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Abstract 

Background  Tunisia, situated at the crossroads of North Africa and Europe, has increasingly become an important 
origin, destination, and transit point for sub-Saharan migrants and refugees in recent decades. Despite growing 
migration flows, there remains a paucity of research on how these populations navigate healthcare access in Tunisia. 
This study addresses this gap by exploring migrants’ experiences with and perceptions of Tunisia’s healthcare system, 
with a focus on barriers to and facilitators of healthcare.

Methods  A qualitative study was conducted in four urban areas (Tunis, Medenine, Sousse, and Sfax) with concen‑
trated migrant populations between May and December 2023. A purposive sample of migrants, migrant community 
leaders, and nongovernmental organization (NGO) staff were engaged through semi-structured interviews and focus-
group discussions. Data were analysed via thematic analysis, combining inductive and deductive coding via NVivo 14 
software, guided by an adaptation of Levesque’s conceptual framework.

Results  In total, 120 migrants and 43 NGO staff members participated in the study. The participants identified struc‑
tural barriers such as legal status limitations, language barriers, and financial constraints, as well as social and cultural 
issues such as stigma and distrust of health system. While informal networks provide critical health information, they 
often lead to fragmented care. The private sector was perceived as better quality but unaffordable for the major‑
ity of migrants. Key facilitators included NGO support for referrals and coordination, particularly for undocumented 
migrants. Access was further hindered by communication gaps and limited awareness of the healthcare process.

Conclusions  Our study underscores the complex interplay of structural and individual barriers to accessing 
healthcare for migrants in Tunisia. Addressing these challenges requires culturally sensitive policies, multilingual 
resources, simplified administrative processes, and expanded health insurance coverage. Strengthening collaboration 
between NGOs, healthcare providers, and policymakers is essential to ensure equitable healthcare access for migrants.
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Background
International migration flows have increased in scale 
and complexity over the past several decades due to 
conflict, sociopolitical instability, and climate challenges 
[1–3]. This trend is particularly evident in migration 
from Africa to Europe. In 2023, the number of migrants 
who reached European shores via the Mediterranean Sea 
increases to 275,000, compared to approximately 180,000 
in 2022 [1, 4].

Tunisia, located at the crossroads of North Africa and 
Europe, has become a transit and destination coun-
try with an increasing number of sub-Saharan African 
migrants [5] with approximately 59,000 migrants that in 
2021 were residing in Tunisia for over 6 months, either 
in regular or irregular status [6]. The largest group is 
Ivorian, followed by nationals from the Democratic 
Republic of Congo [6, 7]. Furthermore, the UNHCR 
reported that there were over 15,600 registered refugees 
and asylum seekers in Tunisia by 2024, being more than 
half from Sudan [8]. Tunisia is also a country of transit. 
In 2021, a national survey indicated that about 40% of 
migrants living in Tunisia intended to continue their tra-
jectory to Europe. By 2023, more than 97,000 migrants 
had departed from Tunisia to Italy, a number that tripled 
compared to 2022. Over 80% of these migrants were also 
from sub-Saharan Africa [6, 7, 9].

Migration often exposes individuals to major health 
risks, including dangerous journeys, abuse, malnutrition, 
and exposure to infectious diseases [9, 10]. Migrants, 
especially those with irregular status, low skill levels, or 
limited education, often encounter challenges access-
ing preventive and basic health services such as immu-
nization, reproductive healthcare, and mental healthcare 
[11–14]. During the migration process, disruptions in 
care may worsen preexisting health issues and contribute 
to serious distress. Moreover, the trauma associated with 
the transition to a new country, compounded by lan-
guage barriers, cultural shock, and negative experiences, 
can severely impact mental well-being [15, 16].

While global attention to migrant health is growing, 
no study has systematically explored how these migrants 
perceive and navigate Tunisia’s healthcare system. The 
current literature has largely explored healthcare pro-
fessionals’ perspectives, but there remains a notable gap 
in understanding the experiences of migrants within 
the Tunisian context [6, 17, 18]. Barriers such as finan-
cial constraints, legal status, and cultural differences are 
insufficiently explored in Tunisia. Moreover, most exist-
ing studies on migrant healthcare have been conducted 

in European countries or regions with more established 
migrant populations, making it difficult to apply findings 
to Tunisia’s unique context. This gap is worrying in view 
of the different sociopolitical and economic dynamics of 
the region, which have a significant impact on the health-
care experience of migrants. Tunisia’s health system is 
already under considerable pressure [18], and the addi-
tional burden of accommodating a vulnerable migrant 
population compounds existing problems. Understand-
ing these concerns is essential for informing policy and 
improving healthcare access for migrants in Tunisia.

