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Abstract 

Background  Despite a high burden of chronic and mental illness, asylum-seekers show low utilization of ambula-
tory specialist healthcare. Forgoing timely healthcare when facing access barriers may direct them toward emergency 
care. This paper examines interrelations of physical and mental health and utilization of ambulatory and emergency 
care, and explicitly addresses associations between the different types of care.

Methods  A structural equation model was applied to a sample of n = 136 asylum-seekers living in accommodation 
centers in Berlin, Germany. Utilization patterns of emergency care (outcome) and physical and mental ambulatory 
care (endogenous predictors) were estimated, while controlling for age, gender, chronic conditions, bodily pain, 
depression, anxiety, length of stay in Germany (exogenous predictors) and self-rated health (endogenous predictor).

Results  Associations were observed between ambulatory care utilization and poor self-rated health (0.207, CI: 0.05; 
0.364), chronic illness (0.096, CI: 0.017; 0.175) and bodily pain (0.019, CI: 0.002; 0.036); between mental healthcare utili-
zation and anxiety (0.202, CI: 0.051; 0.352); and between emergency care utilization and poor self-rated health (0.621, 
CI: 0.059; 1.183), chronic illness (0.287, CI: 0.012; 0.563), mental healthcare utilization (0.842, CI: 0.148; 1.535) and anxiety 
(0.790, CI: 0.141; 1.438) (values in parentheses show estimated regression coefficients and 95% confidence intervals). 
We found no associations between the utilization of ambulatory and emergency care.

Conclusions  Our study generates mixed results concerning associations between healthcare needs and ambula-
tory and emergency care utilization among asylum-seekers. We found no evidence that low utilization of ambulatory 
care contributes to emergency care utilization; neither did we find evidence that ambulatory treatment obviates the 
need to seek emergency care. Our results indicate that higher physical healthcare needs and anxiety are associated 
with more utilization of both ambulatory and emergency care; whereas healthcare needs related to depression tend 
to remain unmet. Both the undirected and under-utilization of health services may reflect navigation and accessibility 
issues. To facilitate more needs-based and effective healthcare utilization and thus contribute to health equity, sup-
port services such as interpretation and care navigation as well as outreach are warranted.
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Background
Despite substantial healthcare needs, asylum-seekers 
in Germany exhibit lower utilization of ambulatory 
specialist healthcare and ambulatory mental health-
care than statutorily insured persons [1–8]. At the 
same time, the incidence of emergency room visits and 
avoidable hospitalizations is comparatively high [1, 2, 
4, 5, 7]. It has been suggested that these patterns are 
causally related, reflecting and reproducing inequities 
in healthcare and health: Formal and informal access 
barriers may make asylum-seekers forgo timely treat-
ment in the ambulatory sector and instead use other, 
potentially inadequate and more costly emergency 
health services [4, 9–11]. Discrepancies between 
healthcare needs and the treatment provided, in turn, 
are liable to frustrate patients and care-givers [12, 13]. 
In the long run, inequitable treatment of physical and 
mental health conditions compromises the wellbeing, 
quality of life, and social integration of asylum-seek-
ers and entails economic costs, for example through 
reduced productivity or resources spent on informal 
care [9, 14].

This paper investigates the associations between 
physical and mental healthcare needs and ambulatory 
and emergency healthcare utilization among asylum-
seekers. It applies a Structural Equation Model (SEM) 
to data generated by a cross-sectional survey of asy-
lum-seekers in Berlin. To our knowledge, this is the 
first paper that addresses the role of ambulatory physi-
cal and mental healthcare utilization for emergency 
care utilization by explicitly modeling potential inter-
dependencies between the different types of care.

A note on terminology: we will use the term “forced 
migrants” in this paper to refer to various categories of 
displaced populations. With regard to the study popu-
lation we will use the term “asylum-seekers”. However, 
our definition of the term is not in entire accordance 
with the respective administrative category, which 
exclusively denotes persons whose asylum claim is 
pending. For the purpose of this paper, we denote as 
asylum-seekers all persons whose social benefits are, 
de facto, regulated by the German Asylum Seeker 
Benefits Act, including persons who have submitted 
an asylum application, persons with renewable legal 
status such as a residence permit on humanitarian 
grounds, “failed” “non-deportable” asylum-seekers, 
and recognized refugees who, for any reason, have not 
yet access to full social entitlements [15].

Healthcare needs of asylum‑seekers
Forced migrants are at particular risk for physical and 
mental ill health because of structural factors before, 
during and after displacement [16–18]. Infectious dis-
eases and, to a certain extent, mental trauma have been 
the primary foci of health system responses in transit 
and destination countries. Healthcare provision for 
displaced populations thus tends to overlook further 
healthcare needs such as services for chronic non-com-
municable diseases, sexual and reproductive health, 
or dental health [18, 19]. Especially chronic non-com-
municable diseases have been described as an emerg-
ing challenge in the context of recent forced migratory 
movements such as from Syria and Ukraine [20–22].

In the German context, comprehensive information 
on asylum-seekers’ healthcare needs is unavailable 
[23]. Empirical studies indicate that the prevalence of 
communicable diseases is comparable to the general 
German population [4, 24]. Regarding chronic non-
communicable diseases, study results differ: Some 
authors report a relatively low prevalence of chronic 
illness among asylum-seekers, while stating that find-
ings may be due to underreporting [6, 24]. Others show 
a similar or higher prevalence of chronic diseases as 
compared to the general population [5, 25]. Bauhoff 
and Göpffarth [4], for example, found prevalences of 
20%, 48% and 62% respectively for nutritional anemia, 
diabetes and hypertension (as compared to 9%, 50% and 
62% among the general population). A high prevalence 
of unspecific symptoms has been linked to psycho-
logical distress and somatization [4, 6, 24, 26]. This is 
consistent with reports of a high prevalence of mental 
illness among asylum-seekers in Germany: up to 77% 
for post-traumatic stress disorder [27] and 40–50% for 
depression and anxiety [4–6, 28] respectively. Studies 
consistently report overall low subjective health [5, 6].

