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Abstract

Background: Several reviews have found that psychological trauma affects access to health care services, including
mental health care, in the general population. People from refugee and asylum seeker backgrounds are more likely to
have a mental illness than the general population, and experience a broad range of barriers and facilitators to service
access. However, to date there has been no comprehensive consideration of the potential effect of psychological
trauma on access to primary health care within this population.

Methods: This paper provides a mixed-methods systematic review of literature which included any consideration
of the relationship between psychological trauma and access to primary health care. A systematic search of Medline,
Psychlinfo, Scopus, Web of Science, Embase, CINAHL and Cochrane Library was conducted. Study eligibility criteria
were empirical, peer-reviewed studies that considered the relationship between psychological trauma and access to,
or use of, primary healthcare in resettlement countries for refugees (including asylum seekers). Papers were required
to be written in English and published between 1998 and August 2019. Quality was assessed using the Multi-Meth-
ods Appraisal Tool. The search identified a total of 14 eligible studies (11 quantitative and 3 qualitative) which had
explored this relationship in refugee and asylum seeker populations.

Results: Overall, synthesis of findings indicated variable results with respect to the impact of psychological trauma
on service access. Specifically, the review found that while rates of psychological trauma were high. Key themes were
that while general health care access was comparable or greater than the general population, rates of mental health-
care specifically were low. In addition, included papers identified a range of barriers to service access—particularly
somatisation, stigma and healthcare provide knowledge about psychological trauma.

Conclusions: While there is a critical need for more research in this area, the study points to several key recommen-
dations including training of general practitioners in relation to psychological trauma, ensuring culturally responsive
services, and the use of interpreters. Finally, due to the levels of somatisation found in some studies, ensuring general
practitioners understand the somatic element of psychological trauma—particularly within some groups of people
from refugee backgrounds—is important.
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due to a range of pre and post migration factors includ-
ing experiences of war, torture, family separation, forced
migration and resettlement in unfamiliar environments
[1, 2]. This includes psychological trauma—most com-
monly diagnosed as post-traumatic stress disorder
(PTSD)—with research indicating that people from refu-
gee backgrounds are approximately 10 times more likely
to experience psychological trauma than the general
population [1]. In this context access to primary health
care—including mental healthcare—is particularly criti-
cal for refugees and asylum seekers given its key preven-
tative role and the fact that primary care often functions
as a gateway to specialised services [3, 4]. Indeed,
research indicates that pathways to mental healthcare
for people with refugee and asylum seeker backgrounds
can be complex and are often influenced by both system
structures and individual level help seeking preferences
(e.g., for traditional healers) [4]. In terms of definitions,
for the purposes of this paper, a broad approach was
taken to primary healthcare, which included some men-
tal healthcare services where it was clear that these were
offered by frontline services [5].

Evidence concerning best practice in interventions
designed for psychological trauma is mixed, and this is
particularly true for interventions when working with
adults and children from refugee or asylum seeker back-
grounds (hereafter ‘refugees’ [defined as those who have
had their claims to asylum assessed and approved] except
when referring specifically to asylum seekers [defined
as those who are currently displaced and seeking refu-
gee status]) [2]. In general, best practice care is consid-
ered to be holistic, community-oriented and culturally
appropriate, with a view to building on strengths within
individuals and communities rather than adopting a defi-
cit based approach to treatment [2]. Testimonial-based
psychotherapy (e.g. narration of memories) or emotion-
focussed therapies (e.g. emotion recognition and regula-
tion) are generally considered to form an important part
of any trauma informed intervention, and these forms of
intervention require specialised skills and training [6—8].
Overall, while informal and community supports should
ideally form part of holistic care, engagement with the
mental health system—or with trauma trained primary
care workers—is a critical part of working with psycho-
logical trauma [6].

A range of barriers and facilitators of primary health
care access have been identified for refugees. These
include language requirements, cost, health and health
system literacy, stigma (especially for mental health),
availability of specialist services, training for health prac-
titioners working with refugees, and the cultural appro-
priateness of care [4, 9-12]. More broadly, there are
several key models conceptualising factors associated
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with health care access, with definitions of access varying
across disciplines and researchers [13, 14]. This review
follows Penchansky [15] in arguing that access can be
conceived as the relationship between those who seek to
access healthcare and the healthcare resources available
to them. While not drawing upon a model specifically,
the paper also reflects Levesque and colleagues [14] in
viewing domains of access existing at both a service level
(such as availability, affordability and appropriateness)
and individual level (such as health beliefs and ability find
or access services). In line with this, the term ‘access is
used in this paper to cover both the ability to access ser-
vices in the first place as well as rates of subsequent uti-
lisation [14]. However, an evidence gap exists in relation
to whether psychological trauma has a specific impact on
primary health care service access and utilization for this
population.

