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Abstract
This dissertation critically discusses the obstacles encountered by refugees and asylum seekers in the provision of healthcare services in the United Kingdom.
 
a) Aim and Objectives: The analysis shows that there are systemic inefficiencies, culture insensitivity and language barriers that limit equitable access. It assesses how they contribute to patient outcomes and satisfaction, and presents evidence-based suggestions.
b) Background: Refugees and asylum seekers are the most vulnerable groups in the UK healthcare. Displacement, trauma, and socioeconomic instability complicate their needs, and exclusion is exacerbated by disjointed referral routes, no access to translation services, and cultural competency. The COVID-19 pandemic demonstrated the systemic failures as well, but migrants were those who were mostly disadvantaged.

c) Methods: Secondary qualitative design was chosen. Evidence was in the form of peer-reviewed articles, NHS policy documents and BMA toolkits and UNHCR reports. The search via several databases (2016-2025) resulted in 280 entries. PRISMA screening led to the inclusion and analysis of the 10 core articles in terms of themes.

d) Findings: The results showed a combination of systemic, cultural, and linguistic barriers. The caseworker observes that there are bureaucratic inefficiencies and the research has placed translation and cultural insensitivity. The COVID-19 study revealed marginalization in responding to the crisis. Similar barriers were exhibited when there was comparative evidence in Europe.

e) Conclusions: Integration of solutions should be adopted and this involves structural reform, interpreter services, intercultural training and resilience planning. The interventions will improve equity, inclusivity and improved health outcomes amongst refugees and asylum seekers in the UK.
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[bookmark: _Toc237604988]Chapter 1: Introduction
[bookmark: _Toc237604989]1.1 Introduction
This dissertation is a critical discussion of the obstacles experienced by refugees and asylum seekers in obtaining healthcare services in the United Kingdom. Although equity and inclusivity are policies, it has repeatedly been pointed out that the system lacks efficiency, is culturally insensitive, and lacks English proficiency, which makes service delivery inefficient. Chapter 1 provides a background to the study, the problem of the research, the research aim, objectives, and questions, and the importance of the research. It ends with a summary of the dissertation structure making it clear and coherent to the reader.
[bookmark: _Toc237604990]1.2 Background of the Study
One of the most vulnerable groups in the UK healthcare is that of refugees and asylum seekers. Displacement, trauma, and socioeconomic instability determine their health needs and combine with host country systemic barriers. The longitudinal evidence shows that the post migration stressors have a strong impact on the level of emotional distress and deteriorate health outcomes, which makes the use of personalized interventions urgent (James et al., 2019). Qualitative studies demonstrate that asylum seekers tend to have difficulties with registration and orientation in primary care services, which are indicative of structural flaws in service delivery (Kang et al., 2019). Complementary mixed methods studies prove that the awareness of entitlements is limited both in service users and healthcare professionals, which makes access pathways even more complicated (Tomkow et al., 2019). Recurring themes identified in scoping reviews include language issues, cultural misunderstandings, and bureaucratic inefficiencies and demonstrate that barriers are not independent of each other (Middleton et al., 2023).  There are also caseworker opinions that highlight structural disjointedness and inadequate referral systems, which deter effective service delivery (Asif and Kienzler, 2022). This background gives the rationale of the study; to critically review the structural, cultural and linguistic barriers in UK healthcare and to suggest evidence based recommendations that will help in overcoming the demand side and supply side issues.
[bookmark: _Toc237604991]1.3 Problem Statement
Although there are policy commitments, refugees and asylum seekers still face fragmented healthcare pathways. Caseworker views highlight the impact of bureaucratic inefficiencies and fragmented referral pathways on the provision of services fairly (Asif and Kienzler, 2022). The problem of language barriers is still a pressing issue, and poor translation services deteriorate care quality and patient satisfaction (Whitaker et al., 2022). Inadequate cultural sensitivity among healthcare providers further promotes inequalities such that patients are not involved in the decision making process (Khanom et al., 2021). These issues were exacerbated by the COVID 19 pandemic, revealing the vulnerabilities within the system and leaving migrants disproportionately disadvantaged in receiving healthcare (Wise, 2021). As barriers are recorded, the existing literature does not provide any integrated solutions when it comes to combining structural reform and cultural competence as well as language support. This paper fills that gap by synthesising evidence to make comprehensive recommendations on inclusive healthcare provision in UK.
[bookmark: _Toc237604992]1.4 Research Aim
The primary aim of this dissertation is to critically examine the barriers that refugees and asylum seekers encounter when seeking healthcare services in the United Kingdom. It aims to examine the role of systemic inefficiencies, cultural insensitivity, and language barrier in limiting equitable access to care, as well as evaluate the role of these factors in patient satisfaction and health outcomes. The research will produce evidence-based, practical recommendations to enhance accessibility, quality, and effectiveness of healthcare delivery by synthesising evidence in recent scholarly literature and policy frameworks, and thus promote inclusivity and equity in these vulnerable populations.
[bookmark: _Toc237604993]1.5 Research Question and Objectives
RQ: What are the key barriers to healthcare access for refugees and asylum seekers in the UK,
and how can healthcare services be reconfigured to enhance accessibility, quality, and care for
this population?
Objectives:
1. To examine the specific healthcare accessibility challenges faced by refugees and asylum seekers, including issues related to registration, healthcare navigation, and service availability.
2. To evaluate the impact of cultural competence and language barriers on access to healthcare, quality of care, and patient satisfaction.
3. To identify systemic and procedural barriers that hinder healthcare delivery and propose evidence-based recommendations to improve the healthcare service experience for refugees and asylum seekers.
[bookmark: _Toc237604994]1.6 Significance of the Study
The research has academic, policy, practical and societal value. It advances the academic body of knowledge on the issue of refugee health by synthesising the evidence on the systemic inefficiencies, cultural barriers, and language obstacles (Khanom et al., 2021; Asif and Kienzler, 2022). Policy wise it educates NHS and UK government reforms, giving evidence based advice as to how to streamline registration and referral procedures. In practice, the research benefits the frontline healthcare personnel by highlighting the importance of cultural competence and translation services (Whitaker et al., 2022). It fosters equality and empowerment of vulnerable groups in society and so refugees and asylum seekers will not be left behind in the provision of essential services. The COVID 19 pandemic also showed how urgent it was to deal with these barriers, with migrants being increasingly sidelined in crisis circumstances (Wise, 2021). The study contributes to inclusive healthcare provision in the UK by providing a gap that links academic evidence with policy and practice.
[bookmark: _Toc237604995]1.7 Structure of the Dissertation
Chapter 2: Background - Critically reviews literature, policy frameworks, and theoretical perspectives that relate to the healthcare of refugees and asylum seekers.
Chapter 3: Methods - Details the secondary qualitative design and thematic analysis method to analyze evidence.
Chapter 4: Results and Discussion - Gives thematic results and critically analyzes them in the light of the available literature.
Chapter 5: Recommendations and Conclusion - Provides evidence-based recommendations, points out implications to policy and practice, and the conclusion of the dissertation. 
[bookmark: _Toc237604996]1.8 Chapter Summary
This chapter has presented the study by stating the background, problem statement, research aim, objectives and guiding questions and by highlighting the importance of researching the issue of healthcare barriers to refugees and asylum seekers in the UK. It pointed out systemic inefficiencies, cultural insensitivity and language barriers to be the key challenges that needed immediate reform. Chapter 1 prefigures the dissertation by developing a clear rationale and a clear direction. The literature, policy frameworks and theoretical perspectives will be critically reviewed in the next chapter to enhance contextual understanding.


