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ABSTRACT
(max. 250 words)

Background
Immigrant populations in the United Kingdom may experience difficulties accessing healthcare despite the availability of NHS services. These difficulties can be influenced by language and communication problems, limited knowledge of the healthcare system, uncertainty about healthcare entitlement, financial pressures, digital exclusion, cultural differences and concerns about discrimination or information sharing. Such barriers may contribute to delayed treatment, reduced use of preventative services and health inequalities.
Aim
This dissertation aims to explore the barriers affecting immigrant populations’ access to healthcare services in the UK and examine how these barriers may contribute to inequalities in healthcare access and health outcomes.
Methods
A secondary literature review was conducted using relevant academic research, government guidance and reports from health and voluntary-sector organisations. Literature published from 2015 onwards and related to healthcare access among migrants, refugees and people seeking asylum in the UK was considered. The literature was screened using defined inclusion and exclusion criteria and organised through thematic analysis.
Findings
The findings identified several interconnected barriers. These included difficulties registering with a GP, limited knowledge of NHS pathways, language and interpretation problems, digital exclusion, transport and financial difficulties, uncertainty about eligibility and concerns about charging or information sharing. Mental healthcare was particularly difficult to access because of stigma, trauma, complex referral processes, limited culturally appropriate services and insufficient interpretation. Experiences of discrimination and mistrust could further discourage healthcare use.
Conclusion
Formal entitlement to healthcare does not always result in practical access. Improving equity requires accessible GP registration, professional interpretation, clear information, non-digital options, culturally sensitive and trauma-informed mental healthcare, staff training and partnership working with migrant and community organisations.
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[bookmark: _Toc813242477]CHAPTER 1: INTRODUCTION 

This chapter describes the main concepts, definitions, aims and objectives of the study. 

 1.1 Definition of the Main Concepts
For the purpose of this study, the term immigrant population refers to individuals who have migrated to the United Kingdom, including different migrant groups whose experiences of healthcare access may vary according to immigration status, residency, socioeconomic circumstances and other factors. Distinguishing between migrant groups is important because immigrant populations are not considered to be a homogeneous group. Experiences of healthcare access may differ according to immigration status, length of residence, socioeconomic circumstances, language proficiency and familiarity with the UK healthcare system. Although the literature reviewed includes evidence concerning refugees and people seeking asylum where relevant to healthcare access, findings relating to these groups should not automatically be generalised to all immigrant populations. An individual will generally be considered an ordinary resident when living in the UK lawfully, voluntarily and for settled purposes (Atkinson, 2026).
Access to healthcare refers to the ability to obtain appropriate healthcare to maintain or improve health. The World Health Organization (2018) identifies healthcare access as requiring services to be physically accessible, financially affordable and culturally acceptable. Therefore, access involves more than legal entitlement and also includes the ability to navigate and use available services. In England, primary care, including GP consultations, is generally available without charge, while access to some secondary healthcare services can depend on immigration and residency requirements (NHS, 2026).
Despite healthcare availability, immigrant populations can experience barriers including difficulties with GP registration, uncertainty about eligibility, financial concerns, cultural differences and communication difficulties (Dey and Saunders, 2020). Limited English proficiency can make it harder to understand healthcare information and communicate with professionals (Piacentini, 2016). Some healthcare services are available regardless of immigration status, including certain primary and emergency services and treatment for specified infectious diseases and conditions arising from violence (Murphy et al., 2020). These differences demonstrate why immigration status and entitlement are important when examining healthcare access.
These barriers can contribute to health inequalities, defined as systematic, avoidable and unfair differences in health outcomes between populations or social groups (McCartney et al., 2019). Difficulties entering or navigating healthcare systems can contribute to poorer physical and mental health outcomes among migrant and other marginalised populations (NHS England, 2023).
1.2 Rationale of the Study
The rationale for this study is supported by the size of the immigrant population and continued evidence of barriers to healthcare access. The Office for National Statistics (ONS) estimated that 13.1 million people living in the UK were born outside the country in June 2024, representing approximately 19% of the population (ONS, 2026). This figure increased from around 10 million people recorded in the 2021 Census for England and Wales (ONS, 2022). The size of this population highlights the importance of understanding whether healthcare services are accessible and what factors may prevent                                                                                                                                                                                                                    immigrants from obtaining appropriate care.
Research suggests that legal entitlement does not necessarily result in effective healthcare access. A systematic scoping review of Eastern European migrants identified difficulties with GP registration, language and communication, limited knowledge of how the NHS operates and dissatisfaction with healthcare experiences, which were associated with reduced use of primary and preventative services (Phung et al., 2020). Similarly, concerns about healthcare charges, information sharing with immigration authorities and uncertainty about eligibility may discourage migrants from seeking care and contribute to delayed healthcare seeking, including among legally resident migrants (Rassa et al., 2023).
More recent UK evidence identifies communication difficulties, structural barriers, digital exclusion and mistrust of services as factors limiting healthcare access among migrant populations (M.C. van Hout et al., 2024). These barriers can contribute to delayed diagnosis and treatment, reduced use of preventative care, poorer management of long-term conditions and increased reliance on emergency services (Phung et al., 2020; Rassa et al., 2023). They may also contribute to poorer physical and mental health outcomes, demonstrating the wider importance of addressing inequalities in healthcare access. Overall, the substantial immigrant population and continued evidence of barriers provide a clear rationale for examining factors that prevent immigrants from accessing appropriate and timely healthcare. This study therefore seeks to contribute to understanding how healthcare services can become more accessible and equitable for immigrant populations in the UK.
1.3 Aim and Objectives
The aim of this dissertation is to explore the barriers affecting access to healthcare services among immigrant populations in the UK and examine how these barriers may contribute to inequalities in healthcare access and outcomes. To achieve this aim, the study will identify the main barriers affecting healthcare access, examine the influence of language and communication difficulties, and explore cultural, financial and structural factors that may affect access to services. It will also consider how immigration status, healthcare eligibility and knowledge of NHS services may influence healthcare access. Finally, the study will consider the implications of these barriers for health inequalities and the delivery of equitable healthcare services in the UK.
1.4 Structure of the Dissertation
This dissertation is divided into five chapters. Chapter 1 introduces the study by providing definitions of the key concepts, explaining the rationale for the research, and outlining the aim and objectives. Chapter 2 presents a critical review of existing literature relating to barriers affecting immigrant populations’ access to healthcare services in the UK, with particular focus on the key themes identified within the research. Chapter 3 outlines the methodology used to conduct the study, including the literature search strategy, inclusion and exclusion criteria and the PRISMA process. Chapter 4 presents and discusses the findings from the literature review in relation to the research objectives and existing evidence. Finally, Chapter 5 summarises the key findings, draws conclusions and provides recommendations for improving healthcare access and reducing inequalities among immigrant populations in the UK.
[bookmark: _Toc1866871923]CHAPTER 2: BACKGROUND

