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1  |  INTRODUC TION

The global refugee crisis is growing, and at the end of 2020, there 
were 26.4 million refugees forcibly displaced from their home 
countries.1 With the increasing political crisis and ongoing conflicts 

around the world, it is anticipated that in 2022, there will be an ad-
ditional 2.47 million individuals fleeing their home countries and 
seeking refuge.2 Refugees are subject to a myriad of traumatic ex-
periences in their home countries often facing war, dislocation, vio-
lence or systematic dispossession and discrimination. The process of 
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Abstract
Objectives: To identify, appraise and synthesize the published evidence from quan-
titative studies on the individual and contextual-level factors determining access to 
dental care among refugees worldwide.
Methods: A systematic literature search was conducted until the last week of February 
2022 in four electronic databases – MEDLINE, Embase, Web of Science (all data-
bases) and APA PsycINFO – without any restrictions. Quantitative studies published 
in English language and meeting the a priori eligibility criteria were reviewed and 
data extracted. Quality assessment was conducted using the National Institutes of 
Health tool. The identified factors were stratified according to the framework of the 
Behavioural Model of Health Services Use, and the evidence related to each of these 
factors was summarized in tables. Narrative synthesis of the findings was conducted.
Results: The search retrieved 6776 unique records, of which 69 were deemed eligible 
for full-text screening and nine studies were included in the final data analysis and 
synthesis. The studies were rated to be of ‘fair’ quality at best. Self-reported previous 
dental visits was the most commonly used measure of access. Associations between 
individual-level factors and dental care access were most frequently examined (pre-
disposing [n = 6], need [n = 2] and enabling [n = 1]), while the contextual-level factors 
were rarely examined (predisposing and enabling [n = 1, each]).
Conclusions: Individual-level predisposing factors, such as English language profi-
ciency, education, health and dental literacy and acculturation and integration, were 
shown to be significantly associated with refugees' access. There is limited evidence 
to determine the effect of individual enabling and need and contextual factors.
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seeking refuge in another country is often protracted and refugees 
can spend long periods in camps with poor living conditions and min-
imal access to health and other services.3 These experiences place 
people at high risk for diseases and other health issues.4 As a result, 
refugees have poor health upon arrival in the host country,5 which 
is further exacerbated by the various challenges faced during the 
process of resettlement.3

Extreme inequities in oral health of refugees are reported around 
the world.6 For example, the prevalence of untreated oral diseases 
among refugees is greater than both the general/host population 
and other underprivileged population groups in the host country.7 
Dental caries, chronic gingivitis and periodontitis are the main con-
ditions affecting refugees,8–11 with dental caries being more prev-
alent in refugee children.12–15 Research indicates that oral diseases 
may increase the risk of systemic disorders like cardiovascular dis-
eases,16 diabetes,17 pneumonia,18 stroke19 and poor pregnancy out-
comes for pregnant women.20 Furthermore, evidence shows that 
poor oral health significantly impacts on their social interaction and 
psychological well-being, resulting in compromised quality of life.21 
Together, these potentially impede refugees' ability to resettle and 
lead an optimal course of life.

Access to dental care is important for promoting and maintaining 
overall health and well-being.22 However, the burden of poor access 
to appropriate dental care is significant among the refugee popula-
tion, even in developed countries,22–24 regardless of the initiatives 
undertaken within the host countries.7

In a recent systematic review of qualitative studies, Paisi et al.25 
investigated the barriers to and facilitators for access to dental care 
among refugees and asylum seekers in countries with very-high 
human development index, including the United States of America 
(USA), the United Kingdom, Canada and Australia. The review 
was limited to qualitative studies that reported the perceptions 
and experiences of refugees, asylum seekers, dental profession-
als and other supporting groups in these countries. Findings were 
synthesized according to the five access dimensions proposed by 
Penchansky and Thomas,26 which indicated factors related to the 
dimensions of affordability, awareness and accommodation as major 
barriers for these population groups.25 However, as noted by the 
review authors, including both qualitative and quantitative studies 
when synthesizing the evidence related to the factors impacting 
dental care access would ‘maximize’ the potential of the findings to 
inform policy and practice.25 Therefore, to fill this gap noted by Paisi 
et al.,25 and to complement the findings of their review, the current 
review of quantitative studies was undertaken irrespective of the 
country or region.