Accessibility of healthcare for asylum‑seekers
In Germany, asylum-seekers have state-sponsored 
health coverage. Yet, like in many other host countries 
[19], restrictions apply to their scope of health entitle-
ments (and to their access to healthcare, depending 
on their exact place of residence). During their first 
18 months in the country, asylum-seekers’ health enti-
tlements are limited to the treatment of acute, painful 
and life-threatening conditions, pregnancy and obstet-
ric care, and vaccinations. Further medical services 
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such as treatment of chronic diseases and mental 
health conditions can be covered based on an indi-
vidual case review [15]. In theory, these regulations 
allow for a scope of health services that is near-equiv-
alent to statutory health insurance. Yet, in practice, 
uncertainties over the correct interpretation of the law 
have led to inconsistencies in the authorization, pro-
vision and reimbursement of healthcare services for 
asylum-seekers, and eventually to a more restrictive 
implementation than justified from legal and medical 
perspectives [29]. For instance, in 2017, 49% of asylum-
seekers’ applications for psychotherapy coverage were 
rejected after the individual case review, as compared 
to a rejection rate of 6% among statutorily insured per-
sons [30]. Inconsistencies exist also in asylum-seekers’ 
access to health services, with different local authorities 
implementing different access models [2, 31]. In Ber-
lin, which is the context of this study, asylum-seekers 
obtain an electronic health insurance card upon arrival, 
which, in theory, allows for healthcare access in a simi-
lar fashion as statutory health insurance [12].

In addition to formal barriers, asylum-seekers may 
experience various informal barriers. For instance, con-
siderable communication barriers and sometimes nega-
tive attitudes from the part of administrative and medical 
staff have been reported [32–34]. They have been linked 
to insufficient coverage of medical interpretation services 
and general deficits in the accommodation of diversity 
in healthcare provision in Germany [35, 36]. In mental 
healthcare, specifically, a shortage of healthcare provid-
ers poses problems. Although specialized “Psychosocial 
Centers” (in German: Psychosoziale Zentren, PSZs) offer 
mental healthcare for asylum-seekers in addition to psy-
chotherapists and psychiatrists, existing capacities can-
not meet the demand [36]. In 2019, the PSZs reported 
waiting times of up to two years for psychotherapy and a 
40% rejection rate due to a lack of capacities [30]. Stigma 
toward mental illness and healthcare creates additional 
hurdles [34, 37].

It has been hypothesized that the existing barriers to 
ambulatory specialist and mental healthcare incentivize 
asylum-seekers to seek emergency care and thus contrib-
ute to avoidable hospital visits. The goal of our study is to 
test this hypothesis by examining interrelations of physi-
cal and mental healthcare needs and the utilization of 
ambulatory and emergency care among asylum-seekers, 
while explicitly addressing associations between the dif-
ferent types of care.

Methods
Study design and sampling
This study used a cross-sectional survey on the health 
and healthcare utilization among asylum-seekers. The 

target population were residents of shared accommo-
dation centers for asylum-seekers in Berlin, who were 
of legal age (18 years and above), and who were able to 
complete the questionnaire in one of the nine languages 
provided. Administering the survey in accommodation 
centers offers an opportunity to obtain a representative 
sample of the heterogeneous asylum-seeking population 
in Germany, because German law obliges asylum-seekers 
to reside in shared accommodation centers for the first 
18  months of their stay or until obtaining permanent 
residency status. Given the scarcity of affordable housing, 
however, some asylum-seekers remain in shared accom-
modation centers beyond the designated period.

A clustered randomized sampling approach was 
applied to include a representative distribution of accom-
modation centers in the study: Using a complete list 
of Berlin’s accommodation centers, the facilities were 
divided into three categories, according to their capac-
ity (small facilities with less than 250 persons, medium 
facilities with 250–500 persons, and large facilities with 
over 500 persons). The distribution of asylum-seekers 
across the different categories was calculated (19% in 
small centers, 59% in medium centers, 22% in large cent-
ers) and proportional numbers of accommodation cent-
ers were drawn from each category to achieve a similar 
distribution in the study sample.

Accommodation centers were contacted via email and 
telephone. If no contact could be established or partici-
pation in the survey was rejected, a new accommodation 
center from the same category was drawn. Within each 
participating accommodation center, the research team 
endeavored to approach and include the highest possible 
number of respondents.

The questionnaire
The study used a shortened version of a question-
naire that had been developed for a different pro-
ject (RESPOND, “Improving regional health system 
responses to the challenges of migration through tai-
lored interventions for asylum-seekers and refugees”) [5]. 
Our version comprised 55 items including I) health sta-
tus, II) healthcare utilization, and III) sociodemographic 
information.

	 I)	 Health status included self-assessed health status 
(measured on a Likert scale from 1 = very good 
to 5 = very poor), chronic illness (“Do you have 
any longstanding illnesses or health problems?”), 
screening items for depression (PHQ-2) and anxi-
ety (GAD2), and a six-point scale for bodily pain.

	II)	 Utilization of healthcare within the preceding 
12 months (yes/no) was surveyed for general prac-
titioners, specialist practitioners, psychotherapists 
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and psychiatrists (in the following: mental health-
care providers), and emergency care. The number 
of emergency room visits in the last 12 months was 
assessed.

	III)	 Sociodemographic information included gender 
(female/male/diverse), age, legal status (asylum 
application pending/asylum application concluded 
with refugee status/subsidiary protection/rejection 
and non-deportability/rejection), length of stay in 
Germany, and the highest level of formal education 
accomplished.

The questionnaire and all related information mate-
rial were available in nine languages (Albanian, Arabic, 
English, Farsi, French, German, Russian, Serbian, and 
Turkish).

Ethical approval
Ethical clearance was obtained from the Ethics Commit-
tee of the Charité University Clinic Berlin (EA4/111/18).

Data collection
Data were collected between June 2018 and December 
2019. The research team announced the study to staff and 
residents of the participating accommodation centers via 
posters and written information in different languages 
and, if possible, in person, for example during in-house 
plenary sessions. Depending on local conditions, the 
questionnaire was administered in two different ways: In 
some accommodation centers, the research team went 
from door to door and invited the residents to partici-
pate in the survey. In other centers, the team positioned 
itself in a public area of the accommodation center and 
invited passers-by to participate. In either case, symbolic 
giveaways (such as notice books, cosmetics, tea and bis-
cuits) were offered irrespective of study participation. 
Study information was provided in writing, in the above 
said nine languages. Given the diverse composition of the 
research team, questions by potential participants could 
be answered in some, albeit not all languages (no profes-
sional translator was present). In addition, the team used 
audio recordings of the study information in five lan-
guages (Albanian, Arabic, Farsi, Kurdish, Russian) to help 
explain about the study. It tried to avoid any pressures 
to partake in the study, for example by emphasizing that 
participation would neither affect the asylum procedure 
nor involve any other personal benefits. The question-
naire was handed out on paper for independent comple-
tion, together with a stamped envelope. Filled-out forms 
were returned in three different ways: 90% were handed 
over in person, 5% were deposited in a closed box in the 
accommodation center, and the remaining 5% were sent 
by mail.