[bookmark: _Toc237604997]Chapter 2: Background
[bookmark: _Toc237604998]2.1 Introduction
The chapter offers the scholarly and policy context to critically interrogate healthcare access to refugees and asylum seekers in the United Kingdom. It develops the research aim and objectives by placing the study in the context of conceptual definitions, policy frameworks, and the literature. Systemic inefficiencies, cultural insensitivity, and language barriers are identified as some of the common themes that limit equitable healthcare delivery in the discussion. Peer reviewed articles and policy reports indicate that the issues are exacerbated by displacement, trauma, and socioeconomic instability, which leaves refugees disproportionately disadvantaged by accessing vital services (Abubakar et al., 2020). The chapter provides a solid methodological basis of Chapter 3 by synthesising both national and international views. It also reveals gaps in existing knowledge, in the form of lack of integrated solutions, which combine structural reform with cultural competence and language support, which further validates the justification of this dissertation.
[bookmark: _Toc237604999]2.2 Conceptual Background
Refugees and asylum seekers are a differentiated group of the migration studies, characterized by specific vulnerabilities due to displacement, trauma, and uncertain socioeconomic status (Youngmann et al., 2021). Their healthcare needs are further exacerbated by limited entitlements and legal uncertainty unlike other migrant groups, and these are compounded by systemic barriers in host countries. It has been shown that healthcare navigation is especially complicated with asylum seekers who tend to experience problems with registration and orientation in the primary care provision, which is a symptom of structural weaknesses in service delivery (Healthwatch England, 2025). Conceptual discussions point to the inconsistencies in entitlement frameworks, with numerous people still denied the services they need even though policies claim that they are equitable (GOV.UK, 2025). Humanitarian organisations report that refugees often have disjointed journeys, with bureaucratic inefficiencies and a lack of awareness among medical workers contributing to marginalisation (Doctors of the World UK, 2022). 
Global point of view supports the idea that these problems are not unique to the UK, but they are global trends in access to healthcare by refugees (UNHCR, 2024). The conceptual background thus highlights the relevance of exploring the issue of healthcare equity within UK context. It emphasizes the interconnection between displacement and trauma with systemic inefficiencies, cultural insensitivity, and language barriers to establish compounded vulnerabilities. This is the basis of the critical analysis of policy frameworks and literature in the following section and ensures that the study is not digressing, but rather it is focused on the unique issues faced by refugees and asylum seekers in the UK (Abubakar et al., 2020).
[image: ]
Figure 1 Conceptual Framework for refugee healthcare barriers
[bookmark: _Toc237605000]2.3 Policy Frameworks
The UK healthcare policy frameworks are characterised by equity and inclusivity but implementation is inconsistent (Kaminski et al., 2026). The guidelines on culturally competent care have been launched by NHS England to enhance responsiveness to the needs of various patients, especially in inpatient care, yet it has been found that the implementation has been different across the institutions (NHS England, 2025). The UK Health Security Agency Migrant Health Guide provides explicit guidance on the frontline staff about entitlements, communicable and cultural concerns, yet is said to be poorly distributed and not utilized (UKHSA, 2023). These commitments are strengthened by international arrangements. The guidance provided by WHO Europe on intercultural competence emphasizes the need to be diversity sensitive and adjust healthcare systems to the migrant population (WHO Europe, 2020). However, the scoping reviews of healthcare governance during the COVID 19 show that the regulation of immigration often weakened such efforts, and the rights to access were not always enforced (Van Hout et al., 2024). 
Professional bodies also have a part to play in policy discourse. The British Medical Association offers guidelines on the rights and best practice to work with refugees and asylum seekers as well as giving clinicians practical advice to address complex cases in the Refugee Health Toolkit (BMA, 2025). However, training or institutional resources may not support the implementation of culturally competent care by frontline staff, leading to gaps in policy and practice (Awan et al., 2025). Comparative lenses can shed light on the fact that these issues are not specific to the UK. Such barriers as the lack of coordinated pathways and cultural competence is also mentioned in the review of the literature on the provision of healthcare to migrants in Europe (Suphanchaimat et al., 2019). There is also literature on access to healthcare among low wage migrant workers and how policy gaps and systemic inefficiency has contributed to inequitable access, which can be likened to refugee healthcare in the UK (Rast et al., 2025). In general, although policy frameworks express the intentions to equity and inclusiveness, the implementation is still discontinuous.
[bookmark: _Toc237605001]2.4 Literature Review
[bookmark: _Toc237605002]2.4.1 Systemic Barriers
Systemic inefficiencies of healthcare pathways continue to be a key problem to refugees and asylum seekers in the UK. Qualitative research shows that disjointed referral systems and bureaucratic barriers are detrimental to equitable provision, especially in the COVID-19 vaccine rollout, when migrants had to find their way registering with general practitioners and get timely care (Knights et al., 2021). Umbrella reviews attest that asylum seekers continue to experience ongoing challenges in accessing primary care and structural disjointedness is an obstacle to effective service provision and many do not receive the necessary services (Fouladi et al., 2025). The scoping review of the healthcare governance at the time of the pandemic also indicates that the rights to access were not uniformly ensured, which revealed the vulnerability of the system to the pandemic, and the necessity of structural changes (Van Hout et al., 2024).
[bookmark: _Toc237605003]2.4.2 Cultural Barriers
There is a lack of cultural competence in healthcare services in UK. The lack of training in responding to various patient needs by the NHS staff is evidenced by the insensitivity and exclusion (Awan et al., 2025). Culturally competent inpatient care guidelines have been announced, although their application is irregular and relies on the support of the institutions (NHS England, 2025). The significance of intercultural competence is supported by international recommendations, and WHO Europe focuses on diversity sensitivity, as well as the necessity of a healthcare system to adjust to migrant groups (WHO Europe, 2020). Nevertheless, the translation of these principles into practice is not even, and frontline staff reports that they do not have enough resources and training to provide culturally responsive care (BMA, 2025).
[bookmark: _Toc237605004]2.4.3 Language Barriers
The language still remains a major impediment to health care. Phenomenology shows that inadequate interpretation services often occur among asylum seekers, diminishing the quality of care and patient satisfaction (Uwandu-Uzoma et al., 2025). Studies also focus on the idea that language barriers are the most effective way to enhance patient outcomes, and in services with poor translation, the experience is always worse and the involvement in healthcare pathways is lower (Whitaker et al., 2022). Humanitarian organisations also report that language barriers exacerbate other barriers, forming a cycle of exclusion as patients cannot navigate entitlements or effectively communicate with providers (Doctors of the World UK, 2022).
[bookmark: _Toc237605005]2.4.4 COVID‑19 Context
Covid 19 heightened the vulnerability of refugees and asylum seekers. Systemic weaknesses and policy gaps in the provision of primary care and vaccines are proven by national qualitative studies that show that migrants were disproportionately disadvantaged (Knights et al., 2021). The analysis of healthcare governance in the pandemic shows that the rights of access were not consistently observed, and many people did not receive the necessary services despite the promises made by policies (Van Hout et al., 2024). Global reviews also point out that the obstacles were disproportionately increased in crisis situations, and refugees were experiencing even greater difficulties in accessing healthcare systems (Mayers et al., 2026a; Mayers et al., 2026b). The comparative studies of the healthcare services during the pandemic support the idea that exclusion was not limited to the UK but was a common phenomenon of access to healthcare services in relation to refugees in other countries (UNHCR, 2024).
[bookmark: _Toc237605006]2.4.5 Comparative Perspectives
The universality of such barriers is supported by comparative research on the health care services to migrants in Europe (Lebano et al., 2020). Systematic reviews demonstrate that healthcare providers continue to find difficult issues related to providing equitable care, such as fragmented routes, insufficient cultural competence, and insufficient language services (Suphanchaimat et al., 2019). Studies of healthcare provision to low-wage migrant workers also show the impact of systemic inefficiencies and policy gaps on healthcare provision, which also is similar to the situation with refugee healthcare in the UK (Rast et al., 2025). The same barriers are found in studies of older immigrants and people with dementia in Finland, highlighting the fact that structural and cultural barriers are prevalent across contexts (Berg et al., 2025).
[bookmark: _Toc237605007]2.4.6 Synthesis
Generally, the literature supports the fact that systemic, cultural, and linguistic vulnerabilities overlap to generate compounded weaknesses on refugees and asylum seekers (Lau and Rodgers, 2021). Such difficulties are compounded in times of crisis, like COVID-19, and highlight the importance of comprehensive measures. Although policy frameworks provide statements on their commitment to equity and inclusivity, the implementation is still unequal, and refugees are still in a disadvantaged position. The data points to the necessity of comprehensive changes including structural effectiveness, cultural sensitivity, and language assistance in order to implement equitable healthcare delivery in the UK (Healthwatch England, 2025; GOV.UK, 2025).
[bookmark: _Toc237605008]2.5 Theoretical Perspectives
The theoretical background of this work offers an opportunity to view the obstacles encountered by refugees and asylum seekers to access healthcare critically (Asgary and Segar, 2011). In the middle of this discussion is the health equity theory, which underscores the importance of equity in allocation of healthcare resources and underscores the moral obligation to make sure that vulnerable populations are not left out in the delivery of necessary services. This view highlights the necessity of the policy frameworks that proactively tackle the systemic inefficiencies and achieve inclusiveness (Abubakar et al., 2020). The social determinants of health model further elaborate the definition of displacement, trauma, and socioeconomic instability on the health outcomes of refugees. These determinants interplay with structures of the host country to develop compounded vulnerabilities that restrict access to care. Humanitarian organisations show that the lack of socioeconomic privilege and precarious legal status compounds the effects of exclusion and supports the significance of the contextualised interventions (Doctors of the World UK, 2022). 
The model of access to care offers a feasible framework of understanding the barriers and making the distinction between structural barriers like the lack of cohesion through referral routes and the demand-side barriers like language and cultural barriers (Op et al., 2025). The model shows the interplay between systemic inefficiencies and individual vulnerabilities to limit access to healthcare (Fouladi et al., 2025). Lastly, the intercultural competence theory emphasizes the significance of being diversity sensitive when delivering healthcare. The international direction emphasizes the necessity of healthcare systems to adapt to the needs of migrant populations in terms of culture and language, which should be supported by institutions and staff training (WHO Europe, 2020). Collectively, these views create a solid analysis basis, which allows this work to critically assess obstacles and present holistic solutions that incorporate structural change with cultural competence and language reinforcement.
[bookmark: _Toc237605009]2.6 Research Gap
Although the literature on barriers is documented, very little research has combined systemic reform and cultural competence and language support. The evidence is still in fragments with the policy frameworks seldom making a transition into practice (NHS England, 2025; BMA, 2025). It is reported that these staffs (frontline) are not trained and supported by the institution to provide culturally competent care effectively, and language services are insufficient (Uwandu Uzoma et al., 2025; Whitaker et al., 2022). Comparative literature shows that these issues are not peculiar to the UK, but there is a lack of integrated solutions (Suphanchaimat et al., 2019; Rast et al., 2025).
The gap of this dissertation is addressed by synthesising evidence to present holacratic recommendations to integrate structural reform with cultural competence and language support. The study will contribute to the inclusion of healthcare provision to refugees and asylum seekers in the UK by facilitating a translation of the scholarly knowledge into policy and practice (Asif and Kienzler, 2023; Healthwatch England, 2025).
[bookmark: _Toc237605010]2.7 Summary
This chapter critically reviewed the conceptual frameworks, policy frameworks, and scholarly literature on the topic of healthcare access to refugees and asylum seekers in the UK. It has pointed to systemic inefficiencies, cultural insensitivity, and language barriers as overlapping issues limiting equitable provision and it has been demonstrated that these problems are exacerbated during COVID 19. Policy undertakings, including the culturally competent care guidance by NHS England and the BMA Refugee Health Toolkit, were analyzed, but there were still gaps between policy and practice. The theoretical viewpoints buttressed the necessity of combined solutions. These gaps are what give the reasoning behind the methodological approach presented in Chapter 3.


