migrants, a slightly higher proportion
reported none or minimal symptoms (45.9%). In contrast, the Roma community reported higher
proportions of moderate and moderately severe symptoms compared with other groups, alongside
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lower proportions of minimal symptoms (Table 53). National estimates from the EHIS Spain dataset
indicate that the majority of the population reports none or minimal depressive symptoms, with only
small proportions reporting moderate or severe symptoms. Compared with these national estimates,
the present dataset suggests higher levels of depressive symptom severity, particularly among
Roma participants (Table 54).

Table 53: Depression severity in the dataset of Spain

General group | Latin American migrants

Severe, n (%) 0 (0.0) 2 (3.3) 0(0.0)
Moderately
6 (7.1) 2 (3.3) 7(9.2)

severe, n (%)
Moderate, n (%) 11 (12.9) 8 (13.1) 11 (14.5)
Mild, n (%) 38 (44.7) 20 (32.8) 37 (48.7)
None or

- 29 (34.1) 28 (45.9) 20 (26.3)
minimum, n (%)
Missing, n (%) 1(1.2) 1(1.6) 1(1.3

Table 54: Depression severity in the EHIS dataset of Spain

Total country

Severe, % 0.4
Moderately 10
severe, % '
Moderate, % 2.4
Mild, % 8.2
None or

88.0

minimum, %

4.3.2 Qualitative results

Approachability

Information awareness

All five interviews converge on the finding that mental health information is present but unevenly
distributed and highly mediated, rather than systematically accessible. Stakeholders consistently
indicate that awareness depends on intermediaries such as NGOs, primary care, or community

actors, rather than on a coherent system-wide strategy.
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The academic highlights that “vuinerable populations are not receptive to external interventions that
arrive in a ‘parachuted’ manner” and “the current strategy consists of approaching these populations
through internal interlocutors, such as associations or community leaders” (FISEVI, Academic). Thus,
the academic emphasizes that information must come from within communities, stressing that top-
down communication is insufficient when trust is lacking. Similarly, the NGO explains that awareness
is actively created through community talks and neighbourhood engagement rather than formal

channels (FISEVI, Community Representative NGO).

The academic and the civil society respondent are unambiguous: only community-mediated, trusted-
figure-based information provision is effective for these populations. External information campaigns
directed at marginalized communities are dismissed as “parachuted” interventions with no genuine
penetration. The civil society respondent reinforces this by describing psychoeducation as something
that must be introduced gradually, often from the first contact with users who do not initially recognise

their distress as mental health-related (FISEVI, Civil Society).

The health provider presents a more system-based perspective, noting that information is mainly
transmitted through primary care, suggesting a reliance on GP-mediated entry points rather than
proactive outreach (FISEVI, Health Provider). In contrast, the service provider highlights a major
structural gap, stating that there are many people “not in the network,” indicating that awareness does

not reach those most excluded (FISEVI, Service Provider).

Barriers to help-seeking are multilayered and mutually reinforcing across individual, cultural, and
structural levels. At the individual level, low health literacy and normalization of distress are universal
findings. The civil society respondent’s observation that Roma and migrant women “do not identify
emotional distress” as a mental health issue is corroborated by the academic’s broader framing of

symptoms normalized within cultural frameworks (FISEVI, Civil Society & Academic).

An important analytical distinction emerges between pre-stigmatic non-recognition (not identifying
distress as illness) and stigma-based avoidance (recognizing but concealing or avoiding care). The
community representative and the civil society respondent both describe stigma-based avoidance,
while the community representative describes a deeper prior barrier of non-recognition. The service
provider identifies the system itself as the structural producer of barriers, characterised as expulsive
toward those who do not meet administrative and behavioural profiles. Administrative precariousness,

such as undocumented status, and irregular employment, creates absolute access barriers for those
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compounds the others, making help-seeking systematically harder for exactly those who need it most.

All five interviews highlight that mental health care must align with the social realities, cultural
expectations, and individual readiness of service users. However, the interviews differ meaningfully

in how they conceptualise what this fit requires in practice.

The academic makes the most analytically important argument: vulnerable populations cannot be
treated as homogeneous groups, and cultural factors alone do not explain access barriers.
Socioeconomic context is the more powerful explanatory variable. A South American person living in
a deprived neighbourhood in Seville faces different barriers from a Latin American professional in a
stable job, not primarily because of cultural difference but because of structural position. Similarly,
within the Roma community, differences in access and acceptability are found according to
socioeconomic status rather than cultural identity per se: “Culture is a factor, but it is not isolated from
context. Even within Roma populations, differences are found according to socioeconomic status.
Therefore, barriers are not exclusively cultural; they are deeply intertwined with socioeconomic
factors” (FISEVI, Academic)

The health provider corroborates this at the clinical level, describing how the health provider has
adapted practice through direct experience rather than training, and noting that symptom expression
differs across populations, migrant women tend to dissociate and somatize more, with trauma as the
underlying explanation, and that care cannot be imposed in the same way across groups: “You must

guide them slowly and subtly. You cannot impose our system directly” (FISEVI, Health Provider)

The civil society respondent identifies the most consequential institutional failure on this dimension:
the systematic over-application of the “adjustment disorder” diagnosis to migrant patients in the public
system, which treats migration as the explanatory event and obscures pre-existing traumatic histories.
This does not occur within NGO settings, where more time and a comprehensive assessment
approach allow for a fuller clinical picture. NGO professionals generally have higher intercultural
competence than public system professionals, and no homogeneous mandatory training in cultural

competence exists in the public sector.

The service provider emphasises a temporal dimension of fit that is often overlooked: different

individuals need different rhythms of engagement. Some people are not yet ready for formal care and
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require patient, consistent relational presence over time before any intervention is possible: “there are
people who don’t want to, or who need another rhythm, and then we have to adapt’ (FISEVI, Service
Provider). The civil society respondent echoes this directly, noting that drop-out and disengagement
often reflect readiness rather than rejection: “others drop out or do not want support because they are

not ready at that moment to begin a process or receive therapeutic care” (FISEVI, Civil Society)

The Roma community representative shifts the frame from professional adaptation to community
expectation, offering a perspective that is largely absent from the other four interviews. What the
Roma community asks for is not special treatment or cultural exceptionalism, but ordinary professional
equality: “we always say we do not want special treatment — only professional, respectful treatment’
(FISEVI, Community Representative NGO)

Across the five interviews, acceptability is therefore not only about cultural adaptation in the
conventional sense. It is equally about whether services can adjust to different life situations, different
expressions of distress, different temporalities of readiness, and different expectations of what a

service relationship should feel like.

Stigma is identified across all five interviews as a significant barrier, but its mechanisms differ across
populations and contexts. For Roma communities, stigma operates primarily through the social
exposure risk inherent in close-knit community networks. Knowledge of someone seeking
psychological help can circulate quickly, and the fear of others finding out is described as one of the
most powerful deterrents to help-seeking. The Roma community representative describes a pattern
in which women privately recognise their need but remain unable to act on it: “Many women say: “I
want to see a psychologist because | have problems with my husband or children,” but then they
remain silent and never actually seek help. There is shame and fear that the family will find out”
(FISEVI, Community Representative NGO).

For migrant populations, the civil society respondent describes a similar pattern of family
concealment, with psychological problems hidden within the household and help rejected because it
is associated with “being crazy.” In rural settings, stigma is described as greater still, compounded by

isolation, limited anonymity, and historically embedded patterns of concealment.
A distinct form of stigma is identified by the service provider: professional stigma directed at people

with severe mental disorder within the somatic care system. People with psychiatric histories

encounter additional gatekeeping when seeking care for physical complaints, with psychiatric
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not discourage initial help-seeking but degrades the quality and equity of care once someone is within
the system: “You can go to the emergency room for appendicitis and “the psychiatrist has to see it
first”. Why?” (FISEVI, Service Provider)

Anti-stigma efforts exist but remain fragmented. The service provider’s organisation positions stigma
reduction as a core strategic line, including through community integration of residential facilities.
FAKALI delivers training sessions for future nursing and psychology students. The community
representative, however, points to a structural driver of stigma that these initiatives cannot easily
address: the absence of Roma history and culture from school curricula, alongside the active role of
social media in spreading racist content and its direct impact on Roma mental health.

Anti-stigma efforts exist but remain fragmented. The service provider’s organisation positions stigma
reduction as a core strategic line, including through community integration of residential facilities.
FAKALI delivers training sessions for future nursing and psychology students. The community
representative, however, points to a structural driver of stigma that these initiatives cannot easily
address: the absence of Roma history and culture from school curricula, alongside the active role of

social media in spreading racist content and its direct impact on Roma mental health.

All stakeholders converge on a diagnosis of structural under-provision in the public mental health
system in Seville, though all illuminate a different dimension of this problem. The NGO representative
describes severe shortages: approximately one to two psychologists serve roughly 21,000 inhabitants
in public primary care, with waiting times of three to five months. Additionally, the representative notes
personally accessing private services when needed, an option explicitly acknowledged as unavailable
to the Roma families the organisation represents. The civil society respondent identifies the systemic
consequence of this scarcity most directly. NGOs like ACCEM have become the de facto first line of
psychological care for vulnerable populations, absorbing clinical demand that belongs to the public
system: “Currently, we are covering a need that the public health system cannot reach. We act as a
first line of care and accompaniment, covering needs that are not met by the public network” (FISEVI,

Civil Society)

The service provider adds the critical dimension of the population entirely outside the network: a large
number of people with severe mental disorder who have never been assessed, who do not attend
appointments, and who would never enter care through conventional pathways without active

outreach. The community representative confirms from within the public system that no specific
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programs for Roma or migrant populations exist, and that undocumented individuals are directed to

NGOs as a matter of course, creating a hard documentation-based exclusion boundary.

The academic reframes the availability problem qualitatively: the issue is not only how many services
exist but whether the services that exist are designed to respond to what these populations need. In
highly marginalised environments, unmet social needs generate expectations that differ from what
the healthcare system is equipped to provide, producing a mismatch that makes available services

functionally inaccessible even when physically present.

Even when services exist, their format and delivery models are misaligned with the daily realities of
the most vulnerable populations. Morning-only appointment schedules conflict with precarious
employment and childcare responsibilities. The academic documents persistent absenteeism rates of
20-25% despite SMS and phone reminders, framing this not as individual failure but as a structural
mismatch between service design and community life: “Lifestyle patterns significantly influence
attendance. If there is no structured organization of time within the family environment, it becomes

difficult to maintain scheduled appointments” (FISEVI, Academic)

The civil society respondent adds geographic inequality: in rural areas, people may live in villages of
3,000 inhabitants with no local mental health resources, requiring travel to a neighbouring town for
care. NGOs in areas with concentrated agricultural migrant populations have partially filled this gap,
but as local community responses to structural failures rather than systemic solutions. "This is
mitigated in areas with concentrated migrant populations where NGOs have been working for a long
time and where more resources are available. For example, rural areas where Moroccan women work
in agriculture and where NGOs traditionally operate and assume mental health support among other

responsibilities.” (FISEVI, Civil society)

The consistent alternative proposed across all five interviews is outreach and proactive, community-
embedded service delivery. The service provider is most direct about this: “We have to get out of the
offices. Because that vulnerable population does not arrive in any other way” (FISEVI, Service

Provider).
Community Intensive Treatment Teams (CITTs) are cited as a promising model for this approach,

providing home care and street care to individuals who cannot be reached through standard

appointment pathways. However, the service provider cautions that CITTs only fulfil this function when
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no structural advantage over any other service.

Direct healthcare costs within the Spanish public system are not consistently identified as the primary
financial barrier for regularised patients. The more significant barriers are indirect: the economic cost
of attending morning appointments in lost working hours, transport costs, and the structural exclusion
of undocumented individuals from the public system entirely. For people working in informal or
precarious employment, the decision to attend a mental health appointment involves a concrete

financial sacrifice that many cannot absorb.

The civil society respondent identifies administrative precariousness as often the determining factor,
more powerful than any direct cost: “Lack of regularized documentation and precariousness are
influential and often determining factors. People in irreqular administrative situations or precarious
employment often cannot afford to lose working hours to attend appointments. They also cannot afford

private care” (FISEVI, Civil Society)

The community representative is most direct about the cumulative burden of costs on Roma families,
noting that every additional cost creates another barrier for families already managing on the margin
of economic survival. Private care, which functions as the effective exit valve for the public system’s
inadequacies, is entirely out of reach: “Enormously. Every cost is another barrier distancing people

from mental health care” (FISEVI, Community Representative NGO)

The community representative confirms that the relevant patient population consists entirely of
regularised individuals, undocumented patients are channelled to NGOs by default. This
documentation threshold functions identically to a financial barrier: those formally excluded from the
public system must rely on civil society organisations that are profile-restricted, insufficiently funded,

and structurally fragile.

Formal support mechanisms exist but are practically inaccessible for many of the people who most
need them. The Dependency Law provides structured access to residential, day program, and
employment services for those with recognised severe mental disorder, and the service provider

describes several pragmatic adaptations that extend this access beyond what strict documentary
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requiremehts would permit, including accepting individuals before their dependency resolution is
finalised, and working with undocumented individuals who lack any identification: “If [the organisation]
required to have all the documentation in order from the beginning, it would be impossible to work”
(FISEVI, Service Provider)

Ministry-funded international protection programs provide over 100 psychologists across Spain for
refugee populations, giving the ACCEM respondent a relatively more developed support infrastructure
than exists for other groups. However, even this is described as insufficient: funding is time-limited,
restricted to specific profiles, and does not cover all needs. The community representative gives the
clearest assessment of the position for the Roma population, confirming that no targeted financial
supports exist at all. The practical consequence is that civil society organisations, ACCEM for
migrants, FAKALI for Roma, and the anonymised foundation for people with severe mental disorder,
collectively function as the de facto support mechanism for populations that the formal system does

not adequately reach.

Across the five interviews, appropriate care is consistently described as integral, person-centred, and
contextually responsive. The civil society respondent stresses that psychological support must be
embedded within a broader interdisciplinary response that addresses social stabilisation,
employment, housing, and legal needs simultaneously, because these domains directly condition
psychological wellbeing: “Addressing mental health in these populations only makes sense from an
integral and community-based approach. Social, employment, and administrative stabilization directly

influence psychological well-being” (FISEVI, Civil Society)

The academic identifies appropriateness problem at its most fundamental level: clinical assessment
tools are calibrated to dominant cultural expressions of distress and will systematically underdiagnose
or misclassify distress in communities where it is expressed differently. Depression, for instance, may
present as isolation or substance use rather than visible emotional expression. If services use
parameters that do not correspond to how distress is expressed in a specific community context, they

will fail to detect the problems they are designed to treat.
The service provider frames appropriateness through life-history orientation and genuine relational

interest in the individual, as opposed to diagnostic category management. The community nurse, from

within the public system, highlights the absence of any formal outcome evaluation infrastructure as a
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Provider)

Without measurement, the appropriateness of care cannot be systematically assessed or improved.
The community representative’s assessment of care usefulness is primarily based on FAKALI’s
internal integrated model, since direct experience of public system care is limited. The civil society
respondent notes that care usefulness is highly variable, many people value having been listened to
and accompanied even when their problems are not resolved, but others disengage because they

are not yet ready to engage with therapeutic care.

The community nurse describes the mental health clinical encounter as a rare safe space in which
patients disclose material they share with no one else in their lives, suggesting that when interactions
are respectful and non-judgmental, they carry exceptional therapeutic value. However, this positive
potential is not reliably or systematically realised across the public system. The service provider
documents the inconsistency directly, recounting an experience of accompanying a user and
witnessing dismissive clinical communication firsthand. The observation is particularly pointed
because it occurred despite the presence of an advocate: “It happens to us even when we accompany
the user and they ask: “You sleep well, don’t you? Well, same treatment.” If that happens to us when
we are accompanying, imagine someone who is not even accompanied, who is out of network, who

goes to a first mental health appointment” (FISEVI, Service Provider)

The community representative provides another personally resonant account of interaction quality,
drawing on a family narrative that illustrates the chronic and normalised dimension of disrespect. “My
father worked in municipal Social Services from 2000 to 2020 and was still called “the little Gypsy.”
Even after 20 years of professional service. He would laugh about it, but at some point he would say:

“I have a name.” (FISEVI, Community Representative NGO).

The civil society respondent frames quality of interaction in terms of its holistic character: a respectful
interaction does not limit itself to symptom management but attends to how the person is living and
experiencing their process. The civil society respondent identifies significant variability among public
system professionals, with some highly trained and sensitised and others who are not, and notes that
inadequate professional responses can be actively harmful. The academic returns to the foundational
condition: without trust, no interaction, however technically skilled, will be effective. Trust must be built
through consistent presence, community embeddedness, and genuine engagement over time rather

than through individual consultation technique alone.
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The dataset comprises 204 respondents across four groups: General (n = 74), Older adults (65+) (n
= 67), Migrant community (n = 53), and Older adults (65+) in the migrant community (n = 10) (Table
55).

Table 55: Distribution of participants across the included groups in Greece / Albania

N =74 N =67 N =53 N =10

Questionnaire completion differed somewhat between groups. Most respondents completed the
questionnaire themselves (72/74 in the General group, 59/67 among older adults, 32/53 in the
migrant community, and 4/10 among older migrants). Assisted completion occurred in 2/74, 7/67,

18/53, and 2/10 cases, respectively, while proxy completion was rare (0/74, 1/67, 3/53, and 4/10).

Sex at birth was predominantly female in all groups: 49 females, 24 males, and one non-binary
respondent in the General group; 52 females, 13 males, and two preferring not to say among older
adults; 38 females and 15 males in the migrant community; and seven females and three males
among older migrants. Gender identity corresponded with sex assigned at birth for most
respondents (72/74 in the General group and 65/67 among older adults), and for all respondents in
both migrant groups. Two older adult respondents preferred not to report their gender. Across
groups, most respondents identified as heterosexual. In the General group, 65 reported
heterosexual orientation, three gay, four bisexual, and two preferred not to say. Among older adults,
64 reported heterosexual orientation, one gay, and two preferred not to say. In the migrant
community, 49 reported heterosexual orientation, one gay, one bisexual, one another orientation,
and one preferred not to say. All older migrants reported heterosexual orientation. Residence and
birthplace largely reflected the group definitions. All respondents in the General and older adult
groups lived in Greece, as did 52 of 53 respondents in the migrant community and all 10 older
migrants. All respondents in the General and older adult groups were also born in Greece. In the
migrant community, 10 were born in Greece, 18 in another EU country, and 25 outside the EU.
Among older migrants, five were born in another EU country and five outside the EU. Citizenship
showed a similar pattern. All respondents in the General and older adult groups were citizens of
Greece. In the migrant community, 15 held Greek citizenship, 16 citizenship of another EU member
state, and 22 citizenship of a non-EU country. Among older migrants, four were citizens of Greece,

two of another EU member state, and four of a non-EU country. Parental birthplace (used as an
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indicator of second-generation status) was reported as follows. In the General group, 49
respondents had both parents born in Greece (25 missing). Among older adults, 61 reported both
parents born in Greece (six missing). In the migrant community, two reported both parents born in
Greece, one only the mother, five only the father, and 42 neither parent (three missing). Among
older migrants, four reported both parents born in Greece and six neither. The mean duration of
residence in the country was 36.0 years (SD 14.3) in the General group, 70.7 years (SD 5.15)
among older adults, 20.5 years (SD 9.85) in the migrant community, and 52.0 years (SD 17.4)
among older migrants. Educational attainment (ISCED) varied widely across groups. In the General
group, most respondents reported tertiary education, including 27 with a Bachelor’s degree (ISCED
6), 27 with a Master’s degree (ISCED 7), and one with a Doctoral degree (ISCED 8). Among older
adults, education levels ranged from primary to doctoral education, with upper secondary being the
most common level. In the migrant community, educational attainment ranged from early childhood
education to Master’s level, with many respondents reporting Bachelor's degrees. Among older
migrants, most respondents reported lower or secondary levels of education. Use of mental health
services in the previous 12 months was reported by 46 of 74 respondents in the General group, 20
of 67 among older adults, 26 of 53 in the migrant community, and six of ten among older migrants
(non-use: 28/74, 47/67, 27/53, and 4/10). Additional details are presented in Table 56

Table 56: Descriptive statistics of the different included groups in Greece / Albania

Older adults (65+)
Demographic General Older adults | Migrant
in the migrant Overall
variable group (65+) community !
community
Age, mean (sd) 36.0 (14.3) 70.7 (5.15) 40.7 (12.5) 73.7 (6.58) 50.9 (19.3)
Questionnaire completed by, n (%)
Respondent
72 (97.3%) 59 (88.1%) 32 (60.4%) 4 (40.0%) 167 (81.9%)
alone
Respondent
) 2 (2.7%) 7 (10.4%) 18 (34.0%) 2 (20.0%) 29 (14.2%)
with help
Someone else 0 (0%) 1(1.5%) 3 (5.7%) 4 (40.0%) 8 (3.9%)
Sex at birth, n (%)
Female 49 (66.2%) 52 (77.6%) 38 (71.7%) 7 (70.0%) 146 (71.6%)
Male 24 (32.4%) 13 (19.4%) 15 (28.3%) 3 (30.0%) 55 (27.0%)
Non-binary 1(1.4%) 0 (0%) 0 (0%) 0 (0%) 1 (0.5%)
Prefer not to say 0 (0%) 2 (3.0%) 0 (0%) 0 (0%) 2 (1.0%)

Gender the same as assigned at birth, n (%)
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Yes
No

Prefer not to say

Heterosexual
Gay

Lesbian
Bisexual
Other

Prefer not to say

Greece
Other

Born in the
country of
residence

In another
country in the
EU

Born in another
country outside
the EU

Citizen of the
country of
residence

No citizenship of
the country of
residence but
that of another
EU member
state

No citizenship of

the country of

72 (97.3%)
2 (2.7%)