This chapter describes the historical and theoretical background, as well as the current international and national/local UK context on the topic explored. 

2.1 Historical Background

The relationship between immigration and access to NHS healthcare has changed over time, with government policies increasingly placing greater emphasis on determining healthcare eligibility and the financial contribution of some migrant groups. Historically, NHS services were largely based on the principle of providing healthcare according to need. However, changes to immigration and healthcare policies have introduced greater distinctions between individuals according to their immigration status and eligibility for NHS-funded treatment.

One significant development has been the introduction of processes requiring NHS organisations to assess the eligibility of overseas visitors and migrants for certain NHS services. Since 2013, NHS trusts in England have been required to record overseas visitor status, with hospitals expected to assess eligibility before providing non-urgent treatment. Patients who are not considered eligible for free hospital care may be charged for treatment, with NHS tariffs applied in certain circumstances (Department of Health and Social Care, 2023). In contrast, primary care, including GP registration, remains available regardless of immigration status, alongside certain services such as emergency care and treatment for specified infectious diseases (GOV.UK, 2023).

Further changes have aimed to increase the financial contribution made by some migrants towards NHS services. The introduction and development of the Immigration Health Surcharge means that eligible temporary migrants may contribute towards the cost of NHS healthcare through their immigration application. These policies were intended to ensure that migrants made an appropriate contribution towards healthcare costs and reduce public expenditure associated with healthcare use by overseas visitors and temporary migrants (GOV.UK, 2015).

However, the development of charging and eligibility requirements has also created concerns about how immigration-related policies may influence healthcare access. Rassa et al. (2023) found that uncertainty about eligibility, concerns regarding healthcare charges and fears surrounding information sharing could discourage migrants from seeking treatment and contribute to delayed healthcare. This demonstrates that the historical development of NHS eligibility and charging policies is important when considering contemporary barriers to healthcare access, as formal entitlement does not necessarily guarantee that individuals feel able or confident to use healthcare services.
2.2 Theoretical Background
Andersen’s Behavioural Model of Health Services Use provides a useful framework for understanding the factors that influence whether individuals access and use healthcare services. The model was originally developed to explain variations in healthcare utilisation and proposes that healthcare use is influenced by three main categories of factors: predisposing, enabling and need factors (Andersen, 1995). Predisposing factors include characteristics such as social and cultural background, while enabling factors relate to the resources and circumstances that allow individuals to obtain healthcare. Need factors refer to an individual’s perceived or assessed need for healthcare. The model therefore provides a useful basis for examining healthcare access beyond the presence of illness alone.
The framework is particularly relevant to immigrant populations because having a healthcare need does not necessarily mean that an individual will seek or successfully obtain appropriate care. Research applying Andersen’s model to migrant populations suggests that cultural, linguistic, socioeconomic and legal circumstances can influence healthcare utilisation (Krzyż et al., 2023). This highlights the distinction between having a need for healthcare, deciding to seek care and being able to obtain care in practice. Consequently, migrants with similar health needs to the wider population may experience different levels of healthcare access because of circumstances unrelated to their clinical needs.
Within the model, socioeconomic circumstances can act as enabling factors that determine whether migrants have sufficient resources to access healthcare. Factors such as low income, insecure employment, transport difficulties, insecure housing and limited social support may restrict the ability to attend appointments or continue treatment. Uncertainty about healthcare entitlement may also act as an enabling barrier by making individuals unsure about whether they can access particular NHS services (Krzyż et al., 2023).
Language and cultural factors can influence both predisposing and enabling dimensions of the model. Cultural beliefs and previous experiences of healthcare may shape attitudes towards professional services and willingness to seek treatment. At the same time, limited English proficiency may make it difficult to register with a GP, explain symptoms, understand healthcare information or follow treatment advice. Healthcare knowledge is also important, as migrants unfamiliar with the NHS may have limited understanding of how to register with a GP, access referrals or determine which services are appropriate for their needs.
The model therefore provides a useful theoretical basis for this dissertation because it demonstrates that healthcare access is influenced by a combination of individual circumstances, available resources and health needs. Its application to migrant populations helps explain why formal entitlement to healthcare does not necessarily result in equitable access or healthcare utilisation. This is particularly relevant to examining the barriers experienced by immigrant populations in the UK.
2.3 Barriers to Healthcare Access Among Migrant Populations

