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Abstract

Providing Mental Health and Psychosocial Support interventions (MHPSS) for forcibly displaced
Ukrainians inCentral andEasternEurope poses numerous challenges due to various socio-cultural
and infrastructural factors. This qualitative study explored implementation barriers reported by
service providers of in-person and digital MHPSS for Ukrainian refugees displaced to Poland,
Romania and Slovakia due to the war. In addition, the study aimed to generate recommendations
to overcome these barriers. Semi-structured Free List and Key Informant interviews were con-
ducted using the Design, Implementation, Monitoring and Evaluation protocol with 18 and
13 service providers, respectively. For in-person interventions, barriers included stigma, language,
shortage of MHPSS providers, lack of financial aid and general lack of trust among refugees. For
digital MHPSS, barriers included generational obstacles, lack of therapeutic relationships, trust
issues, and lack of awareness. Recommendations included advancing public health strategies,
organizational interventions, building technical literacy and support, enhancing the credibility of
digital interventions and incorporating MHPSS into usual practice. By implementing the recom-
mendations proposed in this study, policymakers, organizations and service providers can work
towards enhancing the delivery of MHPSS and addressing the mental health needs of Ukrainian
refugees in host countries, such as Poland, Romania and Slovakia.

Impact Statements

Since the Russian invasion of Ukraine, millions of Ukrainians have been forced to flee their
homes, with many seeking refuge in neighboring countries such as Poland, Romania and
Slovakia. Host nations’ healthcare systems are struggling to meet the psychological needs of
millions of displaced individuals. This qualitative study is the first to explore the barriers and the
recommendations to overcome them in the implementation of in-person and digital Mental
Health and Psychosocial Support interventions (MHPSS) from the unique perspective of local
service providers. Results indicate barriers, such as stigma and language barriers, systemic
challenges, lack of MHPSS professionals, financial barriers and lack of trust. Among the
strategies to overcome these barriers, service providers mentioned strengthening collaborative
and coordinated MHPSS responses, as well as training initiatives for specialists, helpers and lay
workers. Our results have significant implications to guide healthcare providers, policymakers
and relevant authorities in addressing the mental health needs of displaced individuals and in
planning implementation strategies for MHPSS.
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Introduction

The full-scale invasion of Ukraine by Russia has precipitated one of
the largest humanitarian crisis in Europe since World War II, with
millions of Ukrainians forced to flee their homes in search of safety
and refuge. The escalating conflict has continuously increased
displaced people, with the majority seeking shelter in neighboring
countries such as Poland, Slovakia, Romania, Hungary, Moldova
and Belarus, but also countries further away such as Germany, Italy
and the Netherlands (IOM, 2024; UNHCR, 2024).

Refugees – including forcibly displaced Ukrainian populations –
can be exposed to traumatic events associated with armed conflicts,
such as bombardment, destruction of homes or war crimes. This
raises the probability that they develop mental health disorders
(Turrini et al., 2017). The World Health Organization (WHO) has
determined that the prevalence of common mental disorders such
as depression, anxiety and post-traumatic stress disorder (PTSD) in
war regions is around 22%, that is, being conservative, five times
higher than the prevalence in the general population (Charlson
et al., 2019). In addition to challengingmental health, humanitarian
crises place significant strains on the healthcare systems of the host
nations and the mental health services available in these countries
can only partially fulfill the psychological requirements of the
millions of displaced people (WHO, 2013; Jordan et al., 2021;
Troup et al., 2021; Papola et al., 2024). Moreover, mental health
systems were not prepared to respond to the psychological conse-
quences of the war with appropriate implementation models and
crisis plans (Goto et al., 2023; Seleznova et al., 2023).

In response to this gap, the U-RISE project (Ukraine’s displaced
people in the EU: Reach out, Implement, Scale-up and Evaluate
interventions promoting mental wellbeing) aims to improve the
mental health outcomes of Ukrainian refugees by implementing
evidence-based psychosocial interventions developed by the WHO
for populations affected by adversities. These interventions include
Self-Help Plus (SH+) (Epping-Jordan et al., 2016) and its digital
version Doing What Matters in Times of Stress (DMW), Problem
Management Plus (PM+) (Dawson et al., 2015) and Psychological
First Aid (PFA) Chatbot (WHO et al., 2011; Frankova et al., 2022).
All these interventions were found effective in preventing and/or
reducing symptoms of common mental health problems across
vulnerable population groups (Koesters et al., 2018; Turrini et al.,
2021; Schäfer et al., 2023; Cadorin et al., 2024).

