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Abstract
Refugees encounter numerous healthcare access barriers in host countries, leading to lower utilization rates and poorer 
health outcomes. In the US, social inequities and fragmented health systems may exacerbate these disparities. Understand-
ing these factors is necessary to ensure equitable care of refugee populations. A systematic literature review of qualitative 
studies on US adult refugee healthcare access from January 2000 to June 2021 was performed in accordance with PRISMA. 
Studies were analyzed deductively and then inductively to incorporate previous findings in other resettlement countries and 
emergence of US-specific themes. 64 articles representing 16+ countries of origin emerged from the final analysis, yield-
ing nine interrelated themes related to health literacy, cost of services, cultural beliefs, and social supports, among others. 
The main challenges to refugees’ healthcare access emerge from the interactions of care fragmentation with adverse social 
determinants. Given diverse barriers, integrated care models are recommended in treating refugee populations.
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Introduction

In 2021, a combination of persecution, conflict, violence, 
and human rights violations displaced over 84 million indi-
viduals worldwide. This number represents a new all-time 
high, having increased by 2 million from the year prior and 
by 18.4 million since 2016 [1, 2]. These displacements 
have led to an increased number of refugees and asylees 
worldwide. The US in particular has admitted over 3 mil-
lion refugees and asylees since 1975, and is anticipated to 
receive at least an additional 170,000 by the end of 2022 
[3]. As defined under US law, a refugee is a person “outside 
any country in which such person last habitually resided, 
and who is unable or unwilling to return to, and is unable 
or unwilling to avail himself or herself of the protection of, 
that country because of persecution or a well-founded fear of 
persecution on account of race, religion, nationality, mem-
bership in a particular social group, or political opinion”, 
[4]. Asylees are defined as those who meet the definition of 
a refugee but are already present in the US or seeking admis-
sion at a point of entry. Given both the increasing number of 
refugees and asylees (hereafter, “refugees”) who are reset-
tling or have already resettled in the US, it is imperative to 
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understand their healthcare needs and experiences both upon 
arrival and over time.

Many refugees arriving to the US experience a higher 
disease burden than the general population due to the cumu-
lative physical and psychological trauma of their migration 
journeys [5–7]. Refugees have been documented to arrive in 
host countries such as the US with high incidence of tuber-
culosis, gastrointestinal parasites, and chronic hepatitis B 
infection [8–14]. In addition to these common communica-
ble diseases associated with the displacement process and 
under-resourced conditions of refugee camps, studies have 
shown that refugees additionally have high rates of men-
tal health conditions and other chronic non-communicable 
diseases (NCD) upon arrival [15–18]. One particular study 
assessing recent arrivals in the Northeast US found that half 
of adult refugees had at least one NCD and one in five adult 
refugees had more than one NCD [15]. Further, refugee 
populations have been found to experience adverse health 
outcomes with a longer duration of stay in host countries. In 
the US, one study found that for each additional year post-
resettlement, refugees had an estimated 12% increased odds 
of diabetes mellitus and 7% increased odds of hypertension 
[19]. The progression of NCDs in refugees is influenced 
by reduced healthy food intake, a more sedentary lifestyle, 
limited English proficiency, and reduced access to healthcare 
[19]. Refugees in the US thus experience greater disease 
burden not only upon arrival but over time as a result of an 
interplay among multiple factors.

Social determinants of health are defined by the World 
Health Organization and the US Department of Health and 
Human Services as non-medical factors, including condi-
tions in the environments where people are born, live, learn, 
work, play, worship, and age, that influence health, function-
ing, and quality-of-life outcomes and risks [20, 21]. A lack 
of access to healthcare interacting with broader poor social 
determinants of health are the main drivers of both initial 
health disparities as well as the emergence of new health 
disparities for US refugee populations. Healthcare access 
and other social determinants of health, however, are both 
shaped by a multiplicity of factors. As we begin to better 
understand the challenges around these factors for refugees 
in the US, there is a need to synthesize this knowledge to 
create a strong foundation for intervention. We thus con-
ducted a systematic review of the literature to assess factors 
affecting US adult refugee healthcare access and utilization 
across various countries of origin, resettlement areas, and 
other identities which intersect with the refugee identity. To 
our knowledge, this is the first review addressing this spe-
cific topic. Healthcare professionals, resettlement agencies, 
policymakers, and other relevant stakeholders should better 

understand these factors and their interactions not only to 
better prepare for the large number of new refugees who 
will need to access healthcare within US health systems, 
but to also ensure equitable care of this growing population 
over time.

Methods

Search terms and strategies were devised for five topical 
areas: refugees/asylees, adults, health/disease, access/bar-
riers/social determinants, and United States. The resulting 
systematic review was conducted following the Preferred 
Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines [22].