This systematic review was guided by the research question: 
What are the factors determining access to dental care among refu-
gees around the world? The objective was to identify, appraise and 
synthesize the published evidence from quantitative studies on the 
individual (e.g., sociodemographic, ethnicity) and contextual (e.g. 
neighbourhood, dental health organization) level factors determin-
ing access to dental care among refugees worldwide.

1.1  |  Definitions

1.1.1  |  Refugee

For the purposes of identifying refugees, the criteria outlined in the 
1951 United Nations Convention Relating to the Status of Refugees 
have been used as a guide.27 According to this, a refugee is a person 
who is ‘outside his/her country of nationality or habitual residence; 
has a well-founded fear of persecution because of his/her race, reli-
gion, nationality, membership in a particular social group or political 
opinion and is unable or unwilling to avail himself/herself of the pro-
tection of that country, or to return there, for fear of persecution’.27

1.1.2  |  Access to dental care

There are multiple definitions of access to health care based on 
numerous conceptualisations. For this review, access was concep-
tualized within the Behavioural Model of Health Services Use pro-
posed by Andersen and Davidson (here in ‘the behavioural model’).28 
According to this model, access to healthcare not only describes the 
ability of an individual to reach a health service but also their timely 
use of appropriate service to improve health-related outcomes.28 
Thus, in this review, access was defined as ‘actual use of personal 
health services and everything that facilitates or impedes their use’. 
The use of dental services by an individual was considered to be influ-
enced by the interrelationships between individual and contextual-
level factors. Each of these levels is further disaggregated into three 
components – predisposing, enabling and need components28; pre-
disposing component encompasses conditions that predispose an 
individual's access to services, enabling component includes condi-
tions that directly facilitate or impede access, and the conditions that 
the individual or dental service provider/dental health organization 
deem requiring treatment comprise the need component. Individual 
factors relate to the characteristics of the individuals impacting ac-
cess (e.g. demography) and are measured at an individual level, while 
the contextual factors relate to the characteristics of the dental ser-
vice provider or dental health system/organization and community/
neighbourhood of the individual and are measured at an aggregate 
level (e.g. neighbourhood socioeconomic index).

The behavioural model has been validated and extensively 
used when examining the factors influencing access to dental 
care.29 Also, the model is flexible in adapting to different vul-
nerable populations within different settings.28 Moreover, the 
behavioural model emphasizes the role of both individual and con-
textual factors in influencing the dental health-related behaviour 
of a person. This distinction between individual and contextual 
factors is scarcely accounted for in other access models.30 Given 
the circumstances of refugee resettlement in the host country, 
contextual factors (e.g. characteristics of the community and 
dental health provider/system) are regarded as having greater 
significance in influencing their access to healthcare services.7 
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Therefore, in this review, synthesizing the evidence within the 
framework of the behavioural model provides a deeper insight into 
the factors associated with access to dental care for the refugee 
population.

2  |  METHODS

The systematic review protocol was registered with the International 
Prospective Register of Systematic Reviews (PROSPERO; 
CRD42021282357). The reporting was in accordance with the 
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses guidelines.31

2.1  |  Eligibility criteria

Studies were deemed eligible if they examined factors associated 
with access to dental care among refugees resettled/living in the 
host countries. Outcomes evaluated in the eligible studies measured 
any aspect of access, e.g. dental attendance, frequency of visit and 
time since last visit. Quantitative observational or intervention stud-
ies, including the quantitative component of mixed method studies, 
were eligible for inclusion. Only studies published in English lan-
guage were included.

2.2  |  Search and selection

The search was conducted until the last week of February 2022 in 
four electronic databases MEDLINE (via Ovid), Embase (via Ovid), 
Web of Science (all databases) and American Psychology Association 
PsycINFO. The search terms, including keywords, truncations and 
subject headings, were developed based on three key concepts 
identified from the research question – refugees, access to dental 
care and factors (detailed list in Appendix Table Appendix S1). No 
restrictions were applied to the date, language or region of publi-
cation. A detailed search strategies for all electronic databases are 
presented in Appendix Table S2.

