A SYSTEMATIC REVIEW TO IDENTIFY KEY ELEMENTS OF EFFECTIVE PUB-
LIC HEALTH INTERVENTIONS THAT ADDRESS BARRIERS TO HEALTH SER-
VICES FOR REFUGEES

Abstract

Aim: Refugees often face barriers to accessing health services especially after resettlement.
The aim of this study is to identify key elements of effective public health interventions that
address barriers to health services for refugees.

Methods: Key online databases were searched to identify studies published between 2010-
2019. Six studies met the inclusion criteria; two qualitative, one quantitative and three mixed-
method studies. An adapted narrative synthesis framework which included thematic analysis
for systematic reviews was used.

Results: Five themes were identified: peer support, translation services, accessible interven-
tion, health education and a multidisciplinary approach.

Conclusion: These key elements identified from this review could be incorporated into pub-
lic health interventions to support refugees’ access to health services. They could be useful
for services targeting refugees generally, but also supporting services targeting refugee reset-
tlement programmes for example the Syrian resettled refugees in the UK. Future research is
needed to evaluate the impact of public health interventions where these elements have been

integrated into the intervention.
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Introduction

There is a growing concern about the health of the increasing numbers of refugees across the
world (Abbas et al. 2018; UNHCR 2017) and international research suggests that they can
experience barriers to accessing health services in their host countries (McKeary and New-
bold 2010; Kohlenberger et al. 2019; Morris et al. 2009; Vermette et al. 2015; Mirza et al.
2014; Thomson et al. 2015; Bhatia and Wallace 2007; McMurray et al. 2014; Lebano et al.
2020). Refugees are a particularly vulnerable population who often experience underlying
poor health (Devakumar et al. 2015; El-Khatib et al. 2013) and it is essential that they receive

good quality health care to prevent an exacerbation of this. A refugee has been forced to



leave their home in order to escape war or persecution (UNHCR 1951) and in 2018, around
70.8 million people across the world had been forcibly displaced (Refugee Council 2019). At
the end of 2018, the number of refugees in Europe increased to 32% (nearly 6.5 million refu-
gees) of the total number of refugees (Refugee Council 2019), many of whom were from ma-
jor conflict areas; Syria, Afghanistan and South Sudan (Refugee Council 2019; UNHCR
2018). The European Charter of Fundamental Rights states that everyone has the right to ac-
cess health care (EU Commission 2012). However, while this right is incorporated into both
international and European law (Rechel et al. 2013), in reality refugees often face barriers to
accessing health services (O’Donnell et al. 2016; UNICEF 2017; Lebano et al. 2020). Inter-
national evidence has classified these barriers on three levels, individual, institutional and
system levels (McKeary and Newbold 2010; Kohlenberger et al. 2019; Morris et al. 2009;
Vermette et al. 2015; Mirza et al. 2014; Thomson et al. 2015; Bhatia and Wallace 2007;
McMurray et al. 2014; Lebano et al. 2020). Using the evidence base, we constructed Figure 1
as a visual aid to barriers at different levels. It is important to consider all three levels when

developing public health interventions to support refugees’ access to health services.

In the UK, some refugees are people who have been granted asylum following their inde-
pendent arrival; others are people brought here through resettlement programmes including
the Syrian Vulnerable Persons Resettlement [SVPR] scheme. This scheme resettles the most
vulnerable individuals and families from refugee camps where they may have survived tor-
ture and violence and have complex health needs (GOV.UK 2017). Resettled Syrian refugees
have the right to access health care but may face additional barriers to this, if they are reset-
tled in areas where traditionally there has been little ethnic diversity and therefore a lack of
appropriate intervention in place to support their access to health services (Bhatia and Wal-
lace 2007; Refugee Council 2016).

It is essential that refugees can access health services to address their complex health needs
and new interventions need to be developed to support this. Intervention development needs
to be informed by the best available evidence and it is important to understand what has made
previous interventions successful in supporting refugees’ access to health care. Consequently,
a search of systematic reviews was undertaken. Two relevant reviews were found. One relat-
ed to training of health professionals (Chiarenza et al. 2019) and the other scoping review
identified best practices and tools in developing community-based health care for migrants

and refugees (Riza et al. 2020). This review reported best practice principles for developing



community-based health care such as ensuring good communication, but not how good
communication could be achieved. No studies could be found synthesising research around
the actual successful elements of an intervention to achieve best practice in addressing refu-
gees’ barriers to health service access at an individual level such as language, cultural,

knowledge and financial barriers.