Literature Databases and Search Strategies

A medical librarian (A.D.) conducted systematic searches 
using both text words and controlled vocabularies (e.g., 
Medical Subject Headings) in relevant bibliographic data-
bases on March 11, 2021, with an update on June 25, 2021. 
A core search strategy was adapted for each database: Med-
line/PubMed, Wiley Cochrane Library, CINAHL with Full 
Text, PsycINFO, Web of Science Core Collection, and 
Academic Search Complete. The librarian also conducted 
a manual search of Google Scholar and hand searched the 
references of selected papers. Complete search strategies for 
each database can be found in Table 2 in “Appendix”.

Inclusion and Exclusion Criteria

All searches were limited to articles written since 2000, 
and in English. To be included in the review, articles had to 
describe studies of adult refugee participants in the United 
States, and address research questions related to barriers 
and facilitators to health services. Studies were excluded if: 
participants were under age 18; were focused on students or 
healthcare professionals’ knowledge of refugee healthcare/
curricula/educational outcomes; were interventions; or with 
an objective not related to facilitators and barriers to health 
or health services. We also excluded studies addressing men-
tal health, as there are several recent systematic reviews that 
have explored refugees’ barriers and facilitators to accessing 
and utilizing mental health services [17, 23–27]. Due to the 
volume of studies conducted on barriers and facilitators to 
refugee health services, we restricted this review to qualita-
tive studies, which offer rich sources of contextual data and 
can help illuminate specific examples of barriers and how 
refugees experience their impact. By foregrounding lived 
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experiences of refugees in their own words (from a refugee 
perspective), qualitative studies also allow us to develop 
initial understandings on factors which can inform future 
quantitative reviews. In terms of sequential mixed methods 
understanding, starting with a qualitative review also ensures 
that a full range of factors are being included.

Data Screening

Database search results were imported into reference man-
agement software (EndNote X9.2), and de-duplicated [28]. 
Records were imported into a second reference management 
software (Zotero) for title and abstract screening. Records 
were screened in three stages. First, one team member (A.D.) 
reviewed titles of all imported results and removed any stud-
ies meeting exclusion criteria. A second round of screening 
involved reviewing titles and abstracts of remaining records 
to remove studies that were not excluded based on title, but 
met exclusion criteria. Two independent raters (C.H. and 
N.S.) performed this second round of screening by first con-
firming inter-rater reliability by independently screening the 

same set of ten articles and aligning on results. A final full-
text screening was performed by five team members (N.S., 
C.H., S.B., A.D., K.M.) after the whole team went over five 
articles together to ensure interrater reliability. During the 
full-text review, studies were assessed for quality using the 
Critical Skills Appraisal Programme (CASP) Qualitative 
Studies Checklist [29]. Only studies meeting criteria for 
high quality (score of ≥ 8) were included. The most com-
mon reasons for excluding articles in the final round of 
screening were that the objective/research question did not 
relate directly to health services, which was not clear just 
from reading the abstract, and the paper not meeting quality 
assessment standards.

Data Extraction

Using a standardized form, the team extracted the following 
study information from the final, included articles: coun-
try of origin/ethnic group of participants, study design and 
setting, sample size, gender of participants, age group of 

Fig. 1   PRISMA Flow Diagram
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participants, and objective/research questions. Types of bar-
riers and facilitators noted in previous reviews [30–33] were 
used to guide the extraction process through a deductive 
process. The team also used an inductive approach to iden-
tify additional themes or modify themes from the guiding 
framework. For each article, researchers indicated the types 
of barriers and/or facilitators that were mentioned and pro-
vided a summary of the context and the findings. After the 
full-text extraction process was complete, one team member 
(C.H.) reviewed all extraction forms, merged feedback and 
created the final thematic categories which were reviewed 
by the team. Initial searches yielded 7,851 records, of which 
3,612 were unique. Of these, 140 records were retained after 
title and abstract screening. After full-text review, 64 articles 
were included. See Fig. 1 for the PRISMA Flow Diagram.

Results

Demographic Characteristics of Sample

Sixty-four articles were included in the final analysis upon 
meeting inclusion and quality criteria [34–97]. Details 
about each can be found in Table 1. 58 unique first authors 
were identified among the 64 final included articles. The 
publication dates for the final included studies range from 
2003 to 2021, with twice as many publications from 2012 
to 2021 (n = 44) as there were from 2003 to 2011 (n = 21) 
(Fig. 2). All studies were published across 41 unique peer-
reviewed journals. Refer to Table 1 for more publication 
information.

Publications included either focus on a singular country 
of origin (n = 38) or multiple countries of origin within 
their analysis (n = 26). Over 30 countries of origin were 
represented in our analysis, including representation from 
Eastern Europe (e.g., Russia, Bosnia, Turkey), Asia (e.g., 
Burma, Hmong, Vietnam), Central America (e.g., Mexico, 
Costa Rica), South America (e.g., Colombia), Africa (e.g., 
Egypt, Somalia, Ethiopia), and the Middle East (e.g., Iraq, 
Iran, Syria). Among all countries, the three most common 
refugee groups mentioned were Somali (n = 34), Bhuta-
nese (n = 9), and Iraqi (n = 9).