Research with the general population typically sup-
ports the argument that psychological trauma can affect
health service access, including through trauma-specific
barriers [16], although findings are mixed. Much of this
research has been conducted with veterans, where PTSD
has been associated with increased service access and
use for mental health, with mixed findings for physical
health [17-19]. However, it should be noted that these
results may not be generalisable to either the general
population or refugee populations due to the availability
of specialised trauma services, the assistance with cost
(e.g., compensation) available to veterans in most coun-
tries, and the fact that veterans are not seeking services
in a new country. A systematic review of health service
use predictors in people with PTSD found most included
studies identified increased service access and use for
people with PTSD, although some studies found no rela-
tionship and others found an inverse relationship (spe-
cifically, PTSD severity was associated with decreased
use) [19]. Overall, the review found consistent evidence
for increased mental health service use in women, people
with longer trauma histories, and specific PTSD diagno-
ses. None of the included studies focused on refugees. A
review by Kantor and colleagues [16] focusing on barri-
ers and facilitators to mental health service utilisation in
trauma survivors found trauma-specific factors did affect
service access, particularly concerns about re-experienc-
ing traumatic events, which resulted in lower service use.
Other trauma-specific barriers included concerns about
stigma and psychological comorbidities (particularly
depression). The only factor specific to refugees noted in
this review was the use of interpreters, and the review did
not comment on the link between psychological trauma
and service use for refugees more broadly.

This paper therefore provides a systematic review of the
literature that has explored the impact of psychological
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trauma on primary healthcare service access and use for
refugees living in resettlement countries. Specifically, we
aimed to collate and synthesise the available evidence
concerning how psychological trauma affects utilisa-
tion of primary health care and to identify barriers and
facilitators to improve provision of and access to primary
healthcare for this population.

Methods

This systematic review utilised the PRISMA guidelines
for conducting systematic reviews to explore the research
questions concerning psychological trauma and primary
healthcare access.

Inclusion criteria
The inclusion criteria were empirical, peer-reviewed
studies that considered the relationship between psycho-
logical trauma and access to, or use of, primary health-
care in resettlement countries for refugees. Primary
healthcare here was considered in its broadest form and
included mental health services where it was clear that
the papers reported on service access from at least some
mental health frontline providers. This approach was
taken for several reasons, including recognition of the
differences in healthcare systems across countries [5], to
ensure that all papers discussing primary healthcare in
any form were included, and since primary healthcare
services play a key preventative function including in
relation to mental health. Studies which focussed only on
emergency services, tertiary medical centres or other in-
patient services were excluded. Where the level of mental
healthcare was unclear, a broad approach was taken, and
the paper was included in the review. Additionally, where
papers reported on both mental health services which
were primary healthcare services as well as specialist ser-
vices, all findings reported in the paper were provided.
Papers were required to be written in English and pub-
lished between 1998 and December 2019. Studies needed

Table 1 Search terms
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to include specific reference to psychological trauma, or
provide disaggregated trauma data if composite mental
health data was used or comorbidities were discussed.
As per the DSM-5, trauma is defined here as the psycho-
logical outcome of exposure to traumatic events and does
not include the traumatic events themselves [20]. While
PTSD is the standard clinical diagnosis associated with
psychological trauma, inclusion criteria for this system-
atic review did not specify PTSD diagnosis given debates
in the literature about whether PTSD is the only, or most
accurate, diagnosis for refugees [6]. Instead, to meet
inclusion criteria, papers simply needed to reference psy-
chological trauma in any form. Papers that spoke only of
exposure to traumatic events, however, were excluded.
Papers that focused on internally displaced persons or
migrants were also excluded, as were studies that referred
to “migrants” or “immigrants” without providing suf-
ficient information as to arrival status. Studies in non-
resettlement countries (states without United Nations
High Commission for Refugees (UNHCR) resettlement
programmes in operation as of 2017) were also excluded,
given that the scope of the review was to understand the
experiences of healthcare in countries where refugees or
asylum seekers were intending to stay in the longer term.

Search strategy

Medline, Psychlnfo, Scopus, Web of Science, Embase,
CINAHL and Cochrane Library were searched with the
help of a research librarian (full search terms can be
found in Table 1).

An example Medline syntax was as follows: ((primary
healthcare* or primary health care* or general practice*
or GPs or family medicine or health servic*) adj4 (access*
or use* or using or utili?ation or contact*)).twkw. AND
("mental ill*" or "mental disorder*" or trauma* or "post
traumatic stress disorder*" or PTSD or "metal health*"
or distress* or psycholog* or anxiety* or depress*).tw,kw.

Population Psychological trauma Intervention Service
Refugee* Trauma Access "primary healthcare”
“asylum seeker*” PTSD Contact “primary healthcare service*”
"humanitarian visa*” “post-traumatic stress disorder” Doctor
“mental health” GP

“mental illness”
Distress
Psychological*

“health practitioner”
“medical practitioner”
Psychologist

“mental health service”
Counsell*
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AND (refuge* or asylum seeker* or asylum-seeker* exile*
or immigra* or migrant* or humanitarian®).tw,kw.