Although healthcare may be available to many migrant populations in the UK, several barriers can affect whether individuals are able to access and use services effectively. These barriers are often interconnected and can operate at individual, social and structural levels. Research has identified language difficulties, limited knowledge of the NHS, financial pressures, uncertainty regarding healthcare entitlement and concerns about immigration-related consequences as important factors affecting healthcare access among migrants (Phung et al., 2020; Rassa et al., 2023).
Language and communication are significant barriers for migrants with limited English proficiency. Difficulties communicating with healthcare professionals may make it harder for individuals to describe symptoms, understand medical information, arrange appointments and follow treatment or referral instructions. Language barriers can therefore affect healthcare use even when services are physically available. Cultural differences and previous experiences of healthcare may also influence how migrants understand illness, perceive healthcare professionals and decide whether to seek formal healthcare (Phung et al., 2020).
A further barrier is limited knowledge of how the NHS operates. Migrants who have previously lived in countries with different healthcare systems may be unfamiliar with GP registration, referral pathways and the differences between primary and secondary care. This can make navigating services more difficult and may contribute to delayed healthcare seeking or inappropriate use of emergency services (Phung et al., 2020). The ability to navigate healthcare services is therefore an important part of effective access, rather than access being determined solely by whether services are technically available.
Financial and immigration-related concerns can also discourage migrants from seeking healthcare. Rassa et al. (2023) found evidence that fears of NHS charges, concerns about information being shared with immigration authorities and uncertainty about charging regulations could deter some migrants from accessing healthcare. Importantly, these concerns were not limited to people who were ineligible for NHS treatment. Uncertainty about entitlement could itself create fear and contribute to delayed healthcare seeking. The review also identified inability to pay and limited knowledge of charging regulations as factors that could reduce healthcare utilisation (Rassa et al., 2023). 
Structural and digital barriers can further compound these difficulties. Recent UK evidence involving migrants, refugees and asylum seekers identified communication difficulties, institutional mistrust, concerns regarding data sharing, insecure immigration status and digital exclusion as barriers to equitable healthcare access (M.C. van Hout et al., 2024). Digital exclusion may be particularly relevant where healthcare services increasingly rely on online systems for registration, appointment booking and communication. 
Overall, these barriers demonstrate that healthcare access is a complex process influenced by more than legal entitlement. A migrant may have a recognised healthcare need but still have trouble obtaining appropriate care because of language, financial circumstances, limited knowledge, immigration-related concerns or difficulties navigating healthcare systems. These factors can interact and reinforce one another, potentially resulting in delayed treatment, reduced use of preventative services and greater reliance on emergency healthcare (Phung et al., 2020; Rassa et al., 2023; M.C. van Hout et al., 2024). Understanding these barriers is therefore essential when examining healthcare inequalities among migrant populations in the UK.
2.4 Impact of Unequal Healthcare Access on Migrant Health
Unequal access to healthcare can have consequences for both individual health outcomes and wider health inequalities among migrant populations. When barriers prevent migrants from accessing healthcare at an appropriate time, conditions may remain untreated or become more difficult to manage. Evidence from UK research suggests that difficulties accessing primary and preventative healthcare can contribute to delayed healthcare seeking and reduced use of services (Phung et al., 2020). This is important because early access to healthcare can support diagnosis, treatment and the management of health conditions before they become more serious. 
Barriers to healthcare may also contribute to greater reliance on emergency services. Where migrants experience difficulties registering with GPs, understanding NHS services or navigating referral pathways, they may be less likely to access routine primary care. Phung et al. (2020) identified difficulties with GP registration, communication and knowledge of the NHS among Eastern European migrants, demonstrating how barriers can affect the way healthcare services are used. 
The effects of unequal access are not limited to individual difficulties. Immigration-related policies and uncertainty surrounding healthcare entitlement can contribute to wider health inequalities. Rassa et al. (2023) found evidence that fears surrounding NHS charging and information sharing could discourage migrants from seeking healthcare. This suggests that policies intended to regulate healthcare entitlement may have indirect effects on healthcare utilisation when individuals are uncertain about whether they will be charged or whether their personal information could be shared with immigration authorities. 
Structural barriers can further reinforce these inequalities. Van Hout et al. (2024) identified insecure immigration status, institutional mistrust, concerns about data sharing and charging, communication difficulties and digital exclusion as factors affecting healthcare access among migrants, refugees and asylum seekers in the UK. These barriers can interact with one another, meaning that individuals experiencing one disadvantage may face additional difficulties when attempting to access healthcare. 
Overall, unequal healthcare access can contribute to differences in healthcare utilisation and health outcomes between migrant and non-migrant populations. The evidence indicates that healthcare inequalities are influenced not only by individual health needs but also by the social, financial, legal and organisational circumstances in which migrants attempt to access care. Examining these factors is therefore important for understanding how the NHS can reduce avoidable inequalities and provide more equitable access to healthcare.
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This chapter describes the methodology and material used for this study. The study used secondary research to examine existing evidence about the barriers affecting immigrant populations’ access to healthcare services in the UK. The chapter explains how the literature was collected, how the information was analysed and the ethical issues considered during the research process.
Data collection
This dissertation used secondary research. This means that no new information was collected directly from participants through interviews, questionnaires or focus groups. Instead, data were collected from existing academic literature, official reports and healthcare guidance relating to immigrant populations’ access to healthcare services in the UK.
Relevant literature was identified using academic search engines and healthcare-related databases, including Google Scholar, PubMed and CINAHL. Additional information was obtained from official UK sources, including NHS England, GOV.UK, the Office for National Statistics and reports produced by established health and voluntary-sector organisations. These sources were selected because they provided information about healthcare access, NHS policies, healthcare entitlements and the experiences of migrants, refugees and people seeking asylum.
The search focused on sources published from 2016 onwards. This date range was selected so that the dissertation considered recent evidence and reflected current healthcare policies, immigration regulations and changes in the organisation of NHS services. The search also focused on sources related to the UK, including England, Scotland, Wales and Northern Ireland.
Search terms included “migrant healthcare access UK”, “immigrant healthcare barriers UK”, “refugee primary care UK”, “asylum seeker NHS access”, “language barriers healthcare migrants”, “digital exclusion healthcare asylum seekers” and “migrant mental health services UK”. Related terms were combined using the Boolean operators “AND” and “OR”. For example, the terms “migrant OR refugee OR asylum seeker” were combined with “healthcare access OR primary care” and “UK OR England”.
Sources were included when they were published from 2016 onwards, related to the UK, focused on migrants, refugees or asylum seekers and examined healthcare access or barriers to using healthcare services. Peer-reviewed journal articles, systematic reviews, government publications, NHS guidance and reliable voluntary-sector reports were considered.
