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Abstract 
 
Background 
 
Forced migration has become an issue of great political, economic, and 
humanitarian importance. It is estimated that there are 30.1 million asylum 
seekers and refugees globally. Since 2000, Glasgow has been a dispersal city for 
asylum seekers and refugees and hosts one of the largest numbers of asylum 
seekers of any local authority in the U.K. Asylum seekers and refugees in 
Scotland are entitled to universal healthcare at all stages of the asylum process. 
However, there are known inequalities in access, particularly for women. Asylum 
seeker and refugee women have poorer health outcomes than economic migrant 
and host country populations. There is a specific gap in the literature with 
regards to asylum seeker and refugee women’s preventive sexual healthcare 
needs, out with pregnancy and maternal care. Therefore, this thesis aimed to 
address this gap.  
 
Aim 
 
To identify and explore the factors that influence how asylum seeking and 
refugee women access preventive healthcare, using cervical screening as a case 
study. This aim was addressed by three research questions: 1) What discourses 
are constructed in the UK’s print media around asylum seekers, refugees, and 
health? 2) How do these discourses affect asylum seeking and refugee women’s 
and health care workers perceptions of this population’s deservingness for 
preventive healthcare? 3) What are the barriers and facilitators, identified by 
asylum seeker/refugee women, community workers and primary care healthcare 
workers, with regards to the identification of candidacy, the assertion of this 
candidacy and the provision of cervical screening to women who are asylum 
seekers and refugees? 
 
Methods 
 
A multiple qualitative approach was taken, with newspaper analysis, focus group 
and individual interviews. Data collection and analysis were underpinned by the 
theory of candidacy. Intersectionality was a conceptual lens with which to 
interpret more fully the data generated. 
 
The newspaper analysis covered the years 2008-2013. Newspapers were 
purposively selected to represent the breadth of the U.K. and Scottish national 
newspapers, in terms of political alignments and readership demographics. 
Articles were included if they focussed on asylum seekers or refugees in the U.K. 
and if >50% of the story focused on health of healthcare. A pro-forma was used 
to collect data on article tone; migrant group; and themes such as health access 
and healthcare spending. NVivo 10 software was used to organise the data and it 
was then analysed using both content and thematic analysis.  
 
The second study involved semi-structured individual and focus group interviews. 
A purposive sampling approach was taken, and interpreter services were used as 
required. 17 asylum seeking and refugee women, 2 community workers and 7 
primary healthcare workers were interviewed. The focus group of asylum 
seeking and refugee women was recruited through a community group, as were 
the two community workers. Individual asylum seeker and refugee interviews 
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were recruited through a flyer advertisement placed with the Scottish Refugee 
Council and through contacts of the focus group. Healthcare workers were 
recruited by contacting practices who were known to care for asylum seekers 
and refugees.  These interviews were coded using NVivo 10 software and analysis 
facilitated using the One Sheet of Paper (OSOP) approach.  
 
Findings  
 
198 newspaper articles were included. Despite left-wing and local publications 
being more positive and sympathetic in their construction of deservingness for 
asylum seekers and refugees to seek healthcare, the volume of articles from 
right-wing publications which portrayed asylum seekers and refugees as 
undeserving outweighed these. This created a hostile tone, constructing 
migrants as a threat to resources, to the health of others and to British culture.  
 
The hostile environment created by both newspaper constructions of 
deservingness and the asylum system was internalised by asylum seekers and 
refugee women. This affected their presentation at services. Being female and 
an asylum seeker creates an intersection of vulnerability and acts as a barrier to 
accessing preventive healthcare. This is worsened by the intersection of other 
identities such as language, culture, educational level, religious beliefs and 
socioeconomic status.  
 
Healthcare workers shared frustrations that they had little influence over the 
asylum system as they realised the effect this was having on their patients. They 
also acknowledged the impact of the hostile environment but took little personal 
responsibility about how to combat this within their own service. However, a key 
finding in this thesis was that if the offer for cervical screening was encouraging, 
informed, supportive, and empowering, it would be more likely accepted.  
 
 
Conclusion  
 
This thesis found that asylum seeking, and refugee women operate within a 
hostile environment and have many intersecting factors which make them 
particularly vulnerable when accessing healthcare. However, if they are given 
the correct support both within healthcare and in the community, they are keen 
to seek preventive sexual healthcare, such as cervical screening. 
Recommendations from this thesis include widening the availability of clinics, to 
include drop in, evening and weekend periods; encourage community 
organisations to signpost for cervical screening; further training for primary 
healthcare workers in working with this population, recording data, and increase 
awareness of their role in reducing health inequalities for this population.   
 
This thesis critiqued how candidacy, intersectionality, and deservingness work 
together as theories. Through using these theories together, a more nuanced 
understanding was achieved, particularly around the impact of structural and 
system inequalities affecting health access for this group. This thesis offers an 
advancement of the Mackenzie (2012) figure of candidacy to show the direct 
relationship of intersecting structural and system factors on individual 
interactions in healthcare, in addition to the impact of deservingness discourses. 
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Chapter 1 Introduction and Background  
 
1.1 Introduction 

Over the past three decades forced migration has become an issue of great 

political, economic, and humanitarian importance. Figures from the end of 2020 

estimate that around 82.4 million people were forcibly displaced globally, which 

equates to 1 in every 95 people on earth having fled their home due to conflict 

or persecution (UNHCR, 2022) It is estimated that 30.1 million of these people 

were asylum seekers or refugees (UNHCR, 2022). Many of these are women, 

migrating for economic, family, and humanitarian reasons.  

Asylum seeker and refugee women have poorer health outcomes than migrant 

and host country populations (Heslehurst et al., 2018; Davidson et al., 2022). 

Women in the asylum system also tend to face additional challenges to that of 

men, which exacerbates these poor health outcomes. Therefore, women’s 

health and access to health care is a global issue and the barriers facing 

particularly vulnerable groups of women, such as asylum seekers and refugees, 

in accessing healthcare is of interest globally in academia, policy making and 

practice. With regards to asylum seeking and refugee women’s sexual and 

reproductive health there is a recognised gap in the literature, with less 

understanding of issues regarding access to preventive sexual healthcare, 

compared with pregnancy and maternal health (Davidson et al., 2022)  

Therefore, this thesis considers asylum seeking and refugee women’s access to 

primary preventive healthcare in Glasgow, using cervical screening as a case 

study. It explores the discourses which surround this: in policy; in newspapers; 

and the lived experiences of women, primary healthcare workers and community 

workers. The concept of deservingness and the theories of candidacy and 

intersectionality inform this study.  

This chapter provides context by describing the U.K. asylum system and the 

hostile environment it creates, within which asylum seeking and refugee women 

have to operate, including when they are navigating and accessing healthcare.  

The history of asylum seekers and refugees in Scotland, in particular Glasgow, 

will be described (Section 1.3) as this is the location that the women who are 
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interviewed as part of this thesis live. After that Section 1.4 will focus on the 

specific vulnerabilities that women face in the asylum system and socially. From 

this broader context, Section 1.5 will introduce the entitlements for healthcare 

in Scotland for asylum seeking and refugee women and the concept that these 

can be eroded by the hostile environment created by the asylum system and 

wider discourses in the media. Section 1.6 will explain why cervical screening 

was chosen as the case study in this thesis, to bring together all of these wider 

aspects of health access and further explore the barriers and facilitators to 

healthcare for this population. The aim and research questions are introduced in 

Section 1.7, followed by description of the structure of the thesis in Section 1.9. 

Finally, definitions which will be used throughout the thesis are set out. 

1.2 The U.K. Asylum System 

In 2019 0.6% of the U.K.’s total resident population was made up of people who 

originally came to the U.K. to seek asylum, 20% of whom had sought asylum 

between 2014-2019 (Walsh, 2020). Around 74% of asylum applicants in 2019 were 

male and 26% were female, the majority of female applicants were between 18-

49 years old (Home Office, 2019). Although there was some variation in the most 

common countries of origin for asylum seekers and refugees in the U.K., Iran, 

Iraq and Syria were often in the top five because of war and conflict in those 

countries (Home Office, 2019; Walsh, 2020).  

On review of asylum applications, between 2015-2017, only 35% were granted by 

the U.K. Home Office at initial application, which is low compared to other 

European Union (EU) countries initial decisions, such as Ireland (85% success 

rate), Switzerland (89%) and Luxembourg (71%) (Eurostat, 2019; Home Office, 

2019). Following appeal to the Courts service, the total grant rate increased to 

53%-54% (Home Office, 2019; Walsh, 2020). Initial asylum decisions for men and 

women are the same but there has been a consistently higher number of 

successful appeals by women (Asylum Aid, 2011; Home Office, 2021). This casts 

doubt on the validity of initial decisions and whether women, in particular, are 

simply not believed by the Home Office (Asylum Aid, 2011; Refugee Council, 

2020). Amnesty International U.K., found that credibility assessments by United 

Kingdom Border Agency (U.K.B.A) officials were unreliable, often not based on 
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facts and failed to focus on the individual merits of each claim with an 

unreasonable expectation of proof being placed on applicants which led to 20% 

of decisions to refuse asylum being overturned on appeal (Amnesty International 

U.K., 2004). A follow up Amnesty International report in 2013 found that this had 

increased to 25% of decisions being overturned on appeal and Right to Remain 

highlighted the issue of credibility assessments continuing to be flawed in 2018, 

demonstrating this to be a consistent problem over 14 years (Amnesty 

International UK, 2013; Right to Remain, 2018).  There is also evidence that if 

individuals were given support from non-government agencies during their 

appeals it improved the decisions reached by up to 84% (Glasgow City Council, 

2019).  

There are different types of permission to stay in the U.K., with different time 

frames. Since 2005, refugee status with permission to stay in the U.K. has had a 

median duration of 5 years, after which individuals must apply for an extension 

or another type of settled status (Refugee Council, 2020). Subsidiary protection 

is given to individuals who are in need of international protection but do not 

fulfil the definition of a refugee (UNHCR, 2020). The U.K. will often term this 

Humanitarian Protection and usually applicants are given no more than 3 years 

of ‘discretionary leave to remain’ (UNHCR, 2020). These short time frames are 

recognised as causing stress, lack of stability and inhibit future planning by the 

individuals affected (Refugee Council, 2020). Wait times for asylum decisions, 

another source of instability, have also increased in recent years, in 2014 87% of 

applications received an initial decision within 6 months, compared with 20% in 

2019 (Walsh, 2020).  

Asylum seekers are one of the most deprived groups in the U.K. (Scottish 

Refugee Council, 2013; Refugee Council, 2022). Section 95 support is the 

financial support awarded to asylum seekers awaiting a decision and is much 

lower than that provided through the mainstream benefits system: £39.63 per 

week for food, clothing and toiletries (Baillot and Connelly, 2018; Glasgow City 

Council, 2019; U.K. Government, 2020). Standard rates of benefit support are 

typically below poverty thresholds and asylum seeker support is lower than this 

(The Children’s Society, 2012; Asylum Matters, 2018). In addition, asylum 

seekers are not allowed to work and therefore cannot lift themselves or their 

family out of poverty (The Children’s Society, 2012; Asylum Matters, 2018; 
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Refugee Action, 2020). Those who are on section 4 support, which is a benefit 

given to some refused asylum seekers, receive an even lower support than 

section 95 (Doyle, 2008; Commons Library Briefing, 2021). Doyle et al (2008) 

found that 68% of asylum seekers on section 4 support were unable to buy food 

and 73% were experiencing hunger. Asylum Matters (2018) reported that this has 

not improved, with the level of support given in 2018 meaning that a single 

asylum seeker will be living 74% below the relative poverty line and a family will 

be 63% underneath it. This will have worsened still as the U.K. Government’s 

2021 review of the financial support to asylum seekers and refugees gave only an 

increase of 17 pence per day (Refugee Council, 2022).  

The Home Office expects refused asylum seekers to leave the U.K., but many 

are unable to leave. Reasons include: a lack of travel documents; their country 

of origin not cooperating with return; or being unwilling due to safety fears 

(Amnesty International UK, 2006; Lewis, 2007; City of Sanctuary UK, 2022).  

Refused asylum seekers are consequently frequently forced into destitution for 

years (City of Sanctuary UK, 2022). This leads to an increased vulnerability and 

reliance on charities, support networks, friends and religious organisations 

(Lewis, 2007; Refugee Action, 2019). This thesis does not focus on issues of 

destitution or detention of asylum seekers in U.K. immigration centres, as it is 

out with the scope of the research question but recognises destitution as a lived 

experience and real threat to those living in the asylum system.  

1.3 Asylum Seekers and Refugees in Scotland: A Brief 
History 

Following the U.K. Asylum and Immigration Act (1999), a ‘no choice’ dispersal 

policy for asylum seekers was introduced. The aim of the policy was to relieve 

the pressure on London and the South East of England, by providing alternative 

housing for asylum seekers arriving into the U.K. after April 2000 (Barclay et al., 

2003). Glasgow City Council participated in the dispersal scheme, as the only 

asylum dispersal area in Scotland, and continues to be so.  