0 (0%)
65 (87.8%)
3 (4.1%)

0 (0%)

4 (5.4%)

0 (0%)

2 (2.7%)

74 (100%)
0 (0%)

74 (100%)

0 (0%)

0 (0%)

74 (100%)

0 (0%)

0 (0%)

65 (97.0%)
0 (0%)

2 (3.0%)

Sexual orientation, n (%)

64 (95.5%)
1(1.5%)

0 (0%)

0 (0%)

0 (0%)

2 (3.0%)

Country of residence, n (%)

67 (100%)
0 (0%)

53 (100%)
0 (0%)

0 (0%)

49 (92.5%)
1(1.9%)

0 (0%)
1(1.9%)
1(1.9%)
1(1.9%)

52 (98.1%)
1(1.9%)

Country of birth, n (%)

67 (100%)

0 (0%)

0 (0%)

10 (18.9%)

18 (34.0%)

25 (47.2%)

Citizen of country, n (%)

67 (100%)

0 (0%)

0 (0%)

15 (28.3%)

16 (30.2%)

22 (41.5%)

10 (100%)
0 (0%)
0 (0%)

10 (100%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)
0 (0%)

10 (100%)

0 (0%)

0 (0%)

5 (50%)

5 (50%)

4 (40.0%)

2 (20.0%)

4 (40.0%)

200 (98.0%)
2 (1.0%)

2 (1.0%)
188 (92.2%)
5 (2.5%)
0 (0%)

5 (2.5%)
1(0.5%)

5 (2.5%)

203 (99.5%)
1(0.5%)

151 (74.0%)

23 (11.3%)

30 (14.7%)

160 (78.5%)

18 (8.8%)

26 (12.7%)
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that of a country
outside the EU

Both parents
were born in the
country of
residence

Only the mother
is born in the
country of
residence

Only the father
is born in the
country of
residence
Neither the
father nor the
mother was
born in the
country of

residence

Missing

Duration of stay
in the country of
residence,
mean years
(SD)

Early childhood
education (ages
3 and above),
including pre-
primary

education and

49 (66.2%)

0 (0%)

0 (0%)

0 (0%)

25 (33.8%)

36.0 (14.3)

61 (91.0%)

0 (0%)

0 (0%)

0 (0%)

6 (9.0%)

70.7 (5.15)

Second generation migrant, n (%)

2 (3.8%)

1(1.9%)

5 (9.4%)

42 (79.2%)

3 (5.7%)

20.5 (9.85)

4 (40.0%)

0 (0%)

0 (0%)

6 (60%)

0 (0%)

52.0 (17.4)

Highest level of education completed (ISCED), n (%)

0 (0%)

0 (0%)

1(1.9%)

1(10.0%)

116 (56.9%)

1(0.5%)

5 (2.5%)

48 (23.5%)

34 (16.7%)

44.2 (22.9)

2 (1.0%)
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early childhood
educational
development
(under 3).
(ISCED 0)
Primary
education (also
known as
elementary or
basic
education).
(ISCED 1)
Lower
secondary
education (also
known as
middle or junior
high). (ISCED 2)
Upper
secondary
education (also
known as senior
high or high
school). (ISCED
3)
Post-secondary
non-third level
education
(education
between
secondary and
tertiary levels).
(ISCED 4)
Short-cycle third
level education

(programs

0 (0%)

2 (2.7%)

15 (20.3%)

8 (10.8%)

4 (5.4%)

15 (22.4%)

9 (13.4%)

21 (31.3%)

5 (7.5%)

2 (3.0%)

1(1.9%)

17 (32.1%)

13 (24.5%)

2 (3.8%)

2 (3.8%)
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3 (30.0%)

3 (30.0%)

2 (20.0%)

0 (0%)

0 (0%)

19 (9.3%)

31 (15.2%)

51 (25.0%)

15 (7.4%)

8 (3.9%)
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2-3 years and
leading to
qualifications at
a lower level
than a
bachelor's
degree).
(ISCED 5)
Bachelor's or
equivalent level
(first degree or
equivalent in 27 (36.5%) 11 (16.4%) 22 (22.6%) 1 (10.0%) 51 (25.0%)
higher
education).
(ISCED 6)
Master's or
equivalent level
(second degree
or equivalent in 27 (23.0%) 0 (0%) 5 (9.4%) 0 (0%) 22 (10.8%)
higher
education).
(ISCED 7)
Doctoral or
equivalent level

(highest level of

higher

education, 1(1.4%) 3 (4.5%) 0 (0%) 0 (0%) 4 (2.0%)

typically leading

to a PhD

(ISCED 8)

Missing 1(1.5%) 0 (0%) 0 (0%) 1 (0.5%)
Use of mental health care in the previous 12 months, n (%)

Yes 46 (62.2%) 20 (29.9%) 26 (49.1%) 6 (60.0%) 98 (48.0%)

No 28 (37.8%) 47 (70.1%) 27 (50.9%) 4 (40.0%0 106 (52.0%)
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Comparison of the Levesque dimensions between the groups

Availability and accommodation

Within the Availability and Accommodation dimension, most indicators did not demonstrate
statistically significant differences between population groups. Specifically, no group differences
were identified regarding awareness of mental health services in the local area, the availability of
private spaces for receiving care, the time required to obtain an appointment, or knowledge of

where to seek immediate help during a mental health crisis (Figure 65; all p-values > 0.05).

Awareness of mental health services in the area Availability of a private space for receiving care and talking openly
Response [l ves Bl No  Notswe Response Ml ves Bl No  Notsue
Fisher's Test: p = 0.139 Cramer's V= 0.1515 Fisher's Test: p = 0.367 Cramer's V = 0.1599

90%

c c
2 (-
EC\U% § 60%
[ {4
o o
b _ - - - N
8 5 1
0% 3 :
General Migrant community Older adutts (65+Dider adults (65+) in the migrant commun General Migrant community Older adults (65+Dider adults (65+) in the migrant commun
Group Group
Time to get an appointment when needed mental health care Knowledge of where to go for immediate help in a mental health crisis
Response Less than a week Less than a month 16months [l Morethan 6 months [l Not sure Response M ves I no Not sure
Fisher's test: p = 0.787 Cramer's V = 0.1665 Fisher's test: p = 0.133 Cramer's V= 0.1519
0% . 90%
& 7
c 4 c
S S
T 60% T 60%
8 2
I I3
a 2 8 5 a
30% 1 30%
5 2 = o 1
]
——— 3
0% 0
General Migrant community Older adults (65+Dider adults (65+) in the migrant commun General Migrant community Older adults (65+Dider adults (65+) in the migrant commun
Group Group

Figure 63: Non-significant differences across groups for the Availability & Accommodation dimension in Greece / Albania

In contrast, the time required to travel to mental health service locations showed a statistically
significant difference between groups in the overall analysis (Figure 66). However, subsequent
pairwise comparisons did not identify statistically significant differences between specific group

combinations after adjustment for multiple comparisons (Table 57; all adjusted p-values > 0.05).
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Time to get to the mental health service location

Response Less than 5 minutes 5-15 minutes . 16-30 minutes . 31-60 minutes . More than 1 hour

Fisher's Test: p = 0.0145 Cramer's V = 0.2469
1
90% E 7 1
12
10 1
15
£ 60%
o
aQ
o
1=
o
30%
- |
General Migrant community Older adults (65+) Older adults (65+) in the migrant community
Group

Figure 64: Fisher's exact test of the time to get to the mental health service location item in Greece / Albania

Table 57: Pairwise comparison test of the time to get to the mental health service location item in Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.089 0.322
General group : Older adults (65+) 0.089 0.358
General group : Older adults (65+) in the migrant community 0.507 0.249
Migrant community : Older adults (65+) 0.089 0.360
Migrant community: Older adults (65+) in the migrant community 0.507 0.329
Older adults (65+) : Older adults (65+) in the migrant community 0.507 0.296

Approachability

Within the Approachability dimension, most indicators did not demonstrate statistically significant
differences between population groups. These included whether participants had encountered
information on accessing mental health support, the ease of finding reliable information about
mental health services, whether respondents had been asked about their mental wellbeing during
encounters with healthcare or support professionals, and whether participants had come across
outreach programs related to mental health services (Figure 65; all p-values > 0.05). These findings
suggest that general exposure to information and routine engagement with services were broadly

comparable across the general population, migrant communities, older adults, and older adults
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within migrant communities.

on ing mental health support?

Have

Response [l ves I o Mot sure

Cramer's V=0.1613

Fisher's test: p= 0.1

- - - )

c <

2 2
g 60% -g 60%

@ o
b - -

1
0% 0%
General Migrant community Older adults (85+Dider adults (85+) in the migrant commun
Group
Asked about mental well-being in an encounter with a family doctor, school counselor, or social worker
Response [l ves W o Notsuwe
Fisher's test: p = 0.109 Cramer's V = 0.1652

90% 90%

§ 8
E 60%. § 60%

g e

a o
30% 30%
0% - 0%

Older adults (85+Dider adults (85+) in the migrant commun

Migrant community
Group

General

GA 101156500

Easiness to find reliable information about mental health services

Response Very easy Easy . Neutral . Difficuit . Very difficult

Cramer's V = 0.1737

6 1

Fisher's test: p = 0.0775

1 =

9 s

General Migrant community Older adults (65+Dider adults (65+) in the migrant commun

Group
Come across outreach programs

Response [l ves [ no Not sure

Cramer's V = 009221

Chi-squared test: p = 0.79

4 3 -7

Migrant community Older adults (65+Dider adults (65+) in the migrant commun
Group

General

Figure 65: Non-significant differences across groups for the Approachability dimension in Greece / Albania

A statistically significant difference was identified for the ease of understanding spoken or written

information about mental health services (Figure 68 and Table 57). Pairwise comparisons indicated

significant differences between the general population and older adults within migrant communities

(p = 0.006), between the migrant community and older adults within migrant communities (p =

0.013), and between older adults and older adults within migrant communities (p = 0.009). In
several comparisons, Cramer's V could not be calculated due to sparse data or small subgroup
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sizes, which limits the ability to estimate effect sizes reliably.

Easiness to understand information about mental health services (spoken or written)

Response Very easy Easy . Neutral . Difficult

Fisher's test: p = 0.0275 Cramer's V = NaN

90% 4

60% 1"

Proportion

30%

4
7
1 13
General Migrant community Older adults (65+) Older adults (65+) in the migrant community
Group

0%

Figure 66: Fisher's exact test of the easiness to understand information about mental health services (spoken or written) item in

Greece / Albania

Table 58: Pairwise comparison test of the easiness to understand information about mental health services (spoken or written) in Greece

/ Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.706 NC
General group : Older adults (65+) 0.757 NC
General group : Older adults (65+) in the migrant community 0.006 NC
Migrant community : Older adults (65+) 0.757 NC
Migrant community: Older adults (65+) in the migrant community 0.013 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.009 NC

Differences were also observed regarding whether respondents had heard about experiences of
other patients regarding mental health services (Table 59 & Figure 69). Significant differences were
identified between the general population and older adults (p = 0.042, Cramer's V = 0.246), as well
as between the migrant community and older adults (p = 0.012, Cramer's V = 0.325). Descriptive

findings indicated that older adults reported lower awareness of peer-related experiences compared
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to other groups. The corresponding effect sizes indicate small to moderate associations, suggesting
meaningful differences in peer-related information exposure.
Heard about experiences of other patients regarding mental health services

Response . Yes . No Not sure
Fisher's test: p = 0.0015 Cramer's V = 0.2221

90%

60%

Proportion

30%

0% 2

General Migrant community Older adults (65+)  Older adults (65+) in the migrant community

Group

1

Figure 67: Fisher's exact test of the heard about experiences of other patients regarding mental health services item in Greece /

Albania

Table 59: Pairwise comparison test of the heard about experiences of other patients regarding mental health services item in Greece /

Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.444 0.127
General group : Older adults (65+) 0.042 0.246
General group : Older adults (65+) in the migrant community 0.240 0.189
Migrant community : Older adults (65+) 0.012 0.325
Migrant community: Older adults (65+) in the migrant community 0.392 0.190
Older adults (65+) : Older adults (65+) in the migrant community 0.240 0.225

Furthermore, statistically significant differences were found regarding whether respondents had
been invited to participate in mental health-related research (Table 60, Figure 70). Significant
differences were observed between the general population and the migrant community (p = 0.041,
Cramer's V = 0.262), as well as between the general population and older adults (p = 0.027,
Cramer's V = 0.283). Descriptive findings indicated that invitations to participate in research were
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reported more frequently among respondents from the general population compared to the other
groups. The observed effect sizes indicate small to moderate associations, suggesting modest but
meaningful differences in participation opportunities

Invited to participate in research related to mental health

Response . Yes . No Mot sure

Fisher's test: p = 0.00262 Cramer's V = 0.2157

&
£ 60%
o
o
o
A
o

30%

0% ¢ 3
General Migrant community Older adults (65+)  Older adults (65+) in the migrant community
Group

Figure 68: Fisher's exact test of the invited to participate in research related to mental health item in Greece / Albania

Table 60: Pairwise comparison test of the invited to participate in research related to mental health item in Greece / Albania

P Value
Cramer’s
Comparison adjusted v
Fisher test

General group : Migrant community 0.041 0.262

General group : Older adults (65+) 0.027 0.283

General group : Older adults (65+) in the migrant community 0.188 0.256

Migrant community : Older adults (65+) 0.306 0.179

Migrant community: Older adults (65+) in the migrant community 0.518 NC

Older adults (65+) : Older adults (65+) in the migrant community 1.000 0.107
Acceptability

Within the Acceptability dimension, no statistically significant differences were observed between
population groups across any of the assessed indicators. Specifically, perceptions regarding the
option to communicate with mental health providers in a preferred language, the possibility to
choose one's own doctor or therapist, whether mental health professionals communicated
respectfully with patients, whether patients’ rights were protected against mistreatment or abuse,

and whether mental health services were considered trustworthy did not differ significantly between
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the general population, migrant communities, older adults, and older adults within migrant

communities (Figure 71 & Figure 72; all p-values > 0.05).

Option to choose own doctor or therapist

Response [l ves I no Mot sure

Option to communicate with the mental heaith provider in the preferred language
Response [l ves I o Mot sure

Fisher's test: p = 0.07 Cramer's V = 0.247

Fisher's test: p = 0.052 Cramer's V = 0.239

90%

@
2

Proportion

w
8

4

Migrant community Oider adults (65+Dider adults (65+) in the migrant commun
Group

Proportion
w @ ©
8 2 8
2 = 2
' -

U|

NI

General Migrant community Oider adults (65+Pider adults (85+) in the migrant commun General
Group

Mental health workers communicate respectfully with patients

Response [l ves I no Not sure

Fisher's test: p = 0.563 Cramer's V = 0.1649

hI.

Proportion
2 g

General Migrant community Older adults (65+Dider adulls (65+) in the migrant community
Group

Figure 69: Non-significant differences across groups for the Acceptability dimension in Greece / Albania (1)

Rights are protected against any mistreatment or abuse
Response [l ves I nNo Not sure

Fisher's test: p = 0.718 Cramer's V = 0.1048

0%
s
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g | v
g I
@

30%

» 2
2 3
0%
General Migrant community Older aduls (65+) Older adults (85+) in the migrant community
Group
Mental health services are trustworthy
Response [ Neuwral Nottrustworthy [l Trustworthy
Cramer's V = 0.1046

Fisher's test: p = 0.685

90%

60%

Oider adults (65+) Older adults (65+) in the migrant community

Proportion
2

General Migrant community
Group

Figure 70: Non-significant differences across groups for the Acceptability dimension in Greece / Albania (2)

Affordability
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Within the Affordability dimension, several indicators did not demonstrate statistically significant
differences between population groups. These included the possibility of obtaining mental health
services through public programs or services free of charge or at low cost, delayed or avoided mental
healthcare due to costs in the past 12 months, difficulty accessing mental healthcare due to additional
costs, and whether respondents received assistance from services with payment options, insurance
questions, or financial support (Figures 73; all p-values > 0.05). These findings suggest that several
structural aspects of financial access were broadly comparable across the general population, migrant

communities, older adults, and older adults within migrant communities.

Possiblities to get mental health services from public programs or services free or low-cost Delayed or avoided mental healthcare due to the cost in the past 12 months
Response [l ves 1 No Not sure Response [l ves [ no Not sure
Fisher's test: p = 0.224 Cramer's V =0.2151 Fisher's test: p = 0.061 Cramer's V=0.1793
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Figure 71: Non-significant differences across groups for the Affordability dimension in Greece / Albania

A statistically significant difference was observed regarding health insurance coverage for mental
health services (Figure 74; Table 61). Pairwise comparisons indicated significant differences between
the general population and older adults (65+) (p = 0.010, Cramer's V = 0.309), between the migrant
community and older adults (65+) (p = 0.009, Cramer's V = 0.353), and between older adults (65+)
and older adults (65+) within migrant communities (p = 0.009, Cramer's V = 0.427). Descriptive
findings indicated that older adults, particularly those aged 65 years and above, more frequently

selected "not sure" responses regarding insurance coverage. The corresponding effect sizes ranged
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from small to moderate, with the strongest differences observed among older adult groups.

Health insurance that covers mental health services

Response Yes, fully Yes, partially No [ Notsure
Fisher's test: p = 0.001 Cramer's V = 0.2225
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Figure 72: Fisher's exact test of the health insurance that covers mental health services item Greece / Albania

Table 61: Pairwise comparison test of the health insurance that covers mental health services item Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.192 0.206
General group : Older adults (65+) 0.010 0.309
General group : Older adults (65+) in the migrant community 0.111 0.310
Migrant community : Older adults (65+) 0.009 0.353
Migrant community: Older adults (65+) in the migrant community 0.613 0.171
Older adults (65+) : Older adults (65+) in the migrant community 0.009 0.427

Differences were also identified for not taking prescribed medication due to cost, with statistically
significant differences observed between the general population and the migrant community (p =
0.027), as well as between the general population and older adults within migrant communities (p =
0.027), and between the migrant community and older adults (65+) (p = 0.027). Descriptive findings
indicated that respondents from the migrant community more frequently reported not taking
prescribed medication due to financial constraints. In these comparisons, Cramer's V could not be
calculated due to sparse cell counts, which limits interpretation of effect size magnitude (Figure 75;
Table 62).
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Ever not taken prescribed medication due to the cost

Response Never Rarely . Sometimes . Often

Fisher's test: p = 0.0045 Cramer's V = NaN
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48 41
20
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’ 11 1°
General Migrant community Older adults (65+) Older adults (65+) in the migrant community
Group

0%

Figure 73: Fisher's exact test of the ever not taken prescribed medication due to the cost item in Greece / Albania

Table 62: Pairwise comparison test of the ever not taken prescribed medication due to the cost item in Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.027 NC
General group : Older adults (65+) 0.848 NC
General group : Older adults (65+) in the migrant community 0.027 NC
Migrant community : Older adults (65+) 0.027 NC
Migrant community: Older adults (65+) in the migrant community 0.420 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.027 NC

Further statistically significant differences were observed for difficulty accessing mental healthcare
due to loss of income (Figure 76; Table 63). Significant differences were identified between the
general population and older adults (65+) (p = 0.009, Cramer's V = 0.378), as well as between older
adults (65+) and older adults within migrant communities (p = 0.027). Descriptive findings indicated
that difficulties related to income loss were reported less frequently among older adults compared to
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other groups. The corresponding effect sizes indicate small to moderate associations, suggesting
meaningful differences in income-related financial barriers.
Times when difficult to access mental healthcare due to a loss of income

Response Never Rarely . Sometimes . Often . Very often
Fisher's test: p = 0.011 Cramer's V=0.2177
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Group
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Figure 74: Fisher’s exact test of the times when difficult to access mental healthcare due to a loss of income item in Greece / Albania

Table 63: Pairwise comparison test of the times when difficult to access mental healthcare due to a loss of income item in Greece /

Albania

P Value
Comparison afijusted Cramer’s

Fisher \%

test
General group : Migrant community 0.894 0.170
General group : Older adults (65+) 0.009 0.378
General group : Older adults (65+) in the migrant community 0.894 0.177
Migrant community : Older adults (65+) 0.129 NC
Migrant community: Older adults (65+) in the migrant community 0.894 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.027 NC

Additionally, differences were observed regarding whether respondents had been offered financial
support or discounts to reduce or cover the costs of care (Figure 77; Table 64). A statistically
significant difference was identified between the migrant community and older adults (65+) (p =
0.006). Descriptive findings indicated that financial support was reported more frequently among
older adults, including those within migrant communities. In several comparisons, Cramer's V could

not be calculated due to limited subgroup sizes, which restricts interpretation of the strength of
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these associations.