Variables
The variables used for the analysis include binary vari-
ables for the presence of a chronic disease, symptoms of 
depression and symptoms of anxiety, utilization of ambu-
latory physical healthcare in the preceding 12  months 
(any ambulatory care physician excluding psychothera-
pists and psychiatrists), utilization of ambulatory men-
tal healthcare (psychotherapists or psychiatrists) in the 
preceding 12  months, and less-than-good (i.e., very 
poor, poor or fair) self-assessed health. Bodily pain was 
included on a six-point scale. The number of emergency 
care visits in the preceding 12  months is the main out-
come of this study.

Statistical analysis
A Structural Equation Model (SEM) was employed to 
investigate the potential interrelations of physical and 
mental health, of ambulatory physical and mental health-
care utilization, and of emergency care utilization. The 
SEM allows for a simultaneous estimation of the asso-
ciations among physical and mental healthcare needs 
and the utilization of different types of health services. 
This was considered necessary here because the different 
services are neither mutually exclusive nor independent 
from one another. A set of regressions with one-dimen-
sional outcomes may therefore lead to biased results, 
when neglecting the expected correlations of ambula-
tory physical and mental healthcare utilization with the 
utilization of emergency care. The SEM further allows for 
modelling the associations between health and health-
care utilization as both direct and indirect effects. This 
was done here to examine how having accessed ambula-
tory physical and/or mental healthcare in the preceding 
12 months influences emergency care utilization.

The estimation model shown in Fig.  1 is built as a 
set of direct and indirect associations between health 
and healthcare utilization. Poor self-assessed health 
is included as an endogenous predictor of ambulatory 
physical healthcare and emergency care utilization, with 
chronic illness, bodily pain and age serving as exogenous 
predictors of self-rated health. Symptoms of depression 
and anxiety are considered as exogenous predictors of 
ambulatory mental healthcare and emergency care uti-
lization. Direct paths are included from ambulatory 
physical and mental healthcare utilization to emergency 
care utilization to assess whether ambulatory care uti-
lization is associated with emergency care utilization. 
Indirect paths are modelled from poor self-rated health 
and from the presence of a  chronic illness to ambula-
tory physical healthcare and emergency care utilization, 
as well as from the presence of depressive symptoms 
and the presence of symptoms of  anxiety to emergency 
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care utilization. Gender and less than 18 months of stay 
in Germany are included with direct effects on all types 
of healthcare utilization, to control for potential effects 
of the scope of health entitlements and familiarity with 
the German healthcare system on patterns of healthcare 
seeking. All estimations were performed in Stata 15.1 
using the SEM command.

Results
Descriptive results
Twenty-two out of the 74 asylum-seeker accommodation 
centers in Berlin participated in this study. At the time, 
the total number of residents of asylum-seeker accom-
modation centers in Berlin was 6,399. Among them, an 
estimated 3,839 (60%) met the inclusion criteria for this 
study. Out of 811 persons who could be approached, 
327 filled out and returned the questionnaire, which 
corresponds to a cooperation proportion of 39% and a 
response proportion of 8%. Upon data cleansing, a total 
n = 309 observations remained. Not all respondents com-
pleted all questionnaire items; our sample for a complete 
case analysis therefore comprises 136 observations.

Respondents were on average 34  years old; 37% 
described their gender as female and 63% as male. The 
average time since arrival in Germany was 39  months. 
25% of the respondents arrived in Germany less than 
18  month ago; their scope of healthcare entitlements 
therefore underlies restrictions. Almost half (46%) of the 
respondents described their physical health as less than 
good; 38% reported at least one chronic disease. Symp-
toms of at least one mental illness were reported by 
approx. 50% of the respondents. Thirty-nine percent of 
respondents reported depressive symptoms, 38% symp-
toms of anxiety. In total, 27% of the respondents reported 
symptoms of both anxiety and depression.

More than half of the estimation sample had had at 
least one ambulatory healthcare visit within the preced-
ing 12  months. Only 21% of the respondents reported 
at least one mental healthcare visit in the previous year. 
One third of the respondents used emergency care at 
least once within the preceding 12  months; the average 
yearly number of emergency care visits among this group 
was 2.4. In the overall estimate sample, the average num-
ber of reported visits to an emergency room was 0.8. 
The descriptive results of the analysis are summarized in 
Table 1.

Estimation results
The likelihood-ratio-test indicates no significant differ-
ence between the observed and the estimated covari-
ance structure of the data, suggesting that the estimated 
associations between health and healthcare utilization 
reflect the underlying interrelations. In addition, the 
Non-Normal (Tucker-Lewis) Fit Index is above 0.95 and 
the comparative fit index is above 0.9, both indicating a 
good model fit. The root mean squared error (RMSEA) of 
0.034 is below the threshold of 0.05, which, too, suggests 
a good model fit. The model fit indexes are presented in 
Table 2.

The estimates for the direct, indirect and total asso-
ciations among the variables, together with 95% confi-
dence intervals and associated p-values, are presented 
in Table  3. The structural equation for self-rated health 
suggests that bodily pain and the presence of a chronic 
disease are associated with poor self-assessed health. The 
estimated coefficients of chronic disease and pain are 
both positive, indicating that the risk to rate one’s health 
as fair, poor or very poor is higher if a respondent reports 
at least one chronic disease or bodily pain.

Only fair, poor or very poor self-rated health was 
directly and significantly associated with ambulatory 

Fig. 1  Full estimation model. The illustration shows our full estimation model, built of direct and indirect associations among physical and mental 
health, ambulatory physical and mental healthcare utilization, and emergency care utilization among asylum-seeking respondents
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physical healthcare utilization. Direct associations 
between less than 18  months in Germany and gender 
with ambulatory care utilization were small and close 
to zero when compared to the broad confidence inter-
vals. Statistically significant indirect associations were 
found for chronic disease and bodily pain with ambula-
tory care utilization. The likelihood of ambulatory men-
tal healthcare utilization is higher among respondents 
who screened positive for anxiety and for those who 
have been in Germany for less than 18 months, as com-
pared to respondents who have stayed longer. (A sen-
sitivity analysis that used legal status instead of length 
of stay yielded analogous estimates and a similar model 
fit.) The association of depressive symptoms with men-
tal healthcare utilization is small and can be considered 
an imprecise zero with a p-value of 0.949.

Emergency care utilization yielded no clear associa-
tions with ambulatory physical healthcare utilization. 
In contrast, we found a positive association between 
emergency care utilization and mental healthcare utili-
zation. Further variables that are likely to be associated 
with a higher frequency of emergency care utilization 
are chronic illness, bodily pain, and symptoms of anxi-
ety. The presence of a chronic disease is indirectly 
associated with a higher frequency of emergency care 

utilizations, through its association with poor self-rated 
health. Likewise, bodily pain also has a significant indi-
rect association with the utilization of emergency care 
services.