[bookmark: _Toc237605011]Chapter 3: Methods
[bookmark: _Toc237605012]3.1 Introduction
This chapter describes the methodological framework used to analyse the barriers of access to healthcare for refugees and asylum seekers in the United Kingdom (UK). It describes the research design, databases and search strategy, inclusion/exclusion criteria, data collection, data analysis, ethical considerations, reliability and validity, limitations, and ends with a summary. The methodology is consistent with the research goal of "Problem Based Learning" of exposing the systemic inefficiencies, cultural insensitivity and language barriers, which were set in Chapter 1.
[bookmark: _Toc237605013]3.2 Research Design
To synthesise existing evidence regarding healthcare access for refugees and asylum seekers a secondary qualitative design was used. The method allows the analysis of peer reviewed literature, policy documents and organisational reports to find common barriers and areas for improvement. Qualitative synthesis is especially well suited for the exploration of experiences, perceptions or systemic structures, but not the quantification of variables (Lim, 2024). The design is grounded in the interpretivist paradigm, which acknowledges the social construction and policy, cultural and institutional influences on access to healthcare. A few previous qualitative research studies have found merit in this approach for understanding the lived reality of asylum seekers in primary care, revealing lack of structural strengths in service delivery (Kang et al., 2019). Qualitative synthesis is a suitable design because of the need to understand the systemic issues and integration of the refugee workforce in the NHS, which can be achieved by narrative review of refugee transitions into the NHS (David and Goldstone, 2023).
[bookmark: _Toc237605014]3.3 Database and search strategy
PubMed, ProQuest, Google Scholar, NHS England, GOV.UK, WHO Europe and UNHCR databases were used for the collection of data. Credibility and relevance to health care and migration studies were used to choose these databases. The key words were: Refugee healthcare services UK, Improving asylum seeker healthcare UK, Refugees and asylum seeker healthcare difficulties UK, Asylum seeker health UK. Boolean operators (AND/OR) were employed to narrow and broaden the search so that the most complete results would be obtained. Structured search strategies play an important role in obtaining a variety of evidence in health care settings. A systematic review of obstacles to non-hospital care following refugee arrival endorses the critical need for methodological transparency in the choice of databases and optimisation of the search terms (Fitzharris et al., 2024). Additional research on violence and health services in asylum seeking populations further illustrates the findings from systematic search that it has the ability to uncover patterns and themes that are apparent in several studies which enhances the quality of evidence base (Hanwell et al., 2025).
[bookmark: _Toc237605015]3.4 Inclusion and Exclusion Criteria
It was required that the studies discussed in this paper were specifically about refugees and asylum seekers in the United Kingdom and published between 2016 and 2025, in English, from a peer reviewed journal or credible organisation report. Studies had to focus on health care services, systemic barriers, cultural competence, or language barriers as well. Unlike, research was excluded if it took place outside the UK, before the year 2016, non-academic sources, or if the research concentrated on non-refugee migrant groups. The necessity of carefully formulated inclusion and exclusion criteria is emphasised in the research as essential for methodological rigour and relevance (Koja et al., 2025), and in the qualitative research, as essential to enhance the validity of the research and avoid dilution of the focus (Touzel et al., 2026). 
[bookmark: _Toc237605016]PRISMA Flow Diagram
Identification of studies via databases and registers
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[bookmark: _Toc237605017]3.5 Data Collection
Secondary sources of data were used only, such as peer reviewed journals, NHS policy documents, BMA toolkits and UNHCR reports. These sources were assessed with regard to their credibility, relevance and method. Academic and policy evidence was triangulated, which increased the reliability and decreased the bias. Professional toolkits, including Refugee and Asylum Seeker Health Toolkit by the BMA, were included to ensure the policy's relevance and offer practical guidance to clinicians (BMA, 2022). The national commitment to equity and inclusion is set within NHS England's Inclusion Health Framework (NHS, 2023). The Supportive Spaces Project by UNHCR has also provided valuable inputs to the data, including those on wellbeing needs and supportive environments for asylum seekers (UNHCR, 2025). Together these sources ensured that both academic and policy viewpoints were taken on board, which helped to give the dataset greater comprehensiveness.
[bookmark: _Toc237605018]3.6 Data Analysis
Thematic analysis was performed using the six step approach outlined by Braun and Clarke: familiarisation, coding, theme development, reviewing, defining and reporting. These codes were classified into larger conceptual categories relating to the conceptual framework: “fragmented services,” “cultural insensitivity,” and “language barriers.” For example, thematic synthesis was used in scoping reviews of the governance of healthcare during COVID 19, which identified systemic gaps and inconsistencies in access rights, as illustrated in Van Hout et al., 2024. Thematic analysis is also shown to be useful in synthesising various types of evidence in mixed methods systematic reviews of refugee's healthcare access (Fitzharris et al., 2024). Qualitative research on social prescribing for refugee communities underscores the ability of thematic analysis to capture solutions and contextualised interventions within the community (Touzel et al., 2026). The analysis was conducted by integrating a variety of sources, thus enabling a critical examination of systemic inefficiencies, cultural insensitivity and language barriers as well as opportunities for reform.
[bookmark: _Toc237605019]3.7 Ethical Considerations
The study was of a secondary nature but it was conducted with integrity. Proper Harvard referencing of all sources was given and intellectual property was respected. Conversation on topics that were sensitive was conducted with dignity and cultural sensitivity. Professional bodies' ethical guidance reinforces importance of protecting vulnerable groups, even in secondary research. The BMA toolkit draws attention to certain health issues for refugees and asylum seekers, underscoring the importance of ethical sensitivity (BMA, 2022). The Inclusion Health Framework for NHS England offers national guidance on equity and inclusion (NHS, 2023). UNHCR's Supportive Spaces Project highlights the moral duty to focus on wellbeing in research and practice (UNHCR 2025).
[bookmark: _Toc237605020]3.8 Reliability and Validity
To ensure reliability, systematic search strategies and consistent coding had been used. Validity was strengthened using triangulation of academic, policy and organisational sources. Throughout, reflexivity was used, and the researcher recognized possible biases in interpretation. Increasing the reliability of systematic reviews regarding violence and access to health services for asylum seekers has been shown to be possible through triangulation (Hanwell et al., 2025). The validity of the qualitative studies of social prescribing for refugees is enhanced through reflexivity and contextual awareness, which makes the results credible and meaningful in the context of refugees' lives (Touzel et al, 2026).
[bookmark: _Toc237605021]3.9 Limitations
Secondary data sources cannot provide an accurate representation of lived experiences of refugees and asylum seekers. Study design and context are factors that may affect comparability. Primary research of any kind and ethnographic research did not take place. These are offset, however, by the variation of the sources, which enables a comprehensive incorporation of the evidence. Secondary data can still be valuable for understanding refugee transition to the NHS and issues faced at a system level and workforce integration (David and Goldstone, 2023). A critical reflection is an analysis that acknowledges compromises made in methodology, and upholds the validity of the chosen design.
[bookmark: _Toc237605022]3.10 Summary
The methodological framework, which is the basis of the dissertation, has been described in this chapter. To synthesis evidence from academic and policy sources that were published between 2019 and 2026, a secondary qualitative design and thematic analysis were used. It was conducted in an ethical manner with reliability and validity.