Ever offered financial support or discounts to reduce or cover the costs of care

Response B yes B o Not sure

Fisher's test: p=0.0035 Cramer's V =0.2559

8
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Group

Figure 75: Fisher's exact test of the ever offered financial support or discounts to reduce or cover the costs of care item in Greece /

Albania

Table 64: Pairwise comparison test of the ever offered financial support or discounts to reduce or cover the costs of care item in Greece

/ Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.246 0.258
General group : Older adults (65+) 0.075 0.358
General group : Older adults (65+) in the migrant community 0.280 0.269
Migrant community : Older adults (65+) 0.006 NC
Migrant community: Older adults (65+) in the migrant community 0.518 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.101 NC

Appropriateness

For appropriateness; times that mental health professionals treated the client with courtesy and
respect while receiving mental healthcare, times the provider spend enough time while receiving
mental healthcare, times mental health services are found helpful or relevant, cultural beliefs and
practices are accounted for when receiving mental healthcare, mental health provider considered
other aspects of life experiences, times of involvement in setting goals or making plans for mental
healthcare, times of smooth referral between services or professionals, without having to repeat
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everything each time, times of involvement in setting goals or making plans for mental healthcare

and easiness to schedule (Figure 78, Figure 79 & Figure 80)

healthcare

Times that mental health treated the

Times the provider spend enough time while receiving mental healthcare

Aways [ Often [l Sometimes [l Rarely ornever

Response  Aways || Ofien [l Sometimes [l Rarely or never Response
Fisher's test: p = 0.477 Cramer's V = 0.1537 Fisher's test: p = 0.318 Cramer's V = 0.2087
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Figure 76: Non-significant differences across groups for the Appropriateness dimension in Greece / Albania (1)

Mental health provider considered other aspects of life experiences
Excellent || Good [l Poor
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Po Verygood [l Fair [l Notsure

Fisher's test: p = 0.162 Cramer's V = 0.2709
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Figure 77: Non-significant differences across groups for the Appropriateness dimension in Greece / Albania (2)
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Feeling by the mental health user that feedback was used to make services better Support was offered to caregivers or family members
Response Aways often [l sometimes [l Rarely or never Response [l ves I No
Fisher's test: p = 0.969 Cramer's V= 0.159 Fisher's test: p = 0.416 Cramer's V = 0.2076
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Figure 78: Non-significant differences across groups for the Appropriateness dimension in Greece / Albania (3)

However, some dimensions did show statistically significant differences between groups.
Differences were observed for times that a provider explained things in a way that was easy to
understand while receiving mental healthcare (Figure 81; Table 65). Pairwise comparisons showed
significant differences between the migrant community and older adults (65+) (p = 0.015, Cramer’s
V = 0.558), as well as between older adults (65+) and older adults (65+) in the migrant community
(p =0.048, Cramer’'s V = 0.624).
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Times that a provider explained things in a way that is easy to understand while receiving mental healthcare
Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.0025 Cramer's V = 0.2801
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Figure 79: Fisher's exact test of the times that a provider explained things in a way that is easy to understand while receiving mental

healthcare item in Greece / Albania

Table 65: Pairwise comparison test of the times that a provider explained things in a way that is easy to understand while receiving

mental healthcare item in Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.130 0.293
General group : Older adults (65+) 0.097 0.359
General group : Older adults (65+) in the migrant community 0.097 0.366
Migrant community : Older adults (65+) 0.015 0.558
Migrant community: Older adults (65+) in the migrant community 0.324 0.302
Older adults (65+) : Older adults (65+) in the migrant community 0.048 0.624

Differences were also identified regarding the possibility to see the same doctor or therapist
consistently during mental health treatment (Figure 82, Table 66). Pairwise comparisons indicated a

significant difference between the migrant community and older adults (65+) (p = 0.045, Cramer’s V

164



GA 101156500
equicares

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

= 0.477).
Possibility to see the same doctor or therapist consistently during mental health treatment

Response  Aways often [l Sometimes

Fisher's test: p = 0.0475 Cramer's V = 0.26
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Figure 80: The Fisher's exact test of the possibility to see the same doctor or therapist consistently during mental health treatment

item in Greece / Albania

Table 66: Pairwise comparison test of the possibility to see the same doctor or therapist consistently during mental health treatment

item in Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.242 0.247
General group : Older adults (65+) 0.242 0.260
General group : Older adults (65+) in the migrant community 0.664 0.187
Migrant community : Older adults (65+) 0.045 0.477
Migrant community: Older adults (65+) in the migrant community 0.664 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.242 0.511

Lastly, the mental health user receiving invitations to provide feedback regarding their mental health
treatment also differed between groups. Significant pairwise differences were found between the
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migrant community and older adults (65+) (p = 0.021, Cramer’s V = 0.585).

The mental health user received invitations to provide feedback regarding their mental health treatment.

Response Always often [l sometimes [l Rarely or never

Fisher's test: p = 0.02 Cramer's V = 0.2696

General Migrant community QOlder adults (65+) Older adults (65+) in the migrant community
Group
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30%
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Figure 81: Fisher's exact test of the mental health user received invitations to provide feedback regarding their mental health

treatment item in Greece / Albania

Table 67: Pairwise comparison test of the mental health user received invitations to provide feedback regarding their mental health

treatment item in Greece / Albania

P Value
Comparison adjusted | Cramer’s

Fisher \%

test
General group : Migrant community 0.190 0.325
General group : Older adults (65+) 0.382 0.261
General group : Older adults (65+) in the migrant community 0.382 0.302
Migrant community : Older adults (65+) 0.021 0.585
Migrant community: Older adults (65+) in the migrant community 0.560 NC
Older adults (65+) : Older adults (65+) in the migrant community 0.190 0.567

Participant-reported health, unmet need for care, and triangulation

Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, could not be directly compared with
national reference values for Greece, as no nationally validated EQ-5D-5L value set or population
norm dataset specific to Greece was available at the time of analysis. Consequently, EQ-5D-5L

findings are presented descriptively only, without comparison to national reference values.
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Self-perceived health

Self-perceived health was assessed using items aligned with those included in the EU Statistics on
Income and Living Conditions (EU-SILC) Greece dataset, enabling comparison with national
distributions reported through Eurostat EU-SILC Greece data.'?. In contrast to some other countries,
subgroup-level estimates for older adults and migrant populations were available within the EU-
SILC Greece dataset, allowing direct comparison across similar population categories. Within the
present dataset, most respondents reported good or very good health, although some variation
between groups was observed. In the general population, 58.1% reported good health and 32.4%
reported very good health. Among older adults (65+), responses were more frequently distributed
across fair and good health categories, with 31.3% reporting fair health and 50.7% reporting good
health. Within the migrant community, 56.6% reported good health and 24.5% reported very good
health. Among older adults within the migrant community, half of respondents (50.0%) reported fair
health, with smaller proportions reporting good or very good health (Table 68). When compared with
national estimates from the EU-SILC Greece dataset, broadly comparable patterns were observed
across population groups. However, relatively higher proportions of fair health were reported among
older adults and older migrants in the present dataset compared with national distributions,

suggesting somewhat lower perceived health status in these subgroups (Table 69).

Table 68: Self-perceived health in the dataset of Greece / Albania

: Older adults (65+)
Migrant
General group Older adults (65+) . in the migrant
community !
community

0 (0.0) 0(0.0) 0(0.0) 0(0.0)

Bad, n (%) 2(2.7) 2 (3.0) 1(1.9) 0 (0.0)
Fair (neither

good nor bad), 5(6.8) 21(31.3) 9(17.0) 5 (50.0)
n (%)

43 (58.1) 34 (50.7) 30 (56.6) 3(30.0)

Very good, n
24 (32.4) 9 (13.4) 13 (24.5) 2 (20.0)
(%)

0 (0.0) 1(1.5) 0(0.0) 0 (0.0)

Table 69: Self-perceived health in the dataset of EU-SILC Greece / Albania

: Older adults (65+)
Migrant

General group Older adults (65+) in the migrant

community !
community
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Very bad, % 0.5 4.3 0.4 47

Bad, % 1.9 14.9 1.2 12.7

Fair (neither

good nor bad), 5.0 39.6 5.5 38.5
%

28.4 36.1 40.5 36.3

Very good, % 64.2 5.0 52.5 7.8

Activity limitations

Functional limitations were assessed using indicators corresponding to those included in the EU-
SILC Greece dataset, allowing subgroup-level comparison with national activity limitation data."®.
Across the study population, the majority of respondents reported no limitations in daily activities,
particularly within the general population (73.0%) and the migrant community (77.4%). Among older
adults, 79.1% reported no limitations, although moderate limitations were reported slightly more
frequently compared with the general population. In the older migrant group, responses were
equally distributed between limited and not limited categories (50.0% each), suggesting a higher
burden of functional limitations in this subgroup (Table 70). Comparison with subgroup-specific
estimates from EU-SILC Greece indicated broadly similar distributions overall, although older adults
and older migrants in the present dataset showed somewhat higher levels of reported limitations

compared with national averages (Table 71).

Table 70: Activity limitations in the dataset of Greece / Albania

. Older adults (65+)
Migrant . :
General group Older adults (65+) : in the migrant
community !
community

0(0.0)

2(3.8)

1(1.5)

Severely limited, n
2(2.7)
(%)

17 (23.0) 11 (16.4) 10 (18.9) 5 (50.0)

Not limited, n (%) 54 (73.0) 53 (79.1) 41 (77.4) 5 (50.0)
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Missing, n (%) 1(1.4) 2(3.0) 0 (0.0) 0 (0.0)

Table 71: Activity limitations in the EU-SILC dataset of Greece / Albania

Older adults (65+)
Migrant

General group Older adults (65+) in the migrant

community !
community

Severely limited, % 2.5 .
Limited, % 2.7 26.4 2.6 18.5

Not limited, % 94.8 48.6 95.7 54.3

Unmet need for care

Information on unmet need for healthcare was collected using indicators aligned with those included
in the EU-SILC Greece dataset, enabling triangulation with national estimates reported through
Eurostat EU-SILC Greece data.™. Within the present dataset, several reasons for unmet need were
reported across groups. Among the general population, cost-related barriers were frequently
reported, with 16.2% indicating that services were too expensive, while waiting lists were reported
by 14.9% of respondents. Among older adults, waiting lists (19.4%) were the most frequently
reported barrier, followed by cost-related barriers (10.4%). Within the migrant community, cost-
related barriers were reported more frequently (24.5%), together with waiting lists (20.8%). In the
older migrant group, fewer specific barriers were reported overall, although a relatively lower
proportion reported having no unmet needs compared with other groups Table 72. In comparison
with national subgroup-level estimates from the EU-SILC Greece dataset, the present dataset
indicates higher levels of reported unmet need, particularly among migrant populations. National
data show that a large majority of individuals report no unmet healthcare needs, whereas lower
proportions of respondents in the present dataset reported the absence of unmet need Table 73.

Table 72: Unmet need for care in the dataset of Greece / Albania

Older adults (65+)
Migrant

General group Older adults (65+) in the migrant

community .
community
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Too expensive,

12 (16.2) 7 (10.4) 13 (24.5) 1(10.0)
%
Too far to travel,

0 (0.0) 1(1.5) 1(1.9) 0 (0.0)

%
No time, % 4 (5.4) 0(0.0) 3(5.7) 0(0.0)

Didn’t know any
good doctor or 4 (5.4) 0(0.0) 2(3.8) 0(0.0)

specialist, %

Waiting list, % 11 (14.9) 13 (19.4) 11 (20.8) 0 (0.0)

Fear of doctor,
hospital
6 (8.1) 1(1.5) 2 (3.8) 0 (0.0)
examination or
treatment, %
Wanted to wait
and see if
problem got 0(0.0) 0(0.0) 0(0.0) 0(0.0)
better on its

own, %

Other reason, % 3(4.1) 0 (0.0) 2(3.8) 0(0.0)

No unmet needs
46 (62.2) 44 (65.7) 26 (49.1) 3(30.0)
to declare, %

Missing, % 0 (0.0) 4 (6.0) 1(1.9) 0(0.0)

Table 73: Unmet need for care in the EU-SILC dataset of Greece / Albania

Older adults (65+)
Migrant
General group Older adults (65+) in the migrant

community

community
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Too expensive,
10.6 21.2 19.0 22.8
%
Too far to travel,
0.1 1.9 0.2 0.7
%
No time, % 0.5 0.7 0.3 1.0
Didn’t know any
good doctor or 0.0 0.0 0.0 0.0
specialist, %
Waiting list, % 0.6 4.8 0.2 1.8
Fear of doctor,
hospital
o 0.2 0.8 0.1 1.0
examination or
treatment, %
Wanted to wait
and see if
problem got 0.7 0.2 0.2 0.0
better on its
own, %
Other reason, % 0.1 0.0 0.0 0.0
No unmet needs
87.3 70.3 79.9 72.7

to declare, %

Depression severity

Depressive symptom severity was assessed using items aligned with those included in the
European Health Interview Survey (EHIS) Greece dataset, enabling comparison with national
mental health distributions reported through Eurostat EHIS Greece data. Unlike the EU-SILC
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dataset, subgroup-specific national estimates were not available within EHIS Greece for migrant or
older migrant populations. Therefore, comparisons were conducted at the overall population level
only.™. Within the present dataset, depressive symptoms were reported at varying levels of severity
across groups. Among the general population, mild symptoms were frequently reported, while a
substantial proportion also reported none or minimal symptoms. Among the general population, mild
symptoms were reported more frequently. Similar patterns were observed in the migrant community,
while older migrants showed a more distributed pattern across symptom severity levels (Table 74).
National reference values derived from the EHIS Greece dataset indicate that the majority of the
general population reports none or minimal depressive symptoms, with only small proportions
reporting moderate or severe symptoms. Compared with these national estimates, the present
dataset suggests higher levels of depressive symptoms, particularly among older adults and migrant

populations (Table 75).

Table 74: Depression severity in the dataset of Greece / Albania

. Older adults (65+)
Migrant

General group Older adults (65+) in the migrant

community .
community

Severe, n (%) 1(1.4) 1(1.5) 2(3.8) 0(0.0)

Moderately
3(4.1) 3 (4.5) 2(3.8) 0 (0.0)
severe, n (%)
12 (16.2) 4 (6.0) 7 (13.2) 0 (0.0)
33 (44.6) 20 (29.9) 20 (37.7) 3 (30.0)
None or
25 (33.8) 34 (50.7) 21 (39.6) 7 (70.0)
0 (0.0%) 5 (7.5) 1(1.9) 0 (0.0)

Table 75: Depression severity in the EHIS dataset of Greece / Albania

Total country

Severe, % 0.2
Moderately

0.4
severe, %
Moderate, % 1.3
Mild, % 4.8

172



COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

93.3

Information about mental health services in Greece is consistently described as fragmented, unevenly
distributed, and dependent on non-structured intermediaries rather than systematic public provision.
The problem is not merely one of insufficient content but of a system that has never been organised
to guide citizens toward appropriate care. The academic frames this as a fundamental design failure:
the citizen should not be expected to know how to navigate the system; the system should be
organised to lead the citizen into it. As the academic states: “It is not a matter of informing every
citizen. It is a matter of the organisation of the system, because the citizen should not know how to

move in the system” (SEERC, Academic).

Public mental health services are virtually invisible. Unlike NGO and private sector services, which
self-advertise to attract clients, public services do not communicate proactively with the population.
The academic illustrates this directly: the flagship public mental health institution in Thessaloniki
cannot be navigated through its own website. “Public services are not advertised” (SEERC,
Academic). The consequence is that those who find appropriate care do so through personal
networks, education, or social connection, resources that are structurally unavailable to vulnerable
populations. As the academic notes: “People who are educated, who are connected, who know the
right people, will find the right services. Populations who do not have access to knowledge and

information, such as vulnerable populations, do not reach the right services” (SEERC, Academic).

For the Albanian migrant community specifically, information about mental health services flows
almost exclusively through a single trusted community intermediary rather than through any formal
channel. The civil society respondent describes a decade of trust-building that has created a
functional information network within the community, but one entirely dependent on this individual’s
personal role: “He’s going to ring me right away. And from experience | tell if | say to that person that
you will go to Anna who is a doctor they will go without a second question, because | have earned
their trust” (SEERC, Civil Society). The sustainability and scalability of this model are openly

questioned.

The policymaker confirms that information initiatives exist at the municipal level, such as seminars,

school programs, partnerships with UNHCR, ARSIS, and Doctors of the World, but these are
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fragmented across organisations and dependent on project cycles rather than embedded in stable
institutional architecture: “There are many policies and actions for information, not only from the
municipality but also from civil society and NGOs, many of which also provide psychological support”
(SEERC, Policymaker). For migrants and refugees specifically, the absence of multilingual
information materials until very recently represents a structural exclusion that has only partially been

addressed.

Greece’s absence of any national data collection infrastructure compounds the information problem
at the system level. It is the only European country that does not collect data on involuntary
hospitalisations, and no national evaluation framework for public mental health services exists:
“Unfortunately, we do not have any data at all. Data are not collected at national level, nor are data
collected on the mental health needs of the population as well as on services and the effectiveness
of services” (SEERC, Academic). Without data, information systems cannot be designed to meet

actual needs, and the cycle of structural invisibility is perpetuated.

Barriers to recognising and seeking mental health care in Greece operate simultaneously at individual,
community, cultural, and structural levels, and are mutually reinforcing. The provider identifies three
foundational barriers that precede all others: not recognising distress as a mental health problem, not
knowing where to go, and stigma. “First, they don’t recognize it as a mental health problem. Second,
they don’t know where to go. And to some extent, there’s stigma” (SEERC, Provider). This sequence
is analytically important: the barrier to help-seeking often operates before awareness of services even

becomes relevant.

For migrants and refugees, these individual-level barriers are compounded by structural ones that are
unique to their situation. The policymaker identifies administrative and bureaucratic procedures as a
decisive barrier: insurance coverage requires employment, and migrants with mental health problems
are the least likely to be employed, meaning their only route to care is through emergency services
as uninsured patients: “To be insured for healthcare, one must be employed, and migrants with mental
health problems are unlikely to be employed” (SEERC, Policymaker). Asylum seekers face an
additional structural barrier: placement in isolated facilities far from cities, with no stimuli and no
support network, which worsens pre-existing mental health problems before any service contact is

even possible.

The academic reframes the entire information and navigation problem as a systemic organisational
failure rather than an individual knowledge gap. The absence of structured referral pathways, a
functioning primary care gateway that would lead citizens from their first point of contact to appropriate

specialist services, means that each individual must independently navigate a fragmented and

174



\

\(<

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,

MENTAL HEALTHCARE ACCESS

uncoordinated landscape. In this context, social capital, knowing the right people, becomes the de

facto pathway to care, producing a structural class difference in access.

The user representative provides a vivid illustration of how these barriers play out in lived experience.
Decades of sole caregiving, precarious employment, and social isolation meant that even when acute
physical symptoms signalled serious distress, accessing care was structurally impossible: “Because
even when | went to the hospital sometimes, | left secretly. | went to work and then returned again
because | was alone with two children. The children could not stay in the hospital. There was no time”
(SEERC, User Representative). The barriers are not primarily informational or motivational but
structural, produced by the intersection of economic precarity, social isolation, and service design that

assumes availability of time.

Stigma is identified across all five interviews as a prominent barrier to mental health care access in
the Greek context, operating at individual, family, community, and institutional levels simultaneously.
Its mechanisms differ meaningfully across the two vulnerable populations at the centre of SEERC’s
work, but the outcome is consistent: people who experience or suspect mental health difficulties do

not seek professional help.

For the Albanian migrant community, stigma is described by the civil society respondent as the
dominant barrier, more significant than language, geography, or cost: “This is the main issue for the
Albanian community” (SEERC, Civil Society). It operates through fear of social labelling, shame within
the family, and the equation of mental health care with being “crazy.” The user representative confirms
this from personal experience: “Some of my friends are also ashamed. They say: ‘Why should we go

1

to a psychologist? We are not crazy.” (SEERC, User Representative). The user representative is
aware of experiencing anxiety but actively avoids seeking help, a pattern the academic identifies as
characteristic of older, less educated populations who carry the highest levels of stigma: “Older, less

educated ones have more stigma for mental disorders than older ones” (SEERC, Academic).

Stigma within the Albanian community is compounded by decades of broader social stigmatisation in
Greek society, in which Albanian identity itself was associated with criminality and unworthiness
through media representation. This layered stigma, of both mental iliness and ethnic origin, has
shaped a generalised distrust of Greek institutions that extends directly to healthcare: “The community
was hurt and stigmatized knowing that society feel that we are only bad” (SEERC, Civil Society).
Disentangling the stigma of mental illness from the stigma of migration is therefore a prerequisite for

effective stigma reduction in this population.
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For the géneral Greek population, the academic confirms that stigma remains intense and is
supported by recent research: “Even the most recent data show that the stigma is still too intense”
(SEERC, Academic). Notably, stigma has not been addressed at the policy level in Greece, meaning
that the social environment in which individuals must decide whether to seek help has not been
structurally improved. The policymaker identifies silence and stigma as the primary obstacles to
mental health help-seeking and notes that the first step, family acceptance of a mental health problem,

is where the system currently fails.

The provider identifies a particular form of stigma that is analytically distinct: the belief that engaging
with mental health support will make problems worse, as if the process of solving the problem will
magnify it. This is a specific fear that prevents even motivated individuals from taking the first step
toward care: “Many people say that if they ‘dig into’ their problems with mental health, things will get
worse. As if the process of solving the problem will magnify it” (SEERC, Provider). Anti-stigma efforts

in Greece have not yet reached the point where this fear is effectively countered.

Cultural and social alignment of mental health services with the needs of vulnerable populations,
particularly migrants and refugees, is identified across all five interviews as largely absent at the
systemic level, with only isolated initiatives providing genuine cultural responsiveness. The provider,
drawing on years of work in the refugee sector, describes the failure most directly: “We are completely

lacking in that area in Greece” (SEERC, Provider).

The structural failure of cultural adaptation is not primarily a failure of individual professionals but a
failure of programme design. Intervention programmes routinely include budgets for legal, social, and
psychological professionals while omitting the foundational questions: in what language will services
be delivered, and with what prior cultural training? “Because of the urgency to intervene, no funds
were allocated to train professionals first or to develop interpreter networks. In my opinion, it’s a design
problem” (SEERC, Provider). The policymaker confirms that intercultural competence training does
not exist in medical education in Greece, meaning culturally appropriate care depends entirely on

individual initiative rather than institutional design.

A particularly important finding is that distrust of Greek institutions among the Albanian migrant
community is grounded not in unfounded fear but in concrete experiences and culturally transferred
expectations. The civil society respondent describes years of work to dismantle stereotypes about
Greek healthcare: that doctors would discriminate based on nationality, charge more, or provide
inferior care. These beliefs persisted regardless of the duration of residence in Greece, suggesting

they are culturally reproduced rather than individually acquired: “No. When | came here in 1997, there
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were peop/e who came here in 1990. We still have emigration from Albania to Greece” (SEERC, Civil

Society).