Having symptoms of anxiety shows a strong and sig-
nificant positive association with the utilization of both 
ambulatory mental healthcare and emergency care. In 
contrast, symptoms of depression have no significant 
association with the utilization of neither ambulatory 
mental healthcare nor emergency care. Gender and 
length of stay exhibit no significant associations with 
emergency care utilization.

Discussion
The aim of this study was to disentangle the interrela-
tions between physical and mental healthcare needs, the 
utilization of ambulatory physical and mental health-
care services, and the utilization of emergency care by 
asylum-seekers. In light of formal and informal barriers 
to healthcare faced by this population, it has been sug-
gested that foregone ambulatory healthcare visits may 
contribute to high emergency care utilization [4, 9, 11, 
18]. Our study was the first to explicitly account for the 
non-exclusiveness and potential interdependence of the 
two types of care. The results indicate that ambulatory 
mental healthcare utilization, alongside poor self-rated 
health, chronic disease and anxiety, is significantly asso-
ciated with an increased emergency care utilization. The 
utilization of ambulatory physical healthcare and the 
presence of depressive symptoms are not associated with 
emergency care utilization.

With regards to the question whether low utiliza-
tion of ambulatory healthcare drives emergency care 
use among asylum-seekers, our study thus yields mixed 
results, which may reflect differences in healthcare 

Table 1  Description of the estimation sample (n = 136)

Min Max

Mean age (in years) 33.9 18 68

Gender (female) 36.8%

Fair, poor or very poor self-rated health 45.6%

At least one chronic disease 37.5%

Mean score of bodily pain (1 = low, 6 = high) 2.4 1 6

Symptoms of depression 39.0%

Symptoms of anxiety 38.2%

Mean length of stay in Germany (in months) 39.2 2 159

Share of respondents with stay < 18 months in Germany 25.0%

Share of respondents who used ambulatory physical healthcare in the previous 12 months 55.9%

Share of respondents who used mental healthcare (psychotherapy or psychiatry) in the previous 
12 months

21.3%

Average number of emergency care visits in the previous 12 months 0.8 0 10

Table 2  Goodness of fit indexes

Goodness of fit index Value Threshold

Likelihood-ratio-test (model vs. 
observed)

18.536 (p = 0.293) p > 0.05

RMSEA 0.034  < 0.05

Comparative Fit Index 0.982  > 0.95

Tucker-Lewis (non-normal) Fit index 0.961  > 0.9
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seeking for different health problems. Overall, we found 
no significant negative associations between the utiliza-
tion of any (physical or mental) ambulatory healthcare 
and emergency care utilization, as we would expect 
either a) if foregoing necessary visits to an ambula-
tory healthcare provider would eventually result in 

(avoidable) emergency room visits; or b) if health prob-
lems were resolved in ambulatory care, thus obviating 
the need for a visit to the emergency room.

As regards mental health, our results confirm dis-
crepancies between asylum-seekers’ high burden of ill-
ness and their relatively low utilization of ambulatory 

Table 3  Estimation results of the associations among health, ambulatory physical and mental healthcare utilization and emergency 
care utilization

Coefficients are direct effects; indirect effects and total effects are derived from estimated coefficients using the model structure. Effects are not necessarily causal

Direct effect (coefficients) Indirect effect (derived) Total effects (derived)

Coeff 95% CI p-value Effect 95% CI p-value Effect 95% CI p-value

Fair, poor or very poor self-rated health
  Age 0.003 (-0.002; 0.009) 0.232 0.003 (-0.002; 0.009) 0.232

  Chronic disease 0.463 (0.314; 0.612)  < 0.001 0.463 (0.314; 0.612)  < 0.001

  Level of pain 0.091 (0.048; 0.134)  < 0.001 0.091 (0.048: 0.134)  < 0.001

  Constant -0.057 (-0.254; 0.140) 0.571

Ambulatory care utilization
  Fair, poor or very poor self-rated health 0.207 (0.050; 0.364) 0.010 0.207 (0.050; 0.364) 0.010

  Chronic disease 0.096 (0.017; 0.175) 0.018 0.096 (0.017; 0.175) 0.018

  Level of pain 0.019 (0.002; 0.036) 0.029 0.019 (0.002; 0.036) 0.029

   < 18 months in Germany 0.053 (-0.135; 0.241) 0.582 0.053 (-0.135; 0.241) 0.582

  Gender 0.038 (-0.131; 0.208) 0.658 0.038 (-0.131; 0.208) 0.658

  Age 0.001 (-0.001; 0.002) 0.278 0.001 (-0.001; 0.002) 0.278

  Constant 0.437 (0.311; 0.563)

Mental healthcare utilization (psychiatry and/or psychotherapy)
  Depressive symptoms 0.005 (-0.146; 0.156) 0.949 0.005 (-0.146; 0.156) 0.949

  Symptoms of anxiety 0.202 (0.051; 0.352) 0.009 0.202 (0.051; 0.352) 0.009

  < 18 months in Germany 0.138 (-0.015; 0.291) 0.078 0.138 (-0.015; 0.291) 0.078

  Gender 0.066 (-0.071; 0.204) 0.345 0.066 (-0.071; 0.204) 0.345

  Constant 0.075 (-0.031; 0.182) 0.167

Emergency care utilization
  Ambulatory care utilization 0.388 (-0.171; 0.948) 0.174 0.041 0.388 (-0.171; 0.948) 0.174

  Fair, poor or very poor self-rated health 0.541 (-0.028; 1.109) 0.062 0.080 (-0.051; 0.211) 0.229 0.621 (0.059; 1.183) 0.03

  Chronic disease 0.287 (0.012; 0.563) 0.041 0.287 (0.012; 0.563) 0.041

  Level of pain 0.056 (-0.001; 0.114) 0.055 0.056 (-0.001; 0.114) 0.055

  Mental healthcare utilization 0.842 (0.148; 1.535) 0.017 0.842 (0.148; 1.535) 0.017

  Depressive symptoms -0.102 (-0.725; 0.520) 0.747 0.004 (-0.123; 0.131) 0.949 -0.098 (-0.733; 0.537) 0.762

  Symptoms of anxiety 0.620 (-0.028; 1.267) 0.061 0.170 (-0.019; 0.359) 0.078 0.790 (0.141; 1.438) 0.017

  < 18 months in Germany 0.021 (-0.582; 0.624) 0.945 0.136 (-0.053; 0.326) 0.159 0.157 (-0.463; 0.777) 0.619