This study was conducted as part of the “Middle East 
and North Africa (MENA) Migrant Health” project 
[19], led by the Barcelona Institute for Global Health 
(ISGlobal) in partnership with multidisciplinary, trans-
national organizations from Tunisia, Morocco, Egypt, 
and Sudan. The project aimed to cocreate and evalu-
ate a digital tool to help stakeholders and policymakers 
better monitor and address migrant health needs in the 
MENA region. In Tunisia, it was implemented with the 
National Office for Family and Population (ONFP), the 
Faculty of Medicine of Sousse, and Médecins du Monde 
(MdM) Belgium and promoted by the Ministry of Health. 
This qualitative study explores migrants’ experiences and 
perceptions of the health system in Tunisia, focusing on 
key facilitators and barriers to healthcare access. These 
findings will inform the development of migrant health 
indicators to guide strategies for improving health system 
responsiveness and inclusivity in Tunisia and across the 
MENA region [20].

Methods
Study design
This qualitative research is based on interpretivism 
approach [21]. Interpretivism is a perspective that views 
reality as socially constructed, focusing on understanding 
people’s meanings and contexts [21]. This method seeks 
to understand the meanings and interpretations attached 
to individuals’ lived experiences and how they make 
sense of them. It recognizes the influence of social and 
cultural contexts and allows for an in-depth exploration 
of subjective experiences.

Conceptual framework
In our research, we employed the Levesque model, a the-
oretically robust framework that facilitates an in-depth 
understanding of the multifaceted barriers migrants 
encounter when accessing healthcare [22]. This model 
offers a holistic perspective by integrating health system 
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characteristics (approachability, acceptability, availability, 
accommodation, affordability, and appropriateness) with 
individual-level factors, such as the ability to perceive, 
seek, access, pay for, and engage with healthcare. This 
dual focus is particularly valuable in migration contexts, 
where barriers stem from a complex interplay of systemic 
limitations and individual vulnerabilities [22, 23]. By 
applying the Levesque model, we attempt to identify both 
structural barriers and the lived experiences of migrants 
to gain a comprehensive understanding of their health 
access problems.

Setting and sample
Setting
The study was conducted from May to December 2023 
across four main urban areas: Tunis, Medenine, Sousse, 
and Sfax. These regions were chosen because of their 
high migration density [6, 24, 25]. Medenine serves as a 
key entry point for migrants travelling overland through 
Libya, whereas Sfax is a coastal city known as a hub for 
irregular migration routes to Europe. Sousse attracts 
many sub-Saharan students because of its private uni-
versities, and Tunis, the capital, is the central hub for 
the national and international institutions involved in 
migrant affairs.

Sampling strategy and recruitment process
At each site, migrants, migrant community leaders 
(MCL), and NGO staff were identified and recruited 
via purposive sampling in collaboration with MdM Bel-
gium, an international humanitarian organization active 
in Tunisia since 2013. It provides medical care and advo-
cates for healthcare access for vulnerable and margin-
alized populations in crisis settings and underserved 
communities, supports migrant communities by improv-
ing access to care, promotes health rights, and strength-
ens local health services [26]. Through these networks, 
migrants were invited to participate in the study. The 
sample size was determined by theoretical frameworks, 
findings from previous studies, and logistical constraints. 
Saturation was reached when repetition in narratives 
indicated that no new findings were likely. The criteria 
for the composition of focus group discussions were sex, 
legal status, and language (French, English, or Arabic).

Participant inclusion criteria
The migrants included were adults (> 18 years). Migrant 
was defined as a person born outside Tunisia, without 
Tunisian nationality, and who resided in Tunisia for over 
6 months, either in regular or irregular status.

The NGO staff and MCL had to have close proxim-
ity to migrants at each study site. All participants were 
required to be fluent in French, Arabic, or English.

Data collection
Data for this study were collected by two field research-
ers, one male (T. M.) and one female (A. O.), via semi-
structured individual interviews with MCL, as well as 
focus-group discussions (FGDs) with the migrant popu-
lation and NGO staff. Three topic guides were developed 
and piloted for each interviewee profile (Annex 1, 2, 3).

During the field activities, one researcher moderated 
the session in one of the project languages, whereas the 
other took notes using observation grids, focusing on 
nonverbal communication, group dynamics (for FGDs), 
and key ideas. The interviews lasted approximately 30 
min, whereas the FGDs lasted 90 min. To overcome 
gender-related power dynamics, separate sessions were 
held for women and men. Written informed consent 
was obtained from all participants, and all sessions were 
audio-recorded and transcribed verbatim. At the conclu-
sion of the interview, the participants completed a brief 
demographic survey anonymously.

