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Abstract
Refugee populations have unequal access to primary care and may not receive
appropriate health screening or preventive service recommendations. They
encounter numerous health care disadvantages as a consequence of low-income
status, race and ethnicity, lower educational achievement, varying degrees of health
literacy, and limited English proficiency. Refugees may not initially embrace the
concept of preventive care, as these services may have been unavailable in their
countries of origin, or may not be congruent with their beliefs on health care.
Effective interventions in primary care include the appropriate use of culturally and
linguistically trained interpreters for health care visits and use of evidence-based
guidelines. Effective approaches for the delivery of preventive health and wellness
services require community engagement and collaborations between public health
and primary care. In order to provide optimal preventive and longitudinal screening
services for refugees, policies and practice should be guided by unimpeded access
to robust primary care systems. These systems should implement evidence-based
guidelines, comprehensive health coverage, and evaluation of process and
preventive care outcomes.
Keywords: Refugees, Preventive care, Screening, Health care disparities, Health
insurance, Public health, Primary care

Background
Refugee populations have unequal access to primary care and may not receive
appropriate health screening or preventive service recommendations [1, 2]. Refugees
encounter numerous structural and process barriers as a consequence of low-income
status, race and ethnicity, varying degrees of health literacy, and limited English
proficiency (LEP) [3]. Global migration strategy lacks consistent and equitable policies
addressing public health insurance and health assessment for refugees [4]. These risk
factors contribute to health care disparities for resettled refugee populations [5].

Medical screening for resettled refugees
Epidemiology and public health principles inform policy and can help develop responsive health systems [6]. Newly resettled refugees, for example, undergo a medical
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screening process which typically focuses on communicable diseases such as tuberculosis, HIV, and hepatitis [7].
A recent review of screening procedures in selected high-resource countries (North
America, Europe, and Australia/New Zealand) revealed a strong focus on infectious
disease screening. Few guidelines described cancer screening or screening for chronic
diseases, such as hypertension or diabetes, although studies have shown high rates of
chronic conditions among resettled refugees [8, 9].

Health assessments
Pre-existing risk factors and chronic conditions may not be appropriately addressed in
medical screening due to issues of cost, lack of continuity of care, and/or lack of
adequate insurance coverage [10, 11]. While medical screening often has an infectious
disease focus, in recent years, health assessments have begun to emerge with a community primary health care perspective [3] (see Table 1). Health assessments also often
utilize community engagement strategies when addressing preventive care.
For example, a Canadian evidence-based guideline recommended screening high risk
refugees for chronic conditions including cervical cancer, diabetes, and depression but
also for dental disease and visual acuity. These health assessment interventions were
intended for primary care practitioners who would be developing a therapeutic
relationship with refugees within community practices [3]. Nevertheless, there were still
challenges in implementing effective counseling for diverse diets and new medication
across cultural and linguistic barriers.
Health assessments of newly resettled refugees often occur in primary care settings
and incorporate preventive care and provision of cancer screening (Table 2).
In a Delphi consensus paper, use of evidence-based guidelines emerged as a priority
implementation resource to support “personalized” and comprehensive care of refugees
[12]. Refugees, however, carry lived experience and structural barriers to health care
and thus often show lower rates of preventive and cancer screening [1, 9]. For example,
in one study assessing the use of these services, patients from Somalia had lower rates
of recommended vaccines and gynecological and gastrointestinal screening interventions in contrast to non-Somali participants [13].
Structural and process barriers to preventive care and cancer screening
Health insurance is critical to address significant structural barriers to primary care,
medication, and other services. A comprehensive study looking at refugees resettled in
Germany found that care access restrictions “may have ultimately increased costs e.g.
due to delayed care, focus on treatment of acute conditions instead of prevention and
health promotion…” [14]. In a US report on racial and ethnic disparities in care,
Table 1 Integrating public health and primary care
Tailor the promotion and delivery of various preventive and screening measures to specific refugee
populations.
Integrate data systems to improve estimates of health services and health outcomes.
Utilize social determinants of health for local and regional guidelines.
Enhance training of epidemiologists in policy delivery and immigrant community engagement and
enhance public health and primary care collaborations.
Based on Bocanegra, et al. [6]
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Table 2 Preventive care resources for practitioners caring for refugees
*U.S. Centers for Disease Control
https://www.cdc.gov/cancer/dcpc/prevention/screening.htm
*Office of Refugee Resettlement, U.S. Department of Health and Human Services
https://www.acf.hhs.gov/orr
*Canadian Collaboration for Immigrant and Refugee Health
www.ccirhken.ca
*Australasian Society for Infectious Diseases and Refugee Health Network of Australia
http://ccirhken.ca/ccirh_main/wp-content/uploads/2016/03/ASID-RHeANA-Refugee-Guidelines-2016.pdf

