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Cultural Competence in Refugee Service Settings:
A Scoping Review
Ling San Lau1,* and Graeme Rodgers2

Abstract
Purpose: Refugees and asylum seekers have unique and complex needs related to their experiences of forced
displacement and resettlement. Cultural competence is widely recognized as important for the provision
of effective and equitable services for refugee populations. However, the delivery of culturally appropriate
services—including health care and social services—is often complicated by unclear definitions and operation-
alization of cultural competence. Further, the unique needs and priorities of people from refugee backgrounds
are under-addressed in the cultural competence literature. This scoping review seeks to synthesize the peer-
reviewed literature examining cultural competence in refugee service settings.
Methods: A systematic search of four databases (EBSCO, Proquest, Scopus and Google Scholar) identified 26
relevant peer-reviewed studies for analysis.
Results: A range of approaches to cultural competence were identified at the level of individual providers and
organizations.
Conclusion: We identified a need for greater refugee participation and perspectives in the practice of cultural
competence, increased conceptual clarity and greater recognition of structural barriers. We call for further rigor-
ous research that critically examines the concept of cultural competence and its meaning and relevance to
refugee populations.
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Introduction
Refugees and asylum seekers include persons who have
fled their countries due to war or persecution. In com-
mon with other marginalized populations, they experi-
ence challenges accessing services that address their
individual and cultural needs. Cultural competence is
widely recognized as a critical component of effective
and equitable service delivery1 and has been proposed
to reduce health disparities and improve access to ser-
vices, including health care, social services, employ-
ment, and education.2 Service providers are often the
first point of contact for resettled refugees and play a
critical role in helping them to adjust to life in a new
country.3 However, cultural competence approaches

in refugee service settings continue to be limited by a
lack of clear definitions and operational guidance,
and insufficient attention to the unique challenges
faced by people from refugee backgrounds.1,4–6

There is considerable variation and inconsistency
in the definition of cultural competence.7,8 One fre-
quently cited definition describes cultural compe-
tence as:

a set of congruent behaviors, attitudes, and policies that come
together in a system, agency or among professionals and en-
ables that system, agency or those professionals to work effec-
tively in cross-cultural situations.9(p13)

Cultural competence has also been defined in health
care settings as:
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the ability of systems to provide care to patients with diverse
values, beliefs and behaviors, including tailoring delivery to
meet patients’ social, cultural, and linguistic needs.10(p5)

Furthermore, Sue et al.11 described three attributes of
culturally competent service providers—cultural aware-
ness, cultural knowledge, and cultural skills—which have
been replicated in several cultural competence models.8

The notion of cultural competence, as expressed in
service settings, has been critiqued in the literature.1,6

Hwang et al., for example, noted that ‘‘professionals
who want and need to be culturally competent are
left with the message that culture matters, but con-
tinue to struggle with how to be a more culturally
competent practitioner in concrete terms.’’5 Com-
pounding the lack of conceptual clarity and opera-
tional guidance,1,6 cultural competence approaches
have also been criticized for overemphasizing cultural
traits and differences; conflating culture with ethnicity,
nationality, or language; and reducing complex human
behavior and experience to cultural stereotypes.1,6 Fur-
thermore, the term ‘‘competence’’ is increasingly being
rejected, as it implies a technical endpoint or solution,
rather than an enduring process and commitment.
Alternative concepts have emerged, including cultural
safety, which draws attention to power dynamics, insti-
tutional discrimination, and issues of colonialism and
paternalism in health care.12 A related construct, cul-
tural humility, requires three commitments from prac-
titioners: (1) self-reflection and critique; (2) action to
redress power imbalances; and (3) partnerships with
advocates.13 Ethnographic approaches highlight what
is most important to individuals, as culturally situated
subjects, without essentializing culture or assuming it
is the most critical factor in a given case.6,14

Cultural competence has been studied most exten-
sively in the health field, where interventions have
been demonstrated to improve health care providers’
knowledge, understanding, and skills when caring for
patients from multicultural backgrounds.15–19 How-
ever, the evidence for improved clinical outcomes
and health disparities is weak.8,19 A 2015 systematic re-
view found a lack of evidence of impact of cultural
competence on outcomes including health status, treat-
ment adherence, equity, and quality of services.8