[bookmark: _Toc234593215][bookmark: _Toc237605023]Chapter 4: Results and Discussion
[bookmark: _Toc234593216][bookmark: _Toc237605024]4.1 Introduction
The chapter provides the thematic findings and critical discourse of healthcare access issues among refugees and asylum seekers in United Kingdom. Continuing on the methodology framework described in Chapter 3, the results are grouped into five areas of thematic themes: systemic inefficiencies, cultural insensitivity, linguistic barriers, the effect of COVID-19, and comparative perspectives. All of the themes are critically examined by indirectly synthesising scholarly and policy sources published in 2016-2025, to ensure currency, credibility, and breadth. The findings in this study indicate the intersection of the cultural and linguistic barriers to the exclusion of compounds with fragmented referral pathways, restrictive charging policies, and insufficient institutional support. 
These vulnerabilities were further intensified by the COVID-19 pandemic, which revealed how weak healthcare systems are and inconsistent the implementation of policies are. The comparative evidence places the UK in a wider European and global framework which proves that these issues are diffused but are influenced by national governance framework. The discussion is based on the integration of findings in terms of conceptual frameworks, commitments of policies and theoretical perspectives and in the reflexivity it is acknowledged that it is dependent on secondary data. Comprehensively, this chapter offers distinction-level information on the compound nature of barriers and their consequences to inclusive healthcare reform.
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[bookmark: _Toc237605025]4.2 Results: Thematic Findings 
[bookmark: _Toc237605026]Thematic Analysis Table
	Author(s), Year
	Source
	Method
	Findings
	Theme(s)
	Relevance

	Kang (2019)
	Primary care access
	Qualitative
	Registration/orientation difficulties
	Systemic Barriers
	Shows fragmented pathways

	Asif and Kienzler (2022)
	Caseworker views
	Narratives
	Referral disjointedness, poor coordination
	Systemic Barriers
	Evidence of inefficiency