The main methodologies commonly used were commu-
nity-based participatory research (n = 24) [34, 38, 41, 42, 
47, 48, 50–53, 55, 57, 61, 64, 65, 71, 73, 77, 79, 80, 87, 
90, 93, 97] and ethnography (n = 9) [40, 45, 62, 67, 72, 73, 
84, 88, 92]. One study [82] reported using a hermeneutic 
approach to qualitative research whereas the remainder did 
not specify the type of qualitative research approach. The 
main methods used among the studies included interviews 

(e.g., semi-structured, in-depth) (n = 19) [38, 43, 44, 47, 
49, 51, 53, 58, 60, 62, 64, 73, 74, 76, 82, 85, 86, 88, 96] 
and focus groups (n = 16) [35, 36, 50, 54, 57, 68, 70, 75, 
77, 81, 83, 84, 93–95, 97]. It was common for studies to 
employ a combination of these methods (n = 10) [34, 35, 
37, 39, 42, 52, 65, 87, 89, 91] in addition to surveys (n = 4) 
[56, 59, 61, 69] and participant observation (n = 9) [40, 45, 
48, 67, 71, 72, 79, 90, 92] Two studies also included use 
of artifacts (cultural or health literacy materials) to sup-
plement participant data collection.

Many studies included key informants aside from refu-
gees themselves (n = 20) [37, 40, 45, 46, 55, 56, 67, 72, 
73, 76, 78–81, 88, 90–93, 96]. Key informants included 
family or neighbors (n = 2) [45, 88], healthcare profession-
als or other healthcare-related staff including interpreters 
(n = 12) [37, 40, 55, 56, 67, 72, 76, 80, 81, 90–92] and 
service providers (a broad category encompassing repre-
sentatives from resettlement agencies or other organiza-
tions serving refugees, n = 16) [46, 55, 56, 67, 72, 73, 76, 
78–81, 90, 92, 93, 96]. The majority of studies were con-
ducted in the primary care setting (n = 43), though some 
were conducted in areas of practice such as women's health 
and reproductive medicine (n = 14) [34–36, 42, 43, 50, 55, 
56, 62, 70, 84, 89, 94, 97] or at refugee or resettlement 
focused care centers (n = 7) [37, 58, 85, 86, 91, 95, 96].

When age was reported in publications, either the range 
of ages (n = 41) or the mean age (n = 5) was reported. Sev-
enteen papers, however, did not specify the ages, instead 
stating that participants were over the age of 18 and cat-
egorized as adults [38, 40, 40, 50, 51, 53, 55, 62, 63, 
69, 73, 75, 79, 83, 90, 93, 95]. Three of the articles had 
explicit focus on young adults, defining the range as either 
18–25 [65, 66] or 18–30 years old [61]. In comparison, 
five articles focused explicitly on older adults [48, 49, 
75, 88, 92]. Of those articles, three articles referred to 
elderly refugees as over 50 years old [48, 49, 88], whereas 
one article referred to elderly refugees as over 65 years 
old [92]. Another article did not provide age criteria for 
“elderly” [75].

Twenty-nine studies included both men and women, two 
studies focused solely on men [62, 64], 29 studies focused 
solely on women [34–36, 42–44, 47, 50, 52, 54–56, 59, 63, 
68, 70, 77, 80, 82–89, 91, 94, 97] and three studies did not 
provide the gender composition of their participants [46, 
92, 93]. One study with only male participants focused 
on sexual and reproductive health in terms of assessing 
infertility care [62] whereas the other focused on family 
planning in terms of the men’s views on women’s preg-
nancy-related health [64]. Of the articles focused on only 
women, five were specific to experiences with sexual and 
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reproductive health [34, 47, 56, 70, 91], five to family 
planning [35, 47, 84, 89, 97], and ten to preventative can-
cer screenings (e.g., breast, cervical, colorectal) [50, 54, 
55, 59, 68, 83, 85–88]. The six remaining articles with 
only female participants were focused on analyzing their 
general healthcare practices and preferences [43, 44, 77, 
80, 82, 94].

In addition to focusing on the refugee identity, four 
studies explicitly explored intersecting identities of dis-
ability [72, 73], gender identity [46], and religion [52, 53]. 
Several other studies focused on refugees with specific 
diagnoses such as having multiple chronic conditions [92], 
HIV/AIDS [79], and type 2 diabetes mellitus [81]. Other 
studies focused on refugees who were currently pregnant 
[47], those with children [36], and those who were mar-
ried [56]. These identities within broader refugee identity 
may further shape refugees’ unique experiences. Further, 
of the studies which reported time of immigration, five 
studies focused on new or recent arrivals [37, 57, 74, 95, 
96], whereas only one study focused on refugees who have 
been resettled for at least 4 years [48].

Study Results

Our inductive analysis led to the finding of nine inter-
related main themes related to refugee healthcare access: 
financial affordability of health services, health literacy, 
understanding of the healthcare system, perception of 
healthcare service and quality, medical (mis)trust, cultural 
and religious factors, transportation, use of social support 
networks, and immigration status.