Sources were excluded if they were published before 2016, were conducted outside the UK, did not focus on immigrant populations or were not related to healthcare access. Sources were also excluded if they focused only on clinical treatment without discussing access, did not provide enough information or were duplicates of another source.
The literature-selection process was recorded using a PRISMA flow diagram. The diagram shows the number of records identified, duplicate records removed, articles screened, full-text sources assessed and studies included in the final review. The PRISMA diagram is included in Chapter 3 as Figure 3.1.
Data analysis
The information collected from the selected literature was analysed using thematic analysis. The main findings from each source were reviewed and recorded in a literature summary table. Information considered included the author and publication year, UK location, migrant population, healthcare service examined, research method, barriers identified and main findings.
After the information had been recorded, similar findings were grouped together. This process resulted in several main themes. The themes were difficulties accessing primary care, language and communication barriers, limited knowledge of NHS services, structural and digital barriers, mental healthcare access, and experiences of violence and discrimination.
The first theme focused on difficulties registering with a GP, arranging appointments and receiving referrals. The second theme considered the effects of limited English proficiency, lack of professional interpretation and difficulties understanding written or digital healthcare information. The third theme examined migrants’ knowledge of NHS services, including GP registration, NHS 111, emergency services and referral pathways.
The analysis also examined structural and digital barriers, including transport difficulties, poverty, insecure housing, limited internet access and a lack of digital skills. Mental healthcare was analysed separately because migrants, refugees and people seeking asylum may have mental health needs related to trauma, displacement, uncertainty and social isolation. The final theme considered discrimination, mistrust and concerns about healthcare information being shared with immigration authorities.
The themes were compared across the literature to identify similarities and differences between the studies. The analysis also considered how barriers may interact with one another. For example, limited English may make it difficult to understand NHS services, while digital exclusion may make it difficult to register with a GP or book an appointment. Financial concerns or uncertainty about healthcare eligibility may further discourage a person from seeking treatment.
The findings were analysed in relation to the aim and objectives of the dissertation. This helped ensure that the analysis considered the main barriers affecting healthcare access, the role of communication, cultural and structural factors, immigration status and the effect of unequal access on health inequalities.
Ethical considerations
This study did not involve direct contact with human participants, so ethical approval was not required. No interviews, questionnaires, medical records or personal information were collected. The dissertation used existing secondary sources that were publicly available through academic databases, government websites, NHS publications and established organisations.
Even though the study did not involve participants, ethical principles were followed throughout the research process. All sources were acknowledged using in-text citations and included in the reference list. The findings were reported honestly and care was taken not to change the meaning of information presented by the original authors.
The experiences of migrants, refugees and people seeking asylum were discussed respectfully. Care was taken not to present immigrant populations as one identical group because individuals may have different immigration statuses, languages, cultural backgrounds, financial situations and healthcare needs. The experiences of an asylum seeker may differ from those of an international student, migrant worker or long-term settled migrant. The study also considered the risk of making unfair assumptions about migrants. Barriers to healthcare were examined as a combination of individual, organisational and structural issues rather than placing responsibility entirely on patients. Confidentiality, discrimination, trauma and fear of authorities were also considered when discussing the healthcare experiences of vulnerable migrant groups. Finally, plagiarism was avoided by paraphrasing information appropriately and acknowledging the original authors. The research process, including the search, selection and analysis of the literature, was presented as clearly and accurately as possible.
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4.1 Introduction
This chapter presents the findings from the secondary research conducted on barriers affecting immigrant populations’ access to healthcare services in the UK. The findings were organised into five main themes: difficulties accessing primary care, language and communication barriers, limited knowledge of the healthcare system, structural and digital barriers, and difficulties accessing mental health and specialist services.
The findings demonstrate that healthcare access is affected by more than the formal availability of NHS services. Although some migrants may be legally entitled to healthcare, they may still experience practical difficulties when registering with a GP, booking appointments, communicating with healthcare professionals or understanding how to use NHS services. Previous research has similarly shown that asylum seekers and refugees experience multiple barriers when trying to access primary healthcare in the UK (Harrington et al., 2022; Middleton, Coyle and O’Donovan, 2023).
4.2 Characteristics of the Literature
The literature reviewed for this dissertation included systematic reviews, scoping reviews, qualitative studies and reports produced by health and voluntary-sector organisations. The sources focused particularly on migrants, refugees and people seeking asylum in the UK.
Several studies examined access to primary care, including GP registration and appointment systems. Other sources considered mental healthcare, interpretation, digital exclusion and the experiences of people affected by violence or displacement. The literature therefore provided evidence about both general healthcare access and more specific services.
The reviewed literature also demonstrated that migrants are not a single uniform population. The experiences of a refugee, an asylum seeker, an undocumented migrant and an established migrant may differ according to immigration status, financial circumstances, language, previous experiences and health needs. Therefore, the findings should be understood as describing common patterns rather than the experience of every immigrant person in the UK.
4.3 Difficulties Accessing Primary Care
Difficulties accessing primary care were a major finding in the literature. Primary care is important because it is usually the first point of contact with the NHS and provides health assessments, prescriptions, preventative care, treatment for long-term conditions and referrals to specialist services. However, formal entitlement to primary care does not always result in effective access. Migrants may be unsure how to register with a GP, may not understand the information requested by the practice or may have difficulty arranging an appointment. These problems are particularly relevant to people who have recently arrived in the UK and are unfamiliar with the structure of the NHS.
Kang, Tomkow and Farrington (2019) found that asylum seekers and refugees experienced difficulties navigating and negotiating primary care services in the UK, including language difficulties, inadequate interpretation, limited awareness of NHS services, costs associated with dental care and prescriptions, transport costs and perceived discrimination. Participants also reported uncertainty about the differences between GP services, emergency departments and other healthcare services. However, these findings should be interpreted in relation to the population studied, as asylum seekers and refugees may experience additional barriers associated with displacement, socioeconomic insecurity and unfamiliarity with the UK healthcare system. This limits the extent to which the findings can be generalised to all immigrant populations. Nevertheless, the consistency of these barriers with wider evidence suggests that healthcare access is influenced not only by the availability of services but also by whether individuals can understand, navigate and practically use those services. Therefore, formal availability of primary care should not be treated as evidence of equitable access.