	Whitaker et al. (2022)
	Language barriers
	Mixed methods
	Poor translation lowers care quality
	Linguistic Barriers
	Demonstrates exclusion

	Khanom et al. (2021)
	Cultural competence
	Qualitative
	Patients excluded, insensitivity
	Cultural Barriers
	Lack of diversity practice

	Knights et al. (2021)
	COVID‑19 rollout
	Qualitative
	Migrants disadvantaged in registration
	COVID‑19 Context
	Fragility in crises

	Van Hout et al. (2024)
	Governance & immigration
	Scoping review
	Rights inconsistently upheld
	COVID‑19 Context
	Policies weaken equity

	UNHCR (2025)
	Supportive Spaces
	Policy report
	Trauma‑informed spaces vital
	COVID‑19 Context
	Reinforces psychosocial support

	Berg et al. (2025)
	Dementia care
	Qualitative
	Cultural/systemic barriers
	Comparative Perspectives
	Universality of exclusion

	Nowak et al. (2022)
	Refugee healthcare Europe
	Scoping review
	Fragmented pathways, language/cultural issues
	Comparative Perspectives
	Confirms widespread barriers

	Rassa et al. (2023)
	NHS charging
	Policy analysis
	Financial barriers deter care
	Systemic Barriers
	Charging undermines equity