Screening was completed in two stages – title/abstract and full 
text. At each of the two stages of the review process, one author 
(PV) conducted the screening and a second author (MM or MG) 
independently reviewed a random sample of 10% of the articles. 
Disagreements were resolved by discussion or in consultation with 
a third author (HC).

2.3  |  Quality assessment and data extraction

Quality assessment was performed by two reviewers (PV and MM) 
independently and in duplicate. National Institutes of Health qual-
ity assessment tool was used to assess the methodological quality 
of the included observational studies.32 The tool comprise 14 items 

relating to the design and implementation of a study (including meth-
ods, sources of bias, confounding, study power, strength of causal-
ity in the association between exposure and outcomes). Each item 
was responded with ‘yes’, ‘no’, ‘cannot determine’, ‘not reported’ or 
‘not applicable’. Based on the number of ‘yes’ responses, the overall 
quality of each study was judged to be ‘good’ (11–14), ‘fair’ (5–10) or 
‘poor’ (0–4).

Data pertaining to study description and design, objectives, ref-
ugee characteristics, operationalization of access-related outcomes, 
factors, quality assessment and key findings were extracted from 
the included studies. Data extraction was done by one author (PV) 
with a random sample of 10% reviewed by a second author (HC). 
Discrepancies were resolved by consensus.

2.4  |  Data analysis and synthesis

The factors identified in the review were stratified according to the 
framework of the behavioural model, as described above. The evi-
dence related to each factor were analysed and summarized based 
on the number of times each identified factor was assessed in rela-
tion to access to dental care by refugees, and the number of times 
each factor was significantly associated with dental care access in 
the identified studies. Studies that reported on both adjusted (for 
the effects of potential confounding variables) and unadjusted asso-
ciations between the evaluated factors and the measures of dental 
care access were included in the data analysis. Where a study re-
ported both adjusted and unadjusted analyses, only adjusted results 
were analysed; and where only unadjusted analysis were reported, 
unadjusted results were analysed. Narrative synthesis of the find-
ings was conducted.

3  |  RESULTS

3.1  |  Search and study characteristics

The flow of studies in the screening process is shown in Figure 1. 
The search retrieved 6776 unique records, of which 69 were 
deemed eligible for full-text screening based on the analysis of 
titles/abstracts. Nine studies were included in the final narrative 
synthesis.

Appendix Table S4 reports the characteristics of included stud-
ies. All included studies used an observational design, no eligible 
intervention studies were identified. Most studies were published 
after 2010 (n = 8). The studies were conducted among refugees 
resettled in the USA (n = 4), Australia (n = 1), Canada (n = 1), India 
(n = 1) and Sweden (n = 1). One study evaluated the resettled ref-
ugee population in multiple countries, including Jordan, Lebanon, 
Syria, Gaza Strip and West Bank.33 Cross-sectional (n = 6) and ret-
rospective (n  =  3) designs were used in the studies. Data were 
primarily collected using questionnaires or interviews. Refugee 
population groups sampled in four included studies originated 
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from multiple countries,34–37 while two included Somali refu-
gees,38,39 and one each focused on Tibetan,40 Palestinian33 and 
Bhutanese and Burmese41 refugees. Four of the nine included 
studies focused on refugee children, while others were conducted 
among adult populations. One study each compared refugees with 
the immigrants group,35 or with other refugee population groups 
within the same country.34,37,40 No study compared the factors 
influencing refugees' access to that of the host country's general 
population.

3.2  |  Quality appraisal

The quality of the included studies was assessed to be ‘fair’ at best 
(studies rated as ‘fair’, n  =  7; Appendix Table S4). Two studies were 
rated to be of ‘poor’ quality.35,36 The most common criteria that the 
studies failed to report on was the participation rate of the eligible 
participants. Other frequently poorly rated criteria were related to the 
study design, including sample size justification and whether the ex-
amined factors were assessed prior to the measurement of access out-
come. Detailed quality assessment is presented in Appendix Table S3.