Data analysis
Thematic analysis was carried out via a hybrid approach 
combining Fereday and Muir-Cochrane’s framework 
(Fig.  1) [27], which integrates Boyatzis’s inductive tech-
nique [28] and Crabtree and Miller’s deductive a prior 
item plate of codes [29]. This method allowed for emer-
gent themes while applying predefined codes to struc-
ture findings. The transcripts were coded in the original 
language and then translated into English, with linguis-
tic and cultural adaptations ensured by bilingual field 
researchers. Translation preserved tone, context-specific 
meanings, and idiomatic expressions.

The two field researchers independently triangulated 
the process. NVivo 14 software was used for data analysis 
[30].

Reflexivity
Research on migration is inherently sensitive due to 
political climates and the challenges of accessing popu-
lations experiencing social suffering. Fieldwork with 
migrants is particularly difficult given their often pre-
carious legal status and fears of arrest or deportation. As 
Tunisian physicians working for the Ministry of Health, 
the field researchers relied on MdM’s established pres-
ence and credibility to build trust with participants. They 
employed cultural sensitivity and active listening and 
ensured confidentiality to create a safe environment for 
sharing experiences.

Ethics statement
Ethical approval was obtained from the University 
of Sousse (CEFMS 157/2023) and the University of 
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Barcelona (HCB/2022/0655). The participants were 
informed of the study’s objectives and procedures, and 
written consent was obtained on the basis of voluntari-
ness and the right to withdraw. Sessions were conducted 
in private spaces to ensure confidentiality. No personal 
information was recorded, and quotes were anonymized.

Results
Sociodemographic profile of the participants
We conducted 33 individual interviews and 16 focus-
group discussions, each with 3–8 participants, including 
a total of 120 migrant participants (Table 1). The average 
age of the participants was 30.6 years (standard deviation 
(SD): 8), with a male‒female ratio of 0.5. Cameroonians 
and Ivorians represented the two most prevalent nation-
alities, accounting for 29.2% and 27.5% of all participants, 
respectively. Of the migrants interviewed (n = 87), 45.8% 

(n = 55) had completed secondary school, while 40.8% 
(n = 49) had attained technical schools or university-level 
education. A total of 60% (n = 72) of the migrants held 
irregular legal status, defined as lacking valid residency 
permits or having overstayed their visas. The average 
length of stay in Tunisia was 2.8 years (SD = 3). Among 
the 120 migrant participants, 33 were identified as MCL, 
all them migrants or refugees. The average age of these 
leaders was 35.2 years (SD = 8). Twenty-eight of them 
were men. Most had completed secondary or higher 
education (n = 31), while 14 reported having no stable 
employment at the time of the study.

In total, 43 NGO staff members were interviewed, 15 
individuals were interviewed in person, and 28 partici-
pants took part in focus-group discussions. The aver-
age age of the NGO staff was 36.3 years (SD: 10.9 years). 
Approximately, 39% were women. The majority (65.1%) 

Fig. 1  Qualitative analysis procedure adaptation of Fereday and Muir-Cochrane’s framework
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Table 1  Sociodemographic characteristics of participants

Characteristic n (%)

Migrants (N = 87)
  Gender
    Female 44 (50.6)

    Male 43 (49.4)

  Age group
    18–29 56 (64.4)

    30–39 24 (27.6)

    ≥ 40 7 (8.0)

  Region of origin
    West Africa (Ivory Coast, Sierra Leone, Guinea, Guinea Conakry, Senegal, Gambia, Mali, Nigeria, Togo) 43 (49.4)

    Central Africa (Cameroon, RD Congo, Congo, Gabon, Central African Republic) 36 (41.4)

    Middle East/North Africa (Yemen, Sudan) 8 (9.2)

  Educational level
    No education/primary education 14 (16.1)

    Secondary education 41 (47.1)

    High education1 32 (36.8)

  Occupational status
    Stable employment 9 (10.3)

    Student 16 (18.4)

    No employment 62 (71.3)

  Migration status
    Refugee/asylum seeker 8 (9.2)

    Migrants with regulat status2 21 (24.1)

    Migrants with irregular status3 58 (66.7)

Migrant community leaders (N = 33)
  Gender
    Female 5 (15.2)

    Male 28 (84.8)

  Age group
    18–29 8 (24.2)

    30–39 15 (45.5)

    ≥ 40 10 (30.3)