Despite the clear need and the availability of WHO-developed
interventions, successful implementation of Mental Health and
Psychosocial Support interventions (MHPSS) for refugees faces
significant barriers (Dickson et al., 2024). Previous studies have
identified systemic barriers to implementing and scaling up
MHPSS for refugees worldwide (Lotito et al., 2023; Dickson et al.,
2024). The most frequent barriers are limited access to mental
health services, insufficient funding, stigma and discrimination,
language barriers, cultural differences and lack of culturally appro-
priate interventions, lack of trained and skilled mental health
professionals and limited coordination among stakeholders
involved in MHPSS efforts (Echeverri et al., 2018; Troup et al.,
2021; Dickson et al., 2024). A comprehensive approach is needed to
address these barriers and effectively implement MHPSS for refu-
gees (Troup et al., 2021). Recent studies have focused on identifying
the mental health needs among Ukrainian refugees primarily from
the perspective of the refugees themselves. These studies showed
that Ukrainian refugees, particularly those affected by the
Russian-Ukrainian war, face significant mental health challenges
(Rizzi et al., 2022; Asanov et al., 2023; Buchcik et al., 2023;

Chudzicka-Czupała et al., 2023; Vitruk, 2023), and that large-scale
implementation of MHPSS is urgently needed (Javanbakht, 2022).
However, there is a notable gap in understanding what the specific
challenges are in meeting the mental health needs of Ukrainian
refugees from the perspective of service providers. One notable
study conducted in the Czech Republic examined the challenges
faced in implementing MHPSS for Ukrainian refugees from the
perspective of mental health actors, including governmental, UN
and national entities. The findings underscored several key barriers
to implementingMHPSS forUkrainian refugees in Czech Republic,
such as an excessive demand placed on the National Healthcare
System, low levels of mental health awareness among refugees,
suboptimal monitoring and reporting practices concerning refu-
gees’ mental health, concerns related to service provider burnout
and suboptimal integration of international MHPSS guidelines into
national emergency response plans (Budosan et al., 2023). More
research is needed to understand the obstacles that impede both
in-person and digitalMHPSS forUkrainian refugees across Europe.
Furthermore, applying an implementation framework in this ana-
lysis is crucial, as it may offer a structured method for compre-
hending barriers at various levels and identifying specific factors
hindering the effective scaling up ofMHPSS forUkrainian refugees.

Against this background, the present study had two aims. First,
to identify and structure the implementation barriers reported by
service providers to in-person and digital MHPSS using the socio-
ecological and implementation models (Bronfenbrenner, 1979;
Proctor et al., 2023). These models were adopted to contextualize
individuals’ mental health within the complex range of social
influences and environmental factors. Second, to gather recom-
mendations on how to overcome these barriers.

Methods

Study design, participants and procedures

We carried out a two-step qualitative study using an action research
design (Speziale et al., 2011) following the DIME protocol (AMHR,
2013) (Figure 1). In the first step, we used semi-structured Free List
(FL) interviews to prompt service providers, to identify obstacles
encountered in delivering in-person and digital MHPSS for
Ukrainian refugees displaced in Poland, Romania and Slovakia.
In the second step, Key Informant (KI) interviews were held with
service providers recommended by participants from the initial FL
interviews due to their comprehensive understanding of the issues
identified during the FL phase. The key informants described the
nature, causes and consequences of these problems while also
identifying ongoing efforts to address them and providing recom-
mendations for overcoming these barriers.

This study included various adult service providers (≥18 years)
proficient in English and working with the Ukrainian refugee
community in Poland, Romania and Slovakia. When referring to
service providers, we encompass a diverse group of professionals,
such as psychologists, psychotherapists, social workers and lay
workers. All of them had practical experience in delivering psycho-
social support programs to Ukrainian refugees. They had daily
experience in the field of migration, helping traumatized people
to cope with demanding situations, such as social isolation, job loss,
trauma exposure and psychological suffering. In addition, individ-
uals associated with governmental or non-governmental organiza-
tions (NGOs) with a mission of mental health, social inclusion and
education, and with experience coordinating psychosocial inter-
ventions for refugees were included in the study.
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Sampling and recruitment strategies differed for FL and KI
interviews. For the FL interviews, we used a maximum variation
sampling method, balancing participants by gender and host coun-
try to address the diverse needs of service providers in various
resettlement contexts (Drescher et al., 2021). Participants were
recruited through NGOs affiliated with the U-RISE consortium:
International Medical Corps Poland, Phoneo and Tenenet, located
in Poland, Romania and Slovakia, respectively. Key informants
within service provider communities were identified using a

snowball sampling method (Naderifar et al., 2017). The sample size
was determined based on the Applied Mental Health Research
Group (2013) and WHO and UNHCR (2012) recommendations,
involving 10–15 participants for both FL and KI interviews.

The study was conducted in accordance with the Declaration of
Helsinki and received approval from the Institutional ReviewBoard
at the University of Verona (Study ID: 12a/2023). The study
protocol was pre-registered in the Open Science Framework
(OSF; https://osf.io/tmsk7).

Figure 1. Study flow chart according to the DIME protocol.

Cambridge Prisms: Global Mental Health 3

https://doi.org/10.1017/gmh.2024.113 Published online by Cambridge University Press

https://osf.io/tmsk7
https://doi.org/10.1017/gmh.2024.113


Before the interview sessions, participants received an email
outlining the study’s details and were requested to electronically
sign both an informed consent for participation and a consent form
for processing personal data. The interviews, conducted via Zoom
with participants from Poland and Romania, lasted 40–50 min
each. In Slovakia, the interviews were of similar duration and held
in person.

