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Abstract

Background: It has been widely acknowledged that refugees are at risk of poorer

health outcomes, spanning mental health and general well‐being. A common point of

access to health care for the migrant population is via the primary health care

network in the country of resettlement. This review aims to synthesize the evidence

of primary health care interventions to improve the quality of health care provided

to refugees and asylum seekers.

Methods: A systematic review was undertaken, and 55 articles were included in the

final review. The Preferred Reporting Items for Systematic Reviews was used to

guide the reporting of the review, and articles were managed using a reference‐

management software (Covidence). The findings were analysed using a narrative

empirical synthesis. A quality assessment was conducted for all the studies included.

Results: The interventions within the broad primary care setting could be organized

into four categories, that is, those that focused on developing the skills of individual

refugees/asylum seekers and their families; skills of primary health care workers;

system and/or service integration models and structures; and lastly, interventions

enhancing communication services. Promoting effective health care delivery for

refugees, asylum seekers and their families is a complex challenge faced by primary

care professionals, the patients themselves and the communication between them.

Conclusion: This review highlights the innovative interventions in primary care

promoting refugee health. Primary care interventions mostly focused on upskilling

doctors, with a paucity of research exploring the involvement of other health care
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members. Further research can explore the involvement of interprofessional team

members in providing effective refugee/migrant health.

Patient or Public Contribution: Patient and public involvement was explored in

terms of interventions designed to improve health care delivery for the humanitarian

migrant population, that is, specifically refugees and asylum seekers.

K E YWORD S

asylum seekers, interventions, OECD (Organization for Economic Co‐Operation and
Development) countries, primary health care, refugees, systematic review

1 | BACKGROUND

Globally, the number of humanitarian migrants, who include re-

fugees and displaced people, has been consistently increasing,

with an unprecedented 70.8 million people around the world

being forced to leave their home country in 2019 due to conflict

and persecution.1 There are currently more displaced people who

have left their current home or residence than at any point since

reliable data have been recorded.2 The United Nations High

Commissioner for Refugees (UNHCR) defines a refugee as a

person ‘who is unable or unwilling to return to their country of

origin owing to a well‐founded fear of being persecuted for

reasons of race, religion, nationality, membership of a particular

social group, or political opinion’ and an asylum‐seeker is

‘someone whose request for sanctuary has yet to be processed’.3

Therefore, an asylum seeker is seeking international protection,

but whose claim for refugee status is yet to be determined. The

UNHCR was originally established in 1950 to help the refugees of

the Second World War,4 and developed the 1951 Refugee

Convention to safeguard the rights of refugees. Although the

health and well‐being of refugees were not specifically men-

tioned in the 1951 convention, the World Health Organization

(WHO) Constitution ‘envisages… the highest attainable standard

of health as a fundamental right of every human being’.5 As such,

nation states that accept humanitarian migrants have a respon-

sibility to ensure that the health and well‐being of this group are

maintained throughout their resettlement process.