primary care is emphasized as requisite to the provision of preventive health services;
under-insurance or lack of insurance reduces access to care and uninsured patients
have “much lower” rates of preventive care [3, 15]. Medicaid expansion under the
Affordable Care Act in Oregon significantly improved the provision of preventive
services [16].
Limited English proficiency (LEP) has a deleterious effect on care access as well as
the receipt or uptake of preventive services. A large longitudinal study in Canada
showed that LEP correlates with reduced health status beginning shortly after arrival in
the host country [17]. In another study among US Hispanics, Spanish-speaking
Hispanics had less access to health care and lower rates of receiving preventive services
when compared to English-speaking Hispanics [18]. Similarly, in a study of AsianAmericans (Chinese and Vietnamese), language-discordant interviews resulted in lower
rates of health education and improved with the use of an interpreter [19].
Health literacy—the ability to obtain, process, and understand basic health information—is a determinant of an individual’s overall health and health care utilization. Low
health literacy is an important barrier to quality preventive care. Lack of knowledge of
the healthcare system is a significant contributor to health disparities for low income
native-born citizens but has more adverse effects on healthcare for refugees with
limited language proficiency [20]. Many refugees struggle initially to understand health
insurance and the concept of chronic disease [21].
Cultural, religious, and traditional beliefs may slow refugees’ uptake of our “scientific”
concept of preventive care, as these services may not be available in their countries of
origin or culturally congruent with their perspectives on health care [22]. Language and
communication barriers, refugees’ values toward preventive care, and poor patientphysician relationships impede preventive screening and counseling [23]. Refugees, fleeing countries in conflict, may not have had access to preventive services or information
on preventive health care due to disruptions in medical infrastructure [24].

Achieving equity for refugees in communities working toward solutions
Innovative and necessary health care interventions through primary care can mitigate
some of the disparity that refugees face in receiving cancer screening and preventive
and wellness care. Key strategies to improve the delivery of care for refugees include
the appropriate use of culturally and linguistically trained interpreters for health care
visits, consistent use of evidence-based prevention and cancer screening guidelines, and
enhanced community engagement [12]. Vibrant communities working toward solutions
include an “integration of strategies to promote community wellness… utilization of
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community-wide data and information systems, generation of safe and achievable living
and employment situations, and advocacy with and for vulnerable populations” [25, 26].
Models of primary care that emphasize “health” and related social determinants of
health versus medical contexts may be better designed to facilitate prevention
guidelines [27].
Community-based education and evaluation of refugee breast health knowledge may
lead to better mammography rates [28]. In addition, community-oriented methods for
prevention and early intervention may enhance knowledge of mental health and its care
options, while supporting the process of resettlement in a new country [29]. Another
dimension to facilitate the use of preventive services by refugees may be the collaboration with non-health centric disciplines. For example, working with refugees within
communities, inter-professional teamwork might employ engineering expertise to map
routes to health care through phone applications, such as “WIRED-UK” [30]. A review
on diabetes screening showed the importance of language congruent community health
workers for developing diabetes outreach programs in underserviced neighborhoods
[31]. Communication, cultural beliefs, and expectations play important roles at all levels
of health and prevention.

Conclusions
To overcome structural and process barriers and to provide effective preventive
services for refugees, policies and practice should ensure access to robust innovative
primary care systems, ensure comprehensive health coverage for all refugees, implement evidence-based health assessment guidelines, and study process and outcome
evaluations. These efforts should come from within and beyond the walls of primary
care clinics, for example engaging the leaders in refugee communities. Finally, collaborative, interdisciplinary training approaches can better prepare public health and
primary health care professionals.
Acknowledgements
NA
Funding
This contribution was written by the authors as part of their academic activity (see institutional affiliations). No funding
body intervention at any step of the manuscript conception and preparation.
Availability of data and materials
NA
Authors’ contributions
As lead author, KG was responsible for initiating and preparing the main context of this commentary. KP contributed
extensive editing, further refinement, and additional references. IK also provided editing and added comment and
references on the communities of solution context. WK edited and provided text and references on health literacy. LL
provided comment on types of prevention screening and perspective from a non-health centric scholar. All authors
read and approved the final manuscript.
Ethics approval and consent to participate
NA
Consent for publication
NA
Competing interests
Kevin Pottie led the Canadian Evidence Based Guidelines for Newly Arrived Refugees and other Migrants. Other
authors declare no competing interests.