Problems with GP registration can prevent migrants from receiving continuing healthcare and may demonstrate a gap between healthcare policy and its implementation in practice. Although patients should not normally be refused registration because they cannot provide proof of identity, proof of address or evidence of immigration status, Doctors of the World (2018) reported experiences of vulnerable migrants being incorrectly refused GP registration. This suggests that the existence of inclusive registration guidance does not necessarily guarantee that it will be consistently understood or applied at practice level. Incorrect refusals may also create the perception that NHS services are only available to people with settled immigration status, potentially discouraging individuals from seeking healthcare in the future. Therefore, improving GP access requires not only awareness among migrant populations but also consistent understanding and implementation of registration guidance among healthcare professionals.

Tomkow et al. (2020) identified confusion among both healthcare professionals and asylum seekers regarding healthcare eligibility and charging regulations in England. The study found that 80% of healthcare professionals surveyed were not confident defining the immigration categories used to determine healthcare eligibility, while only 6% reported both awareness and understanding of charging regulations. Asylum seekers also demonstrated limited awareness of their entitlement and available services. These findings are important because they suggest that difficulties accessing healthcare cannot be attributed solely to migrants’ lack of knowledge. If healthcare professionals themselves are uncertain about eligibility and charging regulations, patients may receive inconsistent information or may be incorrectly advised about their rights. The interaction between professional uncertainty, language difficulties, poverty, social isolation and frequent movement between asylum accommodation may therefore compound existing barriers and make healthcare navigation more difficult.

The consequences of registration difficulties can extend beyond the first appointment. If a patient cannot register with a GP, they may miss health assessments, vaccinations, screening, prescription reviews and referrals for specialist treatment. Khanom et al. (2021) found that many asylum seekers and refugees understood the general role of primary care but were less aware of out-of-hours services and specialist pathways. Some patients had also experienced difficulties with interpreters and the cost of travelling to appointments.
The literature indicates that improving primary care access requires clear registration procedures and properly trained staff. GP practices should understand current NHS guidance and should not apply unnecessary documentation requirements. NHS England (2024) provides guidance to help healthcare professionals support asylum seekers and other vulnerable migrants in accessing healthcare and prescriptions. Patient navigation, link workers and community organisations can also help migrants register with GPs, understand appointments and access referrals.
4.4 Language and Communication Barriers
Language and communication difficulties were identified across several UK studies as barriers affecting both access to healthcare and the quality of treatment received. A patient may be able to attend a GP appointment but still be unable to benefit fully from the consultation if they cannot describe their symptoms, understand the diagnosis or follow treatment instructions. Communication should therefore be understood as a central part of safe and equitable healthcare rather than as an optional additional service.
Kang, Tomkow and Farrington (2019) reported that some asylum seekers and refugees experienced difficulties completing registration forms and communicating with healthcare professionals, with some patients relying on friends or relatives to interpret. Although informal interpretation may provide an immediate means of communication, it may not provide the accuracy, confidentiality or independence required during healthcare consultations. Relatives may have limited understanding of medical terminology or may be reluctant to translate sensitive information fully. This is particularly significant when consultations involve mental health, sexual health, domestic abuse, violence or traumatic experiences. Therefore, language barriers should not be understood simply as difficulties experienced by patients with limited English; they may also represent a service-quality and patient-safety issue when appropriate professional interpretation is unavailable.

Language barriers can also affect written and digital communication. Appointment letters, text messages, online forms and prescription information may be provided only in English, meaning that basic conversational English may not necessarily be sufficient to understand complex medical or administrative information. NHS England (2023a) has developed translated health guidance and patient questionnaires to support newly arrived migrants, which may improve understanding and navigation of services. However, the availability of translated information does not necessarily remove communication barriers because written materials cannot replace the opportunity to explain symptoms, ask questions and clarify treatment during a consultation. Therefore, translated information should be viewed as one component of accessible communication rather than a substitute for professional interpretation and clear verbal communication.



Communication is particularly important in mental healthcare. Krystallidou et al. (2024) found that language support was needed in refugee and migrant mental healthcare, but that both patients and professionals were not always aware of the interpreting options available. Mental healthcare depends on trust, detailed discussion and the ability to describe emotions and personal experiences. Cultural differences may also influence how distress, trauma and mental illness are described. Without appropriate communication support, mental health symptoms may be misunderstood or remain unidentified.
Professional interpreters should therefore be available during registration, consultations, referrals and mental health appointments. Interpreters should understand confidentiality and should be appropriately trained. Healthcare workers should also use plain language, avoid unnecessary medical terminology and check that patients understand the information provided. The responsibility for overcoming language barriers should not be placed entirely on migrants, because healthcare organisations have a responsibility to make services accessible.
4.5 Limited Knowledge of NHS Services
Limited knowledge of how the NHS operates was another important barrier. Migrants may come from healthcare systems where patients can directly contact specialists, pay privately for treatment or use different forms of emergency care, meaning that the structure of NHS services may be unfamiliar. However, limited knowledge should not necessarily be interpreted as an individual deficit among migrant populations. Rather, healthcare navigation is influenced by the interaction between previous healthcare experiences, language, health literacy and the accessibility of information provided by services. Therefore, unfamiliarity with the role of GPs, referral pathways, NHS 111, walk-in services and the distinction between primary and secondary care may reflect both individual unfamiliarity and the complexity of navigating the healthcare system itself.

Khanom et al. (2021) found that some asylum seekers and refugees understood the general role of GPs but had limited knowledge of out-of-hours services and specialist care. Similarly, Moffat et al. (2023) identified knowledge, cultural, financial and institutional barriers among refugees and asylum seekers in Newcastle and suggested that accessible information, translated materials and professional training could improve healthcare navigation. The consistency between these findings strengthens the argument that knowledge and navigation are recurring barriers; however, the studies also highlight that improving access requires more than simply providing information. Information must be understandable, available in appropriate languages and supported by professionals who can help patients interpret and apply it within the NHS. This suggests that healthcare navigation should be viewed as a shared responsibility between services and patients rather than as an expectation that migrants independently learn a complex healthcare system.