It has been widely acknowledged that specifically refugees and

asylum seekers may experience poorer health outcomes, spanning

mental health and general well‐being. This is due to a combination of

factors including high burden of disease, poor health care, poverty

and the hazards associated with migration.6 The literature also

highlights that many displaced people are reluctant to seek health

care assistance when needed due to multiple reasons including, but

not limited to, cultural beliefs and psychological trauma. The huma-

nitarian migrants are at risk of poor health outcomes, which is further

compounded by reluctance to seek health care assistance when

needed due to a range of complex factors.7,8 Timely access to high‐

quality care during resettlement is commonly reported as a challenge

amongst refugee populations.9

The most commonly reported point of access to health care for

migrants including refugees and asylum seekers is via the primary

health care/community network in the country of resettlement.10

A recent systematic review has identified a number of constraints

that limit the provision of quality health care to refugee populations

including access to health care services, provision of focused care and

further resettlement.11 Access to health care delivery is frequently

identified as a barrier for effective health care for refugees and

asylum seekers. Often, this is linked to the fragmented and difficult‐

to‐navigate health care systems in countries of resettlement12 or the

reluctance of refugees/asylum seekers to access health care for

simple reasons like communication barriers.13 The review also out-

lined a number of aspects of care quality that should be targets for

improvement to enhance health care and outcomes amongst re-

fugees and displaced people. Some of these aspects include building

a trusting relationship between patients and practitioners; improving

communication; ensuring cultural and social awareness by the prac-

titioners; and ensuring that there is sufficient time to address the

needs of refugees.11 Promoting continuity of health care and en-

suring adequate resources to promote this are also a key part of

resettlement processes.11,13 The resettlement process is one com-

ponent contributing to complex care needs amongst refugees and

asylum seekers. Complex care needs describe a diverse population

who experiences a combination of medical conditions and require-

ments for long‐term care along with behavioural and/or social

need.14 In the context of refugees and asylum seekers, complex care

needs may comprise resettlement, social acclimatization and health

concerns.15

Primary health care systems globally have explored and adopted

numerous approaches to improve the quality of health care provided

to refugees and asylum seekers, and yet, knowledge of the nature

of the interventions used and their impacts is fragmented.11 The

primary health care system is the entry level into the health system

via which the people can enter the health system, and it includes a

broad range of activities and services from health promotion and

prevention to the treatment and management of acute and chronic

conditions.16,17 The present review therefore aims to synthesize the

evidence on primary health care interventions to improve the quality

of health care provided to refugees and asylum seekers. This review

focuses on the interventions exclusively developed in primary care
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delivery for refugees and asylum seekers in OECD (Organization for

Economic Co‐Operation and Development) countries of resettlement

and to establish evidence of their impacts on care quality. These

findings are valuable for health care providers and policy makers

towards the systematic enhancement of the quality of health care

provision to sustain the complex care needs of refugee and asylum

seeker populations.

2 | METHODS

A systematic review18–20 was undertaken and the Preferred

Reporting Items for Systematic Reviews and Meta‐analysis (PRISMA)

was used to guide the reporting of the review.21

2.1 | Data sources and study strategy

The search strategy was developed in liaison with a medical in-

formation specialist (S. M.). A medical information specialist is a

librarian (information specialist) who specializes in health and medical

literature. This strategy was applied to the following five databases

from inception till 2 September 2020 for relevant studies: CINAHL,

EMBASE, MEDLINE, PsycINFO and Web of Science. Search terms

were combined for primary health care, refugees and asylum seekers.

All searches were limited to studies published in the English language

only, but no date limits were applied. The detailed search strategy for

the databases is attached as File S1.

2.1.1 | Eligibility criteria

Inclusion criteria

The eligibility criteria were developed using the Population,

Intervention, Comparison and Outcome (PICO) framework.19

Articles that fulfilled the following criteria were included: (1) articles

published in the English language; (2) empirical and original studies;

(3) research conducted in the primary health care setting in coun-

tries of resettlement (OECD countries); and (4) articles reporting an

intervention to enhance any of the six outcomes that meet the

definition of health care quality: health care safety, effectiveness of

care, timeliness of care, efficiency of care, equitable and person‐centred

care. Quality of care was defined as that aligned with the six pillars

of quality identified in the WHO's definition of quality of care: ‘the

extent to which health care services provided to individuals and

patient populations improve desired health outcomes’. To achieve

this, health care must be ‘safe, effective, timely, efficient, equitable

and people‐centred’.22

Exclusion criteria

Articles that reported interventions that did not occur in a primary

care setting or include a component that occurred within a primary

care setting were excluded, along with those that were not focused

on the target population of refugees and/or asylum seekers. Articles

that were commentary, opinion pieces, editorials and non‐peer‐

reviewed were also excluded.

2.2 | Study selection and data extraction

Articles were managed using a reference‐management software

(Covidence), and duplicates were removed. The process of title and

abstract screening was undertaken independently by two reviewers

(M. P. I.; J. L.) to identify potentially relevant studies. The retained

studies were subjected to a full‐text review in which the inclusion

criteria were independently applied to the full‐text articles by two

reviewers (M. P. I. and J. L.). Two other team members reviewed all

the full‐text articles identified as fulfilling the inclusion criteria (R. H.

and B. H.‐R.). The team then met to discuss any discrepancies with

regard to eligibility in relation to the inclusion criteria and agreed on

the final studies for inclusion.

The data extraction proforma was developed by the research

team to address the review questions. The following study char-

acteristics were extracted using the finalized proforma: investigators,

year, country, setting, sample and background, design and health care

professional involved in the delivery of the intervention and the

intervention.

2.3 | Assessment of quality

All the included articles were assessed and evaluated using the

comprehensive Quality Appraisal for Diverse Studies (QuADS)

tool, which is specifically designed to appraise qualitative, mixed

and multimethod studies in health services research23 (see File

S2). The nature of health services research involves diverse study

designs that can be in‐depth qualitative studies, mixed methods

and multimethod approaches of exploration and evaluation.23

Each criterion was scored on a 4‐point scale ranging from 0 to 3.

The QuADS tool was independently applied to the studies by two

reviewers (M. P. I.; J. L.). Discrepancies were discussed and re-

solved by a third reviewer (R. H.).