Free list interviews

The initial phase involved conducting individual FL interviews.
Service providers were presented with a primary question: “What
are the obstacles that make it hard to provide face-to-face psycho-
logical interventions to Ukrainian refugees living in [Poland/
Romania/Slovakia]?” and a secondary question, namely: “What
are the obstacles that make it hard to implement digital psycho-
logical interventions for Ukrainian refugees living in [Poland/
Romania/Slovakia]?” The identified barriers were listed and parti-
cipants were asked to describe each one and name a key informant
who could provide more detailed information. The FL interview
participants agreed to share the contact information of the KI if that
person consented.

Key informant interviews

The KI was tasked with providing additional information about the
problems identified during the FL interviews. The interviewer
inquired about various aspects of the selected problem, including
its nature, perceived causes, effects on individuals and those close to
them, current actions taken regarding it and potential courses of
action if resources were available. The KI interviews were con-
ducted using Zoom and transcribed for reference.

Procedure

Free list interviews

The interviews were conducted as follows. First, the interviewer
asked participants to list as many problems as they could think of
and provide a short description of each problem they identified,
according to the DIME protocol. Participants were then repeatedly
probed to list as many responses as possible until data saturation,
where they indicated they could think of no more, or they thought
that new data would have repeated what was already mentioned
(thematic saturation) (Guest et al., 2006; Kerr et al., 2010). At the
end of the interview, the interviewer asked the participants to think
of someone knowledgeable of the problems they mentioned for the
KI interviews.

In the analysis, participants’ responses were organized into a
coherent list of barriers for each question, including the total
number of individual interviews reporting each barrier. The inter-
viewers collated all interviews and consolidated all data into a single
list of responses for each FL question, including the number of
different participants reporting each response (code frequency
counts to reach saturation) (Morse, 1995; Guest et al., 2006; Hen-
nink et al., 2017). The interviewers and the researchers conducted
this process. The interviewers listed all the different responses from
the interview forms, placing the participant ID number next to the
response. If more than one person reported the same problem, all
the relevant ID numbers were listed next to the response. If two or
more participants referred to the same concept with different
wording, the research team selected and recorded the wording they

judged as most accurate and most likely to be understood by a
member of the target population.

This list was subsequently reorganized based on the response
frequency mentioned above. Based on this consolidated list, the
research team selected the barriers that were discussed during the
KI interviews. We decided to delve deeper into specific implemen-
tation obstacles based on two main criteria. First, we focused on
barriers that were mentioned across all three countries. Second, we
identified challenges mentioned by at least 50% of participants in at
least one country.

Key informant interviews

The KI interviewers coded the responses and created a summary
sheet with subheadings for the investigated domains (e.g., nature of
the problem and perceived causes). Researchers coded the fre-
quency of each response category. The thematic analysis was per-
formed using the NVivo software, following the step-by-step guide
of Braun and Clarke (2006). For each identified in-person and
digital implementation barrier, we coded the causes, consequences
and recommendations according to the socio-ecological model of
Bronfenbrenner (1979). Furthermore, the analysis of implementa-
tion barriers for digital interventions utilized the implementation
outcomes framework (Proctor et al., 2011).

The choice of these specific theoretical frameworks is based on the
following rationale. The socio-ecological framework of Brofenbren-
ner is particularly important for understanding the experiences of
refugees, because it provides a comprehensive framework for exam-
ining the multiple layers of environmental influences that impact
their lives, from the microsystem to the chronosystem. This holistic
perspective is essential for refugee integration programs, as it under-
scores the need for multi-level interventions that address not just
individual needs but also the broader social, economic and political
contexts in which refugees are resettled (IASC, 2007). The imple-
mentation model of Proctor represents a natural subsequent step
because it offers a structured approach to ensuring that MHPSS can
be effectively delivered and sustained. In the data analysis, we linked
the collected responses to the key components of these methodo-
logical frameworks.

Data analysis

The data collection and analysis process employed various cred-
ibility strategies to ensure methodological integrity. These strat-
egies included the following: methodological and investigator
triangulation (FL and KI interviews, and participation in the study
of a group of researchers with different backgrounds); document-
ing decision-making processes in an audit trail, in which all the
recorded research phases and activities were verified and dis-
cussed in small-group meetings with experienced researchers
(RMT, GT, MP); and supervising the data analysis process with
guidance from experienced researchers (MP, CB, GT, RMT). For
data analysis, we used a combined consensus and split coding.
Researchers worked independently in coding the transcripts
(MBB, GT, BC), with regular weekly meetings with expert
researchers (MP, CB) to cross-check the coding schemes and
review and discuss any questions. Transcripts were compared
on a one-to-one basis for the first round, to ensure full alignment
and reach a consensus. Then, we split coding keeping the regular
weekly meetings for discussion.

For the thematic analysis, we used a hybrid deductive/induct-
ive thematic analysis approach (Naeem et al., 2023). We used an
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open and inductive strategy for theme and recommendation
generation, which were directly elaborated by study participants.
At the same time, a theory-informed deductive application of
themes to two existing frameworks was applied. The frameworks
were identified in the literature as relevant for MHPSS implemen-
tation to vulnerable population groups (i.e., the socio-ecological
model of Brofenbrenner and the implementation model of Proc-
tor) (Bronfenbrenner, 1979; Proctor et al., 2023) and thoroughly
discussed within the research team. This analytical approach
aligns with those of other qualitative studies in this field (Morse,
1995; Hennink et al., 2017; Mediavilla et al., 2022).