Financial Affordability of Health Services

This theme is defined as factors affecting the abil-
ity to pay for services, including access to insurance or 
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out-of-pocket funds. Access to healthcare for refugees was 
largely dependent on access to insurance, which was often 
reported to be expensive and difficult to navigate [41, 44, 
51, 59, 61, 67, 68, 74, 76, 90, 95, 96]. Despite some refu-
gees qualifying for public assistance, a lack of awareness 
of such resources along with difficulty enrolling due to 
challenges understanding and filling out the paperwork 
were barriers to affording health services [65, 67, 74, 90]. 
Employment also played a meaningful role in refugees’ 
ability to financially access health services. Not only did 
studies find that employment impacted refugees’ access 
to employment-based insurance, but it also impacted their 
ability to afford out-of-pocket medical expenses on top of 
other financial priorities [61, 76]. Inability to pay was a 
key contributor to the decision of not seeking medical care 
or turning down treatment [37, 48, 61, 62, 65, 68]. Avail-
ability of publicly funded health insurance like Medicare 
and Medicaid, charity care, and other financing options 
expanded healthcare access and was viewed favorably in 
addition to policies which enabled care before payment 
[39, 44, 49, 67, 74, 75, 95].

Health Literacy

Health literacy is defined as factors affecting the ability to 
obtain, read, understand, and use healthcare information 
to make health- and treatment-related decisions. Multi-
ple studies indicated that a lack of interpreters in clinical 
and pharmaceutical settings negatively influenced health 
literacy, leading to barriers accessing information, under-
standing when and how to take medication, and scheduling 
appointments or obtaining refills [41, 45, 67, 69, 91, 96]. 
When interpreters were available, under qualification of such 
interpretation services and worries around potential privacy 
issues associated with community interpreters were noted to 
reduce refugees’ usage of such services [40, 41, 94]. Lim-
ited knowledge about certain diseases (e.g., cervical cancer, 
tuberculosis, HPV) also led to both limited awareness and 
testing, but also led to misconceptions about disease ori-
gins [36, 43, 50, 65, 93]. Two studies additionally found that 
limited understanding of acute versus chronic disease treat-
ment differences led to lack of adherence because patients 
were unable to understand why certain treatments were not 
curative or required ongoing use of medications despite 
symptoms no longer being present [39, 60]. Although home 
healthcare services and resettlement resources were seen as 
essential for improving health literacy, a few studies noted 
that resettlement agencies often were overburdened and 
underfunded, leading to inadequate assistance and failure 

to identify prior disability-related or other health needs [59, 
71–73, 89, 96].

Understanding of the Healthcare System

Understanding of the healthcare system is defined as factors 
related to the ability of refugee patients to navigate health-
care system processes and services as it pertains to knowl-
edge possessed about such processes and services. Unfa-
miliarity with the American healthcare culture and practices 
as well as lack of previous exposure to preventative care 
and certain services (e.g., HIV services, prenatal care) in 
home countries led to difficulty navigating the healthcare 
system, as stated across multiple studies [44, 54, 64, 68, 78, 
80, 87, 95]. The complexity of the US healthcare payment 
system as well as the need to book appointments in advance 
and receiving care at multiple facilities further contributed 
to navigation difficulties [39, 41, 67, 90, 96]. Community 
health workers and caseworkers, however, were seen as 
facilitating navigation by helping to book appointments and 
enrolling clients in insurance programs [74].

Perception of Healthcare Service and Quality

Influenced in large part by refugees’ personal experiences 
with healthcare systems from their origin countries and in 
host countries such as the US, perception of healthcare ser-
vice and quality are factors affecting how refugees view the 
effectiveness and general quality of healthcare services. Sev-
eral studies found that expectations of US healthcare before 
arrival to the US conflicted with actual healthcare experi-
ences, often leading to decreased perceived quality of care 
[42, 69, 76, 91]. Lengthy wait times for appointments and 
delays in care, for example, were associated with decreased 
perceived quality of healthcare services [83, 92, 95]. Mul-
tiple studies also noted that the brevity of time spent with 
doctors also led refugees to believe that doctors were not 
listening and were being quick to resort to intrusive interven-
tions, such as with the labor and delivery process [42, 69, 
71, 80]. One study in particular noted how refugees saw high 
costs for health services as being the cause behind imper-
sonal visits, and felt the priority was more related to business 
than providing quality care [37]. Unfriendly staff in addi-
tion to impatience or visible frustration by clinicians or staff 
due to language barriers further negatively shaped refugees’ 
healthcare experiences [44, 50]. Another study found that 
some refugees believed that they were receiving poorer qual-
ity of care due to being on public health insurance [92, 95]. 
Constant cycling of doctors and interpreters also negatively 
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impacted refugees’ perception of healthcare quality due to 
increased concerns over privacy and decreased trust [43, 
46, 78]. A lack of healthcare professionals’ understanding 
of patients’ culture and cultural practices alongside inad-
equate explanation of testing requirements by healthcare 
professionals led to decreased quality of care. Meanwhile, 
patient advocacy and adequacy of explanation by providers 
regarding care plans were reported to positively influence 
perceived quality of care [39, 41, 69, 78, 86]. Other positive 
influences on perceived quality of care included increased 
availability of quality medical equipment and medicines [48, 
85].