2.4 | Data synthesis

The findings were analysed using a narrative empirical synthesis

based on the aims of the systematic review.24 Narrative synthesis in

systematic reviews is particularly useful in understanding the effects

of the interventions as well as the factors that impact the im-

plementation of interventions.24 The narrative approach was used to

synthesize the qualitative and quantitative findings, which allowed in‐

depth exploration and collective understanding from multiple studies

that developed a broader perception of the phenomenon under

study. The initial descriptions of eligible studies and results are

tabulated in Table 1.
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3 | RESULTS

3.1 | Search results

The systematic database search identified 1201 articles. After removal of

duplicates, 1173 articles remained. A total of 1017 articles were excluded

based on the title and abstract. The full text was reviewed of the

remaining 156 articles, and these were assessed against the inclusion

criteria. After this review, a total of 55 final articles were included in the

narrative synthesis (Figure 1: PRISMA Flowchart).

3.2 | Excluded studies

Studies (n = 101) were excluded at the full‐text review stage because

they did not fulfil the inclusion criteria and for the following reasons:

n = 44 reported an intervention that is not focused on improving the

quality of care for refugees and asylum seekers, and n = 24 did not

report eligible outcomes relevant to the inclusion criteria. In addition

to these, n = 19 were studies from non‐OECD countries; n = 14 fo-

cused on the nonrefugee/asylum seeker population or the inter-

vention was beyond the primary care context.

3.3 | Study quality

The studies rated highly on a clear statement of research aims and

appropriate study design descriptions to address the stated aims, and

yet, generally received an average or low score for description of

the data collection methods.25–44 The majority of the studies

received low scores (0–1/3) on criteria related to sampling25,27–68

and evidence of research stakeholders' involvement in the research

F IGURE 1 PRISMA flow diagram for a systematic review of the literature to explore interventions focusing on improving health care quality
for refugees and asylum seekers in the context of primary health care. PRISMA, Preferred Reporting Items for Systematic Reviews
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design and conduct (0–1/3). We did not exclude studies based on the

quality assessment; rather, the quality assessment data were used

simply to indicate the strength of the available evidence.

3.4 | Characteristics of the included studies

Of the total of 55 studies included in the review, the

majority n = 35 were from North America (United States and

Canada)25–30,34,35,37,39–42,44–47,49,51,52,54–57,59,62,65,66,69–75; 14 were

from countries in Europe including the United Kingdom, the

Netherlands, Germany, Sweden and Italy31–33,38,48,53,60,61,63,64,68,76–78;

and 6 were from Australia.36,43,50,58,67,79 All articles were published

between 1992 and 2020. The interventions, identified in this review,

focused on four broad areas: (1) developing skills amongst individual

refugees/asylum seekers and their families; (2) skill development of

primary health care workers; (3) system and/or service integration

models and structures; and (4) interventions enhancing communication

services (Figure 2). Two interventions (2/55 studies) were organized to

be included in more than one category outlined above.29,78

The majority of the studies (29/55 studies) identified in this

review discussed the involvement of doctors engaging with the

interventions.25–29,31,32,34–37,41,43,46,47,50,53,56,58,67,69,70,74,76–79 Health

care professionals involved in the interventions also included

nurses or nurse practitioners (11/55 studies),26,28,29,31,35,36,48,50,58,77,78

undergraduate students (6/55 studies),29,30,36,40,57,78 patient

navigator roles/community health workers (4/55 studies),39,42,44,46

clinical psychologists (4/55 studies),35,47,54,74 pharmacists (3/55

studies),38,62,71 physiotherapists and/or exercise specialists (3/55

studies),28,36,64 a health care advisor or a refugee health facil-

itator role (2/55 studies),41,79 midwives (1/55 studies),36 dentists

(1/55 studies)36 and family therapists (1/55 studies).45 Some in-

terventions were self‐directed and were online and/or computer

based (10/55 studies).33,52,53,55,57,60,66,67,69,72 A variety of

study designs and methods were used including qualitative

interviews (in‐depth, semistructured and unstructured; 24/55

studies)26,30,31,33,40,41,45,47,53–55,57,62,63,66–68,70,73,77,78; 20/55

studies reported quantitative information on administrative data

sets from self‐reported surveys (collecting data on hospital/

emergency visits and uptake of screening/treatment/vaccina-

tion)26,29,30,34,36,38,39,41,43,48,49,56,58,63,66,68,69,72,75,76 and quantitative

surveys (16/55 studies).27,29,35,42,44,47,50,51,55,57,59–62,70,77 Some stu-

dies (9/55 studies) gathered baseline and postintervention

data.32,37,45,46,53,56,68,71,74,79 One study (1/55 study) reported re-

searcher field reports collecting observational data.78 Few longitudinal

studies (4/55 studies) were conducted, ranging over a period of

6 months,57,75 19 months78 and 3 years.27 A case method approach

was adopted for four studies (4/55 studies).25,34,36,48

(1) Skills of individual refugees/asylum seekers and their families: Twenty

studies (20/55 studies) in the review focused on developing

the skills of refugees, asylum seekers and their families.