  Region of origin
    West Africa (Ivory Coast, Sierra Leone, Guinea, Guinea Conakry, Senegal, Gambia, Mali, Nigeria, Togo) 16 (48.5)

    Central Africa (Cameroon, RD Congo, Congo, Gabon, Central African Republic) 16 (48.5)

    Middle East/North Africa (Yemen, Sudan) 1 (3.0)

  Educational level
    No education/primary education 3 (9.1)

    Secondary education 13 (39.4)

    High education1 17 (51.5)

  Occupational status
    Stable employment 12 (36.4)

    Student 9 (27.2)

    No employment 12 (36.4)

  Migration status
    Refugee/asylum seeker 3 (9.1)

    Regular migrants2 16 (48.5)

    Irregular migrants3 14 (42.4)
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of the interviewed NGO staff were recruited by national 
NGOs and had 5 years of average tenure (SD: 4.5 years).

Thematic analysis results
To explore migrants’ and refugees’ health concerns, the 
results are presented in sections adapted from Levesque 
et al.’s framework model (Fig. 2). Building on the five key 
dimensions of access in the Levesque et  al. framework, 
the model reflects migrant-specific barriers identified in 
the data. This adapted model thus effectively captures 
the complex, multi-layered nature of healthcare access 
challenges faced by migrants when navigating the Tuni-
sian health system. It also offers a structured approach to 
understanding how systemic barriers interact with indi-
vidual capabilities to influence health-seeking behaviours 
and outcomes throughout the care continuum (Annex 4).

Approachability, acceptability, and ability to perceive 
and seek: navigating an unfamiliar healthcare landscape
Sociocultural factors and prior experiences with 
healthcare systems emerged as critical determinants 
of migrants’ perceptions of healthcare needs. Cul-
tural taboos, particularly those surrounding reproduc-
tive health, and the stigmatization of illnesses such as 
human immunodeficiency virus (HIV) and tuberculosis 
often deterred migrants from seeking medical assis-
tance. A community leader highlighted that cultural 
and religious beliefs led to reluctance in discussing 

health issues openly among certain communities, 
especially among women. For instance, Malians and 
Ivoirians consider “it is a bit taboo to talk about their 
reproduction”. They often regard sexuality and repro-
ductive health as private matters, and publicly discuss-
ing them with others may be perceived as a breach of 
cultural norms. Additionally, a Cameroonian woman 
working with an NGO noted that some people are dis-
couraged from seeking medical care owing to feelings 
of shame, embarrassment, and fear of social rejection 
related to some infectious diseases such as VIH, “pre-
ferring to stay silent”. This reluctance to discuss certain 
health topics contributes to a pervasive silence that 
may prevent individuals from seeking essential infor-
mation or medical assistance, creating significant barri-
ers to accessing appropriate care.

Migrants face significant challenges in navigating 
Tunisia’s healthcare system due to limited awareness of 
available services, compounded by the system’s com-
plexity and excessive bureaucracy. Many described 
difficulties in identifying appropriate healthcare ser-
vices, often leading to prolonged waiting times and an 
increased reliance on emergency services as a default 
care option. An NGO worker stated the following:

It is possible that they get lost in the system…they 
visited several facilities and went around in circles 
without finding help… (female, NGO-TI03).

1 Technical schools or university-level education
2 Migrants with residence or work permit
3 Migrants with no residency permits or overstayed their visas

Table 1  (continued)

Characteristic n (%)

NGO staff (N = 43)
  Gender
    Female 15 (34.9)

    Male 28 (65.1)

  Age group
    18–29 14 (32.5)

    30–39 18 (41.9)

    ≥ 40 11 (25.6)

  Nationality
    Tunisian 36 (83.7)

    Non-Tunisian 7 (16.3)

  Educational level
    No education/primary education/secondary education 3 (7.0)

    High education1 38 (93.0)

  Responsibility in the NGO
    Administrative agent 23 (53.5)

    Field agent 20 (46.5)
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Language emerged as a further barrier to healthcare 
access. The predominance of Arabic in healthcare set-
tings can exclude many sub-Saharan African migrants 
who are not proficient in the language. This commu-
nication gap can result in misinterpretations, repeated 
redirections between facilities, and a general sense of 
frustration and helplessness when attempting to access 
care. A Cameroonian woman shared her frustrating 
experience:

I spent so much time being sent left and right because 
I couldn’t speak Arabic…? (female, migrant-AF04).