Medical (Mis)Trust

The theme of medical (mis)trust includes factors influenc-
ing the confidence or lack of trust in medical profession-
als and/or medical systems that could alter perception of 
healthcare quality. Perceived and experienced discrimination 
and stereotyping based on race and ethnicity by healthcare 
professionals were often cited in studies as the main rea-
sons behind refugees’ decisions to avoid or forego care [34, 
37, 41, 61, 69, 80, 83, 94]. Many refugees, in particular, 
expressed concerns about not being taken seriously during 
visits or being perceived as crazy or unintelligent [61, 80, 
83]. Lack of discretion and privacy concerns were noted by 
several studies as other key factors negatively affecting trust 
[34, 41, 46, 47, 50, 92]. Having long-term relationships with 
consistent clinicians and staff, however, was seen as a way 
to build trust [44, 46, 78].

Sociocultural and Religious Factors

Sociocultural and religious factors affecting healthcare 
access include norms, values, and practices around health 
and healthcare related to refugees' customs in their coun-
tries of origin. This section also discusses aspects of refu-
gees’ experiences and backgrounds that are normative and 
not normative (i.e., culturally acceptable or not acceptable) 
compared to their host countries. One finding across sev-
eral studies highlights how the low importance placed upon 
preventative services in home countries compared to in the 
US impacts healthcare utilization, where seeking health ser-
vices is seen as a last resort rather than routine activity [41, 
45, 54, 70, 77, 82, 87]. Refugees were also reported to use 
prayer and other traditional practices as complementary and 
sometimes primary methods of treating disease or increas-
ing wellbeing, especially when they were dissatisfied with 
their healthcare visit [38, 40, 41, 48, 53, 56, 67, 70, 83]. To 

this end, herbalists and religious clerics were often seen as 
additional sources of health services [41, 83]. Beliefs around 
modesty and privacy also impacted refugee patients’ health 
preferences and experiences, such as female refugees pre-
ferring female physicians or refugee patients experiencing 
stigma around certain health topics like sexual and reproduc-
tive health [65, 70, 77, 78, 86].

Transportation

Transportation refers to the factors affecting physical access 
to health services and treatment. Thirteen studies noted that 
refugees lacked access to reliable transportation, leading to 
difficulty attending healthcare appointments [41, 44, 48, 51, 
59, 60, 65, 70, 71, 78, 86, 87]. Studies noted challenges asso-
ciated with being unable to drive, experiencing physical dif-
ficulties in walking to bus stops or far-away clinics, or being 
unable to communicate with bus and taxi drivers [48, 87]. 
Access to community programs with ride services, home 
health services, and family members, friends, or neighbors 
with cars, however, mitigated these transportation issues [60, 
71, 86].

Use of Social Support Networks

Use of social support networks is defined as factors related 
to engagement with individuals and communities outside the 
formal healthcare network. Families were noted by studies 
to be an important form of support when it came to seeking 
health information and arranging transportation to health 
appointments [57, 60, 68]. Herbalists and religious clerics 
were additional sources of health services [41, 83]. Finding a 
community of others from their country of origin also helped 
refugees navigate health systems by helping with medical 
costs and serving as interpreters [56, 76]. Adolescents in 
the community, in particular, were found to be important 
interpreters to refugee patients [69]. Although one study 
found that refugees were skeptical of health information 
from unofficial sources like the internet or family members, 
other studies noted that family and friends were an important 
source of health information as well as support [54, 57, 61, 
68, 88]. However, attending to family needs was often cited 
as a competing priority to good health [83].

Immigration Status

This theme refers to factors related to citizenship status and 
formal assimilation processes. Three articles detailed how 
fear of deportation led to avoidance of healthcare utilization 
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[37, 78, 92]. Citizenship status also affected refugees’ abil-
ity to enroll in public insurance or buy insurance, which 
impacted their healthcare access [37, 92]. Although immi-
gration medical testing requirements helped some refugees 
address identified diseases early, another study highlights 
that a lack of service integration and coordination led to lack 
of identification and addressal of other health needs of newly 
arrived refugees, particularly those living with disabilities 
[47, 73]. In addition to these challenges, one study details 
how prioritization of other resettlement challenges also led 
to decreased healthcare utilization [37].