Results

Sample characteristics

Sample characteristics are reported in Table 1, while demographic
details for each participant are provided in Supplementary Table S1.
A total of 18 participants were included in the FL interviews, with a
mean age of 36.78 years (SD = 10.36) and 61% female participants.
The distribution of participants included six service providers
assisting the Ukrainian refugee population in Poland, Romania
and Slovakia. For the KI interviews, we recruited 15 participants

with an average age of 37.69 years (SD = 8.67). Female participants
accounted for 85% of this group.

Free listing interviews

Barriers to implementing in-person and digital MHPSS, and the
number and percentage of interviewees mentioning them in each
country can be found in Table 2. The most commonly reported
barriers were stigma related tomental health problems and the use of
mental health services, language barriers, limited number of service
providers, insufficient funding and lack of trust in mental health
practitioners. Based on the interviewswith FL, we identified 10major
barriers to implementing digital MHPSS across the target countries.
The primary obstacles delineated in Table 2 exhibited consistent
frequency across the three countries and included generational
challenges, lack of therapeutic relationships, lack of trust and a
notable lack of awareness regarding the existence and usability of
such interventions. The identified barriers were linked to the socio-
ecological framework of Bronfenbrenner (Table S1 in theAppendix),
and the theoretical implementation framework of Proctor (Table 2S
in the Appendix).

Table 1. Sample characteristics

Free list (FL)
Key informant

(KI)

Interviews
(n = 18)

Interviews
(n = 13)

Age group, n (%)

18–35 8 (44%) 4 (31%)

36–50 9 (50%) 8 (62%)

>50 1 (6%) 1 (8%)

Female participants, n (%) 11 (61%) 11 (85%)

Employed, n (%) 17 (94%) 13 (100%)

Nationality, n (%)

Ukrainian 12 (67%) 3 (23%)

Polish 1 (6%) 1 (8%)

Romanian 2 (11%) 2 (15%)

Slovak – 3 (23%)

Other 3 (17%) 4 (31%)

Country of residence, n (%)

Poland 6 (33%) 5 (39%)

Romania 6 (33%) 4 (31%)

Slovakia 6 (33%) 4 (31%)

Refugee status, n (%) 10 (56%) 2 (15%)

Area of expertise, n (%)

Healthcare and nursing 2 (11%) –

Language and communication 2 (11%) 1 (8%)

Mental health and psychosocial
support

7 (39%) 7 (54%)

Social services and support 7 (39%) 5 (39%)

Table 2. Frequency of implementation barriers reported during the FL
interviews

Implementation barriers

Total Poland Romania Slovakia

n (%) n (%) n (%) n (%)

Barriers to implementing in-person psychosocial interventions

Stigma 14 (78%) 5 (83%) 4 (67%) 5 (83%)

Mental health illiteracy 10 (56%) 3 (50%) 2 (33%) 5 (83%)

Language barriers 9 (50%) 2 (33%) 6 (100%) 1 (17%)

Lack of MHPSS
professionals and
infrastructure

8 (44%) 4 (67%) 2 (33%) 2 (33%)

Lack of funding 8 (44%) 3 (50%) 4 (67%) 1 (17%)

Lack of trust 7 (39%) 2 (33%) 3 (50%) 2 (33%)

Cultural barriers 6 (33%) 2 (33%) 2 (33%) 2 (33%)

Avoidance 4 (22%) – 1 (17%) 3 (50%)

Transitory nature of
refugees

4 (22%) 1 (17%) 3 (50%) –

Transportation 2 (11%) – 2 (33%) –

Barriers to implementing digital psychosocial interventions

Generational obstacles 9 (50%) 3 (50%) 4 (67%) 2 (33%)

Lack of therapeutic
relationship

7 (39%) 4 (67%) 3 (50%) –

Lack of trust 7 (39%) 1 (17%) 1 (17%) 5 (83%)

Lack of awareness 5 (28%) – 4 (67%) 1 (17%)

Lack of internet access 4 (22%) – 3 (50%) 1 (17%)

Stigma 2 (11%) 1 (17%) 1 (17%) –

Limited efficacy for
severe psychopathology

2 (11%) 1 (17%) 1 (17%) –

Lack of priority 2 (11%) – 2 (33%) –

Lack of engaging digital
design

2 (11%) – 2 (33%) –

Note: N = 18; n Poland = 6; n Romania = 6; n Slovakia = 6.
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Key informant interviews

Implementation barriers to in-person psychosocial
interventions

Mental health-related stigma
Service providers highlighted three primary contributors to the
stigma surrounding mental health. At the societal level, cultural
norms and beliefs emerged as a significant factor, encompassing the
notion that mental health problems signify personal weakness and
should be privately addressed without open dialog [“Instead of
getting some support from their own community or discussing them
with a psychologist, they keep these problems private.” (KIPS3)].