3.3  |  Factors associated with refugees' access to 
dental care

The access measures operationalized in the included studies were 
use of dental services (n = 1), self-reported past dental visits (n = 5), 
perceived barriers to access (n = 1) and missed appointments (n = 1). 
One study used the rates of untreated decay as a proxy measure for 
access (Appendix Table S5).

Several factors related to refugees' access to dental care were 
considered in the included studies. Appendix Table  S5 summarizes 
statistically significant findings from the studies that reported on mul-
tivariate analyses after adjusting for potential confounding variables. 
Associations between individual factors and dental care access were 
most frequently examined; most studies evaluated factors related to 
predisposing component (n = 6), followed by need (n = 2) and enabling 
(n = 1) components. Contextual factors were rarely examined; predis-
posing and enabling components were evaluated in one study each, 
no study examined need component. When adjusted for covariates, 
few factors showed change in their associations with access. Appendix 
Table S6 provides summary of evidence related to all identified factors 
from adjusted and unadjusted analyses.

F I G U R E  1  Flow diagram of study 
selection.
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3.4  |  Individual-level factors

3.4.1  |  Predisposing

Demographic factors such as age, gender and region of origin were 
examined in two studies.36,37 Greater use of dental services among 
refugees in Sweden was significantly associated with older age 
(p < .001).37 However, significantly higher mean number of missed 
appointments were seen among refugee children in the adolescent 
age group (p  =  .014).36 Females showed significantly higher rates 
of utilization than males (p < .001).37 No association was found be-
tween region of origin and the number of missed appointments.36

English language proficiency was evaluated in four studies, of 
which higher proficiency was found to be associated with greater 
access to dental care in three studies.35,38,39 Preference for English 
language for communication and level of education showed signif-
icant associations with increased access to dental care (p < .001)39 
and self-reported dental visits in the past 12-months (OR 1.65, 
p < .01),41 respectively. Employment and housing (such as number of 
rooms, ownership and type of housing) did not show any association 
with dental care access.41

A number of factors related to various domains of ‘acculturation’ 
and ‘integration’ of refugees were evaluated in three studies.38,39,41 
Acculturation was defined in these studies as ‘a process of cultural 
adaptation that happens when groups of people from different cul-
tures come into continuous contact with one another’38,39 and was 
measured using an scale that included the domains: English language 
proficiency, dietary preferences, entertainment and media prefer-
ences and interaction with social and religious groups. Integration 
was conceptualized within the integration framework of Ager and 
Strang42 and measured using the domains: education, employment, 
housing, social bonding and bridging, language and cultural knowl-
edge, safety and stability and civic engagement.41 Feeling safe 
within the host country41 and self-identifying as a person of the host 
country39 were not shown to be associated with access. As for the 
indicators of social interaction, having close friends from different 
ethnicity/culture showed a significant association with increased 
access among Somali refugees in the United States (p  =  .003).39 
Conversely, interacting with people, sourcing information and at-
tending events from either the same (adjusted OR 0.62; CI 0.35–1.10) 
or different (OR 0.76; p =  .05) cultural/ethnic groups, engagement 
with various community organizations/clubs,39,41 refugees' prefer-
ences for religious groups (i.e., own or other religion),39 and their 
knowledge of the host culture41 did not show any association with 
their respective access outcomes. Preferences for host country's 
food (p < .001), media (i.e., English language newspapers, magazines 
and books) (p < .001) and entertainment (i.e., English language music 
and radio shows; p = .001) were associated with lower rates of un-
treated dental caries (as a proxy for increased access to dental care) 
among Somali refugees in the United States.39 Two studies used an 
acculturation scale as a unified measure of acculturation38,39; both 
studies found that higher acculturation levels on the accultura-
tion scale was significantly associated with greater odds of use of 

preventive dental services (adjusted OR 2.8–3.8)38 or increased 
access (p < .001).39 Zimmerman et al.37 used a ‘proxy measure’ for 
acculturation (the length of stay in Sweden), which was shown to be 
directly associated with refugees' number of dental visits.