A Note on the Interconnectedness among Themes

We have identified nine key distinct themes related to refu-
gee healthcare access that are interconnected in nature. 
Although each theme distinguishes a key unique factor that 
shapes refugee healthcare access, there are elements within 
each theme that are related to other themes. Figure 3 illus-
trates the interconnectedness of the themes. The theme of 
medical (mis)trust, for example, is related to perception of 
health service and quality, sociocultural and religious fac-
tors, as well as the use of social support networks. Medical 
(mis)trust is related to sociocultural and religious factors 
in that clinical interaction expectations—and thus percep-
tions of trust and mistrust based on those interactions—are 
often times shaped by the sociocultural and religious norms 
and values refugees hold. Taboos against giving blood, for 
example, was found to influence some refugees’ decisions 
to remain in care and led to mistrust when clinicians did 
not communicate about reasons behind blood tests such as 
during prenatal visits [79, 95]. These negative interactions 
can then, in turn, impact refugees’ perceptions of health 

services as being of poor or insufficient quality [44, 80]. 
Given these negative perceptions, refugees may then turn 
more to their social support networks for care-related sup-
port to fill perceived care gaps [38, 56]. Another example of 
how the theme of transportation is similarly related to use 
of social support networks includes the lack of access to 
personal transportation resulting in higher reliance on fam-
ily members and neighbors to provide rides to healthcare 
appointments [60, 87].

Discussion

Main Findings

This systematic review of 64 articles synthesized the factors 
affecting adult refugees’ healthcare access and utilization in 
the US. Overall, our results reveal that refugees’ healthcare 
access is shaped by diverse interacting factors both within 
and outside of clinical spaces that are multi-level in nature. 
We also found that the identified themes were interwoven in 
nature, with many themes often overlapping. This varying 
dimensionality of our findings also correlate with previous 
literature assessing factors affecting refugees’ mental health 
and well-being [98]. Overall, when it comes to healthcare 
access and utilization, we found that refugees reported that 
their main challenges to healthcare access stemmed from 
the fragmented nature of the US healthcare system inter-
acting with provider bias and adverse social determinants. 
This interrelationship among healthcare access factors and 
broader social determinants of health and social attitudes 
has been well-documented in other systematic reviews on 
healthcare access for marginalized health populations such 

Fig. 3   Interconnectedness of 
themes as identified in this 
review
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as low-income individuals, racial and ethnic minorities, peo-
ple living with disabilities, and LGBTQ+-identifying per-
sons [99–102]. Although refugees may often also hold one 
or multiple of these identities, there are some experiences 
that may be unique to only refugees such as the experience 
of immigrating involuntarily and additional burdens associ-
ated with setting up a new life in a foreign country. Refu-
gees’ challenges to healthcare access thus may have much 
overlap with yet also nuanced distinction from the challenges 
of these aforementioned communities. Given the complex 
and interconnected nature of factors affecting refugees’ 
healthcare access, interventions that seek to expand access 
and improve quality of care for US refugee patients cannot 
be performed in isolation. Instead, contextualized multi-
level solutions that are created and executed collaboratively 
between healthcare systems, policymakers, and community 
partners are necessary to fully address the layered ecosystem 
of factors refugee patients face when accessing healthcare.

Our analysis revealed that care inconsistency and frag-
mentation within the US healthcare system served as a main 
barrier to healthcare access for refugee patients by decreas-
ing trust and increasing patient work. Within the hospital 
setting, frequent changes in healthcare professionals and 
short clinical encounters strained relationships between 
refugee patients and their providers, leading to low levels 
of trust. Trust was a particularly important theme given that 
low levels of trust or mistrust was a key influencer in refu-
gee patients’ decision to postpone or forego care. Healthcare 
professionals’ cultural awareness and attitudes contributed 
significantly to this trust-building as well, with perceived 
stereotyping and bias decreasing trust and repeated interac-
tions and culturally-informed care increasing trust. In studies 
on healthcare access among racial minorities, people with 
disability, and LGBTQ+-identifying individuals, discrimi-
natory attitudes of healthcare professionals and other prior 
negative experiences with healthcare systems led to reduced 
trust that have similarly been cited as barriers to care [101, 
103, 104]. One distinctive aspect of the refugee experience, 
however, is that refugees must navigate new cultures and 
healthcare systems on top of other migration-related tasks 
in an accelerated timeline compared with other marginalized 
communities within the US. Not only may there be reduced 
trust, then, but it may also be especially difficult to establish 
trust in the first place. This is particularly the case when 
there is a further lack of representation of healthcare profes-
sionals with similar backgrounds within healthcare spaces.