Another identified source of stigma was mental health illiteracy,
characterized by a lack of understanding regarding the nature of
mental health issues, available interventions and the roles of mental
health specialists [“(…) this lack of education contributes to confu-
sion about the distinctions between the medical aspect of psychiatry
and the psychological services.” (KIRS2)]. The third cause of stigma
was the apprehension of refugees about discrimination based on a
mental health diagnosis. Service providers reported fears from
refugees related to legal consequences, such as deportation or child
custody issues, difficulties securing employment and social isola-
tion [“(…) how others will think about them, others could isolate
them, they could not find a job.” (KIRS2)]. At the individual level,
the repercussions of stigma included a lack of trust in MHPSS
professionals and reluctance to seek help [“(…) people avoid psy-
chological consultation.” (KISS3)], leading to the adoption of mal-
adaptive coping mechanisms [“(…) alcohol consumption has
increased (KIPS3)], prolonged untreated mental health issues and
the exacerbation of medical problems [“(…) unfortunately, these
problems will grow increasingly larger because chronic stress over a
prolonged period has quite harmful effects, including on the
organism.” (KIRS2)]. Additionally, participants highlighted chal-
lenges for refugees in adapting to the host country [“It could be
harder for them towork, carry out their activities, andmaintain close
interpersonal relationships.” (KIRS2)]. At the interpersonal level,
stigma manifested in impaired social functioning of refugees [“(…)
they have problems within their families, their relationships get
worse” (KIRS2)]. At the organizational level, the presence of stigma
presents challenges in the accurate identification and resolution of
mental health issues. This challenge arises from a limitation in
transparent communication during assessments, where Ukrainian
refugees tend to minimize the presence of mental health problems.

Language barriers

Language barriers constitute a significant challenge for service
providers implementing MHPSS programs for Ukrainian refugees
residing in Poland, Romania and Slovakia. Language is the primary
tool for individuals to express their emotions, thoughts and feelings
[“Psychologists need to listen to every word you say to understand
you.” (KIPS2)]. The linguistic variations among the four cultures
might impede in-depth communication between individuals. Eng-
lish is not commonly spoken at the necessary proficiency level
among Ukrainian refugees and many service providers in the host
countries [“(…) it’s not really typical to use English at work”
(KIPS2)]. The ability to overcome language barriers is hindered
by multiple causes, including a shortage of interpreters [(…) “a key
issue is the absence of interpreters when engaging with professionals.”
(KIPS3)], financial constraints and the high costs of interpretation
services [“One of our biggest challenges (…) was the cost of
translation.” (KIPS2)], as well as the lack of professional

recognition of displaced Ukrainian mental health specialists that
could effectively deliver MHPSS services to other Ukrainian refu-
gees in the host countries [“(…) we have the problem of not being
able for Ukrainian refugees to integrate as professionals in the service
providing industry.” (KIPS2)]. In addition, the hope and prospect of
returning to Ukraine has been reported as a source of hesitancy in
learning the local language among Ukrainian refugees [“Some
refugees are reluctant to learn the language because it takes time,
takes resources, but they are waiting to go home” (KIPS2)]. These
causes contribute to several consequences, notably untreated men-
tal health problems such as anxiety, depression and PTSD among
Ukrainian refugees [“One problem which can be easily resolved with
a couple of sessions, it gets bigger and like more severe and much
harder to treat” (KIPS2]. Furthermore, language barriers result in the
isolation of Ukrainian communities, fostering feelings of loneliness,
pessimism and stress [“They feel more lonely because we cannot reach
them.” (KIRS3)]. Service providers experience demoralization, feel-
ing useless and lacking motivation, leading to an inability to effect-
ively provide MHPSS and engage the community of Ukrainian
refugees [“I felt so empty in a way, and so useless.”(KIRS3)]. The
burden falls disproportionately on a few Ukrainian-speaking mental
health professionals, social workers and interpreters, exacerbating
the shortage of MHPSS specialists. This is evident in long waiting
times and a scarcity of Ukrainian-speaking personnel (“The waiting
queue is very long and (…) Ukrainian refugees get tired.” (KIPS3)].

Lack of MHPSS professionals and infrastructure

The lack of MHPSS professionals emerged as a critical impediment
to service providers effectively implementing MHPSS. This barrier
may be caused by the novelty of these services, suboptimal priori-
tization and insufficient funding [“There is simply a poorly funded
non-profit sector.” (KISS4)]. Further challenges are language and
cultural barriers, diverse career pathways for MHPSS professionals
and restrictions on professional practice in host countries
[“Ukrainian psychologists are not allowed to work officially without
a certification of the diploma.” (KIPS1)]. Professional difficulties
and constraints, such as the difficulty of certification, challenges in
the profession itself, and limited training and education in MHPSS
during crises, represent additional challenges. The consequences
encompass reduced training capacities [“We do not yet have the
capacity to train peer advisors of other organizations from our
resources.” (KISS4)], leading to challenges in integrating foreign
professionals into the system, lower service quality and accessibility
with long waiting hours and frequent changes in mental health
specialists [“There are queues for 6 months of waiting for
consultation.” (KIPS5)]. [“So far we haven’t been successful with
the fact that we can educate and train these peer advisors and other
organizations on a larger scale.” (KISS4)]. This limits the ability to
reach a large number of beneficiaries and places an undue burden
on the few available Ukrainian-speaking mental health practi-
tioners. For Ukrainian refugees, the consequences include enduring
long-term mental health problems such as anxiety, depression and
PTSD [“Significantly deteriorating mental health not only in adults,
but also in children.” (KISS2)]. Other problems include intergenera-
tional suffering, professional adaptation challenges and impair-
ment in social functioning (e.g., family conflicts).