  Gender -0.398 (-0.940; 0.145) 0.151 0.071 (-0.086; 0.227) 0.375 -0.327 (-0.889; 0.234) 0.254

  Age 0.002 (-0.002; 0.006) 0.295 0.002 (-0.002; 0.006) 0.295

  Constant 0.088 (-0.407; 0.582) 0.728

Error variances of endogenous variables
  Fair, poor or very poor self-rated health 0.129 (0.102; 0.164)

  Ambulatory care utilization 0.231 (0.182; 0.293)

  Mental healthcare utilization 0.152 (0.120; 0.193)

  Emergency care utilization 2.304 (1.816; 2.922)

  Error covariance of ambulatory and 
mental healthcare utilization

0.059 (0.025; 0.092)
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mental health services, which have been reported in 
the international literature [38–40]. Our study indicates 
that asylum-seekers with depressive symptoms may be 
at particular risk of remaining underserved: The finding 
that depressive symptoms are not associated with the uti-
lization of any type of healthcare points toward unmet 
treatment needs for this condition. Anxiety, on the con-
trary, is associated with an increased likelihood of using 
both ambulatory mental healthcare and emergency care. 
The positive association between the utilization of both 
ambulatory mental healthcare and emergency care may 
indicate that asylum-seeking patients tend to go back and 
forth between the two types of service, with neither one 
meeting their need. Our study thus supports previous 
claims concerning mismatches between asylum-seekers’ 
mental healthcare needs and the treatment provided for 
them [8, 28], with potential negative impacts on patients 
and healthcare systems.

As regards physical health, we found higher utilization 
of both ambulatory and emergency healthcare among 
asylum-seekers with higher physical healthcare needs. 
This could indicate a desirable outcome from the per-
spective of vertical health equity. However, it has been 
pointed out that high utilization of emergency care, in 
combination with frequent emergency room visits for 
non-severe conditions, may rather reflect accessibil-
ity issues or failures of ambulatory treatment to meet 
patients’ needs [4, 18]. It has been argued, for example, 
that excessive painkiller prescriptions for asylum-seeking 
patients signal a tendency to relief symptoms instead of 
endeavoring to cure the problem [3, 41]. Our findings 
lend only limited support for these claims (as we would 
then expect to find a negative association between ambu-
latory and emergency care utilization in case of inacces-
sibility, or a positive association in case of a mismatch 
of healthcare needs and provision). Another explana-
tion may be that difficulties in navigating a bureaucratic, 
complex and fragmented healthcare system, in combi-
nation with a lack of understandable health information 
[6, 32], amke asylum-seeking patients rather “randomly” 
seek either ambulatory healthcare, emergency care, or 
both types of care to resolve physical ailments. Overall, 
our results underline that, to develop a nuanced under-
standing of health needs and healthcare-seeking among 
asylum-seeking populations, future research needs to 
include asylum-seekers’ perspectives [18, 19].

Similar to previous studies [42], we found that respond-
ents who had arrived in Germany within 18  months 
before the survey were more likely to report utilization 
of mental healthcare. Newly arrived asylum-seekers not 
only face eligibility restrictions, but they are arguably 
less familiar with the German healthcare system. On 
the other hand, the coverage of medical interpretation 

services during the first 18  months of stay in Germany 
facilitates access to mental healthcare. Yet, this entitle-
ment expires after 18 months [6, 15]. Another explanation 
for our finding is that the centralized accommodation of 
asylum-seekers during the first 18  months – despite its 
manifold disadvantages – may enable the provision of 
social support, including encouragement to seek mental 
healthcare and help with care navigation. Recent research 
on asylum-seekers’ perspectives on mental healthcare 
provision in Germany suggests that support services via 
official (e.g., social workers) and unofficial channels (e.g., 
volunteers and peers) play a key role in facilitating access 
to mental healthcare [34]. Asylum-seekers who move out 
of accommodation centers may be at risk of dropping out 
of these support networks. This indicates the need for 
institutionalized and expanded support services, which 
can facilitate needs-based healthcare seeking and conti-
nuity of care in a comprehensive and sustainable fashion 
[43]. The recent displacement of large numbers of per-
sons from Ukraine and their decentralized settlement 
across the member states of the European Union renders 
this need all the more urgent. Ultimately, such change 
has the potential to make the healthcare system more 
accessible and responsive for diverse population groups, 
including asylum-seekers, and thus contribute to better, 
more equitable health system outcomes for all [44, 45].

This study has three major limitations. First, the sam-
ple size is comparatively small. This limits the general-
izability of the results and leads to low statistical power, 
which, in turn, may result in insignificant results even if 
a systematic association exists. However, the sample size 
is sufficiently large for the employed SEM; and we con-
sider the final estimation sample of 136 complete cases to 
be a good success in data collection, given the challenges 
in conducting empirical research with asylum-seeking 
populations [46]. We acknowledge that the small sample 
size may lead to the acceptance of mis-specified models, 
but the high Tucker-Lewis fit index (particularly recom-
mended for small sample sizes) in combination with the 
likelihood-ratio-test suggests that the model is likely to 
describe the utilization patterns in the data. Second, the 
questionnaire asked for utilization of ambulatory health-
care, ambulatory mental healthcare, and emergency care 
over a period of 12  months, which may involve recall 
bias. However, we expect the potential range of errors 
to be rather small and, in addition, erroneously high 
and low responses to balance out, resulting in an over-
all low potential error. Third, the study was restricted to 
the German city-state of Berlin. Availability of interpre-
tation services and healthcare providers with compat-
ible language skills as well as healthcare provision within 
the first 18 months of stay vary considerably across Ger-
many, thus limiting the generalizability of our findings. 



Page 9 of 10Gottlieb and Siegel ﻿International Journal for Equity in Health           (2023) 22:99 	

However, given the similarity of research findings from 
different contexts, the results of this study may provide 
some general insights into asylum-seekers’ healthcare 
needs and healthcare seeking.

Conclusions
We found no clear evidence that low ambulatory health-
care utilization drives high emergency care utilization 
among asylum-seekers. However, our study indicates 
that some asylum-seeking patients go back and forth 
between ambulatory and emergency care, or seek either 
type of service “at random”. Asylum-seekers with depres-
sive symptoms are at particular risk of remaining under-
served. Both the undirected healthcare-seeking and the 
under-utilization of healthcare may reflect care naviga-
tion and accessibility issues. Our study thus lends support 
to previous claims concerning the German healthcare 
system’s deficits in terms of accessibility and responsive-
ness of service provision for asylum-seeking populations. 
To develop a nuanced understanding of the needs and 
healthcare seeking of asylum-seekers with chronic and 
mental illness, better data and further research, espe-
cially studies that include asylum-seekers’ perspectives, 
are required. Improving accessibility and responsiveness 
of healthcare services, including the expansion of institu-
tionalized support, outreach, and coverage of interpreta-
tion services beyond asylum-seekers’ first 18  months in 
the country, may be key to improving health system out-
comes, including more equitable and efficient healthcare 
provision for a diverse society.