Some ways institutions have been successful in cultivat-
ing trust in patient populations have been through cultural 

competency training like Morehouse School of Medicine’s 
CRASH course as well as targeted training for working 
with specific populations. These programs inform and ori-
ent healthcare professionals to the perspectives and needs 
of patients from backgrounds other than their own, while 
also providing actionable tools to more conscientiously 
interact with these less familiar patient populations [105]. 
In our current environment of heightened awareness in 
cultural competency, though, this increased training has 
mainly been focused on racial minorities and LGBTQ+-
identifying patient populations [106, 107]. Training for 
refugee patients has been more limited and needs to be 
expanded alongside efforts to increase general diversity 
of representation within the medical field (e.g., those who 
come from a refugee background, are familiar with refugee 
experiences, or share a similar cultural background to refu-
gees). Additionally, refugee-specific trainings need to also 
attend to the other previously mentioned intersecting iden-
tities of refugees like age, race, class, gender, and disabil-
ity status. Kimberlé Crenshaw’s work on intersectionality 
highlights how these different social categorizations cre-
ate independent yet overlapping systems of disadvantage 
which further shape refugees’ experiences [108]. High-
lighting these additional elements in refugees’ identities 
within cultural competency trainings is thus essential to 
further educate clinicians and other healthcare profession-
als on how to anticipate refugees’ various needs when nav-
igating healthcare systems. Further, by including a subset 
of the literature which explored intersecting identities (i.e., 
being a refugee woman or a refugee with disabilities), our 
themes reflect the needs of some refugees who simulta-
neously hold other marginalized identities. There is thus 
opportunity for significantly more work exploring inter-
sectionality around socioeconomic class, education status, 
and sexual identity, among others to gain an even broader 
understanding of the range of barriers and facilitators to 
healthcare access that are experienced.

In addition to decreased trust, care fragmentation also 
led to increased patient task burden, which was similarly 
associated with decreased perceptions of quality of care 
and decreased healthcare utilization. The need for patients 
to book their own appointments and navigate between 
multiple independent facilities and long wait times led to 
coordination-related stresses in accessing care, especially 
when compounded with refugees’ limited familiarity with 
US healthcare processes. This patient burden has been docu-
mented in other studies on healthcare access but may not 
include the additional patient work of someone who has just 
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moved to the US and must balance and coordinate healthcare 
needs with other layers of work such as language access 
[109, 110].

On the subject of coordination, transportation to appoint-
ments was especially challenging for refugees, who often 
did not own cars and were also unfamiliar with public trans-
portation systems. Colocation of services, expanded trans-
portation services, and streamlined appointment scheduling 
are thus further necessary interventions for expanding refu-
gees’ healthcare access. These are all elements of the patient 
experience that remain invisible across many marginalized 
communities, but may be especially pronounced for refu-
gee populations. Whereas the process of balancing multiple 
tasks and prioritizing different needs exist for everyone, this 
process is especially challenging for refugees who must do 
so without their normal social supports and on an acceler-
ated timeline. Managing different tasks all at once is already 
difficult enough, but refugees must also face a steep learning 
curve with learning what tasks to do. Their unfamiliarity 
with US systems makes tasks like seeking medical services, 
applying for different social services, finding a job, and 
learning a new language, among others, especially challeng-
ing. In addition, the emphasis on prevention and healthcare 
maintenance in the US is a new concept for most refugees, 
and thus they may decline costly and sometimes uncomfort-
able or lengthy procedures without fully understanding why 
they need them when feeling well. Refugee patients thus 
need programs that help them understand and navigate these 
systems both within and beyond healthcare spaces.

Medical interpreters were proven to be critical assets to 
the care team when it comes to expanding healthcare access 
for refugee patients. Not only should they be present to 
assist with interpretation during clinical visits, but they may 
also alleviate language barriers in transportation coordina-
tion and appointment scheduling. When using interpreters, 
however, it is important to be mindful of their impact on 
trust-building with refugee patients. We found that constant 
cycling of interpreters, underqualified interpreters, or use 
of only community-based interpreters have been identified 
as key reasons for the development of mistrust due to both 
undermined confidence in care quality and privacy concerns. 
Previous studies on the use of interpreters have also shown 
that in-person and video interpretation were preferred over 
telephone interpretation services [111]. It is essential to 
ensure that interpretation services are not only made avail-
able but that they are also high quality and secure.

Immigration status is another distinct barrier to health-
care access for refugee patients, particularly those who 
came as asylees. Unlike refugees who must have legal 

documentation for their stay in the US before arrival, all 
asylees by definition will not have received official doc-
umentation upon arrival to the US. During this process 
of seeking asylum, which typically lasts anywhere from 
6 months to several years, such asylum seekers are techni-
cally in the US without documentation until they receive 
either pending asylee status or official asylee status [112]. 
Consequently, some challenges associated with access-
ing healthcare stems from this confusing interim status, 
including fear of deportation resulting in avoidance of 
medical visits and lack of official documentation render-
ing marketplace insurance plans inaccessible [113]. It is 
unsurprising, then that the asylum-seeking process itself 
have been additionally flagged in refugee mental health 
literature as negatively impacting refugees’ overall well-
being [98]. It is important to note, however, that in the 
United States, Emergency Medicaid (a limited form of 
Medicaid) is available to asylees during this stage. Once 
their formal application for asylum has been received by 
the United States Citizenship and Immigration Services, 
they are then eligible for Permanent Resident Under the 
Color of Law (PRUCOL) status which qualifies their eli-
gibility for Medicaid [114]. Absent legality issues, though, 
the process of migration itself poses significant challenges 
to care coordination. Limited health service integration 
and coordination between refugee camps and the US may 
lead to a lack of identification of health needs of newly 
arrived refugees including those with prior health condi-
tions. Although there exist early testing requirements for 
communicable diseases such as tuberculosis and hepatitis 
B, and some non-communicable conditions such as lipid 
disorders, additional health intakes should be incorporated 
into immigration policy to assist with care transitions.