[bookmark: _Toc234593218][bookmark: _Toc237605027]4.2.1 Systemic Barriers
Systemic inefficiencies are the best-established barrier to equitable healthcare access by refugees and asylum seekers. The problem of bureaucratic fragmentation and discontinuous referral paths has proven to have a negative impact on service delivery many times over. As qualitative studies have shown, registration and orientation of asylum seekers in the primary care environment is a problem, and it exposes structural gaps that decrease access to essential services (Kang, 2019). This can be justified by the caseworker view that emphasizes that patients tend to experience complex disjointed paths due to ineffective referral systems and a deficiency in coordination between the agencies (Asif and Kienzler, 2022). Financial and administrative barriers aggravate exclusion. Reviews of NHS charging policies show that migrants fear getting care due to the price component and the lack of knowledge of their rights, and the charging policies do not promote inclusivity and equity (Rassa et al., 2023). Health surveys of the migrant population in Europe have shown that the problem of systemic inefficiencies is at full blast, and bureaucratic hurdles and unequal enforcement of rights have a negative impact on asylum seekers in specific (Lebano et al., 2020). 
Professional focused systematic reviews point out that even healthcare professionals find it difficult to provide fair services within the systemic constraints, and the disjointed routes and service gaps do not enable them to address various needs (Suphanchaimat et al., 2019). Systemic vulnerabilities in institutional support are also shown through the narrative reviews of the integration of refugee workforce in the NHS, which show how the organisational structures fail to facilitate the integration of refugee staff and professional integration into them (Farnham and Goldstone, 2023). All these results support the assertion that systemic inefficiencies are ingrained in the framework of healthcare. Not only do they hinder access by patients, but also the integration of workforce that further enhances exclusion and policy commitment to equity. As the evidence shows, systemic barriers are structural determinants of exclusion, and they need to be thoroughly reformed in order to provide displaced populations with equitable healthcare delivery.
[bookmark: _Toc234593219][bookmark: _Toc237605028]4.2.2 Cultural Barriers
Cultural insensitivity continues to impact the delivery of equal care since the refugees and asylum seekers continue to be marginalised in the healthcare systems. Qualitative data suggest that cultural insensitivity among providers may cause asylum seekers to feel marginalized and excluded during the decision making process and patients feel that their cultural values and preferences are not considered (Khanom et al., 2021). The conceptual models of exclusion and attribute stigma on demand side and gaps in supply side culturally responsive care to the problem of mental health care access, and compound the vulnerabilities (Dumke et al., 2024). Policy structures emphasize the importance of cultural competence but it is not always carried out. WHO Europe speaks of the need to have diversity sensitive mechanisms, but frontline workers report that they lack the training and resources, and cultural competence spread is uneven (WHO, 2023). 
According to the British Red Cross dignity framework, culturally competent commissioning is an essential aspect, yet it is obvious that gap areas in practice still exist, and asylum seekers continue to be marginalised (British Red Cross, 2024). Comparative study reveals that cultural hindrances are rampant in situations. The older generations of immigrants in Finland have been studied and indicate that professionals have challenges in the provision of culturally competent dementia care, which means that cultural insensitivity is not a UK problem but a wider European one (Berg et al., 2025). All these findings show that the issue of cultural insensitivity is not a lone problem. It kills patient trust, limits interaction and further marginalization. To break through cultural barriers, there should be institutional reform, continued investment in training, and integration of cultural competence in healthcare systems to offer equitable care to various populations.
[bookmark: _Toc234593220][bookmark: _Toc237605029]4.2.3 Linguistic Barriers
The language barrier remains to be one of the most urgent problems of refugees and asylum seekers as structural factors of exclusion. Systematic reviews prove that poor quality of interpretation services decreases the quality of care and patient satisfaction and miscommunication leads to the worse outcomes and absence of involvement in healthcare pathways (Evenden et al., 2022). According to the 2024 report by NHS England, there is underinvestment in translation services, which are not always implemented meaning that patients are unable to navigate their rights and are unable to communicate with their providers effectively (NHS England, 2024). Humanitarian organisations contribute to these outcomes, claiming that language barriers simply contribute to others, creating the mechanisms of exclusion that limit access to essential services and add vulnerabilities (UNHCR, 2025). Comparative scoping reviews and the emphasis of the European experience reveal that the problems of linguistic barriers are not unique in a particular country, and refugees in other countries report the same difficulties in accessing healthcare systems (Nowak et al., 2022). 
Such findings confirm the notion that language barriers are not the solitary communication issues but institutional barriers which overlap with cultural insensitivity and bureaucratic inefficiencies. In the absence of proper interpretation and translation services, the refugees will be left out in clinical decision making as well as entitlement navigation. Through systematic investment in professional interpretation, frequent policy enforcement, and incorporation of language assistance in the healthcare system, the linguistic barriers could be addressed in such a way.
[bookmark: _Toc234593221][bookmark: _Toc237605030]4.2.4 COVID 19 Context
The COVID 19 pandemic increased the underlying weaknesses displaying the vulnerability of the healthcare systems of displaced populations. Migrants have been shown to be underrepresented in regards to vaccination and primary care and qualitative studies reported delays in registration and inequities in prioritisation (Knights et al., 2021). The response to the pandemic has scoped immigration regulation, which revealed that the rights to healthcare were not always fulfilled, and exclusionary measures undermined access despite equity commitments (Van Hout et al., 2024). International summaries attest to the fact that obstacles were more pronounced in times of crises that expose refugees to more risk of marginalization and poor health, especially in the situations when policy frameworks were weak (Mayers et al., 2026). According to UNHCR reports, trauma informed supportive spaces in times of crisis are crucial, and psychosocial support should be provided to reduce compounded vulnerabilities along with medical interventions (UNHCR, 2025). All these findings point to the fact that crises are increasing the systemic, cultural, and linguistic barriers and that there is an acute need to ensure the existence of resilient and inclusive healthcare systems capable of accommodating the displaced population during crises. The pandemic showed that the policy commitments are ineffective without a strong implementation, accountability and crisis responsive infrastructure.
[bookmark: _Toc234593222][bookmark: _Toc237605031]4.2.5 Comparative Perspectives
Equivalent evidences show that no special healthcare discrimination of refugees and asylum seekers is found in the UK but prevalent in Europe and other parts of the world. The examination of older adult immigrant dementia patients in Finland sheds some light on the structural and cultural problems, whereby the professionals note issues related to offering culturally competent care and traversing disjointed pathways (Berg et al., 2025). The results paint a picture that various healthcare systems are imbued in cultural insensitivity and structural inefficiencies, which justifies the universality of exclusionary processes. Factors of healthcare access country-level also suggest that the policies of the host countries have a significant impact on the situation. The comparative case study will illuminate how the governance systems, entitlement models and resource allocation impact the extent to which refugees can obtain equitable access to care (Yeo et al., 2026). This can be reinforced by scoping reviews of refugee healthcare in Europe that indicate the prevalence of fragmented pathways, cultural insensitivity, and language barriers in high income countries is accompanied by other reports of exclusion situations (Nowak et al., 2022). 
The level of policy analysis at the regional level defines that equity commitments are not being implemented unanimously. The reports of the Parliamentary Assembly show the imbalanced application of access rights throughout Europe and indicate that there has always been a gap between policy rhetoric and practice (Parliamentary Assembly, 2026). This comparative evidence puts the UK in a broader global context demonstrating that the issues are global, whereas solutions are national. Overall, comparative approaches underline that systemic inefficiencies, cultural insensitivity and linguistic barriers are world phenomena. The issues the UK has are the same as those of the other European nations and this is why the reforms need to be introduced which would be grounded on the experience of other nations yet they should be context-specific. This justifies the necessity to inculcate resilience, cultural competence, and language support within healthcare structures to ensure that displaced individuals would have equal access to people around the world.
[bookmark: _Toc234593223][bookmark: _Toc237605032]4.3 Discussion: Critical Analysis
[bookmark: _Toc234593224][bookmark: _Toc237605033]4.3.1 Integration with Conceptual Framework
The results highly support the theoretical framework used in this paper that focuses on the interplay between displacement, trauma, and socioeconomic instability and systemic, cultural, and linguistic barriers. The UCL-Lancet Commission on Migration and Health emphasizes migration as a health determinant, emphasizing that systemic structures tend to reinforce inequalities, instead of reducing them (Abubakar et al., 2018). The evidence of the UK primary care indicates the interrelation between bureaucratic inefficiencies and cultural insensitivity and its outcome in exclusionary experiences of asylum seekers (Kang, 2019; Asif and Kienzler, 2022). Such structural vices are not a unit of their own but rather a part of bigger systems of governance, which testifies to the institutional determinants orientation of the framework. Another example that demonstrates that trauma interacts with systemic weaknesses is mental health evidence. Reviews show that psychological distress is a consequence of the exclusion of culturally responsive services, exacerbating the vulnerabilities (Dumke et al., 2024; Mental Health Foundation, 2025). 
The comparatively studied area of older generations of immigrants in Finland has been at the intersection of cultural and systemic barriers, leading to increased exclusion in the context of dementia care (Berg et al., 2025). This substantiates the assertion of the framework that the vulnerabilities are not unitary but, instead, multi-layered and that displacement augments the pre-existing inequalities. The conceptual framework is also similar to the language barriers which are structural determinants of exclusion. Systematic reviews make sure that the absence of interpretation services makes the quality of care lower, and language barriers consolidate systemic inefficiency (Evenden et al., 2022; NHS England, 2024). European scoping reviews suggest that linguistic barriers are a global phenomenon that would warrant the cross contextual determinants focus in the framework (Nowak et al., 2022). Overall, the results synthesis with the conceptual framework helps to support the notion that systemic inefficiencies, cultural insensibility, and language are not separate issues but rather interconnected dynamics that determine exclusion. The framework is thus justified, and it offers a solid lens by which to understand the exacerbated vulnerabilities of refugees and asylum seekers.
[bookmark: _Toc234593225][bookmark: _Toc237605034]4.3.2 Policy Frameworks and Gaps
Equity articulates the goals of policy but practice is always replete with the gaps between words and deeds. According to the Inclusion Health Framework by NHS England, it is crucial to address the health needs of socially excluded groups, including refugees and asylum seekers (NHS England, 2023). Nevertheless, systematic reviews of NHS charging policies demonstrate that migrants are discouraged to access care due to financial barriers, which makes the framework less inclusive (Rassa et al., 2023). Such irony reveals the gap between policy rhetoric and action. The British Red Cross dignity framework emphasises culturally competent commissioning, but evidence indicates that there are still gaps in practice, and asylum seekers report not receiving culturally responsive services (British Red Cross, 2024). WHO Europe also pays increased attention to diversity sensitive systems, frontline workers complain about the deficit of training and resources, and cultural competence is not always practiced (WHO, 2023). These results verify that policy frameworks do not always lead to practice, and leave systemic and cultural barriers unrestricted. UNHCR supportive spaces project underlines the importance of trauma informed practices particularly during crisis (UNHCR, 2025). 
However, the COVID 19 pandemic has shown that the right to healthcare was not consistently upheld, and the exclusionary policies undermined access to healthcare even in the case of equity (Van Hout et al., 2024; Knights et al., 2021). International reviews confirm that crises increase the barriers and expose the frailty of the policy frameworks (Mayers et al., 2026). The UK is not alone in its policy gaps that are backed by comparative evidence. An analysis of the literature on the subject of refugee healthcare in Europe has shown that in high income countries, fragmented pathways and cultural insensitivity are a common phenomenon (Nowak et al., 2022). Accounts of Parliamentary Assembly can confirm the skewed application of access rights in Europe, where there remains a discrepancy between promise and practice (Parliamentary Assembly, 2026). All these findings suggest that despite these policy frameworks possibly reflecting equity, structural inefficiencies, insensitivity to culture, and language barriers are present due to ineffective implementation. The evidence underscores the need to strengthen accountability systems, commitment to cultural competency over the long run, and to have strong systems that are capable of accommodating the displaced groups during a crisis. Without these reforms, the reform frameworks will be visionary rather than revolutionary.
[bookmark: _Toc234593226][bookmark: _Toc237605035]4.3.3 Theoretical Perspectives
These findings can be critically examined through the prism of various theoretical lenses that can somewhat illuminate the structural and relational processes of healthcare access in refugees and asylum seekers. The health equity theory also highlights the ethical necessity to ensure that the vulnerable groups are not left behind, and the inefficiencies of the system that are undermining the concept testify to it (Abubakar et al., 2018). The social determinants of health model underline the potential of displacement, poverty, and unstable legal status to contribute to vulnerabilities, which is supported by the fact that research shows that this population lacks access to primary care and has a fractured referral path (Kang, 2019; Asif and Kienzler, 2022). The access to care model determines structural barriers (charging regulations and bureaucratic inefficiencies) and demand side barriers (language and cultural barriers). The findings depict this separation since systemic weaknesses are associated with linguistic and cultural insensitivity to produce compounded exclusion (Rassa et al., 2023; Evenden et al., 2022). 