Experiences of discrimination were also prominent. 
Many migrants reported that “they are not attended 
too quickly” and experience significantly longer waiting 
times compared to local patients. As a result, they often 
feel overlooked or deprioritized when they consult pub-
lic health settings. These perceptions of differential treat-
ment not only contributed to feelings of exclusion and 

marginalization but also affected migrants’ trust in the 
healthcare system and their willingness to seek care in 
the future.

Owing the absence of clear guidance and linguistic 
accessibility, migrants frequently relay on informal net-
works and co-citizens as their main source of guidance 
about the healthcare system and services availability. 
While these networks provide some help, they often con-
tribute to further disorientation within the system. This 
is largely because co-citizens themselves often “lack of 
information” and “live in isolation — that is, closed off 
among themselves — especially because they are in an 
irregular situation”, as a community leader stated. Conse-
quently, the advice shared within these networks may be 
fragmented or out of date, which further limits migrants’ 
access to appropriate care pathways.

Migrants’ narratives highlighted a pronounced vari-
ability and systemic inequities in healthcare accept-
ability for migrants within Tunisian health structures. 

Fig. 2  Illustration of thematic analysis results: systems-focused and migrant-specific adaptation of Levesque’s healthcare access model
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While some healthcare providers demonstrated notable 
dedication, facilitating care coordination via informal 
channels to support migrant patients, others “refuse to 
treat patients, for example in cases of abortion, if they 
don’t have identification” documents. Legal status thus 
emerged as a critical determinant of acceptability. Par-
ticipants often reported that undocumented migrants are 
frequently denied access to public healthcare facilities as 
“they request a passport or a consular card which makes 
things complicated”. Beyond outright structural barri-
ers of care, migrants reported discriminatory behaviours 
by healthcare professionals, driven by prejudiced views 
toward migrants. These behaviours shaped interactions 
and treatment, even when medical care was ultimately 
provided:

Even if the provider agrees to treat them, sometimes 
the discriminatory gestures are worse than being 
refused (female, migrant-TI04).

Availability, accommodation, and ability to reach: 
out‑of‑sight and out‑of‑reach
Migrant perceptions of the availability of Tunisian’ 
healthcare facilities are influenced by the limited of infor-
mation and geographical disparities. Many migrants have 
limited awareness of the variety of health facilities avail-
able to them, as most identify only hospitals as accessible 
points of care while overlooking primary care centres. 
This limited visibility restricts their ability to access care, 
particularly for those living in remote areas far from 
urban centres. As one participant noted:

They are in regions that are 35 kms from city cen-
tres… there is no university hospital they can go to 
(female, NGO-AF05).

However, perceptions vary depending on location. 
Those living closer to health facilities viewed access more 
positively:

I think the distance is not too far, and access is reli-
able (male, MCL-AI08).

Affordability and ability to pay: from expectation to exclusion
Migrants’ perceptions of healthcare affordability in Tuni-
sia are influenced by their prior healthcare experiences 
and current socio-economic conditions. Many arrive 
with the expectation that medical services, including 
medications, will be free or low cost. However, when 
faced with the reality of out-of-pocket expenses, some 
find themselves in “not easy” situations. The financial 
challenges encountered by migrants were frequently 
reported, especially among those in irregular legal situ-
ations or without jobs. Without health insurance, these 
individuals are excluded from social security benefits 

and must cover medical expenses out of pocket. As one 
migrant expressed plainly:

It wasn’t easy because I had to cover everything 
myself. I paid for everything out of my own pocket. 
(female, migrant–TF02).

An NGO worker confirmed this pattern:

They have to pay for treatment because most 
migrants are in an irregular situation and do not 
work in the formal sector (female, NGO–TF01).

The high cost of healthcare, including diagnostic tests 
and medicines, often forces migrants to delay or skip 
necessary care, worsening their health outcomes. One 
Sierra Leonean migrant shared:

I don’t go to the hospital because I have no money… 
(female, migrant-TF01).

This financial burden is further compounded by a lack 
of understanding of the variability in healthcare costs 
of and the eligibility criteria for public or NGO-based 
assistance. While certain services, such as maternal 
care, vaccinations, and treatment for infectious diseases, 
are available free of charge or at reduced cost through 
national programmes or NGOs, awareness of these pro-
visions remains limited. For example, prenatal care ser-
vices at primary healthcare facilities are intended to be 
provided free of charge, whereas obstetric services in 
hospitals are charged. Notably, married migrant women 
were often ineligible for childbirth assistance, whereas 
single mothers could access these services.

When we were at the hospital, they told us that as 
you’re legally married and you do not have access to 
this kind of assistance (male, migrant-TF04).