Acknowledgements
The authors would like to thank all study participants for their valuable time, 
and the accommodation centers’ staff and management, the Berlin State 
Office for Refugee Affairs and the Berlin Senate Administration for their sup-
port of this study. We thank the RESPOND team for making the questionnaire 
available and for further assistance, and to all students of the Berlin School of 
Public Health who contributed to the survey administration.

Authors’ contributions
NG obtained the funding for the study; NG conceptualized and planned 
the study; NG collected the data; MS and NG carried out the analysis and 
interpretation; NG drafted the manuscript; MS and NG reviewed and approved 
the manuscript.

Funding
Open Access funding enabled and organized by Projekt DEAL. The research 
leading to these results has received funding from the People Programme 
(Marie Curie Actions) of the European Union’s Seventh Framework Programme 
(FP7/2007–2013) under REA grant agreement no. 600209 (TU Berlin/IPODI).

Availability of data and materials
The instruments and datasets used and/or analyzed during the current study 
are available from the corresponding author and/or the RESPOND research 
team upon reasonable request.

Declarations

Ethics approval and consent to participate
The Ethics Committee of the Charité University Clinic Berlin approved this 
study (IRB no. EA4/111/18). The research was carried out in line with the prin-
ciples of the Declaration of Helsinki. All study participants were provided with 
an information sheet in one of the nine languages available, which included 
information on the purpose and nature of the study, potential benefits and 
risks, and data handling, use and protection including anonymity of participa-
tion. They were given the option to ask questions, raise concerns, refuse to 
answer particular questions, refuse participation altogether, and/or file a com-
plaint. Participants gave verbal consent to participate in the study; moreover, 
the returning of a filled-out questionnaire was regarded as an expression of 
consent. Due to the anonymity of the survey, it was not possible to withdraw 
from the study at a later stage. All received information were stored securely, 
with access reserved to the research team, to assure confidentiality. Feeding-
back and discussing the study results with participants had been planned; 
however, this became impossible due to the Covid-19 pandemic and related 
restrictions.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1 Department of Population Medicine and Health Services Research, School 
of Public Health, Bielefeld University, PO Box 10 01 31, 33501 Bielefeld, 
Germany. 2 Department of Health Care Management, Technische Universität 
Berlin, Strasse des 17. Juni 135, 10623 Berlin, Germany. 3 Department of Empiri-
cal Health Economics, Technische Universität Berlin, Strasse des 17. Juni 135, 
10623 Berlin, Germany. 

Received: 6 January 2023   Accepted: 10 May 2023

References
	1.	 Gottlieb N, Püschmann C, Stenzinger F, Koelber J, Rasch L, Koppelow 

M, et al. Health and healthcare utilization among asylum-seekers from 
Berlin’s LGBTIQ shelter: preliminary results of a survey. Int J Environ Res 
Public Health. 2020;17(12):4514. https://​doi.​org/​10.​3390/​ijerp​h1712​4514.

	2.	 Wenner J, Biddle L, Gottlieb N, Bozorgmehr K. Inequalities in access to 
healthcare by local policy model among newly arrived refugees: evi-
dence from populations-based studies in two German states. Int J Equity 
Health. 2022;21(11):1–12. https://​doi.​org/​10.​1186/​s12939-​021-​01607-y.

	3.	 Niedermaier A, Freiberg A, Tiller D, Wienke A, Führer A. Outpatient 
health care utilization and health expenditures of asylum seekers in 
Halle (Saale), Germany - an analysis of claims data. BMC Health Serv Res. 
2020;20(1):1–15.

	4.	 Bauhoff S, Göpffarth D. Asylum-seekers in Germany differ from regularly 
insured in their morbidity, utilizations and costs of care. PLoS ONE. 
2018;13(5): e0197881.

	5.	 Biddle L, Menold N, Bentner M, Nöst S, Jahn R, Ziegler S, et al. Health 
monitoring among asylum seekers and refugees: A state-wide, cross-
sectional, population-based study in Germany. Emerg Themes Epidemiol. 
2019;16(1):1–21. https://​doi.​org/​10.​1186/​s12982-​019-​0085-2.

	6.	 Schröder H, Zok K, Faulbaum F. Gesundheit von Geflüchteten in 
Deutschland – Ergebnisse einer Befragung von Schutzsuchenden aus 
Syrien. Irak und Afghanistan Wido Monit. 2018;15(1):1–20 (in German).

	7.	 Wenner J, Bozorgmehr K, Duwendag S, Rolke K, Razum O. Differences 
in realized access to healthcare among newly arrived refugees in 
Germany: Results from a natural quasi-experiment. BMC Public Health. 
2020;20(1):846. https://​doi.​org/​10.​1186/​s12889-​020-​08981-2.

	8.	 Nikendei C, Kindermann D, Brandenburg-Ceynowa H, Derreza-Greeven 
C, Zeyher V, Junne F, et al. Asylum seekers’ mental health and treat-
ment utilization in a three months follow-up study after transfer from 

https://doi.org/10.3390/ijerph17124514
https://doi.org/10.1186/s12939-021-01607-y
https://doi.org/10.1186/s12982-019-0085-2
https://doi.org/10.1186/s12889-020-08981-2


Page 10 of 10Gottlieb and Siegel ﻿International Journal for Equity in Health           (2023) 22:99 

a state registration-and reception-center in Germany. Health Policy. 
2019;12(9):864–72.

	9.	 Priebe S, Giacco D, El-Nagib R. Public health aspects of mental health 
among migrants and refugees: a review of the evidence on mental 
health care for refugees, asylum seekers and irregular migrants in the 
WHO European Region. Health Evidence Network Synthesis Report 47. 
2017. Available from: http://​www.​euro.​who.​int/__​data/​assets/​pdf_​file/​
0003/​317622/​HEN-​synth​esis-​report-​47.​pdf?​ua=1.

	10.	 Gottlieb N, Davidovitch N. Migrant health: Putting the economic argu-
ment into the context of deservingness debates. Eur J Public Health. 
2017;27(4):591–2.