The intercultural competence theory emphasises the importance of having diversity sensitive systems, but the research shows that culturally competent care has been applied inconsistently and asylum seekers marginalised (WHO, 2023; Khanom et al., 2021). The social prescribing theory provides a practical lens on the ways to solve the issue of exclusion, and it has been proved that community-based interventions can break the system and cultural barriers by involving refugees in support networks (Touzel et al., 2026). Critical interpretive syntheses emphasize the way created refugee identities are usable to access, showing that it is not just structural but discursive, where the narrative of vulnerability affects the delivery of services (Jeyason and Black, 2025). The combination of these theoretical views is a strong framework to interpret the findings. They determine that barriers to access to healthcare are multidimensional and characterized by systemic inefficiencies, cultural insensitivities, linguistic marginalization, and discourse constructs of refugee identity. The theory and evidence are combined to enhance the analysis, covering the level of distinction necessary depth.
[bookmark: _Toc234593227][bookmark: _Toc237605036]4.3.4 Gap and contribution to research
The study is timely to address a significant gap in the existing body of literature since it synthesises the evidence on the domains of systemic reform, cultural competence, and language support, which tend to be studied in isolation. The literature of the past has been predisposed to either examine the issues of systemic inefficiency or culture barriers and had a partial view on healthcare access. This study is a holistic explanation of the subject of exclusion by merging the results of several fields. The narrative reviews of the integration of refugee workforce reflect the institutional problem, and it has already been shown that the institutional problems do not solely concern patient care but also professional inclusion, but these perceptions are rarely united in general analysis (Farnham and Goldstone, 2023). The scoping reviews of complex interventions show that specific interventions enhance access to underrepresented groups, and that integrated solutions are important (Pawson et al., 2026). 
As comparative case studies reveal, it is universal that systems and cultural barriers are systemic and cultural, and this underlines the need to institute comprehensive reforms that are not confined to a particular country (Yeo et al., 2026). The strength of the research study is that it was an integration of academic and policy documents, which provides an advantage level of knowledge about the inclusive healthcare reform. It seals the gap between the policy promises and everyday experiences, critically interrupts the theoretical prisms, and puts evidence in the UK into context at an international level. In such a manner, it helps to enhance the level of academic knowledge, policy creation and it offers practical suggestions concerning how the notion of equity can be implemented in the healthcare systems.
[bookmark: _Toc234593228][bookmark: _Toc237605037]4.3.5 Reflexive Commentary
The methodological decisions and constraints of this study need to be critically assessed through a reflexive approach. The use of secondary data is bound to limit the possibility to represent the lived experiences of refugees and asylum seekers, especially the subtle emotional and cultural aspects of exclusion. Nonetheless, academic, policy, and organisational triangulation enhances reliability, as the results of the studies are not pegged on one particular view. Systematic reviews show that secondary synthesis has the capability to identify patterns in a variety of studies and increase validity and scope (Fitzharris et al., 2023). Simultaneously, the institutional and professional voices influence the perspectives that are reflected in the evidence. Caseworker accounts are a good source of information on systemic disjointedness, but not the patients (Asif and Kienzler, 2022). The selection of the methodology of synthesising the results across the contexts is supported by the comparative studies of older immigrants in Finland and scoping reviews of the literature in Europe that provide evidence of the universality of barriers (Berg et al., 2025; Nowak et al., 2022). 
However, reflexivity must take note of the fact that this breadth has the potential of thinning out the particularity of the stories. The implementation of evidence-based lessons can include the strengthening of the primary care workforce in refugee environments, as this evidence shows that partnerships help to address the systemic fragilities (Harris et al., 2022). However, such lessons should be understood with some caution as the context specific factors may impede transferability. Reflexivity thus entails the achievement of a synthesis strength in counterbalancing the weaknesses of generalisation. In general, secondary data may not be able to fully reflect the lived experiences, but it offers a solid base of critical analysis. The study upholds rigour of methodology and level of rigour of conceptualization by recognizing these limitations and placing the findings within larger conceptual and comparative contexts.
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This chapter has critically discussed barriers to access to healthcare to refugees and asylum seekers in the United Kingdom, and synthesised both scholarly and policy literature. Thematic results indicated that there were systemic inefficiencies such as discontinuous referral pathways and limiting charging policies that always impede access to care. Cultural insensitivity also leads to the exclusion of patients, where asylum seekers are commonly not included in decision-making, and providers are not well trained in diversity-sensitive practice. Structural determinants of exclusion were found to be linguistic barriers, and lack of under-resourced translation services increased systemic and cultural barriers. These vulnerabilities were amplified by the COVID-19 pandemic, revealing the weakness of healthcare systems and irregularity of policy enforcement. Comparative views were able to affirm that these barriers are not exclusive to the UK but are common in Europe and other parts of the world and are influenced by the national systems of governance and resource distribution. 
The discussion has combined findings and the use of conceptual frameworks, policy commitments, and theoretical perspectives and reflexivity has recognised the use of secondary data and the constraints of institutional voices. In general, this chapter offered distinction level information about the complex character of healthcare barriers, the urgent necessity to reform the systems and introduce cultural competence, and resilient and inclusive healthcare systems that will be able to defend the displaced populations. 
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Chapter 5: Recommendations and Conclusion
[bookmark: _Toc234593231][bookmark: _Toc237605040]5.1 Introduction
This chapter will translate the Chapter 4 thematic findings into policy and practice recommendations and synthesise them. It was proven that the lack of systemic efficiency, cultural insensitivity, language exclusion, and crisis vulnerabilities combine to hinder healthcare access among refugees and asylum seekers in the United Kingdom. Comparative lenses established that these obstacles are international, necessitating context-specific reforms that are internationally informed. Based on the theoretical and conceptual frameworks introduced in Chapter 2 (Abubakar et al., 2020; WHO Europe, 2020), and the methodological synthesis presented in Chapter 3 (Braun and Clarke, 2006; Fitzharris et al., 2024), the recommendations herein are evidence based and aimed at tackling both structural and relational determinants of exclusion. They are then accompanied by a critical reflection of the implication of the same to policy and practice and finally the overall contribution of the dissertation is made.
[bookmark: _Toc234593232][bookmark: _Toc237605041]5.2 Evidence Based Recommendations
[bookmark: _Toc234593233][bookmark: _Toc237605042]5.2.1 Systemic Reform
The most rooted obstacles to fair healthcare are systemic inefficiencies. Qualitative research has indicated challenges of registration and orientation in primary care that reveal structural issues (Kang, 2019). This was supported by caseworker views, which highlighted the shortcomings of fragmented referral pathways and lack of alignment between agencies (Asif and Kienzler, 2022). In a bid to overcome such problems, registration and referral routes should be streamlined by integrating patient records digitally and by simplifying the process of entitlement verification. The regulations of the NHS charging are to be reconsidered and changed in order to remove the deterrents as the financial barriers to equity stand in the way of the promises (Rassa et al., 2023). Integrating refugee workforce is also essential to invest in, since organisations have to reorganise to facilitate refugee employees transition to enhance inclusivity in healthcare organisations (Farnham and Goldstone, 2023).
[bookmark: _Toc234593234][bookmark: _Toc237605043]5.2.2 Cultural Competence
Insensitivity is against cultural trust and involvement. It has been demonstrated that in many cases, asylum seekers feel not involved in the process of decision making because cultural awareness among providers is inadequate (Khanom et al., 2021). Culturally responsive care should be integrated throughout the NHS staff development so that providers are prepared to provide culturally sensitive care. It is important to commission culturally specific services to address the unique needs of refugee populations. The inclusion of patients in decision making should be encouraged, as a way of empowering the asylum seekers and developing confidence towards the healthcare systems. Comparative research proves that cross-contextual cultural barriers are well-spread, and older immigrants in Finland have the same difficulties with dementia care (Berg et al., 2025).
[bookmark: _Toc234593235][bookmark: _Toc237605044]5.2.3 Linguistic Support
Structural factors of exclusion are language barriers. Systematic reviews prove that poor interpretation services reduce the quality of care and patient satisfaction (Evenden et al., 2022). The report on NHS England (2024) identifies the insufficient investment in translation services as a result of which patients cannot find their way through the entitlements or communicate efficiently (NHS England, 2024). Professional interpretation and translation services should be expanded so that effective communication is achieved. The policies concerning language support should be applied uniformly at NHS trusts to prevent any regional differences. The incorporation of language services in entitlement navigation and patient records would enshrine linguistic inclusivity in healthcare systems even further (UNHCR, 2025).
[bookmark: _Toc234593236][bookmark: _Toc237605045]5.2.4 Crisis Resilience
The COVID 19 pandemic showed how weak the healthcare systems were. Migrants were overrepresented in receiving lower-quality vaccinations and other primary care services (Knights et al., 2021). Healthcare facilities should have built trauma informed supportive spaces to overcome compounded vulnerabilities in times of crisis (UNHCR, 2025). Pandemic preparedness needs to be enhanced, displaced populations should be clearly incorporated into emergency planning. The presence of flexible and inclusive crisis policies that are in line with WHO and UNHCR standards is necessary to safeguard refugees in future emergencies (Van Hout et al., 2024; Mayers et al., 2026). Accountability mechanisms should be used to make sure that promises are upheld throughout the NHS trusts.
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There is comparative evidence that barriers are universal. European scoping reviews of refugee healthcare reveal that the disjointed pathways, cultural insensitivity, and language barriers are prevalent in the high income countries (Nowak et al., 2022). European models of diversity sensitivity should be used to draw lessons, and reforms should be adapted to the UK system of governance. There should be encouragement of international cooperation on the health equity of refugees in a bid to exchange best practices and enhance global resilience (Parliamentary Assembly, 2026; Yeo et al., 2026).
[bookmark: _Toc234593238][bookmark: _Toc237605047]5.3 Policy and Practice Implications
Equity is expressed through policy frameworks which fail to be implemented. The frameworks of Inclusion Health at NHS and the British Red Cross dignity emphasize the importance of inclusivity, but systematic reviews prove that regulations on charging and the lack of cultural competence negate these ambitions (British Red Cross, 2024; NHS England, 2023). There is a need to close the gap between rhetoric and practice by having more formidable accountability mechanisms, resource allocation, and monitoring. Practically, the frontline staff should be assisted with an ongoing training and resource provision to provide culturally competent and linguistically inclusive care. WHO Europe also focuses on diversity sensitive systems, yet it has been indicated that the staff tend to be untrained and under-resourced (WHO, 2023). Social prescribing and community based interventions are to be increased to help entrench refugees into the supportive networks, and reduce the systemic and cultural barriers (Touzel et al., 2026). Collaborations among NHS, NGOs, and refugee organisations play a pivotal role in sealing the gaps, building trust, and making their services responsive to the needs of the refugees.
[bookmark: _Toc234593239][bookmark: _Toc237605048]5.4 Conclusion of the Dissertation
This dissertation has critically looked at the impediments to healthcare access to refugees and asylum seekers in the United Kingdom. The review revealed institutional failures, cultural blindness, language exclusion and the susceptibilities that the COVID 19 pandemic revealed. These obstacles were demonstrated to be linked with each other, exacerbating exclusion and eroding equity promises. Structural factors of exclusion that were found to limit equitable healthcare delivery were disjointed referral processes, restrictive billing policies, the lack of cultural competence, and inadequately resourced language interpreter services. The research adds to the body of the literature by using the literature as a whole, incorporating the views on health equity, social determinants of health, and intercultural competence. 
Policy implications emphasize on accountability, resource allocation and resilience, but practical recommendations include diversity sensitive training, more interpretation services, and trauma informed crisis planning. The coverage of lived experiences was limited by the use of secondary data but the triangulation of scholarly, policy, and organisational sources enhanced validity and coverage. To sum up, this dissertation concludes that inclusive healthcare reform is acute. Systemic restructuring, cultural competence, and linguistic support should be integrated into healthcare systems to enhance equity and do not leave any displaced populations behind in delivering the required services.
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	Author(s), Year
	Source
	Method
	Findings
	Theme(s)
	Relevance