Community-led stigma reduction, through weekly gatherings, shared social activities, and the creation
of a safe, non-judgmental space for women to discuss their problems, is identified by the civil society
respondent as the most effective available approach. This peer-based model has produced
measurable change in help-seeking attitudes over a decade. The provider echoes this at the system
level, identifying peer and community worker models as the most promising mechanism for reaching
populations that formal services cannot access: “The model now is that you train community workers
who provide mental health first aid directly, and for those who need more, they refer them to the

appropriate services” (SEERC, Academic).

All five interviews converge on a diagnosis of severe structural under-provision of mental health
services in Greece, with an extreme geographic concentration in urban centres and near-total
absence of services in rural and remote areas. The academic describes the distribution as highly
heterogeneous “some areas are sufficiently covered and some areas have nothing” (SEERC,
Academic) while the policymaker is more direct: on the island of Samothrace there are no doctors
during winter. For vulnerable populations living in remote areas or in isolated asylum-seeker facilities,

the structural absence of services means that any discussion of access barriers is moot.

Even in major urban centres, service provision is inadequate for the volume of need. In Thessaloniki,
the second largest city in Greece, no adequate public mental health services exist for common
presentations such as depression and anxiety. The academic describes the impossibility of referring
even connected acquaintances to appropriate free care: “All my acquaintances and friends who say,
‘where should | go and | don’t have money to pay for psychotherapy?’. You know | have nowhere to
send them” (SEERC, Academic). The only systematic care available through the public system

requires either a psychiatric crisis or prior connection to a specific NGO programme.

A distinctive and analytically important finding specific to Greece is the coexistence of under-provision
of qualified care with over-provision of unqualified private practitioners. In areas such as Serres, public
mental health centres are understaffed and unknown to the population, while the private sector is
populated by practitioners working without adequate qualifications and without regulatory oversight:
“We do not find specialists as we want someone who lives in Serres. In Thessaloniki there may be
many, but they do not come to work in Serres. We have 10, 15 psychologists who have offices in

Serres who do not have the right qualifications” (SEERC, Academic). People who cannot find qualified
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public care are therefore funnelled toward unqualified private providers, meaning that help-seeking

may not result in appropriate care.

The mobile mental health unit in Serres prefecture represents the most significant facilitator identified
in the SEERC interviews for rural and elderly vulnerable populations. For the first time in the history
of the prefecture, elderly farmers in remote villages have access to a psychiatrist, psychologist, social
worker, and nurse visiting their local health centre weekly: “They are the most vulnerable groups, who
until now have had no mental health care. And now for the first time, they have access” (SEERC,
Academic). However, unmet demand has already produced a month-long waiting list after only two
years of operation, illustrating both the scale of previously unmet need and the insufficiency of current

provision.

The provider identifies the structural root of availability failures as the reliance on temporary European
funding cycles rather than integration of mental health into stable state social policy: “We should stop
viewing temporary funding as the ultimate solution and integrate mental health more firmly into state
social policy” (SEERC, Provider). Without this shift, the pattern of service emergence and dissolution
will continue, preventing the community structures and therapeutic relationships that effective care

requires from being built.

The format and delivery model of mental health services in Greece is structurally misaligned with the
realities of the most vulnerable populations. Standard working hours in public services create a
categorical barrier for working people, particularly migrant women in informal employment without
protected leave rights. The user representative describes twenty years of working from 5am to
9:30pm, during which time any regular appointment was structurally impossible regardless of cost or
motivation: “Do you believe that for 20 years | didn’t even know where the beach was? | didn’t even
take the children. | woke up at five in the morning and returned home at 21:30 at night” (SEERC, User

Representative).

The contrast between NGO and public sector scheduling flexibility is stark and consistent across
interviews. The provider confirms: “NGOs have a lot of flexibility, from what I've experienced. Public
services have very little. The more public the structure, the more rigid things become” (SEERC,
Provider). For vulnerable populations who cannot make weekday appointments, the practical choice

is between NGO services, where these exist and are funded, or no mental health support at all.

Continuity of care is identified by the provider as the most clinically critical and most consistently
absent element of the Greek mental health system. EU-funded programmes provide meaningful
access during their operational period, but their dissolution at the end of funding cycles destroys the

therapeutic relationships that have been built: “Without these programs, we’d have zero accessibility.
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They’re wonderful. But after one, two, three years, everything dissolves until the next funding cycle.
There’s no continuity. Communities are not built” (SEERC, Provider). For a population whose needs
are long-term and highly sensitive to relational discontinuity, this structural instability represents a

fundamental appropriateness failure embedded within the availability dimension.

Online therapy is identified as an emerging structural facilitator that partially addresses both
geographic and scheduling barriers. The explosion of online provision in the private sector has opened
new possibilities, particularly for Greek-speaking migrants living abroad and for those in rural areas:
“Online sessions have opened huge possibilities. It’s also easier to find providers online now than in
the past” (SEERC, Provider). However, digital access requires both hardware and digital literacy,

conditions that cannot be assumed for older adults or recent migrants.

Financial barriers in Greece operate through a mechanism distinct from many other European
contexts. Because public mental health services are formally free of charge, direct costs are not the
primary barrier for those who can access the public system. Instead, financial barriers manifest
through the two-tier system: those who can afford to pay access faster private care of variable quality,
while those who cannot must wait months in an under-resourced public system. The academic states

this directly: “The cost affects availability, does not affect quality” (SEERC, Academic).

In practice, the public system’s waiting times of six to seven months create a de facto financial barrier,
because those who need care urgently must pay privately or go without. The policymaker identifies
this as a mechanism of inequality: “Those people who do not have the money will have to wait months
before they can access it” (SEERC, Policymaker). The provider confirms that financial hardship is
near-universal among vulnerable groups, raising the question of whether any vulnerable social group

is not also financially vulnerable.

For migrants in particular, the insurance system creates an additional categorical exclusion.
Healthcare coverage requires formal employment, and migrants with mental health difficulties are the
least likely to be employed. This structural exclusion means the free public system is not actually free
for a significant portion of the most vulnerable: “Administrative and bureaucratic procedures are a
major barrier because to be insured for healthcare, one must be employed, and migrants with mental

health problems are unlikely to be employed” (SEERC, Policymaker).

Indirect costs are equally significant. The user representative describes the prohibitive costs of private
hospital care, 700 euros per night at a private hospital in Athens, and the response upon hearing the
price: “When | heard that | said: ‘Leave it. | will die like this. | don’t want it.” (SEERC, User

Representative). Even in the public system, indirect costs of lost working hours, transport, and
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childcare arrangements represent insuperable barriers for working migrants with sole caregiving

responsibilities. For this population, the cost of accessing care is not primarily monetary but temporal.

Financial support mechanisms for mental health care in Greece are limited, patchwork, and not
specifically targeted at mental health for vulnerable populations. The primary access route for
vulnerable groups is through EU-funded programmes implemented by NGOs and municipalities, a
model that is effective while operational but structurally fragile: “Funded programs are a huge relief
and often the main access point for non-clinical cases. NGOs or local authorities implement them”
(SEERC, Provider).

The policymaker confirms that municipal initiatives include free psychological and social services for
vulnerable people, but these are embedded within broader social programmes rather than constituting
a dedicated mental health funding mechanism: “Within our initiatives we have psychologists and
social workers providing free services for vulnerable people” (SEERC, Policymaker). There are no
specific financial support mechanisms for mental health for migrants, elderly populations, or other

vulnerable groups comparable to those available for people with recognised disability.

A structural gap identified by the provider is the absence of state reimbursement for private
psychology sessions for adults, while such reimbursement exists for children. This creates a financial
cliff at the age of eighteen: “For children, insurance reimburses private sessions. For adults, nothing
similar exists” (SEERC, Provider). The provider proposes extending reimbursement to adult

psychology as a systemic solution that would simultaneously address access, cost, and stigma.

The civil society respondent’'s community has reached the point of guiding members toward free
public services, but notes that financial cost has not yet become the primary barrier, because stigma
and motivation barriers have not yet been overcome sufficiently for cost to become relevant: “We
haven’t reached the point where the cost is the issue yet” (SEERC, Civil Society). This is a distinctive
finding that illustrates the sequential nature of access barriers: for this population, stigma must be

addressed before financial accessibility even becomes the relevant concern.

Across all five interviews, the appropriateness of mental health care in Greece is characterised by a
fundamental asymmetry: when care is accessed, particularly through the public hospital system or
well-resourced NGO programmes, it is generally described as good in quality and delivered by

committed professionals. However, this positive assessment applies only to the small minority who
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population that never does.

The academic’s evaluation data from mobile units and outreach services consistently shows high
satisfaction among those who access care. In one evaluation of a mobile unit on Mykonos, recipients
were highly reluctant to say anything critical for fear the unit would be closed: “Their great agony was

not to say anything negative and close the unit. They were very anxious about it” (SEERC, Academic).

For migrants and refugees, care appropriateness is compromised at the most fundamental level by
the absence of language support and cultural preparation among providers. The civil society
respondent’s initiative to train community peer workers and the academic’s piloting of peer-supported
self-help groups for Ukrainian refugees represent the most promising models for appropriate care
delivery for this population, precisely because they embed cultural and linguistic competence within
the care relationship itself: “For most people, there is no need for anything else. For populations that
are distressed in general, if you deal with their problems, psychosocial problems directly, most of

them will avoid developing more serious mental problems” (SEERC, Academic).

The user representative’s experience illustrates the appropriateness problem most concretely: the
user representative has never accessed mental health services despite experiencing symptoms of
anxiety and panic attacks for overt wo decades. This mental health need is entirely unmet, not
because of negative experiences of mental health care but because the combination of stigma,
distrust, work demands, and social isolation has prevented any entry into the system. This case
represents the majority experience for vulnerable populations in Greece, under-treatment driven not

by service inadequacy but by access failure at every prior stage.

National evaluation infrastructure for mental health services does not exist in Greece. There are no
satisfaction studies, no national registries, and no systematic quality monitoring data. This means it
is structurally impossible to assess whether care is appropriate for vulnerable populations at a system
level: “No, there are no evaluations or data. In Greece, evaluations are lacking, and statistical data
are missing” (SEERC, Policymaker). The planned national framework for assessment of mental health
services, announced very recently, will apply only to private entities, leaving the public system outside

evaluation.

The quality of provider-patient interactions in Greece is described across all five interviews as highly
variable and dependent on individual professional character rather than systemic standards or

training. The user representative captures this experience most directly: “There are good ones and
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there are bad ones. Different kinds” (SEERC, User Representative). This variability is not experienced
as a neutral observation but as a source of anxiety that actively deters help-seeking: if one does not
know what kind of provider one will encounter, the risk of a dismissive or harmful interaction may

outweigh the anticipated benefit.

Experiences of disrespectful care, a doctor looking at a phone during a consultation, an unsolicited
prognosis delivered without context, a demand for 70 euros before any examination, are described
by the user representative as concrete deterrents to future help-seeking. These are not marginal
experiences but representative encounters that generate stories shared within communities, shaping
collective expectations: “A lot of stories that can create a reality afterwards and people decide there

are not going because if I'm going to be vulnerable | don’t want anything negative happening’
(SEERC, User Representative).

By contrast, the user representative’s encounter with a provider who conducted a thorough
examination, explained the situation clearly, respected the user representative’s autonomy in
decision-making, and followed up over time is described as transformative: “He said: ‘You will think
about it as long as you want and then come back to me and tell me what you want to do.” That’s the
doctor who is good and proper and knows his job” (SEERC, User Representative). This description
captures the core elements of appropriate interaction, respect, clear communication, and person-
centred decision-making, and demonstrates that the professional capacity for such interactions exists.

The problem is that it is distributed unevenly and without systemic support.

The provider draws a precise analytical distinction between the quality of individual professionals and
the quality of systems: “Mental health professionals are generally sensitive, humane, respectful.
Teams are strong on a personal level. The problem is duration” (SEERC, Provider). And: “Many times
in Greece, what happens is that providers are forced to compensate for the shortcomings of the
system” (SEERC, Provider). This structural compensation, where individual professional commitment
is the mechanism by which system failures are partially absorbed, is recognised across all five
interviews as both a testament to the quality of professionals and an unsustainable basis for service

delivery.

For migrants, the desire to be seen as a human being rather than defined by ethnicity or occupation
runs through the interview as the core acceptability condition: “/ want them to see me not as a cleaner,
but as a human being. That'’s it” (SEERC, User Representative). This encapsulates what appropriate
care means for this population: not cultural competence as a technical skill, but the basic recognition

of personhood that every clinical encounter should begin from.
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The dataset included 224 respondents across three groups: General (n = 112), Unaccompanied
children (n = 16), and Youth aged 18-25 (n = 96) (Table 76).

Table 76: Distribution of participants across the included groups in Greece

N=112 N =16 N = 96

The mean age was 38.8 years (SD 11.8) in the General group, 16.3 years (SD 0.9) among
Unaccompanied children, and 20.5 years (SD 2.6) in the Youth group (Table 77).

Questionnaire completion differed across groups. In the General group, most questionnaires were
self-completed (109), with two completed with assistance and one by someone else. Among
Unaccompanied children, none were self-completed; six (37.5%) were completed with assistance
and ten (62.5%) by someone else. In the Youth group, 70 questionnaires (72.9%) were self-
completed, 10 (10.4%) were completed with assistance, and 16 (16.7%) by someone else.

For sex at birth, the General group included 86 females, 24 males, and two non-binary respondents.
Among Unaccompanied children, three reported female, twelve male, and one preferred not to say.
In the Youth group, 61 reported female and 35 male. Gender identity aligned with sex assigned at
birth for most respondents: 109/112 in the General group, all 16 Unaccompanied children, and
94/96 in the Youth group. Three respondents in the General group and two in the Youth group
reported a different gender identity. Most respondents in each group identified as heterosexual. In
the General group, 101 reported heterosexual orientation, four gay, six bisexual, and one another
orientation. Among Unaccompanied children, 15 reported heterosexual orientation and one
preferred not to say. In the Youth group, 74 reported heterosexual orientation, one gay, two lesbian,
nine bisexual, and ten preferred not to say. Most participants resided in Greece: 110/112 in the
General group, 14/16 Unaccompanied children, and 93/96 in the Youth group. Birthplace
distributions were as follows: in the General group, 108 were born in Greece, one in another EU
country, and three outside the EU; all Unaccompanied children were born outside the EU; and in the
Youth group, 68 were born in Greece, two in another EU country, and 26 outside the EU.
Citizenship largely corresponded to country of residence. In the General group, 111 respondents
held citizenship of the country of residence and one of another EU member state. Among
Unaccompanied children, three held citizenship of the country of residence and thirteen of a non-EU
country. In the Youth group, 74 were citizens of the country of residence, one of another EU

member state, and 21 of a non-EU country. The mean duration of stay in the country was 36.4
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years (SD 13.7) in the General group, 3.63 years (SD 4.36) among Unaccompanied children, and
16.0 years (SD 8.41) in the Youth group. Educational attainment (ISCED) reflected the groups’ life
stages. In the General group, most respondents reported tertiary education, including 40 with a
Bachelor’s degree (ISCED 6), 49 with a Master’s degree (ISCED 7), and two with a Doctoral degree
(ISCED 8). Smaller numbers reported lower levels of education. Among Unaccompanied children,
education levels ranged from ISCED 0 to ISCED 3. In the Youth group, educational attainment was
more varied, with many respondents reporting tertiary education (45 with ISCED 6 and five with
ISCED 7), alongside others at earlier educational levels. Use of mental health services in the
previous 12 months was reported by 54 of 112 respondents in the General group, all 16

Unaccompanied children, and 56 of 96 respondents in the Youth group.

Table 77: Descriptive statistics of the different included groups in Greece

Demographic General Unaccompanied
Youth (18-25)
variable group children

Age, mean (sd) 38.8 (11.8) 16.3 (0.9) 20.5 (2.6) 29.3 (12.7)
Questionnaire completed by, n (%)
Respondent
alone 109 (97.3%) 0 (0%) 70 (72.9%) 179 (79.9%)
Respondent with
- 2 (1.8%) 6 (37.5%) 10 (10.4%) 18 (8.0%)
Someone else 1(0.9%) 10 (62.5%) 16 (16.7%) 27 (12.1%)
Sex at birth, n (%)
Female 86 (76.8%) 3 (18.8%) 61 (63.5%) 150 (67.0%)
Male 24 (21.4%) 12 (75.0%) 35 (36.5%) 71 (31.7%)
Non-binary 2 (1.8%) 0 (0%) 0 (0%) 2 (0.9%)
Prefer not to say 0 (0%) 1(6.3%) 0 (0%) 1(0.4%)
Gender the same as assigned at birth, n (%)
Yes 109 (97.3%) 16 (100%) 94 (97.9%) 219 (97.8%)
No 3 (2.7%) 0 (0%) 2(2.1%) 5(2.2%)
Prefer not to say 0 (0%) 0 (0%) 0 (0%) 0 (0%)
Sexual orientation, n (%)
Heterosexual 101 (90.2%) 15 (93.8%) 74 (77.1%) 190 (84.8%)
Gay 4 (3.6%) 0 (0%) 1 (1.0%) 5 (2.2%)
Lesbian 0 (0%) 0 (0%) 2 (2.1%) 2 (0.9%)
Bisexual 6 (5.4%) 0 (0%) 9 (9.4%) 15 (6.7%)
Other 1 (0.9%) 0 (0%) 0 (0%) 1(0.4%)
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Greece
Other

Born in the
country of
residence

In another
country in the EU
Born in another
country outside
the EU

Citizen of the
country of
residence

No citizenship of
the country of
residence but that
of another EU
member state

No citizenship of
the country of
residence but that
of a country
outside the EU

Duration of stay

in the country of
residence, mean
years (SD)

Early childhood
education (ages 3

and above),

0 (0%)

110 (98.2%)
2 (1.8%)

108 (96.4%)

1(0.9%)

3 (2.7%)

111 (99.1%)

1(0.9%)

0 (0%)

36.4 (13.7)

1(6.3%)

Country of residence, n (%)

14 (87.5%)
2 (12.5%)

Country of birth, n (%)

0 (0%)

0 (0%)

16 (100%)

Citizen of country, n (%)

3 (18.8%)

0 (0%)

13 (81.3%)

3.63 (4.36)

10 (10.4%)

93 (96.9%)
3 (3.1%)

68 (70.8%)

2 (2.1%)

26 (27.1%)

74 (77.1%)

1(1.0%)

21 (21.9%)

16.0 (8.41)

Highest level of education completed (ISCED), n (%)

0 (0%)

3 (18.8%)

185

5 (5.2%)

11 (4.9%)

217 (96.9%)
7 (3.1%)

176 (78.6%)

3 (1.3%)

45 (20.1%)

188 (83.9%)

2 (0.9%)

34 (15.2%)

25.3 (16.0)

8 (3.6%)
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Within the Availability and Accommodation dimension, most indicators did not demonstrate
statistically significant differences between population groups. Specifically, no statistically significant
differences were observed regarding the time required to travel to mental health service locations,
the availability of private space for receiving care and speaking openly, the time required to obtain
an appointment when mental healthcare was needed, or knowledge of where to seek immediate

help during a mental health crisis (Figure 84; all p-values > 0.05).

Time to get to the mental health service location Availability of a private space for receiving care and talking openly
Response Less than 5 minutes 5-15mintes [ 16-30 minutes [ 31-60 minutes [l More than 1 hour Response M ves [ no Not sure
Fisher's Test: p = 0.353 Cramer's V = 0.1747 Fisher's Test: p = 0.723 Cramer's V = 0.09204

©

.
7
®

General Unaccompanied children Youth (18 - 25) General Unaccompanied children Youth (18 - 25)

2
3

Proportion
Proportion

Group Group
Time to get an appointment when needed mental health care Knowledge of where to go for inmediate help in a mental health crisis
Response Less than a week Less than a month 16months [l Never able to get an appointment [l Not Response M ves [ no Not sure
Fisher's test: p = 0.594 Cramer's V=0.1783 Fisher's test: p = 0.0785 Cramer's V=0.134

Proportion

17

General Unaccompanied children Youth (18 - 25) General Unaccompanied children Youth (18 - 25)
Group Group

Figure 82: Non-significant differences across groups for the Availability and Accommodation dimension in Greece

In contrast, variation between groups was identified regarding awareness of mental health services
available in the local area (Figure 85). Pairwise comparisons indicated a statistically significant
difference between the general population and youth aged 18-25 years (p = 0.003, Cramer's V =
0.241). No statistically significant difference was observed between the general population and
unaccompanied children (p = 0.271, Cramer's V = 0.146; Table 78). Descriptive findings indicated
that respondents in the youth group (18-25 years) reported lower levels of awareness of available
mental health services compared with the general population. The corresponding effect size
indicates a small to moderate association, suggesting meaningful differences in awareness between
these groups.
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Awareness of mental health services in the area

Response . Yes . No Not sure

Fisher's Test: p = 0.0015 Cramer's V = 0.1961
90%
c
.0
£ 60%
o
Q.
o
L
o
b _
27
17 2
0%
General Unaccompanied children Youth (18 — 25)

Group

Figure 83: Fisher's exact test of the awareness of mental health services in the area item in Greece

Table 78: Pairwise comparison test of the awareness of mental health services in the area item in Greece

P Value
Comparison adjusted | Cramer’s
Fisher \%
test
General group : Unaccompanied children 0.271 0.146
General group : Youth (18 — 25) 0.003 0.241
Unaccompanied children : Youth (18 — 25) 0.008 0.286
Approachability

Within the Approachability dimension, several indicators did not demonstrate statistically significant
differences between population groups. These included whether participants had encountered
information on accessing mental health support, the ease of finding reliable information about

mental health services, whether respondents had heard about experiences of other patients
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regarding mental health services, and whether they had come across outreach programs related to

mental health services (Figure 86; all p-values > 0.05).