Information should be provided at different stages because newly arrived migrants may not remember all the information given during an initial assessment. Stress, trauma, poor health, language difficulties and changes in accommodation may affect a person’s ability to understand or retain information. NHS England (2023a) recommends the use of accessible health information for newly arrived migrants, including translated material and practical information about local services.
Community organisations can help address these difficulties. Refugee charities, migrant support organisations, community health champions and link workers may explain healthcare rights, help patients complete forms and accompany them to appointments. Mudyarabikwa et al. (2022) found that refugee and immigrant community health champions identified limited knowledge of local healthcare teams and uncertainty about service roles as important barriers to access in the West Midlands.
4.6 Structural and Digital Barriers
The literature also identified structural barriers, including transport difficulties, poverty, insecure accommodation, long waiting times, limited continuity of care and difficulties moving between services. These barriers may interact with immigration status and socioeconomic circumstances. For example, a GP consultation may be free, but a patient may still be unable to attend because they cannot afford transport or do not know where the practice is located.
Digital exclusion has become increasingly important because healthcare organisations use online systems for GP registration, appointment booking, prescriptions and communication. The British Red Cross (2023) reported that people seeking asylum may lack a suitable phone, stable internet connection, digital skills or sufficient funds for mobile data. Some people may also be unable to make a private video consultation because they live in shared or temporary accommodation.
Digital systems can improve convenience and flexibility for some patients, but the evidence suggests that they may also reproduce existing inequalities when digital access becomes a requirement rather than an additional option. Online forms may create difficulties for people with limited English or low literacy, while remote consultations may be unsuitable for patients who require an interpreter or need to discuss trauma, abuse or other sensitive experiences. Digital exclusion may therefore interact with existing language, financial and housing barriers rather than operating independently. The Health Equity Evidence Centre (2023) identified service design, patient navigation and culturally and linguistically tailored care as important approaches to improving primary care access. This suggests that the issue is not whether healthcare should become digital, but whether digitalisation is implemented alongside accessible alternatives that prevent existing inequalities from becoming further embedded within service delivery.

NHS England’s inclusion health framework identifies vulnerable migrants as people who may experience poverty, insecure housing, discrimination, trauma and poorly designed services (NHS England, 2023b). Healthcare organisations should therefore provide face-to-face and telephone alternatives to online systems. GP practices should offer support with registration and appointment booking and should avoid making digital access the only route into care.
4.7 Mental Healthcare Access
Mental healthcare access was a further theme identified in the literature. Asylum seekers and refugees may have experienced war, persecution, torture, violence, family separation, detention and dangerous journeys. After arriving in the UK, they may experience uncertainty about their immigration application, poverty, insecure accommodation, social isolation and lengthy waiting periods. These experiences can increase mental health needs while also making it more difficult to seek and continue treatment.
Pollard and Howard (2021) identified communication difficulties, limited resources, lack of information, service availability and uncertainty about entitlements as barriers to mental healthcare for asylum seekers and refugees in the UK. Trueba, Axelrod and Ayeb-Karlsson (2023) similarly found a gap between the mental health needs of asylum seekers and refugees and the support available to them. Other barriers included stigma, complex referral processes, long waiting times, language problems and lack of culturally appropriate services.
The asylum determination process may also influence mental health. Mulcaire et al. (2024) found that uncertainty, prolonged waiting periods, lack of control and insecure circumstances could contribute to psychological distress. This is significant because it suggests that mental health needs among asylum seekers and refugees cannot necessarily be understood solely in relation to experiences occurring before migration. However, the relationship should not be interpreted as resulting from a single cause, as psychological wellbeing may also be influenced by previous trauma, poverty, accommodation, social isolation and access to appropriate support. The evidence nevertheless indicates that healthcare services should consider the continuing circumstances of patients after arrival in the UK rather than treating migration-related trauma as an isolated historical experience.

The Mental Health Foundation (2025) identified six main areas affecting healthcare access: knowledge of the UK health system, language, financial and accommodation difficulties, cultural barriers, limited cultural competence among professionals and overstretched services. These barriers often occur together. For example, a person experiencing trauma may not seek help because they do not know which service to contact, cannot afford transport and is concerned that they will not be understood.
Mental health services should therefore be trauma-informed, culturally sensitive and person-centred. Staff should understand that trauma may affect memory, trust, communication and attendance. Services should provide professional interpreters, clear information about confidentiality and simple referral pathways. Community and peer support may also reduce isolation and make formal services less intimidating.
4.8 Experiences of Discrimination and Mistrust
Experiences of discrimination and mistrust may affect both health needs and willingness to use healthcare services. Some migrants may have experienced violence before migration, during their journey or after arriving in the UK. Others may experience discrimination because of nationality, race, religion, language, immigration status, gender or poverty.
Weller et al. (2019) found that migrants receiving support from Doctors of the World UK experienced administrative barriers, limited knowledge of NHS access, language difficulties, denial of healthcare and fear of arrest. Asylum seekers were more than twice as likely to report being denied NHS care compared with migrants who had permission to reside. Although this finding suggests a potential relationship between immigration status and healthcare access, it should be interpreted cautiously because the study involved people attending humanitarian clinics and therefore focused on a particularly vulnerable group. The sample may consequently represent people who had already experienced significant barriers and may not reflect the experiences of all migrants in the UK. Nevertheless, the findings remain significant because they are consistent with wider evidence concerning administrative uncertainty, eligibility and mistrust. This suggests that discrimination and fear should be considered potential structural barriers to healthcare access rather than simply individual perceptions.