This paper reports on a systematic review that was undertaken to address the following ques-
tion:

What are the key elements of effective interventions that address barriers to health

services in refugees?
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BARRIERS TO
CARE

INDIVIDUAL

Language (McKeary and
Newbold 2010; Kohlen-
berger et al. 2019; Mirza et
al. 2014; Thomson et al.
2015; Lebano et al. 2020)
Cultural beliefs regarding
health care (Morris et al.
2009; Lebano et al. 2020)
Long waiting list (Kohlen-
berger et al. 2019)
Existing health problems
(Kohlenberger et al. 2019;
Lebano et al. 2020)
Financial barrier
((McKeary and Newbold
2010; Lebano et al. 2020)
Transportation & logistics
(Morris et al. 2009)

Lack of knowledge of
health systems (Bhatia and
Wallace 2007; Lebano et
al. 2020)

SYSTEM-LEVEL

Systemic racism/stigma
(Bhatia and Wallace 2007;
Lebano et al. 2020)

Legal barriers (Lebano et
al. 2020)

Inadequate human re-
sources/skilled profession-
als (Lebano et al. 2020)
Lack of coordination &
communication (Mirza et
al. 2014; Lebano et al.
2020)

Insurance related
(McKeary and Newbold
2010; Mirza et al. 2014)

INSTITUTIONAL

Interpreting services
(McKeary and Newbold
2010; Vermette et al.
2015; Lebano et al. 2020)
Insufficient transcultural
competencies of healthcare
staff (Lebano et al. 2020)
Access to specialist ser-
vices (Mirza et al. 2014;
Lebano et al. 2020)
Organisational & adminis-
trative issues (Lebano et
al. 2020)

Knowledge of entitlements
(Lebano et al. 2020)
Difficulties with GP regis-
tration (Bhatia and Wal-
lace 2007)




Fig. 1 Levels of barriers to refugees accessing health services

Methods

A systematic review was conducted in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analyses [PRISMA] guidelines to improve the quality and
transparency of the review (Moher et al. 2009). Databases searched were MEDLINE,
Cochrane, CINAHL, SCOPUS, EMBASE, Journals in Migrant Health, Prospero and Episte-
monikos. The following search terms were used in the titles, abstract and keywords: ("Refu-
gees" OR "refugee*") AND ("access*" OR "Health Services Accessibility+") OR ("barrier*"
OR "challenge*") AND ("health service*" OR "Health Services+" OR "health care” OR
"Health Services Needs and Demand+") AND ("intervention*" OR "program*") AND ("Pub-
lic Health+" OR "public health"). The “explode” option was used to increase the depth of the
search. A grey literature search was performed using Google scholar and Nice Evidence
Search, and a snowballing search of the reference lists of all the studies included was under-
taken (Gough et al. 2017; Boland et al. 2017). The electronic searches included English lan-
guage articles published between 2010 and 2019, thus including the most recent studies. This
is essential because the context of refugees and healthcare services changes with time and so

the barriers to health services might also change.

The review included peer reviewed qualitative, quantitative and mixed method studies that
specifically focused on elements of effective interventions that address barriers to health ser-
vices for refugees. In this review, the sample was limited to refugees who have been granted
recognised refugee status and therefore are permitted to continuing living in the country. This
is in contrast to asylum seekers, who may face different barriers to those faced by refugees
such as not being entitled to access health services and having to pay for those services (As-
pinall and Watters 2010). Understanding the heterogeneity between refugees and asylum
seekers is essential especially when providing healthcare services because their different ex-
periences and situations may affect their care needs (Gilbert 2017). Only studies focused on
refugees in high income countries were included because the healthcare systems are different
from those in the refugee’s home countries. Therefore, the barriers to health services would
also be different. Excluded in this review was literature that involves mixed migrant popula-
tions, resettlement in low income countries and ongoing studies. Studies involving mixed mi-
grant populations were excluded because of the complexities in defining the different migrant
terms which could affect comparisons and analysis (Lebano et al. 2020; Riza et al. 2020), and

therefore makes it difficult to draw conclusions and generalise the findings (Lebano et al.