Have participants encountered information on accessing mental health support? Easiness to find reliable information about mental health services
Respnnse . Yes . No Not sure: Response Very easy Easy . Neutral . Difficult . Very difficuft
Fisher's test: p = 0.097 Cramer's V = 0.1301 Fisher's test: p = 0.0785 Cramer's V= 0.1667

]

| II
Proportion
@
3
= =

Proportion
@ @
2 2 3
& B =
| II
w
8
=
|II | |
||I | |
“I |

0% 0%
General Unaccompanied children Youth (18 — 25) General Unaccompanied children Youth (18 —25)
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Heard about experiences of other patients regarding mental health services Come across outreach programs
Response . Yes . No Not sure Response . Yes . No Not sure
Fisher's test: p = 0.229 Cramer's V = 0.1012 Fisher's test: p = 0.091 Cramer's V = 0.1243

©
S
R

mI.

Proportion
g

w
S
S
w
=1
2

| II
Proportion
= ©
=3 8
= =

0%
General Unaccompanied children Youth (18 — 25) General Unaccompanied children Youth (18 —25)
Group Group

Figure 84: Non-significant differences across groups for the Approachability dimension

In contrast, statistically significant differences were identified regarding whether participants had
been asked about their mental well-being during encounters with a family doctor, school counsellor,
or social worker Figure 87. Pairwise comparisons indicated significant differences between the
general population and unaccompanied children (p = 0.002, Cramer's V = 0.336), between the
general population and youth aged 18-25 years (p = 0.003, Cramer's V = 0.243), and between
unaccompanied children and youth aged 18-25 years (p = 0.011, Cramer's V = 0.275) (Table 79).
Descriptive findings indicated that unaccompanied children were more frequently asked about their
mental well-being compared with the other groups. The corresponding Cramer's V values indicate
small to moderate associations, suggesting meaningful differences in how mental health

discussions are initiated across population groups.
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Asked about mental well-being in an encounter with a family doctor, school counselor, or social worker

Response [l Yes [ no Not sure

Fisher's test: p = 5e-04 Cramer's V= 0.2337

90%

60%

Proportion

30%

B 2
0%

General Unaccompanied children Youth (18 — 25)
Group

Figure 85: Fisher's exact test of the asked about mental well-being in an encounter with a family doctor, school counsellor, or social

worker item in Greece

Table 79: Pairwise comparison test of the asked about mental well-being in an encounter with a family doctor, school counsellor, or

social worker item in Greece

P Value
Comparison adjusted | Cramer’s
Fisher \%
test
General group : Unaccompanied children 0.002 0.336
General group : Youth (18 — 25) 0.003 0.243
Unaccompanied children : Youth (18 — 25) 0.011 0.275
Acceptability

Within the Acceptability dimension, most indicators did not demonstrate statistically significant
differences between population groups. Specifically, no differences were observed regarding
whether mental health services were perceived as sensitive to cultural beliefs and practices, the
possibility to communicate with mental health providers in a preferred language, whether mental
health professionals communicated respectfully with patients, whether patients’ rights were

protected against mistreatment or abuse, or whether mental health services were considered
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trustworthy (Figure 88 & Figure 89; all p-values > 0.05).

Mental health services are sensitive to your cultural beliefs and practices Option to communicate with the mental health provider in the preferred language
Response [l ves I no Not sure Response [l ves I no Not sure

Fisher's test: p = 0.246 Cramer's V = 0.1356

Fisher's: p = 0.602 Cramer's V = 0.07975
- - - i
§ 60% é 60%
R E——
: : ° L :
0% 0%
General Unaccompanied children Youth (18 - 25) General Unaccompanied children Youth (18 - 25)
Group Group

Mental health workers communicate respectfully with patients
Response [l ves I Mo Notsue

Fisher's test: p = 0.401 Cramer's V = 0.1284
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| |I

Proporti

| |.
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0%
General Unaccompanied children Youth (18 — 25)

Group

Figure 86: Non-significant differences across groups for the Acceptability dimension in Greece (1)

Rights are protected against any mistreatment or abuse
Response [l ves [ no Not sure

Fisher's test: p = 0.157 Cramer's V = 0.1204

Proportion
> ©
g 3
5 II

0%
General Unaccompanied children Youth (18 - 25)

Group

Mental health services are trustworthy
Response [l Neutal Nottrustworthy [l Trustworthy

Fisher's test: p = 0.468 Cramer's V = 0.08478

Proportion

Unaccomparied children Youth (18 - 25)

Group

Figure 87: Non-significant differences across groups for the Acceptability dimension in Greece (2)

In contrast, statistically significant differences were observed regarding the option to choose one's
own doctor or therapist (Figure 90). Pairwise comparisons (Table 80) indicated significant
differences between the general population and unaccompanied children (p = 0.005, Cramer's V =
0.418), as well as between unaccompanied children and youth aged 18-25 years (p = 0.020,
Cramer's V = 0.319). No statistically significant difference was observed between the general
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population and youth aged 18-25 years (p = 0.396, Cramer's V = 0.129). Descriptive findings
indicated that unaccompanied children were less likely to report having the option to choose their
own doctor or therapist compared with other groups. The corresponding Cramer's V values indicate
moderate associations, particularly for comparisons involving unaccompanied children, suggesting
meaningful differences in autonomy related to provider choice.

Option to choose own doctor or therapist

Response [l ves I no Not sure

Fisher's test: p = 0.008 Cramer's V=0.2212
I
90%
6
£ 60%
o
Q
2
) _
30%
7
15 W
0%
General Unaccompanied children Youth (18 — 25)
Group

Figure 88: Fisher's exact test of the option to choose own doctor or therapist item in Greece

Table 80: Pairwise comparison test of the option to choose own doctor or therapist item in Greece

P Value

adjusted | Cramer’s
Comparison

Fisher \

test
General group : Unaccompanied children 0.005 0.418
General group : Youth (18 — 25) 0.396 0.129
Unaccompanied children : Youth (18 — 25) 0.020 0.319

Affordability

Within the Affordability dimension, several indicators did not demonstrate statistically significant
differences between population groups. These included not taking prescribed medication due to
cost, delayed or avoided mental healthcare due to financial constraints in the past 12 months, and
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difficulty accessing mental healthcare due to additional costs (Figure 91; all p-values > 0.05).

Ever not taken prescribed medication due to the cost Delayed or avoided mental healthcare due to the cost in the past 12 months

Response Never Rarely [l Sometimes ] ofen [l Ve often Response [l ves I no Not sure

Cramer's V = 0.1599 Fisher's test: p = 0.241 Cramer's V = 0.1151

Fisher's test: p = 0.105
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Times when difficult to access mental healthcare due to additional costs

Response Never Rarely [l Sometimes [l ofen [l veryoften
Fisher's test: p = 0.449 Cramer's V = 0.1287
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Figure 89: Non-significant differences across groups for the Affordability dimension in Greece

In contrast, statistically significant differences were observed regarding the possibility of accessing
mental health services through public programs or services free of charge or at low cost (Figure 92)
Pairwise comparisons (Table 81) indicated significant differences between the general population
and unaccompanied children (p = 0.002, Cramer's V = 0.550), as well as between the general
population and youth aged 18-25 years (p = 0.002, Cramer's V = 0.327). No statistically significant
difference was observed between unaccompanied children and youth aged 18-25 years (p =
0.066). Descriptive findings indicated that respondents in the general population reported fewer
opportunities to access publicly funded or low-cost mental health services compared with youth and

unaccompanied children. The corresponding effect sizes indicate moderate to large associations,
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particularly for comparisons involving unaccompanied children.

Possiblities to get mental health services from public programs or services free or low-cost

Response [l ves I no Not sure

Fisher's test: p = 0.001 Cramer's V =0.3082
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T 60%
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General Unaccompanied children Youth (18 — 25)
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Figure 90: Fisher's exact test of the possibilities to get mental health services from public programs or services free or low cost item in

Greece

Table 81: Pairwise comparison test of the possibilities to get mental health services from public programs or services free or low cost

item in Greece

P Value
. adjusted | Cramer’s

Comparison

Fisher \%

test
General group : Unaccompanied children 0.002 0.550
General group : Youth (18 — 25) 0.002 0.327
Unaccompanied children : Youth (18 — 25) 0.066 0.275

Differences were also identified regarding health insurance coverage for mental health services
(Figure 93). Pairwise comparisons (Table 82) indicated a statistically significant difference between
the general population and youth aged 18-25 years (p = 0.006, Cramer's V = 0.271), while other
group comparisons were not statistically significant. Descriptive findings suggested variation in
reported insurance coverage between these groups. The observed effect size indicates a small to
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moderate association.

Health insurance that covers mental health services

Response Yes, fully Yes, partially No . Not sure

Fisher's test: p = 0.005 Cramer's V=0.2027

90% 20 13

15

ion

60% 3

Proport

General Unaccompanied children Youth (18 — 25)
Group

30%

0%

Figure 91: Fisher's exact test of the health insurance that covers mental health services item in Greece

Table 82: Pairwise comparison test of the health insurance that covers mental health servicess item in Greece

P Value

adjusted | Cramer’s
Comparison

Fisher \Y

test
General group : Unaccompanied children 0.369 0.151
General group : Youth (18 — 25) 0.006 0.271
Unaccompanied children : Youth (18 — 25) 0.362 0.191

Further variation was observed regarding difficulty accessing mental healthcare due to loss of
income (Figure 94). Pairwise comparisons (Table 83) identified a statistically significant difference
between the general population and youth aged 18-25 years (p = 0.039, Cramer's V = 0.239), while
other comparisons did not reach statistical significance. These findings suggest modest differences

in income-related financial barriers between these groups.
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Times when difficult to access mental healthcare due to a loss of income

Response Never Rarely . Sometimes . Often . Very often

Fisher's test: p = 0.017 Cramer's V = 0.2062

90%

42

67

60% 13

Proportion

30%

||| E

General Unaccompanied children Youth (18 — 25)
Group

0%

Figure 92: Fisher's exact test of the times when difficult to access mental healthcare due to a loss of income item in Greece

Table 83: Pairwise comparison test of the times when difficult to access mental healthcare due to a loss of income item in Greece

P Value

adjusted | Cramer’s
Comparison

Fisher \%

test
General group : Unaccompanied children 0.252 0.200
General group : Youth (18 — 25) 0.039 0.239
Unaccompanied children : Youth (18 — 25) 0.110 0.282

Additional differences were identified regarding whether respondents had been offered financial
support or discounts to reduce or cover the costs of care (Figure 95) Pairwise comparisons (Table
84) indicated statistically significant differences between the general population and unaccompanied
children (p = 0.008, Cramer's V = 0.402), between the general population and youth aged 18-25
years (p = 0.008, Cramer's V = 0.300), and between unaccompanied children and youth aged 18—
25 years (p = 0.017, Cramer's V = 0.299). Descriptive findings indicated that financial support was
reported more frequently among youth and unaccompanied children compared with the general

population. The corresponding effect sizes indicate moderate associations, suggesting meaningful
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variation in access to financial assistance.

Ever offered financial support or discounts to reduce or cover the costs of care

Response Il ves [ no Not sure

Fisher's test: p = 0.001 Cramer's V = 0.2486

90%

ion

60%

Proport

30%

12

0%

General Unaccompanied children Youth (18 — 25)
Group

Figure 93: Fisher's exact test of the ever offered financial support or discounts to reduce or cover the costs of care item in Greece

Table 84: Pairwise comparison test of the ever offered financial support or discounts to reduce or cover the costs of care item in Greece

P Value

adjusted | Cramer’s
Comparison

Fisher \%

test
General group : Unaccompanied children 0.008 0.402
General group : Youth (18 — 25) 0.008 0.300
Unaccompanied children : Youth (18 — 25) 0.017 0.299

Although variation was also observed regarding whether services provided help with payment
options, insurance questions, or financial assistance (Figure 96), pairwise comparisons did not
identify statistically significant differences between specific group combinations after adjustment (all
adjusted p-values > 0.05; Table 85). These findings suggest that overall differences may exist, but

198



GA 101156500
equicares

COMMUNITY-DRIVEN INCLUSIVE, EQUITABLE,
MENTAL HEALTHCARE ACCESS

specific group-level differences were not clearly attributable.

Anyone from the service helped with payment options, insurance questions, or financial assistance

Response Il Yes [ No Not sure

Fisher's test: p = 0.0145 Cramer's V=0.2132
19
T

60%

Proportion

30%

0%

General Unaccompanied children Youth (18 — 25)
Group

Figure 94: Fisher's exact test of the anyone from the service helped with payment options, insurance questions, or financial assistance

item in Greece

Table 85: Pairwise comparison test of the anyone from the service helped with payment options, insurance questions, or financial

assistance item in Greece

P Value
Comparison adjusted | Cramer’s
Fisher \%
test
General group : Unaccompanied children 0.127 0.236
General group : Youth (18 — 25) 0.074 0.265
Unaccompanied children : Youth (18 — 25) 0.098 0.280
Appropriateness

Within the Appropriateness dimension, none of the assessed indicators demonstrated statistically
significant differences between population groups. Specifically, no differences were observed
regarding whether mental health professionals treated clients with courtesy and respect, whether
providers explained information in a way that was easy to understand, or whether sufficient time
was spent during consultations (Figures 97-100; all p-values > 0.05). These findings indicate that
several core aspects of provider—patient interaction were experienced similarly across the general
population, youth aged 18-25 years, and unaccompanied children. Similarly, no statistically

significant differences were identified regarding the perceived helpfulness or relevance of mental
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health services, whether cultural beliefs and practices were considered, or whether respondents
reported involvement in setting treatment goals or care plans. In addition, perceptions that providers
considered broader life circumstances and that referrals between services occurred smoothly did
not differ between groups. Further indicators related to continuity of care also showed no statistically
significant variation. These included the ease of scheduling follow-up appointments, the possibility
of seeing the same provider consistently, and whether users received invitations to provide
feedback regarding their treatment. Likewise, perceptions that feedback was used to improve
services, and whether support was offered to caregivers or family members, were comparable

across all groups.

Times that mental health professionals treated the client with courtesy and respect while receiving mental healthcare Times that a provider explained things in a way that is easy to understand while receiving mental healthcare
Response Always ofen [l sometimes [l Rarely or never Response Always ofien [l Sometimes [l Rarely or never
Fisher's test: p = 0.215 Cramer's V = 0.1681 Fisher's test: p = 0.134 Cramer's V = 0.1944
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Group Group
Times the provider spend enough time while receiving mental healthcare Times mental health services are found helpful or relevant
Response Always often [l sometimes [l Rarely or never Response Always often [l Sometimes [l Rarely or never
Fisher's test: p = 0.91 Cramer's V = 0.09984 Fisher's test: p = 0.487 Cramer's V = 0.1665
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Figure 95: Non-significant differences across groups for the Appropriateness dimension in Greece (1)
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Cultural beliefs and practices are d for when ing mental e Mental health provider considered other aspects of life experiences

Excellent Good [l Poor

Excellent Good [l Poor
Response
verygood [l Far [ Notsuwe

Response
po verygood [l Fair [l Notsue

Fisher's test: p = 0.801 Cramer's V = 0.1672 Fisher's test: p = 0.389 Cramer's V = 0.2217
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Times of involvement in setting goals or making plans for mental healthcare Times of smooth referral services or pi without having to repeat everything eac
Response Aways ofen [l sometimes [l Rarely or never Response Always often [l Sometimes [l Rarely or never
Fisher's test: p = 0.628 Cramer's V = 0.148 Fisher's test: p = 0.861 Cramer's V= 0.1332
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Figure 96: Non-significant differences across groups for the Appropriateness dimension in Greece (2)

Possibility to see the same doctor or therapist consistently during mental heaith treatment

to follow-up app if req

Response Very easy Easy [l Newral [l Dificur [l Very difficur Response Always often [l sometimes [l Rarely or never

Fisher's test: p = 0.676 Cramer's V = 0.1664 Fisher's test: p = 0.831 Cramer's V = 0.1016
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The mental health user received invitations to provide feedback regarding their mental health treatment.

Response Abways ofien [l Sometimes [l Rarely or never

Fisher's test: p = 0.744 Cramer's V = 0.1443
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Figure 97: Non-significant differences across groups for the Appropriateness dimension in Greece (3)
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Feeling by the mental health user that feedback was used to make services better Support was offered to caregivers or family members

Response Always ofien [l Sometimes [l Rarely ornever Response [l ves [0 No

Fisher's test: p = 0.388 Cramer's V = 0.2046 Fisher's test: p = 0.437 Cramer's V = 0.1445

Proportion

30% 30%

0%

General

Figure 98: Non-significant differences across groups for the Appropriateness dimension in Greece (4)

Unaccompanied children Youth (18 - 25) General Unaccompanied children Youth (18 - 25)
Group Group

Participant-reported health, unmet need for care, and triangulation

Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, could not be directly compared with
national reference values for Greece, as no national EQ-5D-5L value set or population norm dataset
specific to Greece was available at the time of analysis. Consequently, health-related quality of life

results are reported descriptively without direct comparison to national benchmarks.

Self-perceived health

Self-perceived health was assessed using items aligned with those included in the EU Statistics on
Income and Living Conditions (EU-SILC) Greece dataset, enabling comparison with national
distributions reported through Eurostat EU-SILC Greece data.'?. As subgroup-specific data for youth
and unaccompanied children were not available in EU-SILC Greece, comparisons were conducted
primarily at the overall country level. Within the present dataset, most respondents reported good or
very good health across all population groups. In the general population, 44.6% reported good
health and 41.1% reported very good health. Among unaccompanied children, responses were
more evenly distributed, with 37.5% reporting fair health and 37.5% reporting good health. Youth
aged 18-25 years similarly reported predominantly good or very good health (44.8% and 31.3%,
respectively) (Table 86). When compared with national estimates from the EU-SILC Greece

dataset, the distribution observed in the present study appears broadly comparable, with relatively
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low proportions reporting poor health and the majority reporting good or very good health at the
population level (Table 87)

Table 86. Self-perceived health in the dataset of Greece

Unaccompanied
General group Youth (18-25)
children
0.0

000 000
s st

Fair (neither
good nor bad), n 11(9.8) 6 (37.5) 18 (18.8)
(%)

50 (44.6) 6 (37.5) 43 (44.8)
Very good, n (%) 46 (41.1) 4 (25.0) 30 (31.3)
Missing, n (%) 2(1.8) 0 (0.0) 0 (0.0)

Table 87: Self-perceived health in the dataset of EU-SILC Greece

Total group

Very bad, % 1.6
Bad, % 5.6
Fair (neither 149
good nor bad), % '

Good, % 30.6
Very good, % 47.3

Activity limitations

Functional limitations were assessed using indicators corresponding to those included in the EU-
SILC Greece dataset, enabling comparison with national activity limitation distributions™®. Across
study groups, the majority of respondents reported no limitations in daily activities, particularly
among the general population (83.9%) and unaccompanied children (81.3%). A somewhat higher
proportion of youth aged 18-25 years reported limitations (26.0%) compared with other groups
(Table 88). Comparison with national-level data from EU-SILC Greece indicates that the proportion
of respondents reporting no limitations in the present dataset is broadly comparable to national
estimates, although slightly higher proportions of moderate limitations were observed among youth
participants (Table 89).
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Table 88: Activity limitations in the dataset of Greece

Unaccompanied
General group - Youth (18-25)
children

Severely limited,

n (%) 1 (0.9) 0 (0.0) 5(5.2)
Limited, n (%) 15 (13.4) 3(18.8) 25 (26.0)
Not limited, n (%) 94 (83.9) 13 (81.3) 66 (68.8)
Missing, n (%) 2(1.8) 0(0.0) 0(0.0)

Table 89: Activity limitations in the EU-SILC dataset of Greece

Total country

Severely limited, % 9.0
Limited, % 9.5
Not limited, % 81.6

Unmet need for care

Information on unmet need for healthcare was collected using indicators aligned with those included
in the EU-SILC Greece dataset, enabling triangulation with national estimates reported through
Eurostat EU-SILC Greece data.™. Within the present dataset, several reasons for unmet need were
reported across groups. Among the general population, cost-related barriers were frequently
reported, with 18.8% indicating that care was too expensive. Among youth aged 18-25 years,
similar patterns were observed, with 20.8% reporting cost-related unmet need and 14.6% indicating
time-related barriers. Among unaccompanied children, waiting lists (31.3%) and fear of medical
examination (25.0%) were reported relatively frequently (Table 90). In contrast, national-level
estimates from EU-SILC Greece indicate that a large proportion of the general population reports no
unmet healthcare needs, with only a small proportion reporting specific barriers such as cost or
waiting lists. Compared with these national estimates, the present dataset suggests higher levels of
reported unmet need, particularly among youth and unaccompanied children (Table 91).