	11.	 Jäger P, Claassen K, Ott N, Brand A. Does the electronic health card for 
asylum seekers lead to an excessive use of the health system? Results of 
a survey in two municipalities of the German ruhr area. Int J Environ Res 
Public Health. 2019;16(7):1178–86.

	12.	 Gottlieb N, Ohm V, Knörnschild M. The Electronic Health Insurance Card 
for Asylum-Seekers in Berlin: Effects on the Local Health System. Int J Heal 
Policy Manag. 2022;11(8):1325–33.

	13.	 Burnett A, Peel M. Health needs of asylum seekers and refugees. Br Med J. 
2001;322:544–7.

	14.	 Ager A, Strang A. Understanding integration: A conceptual framework. J 
Refug Stud. 2008;21(2):166–91.

	15.	 Gottlieb N, Schülle M. An overview of health policies for asylum-seekers 
in Germany. Health Policy. 2021;125(1):115–21.

	16.	 Lindert J, von Ehrenstein OS, Priebe S, Mielck A, Brähler E. Depression and 
anxiety in labor migrants and refugees - A systematic review and meta-
analysis. Soc Sci Med. 2009;9(2):246–57.

	17.	 Abubakar I, Aldridge RW, Devakumar D, Orcutt M, Burns R, Barreto ML, 
et al. The UCL–Lancet Commission on Migration and Health: the health of 
a world on the move. Lancet. 2018;392(10164):2606–54.

	18.	 Lebano A, Hamed S, Bradby H, Gil-Salmerón A, Durá-Ferrandis E, Garcés-
Ferrer J, et al. Migrants’ and refugees’ health status and healthcare in 
Europe: a scoping literature review. BMC Public Health; 2020;20(1039). 
https://​doi.​org/​10.​1186/​s12889-​020-​08749-8.

	19.	 Nowak AC, Namer Y, Hornberg C. Health care for refugees in Europe: a 
scoping review. Int J Environ Res Public Health. 2022;19(1278). https://​doi.​
org/​10.​3390/​ijerp​h1903​1278.

	20.	 Doocy S, Lyles E, Roberton T, Akhu-zaheya L, Oweis A, Burnham G. 
Prevalence and care-seeking for chronic diseases among Syrian refugees 
in Jordan. BMC Public Health. 2015;15(1097):1–10.

	21.	 Akik C, Ghattas H, Mesmar S, Rabkin M, El-Sadr WM, Fouad FM. Host 
country responses to non- communicable diseases amongst Syrian 
refugees: a review. Confl Health. 2019;13(8). https://​doi.​org/​10.​1186/​
s13031-​019-​0192-2.

	22.	 Kumar BN, James R, Hargreaves S, Bozorgmehr K, Mosca D et al. The 
Lancet Regional Health - Europe. Meeting the health needs of displaced 
people fleeing Ukraine: Drawing on existing technical guidance and 
evidence. Lancet. 2022;17:100403. https://​doi.​org/​10.​1016/j.​lanepe.​2022.​
100403.

	23.	 Hintermeier M, Gencer H, Kajikhina K, Rohleder S, Hövener C, Tallarek M, 
et al. SARS-CoV-2 among migrants and forcibly displaced populations: A 
rapid systematic review. Journal of Migration and Health. 2021;4. https://​
doi.​org/​10.​1016/j.​jmh.​2021.​100056.

	24.	 Goodman LF, Jensen GW, Galante JM, Farmer DL, Taché S. A cross-
sectional investigation of the health needs of asylum seekers in a refugee 
clinic in Germany. BMC Fam Pract. 2018;19(1):1–8.

	25.	 Schneider C, Joos S, Bozorgmehr K. Gesundheitszustand und medizinis-
che Versorgung von Asylsuchenden – Konzeption und Pilotierung eines 
Fragebogens. Z Evid Fortbild Qual Gesundh Wes. 2017;1–9 (in German).

	26.	 Mohammadzadeh Z, Jung F, Lelgemann M. Gesundheit für Flüchtlinge 
– das Bremer Modell. Bundesgesundheitsblatt - Gesundheitsforschung - 
Gesundheitsschutz. 2016;59:561–9 (in German).

	27.	 Bozorgmehr K, Nöst S, Thaiss HM, Razum O. Die gesundheitliche Ver-
sorgungssituation von Asylsuchenden: Bundesweite Bestandsaufnahme 
über die Gesundheitsämter. Bundesgesundheitsblatt - Gesundheits-
forschung - Gesundheitsschutz. 2016;59(5) (in German).

	28.	 Führer A, Niedermaier A, Kalfa V, Mikolajczyk R, Wienke A. Serious short-
comings in assessment and treatment of asylum seekers’ mental health 
needs. PLoS ONE. 2020;15(10):1–13.

	29.	 Führer A, König M, Kluth W. The Asylum Seekers’ Benefit Act in the 
German medical literature: a scoping review. Gesundheitswesen. 
2022;84:664–73 (in German).

	30.	 Baron J, Flory L. Versorgungsbericht zur psychosozialen Versorgung von 
Flüchtlingen und Folteropfern in Deutschland. 5. aktualisierte Ausgabe. 
Berlin; 2019. Available from: http://​www.​baff-​zentr​en.​org/​wp-​conte​nt/​
uploa​ds/​2019/​11/​BAfF_​Verso​rgung​sberi​cht-5.​pdf (in German).

	31.	 Razum O, Wenner J, Bozorgmehr K. Wenn Zufall über den Zugang zur 
Gesundheitsversorgung bestimmt: Geflüchtete in Deutschland. Gesund-
heitswesen. 2016;78(11):711–4 (in German).

	32.	 Spura A, Kleinke M, Robra BP, Ladebeck N. Wie erleben Asylsuchende 
den Zugang zu medizinischer Versorgung? Bundesgesundheitsblatt 
- Gesundheitsforschung - Gesundheitsschutz. 2017;60(4):462–70 (in 
German).

	33.	 Scott P. Black African asylum seekers’ experiences of health care access in 
an eastern German state. Int J Migr Heal Soc Care. 2014;10(3):134–47.

	34.	 Al-Munjid R. Access to psychiatric and psychological pare in Berlin: the 
perspective of Syrian asylum seekers and refugees. Unpublished MScPH 
Thesis, Berlin School of Public Health; 2020.

	35.	 German Society for Psychiatry, Psychotherapy and Psychosomatics 
(DGPPN). Psychosoziale Versorgung von Flüchtlingen verbessern. Berlin; 
2016. Available from: https://​www.​dgppn.​de/_​Resou​rces/​Persi​stent/​
c03a6​dbf7d​cdb0a​77dbd​f4ed3​e5098​1431a​be372/​2016_​03_​22_​DGPPN-​
Posit​ionsp​apier_​psych​osozi​ale Versorgung Flüchtlinge.pdf (in German).