Identification

Eligibility Screening

Included

2020). Also, refugees in contrast to other migrants such as economic migrants may face dif-

ferent barriers because of their varying experiences and situation.

Titles and abstracts were independently screened and full text copies obtained and assessed

using the inclusion and exclusion criteria. From 13 full text potentially relevant papers

screened, six papers were included in the review (Figure 2). The first author MJ independent-

ly conducted the searches, extractions, and analysis with the help of two supervisors MC and

JH who examined a random sample of about a third of the included studies.

The six included

studies consisted of two qualitative, one quantitative and three mixed-method studies. Dis-

crepancies in decisions between the authors were resolved through mutual agreement.
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Fig. 2 PRISMA flow chart of study selection process (Moher et al. 2009)

This was undertaken using a validated tool with scoring criteria designed for methodological-
ly diverse studies (Sirriyeh et al. 2012). This ensures a reliable method is used to critically
appraise studies in a standardised way (Greenhalgh 2014). The tool consists of 16 quality cri-
teria; 14 applied to qualitative studies, 14 for quantitative studies and all 16 applied to the
mixed method studies. A four-point scale (0-3) is used to assess quality. The maximum score
was 48 for mixed method studies, and 42 for qualitative or quantitative studies (Sirriyeh et al.
2012). The overall score for each paper is expressed as a percentage of the maximum possible
score. A limitation of this tool was that some of the criteria were not always applicable due to
the nature of the research in some studies. For instance, it posits that all studies must have an
explicit theoretical framework and a research question, which were not indicated in some of
the studies. Three of the studies were identified as poor quality studies (Table 1) (McMurray
et al. 2014; Reavy et al. 2012; Borgschulte et al. 2018), which were not excluded because
they provided valuable contributions to the synthesis (Boland et al. 2017).

Table 1 provides an overview of the quality assessment scores for each individual study in

order of decreasing quality.

Table 1 Quality assessment scores

Paper No. | Study Quality Scores (%)

1 Im and Rosenberg 2016 (Qualitative) | 61.9

2 Im 2018 59.5
(Qualitative)

3 Yun et al. 2016 54.2
(Mixed Method)

4 McMurray et al. 2014 40.5
(Quantitative)

5 Reavy et al. 2012 29.2
(Mixed Method)

6 Borgschulte et al. 2018 29.2
(Mixed Method)




Data relating to study characteristics, methods, findings and quality were extracted using
standardised data extraction forms to allow for synthesis of information and to identify key
themes across studies. Data from the qualitative studies were extracted using a validated
NICE qualitative data extraction form (British Psychological Society 2007) and quantitative
study data were extracted using the form from the Centre for Reviews and Dissemination
(University of York NHS CRD 2009). These two forms were modified to extract data from
the mixed method studies. The data extraction forms were piloted using two of the included
studies to help identify missing or superfluous data on the forms and to ensure that the data
extracted are relevant to the review question (Boland et al. 2017). A narrative synthesis
framework described by Popay et al. 2006 was adapted to analyse the data. This included the
use of thematic analysis for systematic reviews to help identify systematically the commonal-
ities or recurrent themes relevant to the review question across all the included studies. This
was conducted through reading and re-reading of the papers and applying line-by-line coding
of text to capture descriptive themes relevant to the review question (Thomas and Harden
2008). Themes were collapsed where there is redundancy or overlapping and then split when
necessary to improve their conceptual clarity (see Table 3) (Gough et al. 2017; Thomas and
Harden 2008).

Results

Table 2 provides a summary of the included studies. They were conducted in the US (Reavy
et al. 2012; Im and Rosenberg 2016; Im 2018; Yun et al. 2016), Canada (McMurray et al.
2014), and Germany (Borgschulte et al. 2018). A total of 124 participants were studied; 79
were refugees, 21 peers and 24 care providers: doctors, nurses and social workers. Three of
the studies focused exclusively on Bhutanese refugees from refugee camps in Nepal (Im and
Rosenberg 2016; Im 2018; Yun et al. 2016), while two of the studies concentrated on refu-
gees from Middle East, Far East, Asia and Northwest Africa (McMurray et al. 2014; Reavy et
al. 2012). One study focused on refugees from Western Balkan countries (Albania, Bosnia,
Kosovo, Macedonia, Montenegro, and Serbia) and Syria (Borgschulte et al. 2018).