The reference lists of articles included in full text review
were also manually searched for additional relevant arti-
cles. Article searches were conducted in English only.

The initial search returned 4161 results that were con-
sidered for inclusion, with a further 35 additional papers
identified through the reference lists of included papers
(see Fig. 1). All titles and abstracts and full texts were
screened independently by the three authors, using End-
note software as outlined by Peters [21]. This resulted in a
final sample of 14 independent studies.

Data extraction and synthesis

Due to the diverse designs and aims of the studies, no
meta-analysis was performed. Instead, results of the
studies were synthesised using inductive thematic anal-
ysis, guided by Braun and Clarke’s approach [22, 23],
with a specific focus on findings related to trauma and
healthcare access. Specifically, all articles were read, with
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findings concerning psychological trauma and access to
primary healthcare highlighted and then coded.

Quality and bias

Given the diverse designs and since the quality of the arti-
cles found was taken to represent the state of the current
literature (see [24]), article quality was not considered in
relation to inclusion criteria. Discussions of quality and
bias for the included papers are provided below in the
results section.

Results
From the initial 4196 results, 14 peer-reviewed papers
met the inclusion criteria (see Fig. 1 above for search
results).

Description of studies
Specific details of each of the studies can be found in
Table 2, while Table 3 provides an overall summary of
study characteristics.

Oft topic records excluded

\ 4

(n=4123)

Full-text papers excluded with
reasons (n=59):

Lack of clarity concerning
refugee/asylum seeker status

No disaggregated psychological
trauma data from other
health/mental health data

_S Records identified through

ki database searching (n=4161) and
b= reference list checks (n = 35)
5 Total n = 4196

=

Title/abstract screening of 4196

= papers

B=

3

5

n

v

2

= Full text papers screened to
E‘) criteria (n=73)

@

v

§ 14 records included in systematic
2 review

Q

|

Fig. 1 Search flowchart
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Table 3 Overall summary of study characteristics

Quantitative Qualitative Total N=14
(N=11) (N=3)

Year of Publication
1998-2001
2002-2006
2007-2011
2012-2018

Region of study
Australia/New Zealand
United Kingdom
United States
Netherlands
Switzerland
Denmark 1

Informant group
Refugees/asylum seekers 10 10
Service providers 2 2

Refugees/asylum seekers 1 1 2
and service providers

Sample size
Under 50 2
51-100
101-200
201-300
301-500
500+

Outcome focus
Mental health care 5 5

N NN W — W
NN W N W N

General primary health 2 2
care

Both 6 1 7

All 14 of the studies were peer reviewed papers: 11
quantitative [25-35] and three qualitative [25, 36, 37].
Eight studies included participation from refugees [25,
26, 30-35], three from asylum seekers [28, 29, 36], and
one included both refugees and asylum seekers [27]. Two
studies [34, 36] sampled both refugees/asylum seekers
and service providers, while two studies [10, 37] involved
service providers only. Three studies focussed on unac-
companied minors [26, 29, 34].

With respect to resettlement countries, all studies were
conducted in nominally “Western” countries, with the
largest number in the United States or Canada (N =6).

Four studies included refugees and asylum seekers
from a mixed range of ethnicities and countries of ori-
gin [28, 29, 34, 36]. The remaining eight papers included
samples of refugees or asylum seekers from one or more
ethnicity or nationality, specifically Cambodian [25, 32],
Sudanese [26], Afghani, Iranian and Somalian [27], Viet-
namese [30], Iraqi [31, 33], and Bosnian [35] participants.
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Five studies explored access or utilisation of general
primary health care [30, 31, 33, 36, 37], which may or may
not have included mental health care, six focussed exclu-
sively on mental health [10, 27, 29, 32, 34, 35], and three
specifically mentioned a focus on both mental health and
general primary healthcare [25, 26, 28].

Quality of evidence base in the reported papers

Issues of quality in the reported, published papers, and
consistent with systematic review protocols, were con-
sidered with reference to the Mixed Methods Appraisal
Tool (MMAT) [39]. The MMAT allows an appraisal of
quality on the basis of the following criteria: clarity of
the research questions, whether the data allows consid-
eration of research questions, and then—depending on
the study methodology—questions related to sampling,
measurements, and data analysis. Consistent with the
MMAT, this section provides a broad overview of qual-
ity for all included articles according to the tool domains.
Article quality was only considered with respect to the
papers as they appeared in their published form. Authors
were not contacted for further information about their
studies given that the review explored a topic—psycho-
logical trauma and primary healthcare access—which
was often different to the aims of the paper. It is recog-
nised that some of the issues reported below may related
to journal restrictions such as word counts or particular
reporting requirements.