In 2001, 5.5% of the population of Glasgow was from a minority ethnic 

community (Sim and Bowes, 2007). Since December 2004 Glasgow has been one 
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of the largest hosts of asylum seekers of any U.K. local authority (3,807 or 60 per 

10,000 residents in December 2020)(Commons Library Briefing, 2021). 2011 

census data showed Springburn in Glasgow to have 2,360 African residents, 

compared to 322 in 2001 (Sim and Bowes, 2007; Simpson, 2014). Scotland 

delayed its census until 2022, due to the covid pandemic, so an update on ethnic 

minority populations living in Scotland is awaited. However, U.K. asylum data 

shows that the asylum applications lodged in June 2020-June 2021 showed the 

five countries with the highest number of applications to be Iran, Albania, 

Eritrea, Sudan and Iraq (Home Office, 2021). Although Glasgow specific data is 

not currently available, the nationalities of asylum seekers in Glasgow can be 

expected to follow the national trend.    

Initially in Glasgow, asylum seekers were housed in surplus, poor condition, 

usually multi-storey, local authority housing in deprived areas of the city, where 

there were already established issues such as unemployment, low-income and 

limited access to community services for all residents (Sim and Bowes, 2007). 

Refugees have the same right to choice of housing as the U.K. population but 

asylum seekers do not (Netto and Fraser, 2009). Initially most asylum seekers 

were accommodated in North Glasgow, which was the most concentrated area of 

deprivation in Glasgow (Roshan, 2005). Scant consideration was given as to how 

asylum seekers were grouped in Glasgow, therefore they were rarely housed 

next to people of a similar nationality and were far away from existing ethnic 

minority groups (Sim and Bowes, 2007; Wren, 2007). This limited the potential 

for informal support groups and made it difficult to access culturally sensitive 

services, as these were located in other parts of the city (Wren, 2007). Asylum 

seekers often felt unsafe in their neighbourhoods, particularly at night (Roshan, 

2005). Asylum seekers were also more likely to have bigger families which could 

not be easily accommodated within the housing stock in Glasgow and the 

available housing was often suboptimal with problems such as damp (which can 

worsen health conditions such as asthma) (Roshan, 2005; Mulvey, 2009). 

Most of the accommodation used had previously been empty and required some 

upgrading, which led to tension within the local community due to the overall 

lack of resources (Mulvey, 2009). There was a widespread feeling at the time 

that local communities, support organisations and wider services, such as health 

and education, had not been adequately prepared or communicated to by 
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Glasgow City Council about the arrival of asylum seekers, their service needs and 

the impact on ‘host’ communities (Sim and Bowes, 2007; Wren, 2007; Mulvey, 

2009). Glasgow City Council’s asylum support team was only set up once 

dispersal was occurring (Mulvey, 2009). Voluntary organisations took on most of 

the responsibility for supporting asylum seekers in Glasgow and mobilised quickly 

to do this (Sim and Bowes, 2007; Wren, 2007). 

In more recent years there has been a move away from accommodation provision 

in Glasgow being led by the public and third sector and instead being awarded 

by the Home Office to private contractors, for example Mears Group and Serco 

(GLIMER, 2019). This has led to accommodation being pushed even more into low 

cost housing in peripheral areas of Glasgow city (GLIMER, 2019). As the 

accommodation contracts are now held privately and these private companies 

are accountable to the Home Office only and not local authorities, Glasgow City 

Council has less control to plan for or act on these impacts (GLIMER, 2019; 

Scottish Refugee Council, 2022). Examples of this were seen during the Covid 

pandemic when the Mears group made the decision to move asylum seekers from 

long-term accommodation to hotel accommodation at the start of the first 

lockdown, which further isolated individuals and adversely affected mental 

health (Brooks, 2020; Scottish Refugee Council, 2022).      

Politically, asylum and refugee policies are a mix of reserved and devolved 

policies (Mulvey, 2009). The protection of borders, including immigration and 

asylum are reserved matters under the control of the U.K. Government, whereas 

most social policy, affecting asylum seekers and refugees, such as education, 

interpreting, policing, housing, legal aid and health are devolved matters 

controlled by the Scottish Government (The Scottish Government, 2017). These 

can be argued to be many of the essential services required to support asylum 

seekers and refugees, however, they can be hampered by the wider asylum 

process  Differences have arisen around issues such as dawn raids and detention 

in Scotland, which have been protested widely about in Scotland, including in a 

stand-off, in May 2021, between local residents and Home Office officials 

leading to the release of two men that the Home Office were attempting to 

detain (Mulvey, 2009; Garton, 2021). Also in 2020, the Scottish Elections 

(Franchise and Representation) Act 2020 was passed which allows refugees to 

vote in Scottish elections, the first being the Scottish Election 2021. Scotland is 
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the only country in the U.K. to have done this. This begins to illustrate some of 

the differences in how asylum seekers and refugees are dealt with in the two 

Government systems. 

 
1.4 Women in the Asylum System 

Women are more likely to seek asylum because of gender based violence or 

persecution, such as forced marriage, domestic violence, female genital 

mutilation (FGM), marital rape, sexual violence, forced abortion etc (Asylum 

Aid, 2011; Dudhia, 2020). Persecution has been defined in U.K. courts as serious 

harm plus the failure of state protection (Hathaway, 1991; Asylum Aid, 2011). 

For gender based violence this can be difficult to prove as it is often perpetrated 

by non-state actors such as a spouse, family or community members and 

therefore they must show beyond doubt the inadequacy of state protection 

(Asylum Aid, 2011). It is estimated that more than three quarters of women 

seeking asylum have experienced gender based violence, either by private 

individuals or the state, for example by soldiers, prison guards or the police 

(Dudhia, 2020).  

Disclosing gender-based violence is a very sensitive matter especially if a women 

is traumatised, afraid, ashamed or fearful about disclosing information (Asylum 

Aid, 2011). However, non-disclosure or late disclosure can have a hugely 

negative effect on asylum claims.  Women’s claims will also be frequently 

deemed inadequate if information is not accurate and chronologically given, 

which can often be difficult in traumatic circumstances (Asylum Aid, 2011; 

Women for Refugee Women, 2021). Often there is no continuity of case worker, 

a lack of childcare facilities, a lack of staff training on gender based violence, 

interviews are not always private and often interpreters and staff are male, all 

of which can make disclosure more difficult (Asylum Aid, 2011; Sassetti, 2017; 

Lombardi, 2020).Women are vulnerable in detention centres in the U.K., with 

evidence of abuse, discrimination and humiliation in these settings, in addition 

to a lack of healthcare and the detrimental effects of detention (Zimmerman, 

Kiss and Hossain, 2011; Harris, 2015; Sassetti, 2017)  Even out with detention or 

if claiming  asylum with their spouse, women can be vulnerable. Their claims are 

often originally linked to their husband’s claims, therefore may lack individual 
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detail about them and can leave them vulnerable if they leave the relationship 

(Asylum Aid, 2011; Baillot and Connelly, 2018). 

Once dispersed through the asylum system, women may face isolation and are 

often in charge of dependents (Stewart, 2012). Women are also more vulnerable 

when faced with poverty. Poverty has been documented as a specific risk factor 

for sexual violence, with women living on less than £10,000 per year being three 

times more likely to report being raped compared to women from households 

with an income greater than £20,000 (Refugee Council, 2012b). The situation is 

particularly acute for women left destitute if their asylum claims have been 

denied, who cannot return to their country due to fear of persecution or lack of 

protection as they are at high risk of violence, illegal work, begging or entering 

into exploitative relationships or sex work to survive (Refugee Council, 2012b; 

Dudhia, 2020).  

It has been argued that gender should be considered in the context of gender 

role expectations, family circumstances, occupational opportunities, education, 

legislative powers, historical, cultural and religious factors, all of which 

intersect and are affected by socioeconomic position (Hunt and Batty, 2009). To 

acknowledge this, this thesis utilizes intersectionality (see Chapter 2 Theory to 

consider women who are asylum seekers and refugees in Glasgow in their various 

contexts and not look at gender solely as an isolated issue.  

 
1.5 Asylum Seeker/Refugee Entitlement to Healthcare in 

Scotland  

As discussed in Section 1.3, the asylum process is a reserved, U.K. Government 

issue, whilst health and social care policies are devolved issues (The Scottish 

Government, 2020). Scotland allows free healthcare, both primary and 

secondary care, on the same basis as it does for all its citizens to anyone who is 

a refugee, has applied for asylum, has been refused asylum but is appealing or 

has been refused asylum and is waiting for the Home Office to make 

arrangements for their return home, through the CEL09 policy (The Scottish 

Government, 2010; NHS Inform, 2018). Refugees may need to pay, like other 

Scottish citizens, for some dental and eye care but asylum seekers who are 
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receiving support or are refused do not need to pay for any healthcare (NHS 

Inform, 2018).  

The key difference between the policy in Scotland compared to England is that 

in England only refused asylum seekers in receipt of section 4 benefits are 

entitled to free secondary care (Public Health England, 2014; NHS Inform, 2018). 

For refused asylum seekers who are not in receipt of section 4 decisions on 

entitlement to treatment are at the discretion of the secondary care provider 

(Public Health England, 2014; NHS Inform, 2018). 

The Lancet Commission 2018 recommends that equitable access to universal 

health coverage needs to be provided by governments to migrant populations 

regardless of age, gender or legal status (Abubaker et al., 2018). This is in 

keeping with Scotland’s health entitlement policy. However, the intersection of 

various statuses such as the wider hostile environment, gender, race, language, 

religion, immigration, poverty, isolation, unemployment and education 

contribute to inequities in healthcare accessibility, particularly for vulnerable 

groups, such as asylum seekers and refugees (Weerasinghe, 2012; British Medical 

Association, 2019; Kang et al., 2019; Babatunde-Sowole et al., 2020; Farrington, 

2020; Crawshaw et al., 2021). These barriers shall be explored in this thesis 

through the case study of cervical screening.   

 

1.5.1 Shaping Views of Deservingness 

 

Within this thesis the wider hostile environment and its impact on healthcare 

access will be explored through the impact of the asylum process on women and 

the impact that newspaper discourses have on the feelings of deservingness for 

healthcare both by asylum seeking and refugee women who are seeking 

healthcare and those who are providing it. 

 

Newspapers are powerful in forming and informing public opinion (Sparks, 1995). 

It can be argued that even if not a regular newspaper reader, everyone will 

come into contact with the news and the opinions formed from it, through 

discussions with friends, family or colleagues (Boeva, 2016). They have a key 

influencing role in perceptions of deservingness for particular populations by 



  61 

encouraging audiences, both emotionally and intellectually, towards a particular 

vision or viewpoint (Sargent, 2012; Perna, 2018; Anahi Viladrich, 2019) 

Newspapers are known to be political and often support one particular political 

party and worldview (Rooney, 2010). For groups such as asylum seekers and 

refugees, whom much of the public will never come into personal contact 

with, newspapers will ‘at the very least provide a framework for debate’ (Pearce 

and Stockdale, 2009 pg 143). The internalisation of these discourses and debate 

may affect an individual’s perceptions of deservingness and can alter the 

attitudes of healthcare workers (Larchanché, 2012). 

 
1.6 Justification for Cervical Screening as a Case Study  

Cervical screening was chosen as the platform with which to explore the 

complex factors, described above, that affect healthcare access for asylum 

seeking and refugee women. The reason for the specific choice of cervical 

screening will be described in this section. 

There has been a growing awareness in the European Union (EU) of the 

importance of women’s sexual and reproductive rights (Morgan, 2016; Davidson 

et al., 2022). Human, sexual and reproductive rights have been shown to be at 

particular risk in vulnerable groups of women such as migrants, asylum seekers 

and refugees (Morgan, 2016; Davidson et al., 2022). 

In the past much research and policy making around migrant health has focused 

on the threat of ‘imported diseases’ to the host population, such as TB or HIV 

(WHO, 2010; Zimmerman, Kiss and Hossain, 2011; Yun et al., 2012; Meltzer et 

al., 2018). However, it is known that, world-wide, non-communicable chronic 

diseases are the greatest cause of death and are considered as important to 

migrant populations morbidity (WHO, 2010). Cancer, for example, is a rapidly 

growing crisis in low and middle income countries, where the burden of disease 

is undergoing an epidemiological shift from infectious disease to chronic, non-

communicable diseases (Ginsburg et al., 2017). Without a shift in focus to non-

communicable disease the burden of these will worsen for migrant groups 

through poor access to preventive services and disrupted care (Abubaker et al., 

2018; Meltzer et al., 2018) 
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This makes the case for the importance of asylum seekers and refugees having 

access to robust primary care services, developing preventive care health 

literacy and supporting community-based interventions such as screening 

(Cooper et al., 2012; Abubaker et al., 2018).  

 

Cervical cancer screening provides an interesting case study for the purpose of 

exploring how women who are asylum seekers/refugees access preventative 

medicine. Cervical cancer is a possibility for all women, especially those who are 

sexually active, irrespective of ethnicity. Refugees are shown to be more likely 

to be diagnosed with later stage cervical cancer than host populations (World 

Health Organization, 2018). This reinforces the importance of cervical screening 

uptake as early diagnosis saves lives and reduces treatment costs (World Health 

Organization, 2018) 

The NHS in Scotland runs a Cervical Screening Programme which invites all 

women aged 25 to 64 years old to attend cervical screening, which is in keeping 

with the age of most women seeking asylum in the U.K. (see Section 1.4). This is 

known as the Scottish Cervical Call Recall System (SCCRS). The screening 

procedure itself is known as a smear test and is usually performed by a Practice 

Nurse or General Practitioner (GP).  