Table 90: Unmet need for care in the dataset of Greece

Unaccompanied
General group Youth (18 — 25)
children

Too expensive, n
21 (18.8) 0 (0.0) 20 (20.8)
(%)
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Too far to travel,
3(2.7)
n (%)

No time, n (%) 15 (13.4)

Didn’t know any

good doctor or 10 (8.9)
specialist, n (%)

Waiting list, n

(%)

Fear of doctor,

14 (12.5)

hospital

o 6(54)
examination or

treatment, n (%)

Wanted to wait

and see if

problem got 10 (8.9)
better on its

own, n (%)

Other reason, n

0 (0.0)
(%)

No unmet needs
77 (68.8)

to declare, n (%)

Missing, n (%) 2(1.8)

Table 91: Unmet need for care in the EU-SILC dataset of Greece

Too far to travel, %

No time, %
Didn’t know any good doctor or

specialist, %

Waiting list, %

Fear of doctor, hospital examination or

treatment, %

Wanted to wait and see if problem got
better on its own, %
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0(0.0)

0(0.0)

1(6.3)

5(31.3)

4 (25.0)

2 (12.5)

0(0.0)

9 (56.3)

0(0.0)

GA 101156500

7(7.3)

14 (14.8)

14 (14.6)

16 (16.7)

8 (8.3)

20 (20.8)

0 (0.0)

47 (49.0)

0 (0.0)

0.0
0.0
0.0

0.0

0.0

0.0

0.0
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Other reason, % 4.9

No unmet needs to declare, % 95.1

Depression severity

Depressive symptom severity was assessed using items aligned with those included in the
European Health Interview Survey (EHIS) Greece dataset, enabling comparison with national
mental health distributions reported through Eurostat EHIS Greece data.®. Across all study groups,
depressive symptoms were reported at varying levels of severity. Within the general population, mild
depressive symptoms were most frequently reported (39.3%), while 33.9% reported no or minimal
symptoms. Among unaccompanied children, mild symptoms were also common (50.0%), although a
smaller proportion reported no or minimal symptoms (12.5%). Among youth aged 18-25 years,
moderate and moderately severe symptoms were reported more frequently compared with the
general population (Table 92). National reference values derived from the EHIS Greece dataset
indicate that the majority of the general population reports no or minimal depressive symptoms, with
only small proportions reporting moderate or severe symptoms (Table 93). Compared with these
national estimates, the present dataset suggests higher levels of depressive symptom severity,

particularly among youth and unaccompanied children.

Table 92: Depression severity in the dataset of Greece

General group Unaccompanied children Youth (18 — 25)

Severe, n (%) 4 (3.6) 0.0 11 (4.9)
Moderately
4 (3.6) 2 (12.5) 22 (9.8)

severe, n (%)
Moderate, n (%) 17 (15.2) 4 (25.0) 35 (15.6)
Mild, n (%) 44 (39.3) 8 (50.0) 90 (40.2)
None or

38 (33.9) 2 (12.5) 60 (26.8)
minimum, n (%)
Missing, n (%) 5 (4.5) 0 (0.0) 6 (2.7)

Table 93: Depression severity in the EHIS dataset of Greece

Total country

Severe, % 0.2

Moderately

0.4
severe, %

Moderate, % 1.3
Mild, % 4.8
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93.3

Information about mental health services in Greece is consistently described across the interviews as
present but fragmented, professionally mediated rather than structurally embedded, and effectively
inaccessible to the most vulnerable individuals without organisational intermediation. No single
coordinated, multilingual information infrastructure exists, and the gap falls most heavily on
unaccompanied minors and young refugees whose language competence, digital literacy, and

institutional affiliation vary enormously.

Awareness campaigns are described as insufficient and unevenly distributed. Although the COVID-
19 pandemic expanded the visibility of telephone support lines and online resources, these gains are
partial: those who are not technologically fluent remain structurally excluded from the online
information environment, even where content nominally exists. As one provider observed: "There is
a problem with accessibility. In many places, mental health services are still not available, and

awareness campaigns are not being carried out as they should be" (GIVMED, Provider-1).

For unaccompanied minors specifically, the language barrier compounds the absence of centralised
information, rendering even professionally held knowledge practically inaccessible: "There is no
comprehensive information available for someone who wishes to reach out to mental health services"
(GIVMED, CSO-1). The challenge is so profound that even professionals experience difficulty
navigating the system: "I believe that access to information is difficult. Even we, as professionals,

experience this difficulty in terms of where to find information and where to start”" (GIVMED, CSO-2).

Access to information is further stratified by housing situation and institutional affiliation. Young people
aged 18-25 are somewhat better served through internet-based channels, while unaccompanied
minors' access depends entirely on whether they are in a structured facility or under formal protection.
Those living on the street have no access at all; those in facilities benefit from the awareness of the
caregiving professionals around them (GIVMED, Provider-2). Civil society organisations partially fill

the gap through face-to-face outreach and awareness activities, but these efforts do not reach those
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in the most precarious circumstances: "People who live in precarious conditions do not have access
to this information" (GIVMED, CSO-3). The consistent result is a self-reinforcing exclusion in which

information reaches those already connected to support systems while failing those most isolated.

Barriers to help-seeking operate across individual, cultural, and structural levels and are mutually
reinforcing. At the individual level, low mental health literacy is a pervasive and cross-cutting finding.
Among refugee populations in particular, a fundamental psychoeducation gap means that people may
be unable to distinguish emotional difficulties from practical problems. Where survival needs, such as
housing, legal status, and employment, remain unresolved, managing emotional distress is rarely
experienced as a priority: "A first barrier is psychoeducation. The people we work with, depending on
their age and level of maturity, often struggle to distinguish emotional difficulties from practical issues.
We are referring to a refugee population, so we understand that their needs are much more immediate
and tangible" (GIVMED, CSO-1).

Structural barriers compound individual ones. Language exclusion is identified as a decisive obstacle
across the interviews. Digital booking systems, while useful for Greek-speaking youth, are
inaccessible to those who do not speak the language. A further administrative barrier unique to this
population is the absence of AMKA (Social Security Registration Number) for some undocumented
children, meaning that formal system entry is structurally blocked regardless of clinical need: "Some
children do not have an AMKA; therefore, if they are not insured, they cannot book an appointment”
(GIVMED, Provider-2).

Stigma, operating simultaneously at self, social, family, and institutional levels, is identified as the
most pervasive barrier of all and is developed further under Acceptability. Crucially, it operates even
before the decision to seek help is consciously made stigma shapes whether distress is privately
acknowledged at all, not only whether help is eventually sought. For unaccompanied minors and
young refugees, stigma is amplified by cultural frameworks in countries of origin that equate help-
seeking with weakness, shame, or madness (GIVMED, CSO-2 & CSO-3).

A further barrier specific to this population concerns the transition out of structured accommodation.
Anxiety about managing independently after turning 18 — including uncertainty about how to book
appointments without organisational support — represents a form of anticipated loss of access: "They
worry about how they will manage things on their own — such as who will book their appointments”

(GIVMED, CSO-2). Organisations attempt to mitigate this through progressive health literacy building
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and suppoi’ted practice of navigational skills, though this requires sustained relational investment that

is not always achievable.

The alignment between mental health services and the cultural and social expectations of the
populations served by GIVMED is characterised across the interviews as deeply contingent on the
type and funding model of the provider. A consistent pattern emerges: targeted, population-specific
services demonstrate greater cultural responsiveness, while the public system is marked by a lack of
multicultural training, absent interpreter provision, and a tendency to treat cultural diversity as an

administrative complication rather than a clinical and relational dimension of care.

The Greek public health system's limited multicultural capacity is a structural deficit rather than a
matter of individual professional inadequacy. Training initiatives have been designed but not
implemented: "A public initiative that took place a few years ago involved training staff working in a
public hospital; however, the fact that it was never actually implemented is a characteristic example"
(GIVMED, CSO-1). The consequence is that cultural responsiveness remains dependent on
individual initiative rather than systemic provision, and professionals working with diverse populations
must adapt their practice without institutional support: "I believe there is a very large deficit in this
area. In general, there is no training on how to receive and work with different people, and this makes

things difficult in many aspects, such as diagnosis and therapeutic follow-up" (GIVMED, Provider-2).

The absence of professional interpreters in the public sector is identified as a particularly
consequential structural barrier. Without interpretation, users may doubt whether their cultural
background, beliefs, and experiences will be adequately understood, generating a form of systemic
distrust before care has even begun: "Precisely because there is no interpreter, people may believe
that their culture and beliefs will not be recognised. Whatever they say may not be clearly understood”
(GIVMED, CSO-3). Interpreters are instead provided by civil society organisations that step in to cover

a gap the public system does not formally acknowledge.

Among refugee and migrant populations, a deeper cultural barrier to acceptability is the perception of
mental health care as incompatible with immediate survival pressures. This is not a rejection of care
but a contextual reprioritisation: "The main concern for a vulnerable group is that mental health, in
their view, is perceived as a luxury that they cannot afford at the moment. If someone has to deal with
the need for legal action, finding housing, or securing employment, they do not consider mental health
to be a priority” (GIVMED, CSO-1). Services that do not account for this prioritisation will not be

experienced as culturally aligned regardless of their clinical quality.
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A significant and consistent finding across the interviews is that once individuals do engage with a
professional, the care encounter itself is frequently experienced as positive. Cultural and social
barriers are therefore concentrated at the point of engagement rather than in the quality of care
received: "When a minor or a young person finally reaches a mental health professional and begins
attending sessions, we have observed, in a large proportion of cases, a very positive response,
regardless of the individuals' cultural and social background” (GIVMED, CSO-2). This suggests that
appropriately supported pathways to engagement could substantially improve acceptability without

requiring transformation of the care encounter itself.

Stigma emerges across all interviews as the single most powerful barrier to mental health service
access for the populations GIVMED serves. Its operation is multi-layered: self-stigma, social stigma
rooted in peer and family judgment, culturally specific stigma shaped by countries of origin, and
institutional stigma embedded in how the formal health system treats people with mental health
histories. The scope of this is captured in the observation that stigma is not merely a factor among
many but the primary mechanism preventing engagement: "Its role is decisive. It is essentially 100%
of what prevents people from approaching mental health services, or rather, even before that, from

accepting it themselves" (GIVMED, Provider-1).

For unaccompanied minors and young refugees, stigma carries additional biographical and cultural
weight, shaped by norms in countries of origin that frame mental health help-seeking as evidence of
madness, weakness, or social failure. Help-seeking is equated with psychiatric hospitalisation and
the permanent label of 'crazy': "Needing help regarding one's mental health is often immediately
translated into the idea of 'being crazy' or 'not being crazy' — with the fear that one might be
hospitalised. This is also connected to religion, culture, and family attitudes" (GIVMED, CSO-2).
Family attitudes can be actively prohibitive, with some young people explicitly forbidden by their
families from receiving mental health care on the grounds that they were simply tired rather than
unwell (GIVMED, CSO-2). The depth of stigma as a cultural phenomenon is powerfully illustrated by
responses to even basic information provision. Stigma reaches the point where contact with
information materials is itself experienced as contaminating: "there are still people who do not want
to even touch an informational leaflet, in case they might 'catch' something” (GIVMED, Provider-1).
Perhaps most strikingly: "there are people who say that they would rather have cancer than bipolar
disorder" (GIVMED, Provider-1). This comparison speaks to the profound social devaluation of mental

illness relative to physical disease.
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For peoplé living in precarious conditions, the fear of being labelled 'crazy' or incapable of self-
management is not merely social embarrassment but an existential threat to the fragile sense of
competence and control on which daily functioning depends: "There is a very strong stigma
surrounding mental illness, which is also connected to perceptions of a person's integrity. Beyond the
label of being crazy, there is also the concern that something like this would make someone appear
incapable of managing themselves. As a result, this becomes another barrier, since a person living in

precarious conditions will find it very difficult to accept their own vulnerability”" (GIVMED, CSO-1).

Efforts to address stigma are present across the system such as awareness sessions in schools,
psychoeducation by organisations including the Red Cross, confidentiality practices to protect young
people from peer judgment within shared accommodation, and community-based awareness
activities by refugee and migration organisations. The approach that appears most effective is open,
normalising, and community-directed communication: "To combat it, we talk about mental illness. We
speak openly about the fact that health is not only physical but also mental. We talk about depression,
panic attacks, the reversibility of most mental disorders, and the importance of early diagnosis”
(GIVMED, Provider-2). However, such initiatives are described as almost entirely absent from the
public sector, leaving stigma reduction as a function of civil society rather than a systemic health

policy commitment (GIVMED, CSO-3).

All interviews converge on a diagnosis of severe structural under-provision in the Greek public mental
health system. Geographic inequalities are marked: services remain concentrated in major urban
centres with university hospitals, while large parts of the country, particularly islands and rural areas,
remain effectively uncovered. Movement toward a Community Care model has begun, but its
implementation is incomplete, and the reform has not yet produced the intended geographic
distribution of services: "The unequal distribution of both Community Units and Early Intervention
Units constitutes a major issue. Geographic barriers, along with economic and social factors,

represent the main challenges” (GIVMED, Provider-1).

The staffing crisis is the most acute dimension of under-provision. Child psychiatry is among the most
underrepresented medical specialties not only in Greece but globally: "Psychiatrists are fewer than
what is needed to meet existing needs, and child psychiatrists are among the most underrepresented
medical specialties worldwide. It has been estimated that the total number of child psychiatrists who
have completed their specialisation in Greece is around 500—-600" (GIVMED, CSO-1). This shortage

is compounded for unaccompanied minors by a recent policy decision reducing the psychologist
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characterised as "indicative of what the system is willing to pay for mental health” (GIVMED, CSO-2).

The systemic vulnerability of services is further compounded by the governance and funding model
of the public sector. Psychiatric reform in Greece was intended to create sectorised care close to
place of residence, but this reform was never adequately resourced. Services dependent on project-
based or annual contract funding operate under conditions of permanent insecurity: "They will operate
only as long as funding exists, functioning under a condition of insecurity” (GIVMED, Provider-2). The
annual contract system for professional staff prevents the institutional continuity that complex and

long-term presentations require.

Even in major urban centres, demand consistently exceeds capacity. Referrals to external services
by civil society organisations encounter the same shortage: "There are not enough services, even in
large urban centres... there are not enough mental health facilities and services to meet the existing
needs" (GIVMED, CSO-3). Civil society organisations have stepped into the gap left by public under-
provision, but their role is that of an intermediary rather than a provider of last resort: they can facilitate

access to services, but they cannot substitute for services that do not exist.

Even where services nominally exist, their practical usability is significantly constrained by rigidity of
operating hours, insufficient capacity, and prohibitive waiting times. The public system operates
largely within standard morning administrative hours, and the requirement for administrative staff
presence means that clinical services cannot routinely extend into afternoon slots even when
clinicians are available. The result is a service structure that is, by design, poorly suited to the
scheduling realities of vulnerable populations: "Unfortunately, the services do not meet people's
needs, as many individuals require consistent follow-up and psychotherapeutic support, which can

only be provided to a very small extent” (GIVMED, Provider-2).

Waiting times represent the most acute expression of under-capacity. In child psychiatry, waiting lists
for non-emergency cases exceed three months, meaning a minor requiring hospitalisation who is not
in immediate acute crisis may wait three months for admission. The psychotherapy situation is so
severe that it was the subject of a professional conference posing the question: “Psychotherapy in
the public sector: necessity or utopia?" (GIVMED, Provider-2). Even when cases eventually reach the
system, follow-up is compromised by frequent turnover of resident doctors, preventing the formation

of stable therapeutic relationships: "Psychiatric care is unable to meet the existing demand, and
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whatever happens after three months is only a drop in the ocean compared to the ongoing needs
(GIVMED, CSO-1).

n

The picture is more encouraging within civil society organisations, where appointments can
sometimes be arranged within a week and the care process is described as more responsive once
initiated. A consistent finding is that the quality of professional engagement improves markedly once
the barriers to system entry have been overcome: "When you manage to enter the system and the
process begins, things tend to improve. Once we reach that point, there is attentiveness, promptness,
and good communication on their part" (GIVMED, CSO-2). The challenge is entry, not the care that

follows.

Mobile mental health units and telemedicine are noted as partial structural responses to geographic
barriers. Mobile units staffed by mental health professionals collaborate with municipalities to deliver
home-based care to individuals who cannot afford transport or lack public transport access.
Telepsychiatry, which developed during the COVID-19 pandemic, holds potential for further
development (GIVMED, Provider-2). Both innovations remain under-developed relative to the scale

of need, but their existence represents a meaningful, if insufficient, shift in delivery model.

Direct costs within the formally free public system are not consistently identified as the primary
financial barrier for individuals with documentation and insurance access. The more significant
affordability failures are indirect and structural: the public system's incapacity regularly forces
individuals toward private care whose costs are entirely prohibitive, while transportation costs and the

informal caregiving burden create further layers of financial hardship.

The private mental health market functions as the effective exit valve for public system failures, but it
is unreachable for the populations GIVMED serves. Unaccompanied minors in semi-independent
accommodation receive approximately €150 per month for all living expenses — an amount that
structurally precludes any private therapeutic engagement: "A minor living in semi-independent
accommodation receives about €150 per month to cover their needs. As you can understand, it is
impossible for them to include psychotherapy within that amount” (GIVMED, CSO-1). A further
consequence of private-sector dependence is that certain therapeutic approaches — play therapy
being a notable example — are not available in any public service, meaning they are accessible only
through private payment that is entirely unattainable for this population without external funding
(GIVMED, CSO-1).
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structured accommodation settings or in geographically remote areas. These costs compound with
private service fees when the public system cannot meet clinical need, producing a cumulative burden
that is practically insurmountable: "The cost of transportation — especially when the distance is long
— acts as a deterrent, even more so when it is combined with the cost of seeking services in the

private sector, which is unaffordable for such a population" (GIVMED, CSO-2).

An often-overlooked affordability dimension is the indirect economic burden on informal caregivers.
When public services are unable to support individuals with mental health needs, care defaults to
families. This reduces caregivers' capacity to work, increases household expenses, and creates a
progressive deterioration in both the individual's and the family's financial situation: "The family's
personal expenses increase, while the time available for the caregiver to work and secure financial
resources decreases" (GIVMED, Provider-1). This burden falls on families regardless of their own

financial capacity to absorb it.

Formal financial support mechanisms exist but are practically inadequate, inconsistently applied, and
subject to ongoing retrenchment. Social insurance through OPEKA provides health coverage for
those outside formal employment, but benefit amounts are described as too low to cover actual needs
(GIVMED, Provider-1). A European directive requiring the support of informal carers, who are
described as playing a decisive role in mental health care delivery, has not been implemented in
practice (GIVMED, Provider-1).

Within residential facilities for unaccompanied minors, embedded psychologist provision represents
the most meaningful existing support mechanism. However, a recent policy decision has reduced the
staffing ratio from one psychologist per 15 children to one per 30, signalling a clear retreat from this
provision. This is characterised not merely as a resource constraint but as a statement of institutional
priority: "The change is enormous and indicative of what the system is willing to pay for mental health.
It is one of the first professional roles that was cut" (GIVMED, CSO-2).

Beyond formal mechanisms, financial support for mental health care rests almost entirely on private
foundations and civil society initiatives. Foundations such as Stavros Niarchos fund
psychotherapeutic services, and individual organisations are sometimes able to cover costs for
specific children on a case-by-case basis. This arrangement, however, is not systematic and cannot
function as a rights-based provision: "funding does exist, but it mainly comes from foundations and

private initiatives, rather than from public funding directed toward this area” (GIVMED, CSO-1).
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Access théreby becomes contingent on networks and organisational capacity rather than on

entitlement — an inequitable and unstable foundation.

The public sector's own employment model further compounds the fragility of financial structures.
Professional staff are employed on annual contracts from the Ministry of Health, creating precarious
positions that undermine institutional continuity and the formation of stable long-term therapeutic
relationships: "The staff are funded mainly by the Ministry of Health through annual contracts, which
creates precarious positions”" (GIVMED, Provider-2). In a system where relationships are

therapeutically central, structural employment precarity is also a clinical problem.

The appropriateness of care is described across the interviews as bifurcated: strong at the level of
individual professional encounters within civil society and targeted settings and significantly
compromised within the public psychiatric system under conditions of structural overload. When care
is resourced, individualised, and multidisciplinary, it is experienced as fitting and useful; when
delivered under conditions of under-capacity, it fails to meet individual needs regardless of

professional intent.

A deeply embedded institutional assumption shapes the public system's approach to appropriateness:
mental health treatment is culturally presumed to belong in hospital settings, reinforcing
medicalisation and limiting community-based alternatives. When services do exist outside hospital
contexts, they face the additional burden of stigma-driven rejection: "Where they do exist, they are
not accepted as they should be. This can cause trauma and greater resistance, together with the side
effects that medications may have" (GIVMED, Provider-1). Appropriate care is thus blocked not only

by system failures but by the cultural framework through which services are perceived.

The failure of appropriateness at the level of the public psychiatric system is most starkly illustrated
by conditions in child and adolescent psychiatry. Structural overload renders individual-level
appropriateness structurally impossible: clinicians may assess between 30 and 100 children per on-
call shift with a single bed available, and may hesitate to allocate even that bed knowing the same
situation will recur the following day: “In a child and adolescent psychiatric clinic, during a single on-
call shift doctors may examine between 30 and 100 children, while having only one available bed"
(GIVMED, CSO-1). Under these conditions, adequate assessment, treatment planning, and relational

continuity are structurally precluded.
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In civil soCiety settings, multidisciplinary and person-centred approaches enable a meaningfully
different standard of appropriateness. When a child is referred for care, a psychologist first assesses
needs before a multidisciplinary team determines which professional is best placed to lead ongoing
work: "targeted support is provided so that the professional is closer to what the child themselves
needs. Beyond needs, each person has a different way of coping, and for this reason we try to ensure
that the support offered is as targeted as possible" (GIVMED, CSO-3).

Cultural appropriateness in practice is illustrated by the example of medication schedule adjustments
during Ramadan, coordinated between organisation staff and healthcare professionals to respect the
religious fasting practices of Muslim beneficiaries: "Even though Ramadan states that when you are
ill you are allowed to take medication, we still communicate with healthcare professionals and adjust
the timing and the medications with great respect for both this practice and the individual" (GIVMED,
CSO0-2). The fact that beneficiaries continue to attend — despite cultural and social barriers — is itself

interpreted as evidence that care is experienced as respectful and meaningful.