Page 4 of 6

Griswold et al. Public Health Reviews (2018) 39:3

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
Author details
1
Department of Family Medicine, Jacobs School of Medicine and Biomedical Sciences, University at Buffalo, The State
University of New York, 77 Goodell St., Buffalo, NY 14203, USA. 2Departments of Family Medicine and Epidemiology
and Community Medicine, University of Ottawa, Stewart Street, Ottawa, ON K1N 6N5, Canada. 3Bruyère Research
Institute, 85 Primrose Ave, Annex E-208, Ottawa, ON K1R 6M1, Canada. 4School of Social Work, University at Buffalo,
The State University of New York, Buffalo, USA. 5Department of Industrial and Systems Engineering, University at
Buffalo, The State University of New York, Buffalo, USA. 6University of Ottawa, 75 Bruyère St, Ottawa, ON K1S 0P6,
Canada.
Received: 4 October 2017 Accepted: 16 January 2018

References
1. Harris MF. Access to preventive care by immigrant populations. BMC Med. 2012;10:55. https://doi.org/10.1186/
1741-7015-10-55.
2. Fiscella K, Sanders MR. Racial and ethnic disparities in the quality of health care. Annu Rev Public Health. 2016;37:
375–94. https://doi.org/10.1146/annurev-publhealth-032315-021439.
3. Pottie K, Greenaway C, Feightner J, et al. Evidence-based clinical guidelines for immigrants and refugees. CMAJ.
2011;183(12):E824–925. https://doi.org/10.1503/cmaj.090313.
4. Caulford P, Vali Y. Providing health care to medically uninsured immigrants and refugees. CMAJ. 2006;174:1253–4.
https://doi.org/10.1503/cmaj.051206.
5. Shi L, Stevens GD. Vulnerability and unmet health care needs: the influence of multiple risk factors. J Gen Intern
Med. 2005;20:148–54. https://doi.org/10.1111/j.1525-1497.2005.40136.x.
6. Thiel de Bocanegra H, Carter-Pokras O, Ingleby JD, et al. Addressing refugee health through evidence-based policies: a
case study. Ann Epidemiol. 2017;S1047-2797(17):30074–1. https://doi.org/10.1016/j.annepidem.2017.05.010.
7. Lee D, Philen R, Wang Z, McSpadden P, Posey DL, Ortega LS, et al. Disease surveillance among newly arriving
refugees and immigrants—electronic disease notification system, United States, 2009. Surveill Summ. 2013;
62(SS07):1–20. https://www.cdc.gov/mmwr/preview/mmwrhtml/ss6207a1.htm. Accessed 22 Sept 2017
8. Hvass AMF, Wejse C. Systematic health screening of refugees after resettlement in recipient countries: a scoping
review. Ann of Hum Biol. 2017;44(5):475–83. https://doi.org/10.1080/03014460.2017.1330897.
9. Yun K, Hebrank K, Graber LK, Sullivan MC, Chen I, Gupta J. High prevalence of chronic non-communicable
conditions among adult refugees: implications for practice and policy. J Community Health. 2012;37:1110–8.
https://doi.org/10.1007/s10900-012-9552-1.
10. Yun K, Fuentes-Afflick E, Desai M. Prevalence of chronic disease and insurance coverage among refugees in the
United States. J Immigr Minor Health. 2012;14(6):933–40. https://doi.org/10.1007/s10903-012-9618-2.
11. Doocy S, Roberton T, Akhu-Zaheya L, et al. Prevalence and care-seeking for chronic diseases among Syrian
refugees in Jordan. BMC Public Health. 2015;15:1097. https://doi.org/10.1186/s12889-015-2429-3.
12. Pottie K, Batista R, Mayhew M, Mota L, Grant K. Improving delivery of primary care for vulnerable migrants: Delphi
consensus to prioritize innovative practice strategies. Can Fam Physician. 2014;60:e32–40.
13. Morrison TB, Wieland ML, Rahman AS, et al. Disparities in preventive health services among Somali immigrants
and refugees. J Immigr Minor Health. 2012;14(6):968–74. https://doi.org/10.1007/s10903-012-9632-4.
14. Bozorgmehr K, Razum O. Effect of restricting access to health care on health expenditures among asylum-seekers
and refugees: a quasi-experimental study in Germany, 1994-2013. PLoS One. 2015;10:e0131483. https://doi.org/10.
1371/journal.pone.0131483.
15. Sabatino SA, White MC, Thompson TD, Klabunde CN. Cancer screening test use—United States, 2013. Morb
Mortal Wkly Rep. 2015;64:464–8.
16. Marino M, Bailey SR, Gold R, al e. Receipt of preventive services after Oregon’s randomized Medicaid experiment.
Am J Prev Med. 2016;50(2):161. https://doi.org/10.1016/j.amepre.2015.07.032.
17. Ng E, Pottie K, Spitzer Official language proficiency and self-reported health among immigrants to Canada.
Health Rep 2011;22(4):15-23. http://www.statcan.gc.ca/pub/82-003-x/2011004/article/11559-eng.htm. Accessed
22 Sept 2017.
18. DuBard CA, Gizlice Z. Language spoken and differences in health status, access to care, and receipt of preventive
services among US Hispanics. Am J Public Health. 2008;98(11):2021–8. https://doi.org/10.2105/AJPH.2007.119008.
19. Ngo-Metzger Q, Sorkin DH, Phillips RS, et al. Providing high-quality care for limited English proficient patients: the
importance of language concordance and interpreter use. J Gen Intern Med. 2007;22(Suppl 2):324–30. https://doi.
org/10.1007/s11606-007-0340-z.
20. U.S. Department of Health and Human Services-Office of Disease Prevention and Health Promotion. National
action plan to improve health literacy. Washington, DC: Author; 2010. https://health.gov/communication/
hlactionplan/pdf/Health_Literacy_Action_Plan.pdf. Accessed 22 Sept 2017.
21. Renfrew MR, Taing MR, Cohen MJ, et al. Barriers to care for Cambodian patients with diabetes: results from a
qualitative study. J Health Care Poor Underserved. 2013;24(2):633–55. https://doi.org/10.1353/hpu.2013.0065.
22. Morris MT, Popper ST, Rodwell TC, et al. Healthcare barriers of refugees post-resettlement. J Community Health.
2009;34(6):529–38. https://doi.org/10.1007/s10900-009-9175-3.
23. Cheng I-H, Drillich A, Schattner P. Refugee experiences of general practice in countries of resettlement: a literature
review. Br J Gen Pract. 2015;65:e171–6. https://doi.org/10.3399/bjgp15X683977.
24. Redwood-Campbell L, Thind H, Howard M, et al. Understanding the health of refugee women in host countries:
lessons from the Kosovar re-settlement in Canada. Prehosp Disaster Med. 2008;23(4):322–7. https://doi.org/10.
1017/S1049023X00005951.