While attention to cultural competence has ex-
panded to consider the needs of increasingly diverse
populations,1 there is limited research that specifi-
cally examines the cultural competence of services
for refugee and asylum seeker populations. We iden-
tified no published reviews that synthesize the litera-

ture on this subject and recognize refugees as a
distinct population with unique needs that may differ
from other immigrant populations.20 Despite their
diverse cultural backgrounds and nationalities, refugees
and asylum seekers often share common experiences,
including trauma, torture, the loss or separation of
family members, the hardships of flight, as well as stigma,
discrimination, social isolation, financial insecurity, and
protracted asylum determination processes.2,21–23 Studies
suggest that refugees and asylum seekers may have a
greater need than the general population for certain
services, including mental health services, yet they ac-
cess these services at lower rates.24,25 Recognizing the
unique backgrounds and needs of refugee populations,
this scoping review synthesizes the literature on cul-
tural competence in refugee service settings.

Methods
This study did not require institutional review board
approval. A scoping review was conducted in May
2020, guided by Arksey and O’Malley’s framework.26

This methodology is appropriate for examining and
clarifying broad research questions and synthesizing
evidence across disciplines to inform practice.26,27 An
iterative search strategy was guided by the research
question:

How does the peer-reviewed literature describe cultural com-
petence in relation to services for refugee and asylum seeker
populations?

Primary search terms, as summarized in Table 1,
were entered into four databases (EBSCO, ProQuest,
Scopus, and Google Scholar), without date limits or re-
strictions based on geographic setting. The search
strategy and review of titles and abstracts yielded 73
original records that were screened further for eligibil-
ity. Of these, 55 articles were selected for full-text
review; 2 articles were excluded as only abstracts
were available. A total of 26 articles met the inclusion
criteria (Table 2). Eligible literature included peer-
reviewed articles published in English that examined
cultural competence as it related to refugee or asylum
seeker populations. Gray literature and records that
did not explicitly include refugees or asylum seekers
were excluded.

Table 1. Primary Search Terms

‘‘refugee’’ OR ‘‘asylum seeker’’ OR ‘‘asylee’’ AND
‘‘cultural competence’’ OR ‘‘cultural competency’’ OR ‘‘culturally

competent’’ OR ‘‘cross-cultural’’ OR ‘‘culturally appropriate’’ OR
‘‘culturally sensitive’’

AND

Lau and Rodgers; Health Equity 2021, 5.1
http://online.liebertpub.com/doi/10.1089/heq.2020.0094

125



All articles that met the inclusion criteria were
uploaded and analyzed by the primary reviewer using
Dedoose Qualitative Software (2018). Information on
study characteristics was extracted and tabulated, and
key qualitative themes were derived by thematic analy-
sis. A second reviewer independently reviewed a subset
of articles to validate emerging themes and study char-
acteristics. Key themes were discussed and agreed upon
by both reviewers.

Results
Table 3 summarizes the characteristics of the 26 articles
examined, including 13 qualitative studies, 7 discussion
papers, 3 mixed methods studies, 2 reviews, and 1
quantitative study. Twenty-one studies considered ref-
ugees, 2 examined asylum seekers, and 3 included
both groups. Among the 15 primary research studies,
8 considered service providers, 3 considered refugees
or asylum seekers and 4 considered both populations.
Only five studies addressed refugee perspectives
directly.21,22,28–30 Four of these also explored provider
perspectives, typically in greater numbers than refugee
participants; and only one author reported validating
the research findings by consulting refugee partici-
pants.22 The 23 articles that specified study setting
were based in the United States (n = 14), Australia
(n = 4), the Netherlands (n = 2), England (n = 1), Can-
ada (n = 1), and Scotland (n = 1). An additional two re-
views31,32 drew from studies conducted across several
high-income countries. Of the six articles that specified
the country of origin of refugee participants or service
recipients, 24 countries were represented, with Iraq
(n = 4), Somalia (n = 4), Cambodia (n = 3), the Demo-
cratic Republic of the Congo (n = 3), Bhutan (n = 2),
Bosnia (n = 2), Burundi (n = 2), Burma (n = 2), and
Sudan (n = 2) mentioned most frequently.

The majority of studies (23) focused on health care
settings, including health care in general (n = 6), mental
health care (n = 5), primary care (n = 4), nursing (n = 3),
social work (n = 2), maternal and child health (n = 1),
internal medicine (n = 1), and infectious diseases
(n = 1). Five studies referred to social service settings,
including refugee resettlement services (n = 2), home
safety services (n = 1), and other social services (n = 2).