All studies had clearly articulated aims, satisfying the
first criterion of the MMAT.

In relation to the qualitative studies, in all cases the
findings were clearly derived from the data, the results
were clearly based on the data, and there was a coher-
ence between the data, the analysis and the conclusions.
However, in the case of two studies [10, 36], interview
questions were not provided in the published paper—
although both provided exemplar extracts.

In relation to quantitative studies, all had collected
data reported in the papers which allowed for the stated
research questions to be answered. In two cases the sam-
pling strategy was unclear, but details were provided in a
paper published elsewhere [25, 26]. In all papers the sam-
ple was representative of the target population. Finally,
while analyses were sometimes primarily descriptive they
were all suitable to answering the research questions as
stated in the papers.

In terms of potential sources of bias, thirteen of the
fourteen included studies (quantitative and qualita-
tive) used samples of convenience, with some samples
recruited directly through mental health services, lead-
ing to potential sources of bias. The only study that used
more robust sampling was Bean et al. 2006, who recruited
minors through a register. Finally, studies which reported
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funding noted no conflict of interest, with funding
sources largely philanthropic funds. Two potential excep-
tions to this are Maier et al. [28], who received funding
from the Swiss Federal Office for Migration (which also
helped to recruit participants), and Sanchez-Cao et al.
[29], who received funding from the Westminster City
Council Department of Social Services.

While not an issue of quality in relation to the pub-
lished papers reported here, in relation to the aims of
this review the analysis in some papers made considera-
tion of the relationship between psychological trauma
and access to services difficult to determine. For exam-
ple, some analyses did not provide significance testing or
effect sizes for the relationship between variables relevant
to this review.

Definitions, measures and instruments
A broad range of trauma measures were used. The Har-
vard Trauma Questionnaire (HTQ) was the most com-
monly used with five of the eleven quantitative studies
including it in their data collection [26, 27, 29-31] fol-
lowed by the Composite International Diagnostic Inter-
view (CIDI-WHO) used by two studies [30, 32]. Other
measures included the Stressful Life Events checklist
[34], a version of the Hopkins Symptom Checklist [34],
the Reactions of Adolescents to Traumatic Stress [34],
the Child Behaviour Checklist [34], the Diagnostic Inter-
view for Children and Adolescents [25], and the MINI
[28], PTSD symptoms scale [35], and the PTSD Checklist
[33]. All quantitative studies discussed the use of inter-
preters or translation/back-translation of measures.

In relation to ‘measures’ (e.g., interview questions), two
[36, 37] did not specify interview questions with only one
of the three [10] outlining an interview schedule.

Table 4 PTSD prevalence/risk by study
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Prevalence of psychological trauma

Table 4 provides an overview of the prevalence rates for
psychological trauma found within the studies where
prevalence was measured (all of the quantitative studies
except that by [34]). The study by Wong et al. [32] had
specifically sampled for Cambodian refugees who met
criteria for PTSD cut-offs in the previous 12 months.
As such, their sample had prevalence of 97%, presum-
ably due to the fact that 3% no longer met criteria after
first measurement. All studies referred to psychological
trauma as PTSD.

Emergent themes

The thematic synthesis of the findings in the papers
revealed mixed results regarding rates of access to pri-
mary health care (high rates of general health care access
amongst those with PTSD and low rates of mental health
care access), and a range of pathways by which trauma
might affect health care access including somatisation,
stigma, service provider knowledge and culturally appro-
priate services.

Rates of primary healthcare access

The review found that general primary healthcare access
was typically high amongst those with PTSD (and typi-
cally higher than comparator groups of either refu-
gees with low trauma symptomatology or non-refugee
groups), however access to mental healthcare specifically
was low.

General primary healthcare access

Three studies considered both mental and general
healthcare access across PTSD and non-PTSD refu-
gee groups [26], non-refugee comparator groups [30]
or both [28]. All of these studies found higher service
access for general or physical health in the PTSD group,

First author (date) Population ethnicity Sample size PTSD risk/
prevalence
(%)