F IGURE 2 Interventions present within the
primary care network that aim to improve the
health care quality of refugees and asylum
seekers in countries of resettlement
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A substantial group of studies (n = 14) described health promotion

interventions28,36,39,42,44,46,51,52,56,57,63,64,66,73 for refugees/asylum

seekers and their families and these were predominantly aimed at

promoting access to the services available (five studies),36,46,51,52,57

improving engagement with and adherence to health regimes

for better health care outcomes (seven studies).28,39,42,56,63,66,73

Two studies in this category were also designed to promote

information about physical health and well‐being especially

related to cardiovascular health like healthy diet, sleep and

exercise.44,64

Six studies sought to advance the skills and ability of refugees

and asylum seekers to talk about their health and health care with

health professionals and broader health and social care work-

ers.29,45,47,48,54,62 The studies tackled a range of issues addressing

mental health concerns (2/6 studies)47,54 and trauma care related

to past experiences and/or migration to a new country (3/6 stu-

dies).45,48,54 One intervention was more broadly seeking to im-

prove individual patients' ability to speak with health care workers

in the host country's health care system.29 Interventions often

focused on a specific cultural and ethnic group.

A variety of different formats of refugee training were dis-

cussed including face‐to‐face, small‐group, one‐to‐one patient

counselling54,57 and workshop formats36,45,46,63; a single interven-

tion often had multiple delivery formats. Educational toolkits with

pictures, stories, video recordings and/or reading and web‐based

resources were used in several interventions.44,52,63,73 Small‐group,

face‐to‐face sessions were generally identified as preferable as

opposed to receiving resource packs because they promoted active

engagement with participants that supported knowledge and skill

development.36,63 Several studies reported the involvement of

trained language translators to ensure clarity in communication

with patients and others offered bilingual/multilingual formats

(n = 3 studies).44,45,51 The content of the interventions was also

tailored to meet their cultural traditions and habits, by offering

advice about dietary recommendations and especially when

communicating about the general concept of well‐being (n = 2

studies).44,66

The interventions in this section reported improvement in

several quality‐of‐care outcomes. Educational interventions

(four studies) not only improved the ability of patients to

communicate with health care professionals within the health

system but also enhanced their access to it.45–48 Participants'

(two studies) access to health care was further promoted by

offering timely, targeted and comprehensive health assessment

models.29,54,57 For example, medical students were involved in

providing comprehensive patient assessments and triaged them

to appropriate care services under the mentorship of senior

general practitioners (GPs).29 Participants' engagement with

the interventions was further promoted via offering patient

target interventions to a specific patient group and/or health

conditions (eight studies)28,44,48,54,57,63,64,66 by offering

information in multiple languages (five studies)42,51,52,56,62 and

in a multiple format (one study).73

(2) Skill development of primary health care workers: Fifteen studies

(15/55 studies) outlined interventions to enhance the capacity

and capability of primary health care providers to respond ef-

fectively to the complex care needs of the refugees. Interven-

tions in this category were focused (eight studies) on promoting

safe care delivery30,32,53,67,70,75,78,79 and on effective health care

delivery (12 studies),29,30,32,37,49,53,67,69,70,75,78,79 while some

(four studies) focused on provision of person‐centred

care40,49,61,69 and promoted equity‐oriented care (four

studies).32,37,53,70 Five interventions in this group primarily

focused on a specific ethnic group and/or a health condition

(s).37,49,53,61,69

Eight interventions upskilling health care professional staff in

care delivery for refugees and asylum seekers focused on safe

health care practices,32,37,53,67,69,70,78,79 out of which four studies

also promoted equitable care delivery32,37,53,70 with a range of

primary health care professionals including GPs, nurses and other

allied health staff. The nature and format of the interventions

varied. Activities included health care professionals attending

structured face‐to‐face workshops on topics like trauma‐ and

violence‐informed care,37,70,78 personalized, face‐to‐face training

in general practices,79 group discussions70 and online/web‐based

education modules,32,67,69 asynchronous virtual patient

encounters for doctors53 and clinician support tools to aid in

screening and diagnostics.69 Three of the studies addressing

equitable health care delivery reported interventions specifically

designed to enhance the cultural immersion and competence of

health care professionals for specific refugee/asylum seeker pa-

tient groups.32,37,53 Strategies varied from using virtual modes to

simulate working with refugees who have experienced trauma53

to online modules to upskill GPs about cross‑cultural considera-
tions for specific refugee populations.32,37 Another study on