Mistrust may also be linked to concerns about information sharing. Papageorgiou et al. (2020) found that healthcare providers believed data-sharing arrangements between NHS Digital and the Home Office could negatively affect migrants’ willingness to seek care and could damage trust between patients and healthcare workers. If migrants believe that personal information may be shared with immigration authorities, they may avoid registering with a GP or may not disclose important health information.
Healthcare professionals should use non-judgemental communication and explain confidentiality clearly. Staff training should include migrant healthcare entitlements, interpretation, trauma-informed practice, cultural safety and anti-discriminatory care. The NHS England inclusion health framework recommends partnership working and service design that responds to the needs of socially excluded groups (NHS England, 2023b).
Overall, the evidence shows that healthcare access is influenced by legal, organisational, social and individual factors. Improving access requires more than informing migrants that NHS services are available. Services must be understandable, physically accessible, culturally appropriate, trusted and supported by clear referral and communication systems.

4.9 Discussion of the Findings
Overall, the findings indicate that barriers to healthcare access among immigrant populations are interconnected rather than occurring in isolation. Language difficulties may reduce an individual’s ability to understand NHS services, while limited knowledge of healthcare pathways may make GP registration and referral processes more difficult. Digital exclusion may further restrict access to appointments and information, while concerns about eligibility, treatment or information sharing may increase fear and delay healthcare seeking. The significance of these findings is therefore not simply that individual barriers exist, but that one disadvantage may increase the effect of another.
The findings also demonstrate that healthcare access cannot be understood solely in terms of whether services are formally available. Effective access requires individuals to understand how to use a service, reach it, communicate effectively with healthcare professionals, trust the organisation and receive appropriate follow-up care. Harrington et al. (2022) and Middleton, Coyle and O’Donovan (2023) support the importance of service navigation and organisational support in improving access. This suggests that healthcare inequalities may arise not only from individual circumstances but also from the way services are designed and delivered.
The findings can also be considered in relation to Andersen’s Behavioural Model of Health Services Use. Language, cultural background and previous experiences may influence predisposing factors, while financial circumstances, transport, housing, healthcare knowledge and digital access may operate as enabling factors. The model therefore provides a useful framework for understanding why healthcare need does not automatically result in healthcare utilisation. However, the findings also indicate that immigration status, institutional mistrust and perceived discrimination may not be fully captured by an individual-level model because these factors can arise from wider organisational and structural conditions. Andersen’s model is therefore useful for organising the identified barriers but should not be considered a complete explanation of migrant healthcare inequalities.
The literature suggests that unequal access may contribute to delayed diagnosis, reduced preventative healthcare, unmet mental health needs and potentially increased reliance on emergency services. However, these outcomes should be interpreted cautiously because the reviewed studies used different populations, methods and settings. A substantial proportion of the evidence focused on refugees and asylum seekers rather than immigrant populations, while some studies involved particularly vulnerable groups accessing specialist or humanitarian services. Consequently, the findings are more appropriately understood as identifying recurring patterns of barriers within the UK evidence base rather than demonstrating that all immigrant groups experience healthcare in the same way.
Taken together, the evidence indicates that reducing healthcare inequalities requires action at multiple levels. Professional interpretation and accessible information may address communication barriers, while simplified GP registration and navigation support may address organisational barriers. Maintaining telephone and face-to-face alternatives may reduce exclusion associated with digitalisation, while culturally responsive and trauma-informed mental healthcare may address the needs of refugees and asylum seekers. Importantly, responsibility for overcoming these barriers should not be placed entirely on migrant populations. The evidence suggests that healthcare organisations also have a responsibility to design services that are understandable, accessible, trusted and responsive to the different circumstances of migrant populations.