Higher functional health literacy and dental word recognition 
among Somali refugees were significantly associated with dental 
care access.39 However, the fear of dental pain was not perceived as 
a significant barrier to access.35

3.4.2  |  Enabling

Hoover et al.35 studied enabling factors in relation to dental care 
access among the parents of refugee children in Canada. Lack of 
money and private dental insurance, issues with transportation and 
conflicts between work schedule and dental appointments were not 
identified as significant barriers for refugees than other immigrants.

3.4.3  |  Need

Two studies reported significant association between dental car-
ies experience, as measured by the number of decayed, missing 
and filled teeth/surfaces (dmft, DMFT or DMFS) and previous 
dental visits.33,40 The study by Biscaglia et al.33 found that the 
refugee children who had not previously visited a dentist had 
greater odds of higher DMFS score (Appendix Table  S5). While 
the mean DMFT scores were significantly higher (p  =  .000) 
among those who had visited a dentist than those who had never 
visited one, in the study by Bhatt and Gaur.40 The prevalence of 
caries in mixed dentition did not present a significant relationship 
with access.40

3.5  |  Contextual-level factors

3.5.1  |  Predisposing

The urbanicity/rurality of the settlement area was not found to be 
associated with dental visit in the previous 6 months, among the re-
cently arrived adult male refugees in Australia (adjusted RR 0.6, CI 
0.3–1.3; regional area as reference).34 There were no other studies 
reporting on this factor.

3.5.2  |  Enabling

The type of dental service provider was shown to impact the ref-
ugees' use of dental services. Zimmerman et al.37 found that the 
amount of consumption (as measured by the treatment time) was 
significantly higher among the refugees in Sweden who attended 
private dental services than those who attended public dental ser-
vices (p < .0001).
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4  |  DISCUSSION

4.1  |  Summary of evidence

This systematic review identified individual and contextual-level 
factors associated with access to dental care among resettled 
refugees. The most common factors identified were related to de-
mography, socio-economic status, acculturation, health and dental 
literacy and oral health status of refugees. Overall, the findings 
point to paucity in the number of quantitative research studies in 
this area.

Among the individual-level factors identified, English language 
proficiency was most often associated with refugees' access to 
dental care. This is in agreement with previous qualitative research 
studies that have also shown limited English language skills as a 
significant barrier to access, as it presents challenges in navigating 
through the dental care system in the host country (i.e., countries 
where English is the primary language) and communicating with the 
dental professionals who do not speak their language.25 However, it 
is to be noted that all four studies identified in the current review, 
which examined this factor, were also conducted in anglophone 
countries (i.e., the USA, Canada and Australia),34,35,38,41 and that this 
factor may be considered context-specific. Therefore, the findings 
may not be generalized to refugees in non-anglophone countries. 
Although not specifically noted in the included studies, the English 
proficiency not only indicates an individual's ability to read and com-
municate in English but also denotes the level of education and in 
turn provides a proxy measure of their socio-economic status (and 
therefore oral health status) in their home country. Therefore, this 
factor may be considered significant even among refugees reset-
tled in non-anglophone countries. Future studies conducted in such 
countries must consider examining English proficiency alongside 
proficiency in the host country's language.

Other factors pertinent to English language proficiency found 
to be significantly associated with greater access, were higher ed-
ucation level, and higher literacy of refugees (including health and 
dental literacy). Together, these findings reiterate the need for edu-
cational programs (such as language training, orientation to the host 
country health care system) and other oral health promotion initia-
tives to improve the literacy of refugees, thereby improving their 
knowledge and appreciation of availability and appropriateness of 
dental care. This is critical to improve access among this population 
group. For example, an oral health education program delivered by 
the International Institute of St. Louis (Missouri, USA), targeted at 
improving refugees' English language skills, was shown to improve 
their comprehension of essential oral health-related information and 
their intention to access dental care.43 The success of such programs 
also requires increased cultural competency among dental profes-
sionals and dental system literacy of community workers providing 
support services for refugees.44,45

Other commonly examined factors were related to the various 
domains of acculturation of refugees, as outlined earlier. None of 
these domains showed an association with access, when examined 

independently, suggesting that their relationship is probably me-
diated by other factors. Nevertheless, when overall acculturation 
levels were examined (based on scores calculated using an accul-
turation scale), higher acculturation of refugees was associated with 
greater access.38,39