The lack of understanding among migrants regarding 
healthcare financial regulations often leads to frustration 
and mistrust. Seeing some nationals pay less for the same 
services can create a sense of discrimination and deepen 
feelings of exclusion.

Appropriateness and ability to engage: disconnection 
and distrust
Mistrust in the healthcare system was commonly men-
tioned, often linked to previous adverse experiences, 
cultural insensitivity, and perceptions of poor care 
quality. MCL explained that “migrants fear surgeries 
due to past complications and mistrust against health 
professionals…”.

Some migrants also held certain misconceptions about 
the healthcare system. “They say things like if I go to the 
hospital…they might inject something to kill me”. This 
mistrust is further compounded by systemic issues such 
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as long waiting times and unclear procedures. An NGO 
staff attributed this to a mismatch between migrants’ 
perception of quality healthcare and Tunisia’s health-
care reality. Migrants often tend to seek rapid and easily 
accessible solutions to their health concerns. They believe 
that “good doctor should run all tests. When this doesn’t 
happen, it can lead to mistrust” in formal healthcare ser-
vices and influence healthcare-seeking behaviours among 
migrant communities.

Furthermore, participants expressed concerns about 
inadequate communication between healthcare pro-
viders and migrants. Insufficient explanations regard-
ing diagnoses and treatments left them feeling confused 
and unsupported. These gaps in communication intensi-
fied the sense of vulnerability and marginalization that 
migrants perceive when interacting with the healthcare 
system. One participant expressed frustration:

He (doctor) does not take the time to explain exactly 
what I’m suffering from…Maybe it is because I 
expect that, but in return, he assumes I’ve under-
stood (female, MCL-TI15).

Participants also highlighted the lack of patient-centred 
care. Migrants felt overlooked by healthcare providers, 
as their care was reactive rather than continuous. Many 
expressed that healthcare providers “only pay attention 
to you when there are problems, but when everything is 
fine, they don’t reach out to you”.

Migrant mobility further complicates their engagement 
with healthcare. In addition, frequent changes in contact 
information made it difficult for healthcare providers to 
maintain follow-up care. This was especially problematic 
for managing chronic conditions and providing psycho-
logical support. As one NGO staff member explained:

Migrants often change phone numbers, or many cur-
rently do not have a phone number at all to ensure 
follow-up. This is an obstacle, as it makes it difficult 
to reach them (female, NGO-AF05).

Many migrants reported perception that healthcare 
providers lacked awareness of diseases prevalent in their 
countries of origin but rare in Tunisia, such as malaria. 
This knowledge gap often results in misdiagnoses or 
treatment delays. As a Sierra Leonean community leader 
shared:

They do not believe that is malaria. I do not see any 
treatment for malaria. (male, migrant-TF03).

As a result, some migrants turned to self-medication or 
traditional remedies because they did not trust that they 
would receive appropriate care.

The complexity of Tunisia’s healthcare system, with 
its multiple sectors and services, poses a significant 

challenge for migrants. However, several NGOs play cru-
cial roles in coordinating care, ensuring continuity, and 
facilitating referrals. These organizations collaborate with 
other partners and support migrants in navigating the 
healthcare system, helping them overcome some of the 
barriers to care. One NGO staff described their efforts, 
stating the following:

We make referrals to other partners… we can refer 
to other partners, engage in discussions, or conduct 
joint follow-ups (female, NGO-AF03).

Discussion
This study, which uses an adaptation of Levesque’s con-
ceptual framework, highlights the complex interplay of 
factors affecting migrants’ access to the Tunisian health-
care system. Many of these factors are related to the cir-
cumstances and experiences of migrants. In Tunisia, legal 
status, language barriers, cultural differences, and health 
system issues such as provider attitudes and resource 
allocation all limit migrants’ demand for and use of avail-
able health services. Consistent with our results, a sys-
tematic review comparing healthcare utilization between 
migrant and native populations [31] reported that 
migrants tend to underutilize healthcare services because 
of sociodemographic factors, health beliefs, and cultural 
perceptions.

In line with the literature on migrant health [12, 32, 33], 
which emphasizes the crucial role of health literacy, cul-
tural differences, and community networks in influenc-
ing healthcare-seeking behaviours, our study shows that 
unclear information and language barriers substantially 
limit access to healthcare services in Tunisia. Many stud-
ies indicated that language barriers are strongly related to 
the predominance of the host country’s official language, 
which often differs from migrants’ native tongues [34, 
35]. In Tunisia, where Arabic and French are the primary 
languages, migrants who speak English or other non-
local languages encounter considerable communication 
challenges. This mismatch in languages hinders effective 
communication with healthcare providers, limits under-
standing of medical information, and delays access to 
appropriate care. Ultimately, it contributes to suboptimal 
health outcomes and increased dissatisfaction with ser-
vices [34].