Table 2 Summary of the included studies

Paper | Author Methodology / | Aims of study Setting Main Findings
no. Study design
1 Im and | Qualitative Used a social capital | Bhutanese | - Culturally sensitive peer-based model with the refugee community was the key ele-
Rosenberg | (Focused framework to assess | refugee ment of success
2016 Group) the impact of a peer- | community | - The participants reported improvement in health knowledge and competence in cop-
led intervention in a | in  Greater | ing with health concerns
refugee community | Richmond | - Improvement in healthy behaviours
area of Vir- | - Refugees reported improved mental and emotional wellbeing
ginia - It promoted independence or self-help skills and community building
2 Im 2018 Qualitative Ecological  frame- | Bhutanese | Themes developed from the codes were:
(Focused work was used to | refugee - Health capital at individual level — These included improvement in health knowledge
Group with | explore the impact of | community | and awareness; coping skills; improved help seeking behaviour and socialising.
semi- community-based in  Greater | - Health capital at family level — Health promotion at family level; Preserving cultural
structured in- | health education for | Richmond | practice within families and improved family relationships
terview) refugees resettled in | area of Vir- | - Health capital at community level — Preserving cultural practice in the refugee com-
the community ginia munity through peer-led interventions; Peer support also helped improve access to
healthcare and promoted mutual support.
3 Yun et al. | Qualitative To assess the barri- | Bhutanese | - Changes in self-efficacy (patient activation levels): Prior to the intervention, many




2016 (different in- | ers to care, help- | refugee clients reported low levels of patient activation (68.6 %) and only a few were highly
terview tools: | seeking behaviours, | community | activated (5.7 %). After enrolling to the program, only one-third reported the lowest
surveys, semi- | and the impact of a | in Philadel- | level of activation (35.3 %) and one-third were highly activated (32.4 %)
structured, community-based phia - Improved help-seeking behaviour
questionnaire) | patient  navigation - Patient Navigation: provided benefits for the peer facilitators, allowing them to help

intervention on pa- their family members and also contributing to professional development. Improved ac-
tient activation lev- cess to healthcare for the service users was reported
els

McMurray | Quantitative Is to quantify the | Refugees in | - The waiting times to see a health care provider was reduced by 30 %

etal. 2014 | (Repeated impact of a refugee | South- - In the first year of their arrival, there was 18% increase in refugees finding a perma-
Survey Study | health  clinic  on | Western nent family doctor in the community
design) Government Assist- | Ontario - Understanding of the healthcare system was higher among people who accessed the

ed Refugee’s (GAR) | town of | clinic (35%) compared to those without clinic access

access to services | Kitchener - The probability of refugees being referred to physician specialists decreased by 45 %
such as clinic wait as a result of seeing a refugee health clinic physician (OR = 0.55; p = 0.004)

times, access to spe-

cialist &  allied

health services

Reavy et al. | Mixed Method | to describe and dif- | Refugee A new clinic model for prenatal and paediatric refugee patients was established. Suc-

2012 Study (Quali- | ferentiate the roles of | women em- | cess of the model was largely due to the role of C.A.R.E. (Culturally Appropriate Re-
tative data col- | health advisor and | ployed as | sources and Education) Clinic Health Advisor:




lected from | certified medical in- | C. AR.E - Communication & Navigating the healthcare system: The health advisor role in cul-

observations, | terpreter (CMI) clinic health | tural competency and communication helped the refugees in navigating the healthcare

focus groups, advisors system

interviews & living in | - Fluency in English Language and the refugee language provided community recogni-

Quantitative Boise, Ida- | tion for the health advisors as leaders

data collected ho, USA - Success of the clinic was validated by the chart reviews which showed missed clinical

from retro- appointments dropping from 25% to 2.5%, and childhood immunizations being main-

spective chart tained at 100% compliance through a baby's first year of life. The C.A.R.E. Clinic

reviews) Health Advisor played a key role in decreasing the language and transportation barriers
Borgschulte | Mixed Method | To assess Outpatient | Involved - During the observation period from May to December 2015 a total of 2205 persons
etal. 2018 | Study (data | Department  (OPD) | doctors, (67% male) stayed in the emergency accommodation and 984 patient contacts (51%

from clinic | set-up, usage and | nurses and | male) were registered which confirmed refugee clinic utilization

register, doc- | experiences from | social - Consultation hours — 75% of the respondents (16 out of 20 staff completed the ques-

tors’ documen- | May to December | worker, tionnaire survey) considered the opening hours per week for the adults and children as

tation, partici- | 2015. working at | “exactly sufficient”. The consultation hours in the OPD was generally well received by

patory obser- the  OPD | staff and users

vations, clinic in co- | - Translation services such as web-based translation programs, multilingual staff mem-

self- logne, Ger- | bers or peers were used

administered many

guestionnaire,

key informant

10




interviews)
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Key elements of effective interventions

Five recurring themes emerged from the literature (Table 3).