Dental caries experience (DMFT/DMFS scores) in permanent 
dentition was significantly associated with the previous dental vis-
its; however, the direction of association was inconsistent in the 
identified studies. While one study found a positive relationship 
between caries prevalence and previous dental visits (i.e., lower 
caries prevalence among those who previously visited dentists),33 
this relationship was found to be negative in the other.40 The neg-
ative relationship was attributed to the type of treatment received 
by the refugee children (frequently tooth extractions) resulting in 
high number of missing teeth (hence high DMFS scores).40 Refugees 
frequently delay or avoid seeking dental care, or only seek dental 
services when there is severe pain, thereby limiting the chances for 
tooth conservation. Barriers such as dental anxiety, lack of knowl-
edge related to the dental care system in the host country and oral 
health-related cultural attitudes of the decision-makers in the family 
(e.g., parents make decisions related to their children's dental care 
needs) have been previously noted as reasons for the delay or avoid-
ance in seeking care.25

At the contextual level, only two factors have been examined 
in the identified studies. The use of dental services was found to 
be higher among refugees attending private dental service providers 
in Sweden than those attending government/public dental services. 
This may be dependent on the dental health system of the country, 
for example, where the government provides subsidies for private 
dental services. Nevertheless, this finding is interesting, as costs as-
sociated with dental treatment was perceived as the most common 
access barrier among refugees, even in highly developed countries 
where refugees are entitled to free public dental services.25 For ex-
ample, in some Australian states (e.g., Victoria), refugees are enti-
tled to free public dental services, largely negating the cost barrier. 
Despite, data from the state of Victoria indicate that the use of pub-
lic dental services among this population group remain low.46 This 
suggests that indirect costs associated with availing dental services, 
such as transportation costs to reach a service location, may also 
pose an important barrier to access. In addition to the costs, factors 
such as geographic location or scarce distribution of public dental 
services, congestion or long waiting times for treatment, and cultural 
and linguistic appropriateness of the public dental workforce, medi-
ate refugees' choice of dental service providers.25 Further examina-
tion of the factors associated with type of dental services used by 
refugees (i.e., public or private) is warranted, particularly within the 
contexts where these population groups are eligible for government 
dental services at subsidized or no cost.

This review adds new knowledge related to the factors influenc-
ing dental care access among refugees, such as caries experience and 
type of dental service provider, that was not presented in the pre-
vious review by Paisi et al.25 However, some findings from the pre-
vious review were not confirmed in the current review. Challenges 
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faced during the process of resettlement such as housing, employ-
ment (and associated income/economic sufficiency) and transporta-
tion, as well as lack of dental insurance (in countries where there is 
no availability of or eligibility to government subsidized dental ser-
vices) have been noted to hinder refugees' access to dental care.25 
These factors did not show a significant association with access in 
the studies identified in this review. There are several possible ex-
planations for these contradictory findings. The primary reason may 
be attributed to the type of studies included in the two reviews. Paisi 
et al.25 reported subjective experiences of refugees from qualitative 
studies, while this review identified objective measures from quanti-
tative studies. As such, the factors highlighted in these two reviews 
may have been different. Other reasons relate to the differences in 
the characteristics of the refugee participants in the included pri-
mary studies (e.g., origin country, resettlement country, duration of 
stay in the host country) and the dental health system in the host 
country (e.g., provision of government subsidized dental services for 
the refugee population). For example, the duration of stay in the host 
country by the refugee participants included in the primary stud-
ies included in the two reviews were different. Whereas the above 
listed factors were indicated to influence access among newly ar-
rived refugees in the review by Paisi et al.,25 participants in the study 
by Alshadood et al.,41 included in this review, were 4 years past their 
arrival in the United States. With the increasing number of years 
since arrival, the circumstances of refugees related to housing, em-
ployment and income and public/private transportation have been 
found to significantly improve, thereby diminishing their effect on 
health-related outcomes.47 Thus, the factors that impact access to 
dental care among newly arrived refugees may be vastly different 
from those associated with the refugees who have been living in that 
country for some time.