Therefore, cervical screening is an appropriate lens through which to explore 

how women who are asylum seekers and refugees access preventive medicine in 

primary care. It has clear parameters already set in place by the health care 

system and as women are invited it is not an ad-hoc or solely individually 

motivated attendance.  

1.7 Aim and Research Questions  

The overall aim of this thesis was to:  

 

Identify and explore the factors that influence how asylum seeking and 

refugee women access preventive healthcare, using cervical screening as a 

case study. 
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The exploration of this aim has a particular focus on how candidacy is formed 

and maintained between asylum seeking women and health professionals. It is 

also informed by intersectionality. As will be discussed in the next chapter there 

are multiple influences on the construction of candidacy. This study has, 

therefore, considered both the individual relationship between women and their 

healthcare provider, and the impact of wider discourses of deservingness in the 

media.  

 

Addressing the aim was broken down into three research questions:  

 

1. What discourses are constructed in the UK’s print media around 
asylum seekers, refugees and health?  

2. How do these discourses affect asylum seeking and refugee 
women’s and health care workers perceptions of this 
population’s deservingness for preventive healthcare?  

3. What are the barriers and facilitators, identified by asylum 
seeker/refugee women, community workers and primary care 
healthcare workers, with regards to the identification of 
candidacy, the assertion of this candidacy and the provision of 
cervical screening to women who are asylum seekers and 
refugees?  

1.8 Definitions used within this Work  

Many of the definitions around migration, asylum seekers, refugees and ethnic 

communities are complex, often used interchangeably, regularly debated and 

frequently changed. Therefore, the purpose of this section is to provide clarity 

around the definitions decided upon in this thesis. Throughout the thesis it will 

be highlighted where there is any difficulty with definitions or where they are 

used ambiguously.  

This thesis is primarily focused on the healthcare experiences of female asylum 

seekers and refugees in Glasgow. However, at times it will draw on the 

literature surrounding migrant health more generally, as this is unavoidable due 

to the frequent inter-changeability of terms.  
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It is acknowledged at this point in the thesis that attempts to categorise 

heterogenous groups of people into different types of migrants, such as: asylum 

seekers, refugees, economic migrants, undocumented/irregular and illegal 

migrants, are limited in capturing the complex social dynamics of human 

movement and the needs or perspectives of the people who are moving 

(Abubaker et al., 2018; Crawley and Skleparis, 2018). It is also important to 

recognise that before, during and after any movement, the categorisation of 

people may change (Abubaker et al., 2018). For example, people seeking safety 

from conflict may initially have moved due to economic reasons, as resources 

are often insufficient in areas of war, but then later apply for asylum (Abubaker 

et al., 2018). 

1.8.1 Migrant, Refugee and Asylum Seeker Definitions 

In international terms there is no legal definition of a migrant and it 

encompasses a wide range of reasons for movement (IOM, 2019). However, the 

International Organization for Migration defines a migrant as,  

‘An umbrella term, not defined under international law, reflecting the 
common lay understanding of a person who moves away from his or 
her place of usual residence, whether within a country or across an 
international border, temporarily or permanently, and for a variety of 
reasons. The term includes a number of well-defined legal categories 
of people, such as migrant workers; persons whose particular types of 
movements are legally-defined, such as smuggled migrants; as well as 
those whose status or means of movement are not specifically defined 
under international law, such as international students.’(IOM, 2019) 

An asylum seeker is defined as,  

‘a person who has left their country of origin and formally applied for 
asylum in another country but whose application has not yet been 
concluded’ (Refugee Council, 2020). 

When an asylum seekers application has been concluded favourably, they are 

given refugee status. A refugee is defined as,  

‘A person who owing to a well-founded fear of being persecuted for 
reasons of race, religion, nationality, membership of a particular 
social group or political opinion, is outside the country of his 
nationality and is unable or, owing to such fear, is unwilling to avail 
himself of the protection of that country; or who, not having a 
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nationality and being outside the country of his former habitual 
residence as a result of such events, is unable or, owing to such fear, 
is unwilling to return to it.’ (United Nations, 1951) 

Therefore, a refused asylum seeker is, 

‘a person whose asylum application has been unsuccessful and who 
has no other claim for protection awaiting a decision’ (Refugee 
Council, 2020). 

1.8.2 Terms Used to Describe Communities 

The communities which asylum seekers and refugees migrate into are described 

differently across the literature. The most common terms are indigenous, host or 

local community.  

Again, none of these terms are perfect. Indigenous has overlap with indigenous 

peoples such as the Maori, Aboriginal and Torres strait Islanders. It is not felt to 

be appropriate for describing majority communities which asylum seekers and 

refugees move into, as they have a very different history, profile and needs 

(Johnson et al., 2019).  

Local community feels restrained by geography and has connotations of only 

including those in close vicinity.  

Therefore, the term host community or population will be used in this thesis. It 

is imperfect, as it gives the perception that asylum seekers, refugees and 

migrants are guests being hosted, but for the purposes of this thesis it does not 

overlap with other marginalised groups terms or have limitations in terms of 

location.   

1.8.3 Definition of Culture 

At various points throughout this thesis the importance of culture will be 

referenced. This is a nebulous term and for the purpose of this thesis the 

definition of culture provided in the UCL-Lancet 2018 Commission on Migration 

and Health will be used (Abubaker et al., 2018):  

'Culture can be outlined as a linked group of customs, practices, and 
beliefs jointly held by individuals, social networks, and groups. These 
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factors help define who they are, where they stand in relation to 
those within and beyond the group and give meaning and order to life. 
Anthropologists describe culture as “a process through which ordinary 
activities and conditions take on an emotional tone and a moral 
meaning for participants”; this definition includes perceptions, 
beliefs, and practices related to health, suffering, and disease. 
Culture is thus never static but evolves in relation to a range of social, 
economic, and political factors, and experiences of individuals and 
groups.' (Abubaker et al., 2018, pg 2617) 

Individual identity can be argued to be partly formed through culture. 

Therefore, living as a migrant, of any categorisation, and migration as a journey 

requires multiple occasions where individual and collective cultural challenge 

may occur and adaptation may be needed (Bhugra and Becker, 2005; Abubaker 

et al., 2018; Prinz, 2019). This, in combination with ever changing labels, such 

as asylum seeker, refugee, undocumented migrant, illegal immigrant, changes in 

socioeconomic status, changing locations and experiences all challenge and 

change identity (Abubaker et al., 2018).  

 
1.9 Structure of the Thesis 

To address the aim of this thesis and the research questions outlined above, this 

thesis will provide an initial broad context within which asylum seeking and 

refugee women access primary healthcare and then focus down on the specific 

identification and negotiation of candidacy for cervical screening.  

Chapter 1, the introduction chapter above, provided the context of the U.K. 

asylum system, within which women who are asylum seekers and refugees must 

operate.  

Chapter 2: Theoretical Underpinning, presents candidacy theory. The theoretical 

underpinning is presented as the second chapter of this thesis as it informed the 

structure of how the thesis is written and underpinned the methods and analysis. 

In addition to candidacy theory, intersectionality has been used as a lens with 

which to appreciate and consider the complexity of factors involved in asylum 

seeking and refugee women’s lives, decision making, feelings of deservingness, 

healthcare needs and access. This is also addressed in this chapter. 
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Chapter 3: Literature Review: Asylum Seeker and Refugee Healthcare and 

Access, explores literature around asylum seeker and refugee’s health needs, 

behaviours, and access to health, including how asylum seekers and refugees 

develop health literacy in the U.K. It also considers wider issues such as wider 

policy protection for health entitlement and what is already known in the 

literature about the more subtle discourses of deservingness in the mainstream 

media which can affect healthcare access.  

Chapter 4: Literature Review: Cervical Screening for Asylum Seeking and 

Refugee Women, focuses on access for cervical screening specifically, including 

the most likely barriers to participation in the cervical screening programme.  

Chapter 5: Methods, describes the multiple methods used in this study, including 

media analysis, individual qualitative interviews, focus groups and thematic 

analysis.  

Chapter 6: Health Media Analysis, is the first findings chapter of the thesis. It 

considers how the theme of health is portrayed in U.K. newspapers in connection 

to asylum seeker and refugee groups.  

Chapter 7: Operating Conditions, presents the findings from the qualitative 

interviews about the operating conditions within which women present for 

healthcare and make decisions about attending for cervical screening. These 

included the effect of newspaper discourses, community contexts, asylum 

status, gender, and organisational structures and cultures.  

Chapter 8: Micro-Level Candidacy Negotiations, focuses down in detail on the 

findings from the qualitative interviews around the identification of candidacy 

for cervical screening and the steps taken to assert this within the health 

system. It pays particular attention to the dynamic relationship between asylum 

seeking and refugee women and their health care provider in negotiating this.  

Chapter 9: Discussion, reflects upon this thesis as a whole; presents the key 

findings and its contribution to knowledge; and considers the usefulness of the 

theoretical underpinning.  Finally, there are recommendations for policy, 

clinical practice, and research. 
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Chapter 2 Theory 
 
2.1 Introduction 

Chapter 1 introduced the context within which asylum seeking and refugee 

women operate in Glasgow, when seeking healthcare. This chapter provides an 

overview of the theoretical underpinning of this thesis.  

Two main theories informed this research: candidacy and intersectionality. 

Candidacy provided a framework for the design of this thesis and 

intersectionality provided a lens through which to view the findings. They were 

chosen as they allow the wider context of the hostile environment created by 

both the asylum system and media discourses, the impact of migration, 

structural inequalities, and intersecting identities to be linked to what happens 

in individual interactions with healthcare.  

The advantages of combining intersectionality and candidacy in this thesis will 

be explored in this chapter and how used together they promoted an enhanced 

understanding of the notion of deservingness, and a deeper knowledge of the 

barriers and facilitators experienced by both women seeking and health care 

workers providing preventive sexual healthcare.  

2.2 Definition of Candidacy  

Candidacy is a theoretical framework which explores how individuals identify 

themselves as at risk of a disease or eligible for a health intervention, a 

‘candidate’, and then explores the process of how they identify and approach 

appropriate or accessible services, navigate those services and in the process, 

assert their candidacy (Davison, Davey Smith and Frankel, 1991; Dixon-Woods et 

al., 2006). Importantly, candidacy also pays attention to the role played by the 

health care professional, in particular the way in which they may judge the 

deservingness of the individual for the service. As it encompasses individual 

health beliefs, the relationship with the service provider, structural barriers and 

facilitators to care, it is a useful framework in health research, as it 

acknowledges that healthcare access is a dynamic process and exposes the 
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weaknesses within it (Dixon-Woods et al., 2006; Koehn, 2009; Mackenzie et al., 

2012; Methley et al., 2016) 

2.2.1 Background Literature Exploring the Concept of Candidacy 

The concept of candidacy was first raised by Davison, Davey Smith and Frankel, 

(1991) to understand how individuals assessed their risk factors for 

cardiovascular disease and, hence, identified themselves as a candidate for the 

disease. Davison, Davey Smith and Frankel (1991) and Hunt et al. (2000) 

described this notion of candidacy as “lay epidemiology”, as through routine 

observations of illness and death, made by an individual within their social 

network, workplace and from other sources such as the media, snippets of 

information are pieced together regarding a disease. The data and information 

that is informally and perhaps subconsciously gathered is then put together to 

build a profile of the person they would consider to suffer from or be at risk 

from a specific disease. This person is then deemed a ‘candidate’(Davison, 

Davey Smith and Frankel, 1991). An individual will then calculate their own 

personal risk of disease by making comparisons between themselves and the 

candidate to define whether themselves or people they know are also candidates 

for the disease in question (Davison, Davey Smith and Frankel, 1991; Pfeffer, 

2004). 

While this was a helpful way of conceptualising an individual’s view of disease 

and risk, it did not address how individuals’ might then use this information in 

order to access services, nor did it consider the social interactions between 

patients and health care professionals. Dixon-Woods et al. (2006) model of 

candidacy addresses access to care. Developed initially to understand how 

underserved populations accessed health care, it considers the process that an 

individual goes through to act upon their identified candidacy and navigate 

systems in order to assert their candidacy (Dixon-Woods et al., 2006). It also 

recognised that determining eligibility or candidacy for healthcare services is a 

collaborative process and therefore both the patient and healthcare worker 

should be considered part of the candidacy process (Dixon-Woods et al., 2005). 

This can be taken further to allow power relationships to be explored (Koehn, 

2009; Methley et al., 2016; Chase et al., 2017). 
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‘Candidacy describes how people’s eligibility for healthcare is 
determined between themselves and health services. It is a 
continually negotiated property of individuals, subject to multiple 
influences arising from both people and their social contexts and from 
macro-level influences on allocation of resources and configuration of 
services’ (Dixon-Woods et al., 2006, pg 10) 

It is the Dixon-Woods model of candidacy that is being used in this thesis as it 

moves past the initial identification of candidacy to include engagement with 

services, which is needed to answer the research aim and questions in this 

thesis. It has also been used to understand access to services across a range of 

groups and conditions, both in health and more widely, and can be helpful in 

identifying intervention targets within services (Mackenzie et al., 2012; 

MacKenzie et al., 2014; Methley et al., 2016). It has been used in a variety of 

ways throughout the literature, including: assessment of breast cancer screening 

in low income women (Klassen et al., 2008); contrasting experiences of help-

seeking and access to care in cancer and heart disease (Macdonald et al., 2016); 

access to the emergency department (Nugus and Braithwaite, 2010), access to 

primary mental health care for ‘hard to reach groups’ (Kovandžić et al., 2011); 

the use of candidacy in determining eligibility for obesity referrals  in primary  

care (Blane, Macdonald and O’Donnell, 2020); and pertinent to this study 

candidacy was used by Chase et al.(2017) to consider the gap between 

entitlement and access for asylum seekers in Montreal. Therefore, candidacy has 

a great scope within research for understanding access, utilisation of services 

and the relationships between individuals and professionals.  