Table 3 Generated themes from the codes

Paper | Author Codes Descriptive Themes

no.

1 Im and | 1- A peer-led or peer-based interven- | - Peer support
Rosenberg tion model - Health Education
2016 2- Community-based health work-

(Qualitative) | shops or health education

2 Im 2018 1- Community leaders or peers - Peer support
(Qualitative) | 2- Health education or health promo- | - Health Education

tion

3 Yun et al. | 1- Community health workers or pa- | - Peer support
2016 tient navigators or health focal points
(Mixed (HFP)

Method)

4 McMurray et | 1- A dedicated refugee health clinic | - Multidisciplinary approach or stakeholder in-
al. 2014 in partnership with workers at the | volvement
(Quantitative) | local receiving centre — reception | - Timely intervention

house who provide settlement assis- | - Translation
tance for refugees, translation ser-

vices & health professionals

2- Integrated care

3- Timely access to care

5 Reavy et al. | 1- Peer health advisor - Peer support
2012 2- Clinic is located - Accessible location
(Mixed 3- Educational Classes - Health Education
Method)

6 Borgschulte | 1- Outpatient clinic setup at the larg- | - Accessible location
etal. 2018 est emergency accommodation cen- | - Flexible and sufficient Consultation hours
(Mixed tre - Multidisciplinary team
Method) 2- Translation services - Translation

12




3- Consultation hours

4- Family doctors, paediatricians,
social workers, nurses worked at the
clinic

5- the OPD was operated by the City
authorities, German Red Cross and
physicians from Association of Stat-
utory Health Insurance Physicians
(ASHIP)

There were five final themes that emerged from the analysis which were considered the key
elements of interventions; peer support, translation services, health education, accessible in-

tervention and multidisciplinary approach.

1. Peer Support
Most studies discussed the importance of peer support as an element of an intervention,

whereby people of similar background or with similar experiences provide support to each
other to achieve a range of health and wellbeing outcomes (NHS England 2017). The analysis
found that the success of peer support was assessed by its benefits to both the service user

and the peer providing the support.

Two studies (Reavy et al. 2012; Yun et al. 2016) found that peers were helpful in addressing
language barriers thus supporting the ability to navigate health services. Being able to com-
municate through a shared language to someone with a similar background helped the devel-

opment of a trusting relationship between the client and peer:

““...I speak when somebody speaks Nepali [...] And I'll dial the phone and then you have to
speak and ask for the interpreter. That’s what she [Peer name] told me and I spoke.... She

was there. I was safe, secure...’’ (Participant) (Yun et al. 2016).

The trusting relationship between the peer and the client helped facilitate access to health ser-
vices (Reavy et al. 2012; Im and Rosenberg 2016; Im 2018): which was not the case with
Health Professionals:
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“...we can have better connection with people. They have more trust because they feel it is
somebody that is from their own community (rather) than just the healthcare provider.”
(Peer) (Reavy et al. 2012).

The peer support intervention also helped to put clients at ease, providing an opportunity to

speak out when they needed to:

“People have a lot of stress, but do not feel comfortable discussing it in front of others.”

(Client) (Im 2018).

Peer support increased self-confidence which also helped refugees to speak out in larger

group contexts:
“feel confident enough to talk about feeling[s] in a large group”. (Client) (Im 2018).

One participant stated how sharing a concern with their peer helped to relieve their stress and
problem solved:

As he [one of the peer facilitators] showed me the direction, | went to four different screen-
ings [......J]. I had something like 82800 bills, and after the screening, I only had 3250 to pay.
This was a relief of stress. That is why we cannot always keep problems to ourselves. We
have to ask for direction and they [peers] can help us relieve our stress. (Client) (Im and
Rosenberg 2016).