Overall, our findings underscore the need for an integrated 
care model to address the diversity of challenges that refu-
gee patients face when accessing healthcare. Integrated care 
models have been shown to be effective in addressing multi-
ple levels of need by bringing together an interdisciplinary 
team that is connected to community resources [115, 116]. 
In the mental health space, integrated care models have been 
shown to further reduce racial and ethnic disparities [117]. 
The International Family Medicine Clinic (IFMC) within the 
University of Virginia Family Medicine Clinic is one exam-
ple of how this team-based care model can be leveraged to 
specifically expand care for refugee patients [118]. Primary 
care professionals at the IFMC work closely with an ambu-
latory pharmacist, a nursing team which includes a nurse 
care coordinator (RN-CC), a social worker, and a behavioral 
health team of psychiatrists and clinical psychologists. The 
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RN-CC serves a key role as liaison between the clinic and 
the health department, resettlement agency, and other com-
munity resources. The RN-CC additionally helps patients 
navigate their care within the larger hospital system, which 
includes providing education on logistics of the clinic flow 
at initial visits, and in this role also helps facilitate urgent 
referrals for specialty care when needed. The IFMC team, 
in conjunction with the resettlement agency, further helps 
patients with transportation to the clinic and medical center. 
By working collaboratively across agencies to address refu-
gees’ complex needs both inside and outside clinical spaces, 
the integrated care model has potential to expand refugee 
healthcare access in multifaceted ways.

Strengths and Limitations

One main limitation of this study is that the literature search 
conducted may have still missed relevant articles that relate 
to refugee healthcare access but did not include any of the 
words in our search strategy or were published in a language 
other than English. Although we mitigated this limitation by 
doing manual searches for relevant literature from related 
articles and conducting searches at several points in time, 
there is still a chance that potentially relevant articles may 
have been missed. An additional limitation of this study 
emerges from the fact that literature in the refugee health-
care access space typically focuses on particular subpopula-
tions of refugees within states that already have established 
refugee care centers. Experiences of these refugees may not 
directly translate to the experiences of refugees settling in 
states without these centers, where challenges with health-
care access may be further pronounced by the additional 
lack of focus on refugee patient populations. Further, a vast 
majority of studies were conducted in the primary care set-
ting. Despite these limitations, notable strengths of this 
study include the focus on qualitative studies allowing for 
rich exploration of the themes and inclusion of only high-
quality studies based on the CASP.

Future Research

Although our primary goal was to focus on the healthcare 
system, in doing so, much of what we found suggest that 
healthcare access is deeply intertwined with other social 
determinants of health. There is thus a need to conduct 
additional literature reviews that focus explicitly on social 
determinants of health outside the clinical setting. An 
example of this would be to search for articles on refu-
gees’ access to safe housing, healthy foods, or jobs that 
provide health insurance. Future research should further 

seek to expand upon our literature review by including 
searches for articles in journals which are not directly cat-
egorized under healthcare access but instead relate directly 
to social determinants of health which may affect health-
care access. Our focus was also specific only to qualitative 
studies and those with refugees’ firsthand experiences, and 
could benefit from future research that includes quantita-
tive studies as well as perspectives from those who interact 
with refugees (e.g., family members, friends, neighbors, 
healthcare professionals, service providers). In addition to 
these expanded literature reviews, primary research should 
further investigate the impact of time in the host country 
on care. There is a need to investigate whether health out-
comes remain the same for those who have resettled for 
differing amounts of time. Although much of the literature 
was focused only on country of origin, future research may 
benefit from capturing other ways experiences of refugees 
may differ based on time of resettlement, disability status, 
age, gender, and race. Lastly, additional research should 
focus on refugee populations outside of areas with estab-
lished refugee care centers and in specialty care settings, 
where limited research has been conducted.

Conclusions

The results of this literature review highlight that refugees 
have a unique constellation of needs that both overlap with 
yet are also distinct from other marginalized communi-
ties when it comes to accessing healthcare. The diverse 
nature of these needs indicate that multilevel interven-
tions are necessary to improve refugee healthcare access. 
Our results suggest that refugee patients not only require 
expanded healthcare access policies and better service 
integration within hospital settings, but they also require 
additional support outside of the clinical space, including 
support navigating social welfare programs and accessing 
transportation, among others. The implementation of inte-
grated care models similar to the University of Virginia’s 
IFMC may help bridge both the medical and social needs 
of refugee patients while eliminating several access barri-
ers related to care coordination.

Appendix

All searches conducted on March 11 2021 and updated 
June 17 2021 (Table 2).
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Table 2   Literature search 
strategies on qualitative studies 
on access and barriers to 
healthcare for refugees in the 
United States
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