Financial issues

Financial barriers include lack of adequate allocation of resources
for the mental health sector with limited and short-time donor
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support [“A lot of donors have cut down their funding.” (KIPS3)]
and high costs of private psychosocial care [“In the private sector the
fees are very high. While they receive some financial support, not
everyone has a well-paying job to cover their needs and also their
healthcare costs.” (KIPS3)] (Figure 1S in the Appendix). The causes
of these financial barriers are rooted in the state-level perception of
MHPSS, marked by suboptimal prioritization, limited integration
of mental health into the healthcare system and reduced state-level
funding. In addition, funding challenges are linked to a general lack
of knowledge on accessing available funds. The consequences are
wide-reaching, burdening NGOs and small organizations that
compete for limited funding, resulting in sustainability challenges
[“The financial challenges impact service providers significantly.
Much of our energy, which could be directed towards program
development and improving quality, is instead consumed by the
stressful process of budgeting.” (KIPS5)]. Service providers within
these organizations reported low remuneration [“The payment is
very low.” (KIRS3)], with a potential impact on service quality [“It
reflects on quality, unfortunately.” (KIRS3)]. The burden extends to
the few available Ukrainian-speaking mental health practitioners.
The shortage of MHPSS specialists is reported to be associated with
long waiting hours and frequent changes in mental health special-
ists [“There are queues for 6 months of waiting for consultation.”
(KIPS5)].

Lack of trust in mental health support/practitioners

The lack of trust emerges as a barrier for service providers
(Figure 1S in the Appendix). Cross-cultural challenges, language
barriers and a gap in legal knowledge may further complicate
establishing trust. War-related trauma and perceived vulnerability
may have heightened alertness to danger and a perceived suscep-
tibility to exploitation among affected refugees. [“(…) a fear that if I
say something they will send me back to Ukraine.” (KISS1)], or
having children taken away [“Ukrainian families were hesitant to
seek help, as they were under the impression that Polish specialists
might take their children away.” (KIPS 4)]. Additionally, rapid
changes in administrative procedures and suboptimal experiences
with MHPSS may contribute to the lack of trust. The conse-
quences of the lack of trust are profound, leading to adaptation
challenges in making relevant life decisions, social functioning
impairment and communication barriers generating hesitancy to
disclose problems. There is also hesitancy to accept a diagnosis,
resulting in difficulties in taking steps towards treatment [“They
didn’t want to accept that their child has autism or any kind of
disorder” (KIRS1)]. MHPSS workers are often needed to offer
prolonged psychosocial support with initial sessions focused on
building trust before addressing the core mental health concerns
[“This is why, for example, we don’t just have one consultation, but
rather 8 or 10 consultations.” (KIRS1)].

Strategies to overcome the barriers

Service providers reported a comprehensive set of recommenda-
tions to address barriers to implementing in-person MHPSS for
Ukrainian refugees in Poland, Romania and Slovakia (Table 1S in
the Appendix outlines). Recommendations are categorized accord-
ing to the socio-ecological model of Bronfenbrenner, indicating the
level at which each recommendation could be implemented. These
levels encompass public policy, organizational, and individual pro-
vider perspectives (Table 4S in the Appendix). For example, service
providers mentioned enhancing funding opportunities and

accessibility, incorporating Ukrainian specialists in organizations
and projects providing MHPSS and language education initiatives
for Ukrainian refugees.

Implementation barriers to digital psychosocial interventions:
Problem, causes and consequences

Service providers highlighted the following four key challenges
associated with implementing the MHPSS in digital mode:
(1) generational obstacles, (2) lack of therapeutic relationship,
(3) lack of trust and (4) lack of awareness of the existence ofMHPSS
(see Table 2S and Figure 2S in the Appendix). Among these issues,
there seems to be a common thread of problems related to
acceptability and the evaluation of intervention appropriateness,
both from the perspective of service providers and, as hypothe-
sized, by Ukrainian refugees and end-users. Older generations of
Ukrainians may be challenged by technical illiteracy [“People who
are fromUkraine and who are, for example, 50+ don’t know how to
use mobile applications, or when we talk about a chatbot program”
(KISS1)] and lack of familiarity with new technologies. [“It is
possible that some of them only have ordinary phones with
keyboards.” (KISS1)]. This perception leads to a sense of poor
therapeutic relationship, ineffective intervention and reduced
self-efficacy in overcoming these challenges. The resultant effect
is that it is difficult to reach and engage Ukrainian refugees with
digital MHPSS. At the implementation level, service providers
may encounter difficulties in adopting such interventions, ren-
dering them unfeasible and challenging to integrate into existing
services. At the clinical level, implementation barriers may lead to
isolation and increased vulnerability, as well as untreated mental
health problems. Regarding the lack of therapeutic relationship,
the cultural perception of Service Providers (SPs) and Ukrainian
Refugees (URs) regarding MHPSS and the social determinants
(i.e., exposure to war-related trauma) may impact the perceived
inadequacy of the intervention [“People who have experienced
trauma are more likely to benefit from physical contact, rather
than talking with a chatbot.” (KIPS1)]. These challenges may have
consequences on the feasibility, effectiveness, penetration and
sustainability of MHPSS. The lack of trust towards digital MHPSS
is accompanied by similar consequences, including lack of uptake,
development and promotion). According to SPs, the absence of
direct contact with a professional significantly contributes to the
lack of trust in digital interventions. Other factors mentioned by
SPs are concerns for user safety and worries about data security
[“It’s quite stressful to think that someone might have access to
details of your card and bank account” (KIRS4)], the perception of
low-quality design, the poor quality of translation into Ukrainian
and the perception of limited scientific evidence and efficacy of
digital interventions. This may result in difficulties in adopting,
developing, integrating and maintaining these interventions
within an existing service system.