The following section summarizes key findings and
themes that emerged from the literature, informing
both individual and organizational levels of practice.

Individual-level themes
Self-awareness and respect for cultural diversity. Self-
awareness and respect for cultural diversity were
identified in the literature as important components
of cultural competence.2,22,23,33–35 Refugee service pro-
viders may demonstrate self-awareness by critically
evaluating their own culture, beliefs, biases, and values
and how they influence interactions with refugee cli-
ents.33 Self-awareness may also involve assessing one’s
own culture, race, ethnicity, gender, and class in relation
to refugee clients23 and recognizing power imbalances.36

Self-awareness can help providers to avoid making as-
sumptions, generalizations, stereotypes, or judgments
about other cultures.2,22 One study highlighted the im-
portance of communicating honestly and openly with
refugee clients and co-workers about cultural differ-
ences,37 with another29 arguing that ‘‘acceptance of a di-
verse range of health beliefs, rather than an emphasis on
difference, is fundamental to the delivery of culturally
competent community nursing care’’ for refugees. Rec-
ognizing one’s limitations was another element of self-
awareness described in the literature, including seeking
guidance from senior colleagues or referring a client to
more appropriate or specialized services.4

Table 2. Inclusion and Exclusion Criteria

Criteria Criteria Exclusion

Language English Language other than English
Publication type Peer-reviewed article Any publication type not mentioned in the inclusion criteria, for example,

book chapter, letter, conference abstractReview
Population Refugees Populations not mentioned in the inclusion criteria, including U.S. citizens and permanent

residents and other documented or undocumented immigrantsAsylees
Asylum seekers

Study types Qualitative research Studies not mentioned in the inclusion criteria
Quantitative research
Mixed methods research
Review
Case study
Theoretical model
Discussion paper
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Knowledge of refugee cultures, home countries, histo-
ries, and experiences. Cultural knowledge, including
knowledge of refugees’ cultural and religious beliefs
and practices, ethnic identities, and languages and dia-
lects, was highlighted in several studies, often by refu-
gee participants.4,4,20,23,33,38,39 Refugees in an upper
Midwestern U.S. state emphasized that it was impor-
tant for U.S. and local service providers to understand
the cultural norms of their community, including gen-
der norms and religious beliefs.40 Somali and Bosnian
refugees in Maine encouraged social service providers
to learn about their cultural contexts, home countries,
and refugee experiences, and to connect on a human
level.22

Experts and providers demonstrated appreciation of
the unique experiences of refugees and asylum seek-
ers,39 including knowledge of refugee experiences and
journeys,4,20,23 social, historical, and political contexts
in home countries, as well as conflicts and juridical sys-
tems.4,23,33 For example, nurse practitioners working
with asylum seekers in the Netherlands wove their
knowledge of different stages of flight into health as-
sessments of asylum seekers: considering that bone
fractures may have resulted from torture or that the
stress of asylum procedures and living conditions dur-
ing resettlement may impact mental health.4 One pro-
vider recognized that knowledge of ethnic conflict or
tension was imperative to identify appropriate inter-
preters for refugee clients, beyond a simple language
match.4 Several studies highlighted challenges of
learning about clients’ cultures and backgrounds, in-
cluding time pressures and highly diverse client case-
loads, with some providers developing strategies to
obtain targeted knowledge relevant to the services
they delivered.4,20,30,36,39,41 Other studies highlighted
the complexity and diversity of refugee communities
and the importance of testing and contextualizing un-
derstandings of cultural knowledge.2,22,34

Respectfully engaging refugee clients. Service provid-
ers considered respectful engagement of refugee clients
critical for advancing cultural competence.4,20,30,33,40,41

Listening was identified as especially important,
which also required attention to unequal power dynam-
ics in refugee–provider relationships.22,38 Providers
were also mindful of refugees’ past traumatic or nega-
tive experiences and emphasized the importance of
building trust and rapport and creating a safe environ-
ment.4,30,35,41 Approaches to facilitating trust included
listening to refugee clients’ concerns and priorities, en-

suring continuity of service provision, exploring and
managing clients’ expectations of services, and clarify-
ing the roles of providers.20 Honest discussions about
ethical obligations, including the rules and limits of
confidentiality, and services and systems in resettle-
ment countries were also suggested as important for
cultural competence.20 For example, nurse practitioners
highlighted the value of explaining the health care sys-
tem and its separation from the immigration system to
asylum seeker patients, clarifying that they had no role
in organizing entry to the Netherlands and would not
share confidential health information with officials
assessing immigration matters.4