	36.	 Bundespsychotherapeutenkammer (BPtK). BPtK-Standpunkt: Psychische 
Erkrankungen bei Flüchtlingen. Berlin; 2015. Available from: http://​www.​
bptk.​de/​filea​dmin/​user_​upload/​Publi​katio​nen/​BPtK-​Stand​punkte/​Psych​
ische_​Erkra​nkung​en_​bei_​Fluec​htlin​gen/​20150​916_​bptk_​stand​punkt_​
psych​ische_​erkra​nkung​en_​fluec​htlin​ge.​pdf (in German).

	37.	 Jankovic J, Vidakovic I, Matanov A, Schützwohl M, Ljubotina D, 
Lecic-Tosevski D, et al. Reasons for not receiving treatment in people 
with posttraumatic stress disorder following war. J Nerv Ment Dis. 
2011;199(2):100–5.

	38.	 Satinsky E, Fuhr DC, Woodward A, Sondorp E, Roberts B. Mental health 
care utilisation and access among refugees and asylum seekers in 
Europe: A systematic review. Health Policy. 2019;123(9):851–63.

	39.	 Maier T, Schmidt M, Mueller J. Mental health and healthcare utilization in 
adult asylum seekers. Swiss Med Wkly. 2010;140: w13110.

	40.	 Laban CJ, Gernaat HBPE, Komproe IH, Jong JTVM. Prevalence and predic-
tors of health service use among Iraqi asylum seekers in the Netherlands. 
Soc Psychiatry Psychiatr Epidemiol. 2007;42:837–44.

	41.	 Kahl F, Frewer A. Medizinische Versorgung von neu angekommenen 
Asylsuchenden in Erlangen: Eine Studie zum Medikamenteneinsatz 
mit besonderem Blick auf Psychopharmaka. Psychother Psychosom 
Medizinische Psychol. 2017;67(3–4):119–25 (in German).

	42.	 Bozorgmehr K. Barrieren und Förderfaktoren in der Versorgung 
Geflüchteter und Auswirkungen der Covid-19-Pandemie - Zentrale 
Erkenntnisse aus den Forschungsprojekten RESPOND und COVMIG. 2021. 
Presentation of project results to policymakers and practice stakeholders 
(in German).

	43.	 Chiarenza A, Dauvrin M, Chiesa V, Baatout S, Verrept H. Supporting access 
to healthcare for refugees and migrants in European countries under 
particular migratory pressure. BMC Health Serv Res. 2019;1:1–14.

	44.	 Jensen NK, Johansen KS, Kastrup M, Krasnik A, Norredam M. Patient expe-
rienced continuity of care in the psychiatric healthcare system—a study 
including immigrants, refugees and ethnic Danes. Int J Environ Res Public 
Health. 2014;11(9):9739–59.

	45.	 Joshi C, Russell G, Cheng IH, Kay M, Pottie K, Alston M, et al. A narrative 
synthesis of the impact of primary health care delivery models for refu-
gees in resettlement countries on access, quality and coordination. Int J 
Equity Health. 2013; 12(88). https://​doi.​org/​10.​1186/​1475-​9276-​12-​88.

	46.	 Röder A. Methodische Herausforderungen quantitativer Befragungen 
von Geflüchteten am Beispiel einer Vorstudie in Sachsen. Zeitschrift für 
Flüchtlingsforsch. 2018;2(2) (in German).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://www.euro.who.int/__data/assets/pdf_file/0003/317622/HEN-synthesis-report-47.pdf?ua=1
http://www.euro.who.int/__data/assets/pdf_file/0003/317622/HEN-synthesis-report-47.pdf?ua=1
https://doi.org/10.1186/s12889-020-08749-8
https://doi.org/10.3390/ijerph19031278
https://doi.org/10.3390/ijerph19031278
https://doi.org/10.1186/s13031-019-0192-2
https://doi.org/10.1186/s13031-019-0192-2
https://doi.org/10.1016/j.lanepe.2022.100403
https://doi.org/10.1016/j.lanepe.2022.100403
https://doi.org/10.1016/j.jmh.2021.100056
https://doi.org/10.1016/j.jmh.2021.100056
http://www.baff-zentren.org/wp-content/uploads/2019/11/BAfF_Versorgungsbericht-5.pdf
http://www.baff-zentren.org/wp-content/uploads/2019/11/BAfF_Versorgungsbericht-5.pdf
https://www.dgppn.de/_Resources/Persistent/c03a6dbf7dcdb0a77dbdf4ed3e50981431abe372/2016_03_22_DGPPN-Positionspapier_psychosoziale
https://www.dgppn.de/_Resources/Persistent/c03a6dbf7dcdb0a77dbdf4ed3e50981431abe372/2016_03_22_DGPPN-Positionspapier_psychosoziale
https://www.dgppn.de/_Resources/Persistent/c03a6dbf7dcdb0a77dbdf4ed3e50981431abe372/2016_03_22_DGPPN-Positionspapier_psychosoziale
http://www.bptk.de/fileadmin/user_upload/Publikationen/BPtK-Standpunkte/Psychische_Erkrankungen_bei_Fluechtlingen/20150916_bptk_standpunkt_psychische_erkrankungen_fluechtlinge.pdf
http://www.bptk.de/fileadmin/user_upload/Publikationen/BPtK-Standpunkte/Psychische_Erkrankungen_bei_Fluechtlingen/20150916_bptk_standpunkt_psychische_erkrankungen_fluechtlinge.pdf
http://www.bptk.de/fileadmin/user_upload/Publikationen/BPtK-Standpunkte/Psychische_Erkrankungen_bei_Fluechtlingen/20150916_bptk_standpunkt_psychische_erkrankungen_fluechtlinge.pdf
http://www.bptk.de/fileadmin/user_upload/Publikationen/BPtK-Standpunkte/Psychische_Erkrankungen_bei_Fluechtlingen/20150916_bptk_standpunkt_psychische_erkrankungen_fluechtlinge.pdf
https://doi.org/10.1186/1475-9276-12-88

	Associations between physical and mental health and the utilization of ambulatory and emergency healthcare among asylum-seekers: results from a cross-sectional survey in Berlin, Germany
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Healthcare needs of asylum-seekers
	Accessibility of healthcare for asylum-seekers

	Methods
	Study design and sampling
	The questionnaire
	Ethical approval
	Data collection
	Variables
	Statistical analysis

	Results
	Descriptive results
	Estimation results

	Discussion
	Conclusions
	Acknowledgements
	References