promoting equitable health care delivery was in the format of

face‐to‐face teaching, discussion groups and implementation of

organizational structures to promote equity in care delivery.70

Posttraining surveys reported that health care professionals felt

more confident in clinical encounters and were more likely to

involve patients in future care discussions.70

One study discussed the role of a refugee health fellow in

building the capacity of primary health care professionals, in-

cluding GPs and practice nurses, in providing effective health

care for refugees and asylum seekers in an Australian context.79

The role of the facilitator was to identify and contact general

practices involved in providing care to refugees and asylum

seekers. Visits to the general practices aided in providing health

resources, tools and frameworks to promote provision of

safe and patient‐focused health care for refugees and asylum

seekers.79 Moreover, multiple subsequent visits were arranged to

discuss practice‐specific issues in relation to providing ongoing

assistance. Tailored educational strategies were collaboratively

developed by the fellow along with the GPs and practice nurses

to deal with health care issues pertinent to refugees and asylum

seekers. This targeted approach of developing skills of the
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general practice staff members was identified to bring about a

positive change in the practitioner–patient clinical encounter

with early identification of refugees and asylum seeker patient

groups within the general practice. It was identified on self‐

perception surveys, completed by participants before and after

the implementation of the role, that there was an increased re-

ferral to mental health services and improvement in the provision

of tailored care in terms of relevant screening and investiga-

tions.79 Another intervention was developed and adapted across

several countries in Europe (Austria, England, Ireland, Greece and

the Netherlands), tailored to their primary health care systems

and targeted to their specific refugee populations.78 This inter-

vention was in the form of supportive, evidence‐based guidelines

and training initiatives to improve cross‐cultural communication

between practice staff (i.e., including GPs, practice nurses,

receptionists, practice assistants, practice managers,

interpreters and the migrant patients.78 The positive outcomes,

generally reported via in‐depth interviews such as self‐

perceptions on improved communications with the refugees/

asylum seekers coming into the practice, improved diagnoses and

increased the confidence of general practitioners in developing

management plans. The challenges that were reported varied

according to the countries and their general practice structure.

For example, in Ireland and Greece, the lack of structural

resources to provide interpreters and logistic challenges with

difficulties accessing trained interpreters created barriers in

effective care provision.78

Three interventions promoting person‐centred care targeted

impact in distinct groups of refugees and asylum seekers. Two

interventions were designed for a specific refugee/asylum seeker

cultural group49,69 and/or a specific health condition.49,69 The

effectiveness of these interventions was reported through

patient self‐reported outcomes such as patient satisfaction in the

overall quality of their mental health care, satisfaction with the

primary care provider and the degree of patient‐centredness.49,69

A statistical increase in the number of clinic visits for age‑ap-
propriate child checks was reported, and increased health care

professional satisfaction and confidence was measured in rela-

tion to providing care for a specific health condition like failure to

thrive in refugee children.49 Another unique initiative promoting

person‐centred care and improved access to health care involved

upskilling refugees who were doctors themselves to become

effective members of the National Health Service team, in the

primary care delivery context, of the host country, that is, United

Kingdom, and involve them in care delivery of the refugee po-

pulation.61 Participating refugee doctors became familiar with

the health care delivery standards of the host country and over

50% continued to work as doctors, providing care in the com-

munity.

Seven interventions focused on specifically enhancing access

to health care services amongst refugees by upskilling health care

professionals.29,30,32,40,67,70 Interventions (n = 2 studies) in

this category were designed to upskill primary health care

professionals in terms of the legal aspects for refugee health and

approaches that orient refugees to a new health system to pro-

mote cultural safety and access to care in the host country.32,67

For example, specific modules were designed with information

on the different aspects of health care delivery and legal aspects

such as the involvement of interpreters, translators and cultural

mediators in care provision.32 A further study reported con-

ducting face‐to‐face workshops on specific topics (such as

trauma‐ and violence‐informed care) with general group discus-

sions about issues raised by primary care professionals and online

education modules to support harm reduction.70 Participants in

these interventions reported gaining a better insight into the

sensitive issues pertaining to migrant patients and gained im-

proved knowledge about how to carefully navigate health care

delivery for refugees and asylum seekers.32,67,70 Four studies

reported interventions to develop the skills of health care stu-

dents in the primary care delivery context by providing them

opportunities to both learn from and experience cross‐cultural

patient practice in training under the mentorship of senior health

care professionals.29,30,40,65 These interventions were designed

to upskill prospective, primary health care staff in health care

delivery of refugees. A framework was also developed to provide

an initial access to health care for refugee patients and to refer

them to appropriate health care services.29,65 One study re-

ported the design of an online module with workshops for stu-

dents to attend before their engagement with refugee health

clinics.40 This model was well received by students, primary care

doctors and refugees because it facilitated easier access to health

care and provided an opportunity to gain insight into the health

care delivery of the host country.40 Similar to this model, Farokhi

et al.30 presented a more interprofessional model involving nur-

sing and dental students in addition to medical students. This

approach of involving students in refugee care provision was

reported to be an effective approach of developing the students'

skills and knowledge of sensitive issues in providing care to

refugees. The involvement and mentoring of students were

rewarding experiences for the entire team including the senior

health care professionals.30 Interprofessional models of care

discussed have initiated holistic and accessible health care for the

refugees.