4.2  |  Implications for future studies

Use of the behavioural model to stratify the identified factors re-
vealed the critical paucity in quantitative research on the role of con-
textual factors with respect to the refugees' access to dental care. 
Contextual factors, as outlined in the behavioural model, have been 
shown to influence the outcomes related to dental services utiliza-
tion.48 Within the context of access to dental care of the refugee 
populations, the importance of social and economic resources of the 
neighbourhood of residence, availability of refugee support services 
and other community organizations and the attributes of dental 
health system (e.g., structure and process of service provision, at-
titudes of service providers and dental health promotion activities) 
have been emphasized.7 Therefore, there is a need for future studies 
to explore the contextual factors pertaining to this aspect.

Another important direction for future research would be to 
conduct longitudinal studies to examine the association between 
the factors, refugees' access to dental care and subsequently equi-
table health outcomes. The studies identified in this review primarily 
used cross-sectional or retrospective designs, which only measure 

the effect at a given point in time. It would be critical to understand 
how the relationship between the factors and access changes over 
time, as the resettling refugee populations adapt to the host cul-
ture.25 Longitudinal studies not only measure the temporal change in 
the effect but also aid in establishing the causality of the relationship 
between access and the examined factors.

4.3  |  Strengths and limitations

An exhaustive search strategy was built using broad search terms 
to identify and retrieve all relevant studies. The search was com-
prehensive including four electronic databases, without any restric-
tions. The behavioural model was used to integrate the finding of 
this review, which revealed several individual and contextual factors 
associated with access to dental care among refugees.

Some limitations in the review process are to be noted. The 
search did not include grey literature sources, which is considered 
relevant in relation to research on refugee population, as often lit-
erature is published on non-academic platforms or is unpublished.49 
This might have resulted in missing potentially relevant literature. 
Similarly, the limited number of electronic databases searched might 
have also introduced some evidence selection bias; however, the 
combination of databases was carefully selected to ensure that the 
magnitude of bias was restricted.50 Screening and data extraction 
were performed by a single calibrated reviewer, owing to resource 
limitations. As such, there may have been some errors introduced in 
the selection and abstraction process. Also, only studies published in 
English were included due to lack of resources available for profes-
sionally translating non-English articles to English. Considering that 
many refugees resettle in non-English speaking countries, there may 
have been some evidence from non-English language publications 
from these countries that may not have been included in the cur-
rent review. Despite every effort to identify the relevant studies and 
findings that pertained to refugees (following the UNHCR's criteria 
for a refugee), majority of the studies did not clearly define their 
population, which presented challenges during the screening and 
extraction stages. In such instances, inclusion decision was made 
based on the individual study authors' determination of a refugee, 
i.e., whether the study authors used the term ‘refugee’ to describe 
the study population. Also, adopting a broad definition of access 
(according to the behavioural model) resulted in the inclusion of a 
spectrum of access outcome measures. The methodological deci-
sions outlined above might have introduced some bias in the review 
process, and as such, these limitations must be considered when in-
terpreting the review results and conclusion of this review.

Other limitations arose intrinsically from the characteristics 
of the included studies. First, there was heterogeneity among the 
included studies with respect to the refugee characteristics (i.e., 
age, gender and country of origin), methodologies employed for 
sample recruitment and data collection, study context (i.e., coun-
try and area of refugee resettlement, characteristics of dental 
services), access outcome measures and the examined factors. 
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This precludes comparison of the strengths of association across 
studies. Second, as the characteristics of dental care systems and 
the provision of or eligibility to dental services for this population 
group vary between countries, generalisability of review findings 
may be limited. However, efforts were taken to provide as much 
information possible on the contexts in the included studies to 
help extrapolate the findings to similar contexts. Nonetheless, the 
findings of this review can be useful as a primer for identifying po-
tential factors associated with access to dental care within a given 
a context/country. Finally, considering that the included studies 
were rated to be of ‘fair’ quality at best, review findings require 
careful deliberation.

5  |  CONCLUSIONS

The findings from the current review suggest that at the individual 
level, English language proficiency, education, health and dental 
literacy, and acculturation and integration significantly predispose 
refugees' access. However, there is limited evidence to determine 
the effect of individual enabling and need and contextual factors.
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