Blair (2001) Cambodian 124 45

Geltman et al. (2008) Sudanese (minors) 304 20

Lamkadden et al. (2014) Afgani, Iranian and Somalian 410 16

Maier et al. (2010) Mixed 78 24

Sanchez-Cao et al. (2012) Mixed (minors) 71 66

Silove et al. (2007) Vietnamese 1161 4

Slewa-Younan et al. (2015) Iraqi 225 40

Weine et al. (2000) Bosnian 28 70

Wong et al. (2015) Cambodian 227 97

Wright et al. (2016) Iraqi 298 5
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although there was no difference in mental healthcare
access specifically. For example, Geltman et al. [26]
found that Sudanese refugee youth living in the United
States who met criteria for a PTSD diagnosis (deter-
mined using the HTQ) were over twice as likely to have
seen some type of healthcare practitioner than those
who did not meet PTSD criteria. However, they were
no more likely to have seen a mental healthcare practi-
tioner in a primary healthcare setting. This was particu-
larly the case for those youth with somatic complaints
who were three times as likely to have seen a healthcare
practitioner (but not necessarily one trained in mental
health) and twice as likely to have sought emergency
care. Similarly, based on health care records of refugees
and the general population provided by an insurance
agency in Switzerland, Maier et al. [28] reported rates
of service access per year for their refugee participants
with PTSD (N =19 with an average of 18.7 appoint-
ments), any diagnosis (N =32 with an average of 15.6
appointments) and no diagnosis (N=46 with an aver-
age of 7.4 appointments). While there was no reported
analysis of those with PTSD specifically in terms of
comparisons (that is, only the raw data reported above
was provided), a reported t-test indicated that refugees
with a psychiatric disorder of any form had significantly
more appointments per year than refugees without.
Finally, in a comparative study between Australian-
born participants and refugees from Vietnam, Silove
et al. [30] found higher rates of general health consulta-
tions in those with PTSD in both groups of participants
(e.g., 88.8% of Vietnamese participants with PTSD had
accessed general services compared to 76.6% of those
without; 91.3% of Australians with PTSD had accessed
general health services compared to 86.1% of those
without). Members of the general community with
PTSD were almost twice as likely to indicate that their
consultations were for mental health issues as com-
pared to the Vietnamese refugees.

Mental healthcare access

Six studies focused solely on mental health access for
refugee populations, four of which were cross sectional
[29, 31, 34, 35] and two longitudinal [27, 33]. The four
cross sectional studies found that overall rates of mental
healthcare access were low compared to either popula-
tion-level access in the relevant country or as would be
expected based on the prevalence rates of PTSD found in
the studies. Slewa-Younan et al. [31] explored the predic-
tors of help seeking in a sample of 225 Iraqi refugees in
Australia. Nineteen percent of the participants reported
ever having sought help, including through primary
healthcare, for a mental health problem. A significant
association was found between PTSD symptomatology
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(measured by the HTQ) and help seeking behaviour in
participants with PTSD. Specifically, those who met the
threshold for clinically significant symptoms were two
and a half times more likely to have sought help for a
mental health problem that those below the threshold.
However, the authors note that only 32.9% of the sample
of those experiencing PTSD symptomatology said they
had sought help for a mental health problem at all. The
authors reported that the most common source of help
seeking was family (23.1%) followed by a GP (21.5%) and
then psychiatrists and psychologists at 13.8 and 12.3%
respectively (raw numbers not provided). Only 9.2% of
the participants had sought help from specialist torture
and trauma services. Weine et al. [35] conducted a study
with 70 Bosnian refugees in the US, exploring subgroups
of 29 participants who had presented to services with 41
who had not. They found that all of the 29 participants
who had accessed mental health services met PTSD cut
off scores as measured by the PTSD symptom scale. 70%
(N=28) of the 41 participants who had not accessed
mental health services also met symptom criteria for
PTSD—a percentage which the authors note indicates
gaps in mental health care for refugees with psychologi-
cal trauma.

Bean et al. [34], in their study of unaccompanied
minors from a range of countries currently living in
the Netherlands, also found that psychological trauma
(as measured by the Reactions of Adolescents to Trau-
matic Stress measure—prevalence rates not reported)
positively predicted both perceived need to access men-
tal health services and unmet need, measured through
a survey instrument. However, a logistic regression
model exploring predictors of service use that included
reactions to traumatic stress was not statistically signif-
icant. On the other hand, Sanchez-Cao et al. [29] found
that use of mental health services for unaccompanied
minors did not differ between those who had PTSD (as
measured by the HTQ) and those who did not. Over-
all service access was low (17%) and this was predicted
instead by depression and time in the UK rather than
PTSD.

In a longitudinal study, Lamkaddem et al. [27] con-
ducted research across two time points (T1 and T2 seven
years later) with refugees and asylum seekers from Iran,
Afghanistan and Somalia living in the Netherlands. They
found low rates of mental health care use at T1 for those
with PTSD (21.4% had accessed care), with this increas-
ing to 53.8% at T2. Mental healthcare at T1 was related
to higher PTSD severity, but this analysis was not con-
ducted for T2. The reported rates of access for this group
were lower: 6% at T1 and 13% at T2. Mental healthcare
use at T1 was significantly associated with improve-
ment in PTSD scores between the two waves, although
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the authors noted that confidence intervals were large.
Wright et al. [33] conducted a longitudinal study of the
first two years of resettlement for Iraqi refugees living in
the US (N=298). Contrary to the hypotheses the study
found that refugee participants reported a significant
increase in PTSD between 1 and 2 year interviews, and
that higher utilization of psychological services in the
first two years predicted a significant increase in PTSD
symptoms, which the authors argue could be due to the
fact that people with declining mental health are more
likely to seek help. Overall, both Lamkeddam et al. [27]
and Wright et al. [33] found that service use was asso-
ciated with higher PTSD rates, but findings differed in
relation to the impact of service access with Lamkeddam
et al. [27] finding improvement in PTSD while Wright
et al. [33] found an increase in symptoms.