The quality of individual provider-user interactions is broadly characterised as strong at the
interpersonal level, with a critical structural qualification: professional commitment and relational
quality are consistent, while systemic constraints limit what those interactions can ultimately achieve.
Problems in care quality are attributed to the system rather than to the professionals working within
it: "The mental health professionals in the country are, in the majority of cases, truly people who
respond to their work with commitment. Whatever problems may exist tend to concern the system
itself and its constraints — for example, appointments, the lack of staff, and the shortage of beds"
(GIVMED, CSO-2).

Where therapeutic relationships are given the conditions to develop, they are characterised by mutual
respect, patient listening, and a deliberate effort to understand individual modes of expression. This
relational quality is identified as the foundation of effective care: "It requires the development of a
relationship based on mutual respect, safety, and trust. What matters is that we understand people
and seek ways to approach them" (GIVMED, Provider-2). Cultural diversity requires professionals to
manage their own assumptions and reactions continuously — work that, in the absence of systematic

training, depends on individual motivation rather than institutional support.
The most meaningful indicator of interaction quality cited across the interviews is not formal

satisfaction measurement but voluntary continued engagement. Beneficiaries who continue to attend

services over time, and unaccompanied minors who, upon reaching adulthood, seek out the
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organisatidns that supported them in childhood, provide a powerful implicit endorsement of the
relationships that have been built: "The fact that people themselves continue to attend these services
is, in itself, the greatest form of validation and confirmation of the relationship that has been
developed” (GIVMED, CSO-2).

Quality assurance at the system level remains poorly developed. The Ministry of Health only recently
tasked the Organisation for Quality Assurance in Hospitals with developing indicators for measuring
mental health services, and the process remains in its early stages: "There is nothing that ensures
quality to a large extent, and significant steps still need to be taken. It is something that is currently
being developed" (GIVMED, Provider-1). In the absence of formal mechanisms, quality is assessed
informally in civil society settings through ongoing communication between beneficiaries,
organisations, and professionals, with sustained attendance serving as the primary available proxy

indicator.

One important nuance concerns the effect of familiarity on disclosure. Where professionals are
embedded in the daily environment of beneficiaries, proximity — though generally a strength — can
in some cases constrain rather than enable open communication: "some beneficiaries feel the need
to be referred to external services, as they may find it easier to express themselves to a health
professional whom they do not see in their daily environment” (GIVMED, CSO-3). This finding
underlines the value of flexible, choice-based referral pathways rather than an exclusive reliance on

embedded in-house provision.
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The sample comprises 569 respondents across four groups: General (n = 229), people with
intellectual disabilities (n = 124), people with physical disabilities (n = 190), and people with both

intellectual and physical disabilities (n = 26). Group counts are shown in Table 94.

Table 94: Distribution of participants across the included groups in France

N =229 N=124 N =190 N =26

Descriptive statistics by group are shown in Table 95. The mean age was 48.6 years in the General
group, 44.4 in the intellectual disabilities group, 48.7 in the physical disabilities group, and 40.9 in
the group with both intellectual and physical disabilities. Questionnaires were almost always
completed by participants themselves (228/229, 124/124, 188/190, and 26/26, respectively), with
only a few cases of assisted or proxy completion. Regarding sex at birth, females represented
59.4% of the General group (136/229), 60.5% of the intellectual disabilities group (75/124), 58.9% of
the physical disabilities group (112/190), and 73.1% of the group with both (19/26). The
corresponding proportions of males were 40.6%, 38.7%, 40.5%, and 23.1%. A small number of
respondents selected “other” or did not report their sex. Most participants reported a gender identity
that matched their sex assigned at birth: 99.1% in the General group, 95.2% in the intellectual
disabilities group, 98.9% in the physical disabilities group, and 92.3% in the group with both. Only a
small number reported a different gender identity or preferred not to answer. Across all groups, most
respondents identified as heterosexual—91.3% in the General group, 75.8% in the intellectual
disabilities group, 84.7% in the physical disabilities group, and 80.8% in the group with both. Other
respondents identified as gay, lesbian, bisexual, “other,” or preferred not to say (see Table yy).
Almost all participants reported living in France. Birth in France was reported by 92.1% of the
General group, 96.8% of the intellectual disabilities group, 94.2% of the physical disabilities group,
and all participants in the group with both. French citizenship was reported by 96.1%, 98.4%,
93.7%, and 96.2% of respondents, respectively, while smaller proportions reported citizenship of
another EU country or a non-EU country. The average length of residence in France was 45.9 years
in the General group, 43.0 years in the intellectual disabilities group, 46.3 years in the physical
disabilities group, and 40.5 years in the group with both. Educational attainment (ISCED) varied

across groups, but upper secondary education (ISCED 3) was the most common level: 28.8% in the
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General group, 33.9% in the intellectual disabilities group, 35.8% in the physical disabilities group,
and 34.6% in the group with both. A substantial proportion of respondents also reported post-
secondary non-tertiary education (ISCED 4). Tertiary education was present in all groups, with
Master’s and Doctoral degrees more common in the General group. Use of mental health services

in the past 12 months was reported by 48.9% (112/229) of participants in the General group, 87.1%

(108/124) in the intellectual disabilities group, 52.1% (99/190) in the physical disabilities group, and
92.3% (24/26) in the group with both.

Table 95: Descriptive statistics of the different included groups in France

Both
Demographic Intellectual Physical intellectual &
General Group
variable disabilities disabilities physical
disabilities
Age, mean (sd) 48.6 (15.2) 44.4 (11.0)  48.7 (12.3%) 40.9 (11.4) 47.4 (13.4)
Questionnaire completed by, n (%)
566
Respondent alone 228 (99.6%) 124 (100%) 188 (98.9%) 26 (100%) (99.5%)
. (o]
Respondent with
1(0.4%) 0 (0%) 1 (0.5%) 0 (0%) 2 (0.4%)
help
Someone else 9 (0%) 0 (0%) 1(0.5%) 0 (0%) 1(0.2%)
Sex at birth, n (%)
342
Female 136 (59.4%) 75(60.5%) 112 (58.9%) 19 (73.1%)
(60.1%)
224
Male 93 (40.6%) 48 (38.7%) 77 (40.5%) 6 (23.1%)
(39.4%)
Other 0 (0%) 1 (0.8%) 1(0.5%) 1(3.8%) 1(0.2%)
Missing 2 (0.4%)
Gender the same as assigned at birth, n (%)
557
Yes 227 (99.1%) 118 (95.2%) 188 (98.9%) 24 (92.3%)
(97.9%)
No 1(0.4%) 4 (3.2%) 2 (1.1%) 1(3.8%)  8(1.4%)
Prefer not to sa 1(0.4% 2(1.6% 0 (0% 1(3.8% 4(0.7%
y (0.4%) (1.6%) (0%) (3.8%) (0.7%)
Sexual orientation, n (%)
485
Heterosexual 209 (91.3%) 94 (75.8%) 161 (84.7%) 21 (80.8%)
(85.2%)
Gay 6 (2.6%) 6 (4.8%) 6 (3.2%) 0(0%) 18(3.2%)
Lesbian 2 (0.9%) 7 (5.6%) 3 (1.6%) 0(0%) 12(2.1%)
Bisexual 2 (0.9%) 5 (4.0%) 10 (5.3%) 3(11.5%) 20 (3.5%)
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Other 4 (1.7%) 7 (5.6%) 7 (3.7%) 1(3.8%)
Prefer not to say 6 (2.6%) 5 (4.0%) 3(1.6%) 1 (3.8%)

Country of residence, n (%)
France 228 (99.6%) 124 (100%) 189 (99.5%) 26 (100%)

Other 1(0.4%) 0 (0%) 1(0.5%) 0 (0%)
Country of birth, n (%)

Born in the country

) 211 (92.1%) 120 (96.8%) 179 (94.2%) 26 (100%)
of residence
In another country

8 (3.5%) 3 (2.4%) 6 (3.2%) 0 (0%)

in the EU
Born in another
country outside the 10 (4.4%) 1 (0.8%) 5 (2.6%) 0 (0%)
EU

Citizen of country, n (%)
Citizen of the
country of 220 (96.1%) 122 (98.4%) 178 (93.7%) 25 (96.2%)
residence
No citizenship of
the country of
residence but that 2 (0.9%) 2 (1.6%) 8 (4.2%) 0 (0%)
of another EU
member state
No citizenship of
the country of
residence but that 7 (3.1%) 0 (0%) 4 (2.1%) 1(3.8%)
of a country outside
the EU

Duration of stay in
the country of
_ 45.9 (17.8) 43.0 (12.9) 46.3 (15.6) 40.5 (11.8)
residence, mean
years (SD)
Highest level of education completed (ISCED), n (%)
Early childhood

) 5(2.2%) 7 (5.6%) 13 (6.8%) 0 (0%)
education (ages 3

220

19 (3.3%)
15 (2.6%)

567
(99.6%)
2 (0.4%)

536
(94.2%)

17 (3.0%)

16 (2.8%)

545
(95.8%)

12 (2.1%)

12 (2.1%)

45.1 (15.9)

25 (4.4%)
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and aboVé),
including pre-
primary education
and early childhood
educational
development (under
3). (ISCED 0)
Primary education
(also known as
elementary or basic
education). (ISCED
1)

Lower secondary
education (also
known as middle or
junior high). (ISCED
2)

Upper secondary
education (also
known as senior
high or high
school). (ISCED 3)
Post-secondary
non-third level
education
(education between
secondary and
tertiary levels).
(ISCED 4)
Short-cycle third
level education
(programs typically
lasting 2-3 years
and leading to
qualifications at a

lower level than a

7 (3.1%)

10 (4.4%)

66 (28.8%)

45 (19.7%)

42 (18.3%)

5 (4.0%)

13 (10.5%)

42 (33.9%)

36 (29.0%)

16 (12.9%)
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11 (5.8%)

21 (11.1%)

68 (35.8%)

42 (22.1%)

21 (11.1%)

0 (0%)

6 (23.1%)

9 (34.6%)

5(19.2%)

3 (11.5%)

23 (4.0%)

50 (8.8%)

185
(32.5%)

128
(22.5%)

82 (14.4%)
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(ISCED 5)
Bachelor's or
equivalent level
(first degree or
_ o 14 (6.1%) 1 (0.8%) 6 (3.2%) 2 (7.7%)
equivalent in higher
education). (ISCED
6)
Master's or
equivalent level
(second degree or
_ o 32 (14.0%) 2 (1.6%) 7 (3.7%) 0 (0%)
equivalent in higher
education). (ISCED
7)
Doctoral or
equivalent level
(highest level of
. . 8 (3.5%) 2 (1.6%) 1 (0.5%) 1 (3.8%)
higher education,
typically leading to
a PhD (ISCED 8)

Use of mental health care in the previous 12 months, n (%)

Yes 112 (48.9%) 108 (87.1%) 99 (52.1%) 24 (92.3%)

No 117 (51.1%) 16 (12.9%) 91 (47.9%) 2 (7.7%)

23 (4.0%)

41 (7.2%)

12 (2.1%)

343
(60.3%)

226
(39.7%)

Within the Availability and Accommodation dimension, most indicators demonstrated statistically

significant differences between population groups. The only item that did not differ significantly

between groups was the time required to travel to mental health service locations, indicating

comparable geographic accessibility across the general population and disability groups (p-value >

0.05; Figure 101).
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Time to get to the mental health service location

Response Less than 5 minutes 5-15 minutes . 16-30 minutes . 31-60 minutes . More than 1 hour
Fisher's Test: p = 0.476 Cramer's V=0.1216

90%

Proportion
on
[s=]
aQ

30%

0%

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Figure 99: Non-significant difference across groups for the Availability & Accommodation dimension in France

In contrast, several other indicators revealed meaningful variation between groups, particularly
when comparing the general population with individuals with intellectual disabilities. Significant
differences were observed for awareness of mental health services in the local area (Table 96;
Figure 102). Pairwise comparisons indicated statistically significant differences between the general
population and the group with an intellectual disability (p = 0.003, Cramer's V = 0.315), as well as
between the general population and the group with a physical disability (p = 0.006, Cramer's V =
0.263). No statistically significant differences were observed between the disability subgroups
themselves. Descriptive findings suggest that awareness of available services was higher among
disability groups compared to the general population. The corresponding effect sizes indicate small

to moderate associations, suggesting meaningful differences in service awareness.
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Awareness of mental health services in the area

Response [l ves I no Not sure

Fisher's Test: p = 5e-04 Cramer's V=0.2143

90%

Proportion
[=7]
(=]
R

30%

2 7

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

5

6

0%

Figure 100: Fisher's exact test of the awareness of mental health services in the area item in France

Table 96: Pairwise comparison test of the awareness of mental health services in the area item in France

: P Value adjusted Fisher
Comparison et Cramer’'s V
es

General group : Group with both a

physical and intellectual disability 0074 0208
Group with both a physical and

intellectual disability : Group with an 0.832 0.066
intellectual disability

Group with both a physical and

intellectual disability : Group with a 1.000 0.030
physical disability

General group : Group with an

0.003 0.315
intellectual disability
General group : Group with a physical
group P Phy 0.006 0.263
disability
Group with a intellectual disability :
0.807 0.078

Group with a physical disability
Differences were also identified regarding the availability of a private space for receiving care and

discussing concerns openly (Table 97 and Figure 103). Significant differences were observed

between the general population and the group with an intellectual disability (p = 0.003, Cramer's V =
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0.352), as well as between the general population and the group with a physical disability (p =
0.018, Cramer's V = 0.225). No significant differences were identified between the disability
subgroups. The descriptive results show that the availability was experienced lower in the general
group in comparison to the disability groups. The observed effect sizes ranged from small to

moderate, with stronger differences involving the group with intellectual disabilities.

Availability of a private space for receiving care and talking openly

Response [l ves [ no Not sure

Fisher's Test: p = 5e-04 Cramer's V= 0.2108

90%

Ion

60%

Proport

30%

2 [ —
3 G

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

0%

Figure 101: Fisher's exact test of the availability of a private space for receiving care and talking openly item in France

Table 97: Pairwise comparison test of the availability of a private space for receiving care and talking openly item in France

P Value adjusted Fisher
Comparison et Cramer’'s V
es

General group : Group with both a

0.324 0.147
physical and intellectual disability
Group with both a physical and
intellectual disability : Group with an 0.232 0.161
intellectual disability
Group with both a physical and
intellectual disability : Group with a 0.846 0.039
physical disability
General group : Group with an

0.003 0.352
intellectual disability
General group : Group with a physical

0.018 0.225
disability
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Group with a intellectual disability :
0.212 0.144

Group with a physical disability

Further variation was found in relation to time required to obtain an appointment when mental health
care was needed (Figure 104 and Table 98). Statistically significant differences were observed
between the group with both physical and intellectual disabilities and the group with intellectual
disabilities (p = 0.035, Cramer's V = 0.378), as well as between the group with intellectual
disabilities and the group with physical disabilities (p = 0.035, Cramer's V = 0.279). These findings
suggest that waiting times may differ between disability subgroup. The corresponding effect sizes

indicate moderate associations, suggesting meaningful differences in appointment accessibility.

Time to get an appointment when needed mental health care

Less than a week 1-6 months . Never able to get an appointment
Response
Less than a month . More than 6 months . Not sure
Fisher's test: p = 0.0095 Cramer's V=0.184
90% 6 19 7
38
c 24
2 5 33
t 60%
o
a
o 34
o 4
26
30% 35
26
., I e e e
Both a physical and intellectual disability General Intellectual disability Physical disability

Group

Figure 102: Fisher's exact test of the time to get an appointment when needed mental health care item in France

Table 98: Pairwise comparison test of the time to get an appointment when needed mental health care item in France

P Value adjusted Fisher
Comparison et Cramer’'s V
es

General group : Group with both a
0.082 0.310
physical and intellectual disability
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Group with both a physical and

intellectual disability : Group with an 0.035 0.378
intellectual disability

Group with both a physical and

intellectual disability : Group with a 0.143 0.267
physical disability

General group : Group with an

0.117 0.214
intellectual disability
General group : Group with a physical
group P Phy 0.799 0.108
disability
Group with a intellectual disability :
0.035 0.279

Group with a physical disability

Significant differences were also identified for knowledge of where to seek immediate help during a
mental health crisis (Figure 105, Table 99). Differences were observed between the general
population and the group with intellectual disabilities (p = 0.003, Cramer's V = 0.372), as well as
between the group with intellectual disabilities and the group with physical disabilities (p = 0.011,
Cramer's V = 0.239). The descriptive findings suggest that crisis-related knowledge may be more
consistent among individuals with intellectual disabilities compared to other groups. The effect sizes
indicate small to moderate associations, highlighting meaningful differences in crisis awareness.

Knowledge of where to go for immediate help in a mental health crisis

Response [l Yes [ no Not sure

Fisher's test: p = 5e-04 Cramer's V=0.2145

90%

60%

Proportion

30%

12 14

3 9

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

0%

Figure 103: Fisher's exact test of the knowledge of where to go for immediate help in a mental health crisis item in France
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Table 99: Pairwise comparison test of the knowledge of where to go for immediate help in a mental health crisis item in France

P Value adjusted Fisher
Comparison et Cramer’'s V
es

General group : Group with both a

physical and intellectual disability 0178 0479
Group with both a physical and

intellectual disability : Group with an 0.419 0.125
intellectual disability

Group with both a physical and

intellectual disability : Group with a 0.643 0.081
physical disability

General group : Group with an

0.003 0.372
intellectual disability
General group : Group with a physical
grodp P Phy 0.158 0.161
disability
Group with a intellectual disability :
0.011 0.239

Group with a physical disability

Approachability

Within the Approachability dimension, two indicators did not demonstrate statistically significant
differences between the population groups. These included the ease of understanding spoken or
written information about mental health services, as well as whether respondents were asked about
their mental wellbeing during encounters with a family doctor, school counsellor, or social worker
and being invited in research related to mental health (Figure 106; all p-values > 0.05). These
findings suggest that basic communication clarity and routine wellbeing discussions were

experienced similarly across the general population and disability groups.
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Easiness to understand information about mental health services (spoken or wi Asked about mental well-being in an encounter with a family doctor, school counselor, or s
Response Very easy Easy . Neutral . Difficult Response . Yes . No Not sure
Fisher's test: p = 0.704 Cramer's V = NaN Fisher's test: p = 0.239 Cramer's V = 0.107
90% z 8 o . 90%
c c
o o
E 60% 7 19 o S 60%
o 25 Q.
5 £
- - - - b - - - -
0% I N — 0% 1 : s 5
Both a physical and infellectual disabilitizeneral Intellectual disability Physical disability Both a physical and intellectual disabilityfzeneral Intellectual disability Physical disability
Group Group

Invited to participate in research related to mental health

Response [l ves [ No Not sure

Chi-squared test: p = 0.911 Cramer's V = 0.06659

90%

on

60%

Proport

30%

0% 7 4

Both a physical and intellectual disabilitGeneral Intellectual disability Physical disability
Group

Figure 104: Non-significant differences across groups for the Approachability dimension in France

In contrast, several other indicators within this dimension showed statistically significant variation,
particularly involving individuals with intellectual disabilities. Significant differences were observed
regarding whether participants had encountered information on accessing mental health support
(Table 100; Figure 107). Pairwise comparisons indicated a statistically significant difference
between the general population and the group with an intellectual disability (p = 0.003, Cramer's V =
0.310), while no significant differences were identified between other group combinations.
Descriptive findings suggest that individuals with intellectual disabilities reported encountering such
information more frequently than respondents from the general population. The corresponding effect
size indicates a moderate association, suggesting meaningful differences in initial exposure to

service-related information.
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Have participants encountered information on accessing mental health support?

Response . Yes . No Not sure

Fisher's test: p = 0.001 Cramer's V=0.1869

90%

60%

Proportion

30%

7
0% -

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Figure 105: Fisher's exact test of the have participants encountered information on accessing mental health support item in France

Table 100: Pairwise comparison test of the have participants encountered information on accessing mental health support item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.100 0.223
Group with both a physical and intellectual disability : Group with an
0.634 0.079
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.354 0.141
disability
General group : Group with an intellectual disability 0.003 0.310
General group : Group with a physical disability 0.152 0.150
Group with an intellectual disability : Group with a physical disability 0.112 0.169

For the item assessing the ease of finding reliable information about mental health services, no
statistically significant differences were observed between groups. In one comparison, Cramer's V
could not be calculated due to limited cell counts, which may reflect small subgroup sizes rather

than the absence of meaningful variation (Figure 108; Table 101).
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Easiness to find reliable information about mental health services

Response Very easy Easy . Neutral . Difficult . Very difficult

Fisher's test: p = 0.026 Cramer's V = 0.1565

8
90%

28
43

60%

Proportion

30% - -
Both a physical and intellectual disability General Intellectual disability Physical disability
Group

0%

Figure 106: Fisher's exact test of the easiness to find reliable information about mental health services item in France

Table 101: Pairwise comparison test of the easiness to find reliable information about mental health services item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.407 0.204
Group with both a physical and intellectual disability : Group with an
0.327 0.228
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Pry y P Phy 0.882 0.112
disability
General group : Group with an intellectual disability 0.187 NC
General group : Group with a physical disability 0.072 0.243
Group with an intellectual disability : Group with a physical disability 0.093 0.218

Variation was also observed in relation to whether respondents had come across outreach
programs related to mental health services (Figure 109; Table 102). A statistically significant
difference was identified between the general population and the group with an intellectual disability
(p = 0.015, Cramer's V = 0.235). The effect size indicates a small to moderate association,

suggesting meaningful but moderate differences between groups.
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Come across outreach programs

Response M ves [ no Not sure

Fisher's test: p = 0.007 Cramer's V = 0.1595

60%

Ion

Proport

30%

8
0% 6

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Figure 107: Fisher's exact test of the come across outreach programs item in France

Table 102: Pairwise comparison test of the come across outreach programs item in France

P Value
Comparison adjusted | Cramer’s
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.241 0.138
Group with both a physical and intellectual disability : Group with an 0.139 0.211
intellectual disability
Group with both a physical and intellectual disability : Group with a physical 0.139 0.197
disability
General group : Group with an intellectual disability 0.015 0.235
General group : Group with a physical disability 0.141 0.148
Group with an intellectual disability : Group with a physical disability 0.241 0.119

Similarly, statistically significant differences were identified for whether respondents had heard
about experiences of other patients regarding mental health services (Figure 110; Table 103).
Differences were observed between the general population and the group with an intellectual
disability (p = 0.003, Cramer's V = 0.283), as well as between the group with intellectual disabilities
and the group with physical disabilities (p = 0.009, Cramer's V = 0.235). The corresponding effect
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sizes indicate small to moderate associations, suggesting meaningful differences in peer-related
information exposure.