Sensitivity to difficult topics, including torture and
trauma, was recognized as a crucial aspect of cultural
competence with refugees.4,39 For example, nurse prac-
titioners reported prefacing certain questions with a
statement, ‘‘I am going to ask some questions that
may be painful’’4 and recognized that apparently rou-
tine questions regarding a person’s marital status or
children may be distressing for refugees who have
lost or been separated from family members. Respect-
fully challenging unsafe or harmful practices, including
gender-based violence and female genital cutting, was
identified as an important but difficult skill for refugee
service providers.29,34,39

Services that recognize the ‘‘whole person,’’ including
their spiritual and social needs, were highlighted as im-
portant elements of respectful engagement.21,35,38,42

Refugee participants who received social services in
an upper Midwestern city in the United States appealed
for service providers to ‘‘be human’’ and to engage with
empathy and respect.22

How about if you are the one who left this beautiful country
and went to another country with a new culture, new lan-
guage, new everything, how would you feel? Emotionally al-
ready it’s disaster inside. You are adjusting, you want to
know the language, you are struggling to get yourself to-
gether. Before you do that, if you see some people mistreating
you, it interrupts your mind. It’s like, ‘whatever I try it’s not
working.’22(p190)

Organization-level themes
Organizational commitment to diversity and cultural
competence. Organizational commitment to cultural
competence, particularly at leadership levels, was con-
sidered critical for enabling the cultural competence of
mental health practitioners in Victoria, Australia.33

Strategies at the organizational level include improving
organizational policies and practices based on em-
ployee and client evaluations33 and demonstrating
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commitment to staff diversity. The latter may be pro-
moted by hiring bicultural and bilingual staff and en-
suring that personnel policies, human resources
practices, and staff compensation packages are fair
and inclusive.21–23,31,33,38,43,44 Flexibility in organizational
policies and procedures, lower caseloads, and sufficient
staffing can also enable providers to support refugee cli-
ents’ needs in a more culturally sensitive way.22,41,42

Cultural competence training was widely recognized
as a method of promoting cultural competence among
refugee service providers.21,22,29,31,31,33,39,45 Several cul-
tural competence training programs for medical stu-
dents, medical residents, social workers, and nursing
students working with refugees were described in the lit-
erature.28,36,45,46 These were generally positively evalu-
ated by provider participants; however, only one study
sought the perspective of a single refugee participant.28

Handtke et al. reported a number of organization-
wide cultural competence initiatives,31 including the
‘‘Sick-Kids Cultural Competence Initiative’’ at the Hos-
pital for Sick Children in Canada, which trained more
than 2100 hospital staff as cultural competence champi-
ons. One positive impact was the increased use of in-
person and telephone interpreter services in the hospital.

Engaging and partnering with refugee communi-
ties. Partnerships between service organizations and
refugee communities can facilitate cultural competence
and provide mutual benefits to providers and refugee
clients.20,21,31,33,35,41,43,44

Ethnic communities may have the advantage of offering more
culturally appropriate support to refugees, but lack knowledge
of signs and symptoms of trauma; more formal systems may
have greater access to information about mental health,
while struggling to offer support that is culturally congruent
or appropriate.35(p30)

Kaczorowski et al.20 reported that strong partner-
ships between mental health clinics, schools, and
refugee-serving agencies improved the cultural compe-
tence of mental health services for refugees, increased
trust in and engagement with clinical services, and
reduced barriers to treatment. Other mental health
providers reported similar positive effects from culti-
vating relationships with refugee communities.33

Refugees can foster linkages between communities
and service organizations by acting as cultural bro-
kers.21,31,34,38 In Australia, refugee mentors from
Karen/Burmese, Assyrian/Chaldean, and South Suda-
nese backgrounds worked effectively with refugee
families to access early childhood services.21

Engaging family members and other community
members (including community leaders and tradi-
tional healers) in service interventions, where appro-
priate and desired by refugee clients, may also
improve cultural competence and acceptance of ser-
vices.21 For example, in Chicago, a family-centered
mental health intervention for Bosnian refugees with
post-traumatic stress disorder engaged family members
and bicultural refugee facilitators from the Bosnian
community.23 Other studies have highlighted organiza-
tional flexibility and accommodation of the routines
and rhythms of everyday life of the participating com-
munity.40 Finally, some sources recommended attention
to power dynamics and the need to ensure greater par-
ticipation of refugees in defining and operationalizing
cultural competence; and planning, designing, and eval-
uating policies, programs, and interventions.21,37,43