(3) System and/or service integration models and structures: Seventeen

interventions (17/55 studies) were designed to promote health

system integration and continuity of care arrangements.

Interventions in this subcategory were designed to improve

different facets of health care delivery. However, all

17 studies focused on the delivery of safe health

care.25–27,34,35,38,41,50,58,59,68,71,72,74,76–78 Some studies were

designed to improve more than one health care outcome:

Fourteen studies (14/17 studies) sought to enhance or enable

delivery of person‐centred care,26,27,33–35,41,43,47,58–60,74,76–78

nine studies (9/17 studies) focused on promoting efficient care

delivery38,41,50,58,59,68,71,76,77 and two studies (2/17 studies)

enhanced equitable health care delivery.25,72
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Six studies were designed to be in close proximity to the

residences of refugees and asylum seekers, which promoted

better engagement with them and aided in providing them timely

access to care.41,50,58,59,68,77 Collaborative models of care were

also described that linked refugees and asylum seekers to ap-

propriate health care facilities (n = 3 studies), such as patient‐

centred medical homes for provision of health care by colla-

borative, interprofessional health care staff.25,72 These colla-

borative models reported their effectiveness of health care

provision in terms of measured health care outcomes25 such as

enhanced timeliness of effective care provision reported in terms

of reduced visits to emergency care.72

Enhanced models of care were introduced and evaluated in

seven studies from Europe,77,78 the United States41,59,72 and

Australia.43,50 These interventions focused on enhanced patient

access, provision of culturally oriented, family/person‐focused

collaborative care in primary care more generally43,50,59,72,77,78

and, more specifically, antenatal/maternity care.25,41 These care

models, implemented across different countries, aided in en-

hancing communication between health care professionals and

patients, with enhanced delivery of timely and appropriate con-

tinuity of care. For example, the Integrated Healthcare Pathway

triaged and linked patients within three weeks of arrival into the

host country. Similar to this approach, Michael et al.72 discussed

the development of an algorithm to link refugees to appropriate

care models. The feasible location of the health care service near

the refugee population and provision of care in multiple lan-

guages and formats improved both access to care and person/

family‐focused health care delivery (three studies).43,77,78

In addition to these, Grigg‐Saito et al.59 presented a compre-

hensive ‘whole community model’ with collaborative community

networks across multiple centres. These were involved in pro-

viding a range of holistic, support mechanisms, which include

mental well‐being, physical health, youth development, commu-

nication and delivery of emotional empowerment interventions

that are culturally appropriate for the Cambodian refugee patient

community. A longitudinal assessment at baseline and post-

implementation (measured after 1 year) of this comprehensive

intervention outlined improvement in the mental health of par-

ticipants, specifically resulting in reduced depression and anxiety.

Moreover, there was an improvement in physical measures like

blood sugar and blood pressure control, increased compliance

with medications and improved awareness of health and

well‐being.59

This category included comprehensive care delivery models for

mental health care (n = 6 studies) offered in accessible locations

including homes, community centres and schools.27,35,47,55,59,68,74

Two studies discussed a family care approach promoting the

mental and psychological well‐being of the entire family.27,59

Four studies offered patients access to evidence‐based, trauma‐

informed mental health care in the primary care clinical context

itself, and these care services offered integration with wider

sustainable social support networks.35,47,68,74

Patient access to care and person‐centred care within

existing health services was promoted via interventions offering

client information in multiple languages, translation services

and also various formats (11 studies)26,27,33–35,43,58–60,74,77 or

the involvement of cultural mediators in its delivery (five

studies).35,41,47,76,78 Some of the interventions highlighted the free‐

of‐cost services, which again related to improved accessibility to

care and equitable health care for refugees and asylum seekers

(n = 4 studies).38,71,76,77 Distinct, patient‐focused and integrated

clinics were also evaluated relative to specific diseases to enhance

the provision of screening services, education and treatment for

infectious diseases such as latent tuberculosis infections (two stu-

dies).26,76 Some studies reported the involvement of allied health

staff members (two studies) such as pharmacists in effectively

leading these clinics for tuberculosis in particular71 and for other

minor ailments.38 The studies reported on factors such as the im-

portance of cultural mediators, language translators and cost‐free

services in improving safety, quality, equity and accessibility to care

and provision of person‐centred care.

(4) Interventions enhancing communication systems: Five studies

(5/55 studies) assessed the use of interventions in health systems

to enhance the communication aspect of health care deliv-

ery.31,33,43,55,60 The studies varied from interventions that en-

hanced communication between patients and practitioners (n = 3

studies)33,55,60 to those that promoted continuity and access to

care via models that aided in communication between different

health sectors even beyond primary care (n = 2 studies).31,43

Interventions enhancing communication between the patient and

the health care provider included online/digital, multimodal,

multilingual tools that aided in capturing patient history and

mental health screening.33,55,60 In addition to this, patient held,

personal health records were implemented in primary care to

improve communication between different sectors of health care

delivery in the host country.31 Another model linked primary care

to specialist care via the telehealth clinic option, in which

refugees, along with their general practitioner or practice nurse in

the primary care centre, could access and communicate with a

specialist at the tertiary health care centre.43 This intervention

was reported to facilitate enhanced communication and

immediate transfer of information to the primary care doctor.