One study (Yun et al. 2016) measured the impact of peers providing language support to cli-
ents. They found a reduction in the number of people with limited English proficiency (from
97.1% to 94.1%), a reduction in the number of clients that avoided making an appointment
with a doctor due to language barriers (from 31.3% to 2.9%) and a reduction in the number of
missed appointments due to lack of knowledge of public transport (from 22.6% to 0). Addi-
tionally, the number of clients with high levels of patient activation (self-confidence) to seek
help increased from 5.7% to 32.4% after receiving peer support (Yun et al. 2016).

Studies also found that providing peer support was beneficial to the peers (Reavy et al. 2012;
Yun et al. 2016) by enabling them to learn more about health that they could then share with
their family:

““...my parents, they don’t know how to do that stuff. So in order to help them, I volunteered,
but also... for my experience.’’” (Peer) (Yun et al. 2016).

14



The peer support role also created opportunities for the peer to develop self-confidence which

in turn facilitated them to act as community leaders (Reavy et al. 2012; Yun et al. 2016).

“...Many of us were very poor in our home country. Many of our people are undereducated

[...] We... need to reach out and help these people...” (Peer) (Im 2018).

One study reported that many of the peers lacked experience with navigating health services
themselves and required supervision in order to gain confidence assisting others (Yun et al.
2016). Despite the supervision, one peer reported not having the confidence to work inde-
pendently (Yun et al. 2016).

“I didn’t do it [peer] that much, right? We do it together. I didn’t think—I didn’t do it that
much’’. (Peer) (Yun et al. 2016).

2. Translation services

Rather than utilising peers to translate, two studies (McMurray et al. 2014; Borgschulte et al.
2018) found translation services were an important element of an effective intervention.
These services included a web-based translation programme or translation through multilin-
gual staff (Borgschulte et al. 2018). The provision of translation services was effective in in-
creasing utilisation of the clinic by refugees (Borgschulte et al. 2018). In addition, people
who received translation in a clinic setting were 35% more likely to report an understanding
of the healthcare system than people who did not have access to translation (McMurray et al.

2014). However, there was no qualitative data to support these findings.

3. Health Education
Half the studies (Reavy et al. 2012; Im and Rosenberg 2016; Im 2018) found that providing
health education within a group setting was an effective element of an intervention to facili-

tate refugees to access health services. Education focused on a healthy lifestyle but also in-
cluded teaching about health services available and how to access them. The groups devel-
oped a mutually supportive relationship encouraging group open discussion and sharing ideas

and problems which in turn increased access to health services:

“What I've learned most is that the first day | felt alone. | felt bad. [Over the sessions] the
rest of us worked together to help each other and found our group...” (Participant) (Im and
Rosenberg 2016).
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One participant discussed how the rapport built within a group helped them to overcome fi-

nancial barriers to accessing health services:

“We have our own stress, but I haven'’t expressed it to anyone. I had been visiting the local
clinic, and this gentleman [one of the participants] had referred me to the financial screening
at the university medical centre. Now my husband and me do not have to pay anything, but
we are still getting treatment from the medical centre. [...] He is taking medication now and

he is doing better”. (Participant) (Im 2018).

The participants also acknowledged the importance of health education in maintaining a
healthy family and a healthy society.

“If our families are healthy, and if we have many healthy families, our community will be
healthy. The more our communities get healthy, the more our society will get healthy.” (Par-
ticipant) (Im 2018).

4. Accessible intervention

Two studies (McMurray et al. 2014; Borgschulte et al. 2018) discussed how the accessibility
of an intervention to support refugees’ health service access affected the success of it. This
included supporting timely access to care within a clinic setting by ensuring the clinic hours
were accessible (McMurray et al. 2014; Borgschulte et al. 2018). One study, reported that
75% of clinic staff considered the opening hours as “exactly sufficient” (Borgschulte et al.

2018). However, no data reported refugees’ interpretation of this.

One study found that the accessible timing of health care clinics for refugees led to a reduc-
tion in the number of reported problems with clients accessing healthcare from 19.4% to
15.4% (McMurray et al. 2014). The majority (92.3%) of clients reported an ‘improved under-
standing of the healthcare system’ due to the timeliness of the clinics compared to 79.2% of

clients’ pre-intervention (McMurray et al. 2014).