Finally, the lack of awareness refers to SPs and URs lacking
knowledge about evidence-based digital MHPSS. One of the major
causes of this obstacle is the lack of promotion of digital interven-
tions. Consequently, individuals who could benefit from digital
interventions may instead turn to traditional mental health ser-
vices, increasing the demand for specialists. Lack of awareness can
lead to challenges in determining whether to adopt, integrate and
sustain MHPSS within the system. From a clinical perspective, this
may lead to consequences such as prolonged and aggravatedmental
health problems for URs, dysfunctional coping mechanisms and
social impairment (Figure 2S in the Appendix).
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Strategies to overcome the barriers

Service providers described a comprehensive set of recommenda-
tions to overcome barriers to implementing digital MHPSS
(Table 3S in the Appendix). These recommendations, organized
based on the socio-ecological model, indicate the suitable level for
implementation and cover policy, organizational and individual
provider perspectives. For example, service providers mentioned
creating a comprehensive national plan for the seamless integration
of digital interventions into mental health services, as well as
promoting awareness about the benefits and usage of digital tools.

Discussion

This study aimed to identify barriers and strategies to overcome
them reported by service providers in implementing in-person and
digital MHPSS for Ukrainian forcibly displaced persons in Poland,
Romania and Slovakia.

Service providers identified several barriers to implementing
in-person MHPSS for Ukrainian refugees in Poland, Romania
and Slovakia. The most frequent barriers included stigma, lan-
guage, shortage of MHPSS providers and consequently high work-
load, lack of financial aid and general lack of trust among refugees.
These results align with previous studies focused on access to
mental care services for refugees and asylum seekers in various
host countries (Javed et al., 2021; Javanbakht, 2022). For example, a
study conducted with mental health professionals working with
refugees in Jordan identified similar barriers. Through semi-
structured and unstructured interviews, mental health profes-
sionals were asked about potential barriers according to a list
developed from a scientific literature review (Al-Soleiti et al.,
2021). In line with our results, stigma, financial limitations, short-
age of mental health personnel and burnout were the barriers
reported by participants (Al-Soleiti et al., 2021). Similar results
were found in a qualitative study by Bawadi et al. (2022), which
identified stigma, social discrimination and accessibility of mental
health services as the main barriers to accessing MHPSS for Syrian
refugees hosted in Jordan. Another important consideration relates
to the potential differences in the prevalence of mental disorders
and access to mental health services within the group of Ukrainian
refugees. In this regard, epidemiological data on war-exposed ado-
lescent Ukrainian refugees show increased levels of moderate to
severe depression, anxiety and clinically relevant psychological
trauma (Goto et al., 2024). This confirms a substantial burden in
refugee populations of different age ranges and a consequent need
for investment in mental health care. In Poland, Slovakia and
Romania, healthcare services are provided free of charge to refu-
gees, covering both primary and emergency care. Furthermore, the
IOM has been actively engaged in these countries, implementing
comprehensive programs to address the diverse health needs of
Ukrainian refugees. These efforts by the IOM include not only
medical assistance but also support in areas such as mental health,
housing, (psycho)education and social integration. This ensures
that Ukrainian refugees receive the care and resources necessary for
their health across countries and successful adaptation in their host
communities (IOM, 2024).

To overcome the barriers reported above, our participants for-
mulated several recommendations. Key strategies include the
development of state-level policies and national plans to organize
MHPSS responses, enhancing funding opportunities for MHPSS
provision, and accessibility through financial support and donor
mobilization. Other strategies included incorporating specialists