	Kang (2019)
	Primary care access
	Qualitative
	Registration/orientation difficulties
	Systemic Barriers
	Shows fragmented pathways

	Asif and Kienzler (2022)
	Caseworker views
	Narratives
	Referral disjointedness, poor coordination
	Systemic Barriers
	Evidence of inefficiency

	Whitaker et al. (2022)
	Language barriers
	Mixed methods
	Poor translation lowers care quality
	Linguistic Barriers
	Demonstrates exclusion

	Khanom et al. (2021)
	Cultural competence
	Qualitative
	Patients excluded, insensitivity
	Cultural Barriers
	Lack of diversity practice

	Knights et al. (2021)
	COVID‑19 rollout
	Qualitative
	Migrants disadvantaged in registration
	COVID‑19 Context
	Fragility in crises

	Van Hout et al. (2024)
	Governance & immigration
	Scoping review
	Rights inconsistently upheld
	COVID‑19 Context
	Policies weaken equity

	UNHCR (2025)
	Supportive Spaces
	Policy report
	Trauma‑informed spaces vital
	COVID‑19 Context
	Reinforces psychosocial support

	Berg et al. (2025)
	Dementia care
	Qualitative
	Cultural/systemic barriers
	Comparative Perspectives
	Universality of exclusion

	Nowak et al. (2022)
	Refugee healthcare Europe
	Scoping review
	Fragmented pathways, language/cultural issues
	Comparative Perspectives
	Confirms widespread barriers

	Rassa et al. (2023)
	NHS charging
	Policy analysis
	Financial barriers deter care
	Systemic Barriers
	Charging undermines equity
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Identification of studies via databases and registers


Records removed before screening:
Duplicate records removed  (n = 100)
Records marked as ineligible by automation tools (n = 0)
Records removed for other reasons (n = 0)
Records identified from:
Databases (n = 250)
Registers (n = 30)


Identification







Records screened
(n = 180)
Records excluded
(n = 150)





Reports sought for retrieval
(n = 30)
Reports not retrieved
(n = 0)

Screening





Reports assessed for eligibility
(n = 30)
Reports excluded:
Not UK context (n = 8)
Outside 2016–2025
timeframe (n = 7)
Not refugee/asylum focus (n = 5)
etc.







Studies included in review
(n = 10)
Reports of included studies
(n = 10)

Included
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