Interventions outlined in this category were a system‐levels

approach in improving communication aspects of care delivery

for refugees and asylum seekers.

4 | DISCUSSION

A systematic and structured approach was used to explore the

primary health care interventions that were developed to optimize

health care quality for refugees and asylum seekers in countries of

resettlement. The WHO acknowledges the importance of promoting

quality health care delivery for refugees and migrants because they

are known to positively contribute to the country of resettlement,
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provided that they are in good health.2 Moreover, addressing the

health needs of refugees and migrants early via preventive and pri-

mary care actually reduces long‐term costs for the health care sys-

tem.2 Fifty‐five studies were identified and included. The included

studies presented interventions closely associated with the WHO

priority list for promoting refugee health.80 Interventions pre-

dominantly sought to enhance the skills of individual refugees/

asylum seekers and their families to contribute to their own care and

improve its quality. While some interventions sought to enhance the

skills of primary health care workers to provide high‐quality care for

humanitarian migrants, new models of care or approaches to promote

system and/or service integration, communication and care

arrangements were also identified. These interventions were not only

limited to direct provision of health care delivery but also had wider

implications such as migrant resettlement in the host country.

To date, a predominant focus of research with refugee and

asylum seekers has been on inequalities in their health outcomes.81

Systematic reviews identify major challenges influencing health care

delivery for migrants and refugees and consistently report on the

inequalities of health outcomes.11–13 Challenges in health care de-

livery that were identified included, but are not limited to, commu-

nication, confidence/trust in the provision of care and the continuity

of care including resettlement in the host country. Refugees and

migrants experience complex challenges in relation to health care,

and poorer health outcomes are evidenced by difficulties faced in

accessing health care, receiving unequal medical care and appropriate

continuity of care.12,13 Health outcomes are highly influenced by the

quality of health care, and yet, this has received limited attention to

date. Quality of health care describes the degree to which it is safe,

effective, timely, efficient, equitable and person‐centred.22 The first

point of patient access to health care is often the primary care of the

host country.12 Therefore, high‐quality primary care is critical to-

wards redressing inequities. Promoting effective health care delivery

for refugees, asylum seekers and their families is a complex challenge.