While the above studies all show a similar pattern of
low service access, the study by Wong et al. [32] of US-
based Cambodian refugees from a larger study specifi-
cally for PTSD diagnosis found that 52% of their sample
of 227 participants had accessed mental health services in
the past 12 months, with most seeing a psychiatrist (39%)
followed by a general medical doctor (29%). In their dis-
cussion, the authors note that Cambodian refugees were
accessing psychiatrists at almost double the rate of the
general US population. Interestingly, the primary type of
access appeared to be for medication rather than psycho-
therapy, which the authors note could be problematic due
to concerns about prescriptions of psychopharmacologi-
cal medications and the fact that best practice treatment
includes trauma informed psychotherapy. Conversely,
only four percent of participants reported seeing a “non-
physician mental health professional” (presumably a psy-
chologist or counsellor although this is not clear in the
paper), compared to 19% of white Americans and 14% of
Asian Americans.

Pathways between trauma and service access: barriers

and facilitators

A further theme identified in the included papers related
a range barriers and facilitators to primary healthcare
access which may be directly related to, or affected by,
psychological trauma. This included general barriers,
somatisation, stigma, service provider knowledge and
culturally appropriate services, and ‘other barriers!

Somatisation

Of particular interest in relation to trauma is that two of
the quantitative studies [26, 30] and two of the qualita-
tive studies [36, 37] directly identified somatisation (e.g.,
experiencing psychological distress as somatic symp-
toms—[38]) as a key factor for the increase in utilization
of general primary healthcare as compared to mental
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healthcare. Geltman et al. [26] noted in their discus-
sion that the Sudanese minors in their study reported
high levels of medical care for problems consistent with
somatisation, with those patterns most common among
those with PTSD, and that this presents a challenge for
practitioners who may have limited experience with
trauma. Similarly, Silove et al. [30] noted that somatisa-
tion of symptoms in their Vietnamese refugee popula-
tion could explain the lower mental health service group
in that population as compared to their Australian-born
comparison group, and that there is a “cultural tendency”
(p. 475) to somatise distress within Vietnamese peo-
ple. In two qualitative studies [36, 37] service provider
interviewees noted high levels of somatisation amongst
refugees and asylum seekers experiencing psychological
trauma. In these studies, service provider participants
noted that somatisation may be associated with trauma
symptomatology and may increase primary healthcare
access since help seeking is then associated with physical,
rather than psychological, complaints.

Stigma

In their qualitative study of 35 asylum seekers and 15 ser-
vice providers in the United States, Asgary and Segar [36]
reported that interviewed asylum seeker and refugee par-
ticipants were “resigned” (p. 509) to poor mental health,
and service providers reported that shame and stigma
associated with mental illness prevented help seeking,
thereby acting as barriers to service access. Other stud-
ies also noted that stigma associated with mental health
issues—particularly trauma—Ilikely acted as a barrier to
service access [33].

Service provider experience and culturally appropriate
services

All three of the qualitative studies found that psychologi-
cal trauma acted as a barrier to service access (or reten-
tion within services) because service providers did not
know how to work with refugees who were experienc-
ing psychological trauma. In an Australian study of 115
service providers working within mental health settings,
Colucci et al. [10] found that their service providers felt
bringing up trauma-related issues too early in their ses-
sions led to potential disengagement with services by
their clients. Similarly, Jensen et al. [37] in their qualita-
tive study of 15 general practitioners working with refu-
gee clients in Denmark, found general practitioners often
reported that psychological trauma was too complicated
for them to work with. As such, participants in this study
noted that they needed to refer clients to specialised ser-
vices. Finally, Asgary and Segar [36], Colucci et al. [10],
and Jensen et al. [37] all note the importance of trauma
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informed approaches in providing services to refugees
experiencing psychological trauma.

Other barriers

In their study of 124 Cambodian refugees in the US, Blair
[25], found that those with PTSD identified more bar-
riers than those without: an average of 5.1 barriers as
compared to 3.5 for those without PTSD. For the sam-
ple overall (those with and without PTSD—this was not
presented separately), the most commonly reported bar-
rier was “I think American medical people do not under-
stand Cambodian health problems” (n=53; 43% of the
total sample) followed by gaining better help from fam-
ily (n=51; 41%), not understanding required paperwork
(n=40; 32%), and language and literacy issues (n=40;
32%).