As well as clinic times, two studies (Reavy et al. 2012; Borgschulte et al. 2018) discussed
how the accessibility of the location influenced the effectiveness of an intervention. A refu-
gee clinic in a location close to refugee communities increased accessibility to the service
(Reavy et al. 2012; Borgschulte et al. 2018). Data were collected examining clinic utilisation
by the refugees at this accessible location (Borgschulte et al. 2018). It was found that 45% of
refugees staying at a nearby emergency accommodation centre had registered for treatment at
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the clinic (Borgschulte et al. 2018). However, there was no data reported comparing this with

clinic accessibility before the intervention.

5. Multidisciplinary approach

Two studies (McMurray et al. 2014; Borgschulte et al. 2018) discussed the importance of a
multidisciplinary approach when developing a successful intervention for refugees, in this
context a specialist clinic. This approach involved partnership working with different stake-
holders such as refugee case workers providing settlement assistance, healthcare profession-
als, translation services, and international medical graduates (McMurray et al. 2014) and also
specialist healthcare professionals working within the clinic (Borgschulte et al. 2018). The
studies found this multi-disciplinary approach led to the number of referrals to other health
professionals (therapists, dentists, nutritionists, physiotherapists, optometrists) nearly dou-
bling from 253 to 488 (McMurray et al. 2014), but also more effective diagnosis of different
illnesses within the clinic due to the breadth of experience of the health professionals provid-
ing the service (Borgschulte et al. 2018). In addition, there was a 30% decrease in waiting
times to see a healthcare professional referred from this clinic compared to refugees without
access to the clinic (McMurray et al. 2014).

Discussion

The purpose of this systematic review was to identify the key elements of public health inter-
ventions that support refugees’ access to health services. Five key elements have been identi-
fied across six different papers that utilised different methodological approaches to examine
interventions individual to the context. The use of peers with a shared language and sociocul-
tural background, helped to build a trusting relationship between the peer and the client.
Where peer support was not used, translation services were considered essential to facilitate
understanding of health services available and attendance at a clinic. The health education
classes for refugees were effective in communicating public health messages that improved
access to health services through mutual support and increased openness to share problems.
Ensuring an accessible intervention in terms of location and timing increased a refugee clinic
utilisation and an understanding of health services, which likely improved access to the clin-
ic. A multidisciplinary approach was effective in improving diagnosis of conditions within

the clinic, referral and access to specialist services.
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Peer support was the most implemented key part of public health interventions, being includ-
ed in five of the six studies. It was found to be highly successful due to the shared back-
grounds of client and volunteer. This reflects findings from previous studies examining peer
support with hardly reached populations. It was implemented to provide social and emotional
support to bring about behavioural change in health contexts (Sokol and Fisher 2016). Like
our systematic review, peer support was found to be successful in a number of different con-
texts due to the similar background of the peer and client fostering a trusting relationship.
Similarly, trust has been found to be key in research examining peer support for people with
diabetes, poor mental health, cancer and to support smoking cessation (Hoey et al. 2008; Dale
et al. 2012; Walker and Bryant 2013; Ford et al. 2013) and providing social and emotional

support to parents in a neonatal intensive care unit (Ardal et al. 2011).

Where peer support was not included as part of an intervention, translation services were ef-
fective in addressing individual language barriers which in turn increased understanding of
the health care system and how to access care. This supports previous research around the
impact of translation services on service uptake in people with limited English proficiency
(Jacobs et al. 2001; Jacobs et al. 2004). However, by using online or face to face translation
through staff rather than a peer, the opportunity to influence other barriers is missed. The
trusting relationship between the peer and client appeared important to improve understand-
ing of health services within the peer’s cultural context. Using staff as interpreters would not
provide this context. Translation services and most importantly peer support are successful
elements addressing the language and cultural barriers faced by refugees in accessing health
services. These two elements could be used to address some of the principles of good practice
in community-based healthcare interventions for migrants and refugees, such as good com-
munication, and linguistically and culturally sensitive services, described by Riza et al
(2020).