2.2.2 Candidacy Framework 

Dixon-Woods et al. (2006) candidacy framework consists of seven defined steps 

which are shown in Figure 1.1   

 
1 Permission and licence (no 1127606-1) have been granted from Blackwell Publishing to reproduce Figure  
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Figure 1: Dixon- Woods et al (2006) Candidacy Framework. From Mackenzie 
et al (2012)-‘Negotiating the Candidacy Journey for Health Services- an 
extrapolation from Dixon-Woods et al 2006’ 
 
 
These steps refer to the personal identification of candidacy and the subsequent 

process of asserting this candidacy (Dixon-Woods et al., 2006).  

First an individual must identify themselves as a suitable or “worthy” candidate 

for a service. As described in Section 2.2.1 this often relies on ‘lay 

epidemiology’, collected from social networks, observations of illness and mass 

media (Davison, Davey Smith and Frankel, 1991). Individuals must then identify 

and navigate appropriate services, identifying the most suitable or permeable 

services to access. Factors which affect this navigation include awareness of the 

services that are offered, eligibility for the service, feelings of deservingness, 

cultural alignment of the service, being in a position to physically access services 

and overcoming practical problems, such as transport or rigid working patterns 

(Dixon-Woods et al., 2006; Mackenzie et al., 2012; Chase et al., 2017). 

Once the service has been accessed and the individual is within the health 

system, negotiations must then be made between the individual and the health 

care provider (Dixon-Woods et al., 2006). Therefore, candidacy at this point is a 

two-sided negotiation between the patient and healthcare provider. The 

professional judgements surrounding the candidacy being presented can at this 

point often allow or halt the continued progression of candidacy (Dixon-Woods et 
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al., 2006). This can also include judgement from other workers in the healthcare 

system who are integral to healthcare delivery, and often create a chain of 

access, such as the role of receptionists as gatekeepers, experiences with 

interpreters, secondary care health workers and the wider multi-disciplinary 

team, such as health visitors (O’Donnell et al., 2007; Kovandžić et al., 2011; 

Armenta and Sarabia, 2020). The judgements that are made are recognised to 

depend on multiple factors including local resources and perceptions by the 

health professional of deservingness (Hughes and Griffiths, 1997; Chase et al., 

2017).  

Once a professional judgement has been made that the individual is a candidate, 

an offer will be made for referral to a service or management of a condition, 

which can be accepted or resisted by the individual (Dixon-Woods et al., 2006). 

Finally, the influence of the local context in which health care and the 

encounter was situated can also influence the ability of professional to make 

offers and for individuals to act on those (Dixon-Woods et al., 2006; Mackenzie 

et al., 2012; Blane, Macdonald and O’Donnell, 2020).  

There are three main criticisms of the Dixon-Woods (2006) original candidacy 

model. First, although presented in a linear fashion, candidacy is a more fluid 

concept, with each step in the candidacy “journey” interacting and influencing 

each other, a process acknowledged by Dixon-Woods and colleagues (Dixon-

Woods et al., 2005, 2006) and also in a later critique by Mackenzie et al. (2012). 

A second issue is that whilst someone may identify themselves as a candidate for 

a service, other life circumstances may impede the assertion of this candidacy, 

for example identifying as a candidate for refuge from domestic violence may be 

impeded by an individual’s identity as a loyal partner or not identifying as a 

victim (MacKenzie et al., 2012). The multiple identities experienced by 

individuals during their presentation and negotiation of health systems is not 

explicitly addressed in the Dixon-Woods (2006) model of candidacy (MacKenzie 

et al., 2012). Finally, whilst Dixon-Woods et al (2006) acknowledged operating 

conditions and structural processes within the steps of candidacy, they were 

somewhat understated and mostly recognised at the local level, such as 

resources and availability of services, in addition to being at the end of a linear 

process (MacKenzie et al., 2012; Methley et al., 2016). MacKenzie et al (2012), 

however, contended that these operating conditions are vital, as an individual’s 
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identification of candidacy is ‘structurally, culturally, organisationally and 

professionally constructed’ (page 806). Therefore, the candidacy framework was 

refined by Mackenzie and colleagues to more explicitly surround the Dixon-

Woods et al. (2006) candidacy framework by meso-and macro-level factors 

incorporating wider structural, political, cultural and societal influences on the 

candidacy process, which also allows a wider exploration of power relationships 

(MacKenzie et al., 2012). 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Figure 2: Macro- Meso- and Micro-Influences on Candidacy (MacKenzie et al 
2012)2 
 

Within this suggested figure the individual and their engagement with health or 

non-health care services is at the centre operating at the micro-level (MacKenzie 

et al., 2012). However, as acknowledged above, these individual identifications 

and negotiation of candidacy are not made in isolation. They are surrounded by 

multiple structural and contextual factors which are dynamic and can affect an 

individual simultaneously. The macro-and meso-levels are separated as such to 

represent the different distances between the individual and these influences. 

For example, neighbourhood contexts are much closer to the experience of the 

individual than high level ideologies of welfare, however this is not in any way a 

 
2 Permission and licence (no 1127606-1) have been granted from Blackwell Publishing to reproduce Figure 
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ranking of their importance, which may be fluid depending on different 

situations. Every level influences the other and by incorporating all these levels 

into research the exploration of candidacy is deeper and more meaningful.  

Therefore, the candidacy figure presented by MacKenzie et al. (2012) was the 

preferred framework for this thesis. The micro-level is the Dixon-Woods (2006) 

framework which is explained above. The macro-and meso-levels which surround 

it in Figure 2 presented by MacKenzie et al (2012) are outlined next.  

 
2.2.2.1 Macro-Level: Structural, Social Relations and Discourses 

The outermost layer of the MacKenzie et al. (2012) candidacy figure 

incorporates the widest operating conditions within which individuals identify 

and negotiate candidacy. They extend far out-with the healthcare system and 

include national policy, structural inequalities, citizenship, gender, class, 

ideologies of welfare and public discourse on deservingness.  

These wider operating conditions can be argued to be linked closely back to the 

concept of deservingness discussed in Section 1.5.1 and which will be further 

explored in Section 3.6 and 3.7.  National policies, diminishing resources 

affecting welfare and public discourses on deservingness all begin the social 

construction of who is deserving of services, which will filter through the meso- 

and micro-levels potentially suppressing the assertion of candidacy (MacKenzie 

et al., 2012). Perceptions of deservingness can be internalised by the individual, 

thereby limiting self-advocacy, and also by the health care worker who may, 

inadvertently, have the ideal candidate in their mind, and thus the yardstick by 

which they measure deservingness (MacKenzie et al., 2012; Chase et al., 2017).  

The macro-level, although appearing to be removed from the individual 

interactions between individual and healthcare worker, actually wields 

considerable power in the micro-level decision making as the dynamics between 

the individual and healthcare worker are shaped by wider social values and 

notions of deservingness (MacKenzie et al., 2012). National policy silences, 

punitive policies and the creation of a hostile environment through media 

discourses (further explored in Sections 3.4, 3.5 and 3.6) are important in the 

identification of candidacy formation and can suppress candidacy, as they 

reinforce individuals sense of being less than the host society (MacKenzie et al., 
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2012; Chase et al., 2017). For example, citizenship definitions and rights are a 

component of the macro-level of candidacy. In the case of asylum seekers, they 

are vulnerable due to the instability of their asylum status which may lead to 

them avoiding seeking healthcare, especially if they have experienced negative 

interactions previously (Chase et al., 2017).  

In this way the macro-level of candidacy helps the researcher consider power 

dynamics, a wide range of stakeholders and the structures and process which are 

out with the individual and healthcare provider interactions (Chase et al., 2017). 

 
2.2.2.2 Meso-Level: Contextual Local and Organisational Operating 
Conditions 

Within the meso-level an individuals’ identification and negotiation of candidacy 

may be affected by local policy priorities and organisational structures and 

cultures. This may include organisation of health services, including general 

practice, and how health care professionals’ view individual’s entitlement to 

health care. It has overlap with the final, local contexts step of the micro-level 

of candidacy. 

It also incorporates differences in neighbourhood contexts and expectations. 

Communities can have their candidacy suppressed if they are not considered as 

deserving as others, which can lead to services not being provided to those most 

in need (Mackenzie et al., 2012). Healthcare providers may often be put under 

pressure from meso-level factors, such as health board budgeting or resource 

allocation which then creates a tension with regards to enacting these local 

policies whilst also meeting individual service users’ expectations.  

When considering access to health care for asylum seekers, it is the meso-level 

where some tension may become apparent between reserved and devolved 

government responsibilities for asylum seekers and refugees, including confusion 

around entitlement to healthcare. For example, as discussed in Section 1.5, 

there are differences in entitlement, with a fuller entitlement to healthcare 

being available in Scotland. However, this may cause confusion at the micro-

level of candidacy negotiation and may not always be obvious in the wider U.K. 

policy or newspaper discourses which are observed in the macro-level.  



  61 

2.2.2.3 Candidacy as a Journey  

Candidacy assertion and navigation is a process not a single event (MacKenzie et 

al., 2012). It was a good choice of theory for this thesis as it allowed the 

researcher to follow asylum seeker and refugee women in their journeys to and 

through services (MacKenzie et al., 2012; Methley et al., 2016). 

The candidacy figure (Figure 2) presented by Mackenzie et al.(2012) allows this 

journey to be further expanded by including other actors in the journey, such as 

the state, the media and institutions. The influences of the different macro-, 

meso- and micro-levels in the candidacy figure are fluid and often interlink.  

Issues may be revisited in the journey across different levels which can 

sometimes lead to repetitive behaviours in the candidacy process or unresolved 

candidacy journeys (MacKenzie et al., 2012; Chase et al., 2017). An example of 

this would be asylum seekers attending the GP on multiple occasions with 

recurrent psychosomatic symptoms which may lead to an unresolved candidacy 

journey as there may not be any suitable referral pathways, treatment options 

or outcomes, because the issue lies in the macro-level of candidacy with the 

stress of the asylum system. Therefore, the problem is created by a structural 

factor that is resistant to the solutions offered by individual services (MacKenzie 

et al., 2012). This has the potential to then suppress future candidacy 

assertions, as each experience of candidacy identification and assertion affects 

how future illness or candidacy identifications are managed (Chase et al., 2017). 

The same can be said for each step of the micro-level of candidacy as the 

experience of each encounter or step may also aid or depress future expressions 

of candidacy (Dixon-Woods 2006). As MacKenzie (2012 pg. 13) describes, the 

candidacy process is ‘dynamic, contingent and long-term’ in its nature. 

By following individuals and professionals through the journey of candidacy, the 

theory also allows exploration of how barriers to access have been affected over 

time (Mackenzie et al., 2012; Chase et al., 2017). This is particularly helpful for 

research involving those going through the asylum process as it is an unstable 

and constantly changing process so candidacy may be halted, delayed, or 

enhanced by intervening events which can be captured when it is considered as 

a journey and not a single event. 
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The second half of this chapter will describe intersectionality, which was used a 

lens through which to view candidacy in this thesis. Section 2.4 will then 

summarise how these two theories complement each other.  

2.3 Intersectionality 

2.3.1 Definition of Intersectionality 

Intersectionality is a sociological theory with roots in black feminist research 

(Bowleg, 2012). There is still debate as to how to define intersectionality but in 

its most basic terms intersectionality is a theory, concept, framework or way of 

‘seeing’ the world which acknowledges that we all have many intrinsic factors 

and characteristics, such as race, gender and economic status, influencing our 

life, both positively and negatively (Bowleg, 2012). It provides critical insight 

that ‘race, class, gender, sexuality, ethnicity, nation, ability, and age operate 

not as unitary, mutually exclusive entities, but rather as reciprocally 

constructing phenomena that in turn shape complex social inequalities.’ (Collins, 

2015). 

Key to intersectionality is the way in which it is also concerned with looking at 

structural factors inherent within institutions and in society which interact with 

individual characteristics and act as drivers of both inequality and formation of 

power within these multiple categories (Collins, 2000; Kapilashrami, Hill and 

Meer, 2015). These factors affect how we all function in the world and are 

treated by the society which we live in. Intersectionality is concerned with the 

power relation and social inequalities that occur at the intersections of these 

factors (Bowleg, 2012). The factors considered in intersectionality are described 

by some authors as categories and others as identities. For this thesis the term 

identities have been chosen. Neither term is perfect in its description, but it was 

felt by AB that identity is more self-selected, whereas categories sound 

prescribed. Therefore, intersectionality can be defined as follows, 

‘theoretical framework for understanding how multiple social 
identities such as race, gender, sexual orientation, socioeconomic 
status, and disability intersect at the micro level of individual 
experience to reflect interlocking systems of privilege and oppression 
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(i.e. racism, sexism, heterosexism, classism) at the macro social-
structural level.’ (Bowleg, 2012, p 1267) 

2.3.2 Background Literature Exploring the Concept of 
Intersectionality 

The first documented mention of the concept of intersectionality was within the 

“Ain’t I a woman?” speech by Sojourner Truth, a freed black slave, at the 1851 

Ohio Women’s Convention (Women’s Rights National Historic Park, 2017), in 

which she recognised that the treatment of women as a group was not equal. 