Five other studies [27, 29-31, 33] provided some
reflections on the potential pathways through which
trauma might impact service access, although this was
not included specifically in their analysis. Key pathways
noted included lack of language fluency [27, 29, 30],
health system literacy (e.g., limited awareness of available
services; [27, 29, 31], lack of culturally appropriate ser-
vices [27, 30], high mobility [29], and difficulty registering
or being referred to services [29].

Discussion

The studies included in this review reported variable
findings with respect to the impact of psychological
trauma on access to primary healthcare services. Over-
all the rates of psychological trauma were high, though
there was significant variation, likely related to variable
methodologies used in the studies including differences
in sampling methods and sample characteristics as well
as the trauma measures used. In general, most stud-
ies found that rates of access to mental health services
were low while general healthcare access was compa-
rable or greater than comparator groups (e.g. refugees
without psychological trauma or the general population)
[26, 28-31, 34]. This varies from previous research with
other populations, such as that outlined in the review
by Elhai and colleagues [19], which found that mental
health access for people with PTSD was associated with
higher service access and use, but supports other findings
concerning the existence of trauma-specific barriers to
accessing healthcare [16]. The current study also identi-
fied some key pathways through which trauma may influ-
ence service access for refugees, particularly in relation
to somatisation which appears to influence access to ser-
vices through leading people to access general or physi-
cal health services rather than those for mental health. In
terms of mental health access, the findings of this study
point to some key recommendations for service providers
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to ensure that refugee and asylum seeker populations are
able to access services if required.

The papers included in this review reported rates of
psychological trauma from 4 to 70% (excluding Wong
et al. [32], who sampled for PTSD), reflecting previous
research which has identified a wide range in reported
prevalence rates for trauma in refugee populations [6,
40]. Whilst prevalence rates were not the main focus of
this review, they warrant discussion here since the wide
divergence in rates illustrates some of the complexities
with research in this area, and the importance of accurate
measurement of psychological trauma to facilitate health
service access. Previous literature has suggested cultural
differences in expressions of emotion and psychologi-
cal distress as well as the specific traumatic experiences,
which could help explain this discrepancy in rates,
together with differences in the measures used [1, 29,
41-45]. There is therefore a pressing need for research
to focus on both what constitutes trauma refugees in the
first place, and how to measure the resulting construct
[46, 47].

In terms of primary healthcare access, quantitative
studies included in this review found that service use for
refugees experiencing psychological trauma was gener-
ally higher than the comparative groups of either refugees
without PTSD [26], the general population [30] or both
[28]. This was the case across youth [26] and adults [28,
30]. It is possible, then, that PTSD symptomatology may
lead refugees to access primary healthcare (but not men-
tal health specific) services despite the barriers identified
previously in other literature (e.g., transport, language,
understandings of health systems, as well as somatisation
[4, 13-15]).

While rates of general healthcare access appear to be
higher for refugee groups with PTSD, this was typically
not the case for mental health specific services, where
access remained low. Importantly, these findings dif-
fer from much of the previous quantitative research
concerning the relationship between trauma and health
service use which has found that PTSD symptoms and
severity predict higher service access and use [19], but do
support other literature which has found no relationship
for trauma-specific symptoms [16, 48].

Three studies found contrary findings to those outlined
above [29, 32, 35] that may be explained by methodologi-
cal considerations. Specifically, Weine [35] recruited par-
ticipants through different methods for the two groups
(e.g. those who had not accessed services using net-
work analysis and those who had were directly recruited
through a clinic), resulting in potential discrepancies in
other demographic criteria, although this was not noted.
Sanchez-Cao et al’s [29] findings with minors living with
foster carers echoes previous research with youth in care
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and issues relying on identification of symptoms by car-
ers [48]. Finally, Wong et al’s [32] sample was sourced
specifically for a PTSD diagnosis and the high rates of
mental health access they found was typically for medi-
cation rather than any other mental health care. Overall,
this variability in methodologies and samples represented
the heterogeneity of all included studies—an issue affect-
ing much of the literature concerning trauma and service
use—which makes drawing conclusions difficult [19]

The included papers identified a range of barriers and
facilitators to accessing mental health care, including
some trauma-specific factors. These included barriers
such as stigma associated with psychological illness and
trauma specifically, lack of service provider knowledge
about psychological trauma, and health system issues
such as interpreter availability. These barriers reflect
those found in previous literature [16, 49]. While some
aspects of these pathways (e.g., stigma) are relevant for
mental health more broadly, this review also identified
some specifically trauma related issues—most notably
somatisation. The findings of some papers [26, 30, 36, 37]
included in this review identified somatisation amongst
refugees, which may increase primary healthcare use
rather than specifically mental healthcare.