We found that health education group classes as part of an intervention increased understand-
ing about health systems, but also helped refugees to foster a sense of belonging within a
group which had a positive impact on refugees mental and physical health, leading to lifestyle
changes. This finding supports previous research where group classes increased knowledge
about diabetes but also facilitated individual goal setting to take control over their condition
bringing about behavioural change (Molsted et al. 2012; Steinsbekk et al. 2012). In both con-
texts, the key to success appears to be the group dynamics and mutual support as well as the

knowledge gain. These together appear to positively influence clinical and psychosocial out-
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comes in service users with health conditions (Molsted et al. 2012; Steinsbekk et al. 2012;
Deakin et al. 2005). Fostering social networks and implementing educational interventions
are described by Riza et al (2020) as good practice in community services for refugees.
Health education group classes which appear to nurture positive group dynamic and mutual

support may be the essential elements within education interventions to achieve best practice.

Our study found that the accessibility of the intervention (a refugee clinic) in terms of loca-
tion and opening hours increased attendance at the clinic. This accessibility may have ad-
dressed financial and transport barriers refugees can experience accessing health services.
Previous research has found that when comparing primary health care facilities located at dif-
ferent distances from the target population, those closest geographically achieved the highest
attendance for services (Lebano et al. 2020; Tanser 2006; Tanser et al. 2006; Uhlman et al.
2013). Also, services which provided flexible opening hours were more likely to be attended
(Neutens et al. 2012).

In addition, barriers to refugees accessing health services at an institutional and system level
include a lack of trained and specialist staff. A clinic intervention with a multidisciplinary
approach to health care could be a way of addressing these barriers. We found that partner-
ships between stakeholders or health care professionals improved refugee clinic access and
reduced waiting times, especially for people requiring specialist care. This reflects previous
research where a multidisciplinary approach increased service accessibility (Lebano et al.
2020; Patil et al. 2016; Sherer et al. 2002). Interventions that include partnership working al-
so supports Riza et al. (2020) who found that close collaboration and partnerships among var-
ious stakeholders are key elements to successfully implement primary healthcare service de-

livery.

This systematic review discusses the key elements of an effective intervention that addresses
barriers to health services in refugees. We could find no other systematic review which did
this and have discussed how our findings could be used to operationalize the best practice
principles in community health services described by Riza et al (2020). The key elements ap-
pear to address some of the barriers refugees’ experience accessing health services at an indi-
vidual, institutional and system level. However, the number of articles reviewed were small
and it may have been that some papers which did relate to refugees were missed due to dif-
ferent use of terminology such as migrant or immigrant. In addition there was lack of infor-

mation regarding the outcome of effective interventions in some studies and in some cases

19



only quantitative data were provided without participant responses to add strength to the evi-
dence. Three studies (McMurray et al. 2014; Reavy et al. 2012; Borgschulte et al. 2018) were
identified as poor quality studies but were included because they provided valuable contribu-
tions to the synthesis. Limited quantitative data were included in the review, and therefore
cannot be used to generalise the findings. There is potential of missing some relevant papers

because they were not published in English language or in relevant databases.

In the development of future interventions to support refugees’ access to health services, pub-
lic health practitioners need to examine the evidence around what may be effective in ad-
dressing the barriers faced. Peer support in particular is worthy consideration in such a con-
text, in particular matching individuals by language and background. However, it is important
that peers are well trained to ensure the relationship is effective. This would need to include
boundaries, safeguarding and professional ethics to help them overcome peer-client relation-
ship challenges (Kemp and Henderson 2012). Kemp and Henderson (2012) recommend the
development of an accredited training course and formalisation of the peer support worker
role to enable successful integration of peer support work into the mainstream health services.
This would help to clearly define the role of the peer and their expectations and facilitate pos-
itive working relationships with their clients and healthcare providers (MacLellan et al. 2015;
Gusdal et al. 2011). Training peers to support refugees could also help improve their under-

standing of health services which could reduce morbidity levels.

Conclusion

This systematic review identified five key elements of effective interventions that have been
shown to address barriers to health services in refugees. Intervention development in this con-
text should consider these elements and this may be particularly useful where refugees are
being settled in areas where traditionally there has been little ethnic diversity in the popula-
tion. This could include programmes such as the Syrian resettlement programme in the UK.
The shared language and cultural background were powerful determinants to a successful
peer-led intervention and therefore should be considered in future interventions and recom-
mended in future policies to guide services in helping refugees’ access health services. In the
future, the five elements would need evaluating through research if they are applied to an in-
tervention. In addition, further research is needed to look at how other barriers to accessing
health services could be addressed, such as systematic racism and restrictive policies to ac-

cessing health services in this population.
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