Page 5 of 6

Griswold et al. Public Health Reviews (2018) 39:3

Page 6 of 6

25. The Folsom Group. Communities of solution: the Folsom Report revisited. Ann Fam Med. 2012;10:250–60. https://
doi.org/10.1370/afm.1350.
26. Griswold KS, Kim I, Scates JM. Building a community of solution with resettled refugees. J Community Med Health.
2016;6(1):404. https://doi.org/10.4172/2161-0711.1000404.
27. Batista R, Pottie K, Bouchard L, et al. Primary health care models addressing health equity for immigrants : a
systematic scoping review. J Immigr Minor Health. 2016; https://doi.org/10.1007/s10903-016-0531-y.
28. Gondek M, Shogan M, Saad-Harfouche FG, et al. Engaging immigrant and refugee women in breast health
education. J Cancer Educ. 2015;30(3):593–8. https://doi.org/10.1007/s13187-014-0751-6.
29. Nazzal KH, Forghany M, Geevarughese MC, et al. An innovative community-oriented approach to
prevention and early intervention with refugees in the United States. Psychol Serv. 2014;11(4):477–85.
https://doi.org/10.1037/a0037964.
30. Temperton J. This app guides refugees to free local healthcare. Wired. 2016. http://www.wired.co.uk/article/
refugees-clinic-finder-app. Accessed 16 Dec 2017.
31. Pottie K, Hadi A, Chen J, et al. Realist review to understand the efficacy of culturally appropriate diabetes
education programs. Diabet Med. 2013;30(9):1017–25. https://doi.org/10.1111/dme.12188.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