This challenge is faced by both primary care professionals and also

patients and families, who face a number of complex hurdles in

seeking and accessing care in each phase of the migration and the

displacement cycle (i.e., including before and during departure, travel,

arrival at destination and possible return).82 Moreover, on arrival in a

new country of residence, refugees and asylum seekers face several

challenges. These include a lack of access or barriers to accessing

health care services, patients facing language and cultural differences,

high costs, discrimination, administrative hurdles, adverse living

conditions and a lack of information about health entitlements, to

identify a few.82 The majority of the interventions in this review

focused on improving the quality of health care within a specific

clinical context, although some identified interventions had wider

goals to acclimatize and resettle displaced people in the host

country.26,27,34,36,37,40,44–46,50,51,57,59,64,67,70

The vast majority of studies relied on self‐reported data about

whether interventions were effective in improving the quality of

health care, that is n = 51 studies.25,26,28–74,76,77,79 Meanwhile, there

were fewer large‐scale and longitudinal studies, n = 4.27,57,75,78

The complexities and challenges of conducting longitudinal studies with

humanitarian migrants are identified in the literature.83,84 Long‐term

and longitudinal research on refugee resettlement is valuable because

it can provide an insight into the transformation of challenges and

opportunities over time.84 All education programmes discussed the

importance of being culturally/linguistically relevant in promoting both

the physical and psychological well‐being of both receiving and

providing care. Studies that explored refugees' experiences were useful

in providing an in‐depth understanding of client experiences with the

intervention and these were explored in some studies on upskilling

refugees/asylum seekers.54,57,63,66 The in‐depth understanding of

participants' perspectives aided in identifying the subtle, yet critical

aspects of care provision that impacted health and well‐being.54,57,63

Participants also explained why the positive impact of the intervention

waned after the completion of the intervention.57 An important aspect

was communicating about the implementation of the intervention

with the participants.63 Research involving resettled refugees and

asylum seekers raises methodological and ethical complexities.84–86 This

complex nature of conducting research with humanitarian migrants is

reflected in the wider literature and some draw particular attention to

methodological issues of sampling, translation and use of local assistants

and using an open‐minded approach to draw inferences.85 Others have

identified ethical considerations in relation to research, its application

and policy,87 and issues around informed consent, and the notion of do

no harm in research.86

The broader literature suggests that refugee health

requires intersectoral and multidisciplinary work to promote

effective health care delivery.88,89 The WHO mandates this

by advocating for enhanced coordination and collaboration

to achieve the goal of universal health coverage for refugees and

migrants.82 However, this review identified that doctors were

predominantly the group provided with the skill development

opportunities.32,37,53,67,69,70,79 This has implications for involving

the wider health care team and interprofessional members in

primary care delivery for refugees and asylum seekers. Very few

interventions are targeted towards upskilling or encouraging the

involvement of interprofessional teams in health care delivery. The

potential for enhancing health care quality through interprofes-

sional team involvement requires further exploration. The majority

of studies focused on specific issues pertaining to refugee health,

with a paucity of interventions that focused on holistic en-

culturation and adjustment of the displaced people in the new

country of residence. Interventions of this nature involved a

community approach with the physical–psychosocial–spiritual

needs at the centre of focus.50,59 There is also an emergence of

online resources available for supporting refugee health care that

are designed both for primary care doctors and for refugees, but

these were often focused on physicians only.52,67 The challenge is

in managing information available via online resources for refugees

and asylum seekers in multiple languages, especially in terms of

maintaining its quality and authenticity.52 The is an opportunity to

explore the role of digital platforms in managing the health of

humanitarian migrants and refugees.90,91

2090 | IQBAL ET AL.



4.1 | Implications

The review findings suggest that there is value in involving multi-

disciplinary health care professionals when exploring models of

health care delivery for refugees and asylum seekers, and yet, there is

a paucity of interventions involving other members of health care

teams beyond doctors. Coordination and integration of health care

across different health and nonhealth services have been associated

with improved communication and coordination between service

providers to meet the needs of migrant patients.92 Moreover, the role

of the health sector in working across organizations on issues not

limited to health but to wider aspects related to migration, social,

welfare, education, interior and development sectors is a priority in

promoting the health of refugees and migrants.93 Refugees are

identified to have complex care needs; therefore, a multidisciplinary

team is an important mechanism for organizing and coordinating

health and care services to meet the needs of individuals with

complex care needs.94

Papers discussing upskilling of health care professionals high-

lighted the importance of cultural competence as underpinning

quality care for humanitarian migrants.32,37,53,70,78,79,95 Time con-

straints faced by primary health care providers in participating in such

activities were identified as a key challenge.32,37 Addressing health

care professionals' cultural competence is a common approach to

improving the quality of health services for culturally and ethnically

diverse groups, such as refugees and asylum seekers.96,97 A range of

individual and organizational approaches to cultural competence in

refugee service settings have been identified that comprise different

strategies to meet the needs of refugees.97 The strategies include

individual approaches like developing self‐awareness and cultural

competence, along with more organizational strategies like addres-

sing barriers to access and provision of culturally focused care.97

Comparisons of the relevance and usefulness of the educational

approaches are hampered by the different areas of focus, format and

duration of the study. Online approaches are emerging32,53,67,70 and

can be feasible for health care professionals to access and use, while

more targeted approaches need further evaluation in terms of fea-

sibility and efficiency.

4.1.1 | Strengths and limitations of the review

A systematic approach to search five different databases with the

support of an information scientist led to a comprehensive search

strategy and search process. A comprehensive screening approach

with a team‐based approach increased the rigour of the selection and

extraction processes. The inclusion of only English‐language articles

and primary care interventions from the OECD countries means that

some relevant material may have been omitted. There was hetero-

geneity in how the impacts and outcomes were evaluated in different

studies. Mostly, studies discussed self‐reported impacts, with a lack

of long‐term and longitudinal studies exploring the impacts. Asylum

seekers face further uncertainties in relation to seeking refugee

status, the possibility of return and unpredictable current legal

status.98,99 The identified interventions in the primary care setting

were designed for both refugees and asylum seekers, and no

differentiated intervention specifically for asylum seekers was

recognized. A lack of distinction was identified in studies between

different types of humanitarian migrants and this identifies a need for

more rigorous evaluations, especially those focused on the impact of

innovative models on different groups of humanitarian migrants.

5 | CONCLUSION

This review has identified 55 studies that report on interventions

in primary care that were developed to promote effective health

care delivery for refugees, asylum seekers and their families. In-

terventions were designed with a focus on delivering effective,

efficient, timely, equitable and person‐centred health care for

important issues pertinent to the health of refugees and their

resettlement in the host country. Interventions were focused on

upskilling humanitarian migrants, their families and health pro-

fessionals and on models and systems of care to improve health

care quality communication and care arrangements. It is identi-

fied that there is a paucity of studies that have explored the in-

volvement of a multidisciplinary team and community‐focused

and intersectorial approaches that may be important in con-

tributing to quality care provision for this population.
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