with a Ukrainian background into host country mental healthcare
systems, fostering collaborative MHPSS responses between practi-
tioners and stakeholders, facilitating group and community-based
activities, training MHPSS specialists and helpers, promoting digi-
tal MHPSS and offering language education. Many of these recom-
mendations are aligned with the contents of a Lancet Commission
on Migration and Health (Abubakar et al., 2018) and with a WHO
document focused on the mental health of refugees and migrants
(WHO, 2023b). This WHO document reported barriers and facili-
tators to deliver MHPSS for professionals working with refugees
and asylum seekers, and policy and clinical considerations organ-
ized according to the social determinants of mental health frame-
work developed by Lund et al. (2018) and the socio-ecological
theory of Bronfenbrenner (1979), Purgato et al. (2017). Practi-
tioners reported difficulties related to the workload, language bar-
riers, stigma towards mental health conditions, problems in
retaining mental health staff and emotional exhaustion of staff.
Recommendations highlighted the importance of training and
clinical supervision, liaison and collaboration with local stake-
holders, the attention paid to local contexts and cultural compe-
tency (WHO, 2023b). Next, service providers identified several
barriers to implementing digital MHPSS for Ukrainian refugees.
These included generational obstacles such as differing levels of
comfort with technology among different age groups, the lack of a
therapeutic relationship within digital interventions, which may
hinder trust, perceived concerns related to the efficacy and trust-
worthiness of digital MHPSS, data security concerns and a general
lack of awareness of the benefits of these interventions. In a narra-
tive review by Torous et al. (2018) about the use ofmobile phones in
a clinical context, participants indicated privacy, confidentiality
and anxiety about third-party use of personal information as per-
ceived barriers to MHPSS access (Mabil-Atem et al., 2024). Fur-
thermore, while digital interventions are becoming important and
popular globally, there exists a significant risk that older people are
left behind. Older people often face challenges in adapting to new
technologies, so they may encounter barriers that limit their access
to digital interventions. This is particularly relevant for the refugee
population. This could exacerbate existing healthcare inequalities,
leaving older refugee populations at a distinct disadvantage in
receiving timely and effective psychosocial support. Ensuring inclu-
sivity in the adoption of digital health solutions is crucial to prevent
further marginalization of refugee older adults and to promote
equitable healthcare access for all (Hollis et al., 2015; Seifert et al.,
2019). The cost of devices was a factor that determined their
decision-making about the uptake of digital health interventions.
Additional barriers included exposure to racism, discrimination
and stigmatization (Romao et al., 2021). Recommendations to
address these barriers include developing national plans and gain-
ing state-level support for integrating digital interventions into
mental health systems, promoting technical literacy through edu-
cationand enhancing the credibility of digital interventions through
efficacy research. They also advised disseminating and improving
acceptability and quality through focus groups andMHPSS testing,
providing training to MHPSS practitioners and raising awareness
through various promotional strategies, as well as overcoming
implementation challenges by integrating digital interventions into
routine practice. These strategies have also been cited as ameans for
improving mental health literacy and social connectedness among
refugees (Ekblad et al., 2024). For example, potential protective
factors may be social support through communication (e.g., phone,
WhatsApp, email and video calls) with significant persons who are
separated. Another protective factor may be the increase in
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refugees’ perceived health and mental health literacy through the
participatory approach (Leask et al., 2019). To work with the topic
of healthy communication in the field demands knowledge and
experience, and this is supported by the WHO statement that
“addressing these determinants and enhancing the health of
migrants, refugees and other displaced populations are essential
goals for global health and sustainable development” (WHO,
2023a). In this regard, an important consideration stated in the
WHO manual on the implementation of psychosocial interven-
tions is that remote delivery of MHPSS should, in any case, not be
seen as a replacement for in-person support (WHO, 2024). Relying
on digital technologies only risks excluding poor or marginalized
people without access to the internet or a private phone. A key
objective in organizing and delivering interventions is to offer
different delivery options (also in parallel) to support a broad range
of needs and preferences (WHO, 2022; WHO, 2024).

Our study has several limitations. Although the number of
participants in our study is consistent with the practical guidance
reported in the literature (Guest et al., 2006; WHO and UNHCR,
2012; Keddem et al., 2021), and with other qualitative studies
conducted in the field of global mental health (Atiq et al., 2024;
Elnasseh et al., 2024), the overall number of study participants was
limited. Therefore, our findings and recommendations should be
interpreted with caution, as they cover different countries with
potential differences in the implementation and delivery of mental
health services. Additionally, we note an underrepresentation of
male participants, especially in the key informant phase of the
study. Future studies should strive for gender inclusivity to ensure
a comprehensive understanding of the challenges and barriers
experienced by both male and female participants. Furthermore,
it is important to recognize that this study is qualitative, relying on
interviews to gather data.While qualitative studies provide valuable
insights into the lived experiences of individuals, they may be
influenced by the researchers’ interpretations and biases. Another
important limitation is that the questions addressed to the partici-
pants focused on the implementation barriers ofMHPSS in general.
With this approach, we intended to stay close to theDIMEprotocol,
simplify the questions addressed and inform the implementation
barriers for MHPSS in general. However, valuable insights could
have been gained by focusing on the barriers to implementing
specific in-person and digital intervention protocols.

In conclusion, this paper outlines a comprehensive set of bar-
riers and recommendations to address these barriers, spanning
multiple levels of intervention. From policy initiatives to organiza-
tional strategies and individual provider perspectives, there is a
need for coordinated efforts to create an enabling environment for
MHPSS delivery, particularly in situations of crisis. Promoting
awareness, enhancing training programs, improving access to
resources and fostering collaboration across sectors are key strat-
egies to overcome implementation challenges. Through an
in-depth understanding of the nature of the reported barriers and
challenges in implementing evidence-based strategies, we can
ensure that vulnerable populations receive the support they need
to overcome adversity and rebuild their lives.
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