Integrating clients’ language and culture into ser-
vices. Integrating clients’ language and culture into
services was a common approach used to strengthen
organizational cultural competence. Professional inter-
preter services were the most frequently cited examples
of this.20–22,31,33,38–42,46 There was a consensus that
professional interpreter services were preferable to re-
lying on family members, friends, or other staff mem-
bers, due to issues of privacy, quality, and ethics.
However, several barriers to using professional inter-
preters were identified, including cost and time con-
straints and limited availability of interpreters,
particularly for rare languages.29,39,41 Several providers,
including medical students, doctors, and social work-
ers, highlighted the critical role of interpreters as cul-
tural guides who improved the quality of interactions
with refugee clients through triangulated discussion
and constructive feedback.20,40,46

Some studies recommended the provision of linguis-
tically and culturally appropriate verbal, written, and
visual material across the service continuum, including
during scheduling, reception, appointments, referrals,
and follow-up; providers believed that this improved
engagement with and retention in services.21,31,43

Incorporating culturally appropriate terms and con-
cepts into services may also improve organizations’ cul-
tural competence. For instance, a culturally sensitive
program for Southeast Asian refugees in Long Beach,
California, used cultural brokers and integrated South-
east Asian concepts of pregnancy, birth, and health into
clinical practice.38 The use of culturally adapted or
cross-cultural assessment tools, such as the Refugee
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Health Screener-15 (RHS-15) for emotional distress47

and the Cultural Formulation Interview,48 may also
be helpful.

Addressing barriers to access. Assisting refugee cli-
ents to overcome barriers to access was described as
important for advancing cultural competence.20,30

Flexible models of service delivery were commonly de-
scribed in the literature.21,38,39,41,42,43 For example, a
refugee health nurse modified her appointment times
to fit the bus schedule used by many of her refugee pa-
tients21; refugee health clinics in the United States and
Australia offered flexible drop-in hours with interpret-
ers available41,21; and a North Texas clinic reported
higher treatment completion rates among Muslim refu-
gee patients after providing after-dusk home delivery of
tuberculosis medications during Ramadan.49 Integrating
or colocating services that were commonly used by ref-
ugees, such as English lessons, employment assistance,
food assistance, or primary care services21,38,39; provid-
ing transportation assistance38,41,44; offering home visits,
school programs, and other community-based ser-
vices20,42; facilitating appointments and referrals21; and
using telemedicine and digital technologies31 were also
identified as facilitators. While many providers endeav-
ored to be flexible and responsive to refugees’ needs,
they discussed the constraints of inflexible policies, pro-
cedures, and rules imposed by their organizations.

Discussion
This scoping review of 26 peer-reviewed articles identi-
fied a range of approaches to cultural competence in
refugee service settings, generally described at individ-
ual and organizational levels. At the individual level,
self-awareness and respect for cultural diversity; knowl-
edge of refugee cultures, journeys, and experiences; and
respectfully engaging with refugee clients were empha-
sized. At the organizational level, a commitment to cul-
tural competence and diversity; engaging and partnering
with refugee communities; integrating clients’ language
and culture into services; and addressing barriers to ac-
cess were highlighted. Humility, flexibility, and a com-
mitment to ongoing learning and development were
unifying themes across the literature.

Refugee perspectives, although limited, emphasized
the importance of providers who demonstrated respect
and empathy and understood the culture and lived ex-
perience of refugees.

Several approaches were consistent with the broader
cultural competence literature, including using profes-

sional interpreters, leveraging bicultural and bilingual
staff and cultural brokers, cultural competence training,
integrated care models, family-centered or community-
based service models, and the integration of culturally
specific concepts and cross-cultural assessments into
service provision.5,31 Providers also described respond-
ing to the unique needs and experiences of refugees, pay-
ing particular attention to issues of trust and safety;
histories of trauma, torture, or bereavement; political sit-
uations and ethnic conflicts in clients’ home countries;
and health risks and stressors at different stages of the
refugee journey. Providers also emphasized the value
of exploring and managing refugees’ expectations of ser-
vices, and explaining the roles of providers and national
systems in resettlement countries.