Heard about experiences of other patients regarding mental health services

Response [l Yes [ no Not sure
Fisher's test: p = 0.003 Cramer's V=0.1727

90%

60%

Proportion

30%

g 5 =)
0% 1

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Figure 108: Fisher's exact test of the heard about experiences of other patients regarding mental health services item in France

Table 103: Pairwise comparison test of the heard about experiences of other patients regarding mental health services item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \
test
General group : Group with both a physical and intellectual disability 0.781 0.098
Group with both a physical and intellectual disability : Group with an
0.530 0.150
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.781 0.082
disability
General group : Group with an intellectual disability 0.003 0.283
General group : Group with a physical disability 0.781 0.058
Group with an intellectual disability : Group with a physical disability 0.009 0.235
Acceptability
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Within the Acceptability dimension, none of the analysed indicators demonstrated statistically
significant differences between the population groups. Specifically, no statistically significant
variation was observed regarding the option to communicate with mental health providers in a
preferred language, the possibility to choose one's own doctor or therapist, perceptions that mental
health professionals communicate respectfully, whether patients’ rights were protected against
mistreatment or abuse, or whether mental health services were considered trustworthy (Figure 111
and Figure 112; all p-values > 0.05). These findings suggest that perceptions of respectful care,
provider choice, communication, and patient protection were broadly comparable across the general

population and disability groups.

Option to communicate with the mental health provi in the pi Option to choose own doctor or therapist
Response [l ves I no Not sure Response [l ves I No Not sure
Fisher's test: p = 0.447 Cramer's V = 0.09545 Fisher's test: p = 0.249 Cramer's V= 0.1115

5
‘§ 60%
2
a
30%
8 1 8
0% ¢
Both a physical and intelectual disabilty  General Intellectual disability Physical disability Both a physical and inteblectual disability ~ General Intellectual disability Physical disability
Group Group
Mental health workers communicate respectfully with patients
Response [l ves I nNo Not sure
Fisher's test: p = 0.53 Cramer's V = 0.08435
90%
]
E 60%
<]
a
el
&

9

Both a physical and intellectual disability General Intellectual disability Physical disability

Group

Figure 109: Non-significant differences across groups for the Acceptability dimension in France (1)
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Rights are protected against any mistreatment or abuse

Response . ves [l No Not sure

Fisher's test: p = 0.609 Cramer's V = 0.07896

90%

Proportion

30%

0%

Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Mental heaith services are trustworthy
Response [ Neural Nottrustwortny [l Trustworthy
Fisher's test: p = 0.335 Cramer's V = 0.1006

90%

Proportion
g
Ed

g
s

0%
Both a physical and intellectual disability General Intellectual disability Physical disability
Group

Figure 110: Non-significant differences across groups for the Acceptability dimension in France (2)

Similarly, perceptions that mental health services are sensitive to cultural beliefs and practices did
demonstrate statistically significant differences between groups initially, but after pairwise
comparison no statistical significant p-values were reached (all adjusted p-values > 0.05) (Figure
113; Table 104)

Mental health services are sensitive to your cultural beliefs and practices

Response . Yes . No Not sure

Fisher's: p = 0.021 Cramer's V = 0.1484

90%
&

£ 60%
o
o
o
[
o

30%

14
0%
Both a physical and intellectual disability General Intellectual disability Physical disability

Group

Figure 111: Fisher's exact test of the mental health services are sensitive to your cultural beliefs and practices item in France
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Table 104: Pairwise comparison test of the mental health services are sensitive to your cultural beliefs and practices item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \
test
General group : Group with both a physical and intellectual disability 0.151 0.212
Group with both a physical and intellectual disability : Group with an
0.448 0.120
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
0.158 0.190
disability
General group : Group with an intellectual disability 0.102 0.186
General group : Group with a physical disability 0.102 0.185
Group with an intellectual disability : Group with a physical disability 0.553 0.079
Affordability

Within the Affordability dimension, several indicators did not demonstrate statistically significant
differences between the population groups. These included health insurance coverage for mental
health services and delayed or avoided mental healthcare due to cost within the past 12 months
(Figure 114; all p-values > 0.05). These findings suggest that overall insurance-related access and

recent cost-related avoidance of care were broadly comparable across the general population and
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disability groups.
Health insurance that covers mental health services

Response Yes, fuly Yes, partially No [l Notsure

Fisher's test: p = 0.092 Cramer's V = 0.1142

2 »

L}
9
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I seessessssass | SSSeessseesssssees (I

Both a physical and intellectual disability General Inteflectual disability Physical disability

Group

Delayed or avoided mental healthcare due to the cost in the past 12 months
Response [l ves Bl No  Notswe

Fisher's test: p = 0.136 Cramer's V=0.1168

3

Both a physical and intellectual disability General Intellectual disability Physical disability

Group

Figure 112: Non-significant differences across groups for the Affordability dimension in France

In contrast, differences were observed for several other affordability-related indicators, particularly
when comparing the general population with individuals with intellectual disabilities. A statistically
significant difference was identified for the possibility of obtaining mental health services through
public programs or services free of charge or at low cost (Figure 115; Table 105). Pairwise
comparisons indicated significant differences between the general population and the group with an
intellectual disability (p = 0.003, Cramer's V = 0.376), as well as between the general population and
the group with both physical and intellectual disabilities (p = 0.036, Cramer's V = 0.248) and
between the general population and the group with a physical disability (p = 0.036, Cramer's V =
0.208). These findings suggest variation in perceived access to subsidized services, with disability
groups reporting different experiences compared to the general population. The corresponding

effect sizes ranged from small to moderate, indicating meaningful differences between groups.
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Possiblities to get mental health services from public programs or services free or low-cost

Response [l ves I nNo Not sure

Fisher's test: p = 5e-04 Cramer's V = 0.2242
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Figure 113: Fisher's exact test of the possibilities to get mental health services from public programs or services free or low-cost item

in France

Table 105: Pairwise comparison test of the possibilities to get mental health services from public programs or services free or low-cost

item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.036 0.248
Group with both a physical and intellectual disability : Group with an
0.752 0.100
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Pry y P Phy 0.752 0.123
disability
General group : Group with an intellectual disability 0.003 0.376
General group : Group with a physical disability 0.036 0.208
Group with an intellectual disability : Group with a physical disability 0.058 0.179

For the indicator assessing whether respondents had not taken prescribed medication due to cost,
an overall statistical difference was initially observed (p = 0.025; Figure 116, Table 106). However,
subsequent pairwise comparisons did not identify statistically significant differences between
specific groups (all adjusted p-values > 0.05). This suggests that although overall variation may
exist, specific group-level differences could not be clearly identified.
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Ever not taken prescribed medication due to the cost

Response Never Rarely [l Sometimes [l ofen [l Very often
Fisher's test: p = 0.025 Cramer's V= 0.1522
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Figure 114: Fisher's exact test of the ever not taken prescribed medication due to the cost item in France

Table 106: Pairwise comparison of the ever not taken prescribed medication due to the cost item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.244 0.200
Group with both a physical and intellectual disability : Group with an
0.432 0.173
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.704 0.155
disability
General group : Group with an intellectual disability 0.228 0.179
General group : Group with a physical disability 0.195 0.209
Group with an intellectual disability : Group with a physical disability 0.072 0.245

Further differences were observed regarding difficulty accessing mental health services due to loss
of income (Figure 117; Table 107). Statistically significant differences were identified between the
general population and the group with both physical and intellectual disabilities (p = 0.023, Cramer's
V = 0.325), between the general population and the group with intellectual disabilities (p = 0.003,
Cramer's V = 0.317), and between the group with intellectual disabilities and the group with physical

disabilities (p = 0.023 Cramer's V = 0.245). These findings suggest that income-related financial
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barriers were experienced differently across disability groups. The corresponding effect sizes

indicate small to moderate associations, suggesting meaningful differences in financial vulnerability.

Times when difficult to access mental healthcare due to a loss of income

Response Never Rarely . Sometimes . Often . Very often
Fisher's test: p = 5e-04 Cramer's V= 0.183
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0%

Figure 115: Fisher's exact test of the times when difficult to access mental healthcare due to a loss of income item in France

Table 107: Pairwise comparison test of the times when difficult to access mental healthcare due to a loss of income item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.023 0.325
Group with both a physical and intellectual disability : Group with an
0.472 0177
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py y P Phy 0.202 0.243
disability
General group : Group with an intellectual disability 0.003 0.317
General group : Group with a physical disability 0.476 0.132
Group with a intellectual disability : Group with a physical disability 0.023 0.245
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Differences were also identified regarding whether respondents had been offered financial support
or discounts to reduce or cover the costs of care (Figure 118; Table 108). A statistically significant
difference was observed between the general population and the group with intellectual disabilities
(p =0.021, Cramer's V = 0.240), suggesting variation in the availability or perception of financial
support across groups.

Ever offered financial support or discounts to reduce or cover the costs of care

Response . Yes . No Not sure

Fisher's test: p = 0.0255 Cramer's V=0.1422
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Figure 116: Fisher's exact test of the ever offered financial support or discounts to reduce or cover the costs of care item in France

Table 108: Pairwise comparison test of the ever offered financial support or discounts to reduce or cover the costs of care item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.889 0.079
Group with both a physical and intellectual disability : Group with an
0.630 0.114
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 1.000 0.039
disability
General group : Group with an intellectual disability 0.021 0.240
General group : Group with a physical disability 0.630 0.093
Group with an intellectual disability : Group with a physical disability 0.246 0.153

Similarly, statistically significant differences were found for whether service providers offered
assistance with payment options, insurance questions, or financial guidance (Figure 119; Table
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109). Differences were identified between the general population and the group with intellectual

disabilities (p = 0.026, Cramer's V = 0.206), as well as between the group with intellectual

disabilities and the group with physical disabilities (p = 0.026, Cramer's V = 0.215). These findings

suggest variation in the level of administrative and financial support available across groups. The

observed effect sizes indicate small associations, suggesting modest but meaningful differences.
Anyone from the service helped with payment options, insurance questions, or financial assistance

Response . Yes . No Not sure

Fisher's test: p = 0.0135 Cramer's V = 0.1579
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Figure 117: Fisher's exact test of the anyone from the service helped with payment options, insurance questions, or financial

assistance item in France

Table 109: Pairwise comparison test of the anyone from the service helped with payment options, insurance questions, or financial

assistance item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.444 0.132
Group with both a physical and intellectual disability : Group with an
0.110 0.202
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.444 0.142
disability
General group : Group with an intellectual disability 0.026 0.206
General group : Group with a physical disability 0.972 0.013
Group with an intellectual disability : Group with a physical disability 0.026 0.215
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Appropriateness

Within the Appropriateness dimension, the majority of indicators did not demonstrate statistically
significant differences between population groups. These included perceptions related to whether
providers spent sufficient time during consultations, whether services were perceived as helpful or
relevant, whether cultural beliefs and practices were taken into account, and whether users were
involved in setting treatment goals. In addition, no statistically significant differences were observed
for smooth referral between services, ease of scheduling follow-up appointments, continuity of care
with the same provider, or whether users were invited to provide feedback regarding their treatment
(Figure 120 & Figure 121; all p-values > 0.05). These findings suggest that several structural and

organizational aspects of care were experienced similarly across the general population and

Times the provider spend enough time while receiving mental healthcare Times mental health services are found helpful or relevant
Response Always Often . Sometimes . Rarely or never Response Always Often . Sometimes . Rarely or never
Fisher's test: p = 0.222 Cramer's V = 0.1268 Fisher's test: p = 0.202 Cramer's V = 0.1438
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Figure 118: Non-significant differences across groups for the Appropriateness dimension in France (1)
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Figure 119: Non-significant differences across groups for the Appropriateness dimension in France (2)

However, a number of indicators related to interpersonal communication, responsiveness to user
needs, and perceived service improvement showed statistically significant differences between
groups (Figure 122; Table 110). Significant variation was observed regarding whether mental health
professionals treated clients with courtesy and respect. Statistically significant differences were
identified between the general population and the group with intellectual disabilities (p = 0.006,
Cramer's V = 0.312), and between the group with intellectual disabilities and the group with physical
disabilities (p = 0.003, Cramer's V = 0.335). These findings suggest that perceptions of respectful
treatment varied across disability groups, with moderate effect sizes indicating meaningful

differences in interpersonal experiences during care.
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Times that mental health professionals treated the client with courtesy and respect while receiving mental healthcare

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 5e-04 Cramer's V = 0.2349
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Figure 120: Fisher's exact test of the times that mental health professionals treated the client with courtesy and respect while

receiving mental healthcare item in France

Table 110: Pairwise comparison test of the times that mental health professionals treated the client with courtesy and respect while

receiving mental healthcare item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \
test
General group : Group with both a physical and intellectual disability 0.060 0.314
Group with both a physical and intellectual disability : Group with an
0.028 0.374
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.045 0.321
disability
General group : Group with an intellectual disability 0.006 0.312
General group : Group with a physical disability 0.885 0.059
Group with an intellectual disability : Group with a physical disability 0.003 0.335

Differences were also observed regarding whether providers explained information in a way that
was easy to understand (Figure 123 and Table 111). A statistically significant difference was
identified between the group with intellectual disabilities and the group with physical disabilities (p =
0.042, Cramer's V = 0.274), suggesting variation in communication clarity across disability groups.

The corresponding effect size indicates a small to moderate association, suggesting meaningful but
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moderate differences.

Times that a provider explained things in a way that is easy to understand while receiving mental healthcare

Response Always Often . Sometimes . Rarely or never

Fisher's test: p = 0.032 Cramer's V=0.1615
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Figure 121: Fisher's exact test of the times that a provider explained things in a way that is easy to understand while receiving mental

healthcare item in France

Table 111: Pairwise comparison test of the times that a provider explained things in a way that is easy to understand while receiving

mental healthcare item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.044 0.187
Group with both a physical and intellectual disability : Group with an
0.264 0.252
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
0.368 0.211
disability
General group : Group with an intellectual disability 0.264 0.193
General group : Group with a physical disability 0.571 0.119
Group with an intellectual disability : Group with a physical disability 0.042 0.274

Further statistically significant differences were identified regarding whether mental health providers
considered broader life circumstances during care (Figure 124, Table 112). Significant differences
were observed between the general population and the group with both physical and intellectual
disabilities (p = 0.013, Cramer's V = 0.421), as well as between the combined disability group and
both the intellectual disability group (p = 0.011, Cramer's V = 0.439) and the physical disability
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group (p = 0.011, Cramer's V = 0.446). These findings suggest that individuals with combined
disabilities may experience distinct differences in how their life circumstances are considered during
treatment. The corresponding effect sizes indicate moderate associations, suggesting notable

variation in individualized care experiences.
Mental health provider considered other aspects of life experiences

R Excellent Good Jll Poor
espanse Very good . Fair . Not sure
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Figure 122: Fisher's exact test of the mental health provider considered other aspects of life experiences item in France

Table 112: Pairwise comparison test of the mental health provider considered other aspects of life experiences item in France

P Value
adjusted | Cramer’s
Comparison
Fisher \%
test
General group : Group with both a physical and intellectual disability 0.013 0.421
Group with both a physical and intellectual disability : Group with an
0.011 0.439
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Pry y P Phy 0.011 0.446
disability
General group : Group with an intellectual disability 0.320 0.216
General group : Group with a physical disability 0.630 0.175
Group with an intellectual disability : Group with a physical disability 0.934 0.090

Finally, statistically significant differences were identified regarding whether users felt that their
feedback contributed to improving services (Figure 125 and Table 113). Differences were observed
between the general population and the group with both physical and intellectual disabilities (p =
0.005, Cramer's V = 0.489), between the combined disability group and the group with intellectual
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disabilities (p = 0.005, Cramer's V = 0.452), and between the combined disability group and the
group with physical disabilities (p = 0.024, Cramer's V = 0.372). These findings indicate variation in
perceptions of service responsiveness across groups, with effect sizes ranging from moderate to

large, suggesting meaningful differences in how feedback processes are experienced.

Feeling by the mental health user that feedback was used to make services better

Response Always often [ sometimes [l Rarely or never

Fisher's test: p = 0.0025 Cramer's V= 0.2185
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Figure 123: Fisher's exact test of the feeling by the mental health user that feedback was used to make services better item in France

Table 113: Pairwise comparison test of the feeling by the mental health user that feedback was used to make services better item in

France

P Value
adjusted | Cramer’s
Comparison
Fisher \
test
General group : Group with both a physical and intellectual disability 0.005 0.489
Group with both a physical and intellectual disability : Group with an
0.005 0.452
intellectual disability
Group with both a physical and intellectual disability : Group with a physical
P Py Y P Py 0.025 0.372
disability
General group : Group with an intellectual disability 0.651 0.121
General group : Group with a physical disability 0.242 0.196
Group with an intellectual disability : Group with a physical disability 0.078 0.256
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Participant-reported health, unmet need for care, and triangulation

Health-related quality of life

Health-related quality of life, assessed using the EQ-5D-5L, showed varying utility values across
population groups. The overall mean utility score in the present dataset was 0.614 (SD = 0.300).
Group-specific means were 0.724 (SD = 0.219) for the general group, 0.475 (SD = 0.324) for the
physical disability group, 0.683 (SD = 0.246) for the intellectual disability group, and 0.358 (SD =
0.377) for respondents with both intellectual and physical disabilities. Reference values derived from
a French population dataset, as reported by Gautier et al. (2023)', indicated a mean EQ-5D utility
value of 0.915. Compared with this national reference value, mean utility scores observed in the
present dataset were descriptively lower across all study groups. The largest difference was
observed among respondents with both intellectual and physical disabilities, who demonstrated

substantially lower utility values compared with national reference data.

Self-perceived health

Self-perceived health was assessed using indicators aligned with those included in EU-SILC
France, enabling comparison with national distributions reported through Eurostat EU-SILC France
dataset'?. Within the present dataset, variation in self-perceived health was observed across
groups. Among the general group, 16.2% reported good health and 4.8% reported very good health,
while higher proportions of respondents in disability groups reported fair or bad health. In particular,
respondents with both intellectual and physical disabilities reported the highest proportions of poor
health, including 15.4% reporting very bad health and 38.5% reporting bad health (Table 114).In
comparison, EU-SILC France national data indicated that 41.2% of respondents reported good
health and 26.0% reported very good health, with smaller proportions reporting poor health (Table
115). Compared with these national distributions, the study population, particularly individuals with

disabilities, reported less favourable self-perceived health outcomes

Table 114: Self-perceived health in the dataset of France

: Group with both a
Group with an : !
. Group with a physical and
General group intellectual

physical disability | intellectual

disability disability

1(0.4) 4(3.2) 9 (4.7) 4 (15.4)
16 (7.0) 28 (22.6) 46 (24.2) 10 (38.5)
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Fair (neither

good nor bad), 44 (19.2) 51 (41.1) 25 (13.2) 6 (23.1)
n (%)

37 (16.2) 23 (18.5) 10 (5.3) 2(7.7)
Very good, n
(%)

120 (52.4) 16 (12.9) 93 (48.9) 2(7.7)

11 (4.8) 2 (1.6) 7(3.7) 2(7.7)

Table 115: Self-perceived health in the dataset of EU-SILC France

Very bad, % 1.3
Bad, % 7.7
Fair (neither good nor bad), % 23.8
Good, % 41.2
Very good, % 26.0

Activity limitations

Functional limitations were evaluated using indicators corresponding to those reported in EU-SILC
France, enabling comparison with national activity limitation patterns.'®. Within the present dataset,
substantial levels of functional limitation were reported across disability groups. Specifically, 20.0%
of respondents with physical disabilities and 34.6% of respondents with both intellectual and
physical disabilities reported being severely limited in daily activities. In contrast, 3.9% of the
general group reported severe limitations (Table 116). National reference values from EU-SILC
France indicated that 9.9% of respondents reported severe limitations, 15.9% reported limitations,
and 74.2% reported no activity limitations (Table 117). Compared with these national distributions,
the present dataset showed markedly higher levels of functional limitation, particularly among
respondents with combined disabilities.

Table 116: Activity limitations in the dataset of France
Group with both a

Group with an
Group with a physical and

General group intellectual

- physical disability | intellectual
disability disability

Severely

14 (11.3)
limited, n (%)

38 (20.0)
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Limited, n (%) 45 (19.7) 64 (51.6) 55 (28.9) 14 (53.8)

Not limited, n 55 (24.0) 30 (24.2) 4 (2.1) 1(3.8)
%) | | | |

Missing, n (%) 120 (52.4) 16 (12.9) 93 (48.9) 2(7.7)

Table 117: Activity limitations in the EU-SILC dataset of France

Severely limited, % 9.9
Limited, % 15.9
Not limited, % 74.2

Unmet need for care

Information on unmet healthcare needs was collected using indicators aligned with those included in
EU-SILC France, allowing comparison with national-level estimates reported through Eurostat EU-
SILC France datasets'. Across all study groups, multiple reasons for unmet healthcare needs were
reported. The most frequently reported barrier was waiting lists, affecting 17.0% of the general
group, 19.4% of respo