Newly arrived migrants often rely on information 
about the Tunisian healthcare system from their com-
munity. Studies have shown that community members 
are frequently the first point of contact for migrants 
seeking health information [36, 37]. This reliance on 
informal networks, while providing a sense of trust, can 
lead to incomplete or inaccurate information, especially 
if the community itself has a limited understanding of 
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the system [12, 38]. Additionally, according to stud-
ies conducted in other contexts, including Australia 
[32], language barriers have been shown to limit access 
to healthcare services and lead to unnecessary financial 
and health consequences. In addition, our results also 
showed that cultural differences are a major impediment 
to accessing care. These cultural differences can con-
tribute to a lack of understanding of how the Tunisian 
health system functions, further exacerbating informa-
tion gaps [15, 33, 39]. Furthermore, migrants may have 
different conceptions of health and illness, as well as spe-
cific expectations regarding care [39]. When migrants’ 
healthcare expectations are unmet, frustrations are often 
voiced within the community [12]. These complaints can 
foster mistrust and discourage others from seeking help, 
perpetuating a cycle of underutilizing medical services 
[37, 40]. According to the International Organization for 
Migration (IOM), varying levels of health literacy and 
differing beliefs about health can discourage migrants 
from utilizing national health services [41]. Furthermore, 
language barriers also reinforce feelings of exclusion and 
marginalization, as highlighted in studies examining 
migrant health outcomes across diverse settings [42]. In 
addition, our study identified migrant mobility as a cru-
cial barrier to accessing and utilizing healthcare services. 
According to many studies [15, 43], frequent mobility 
across different cities prevents the establishment of long-
term relationships with healthcare providers and leads to 
fragmented care, loss of medical records, and inconsist-
ent treatment plans. In their investigations, Castañeda 
et al. [44] and Hargreaves et al. [45] emphasized that the 
lack of follow-up and stable healthcare references com-
plicates the management of chronic conditions and forces 
reliance on emergency services. This challenge is exacer-
bated by the lack of established procedures for sharing 
medical records across regions or countries, resulting in 
inconsistent treatment plans and repeated consultations 
[33].

In this study, migrants also identified structural and 
functional challenges within the healthcare system, 
including bureaucratic procedures, long wait times, and 
financial constraints. Such barriers have also been docu-
mented among Tunisian patients [31, 46, 47]. However, 
compared with local populations, migrants are dispro-
portionately affected by these challenges and face addi-
tional vulnerabilities, such as limited social protection, 
demanding work schedules, and the pervasive fear of 
deportation [11, 31].

The legal status of migrants remains a major issue 
[43]. For example, the absence of identification docu-
ments, passports, or consular cards can hamper access. 
This document is the first information requested by 
administrative personnel to register migrants in public 

health services [39]. Therefore, many undocumented 
migrants avoid seeking care because of concerns about 
legal repercussions and fear of deportation. This finding 
is supported by other studies [9, 33, 44] indicating that 
migrants are significantly more likely to avoid healthcare 
services if they are afraid of deportation. This fear, cou-
pled with bureaucratic hurdles, often leads migrants to 
bypass public services altogether, opting instead for phar-
macies or private providers [43].

Financial barriers also emerged as a key obstacle to 
healthcare access for migrants in Tunisia, which is con-
sistent with the literature [39]. The participants in our 
study highlighted the substantial financial burden of 
healthcare expenses, exacerbated by the absence of 
health insurance. Ismaeil et  al. [18] similarly found that 
migrants without insurance face significant difficulty 
accessing necessary healthcare. Notably, the Tunisian 
health system does not provide special provisions or 
financial support for migrants, requiring both Tunisians 
and migrants without insurance to pay the full cost of 
medical fees [17, 46]. The lack of government financial 
support for migrants further compounds this issue [17, 
48], as healthcare access is typically contingent upon for-
mal agreements between the migrants’ countries of ori-
gin and the Tunisian government [39, 48]. Without such 
agreements, migrants remain excluded from financial 
assistance for healthcare. In addition to direct costs, indi-
rect costs, such as transportation, also contribute to the 
financial burden and are influenced by distance to ser-
vices, further limiting access [15, 33, 39, 43].