Whilst all women suffered inequality, black women suffered a further level of 

subordination that white American women of the time were not subject to 

(Bowleg, 2012; Women’s Rights National Historic Park, 2017). Therefore, the 

intra-group (with reference to women as the group) oppressions black women at 

this time suffered compared to white women were due to the intersection of 

race and gender. 

In the 1990’s, the term intersectionality was coined by Kimberle Crenshaw to 

describe these differences within women as a group (Crenshaw, 1991). Whilst 

exploring the relationship between identity politics and violence against women 

of colour Crenshaw observed that the ‘problem with identity politics is… that it 

frequently conflates or ignores intragroup differences’ (Crenshaw, 1991). She 

argued that an intersectional approach could capture more wholly the effect of 

intersecting factors such as race and gender in black women’s lives in ways that 

could not be captured by looking at these factors separately, thus recognising 

and exploring that being both a woman and black they may be doubly 

discriminated against (Crenshaw, 1991). The importance of intersectionality has 

since received international recognition, helping researchers and policymakers 

to move beyond a siloed focus on issues such as racial inequality to incorporate 

other categories that intersect and enhance inequalities (Collins, 2015; UNHCR: 

The UN Refugee Agency, 2018; Hankivsky and Jordan-Zachery, 2019).    

‘intersectional injuries occur-when multiple disadvantages or 
conditions interact to create a distinct and compound dimension of 
disempowerment’(United Nations Division for the Advancement of 
Women, Office of the High Commissioner for Human Rights and United 
Nations Development Fund for Women, 2000, p9) 
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Within the U.K., however, research into the impacts of disadvantaged health 

inequalities has focused more on the relationship between social 

class/socioeconomic status and health rather than race, as is the case in 

America (Salway et al., 2010; Collins, 2015; Kapilashrami, Hill and Meer, 2015). 

Ingelby (2012) contends that in European health equity literature the term social 

determinants almost always equate to solely socio-economic determinants, 

ignoring other factors, particularly ethnicity and migration status. A similar 

argument is made in relation to women’s health research where it is argued that 

gender is given priority over other key determinants of inequality (Hankivsky et 

al., 2010). Hankivsky et al. (2010), warns that by allowing gender to become the 

overriding category in women’s health research, researchers run the risk of 

further excluding and marginalising populations of women from this research. 

Intersectionality challenges this one-dimensional approach to provide ‘a more 

complex understanding of identity, social position and inequality in the social 

determinants of health’ (Kapilashrami, Hill and Meer, 2015 pg 1).  

Therefore, whilst socioeconomic status, class, gender or race should be included 

within the identities explored when using intersectionality, no single identity 

should be forced to dominate as they will not always be equally salient, 

depending on what is being studied (Walby, Armstrong and Strid, 2012; Collins, 

2015). Identities should be examined in a non-hierarchical fashion and analysed 

carefully within the environment studied as identities are fluid and dynamic in 

different situations (Hancock, 2007; Walby, 2007; Bowleg, 2012; Ingleby, 2012; 

Walby, Armstrong and Strid, 2012) 

American and Australian research has historically embraced intersectionality 

more than U.K. based and European research (Ingleby, 2012; Kapilashrami, Hill 

and Meer, 2015). However, it has increasingly become more recognised within 

U.K. research, for example in the works of authors such as Rollock (2014), 

Kapilashrami, Hill and Meer (2015), Piacentini et al. (2019) and Nazroo (2003). It 

is also becoming more recognised in the work of social care practitioners and is 

informing practice. For example Community Care Inform, an education site for 

social workers, has produced a guide for practitioners in using an intersectional 

approach in initial meetings with young people (Davis and Marsh, 2020), as has 

the Equality Network, who have produced and provided training on including 
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intersectionality when providing services for people who identify  as lesbian, 

gay, bisexual and transgender (LGBT) (Equality Network, 2021).  

2.3.3 Use of Identities in Intersectionality 

Intersectionality traditionally focused on the triad of female gender, race and 

class, in keeping with the feminist roots of the theory (Davis, 2008). There have 

therefore been scholarly debates within the field of intersectionality about the 

importance of moving beyond this traditional triad to include other identities. 

Hancock (2007) suggested that intersectionality has an important place when 

exploring all types of inequality where two or more axes of oppression are likely 

to be at play and should not be limited to solely feminist research. Other authors 

have discussed the importance of the inclusion of other identities, such as 

migration status, ethnicity, sexual identity, sexual behaviour, disability status, 

poverty, age and education (Bowleg, 2012; Ingleby, 2012; Springer, Hankivsky 

and Bates, 2012). The absence of data from such areas such as those mentioned 

above can oversimplify explanations of inequality (Bowleg, 2012) and ignore the 

connections and reinforcement between multiple forms of inequality (Ingleby, 

2012). For these reasons the potential for intersectionality within migration 

research is increasingly recognised (Anthias, 2008, 2012; Ingleby, 2012; Viruell-

Fuentes, Miranda and Abdulrahim, 2012; Piacentini et al., 2019). Examples 

where intersectionality has been used to explore refugees experiences include  

Erez, Adelman and Gregory, 2009; Yacob-Haliso, 2016; Koirala and Eshghavi, 

2017; Zavratnik and Krilic, 2018; Taha, 2019; Tschalaer, 2020. Therefore, there 

is precedent to move beyond the scope of the traditional triad, to include 

migration status for example, to obtain as full a picture within this thesis as 

possible. 

Within intersectionality individuals are not simplified to only one identity or 

another such as homosexual or female, woman or black (Bowleg, 2012); or in the 

case of this thesis asylum seeker or refugee. It is recognised that combined 

identities such as gender, religion, ethnicity and socioeconomic status will have 

also shaped their experiences (Collins, 2015). There may also be intra-group 

differences (Ingleby, 2012). For example, individuals are categorised as asylum 

seekers for legal purposes but they may have nothing else in common apart from 

this label (Leudar et al., 2008). 
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Anthias (2008) argues that migrant groups may have experienced multiple fluid 

identities depending on their location, she terms this translocational 

positionality. Translocational positionality accepts that migration is a movement 

in the context of physical place but also incorporates dislocations and 

relocations of identities which are influenced by the national context of where 

they physically are (Anthias, 2012). These national contexts often lead to social 

positioning of identities as desirable or undesirable, linking back to notions of 

deservingness, as will be explored further in Section 3.5, and producing 

inequalities (Anthias, 2012). Therefore, the key benefit of the notion of 

translocation is the recognition of the importance of the context within which 

identities are formed and the importance of looking out with individual 

experiences to the wider discourses, practices and structures which can affect 

identity formation and subsequent inequalities in different locations (Anthias, 

2008, 2012). This links in with the macro-level of candidacy and the 

internalisation of deservingness based on these macro level contexts, such as the 

construction of a hostile environment for asylum seekers and refugees. 

Translocational positionality also acknowledges the existence of contradictory 

and shifting social identities where an individual might be in a position of 

dominance and subordination simultaneously in different spaces (Anthias, 2012). 

An example of this may be that an asylum seeker in the U.K. may identify as a 

lower socioeconomic class than they would have been in their country of origin, 

which will alter their experiences in the U.K. However, there may be an 

expectation from family in their country of origin that they are in a better 

socioeconomic position and will be able to send money home to their family. 

Expression of different identities may also be fluid or certain identities 

expressed more strongly, even when in one location, as they can be influenced  

by memories, traditions and symbolic ties to both their country of origin and the 

country they have migrated to (Anthias, 2008). Women in particular are often 

the keepers of culture, taking responsibility in passing down traditions to their 

children (Anthias, 2012). 

Therefore, intersectionality should allow the researcher and the research 

participants to look at the group being studied, in this case asylum seeking and 

refugee women, and realise what the group encompasses and the differences 

within it (Crenshaw, 1991). This should help to avoid crude categorisation of 
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groups, which can lead to missing important intra-group differences 

(Kapilashrami, Hill and Meer, 2015). 

Figure 3 illustrates how different individual identities create intersections, 

leading to the concept that ‘classes are always gendered and racialised and 

gender is always classed and racialised and so on.’ (Anthias, 2008 p 13). Hunt 

and Batty (2009) argued that gender should never be studied in isolation from 

social class and ethnicity, as it has consequences for life opportunities and 

health. Identities therefore intersect which can create interlocking oppressions 

and are therefore best understood in relational terms rather than in isolation 

from one another (Collins, 2015). Migration status has been added to this 

diagram to demonstrate this as an identity affecting asylum seekers and 

refugees, which may intersect with other identities (such as being an asylum 

seeker and a women) to create different and specific vulnerabilities. More 

identities can be added if they emerge throughout the research.  
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Figure 3: The Intersections of Identities 
 

Intersectionality research should be focused on analysing what occurs at the 

intersection of the identities (Hankivsky et al., 2010). This is important for both 

refugee and migrant women who are particularly vulnerable to race and gender 

discrimination, whilst also facing language and socioeconomic barriers, in 

addition to the background of anti-migration policies contributing to negative 

rhetoric and stereotyping (United Nations Division for the Advancement of 

Women, Office of the High Commissioner for Human Rights and United Nations 

Development Fund for Women, 2000). For example, if an asylum-seeking woman 

is a victim of domestic violence, her gender may appear to be the most 

important identity within this situation, however due to the intersection of her 

gender and migration status she may have less ability to gain freedom from the 

situation, as her asylum claim may be linked to that of her spouse. Therefore, it 

is not the prominence of one identity but the intersection of gender and 

migration status that determines her vulnerability and experience of inequality 
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at this point. Cultural identities, roles and responsibilities can also intersect with 

gender and race to make it difficult for women to confront gender discrimination 

within their own communities, as shown by the example below.  

‘Racism within the dominant culture makes it more difficult for 
immigrant women to confront gender discrimination within their own 
communities as immigrant communities frequently exert more 
pressure on women to maintain their traditional roles and to prevent 
patriarchal norms as “binding” elements for their community as a 
response to racism.’ (United Nations Division for the Advancement of 
Women, Office of the High Commissioner for Human Rights and United 
Nations Development Fund for Women, 2000) 

Identities should be largely identified by the research participants, allowing 

identities of importance to emerge and not be super-imposed by the researcher, 

with awareness that it cannot be assumed that all individuals will have had 

similar experiences within the same identity (Crenshaw, 1991; Bowleg, 2012).  

Depending upon the context of the research, further stratification of the 

identities may be necessary (Kapilashrami, Hill and Meer, 2015). This is 

particularly the case when researching migration, as identities may have a more 

global context, or have changed in their meaning or importance during the 

migration journey, or between countries (Anthias, 2008, 2012; Kapilashrami, Hill 

and Meer, 2015). In this way identities constitute starting points for exploration 

in research, rather than the end point of analysis (Collins, 2015).  

2.3.4 Structure, Power and Politics and Their Importance to 
Intersectionality 

Intersectionality focuses beyond individuals to acknowledge the way in which 

systems, structures and institutions may oppress some groups within society, but 

privilege others (Crenshaw, 1991; Collins, 2015; Kapilashrami, Hill and Meer, 

2015). An example of this would be white privilege, where there is an unearned 

dominance in society due to being white: as while racism limits the life chances 

of ethnic minority groups, it bolsters the opportunities afforded to the white 

population and, although white people face adversity, their life trajectory will 

not have been hampered by their race (Eddo-Lodge, 2020). Hence, by 

considering what is created at the intersection of different categories, we can 
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examine how this intersection can simultaneously oppress and privilege different 

groups at the same time (Hankivsky et al., 2010).  

Identities are experienced within political and social systems, which can often 

intensify intra-or inter-group inequalities (Collins, 2000; Bauer, 2014). A clear 

example, of relevance to this work, would be the situating of migrant women 

within the U.K. asylum process which makes them increasingly vulnerable, as 

discussed in Section 1.4. Therefore, intersectionality moves beyond the 

individual causes of health inequality to consider ‘how these individual multiple 

identities intersect with multiple-level social inequalities at the macro structural 

level’ (Bowleg, 2012).  

Crenshaw (1991) discusses that issues of intersectionality are present in the 

media also and are often evidenced by the stories which the media chooses to 

present. For example the media often tackles issues such as rape and violence 

differently depending upon the victim’s race (Crenshaw, 1991) or as will be 

discussed in Section 3.6 the tone of threat that is often used when discussing 

asylum seekers and refugees. With regards to gender policy Crenshaw (1991) 

discusses that these are often made by individuals or groups who are 

disconnected from the issues which the policies are trying to address and 

therefore will be limited in their usefulness.  