4.10 Strengths of the Research
A strength of this dissertation is that it considered healthcare access from several perspectives. It examined primary care, mental healthcare, communication, digital exclusion, service navigation and the experiences of people affected by displacement and violence.
A further strength is the use of recent evidence. The sources included research published between 2021 and 2025, allowing the dissertation to consider current issues such as online healthcare systems, service coordination and the mental health needs of asylum seekers and refugees.
The research also used a range of evidence, including systematic reviews, scoping reviews, qualitative research and reports from voluntary organisations. This provided both academic analysis and practical information about service improvement.
4.11 Limitations of the Research
The main limitation is that this dissertation used secondary research and did not collect original data. It therefore depends on the quality and scope of the existing literature.
A second limitation is that the sources did not always examine the same migrant groups. Findings about asylum seekers and refugees may not apply to all immigrants, including international students, migrant workers or people who have lived in the UK for many years.
Some of the evidence was based on qualitative research or small samples. This provided detailed information about individual experiences but limited the extent to which findings can be generalised.
The literature also examined different parts of the UK and different healthcare services. Differences between England, Wales, Scotland and Northern Ireland may affect healthcare organisation and access. Finally, policies and digital systems change over time, meaning that some findings may need to be reviewed as healthcare arrangements develop.
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5.1 Introduction
This chapter summarises the findings of the dissertation and presents recommendations for improving healthcare access among immigrant populations in the UK. The study examined the barriers experienced by migrants, refugees and people seeking asylum and considered how these barriers may contribute to health inequalities.
5.2 Summary of Findings
The dissertation found that immigrant populations experience barriers at individual, organisational and policy levels. The most common barriers identified were language and communication difficulties, limited knowledge of NHS services, difficulties registering with primary care, digital exclusion, mental health service gaps and concerns about discrimination or lack of culturally appropriate care.
The findings also showed that barriers often occur together. For example, a person with limited English may also lack digital skills and have limited knowledge of how to register with a GP. If that person is worried about cost or immigration status, they may delay healthcare even when they have a serious health need.
The objectives of the dissertation were addressed by identifying the main barriers, examining the role of language and communication, considering structural and cultural factors, and exploring the implications for health inequalities. The evidence indicates that legal or formal access to healthcare does not always result in practical access.
5.3 Recommendations for Practice
Improve interpretation services
Healthcare providers should ensure that professional interpretation is available for patients who need it. Interpreters should be used for registration, consultations, referrals and mental healthcare rather than only during emergencies.
Information should also be translated into commonly used languages. This should include information about GP registration, NHS 111, urgent care, prescriptions, hospital referrals and mental health support.
Make GP registration easier
GP practices should provide simple registration procedures and offer support to people who have difficulty completing forms. Patients should not be excluded because they cannot use an online registration system or do not understand the documents requested.
Link workers and community organisations should be involved in supporting registration and explaining local healthcare pathways. Improved coordination and link-worker support have been identified as useful approaches for improving access (Middleton, Coyle and O’Donovan, 2023).
Provide non-digital access options
Healthcare organisations should offer telephone and face-to-face alternatives to online registration and appointment booking. People seeking asylum should not be expected to have reliable internet access, digital skills or a suitable device.
The British Red Cross (2025) recommends recognising digital exclusion as a factor that can affect healthcare access. Services should therefore provide support with digital systems while ensuring that non-digital routes remain available.
Improve mental health provision
Mental health services should provide culturally sensitive and trauma-informed support for asylum seekers, refugees and other migrants. Referral processes should be clear, interpretation should be available and services should work with community organisations.
Healthcare professionals should receive training on trauma, displacement, cultural differences and the mental health effects of uncertainty. Pollard and Howard (2021) and Trueba, Axelrod and Ayeb-Karlsson (2023) indicate that mental health provision should be better connected to the specific needs of asylum seekers and refugees.
Strengthen staff training
NHS staff should receive training on migrant healthcare needs, communication, interpretation, discrimination and culturally safe care. Training should help staff understand how insecure housing, poverty, trauma and immigration uncertainty can affect a patient’s ability to attend appointments and follow treatment.
Staff should also explain confidentiality in a clear manner. Patients may be less likely to seek help if they believe that information will automatically be shared with immigration authorities or other organisations.
Increase partnership working
Healthcare providers should work with refugee charities, migrant support organisations, local authorities and community groups. These organisations can help explain healthcare rights, support GP registration and identify people who may be experiencing unmet health needs.
The British Red Cross (2024) recommends stronger commissioning and service planning for people seeking asylum. Partnership working can help healthcare services become more responsive to local migrant communities.
5.4 Recommendations for Future Research
Future research should include more studies involving undocumented migrants and people with insecure immigration status, as these groups may be reluctant to participate in research or approach healthcare services.
Research should also examine the effects of digital exclusion on GP registration, online consultations, prescription access and hospital communication. Digital healthcare is likely to remain important, so it is necessary to understand whether these systems reduce or increase inequalities.
Further research should investigate the experiences of migrants in rural areas and smaller towns. Much of the available evidence focuses on large urban areas, where specialist services and community organisations may be more available.
Long-term studies would also be valuable. These could examine whether early difficulties accessing primary care result in delayed diagnosis, poorer mental health, increased emergency department use or difficulties managing long-term conditions.
5.5 Conclusion
This dissertation explored the barriers affecting immigrant populations’ access to healthcare services in the UK and identified language and communication difficulties, limited knowledge of NHS pathways, service navigation problems, digital exclusion, mental health needs, structural inequalities and experiences of discrimination as recurring barriers. The findings indicate that these barriers are interconnected and that their effects may be compounded when individuals experience multiple disadvantages simultaneously.
The study demonstrates that formal entitlement to healthcare does not necessarily result in effective or equitable access. Migrants may be legally entitled to use healthcare services while still experiencing difficulties registering with a GP, understanding NHS procedures, communicating their health needs, accessing appropriate mental healthcare or trusting that their information will remain confidential. Consequently, healthcare access should be understood as more than the formal availability of services; it also involves the ability to understand, navigate, reach and use services effectively.
The aim and objectives of the dissertation were addressed through the identification and analysis of the main barriers affecting healthcare access, including language and communication difficulties and cultural and structural factors. However, the findings should be interpreted in light of the limitations of the evidence base. The literature included different migrant populations and research methods, with a substantial proportion focusing on refugees and asylum seekers. Therefore, the findings identify recurring barriers within the available UK evidence but should not be assumed to represent the experiences of every immigrant group.
Improving access requires healthcare services to provide professional interpretation, clear information, accessible GP registration, non-digital options, culturally appropriate care and better mental health support. Staff training and partnership working with community organisations are also important.
Overall, reducing healthcare inequalities requires responsibility at both individual and service level. While accessible information and navigation support can help migrant populations understand and use healthcare services, healthcare organisations must also ensure that services are designed to accommodate differences in language, culture, digital access, socioeconomic circumstances and immigration-related concerns. Addressing these barriers would support more timely and appropriate healthcare use and contribute towards a more equitable health and social care system. 
In conclusion, the NHS and wider health and social care system should recognise that different immigrant groups may require additional support to obtain timely and appropriate healthcare. Reducing these barriers would help improve patient experiences, support earlier treatment and contribute to a fairer and more equitable healthcare system.
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Appendix 1: Search Strategy

	Database or Source
	Search terms used
	Publication limit
	Location limit

	Google Scholar 
	“migrant healthcare access uk”
	2015 onwards
	UK

	PubMed
	“refugee primary care UK”
	2015 onwards
	UK

	NHS England
	“asylum seeker NHS access”
	2015 onwards
	UK

	GOV.UK
	“NHS migrant healthcare entitlement”
	2015 onwards
	UK

	Google
	Refugee healthcare barriers UK
	2015 onwards
	UK



Search terms
The following search terms were used in different combinations:
•	Migrant healthcare access UK.
•	Immigrant healthcare barriers UK.
•	Refugee primary care UK.
•	Asylum seeker NHS access.
•	Migrant healthcare inequalities UK.
•	Language barriers healthcare migrants.
•	Digital exclusion healthcare asylum seekers.
•	Migrant mental health services UK.
•	GP registration refugees UK.
•	Healthcare eligibility migrants England.





Appendix 2 : Inclusion and Exclusion Criteria

	Inclusion Criteria
	Exclusion Criteria

	Published from 2015 onwards
	Published before 2015

	Related to the UK only
	Conducted outside the UK

	Focused on migrants, refugees, asylum seekers 
	Did not focus on migrant population

	Examined healthcare access or barriers 
	Not available in English

	Written in English
	Unreliable websites or sources without sufficient information

	Peer-reviewed research, government reports, NHS guidance or reliable professional reports
	Not relevant to the aim or objectives of my dissertation
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