It is notable that the literature focused largely on the
United States and other high-income countries, and on
health care and social service settings. A lack of concep-
tual clarity, methodological rigor, and comparative
study designs meant that it was not possible to draw
conclusions about which cultural competence ap-
proaches were most effective, or to generalize the find-
ings to other refugee populations or service settings.
Indeed, cultural competence is likely to be context-
specific, given the heterogeneity of refugee populations
and the services they use. As stated by Riggs:

there may not be one ‘model’ of best practice . but a suite of
strategies that are flexible and adaptable and are reflective of
the clients’ cultures, languages, existing social groups and re-
sources of local service providers—both mainstream and cul-
turally- specific.21(p14)

The cultural competence literature in refugee service
settings reflected a lack of meaningful participation of
the populations intended to benefit from cultural com-
petence. Refugee voices were conspicuously underrepre-
sented in the studies identified. The literature in this
review was primarily informed by the perspectives of ex-
perts50 and health care professionals, including doctors,
nurses, psychologists, and social workers. The literature
relied heavily on providers’ self-reported understanding
of their own cultural competence, and subjective per-
ceptions of cultural competence outcomes, with little
awareness of how these might be shaped by intersubjec-
tive interactions with refugee clients.

Interestingly, few articles included in this review dis-
closed or discussed the ethnic or cultural identity of pro-
viders, suggesting that their cultural values, norms, and
practices were assumed, normalized, or perhaps consid-
ered less pertinent to the topic of cultural competence.
Insufficient attention to the cultures of all parties in a
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client–provider relationship may hinder our under-
standing of cultural competence, or support narratives
that present ‘‘other cultures’’ (typically nondominant
cultures) as problematic. The notion of cultural compe-
tence is itself a culturally determined construct that is
embedded in historically constituted power relations.

Anthropological approaches referred to by some au-
thors may be broadly instructive for service providers
working with refugees. Kleinman and Benson’s Explan-
atory Models Approach and revised cultural formula-
tion (an ethnographic approach describing six steps
for culturally informed clinical practice) seek to under-
stand ‘‘what really matters’’ and ‘‘what is at stake’’ for
patients, their families, and their communities, and to
use this information to guide clinical diagnoses,
decision-making, and negotiations with patients.6

These models require providers to ‘‘set their expert
knowledge alongside, not over and above the patient’s
own explanation and viewpoint.’’6 Potocky-Tripodi
suggested that social workers seeking to provide more
culturally sensitive services to refugees should pose
the question, ‘‘what would you like me to know so I
can help you better?’’51 These approaches advance be-
yond viewing cultural competence as a set of technical
skills to acquire or procedures to deliver, instead plac-
ing refugees at the center of the services they receive.

The literature was clear that an enabling organizational
environment is key for opening up the institutional space
required to achieve the goals of cultural competence. This
can be facilitated by championing the values of cultural
competence at leadership levels, advancing staff diversity,
implementing more flexible policies, procedures and
service delivery models, and partnering with refugee
communities. While some refugee participants de-
scribed structural barriers, including stigma, discrimi-
nation, racial profiling, and fears of interacting with
authorities and government services,40 recognition of
these structural barriers was an important gap in the lit-
erature. Until structural inequalities impacting service
quality and accessibility for refugees and other margin-
alized populations are recognized and addressed, the
ideals of cultural competence will likely remain elusive.

Limitations
The nonexhaustive search strategy and reliance on
peer-reviewed literature published in English is a limi-
tation of this review. The included literature was largely
U.S.-focused, and confined to health and social service
settings, particularly mental health. Relevant publica-
tions, including the gray literature and literature

published in other languages, disciplines, or service set-
tings, may not have been located. In addition, as previ-
ously noted, the lack of refugee perspectives is a
significant limitation of this review.

Conclusion
This scoping review identified a range of individual
and organizational approaches to cultural competence
in refugee service settings, including strategies respon-
sive to the unique circumstances and needs of refugees.
A lack of refugee perspectives and insufficient attention
to structural barriers were notable gaps in this literature.

Future research on cultural competence in refugee
service settings requires greater attention to what cul-
tural competence means to people with refugee status,
how they experience it, and how this is shaped by the
social, political, and economic contexts in which they
emerge. Otherwise, cultural competence approaches
risk reproducing the same cultural hierarchies and
structural inequities that they aim to address.
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