‘It is specifically political: the narratives of gender are based on the 
experience of white, middle class women, and the narratives of race 
are based on the experience of Black men.’ (Crenshaw, 1991 p1298) 

Whilst Crenshaw (1991) uses the example of gender policy similar examples can 

be shown for asylum seekers and refugees, who (with the exception of a change 

in 2020 granting refugees the right to vote in Scotland) are excluded from the 

democratic process in the U.K., despite their participation and potentially 

lengthy time living in communities. They may also face barriers in exercising 

their right to protest or assemble due to concerns over their immigration status 

or police action (SHRC, 2021).  
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2.4 Chapter Summary  

Candidacy and intersectionality were chosen as complementary theories for this 

thesis. As described in this chapter they both offer insights into journeys. Not 

only the journeys of individuals in accessing healthcare but also the journeys of 

changing identities, social positioning and feelings of deservingness depending 

on the context they are in. They are both dynamic and flexible to take account 

of the facilitators and barriers that may face individuals at different points of 

healthcare access.  

They also consider relationships, structures, and power dynamics at both 

personal, community and wider societal levels. This can provide a rich 

understanding of influences on the access journey.  

Candidacy was chosen for this thesis as it allowed the integration of a variety of 

perspectives in the study of asylum seeking and refugee women’s access to and 

use of preventive services. Thus, candidacy helped to inform a fuller picture of 

health beliefs around individual’s views of risk factors for cervical cancer, 

feelings of eligibility for screening services and health care access, whilst giving 

a framework which breaks this down into manageable sections. It incorporated 

both the patient and the healthcare worker view, giving as full a picture of 

health care access as possible from both sides of the relationship. It also allowed 

the inclusion of others that are encountered through the journey, such as 

community workers, who may have a role in bridging the gap between 

individuals and healthcare workers and therefore enhancing the candidacy 

journey.   

In addition to the variety of perspectives external to the individual being 

followed, in this case asylum seeking and refugee women, candidacy also 

allowed exploration of women’s multiple roles and identities and how they 

affect the candidacy process and may change over time. As endorsed by 

MacKenzie et al. (2014) an intersectional lens can enrich the candidacy theory 

and in this thesis allowed a deeper exploration of the intersecting roles that 

women face, both individually and within the structure of organisations. It also 

widened the scope of the research to incorporate the views of other 
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stakeholders, such as community and healthcare workers, to examine 

relationships, dynamics, multi-dimensional markers of difference and the reality 

of working within the inequalities caused by the intersections of poverty, 

gender, ethnicity and migration status (Collins, 2015; Piacentini et al., 2019).  

The concept of deservingness weaves its way through both theoretical concepts. 

From the hostile environment created in the macro-level of candidacy created in 

the intersections of discrimination, through to the internalised feelings of 

deservingness in the patient and health care provider candidacy negotiations in 

the micro-level of candidacy.  

Both theories have methodological challenges, which is to be expected as they 

encourage the researcher to explore complexity and find a deep understanding 

of issues. Therefore, there was an awareness that whilst flexibility was needed 

in the approaches used to be open to emerging themes, identities, and 

complexity, it was also important for boundaries to be set. There is a danger, 

particularly with intersectionality for a study to become ever expanding 

(Anthias, 2012). The boundaries set in this thesis were a focus on newspapers as 

the public discourse being studied and using cervical screening as a case study 

within the group of asylum seeker and refugee women. MacKenzie et al. (2014) 

tested the use of an intersectional lens with the candidacy framework, through a 

literature synthesis of help seeking behaviours of women who have faced 

domestic abuse and found it an effective means to enrich the candidacy 

framework, particularly with regards to understanding how structural factors 

influence access to healthcare at an individual level. Therefore, using both 

theoretical lenses appeared appropriate for this thesis as it incorporated them 

into the methodological structure. Having considered the theoretical 

underpinning for this thesis, the next chapter will present the literature 

regarding healthcare access for asylum seekers and refugees. 
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Chapter 3 Literature Review: Asylum Seeker and 
Refugee Healthcare and Access 
 
3.1 Introduction 

Chapter 2 outlined the theory of candidacy and the framework developed by 

Mackenzie et al. (2012), which has been used in the design of this thesis. It also 

described intersectionality and how that was used as a lens to interpret the 

findings presented in this thesis. In this chapter, a narrative literature review 

will present the literature regarding asylum seeker and refugee healthcare 

access in general, to give context to the wider themes of access, health literacy 

and entitlement discussed in this thesis. It will also introduce the notion of 

deservingness and how this can be affected by public discourses, which sit in the 

macro-level of the candidacy framework but can then affect individual 

healthcare interactions.  

Asylum seeker and refugee health and healthcare is a vast literature and 

therefore this chapter will focus on the following key questions, which consider 

health needs and access generally then focus down on three key facilitators for 

healthcare access: health literacy, entitlement, and deservingness.  

1. What is known about asylum seekers and refugees’ health needs, 

behaviours and access to primary healthcare in the U.K.?  

2. How do asylum seekers and refugees develop health literacy in the U.K.?  

3. How are entitlements to healthcare protected for asylum seekers and 

refugees?  

4. What is known, in the literature, about how newspapers portray asylum 

seekers and refugees?  

5. What is known, in the literature, about how public discourses of 

deservingness, are internalized? 
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In order to explore questions 1,2, 3 and 5 literature searches were performed 

using the search engines MEDLINE, EBSCO Host, Science Direct, Google Scholar 

and SocIndex, with a date range of 1st January 2000- 19th March 2022, covering 

the period when the numbers seeking asylum in the U.K. began to increase and 

then covering the time period this PhD was conducted over.  

Due to the 10-years this thesis was conducted over these searches were 

repeated multiple times in order to keep the literature up to date. Older 

literature, where appropriate, was still included as it was relevant at the early 

stages of this thesis and importantly often demonstrated the context the media 

analysis was conducted in and the participants in the qualitative work were 

interviewed in.  

Table 1 lists the search terms which were used as the base for each search 

(excluding row 8: the media search terms).  
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Table 1 Literature Review Search Terms  
 
 Theme Keywords 
1 Refugee and asylum seeker refugee*OR refugees* OR refugee* OR 

refugee’s* OR asylum seeker* OR asylum 
seekers* OR seeker, asylum* OR seekers, 
asylum* OR political asylum seekers* OR 
asylum seeker, political* OR political 
asylum seeker* OR seekers, political 
asylum* OR political refugees* OR refugee, 
political* OR refugees, political* OR 
displaced persons* OR displaced person* 
OR person, displaced* OR internally 
displaced persons* OR displaced person, 
internally* OR displaced persons, 
internally* OR internally displaced person* 

2 Migrant, immigrant Migrant* OR migrants* OR immigrant* OR 
immigrants* OR foreigner* OR foreigners* 
OR immigrant, undocumented* OR 
immigrants, undocumented* OR 
undocumented immigrant 

3 Health access Health* OR health literacy* OR health 
social determinant* OR health social 
determinants* OR structural determinants 
of health* OR health structural 
determinant* OR health care* OR care, 
health* OR healthcare* OR health access* 
OR access to healthservices* OR access to 
care* OR health behaviours* OR behaviour, 
health* OR behaviours, health* OR health-
related behaviour* OR behaviour, health-
related* OR behaviours, health-related* OR 
health related behaviour* OR health-
related behaviours* OR health needs* OR 
health services needs* OR need, health 
services*  

4 Health inequalities Health care inequalities* OR health care 
inequality* OR inequalities, health care* 
OR inequality, health care* OR healthcare 
disparity* OR health inequity* OR 
inequities healthcare* OR inequity, health* 

5 Deservingness Deservingness* OR deserving* OR deserve* 
6 Barriers Barriers* OR barriers to healthcare* OR 

barriers to access*  
7 Facilitators Facilitators* OR facilitators to healthcare* 

or facilitators to access* 
8 Media Media* OR media analysis* OR newspapers* 

OR news* OR newspaper article* OR mass 
media* OR communications media* 
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Inclusion and exclusion criteria were applied to the results in order to focus on 

asylum seekers and refugees’ health and access to healthcare, health literacy 

and deservingness. Articles which were from the Scottish and U.K. settings were 

prioritized. However, where bodies of literature were smaller such as around 

deservingness for healthcare, literature from wider settings were included. 

Several areas of asylum seeker and refugee literature, whilst recognised as 

important issues, were out with the scope of this thesis, and therefore have not 

been included in any detail. These included secondary healthcare access, 

particularly emergency services, maternity care, and mental health service 

access and issues surrounding destitution.  

For the section of the literature review which explored question 4, what is 

known, in the literature, about how newspapers portray asylum seekers and 

refugees, all the search terms were included from the table above with the 

addition of row 8’s search terms relating to media. The parameters for this 

search were the time-period of January 2001- April 2013. This search was not 

repeated, unlike the rest of the literature searches. This was deliberate as any 

update in this particular part of the literature review would refer to political 

and global events that had not happened at the time of the data collection for 

the newspaper analysis performed in this thesis (Chapter 6) and would therefore 

disrupt the chronology of the findings. However, a check of the literature was 

made when completing the writing-up to ensure that more recent references 

were included in the discussion of media reporting.  

Once key papers were identified from the database searches above, a snowball 

technique was then used by hand searching the bibliographies of papers to find 

further key papers. Snowballing is a recognised technique, across many 

academic disciplines, as a way of extending the sources found in a literature 

review (Greenhalgh and Peacock, 2005; Sayers, 2008; Wohlin, 2014). Greenhalgh 

and Peacock (2005) endorse snowballing techniques, as they argue that review 

of complex evidence cannot rely solely on protocol driven search strategies and 

that strategies such as pursuing references, asking colleagues and being alert to 

incidental discovery may identify sources that would otherwise be missed. This 

literature review used both backward and forward snowballing as a technique 

(Wohlin, 2014). The backwards snowballing technique involved identifying key 

articles from the database searches above, searching their bibliography to find 
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relevant articles that they cite and then retrieving them. This process was then 

repeated for the articles that were retrieved and so on until no more relevant 

articles were found (Sayers, 2008). The forward (or reverse) snowballing 

technique was then used to find more contemporary articles (Sayers, 2008). The 

Google scholar’s citation tracking tool was also used to identify papers that had 

cited key papers and used for citation alerts. Through this process I could then 

identify further papers of interest to apply the forwards and backwards 

snowballing technique to, until I found no more relevant articles.  

An example of an important source document used in the snowballing technique 

is the 2018 UCL-Lancet Commission on migration and health (Abubaker et al., 

2018). This was a key, comprehensive piece of work and due to its breadth and 

depth it has been cited frequently during this chapter as an important source 

document. 

Papers were also identified through discussions with others working in this area, 

supervisors, academics in the department and other PhD students which also 

increased the yield of sources and pointed to sources of grey literature. Grey 

literature is defined as research published outside of commercial or academic 

publishing, often in the form of reports, fact sheets and policy papers 

(https://uow.libguides.com/literaturereview/grey-literature). As discussed, 

some sources of grey literature were found through contacts, a proportion was 

also found through the snowball technique used with academic articles and 

others were found through specific searches of relevant refugee, medical and 

policy websites, such as:  

• The Scottish Refugee Council: www.scottishrefugeecouncil.org.uk 

• The Refugee Council: www.refugeecouncil.org.uk 

• The Migration Observatory: www.migrationobservatory.ox.ac.uk 

• Asylum Aid: www.asylumaid.org.uk 

• British Medical Association: www.bma.org.uk 
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• Doctors of the World: www.doctorsoftheworld.org.uk 

• Amnesty International: https://www.amnesty.org.uk   

• Equality Network: www.equality-network.org 

• The Scottish Government: https://www.gov.scot  

• Glasgow City Council: www.glasgow.gov.uk 

• Home Office: www.gov.uk 

• Convention of Scottish Local Authorities (COSLA): www.cosla.gov.uk 

• Word Health Organisation: www.who.int 

• The UN Refugee Agency: www.unhcr.org  

The search of grey literature focused on the U.K., Scotland, asylum seekers, 

refugees (particularly women), and healthcare access. The grey literature was 

interrogated alongside the academic papers found through the database 

searching. Information was cross-checked, when needed, to confirm validity.  

Data was extracted from all sources into an annotated bibliography 

(https://library.leeds.ac.uk/info/1401/academic_skills/80/annotated_bibliograp

hies), which was a table listing all of the sources used with annotations for each 

describing the sources content and a summary of its main argument. This then 

allowed for synthesis and analysis of the literature, to provide the basis for this 

chapter which will provide a context within which to consider how asylum 

seeking and refugee women identify and navigate primary care services.  
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3.2 Health Behaviours, Access and Needs of Asylum 
Seekers and Refugees in Primary Care  

Migrant populations are heterogenous and health outcomes vary, but evidence 

consistently shows the disproportionate health, social and economic burdens of 

forced migration, such as in the case of asylum seekers and refugees (Abubaker 

et al., 2018). It is known that, although asylum seekers and refugees may have 

been healthy enough to make the journey, many arrive in distress, with long 

standing illness, physical disabilities, increased rates of mental illness and 

complex health needs (Roshan, 2005; Medecins du Monde, 2016; Abubaker et al., 

2018; World Health Organization, 2018; British Medical Association, 2019). 

Ochieng (2013) estimated that one in six newly arrived refugees has a physical 

problem severe enough to affect their life and two-thirds have experienced 

anxiety and depression These can often be attributed to the experiences they 

were fleeing such as war, torture, rape and from inadequate access to health 

services both in country of origin and on the journey (Roshan, 2005; British 

Medical Association, 2019). However, even once the journey is complete, 

discrimination, gender inequalities and exclusion from health and social services 

repeatedly emerge as negative health influences for asylum seekers and 

refugees in their country of settlement (Roshan, 2005; Abubaker et al., 2018; 

British Medical Association, 2019). In addition health problems can rapidly 

develop once individuals are in the U.K. if they have difficulty in accessing 

health promotion services (Ochieng, 2013). This can cause particular concerns 

for elderly, female, pregnant and disabled asylum seekers and refugees (Roshan, 

2005; Zimmerman, Kiss and Hossain, 2011; Abubaker et al., 2018; Davidson et 

al., 2022).  