Recommendations
The studies included in this review made several recom-
mendations to improve healthcare access and utilisation
by refugees and asylum seekers. In particular, studies
specifically identified comprehensive training of primary
care physicians in recognising trauma symptoms, par-
ticularly somatisation, as a necessary step in improving
the mental health of refugee populations and increas-
ing utilisation of mental health services [26, 28-30, 36,
37, 51-53]. This is particularly important given that the
overall findings of the review suggest that refugees are
more likely to utilise physical rather than mental health
providers. This may be explained by both the fact that
those with somatic symptoms are more likely to identify
physical—rather than mental—health complaints, as well
as the structure of healthcare in many resettlement coun-
tries where general practitioners are often responsible for
initial mental health reviews and act as the gatekeepers
to specialised mental health care, that may entail nego-
tiation of complex referral pathways [54]. As such, there
is a clear need for primary healthcare providers who are
on the front line of service access (such as general practi-
tioners) to have specialised trauma training—particularly
in relation to somatisation as a key symptom of psycho-
logical trauma for many refugees [27, 28]; also found in
previous research [55].

Other key recommendations included taking into
account community understandings of mental health
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and psychological trauma in provision of services [31],
including the use of outreach and community mental
health services to work in partnership with communi-
ties [10, 25, 36]. This has been identified in research
with refugee populations more generally [56, 57] but the
presence of psychological trauma arguably makes part-
nerships more important given the complex symptom
profiles associated with trauma. The use of interpreters
was also raised [28, 32, 37], reflecting previous research
in relation to mental health and general health care [10,
50], highlighting the need for both access to interpret-
ers and specialised mental health care training for inter-
preters themselves—including in relation to trauma
informed care. Reducing cost [36] and addressing reset-
tlement challenges such as food security, housing issues,
and employment which may act as barriers due to their
immediate priority status for people were also discussed
[30, 33, 36]. Wright et al. [33] note that trauma exacer-
bates these challenges, creating double binds for many
refugees where they cannot secure housing (for example)
due to trauma symptoms, which in turn prevents them
from seeking mental health care. Research into social
determinants of health support these recommendations
given that these issues will also impact health themselves
[58].

Culturally appropriate [10, 26, 36, 37] and trauma-
informed care [27, 28, 32] were also advocated, with
culturally appropriate methods and trauma informed
practice a key feature of broader research [6, 40, 47].
In the case of refugees specifically, this included train-
ing in the specific needs of this community rather than
broad discussions of culture or psychological trauma. For
children and young people, child-appropriate methods
such as “toolboxes” to work through emotional expres-
sion which may be particularly affected by psychological
trauma in children and young people were highlighted as
important [34], and this could be particularly the case of
unaccompanied minors where it is particularly impor-
tant that healthcare provides a child-friendly pathway to
emotional expression and advocacy. Similarly, developing
relationships—including building trust and rapport—
were identified in some studies as particularly important
for children and young people experiencing psychologi-
cal trauma [29].

Limitations

This review has several limitations. In particular, our
search strategy included only English language articles
from electronic databases which presents a source of bias,
particularly given the subject area. It is also worth noting
that the broad and often unclear use of the term ‘trauma’
in literature describing refugee experiences required us
to narrow our definition in order to focus our analysis
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on those studies with specific trauma measures or men-
tion of psychological trauma. It is possible that in doing
so we excluded some studies with relevant findings, and
this is particularly true since trauma is often co-morbid
with other mental illness and physical health conditions.
Relatedly, the large range of measures used for psycho-
logical trauma meant that providing a consistent pic-
ture of the impact of psychological trauma on healthcare
utilisation was challenging—an issue noted in the field
more generally [47]. It is also noteworthy that previous
research has found cultural differences in the expression
of emotional distress, which also leads to differences in
PTSD or trauma symptomatology [1, 29, 41-45]. This
makes drawing conclusions across the diverse cultural
groups included in this study challenging, and future
research would usefully consider the specific effect psy-
chological trauma may have on service access for specific
cultural or ethnic groups. Finally, our focus on primary
healthcare means that this review is unable to comment
on whether not accessing appropriate care may lead to
higher presentation to hospitals or emergency services,
or indeed the consequences of not accessing care more
broadly.

Conclusion

While a large range of previous research has indi-
cated that refugees and asylum seekers face numerous
barriers to accessing primary healthcare—including
mental healthcare—this review indicates that people
experiencing psychological trauma face a range of addi-
tional barriers that warrant specific consideration. This
is particularly true for somatisation, which is character-
istic of the experience of many refugees [55]. The review
therefore indicates a range of implications for both gen-
eral primary health care and mental healthcare spe-
cifically, including more streamlined referral processes
into mental health services, training in psychological
trauma and somatisation for general healthcare provid-
ers, and community and outreach services which may
assist in reducing stigma and increasing service access.
The review also supports previous calls for research into
cross-culturally validated therapeutic tools and increas-
ing availability of interpreters. Overall, there is a need for
more robust research concerning psychological trauma
and access to care for refugees, in order to ensure appro-
priate health care.
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