Long wait times within the public health system are 
also a recurring concern, potentially leading migrants to 
rely on emergency services. This finding resonates with 
findings by Urbanavičė et al. [49] who documented inad-
equate quality and timeliness of services for refugees, 
particularly those with preexisting health conditions. In 
contrast, the private sector, despite being more costly, 
was perceived as providing more accessible, timely, and 
higher-quality care. This observation aligns with studies 
in other contexts, such as Turkey [41], where the growth 
of private healthcare institutions catering to diverse 
income levels has improved the accessibility, availability, 
affordability, and adaptability of services for migrants.

The findings of this study underscore the significant gap 
in health professionals’ knowledge regarding migrants’ 
rights and cultural competence. Previous research has 
indicated that many healthcare providers, including both 
clinicians and administrative staff, report inadequate 
knowledge and skills in addressing the needs of culturally 
diverse migrant populations [50, 51]. This lack of prepa-
ration is further compounded by a general unaware-
ness of migrants’ legal rights to healthcare services [52, 
53]. Despite growing awareness of cultural sensitivity, 
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medical education programmes frequently fail to incor-
porate sufficient training or assessment of cultural com-
petence, leaving practitioners underprepared [51].

Our findings underscore the crucial role of NGOs in 
coordinating services and ensuring the continuity of care 
for migrants. By facilitating referrals, fostering partner-
ships, and providing guidance, NGOs help mitigate the 
challenges posed by Tunisia’s fragmented healthcare 
system [46]. This aligns with the literature on the impor-
tance of intermediary organizations in improving health-
care access for marginalized populations [12, 33]. While 
coordination remains imperfect, ongoing improvements 
suggest that strengthened collaboration between NGOs 
and healthcare stakeholders could further enhance ser-
vice delivery for migrants [9, 36].

Our findings also highlight the need to improve health-
care professionals’ knowledge of migrants’ rights and cul-
tural competence. Targeted training programmes and the 
integration of cultural competence into medical educa-
tion, drawing on successful models from other countries 
[54, 55], can help reduce biases and improve care qual-
ity. Moreover, implementing institutional policies that 
promote migrants’ rights and inclusive care practices is 
essential to minimize discrimination and ensure equita-
ble treatment.

Strengths and limitations of this study
This study involved a diverse sample of migrants from 
sub-Saharan Africa and the Middle East and North 
Africa (MENA) region, offering valuable insights into 
their healthcare experiences through its qualitative, 
exploratory design. Another strength of our study is the 
substantial proportion of Cameroonian and Ivorian par-
ticipants, which aligns with the broader migrant demo-
graphics in Tunisia. This demographic representation 
enhances the relevance of the findings for understand-
ing the experiences of key migrant groups in the country. 
However, several limitations should be acknowledged. 
The overrepresentation of NGO beneficiaries may have 
introduced bias, as their perspectives could be shaped by 
their association with these organizations, particularly 
given that interviews were conducted on NGO premises. 
Furthermore, the underrepresentation of English- and 
Arabic-speaking migrants, coupled with the predomi-
nance of French-speaking participants, may limit the 
generalizability of the findings. Finally, while the sam-
ple was predominantly composed of young adults, our 
findings may not fully capture age-specific differences. 
Future research should be age- and gender-sensitive to 
adequately address the diverse needs of migrant popu-
lations. In addition, it should incorporate the perspec-
tives of healthcare professionals from both the public and 

private sectors to provide a more comprehensive under-
standing of the barriers migrants encounter in accessing 
healthcare.

Conclusions
This study shows that migrant healthcare experiences in 
Tunisia are defined by a complex interaction of systemic 
obstacles and individual vulnerability. By employing Lev-
esque’s conceptual framework, we identified several fac-
tors that disproportionately affect migrants’ access to 
healthcare services, including a lack of financial support, 
cultural competence among providers, and the exclusion-
ary impact of legal status and language barriers. While 
the role of NGOs in mitigating some of these barriers is 
evident, significant gaps remain, particularly in terms of 
health literacy, cultural competence among healthcare 
providers, and financial accessibility.

These findings highlight the pressing need for policy 
reforms to address systemic inequities and ensure equi-
table healthcare access for migrant populations. The 
implications of these results underscore the importance 
of enhancing provider training, improving communi-
cation strategies, and implementing inclusive financial 
mechanisms for vulnerable populations. Future research 
should focus on longitudinal solutions to mitigate the 
impact of migrant mobility on healthcare continuity and 
assess the effectiveness of culturally tailored interven-
tions. This work serves as a foundation for advancing 
equitable healthcare access, not only in Tunisia but also 
in other regions that face similar challenges. Addressing 
these issues is essential to fostering healthier, more inclu-
sive societies.
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