 

The effects of loss of familiar culture, family and friends, isolation, threat of 

abuse and deprivation can all impact on asylum seekers and refugees 

experiences of health care (Blackwell, Holden and Tregoning, 2002; O’Donnell et 

al., 2008). Policies are often blamed as being discriminatory, and not adequately 

addressing barriers to health services and inequalities faced by individuals, 

especially for women and girls  (WHO and IOM, 2010; Abubaker et al., 2018). 

However, asylum seekers and refugees also travel with their existing health 

profiles, values and beliefs, cultural background, socioeconomic status and the 
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disease prevalence’s of their countries of origin (WHO and IOM, 2010).  Many 

asylum seekers will come from countries without an established primary care 

system, may be used to direct access to hospital specialities or have experienced 

a complete lack of or breakdown of healthcare systems secondary to war or 

internal conflict (O’Donnell et al., 2008). These factors can all impact on the 

way that asylum seekers and refugees recognise and access health care. The 

U.K. has a universal health service, which removes some financial barriers to 

healthcare access. However, barriers still exist at multiple levels.  

 

Asylum seekers are in constantly changing situations. They have often spent 

varying amounts of time in different countries on their journey to the U.K. and 

dispersal between and within cities in the U.K. is common (WHO and IOM, 2010). 

The Audit Commission (2000) identified concerns that the high mobility of 

asylum seekers, due to the asylum process, leads to difficulty in providing 

continuity of care, particularly surrounding the follow up of vaccination, 

screening, and preventive health programmes. A further report, 20 years later, 

by the National Audit Office (2020) showed that prolonged stays in initial, 

temporary accommodation before being moved on to longer term dispersed 

accommodation could lead to a delay in asylum seekers being able to register 

with a GP or enrol children in school. The aim is to make this move within 35 

days of the persons arrival, but for some this can take much longer delaying 

initiation and continuity of care (National Audit Office, 2020).  

Asylum seekers and refugees also have multiple, competing priorities which can 

lead to low prioritisation of engaging with and accessing healthcare, particularly 

non-acute, preventive healthcare (Abdi, Menzies and Seale, 2019). Asylum 

seeking women are balancing caring for their children, integrating into a new 

community, learning a new language, financial pressures, stigma and isolation; 

all of which is amplified by the stress, uncertainty and hostility of the asylum 

system (WHO and IOM, 2010; Onyigbuo, Alexis-Garsee and van den Akker, 2018; 

Babatunde-Sowole et al., 2020; Farrington, 2020). For most asylum seekers and 

refugees their concerns operate further down Maslow’s hierarchy of needs 

compared to where screening or preventive medicine focuses (Keygnaert and 

Temmerman, 2007; Farrington, 2020),  
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‘if you don’t know where next meal is coming from, then well-meant 
dietary advice for CVS risk is pointless’ (Farrington, 2020, pg 3). 

Intersecting factors such as poverty, destitution, stigma, hate crime, social 

exclusion, mental distress, loss of social and occupational roles directly 

influence the health and wellbeing of asylum seekers and refugees (Farrington, 

2020). Health conditions can also be influenced from previous experience, which 

may have predated or been part of the asylum journey, such as trauma, religious 

or political conflicts, persecutions from cultural practices and previous 

experiences of poverty (Onyigbuo, Alexis-Garsee and van den Akker, 2018; Isaacs 

et al., 2020). Higher levels of depression are reported amongst asylum seekers 

compared to the population as a whole and even when refugee status is 

achieved there is ongoing adjustment and effects from past trauma and 

experiences (Mulvey, 2009). When asylum seekers and refugees are able to 

register with a GP, barriers to accessing and providing effective primary care 

have been identified: including language barriers; increased time required for 

consultations; lack of knowledge surrounding the role of the GP; lack of 

awareness by the GP of the needs of asylum seekers; and competing priorities at 

the clinician and structural level of healthcare (Audit Commission, 2000; Roshan, 

2005; O’Donnell et al., 2007; Zwi et al., 2017; Kang, Farrington and Tomkow, 

2019; Farrington, 2020).  

 

Negotiating and navigating the NHS can be difficult. Barriers identified as 

impeding access to primary care include uncertainty about how the NHS works, 

being unfamiliar with gatekeeper systems, waiting times, and lack of awareness 

of appointment systems (O’Donnell et al., 2008; Kang, Farrington and Tomkow, 

2019). Studies have found that if appointments with the GP were difficult to 

achieve then asylum seekers often went straight to hospital (O’Donnell et al., 

2007; Kang, Farrington and Tomkow, 2019). Previous healthcare experience also 

influences expectations of the NHS. In O’Donnell et al (2008) the concept of free 

access to healthcare was welcomed by all. However, those used to a private 

system expressed frustration with wait times for hospital appointments or 

investigations and not being able to access a specialist directly (O’Donnell et al., 

2008; Lindenmeyer et al., 2016). Confusion by both asylum seekers and 

healthcare workers with regards to their entitlement for healthcare was also 

identified as a barrier to access (Piacentini et al., 2019; Tomkow et al., 2020). 
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Many asylum seekers and refugees lack confidence in their GP’s, as they are an 

unfamiliar service. They worry that they may not have the expertise or 

knowledge to deal with the breadth of illnesses that will be presented to them 

(O’Donnell et al., 2008). Some literature also reports that attitudes of staff and 

different practices, such as less physical examination or stricter antibiotic 

prescribing than they are used to, are internalised as being due to their asylum 

status which can lead to feeling dismissed or devalued (O’Donnell et al., 2008; 

Mulvey, 2009; Kang, Farrington and Tomkow, 2019; Bradby et al., 2020). 

Diminished trust was compounded if reasons for clinical decisions were not 

explained and further distress was caused if there was inadequate interpreter 

support to do this (Kang, Farrington and Tomkow, 2019; Farrington, 2020). The 

importance of adequate language provision was identified as a key facilitator of 

primary healthcare access (O’Donnell et al., 2016; Kang, Farrington and 

Tomkow, 2019; Bradby et al., 2020) 

 

As with language (which will be considered further in Section 3.3), many of the 

factors which act as barriers to asylum seekers and refugees accessing 

healthcare can also act inversely as facilitators, if considered sensitively. For 

example, education, particularly if provided with the necessary interpretation, 

has been shown to effectively promote awareness of issues such as health 

screening and encourage individuals to discuss these with their healthcare 

worker (Abdi, Menzies and Seale, 2019; Babatunde-Sowole et al., 2020).  

 

Often asylum seekers and refugees educate themselves about healthcare through 

informal routes, such as through community groups or conversations with each 

other, rather than through healthcare services themselves (Piacentini et al., 

2019). Women, in particular, are less likely to speak adequate English to access 

statutory agencies directly and often rely on informal networks for information, 

advice and help with paperwork (Williams, 2006; Kang, Farrington and Tomkow, 

2019). The intersection of gender and culture is important to consider with 

regards to health access. Pre-migration and cultural experiences may also mean 

that women are more vulnerable than men. They are often afforded lower social 

status, placing them in a position of dependency on men and may have 

experienced a lack of educational opportunities, which weakens their ability to 
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access information needed to make decisions (Davidson et al., 2022).   

Therefore, involving community and third sector organisations in signposting, 

educating and disseminating information about healthcare and services can 

improve access and trust, especially if delivered through trusted sources such as 

community organisations (Williams, 2006; Abdi, Menzies and Seale, 2019). 

‘Cultural mediators’ or ‘brokers’, often from migrant groups or communities, 

have been shown to be successful in bridging the gap between communities and 

healthcare systems (WHO, 2010; WHO and IOM, 2010).  

 
3.3 Developing Health Literacy  

Health literacy has been identified as a key barrier and facilitator in individuals’ 

access to health services. It can be defined as the cognitive and social skills 

which determine the ability to acquire, understand and use information that 

promotes good health (Muscat et al., 2016; Gilder et al., 2019). The importance 

of health literacy is gaining traction, including the production of a World Health 

Organisation (2014) Health Literacy Toolkit for strengthening health literacy in 

low and middle income countries, and providing evidence to policymakers and 

health service providers about the importance of this within the preventive and 

chronic disease management agenda (Babatunde-Sowole et al., 2020; 

Farrington, 2020).  

However, despite health literacy being deemed an important determinant of 

health outcomes there is a lack of consensus around definition, measurement 

tools and intervention (Gilder et al., 2019). It is also argued that many 

definitions, including the WHO definition above, focus too much on the 

individual and do not take into account the pivotal role that the health, 

education and social care systems play in facilitating or impeding an individual’s 

development of health literacy (Gilder et al., 2019; Babatunde-Sowole et al., 

2020). For example, Gilder et al. (2019) found that educational attainment at 

school was a positive predictor of health literacy and a low education level was 

more likely to be associated with greater reliance on traditional health beliefs.  

Improving health literacy can be difficult for refugee women who most often 

originate from non-English speaking backgrounds and have a number of 

competing priorities, including multiple caring responsibilities (Babatunde-
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Sowole et al., 2020). Language is an essential component of improving health 

literacy and is a key component of health care (Lehane and Campion, 2018; 

Piacentini et al., 2019; Rimmer, 2020). Therefore, high quality, culturally 

appropriate interpreter services are an important need for women who don’t 

speak English (Parajuli, Horey and Avgoulas, 2019; MacFarlane et al., 2020).  

Communicating with populations who have low levels of health literacy and 

language barriers is complex, with regards to both language spoken and general 

literacy levels in both first language and English (Gilder et al., 2019). Many 

asylum seeking and refugee women may have had a disrupted education and may 

struggle with literacy in both their own language and English (Abdullahi et al., 

2009; Floyd and Sakellariou, 2017).Therefore, it is vital that adequate verbal 

communication is provided in appointments, with also access to written material 

using a variety of words and culturally acceptable, non-taboo imagery, in the 

necessary language (Mengesha et al., 2018; Gilder et al., 2019).  

Patients should also feel assured about confidentiality when using an interpreter 

and interpreters should be supported in their role as they are often torn 

between their roles as dispassionate interpreter versus patient advocate and 

educator (Hsieh, 2006, 2008; O’Donnell et al., 2007a; Piacentini et al., 2019; 

Leanza et al., 2021). It is also important that adequate interpretation is not the 

only communication support offered as there are multiple components of 

adequate culturally sensitive communication and dialogue across health care 

(Piacentini et al., 2019). For example, health education is unlikely to be taken 

seriously by communities unless it reflects their views, appears relevant, is 

appropriately targeted and empowers individuals to make the best use of the 

health system for them (Netto et al., 2010; WHO and IOM, 2010).  

With regards to preventive healthcare an initial barrier to health literacy is that 

an individual may not realise that they need healthcare input or what healthcare 

is available. This is in keeping with the WHO and IOM (2010) recognition that, in 

the last 50 years, in western countries in particular, the concept of health has 

become much broader leading to a potential divergence in what is considered to 

be a health need or priority, such as screening, between host communities and 

those migrating from particularly low- and middle-income countries. Therefore, 

supporting individuals and communities to increase control of their health 

through improving health literacy and education is vital to improving access and 
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uptake of preventative healthcare, which may not have been given much focus 

in asylum seeker and refugees previous experiences (Babatunde-Sowole et al., 

2020).  

3.4  U.K and Scottish Policy Protection for Entitlement 
to Health  

Section 1.5 presented asylum seekers and refugees’ entitlement to healthcare in 

the U.K. as a whole and specifically Scotland. This section of the literature 

review illustrates that there is a wealth of policies which protect this 

entitlement to healthcare. This is both through the primary CEL09 entitlement 

policy (The Scottish Government, 2010) and through wider policies which protect 

the other intersecting characteristics that asylum seeking and refugee women 

possess. It also considers policies which may undermine this entitlement.  

 

Asylum seekers and refugees are entitled by international law to universal 

human rights without discrimination, including the right to the ‘highest 

attainable standard of health’ (Abubaker et al., 2018, pg 2607).  Health is 

considered to be a key dimension of the integration process, alongside other 

indicators such as employment, education and housing (Jayaweera and Quigley, 

2010). However, health behaviour and access do not happen in a vacuum. They 

can be greatly influenced by the policies which are present within a country.  

 

Key policies and Parliamentary Acts offer protection to many characteristics 

which will affect asylum seeking and refugee women and intersect with their 

migration status.  The Equality Act (2010) is an example of this as it offers legal 

protection from direct and indirect discrimination to those who fall under nine 

specific characteristics, in both the workplace and wider society.  It also places 

a higher standard on public authorities to protect those with these 

characteristics from discrimination. The nine protected characteristics are age, 

disability, gender reassignment, marriage and civil partnership, pregnancy and 

maternity, race, religion or belief, sex, sexual orientation. Women who are 

seeking asylum often fall into several of these characteristics.  
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Policies which protect asylum seekers and refugees are often framed within 

wider equality policies in Scotland. The demographic and political context for 

migration is different in Scotland compared to elsewhere in the U.K. (Wren, 

2007; Curtice and Montagu, 2018; Macfarlane, 2021). Concerns about diminishing 

population size, ageing population and lower fertility led Scotland to be more 

encouraging of migration through policies and schemes, such as the New Scots 

Refugee Integration Strategy 2014-2017 and 2018-2022, and was recognised as 

having a more positive public discourse on migration (The Scottish Government, 

2017, 2018;Strang, Baillot and Mignard, 2018). 

 

Policies are also often revised or refined in response to changing global 

situations. For example, the U.K. Syrian Vulnerable Persons Resettlement 

Scheme (SVPRS) was launched in January 2014 and then expanded in September 

2015 with the aim to resettle 20,000 Syrians in need of protection to the U.K. 

(Home Office, 2017). As part of this programme the Scottish Government 

committed to receiving 10% of however many Syrian refugees were brought to 

the U.K. (COSLA, 2017). Refugees who came to Scotland through this programme 

were settled in councils throughout Scotland, not just Glasgow (COSLA, 2017). A 

commitment has also been shown by the Scottish Parliament to incorporate a 

human rights based approach to policy making, evidenced through the 

development of the National Taskforce for Human Rights Leadership in 2019 and 

acceptance of the recommendations from this taskforce, including the 

incorporation of four United Nations Human Rights Treaties into Scots law 

through a new Human Rights Bill  (The Scottish Government, 2021a, 2021b) 

Whilst there is a wealth of wider policies protecting entitlement to health care 

and equity of access, it is important to consider that punitive policies and the 

creation of a hostile environment for asylum seekers and refugees can equally 

erode it.  

 

Punitive policies include those which restrict economic and social support, 

criminalise asylum seekers, create a hostile environment, focus on detention and 

deportation and are exclusionary in their language (Wren, 2007; Crawley, 2010; 

Mulvey, 2010; Abubaker et al., 2018; Kang, Farrington and Tomkow, 2019). An 

example of a punitive policy affecting confidence in accessing health services 
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was when in 2017 it became apparent that the Home Office had been using 

requests for data from healthcare data systems in England, in order to track 

down migrants for the purposes of immigration enforcement(Abubaker et al., 

2018; Hiam, Steele and McKee, 2018). This was reversed in 2018, after being 

met with condemnation from the General Medical Council (GMC), Public Health 

England and the National Data Guardian (Abubaker et al., 2018). However, it can 

be argued to have left a legacy of distrust which will limit access to healthcare 

for asylum seekers and refugees, particularly those who are vulnerable.  

 

Another example of punitive policy making is the U.K. Governments plan to 

overhaul the asylum system in the U.K., through the introduction of the 

Nationality and Borders Bill (2021). If passed and adopted into law this bill will 

have far reaching negative consequences for people seeking asylum in the U.K. 

(UNHCR: The UN Refugee Agency, 2022). These include restricting access to the 

1951 Refugee Convention depending on how you arrived in the U.K., 

criminalising arriving in the U.K. without prior entry clearance, consideration of 

offshore detention facilities, restricting access to the National Referral 

Mechanism for victims of trafficking (United Nations High Commissioner for 

Refugees (UNHCR), 2022). During the consultation process for this bill, a wide 

variety of stakeholders and civil society organisations have expressed deep 

concerns that the bill would penalise most refugees coming into the country and 

would undermine international refugee protection rights and practices (British 

Association of Social Workers, 2021; Doctors Without Borders, 2021; Refugee 

Council, 2021b; Women for Refugee Women, 2021; UNHCR: The UN Refugee 

Agency, 2022). The changes proposed by this bill would undermine many of the 

protective policies which are in place in Scotland for asylum seekers and 

refugees, tipping the balance from protecting asylum seekers to an increasingly 

hostile and punitive environment.  

 

This section has demonstrated that despite the presence of wider punitive 

policies there is a clear entitlement for healthcare for asylum seekers and 

refugees in Scotland and there are other policies which protect this right. 

However, the relationship between formal entitlement to healthcare and asylum 

seekers and refugees feeling or being perceived as deserving of healthcare is 

often not aligned (Willen, 2012a). The important role of portrayals, 
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internalisation, and feelings of deservingness for healthcare will be explored in 

the following section. 

 

3.5 Deservingness of Healthcare  

Section 3.4 described the policies which protect the legal entitlement to 

healthcare. This section explores the more subtle discourse of deservingness 

which often sits alongside and can undermine or enhance the solid positioning of 

entitlement. Individual and societal discourses of deservingness are different 

from entitlement (Willen, 2012a; Abubaker et al., 2018). They bring a moral 

judgement about whether different subgroups of the population are deemed 

worthy or unworthy of receiving help from the welfare state, which can be 

dependent on context and situations (Willen, 2012a; Nielsen, Frederiksen and 

Larsen, 2020). Deservingness of healthcare is a relatively under-researched 

theme. However, it is an area of increasing interest, especially in times of 

recession and welfare state restructuring (Willen, 2012b).  

 

This study focuses on the deservingness debate surrounding asylum seekers and 

refugees, but distinctions between the deserving and undeserving have also been 

seen in those living in poverty, women, children, those with mental illness, 

prisoners and migrant workers (Tyler, 2013). As Sargent (2012) described it is a 

concept that has been present for a long time and affects many within society, 

particularly marginalised communities.   

 

‘(Deservingness) draws on centuries-old representations of the 
“deserving” poor worthy of public support, in contrast to those less 
meritorious, who are marginalised from the body politic and 
denigrated for presumed moral laxity’ (Sargent, 2012 pg 854) 

 

Deservingness is usually implicit and intersects with other moral viewpoints 

(Willen, 2012a). Discourses and debates around deservingness are often informed 

by stereotypes and assumptions of target groups, which create normative 

yardsticks with which to measure deservingness, rather than actual knowledge of 

a person’s background and lived reality (Huschke, 2014; Nielsen, Frederiksen and 

Larsen, 2020).  
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Appendix 17: Ethics Approval 
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Appendix 18: Gramnet Blog13: The Divides That 
Bond Us 

The Divides That Bond Us 
by Anna	Matthews 

The recent EU referendum has sparked an unwelcome change in British society. Racism and 
anti-immigration sentiment has always existed, but it has now become acceptable in everyday 
language, the media and in politics. This has become translated into actions such as verbal abuse 
towards ethnic minorities, posting ‘go home’ messages through people’s doors and drawing 
swastikas on national monuments. However, there have been moments of light: pro-
immigration and refugee marches, positive messages about immigration from the Scottish 
Government and outrage on social media. 

In this particularly dark and divisive time I have been thinking about the unexpected bonds I 
have made over the last few years, in a place where I had assumed difference would dominate. I 
attend a women’s group in the Govan area of Glasgow as part of my PhD, mostly attended by 
women who are either asylum seekers and refugees. I initially attended this for work purposes 
but 4 years later I am still going, due to the unexpected bonds and friendship that I found there. 

Photo: Anna Matthews 

13 https://gramnet.wordpress.com/2016/07/12/the-divides-that-bond-us/ 



297 

The first time that I attended this group I stood outside the drab high rise (since demolished) 
where the community flat was based and stared at the graffiti on the walls and the broken glass 
on the pavement. Why would anyone want to meet here? However, once inside it was a different 
matter the walls were colourful, there was loud chatter in different languages, including some 
broad Glaswegian, and the air was thick with the aroma of cardamom and spices. The dreich, 
grey day outside was forgotten. 

I had expected to have little in common with the women in this group and indeed expected them 
to have little in common with each other, as all that initially linked them was the asylum process. 
They were from different countries, of varying ages, languages, cultures and religions and they 
had all made a different, often traumatic journey which led them to that community flat. All I 
had done was take a bus ride through the Clyde Tunnel. 

However, despite these substantial differences, we were bonded by much more. We were bonded 
by our love for family and our roles as women: as mothers, daughters, sisters, wives and aunties. 
In preparing food together, we created a common language, a sharing of culture, memories and 
home. On reflection, I wonder whether the bonds between many of the women grew out of 
necessity, through a forced existence and dispersal through the asylum system, but if it was 
purely necessity would there be so much fun and laughter within the group? 

I am also part of a book club, a group that did not grow out of necessity or shared trauma, but 
rather from 3 west end women trying to motivate themselves to read more. We are now 8 
women, all professionals, all white and mostly of Christian or secular backgrounds. However, 
both of these groups have more in common with each other than you would initially think. In 
both groups the primary aim of the groups have been superseded by the importance of spending 
time with one another; hearing about love lives, families, jobs and any other pieces of gossip. In 
both groups, food is cooked, appreciated and shared. Both support each other through illness, 
fights with partners, break ups and happy times, such as marriage, graduations, charity work 
and the births of children. At book club we offer love life advice, analyse text messages, admire 
any new shoes and occasionally talk about the book: the women’s group provide alibis to evade 
their household chores, gossip, learn new skills and use the Wi-Fi to do online shopping 
together. 
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Photo: Anna Matthews 

Just before my wedding I was lucky to have a number of hen parties, including one with book 
club and one at women’s group. Both were remarkably similar, although different customs and 
traditions shone through, as they both marked a milestone in my life which was celebrated with 
other women. They were both important rite of passage with advice given from married women, 
good wishes for my life ahead, gifts, and a celebration of our friendships as women. Both hen 
parties were joyous occasions and although different in style, included dancing, dressing up as 
a bride (one in traditional Sari and one in a white dress) and a lot of laughter. 

I left each hen party with gifts; henna on my hands from the women’s group and silver sixpences 
from the book club. As I think about these now, in these particularly difficult times, I appreciate 
that in this world there is so much more that bonds us than divides us. 

Anna	Matthews is a final year PhD student in the department of General Practice and Primary 
Care at the University of Glasgow. 
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Appendix 19: GP Training Feedback Report 

Primary Healthcare CPD 
Event: Caring for Asylum 
Seekers and Refugees in 
Primary Care 

Ibrox Conference 
Centre,Tuesday 19th January 
2016 

Department  

University of Glasgow 
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1. Background of this event

This event was organised in response to the recent Syrian Refugee Crisis, 
which has led to Syrian refugees being dispersed across Scotland. Glasgow 
has been receiving asylum seekers and refugees for around 15 years and 
within the areas receiving asylum seekers and refugees’ community and 
health services have become specialised in dealing with their needs.  

Anna Matthews has interviewed a number of primary healthcare workers 
who care for asylum seekers and refugees in Glasgow. They described feeling 
that there was a lack of training around caring for asylum seekers and 
refugees both at the time of initial dispersal of asylum seekers/refugees to 
Glasgow and now. Services interviewed felt that they ‘learnt on the job’ and 
would have appreciated more formal learning opportunities.  

It was recognised that it was important to learn from the past and try to 
provide training as many of the refugees who are being dispersed from Syria, 
will be placed in areas where healthcare services have no previous 
experience of caring for this population. It was decided that this training 
would start at a basic point, giving a broad-brush overview of NHS Scotland’s 
response to asylum seekers and refugees, their entitlement to healthcare, 
services, both clinical and community, which are available to them and the 
clinical needs of asylum seekers/refugees. There was a recognition that this 
was very much an introductory evening to caring for asylum seekers and 
refugees, and that further, more in-depth training may be needed 
afterwards. Hence, this was also an information gathering session to 
evaluate where the needs for training and support are.  
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2. Structure of Event

This was an evening event running from 6.30pm-9pm. Teas and coffee were 
provided for the first 30 mins and then the following 2 hours consisted of 8 
short talks and a panel discussion. The agenda was as follows (see appendix 
for full agenda and speaker biography):  

Time Title of Talk Speaker 
7pm Introduction from Chair Dr Anna Matthews 
7.05pm Overview of NHS GGC Response to current 

Refugee Crisis 
Ann Forsyth 

7.15pm Overview of role of Scottish Refugee Council Martha Harding 
7.25pm Caring for Asylum Seekers and Refugees, 

Lessons from Research 
Prof. Kate 
O’Donnell 

7.35pm Asylum Health Bridging Team Ann Forsyth 
7.45pm A GP’s Experience of working with asylum 

seekers and refugees 
Dr Ruth Keir 
Dr Rebecca 
McFarlane 

7.55pm Advice from a Practice Manager Michael Martin 
8.05pm Compass, NHSGGC: Working with the 

mental health effects of trauma 
Dr Rachel Morley 

8.15pm Community Organisations: Govan and 
Craigton Integration Network 

Isabel Harland 

8.25pm Close of Presentations by Chair Dr Anna Matthews 
8.35pm Panel Discussion 
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3. Attendees

The department of General Practice and Primary Care (GPPC), University of 
Glasgow, runs a number of CPD events for GPs throughout the year on a 
variety of clinical issues which GPs pay a fee to attend, therefore the event 
was organised using this template.  

This event was free, due to its important nature. GPs, Practice Nurses and 
Practice Managers were all invited to the event, as caring for asylum 
seekers/refugees requires a team-based approach and often practice nurses, 
managers and reception staff come into contact with patients before the GP. 
It was advertised on Eventbrite, through the West of Scotland Royal College 
of GPs (RCGP) mailing list and was shared by a number of other parties, such 
as the Scottish Junior International Committee.  

The conference room at GPPC holds 40 people which has previously been 
sufficient for CPD events. However, there was high demand for this event 
and 3 days after it being advertised there were 50 people on the waiting list, 
which was the maximum number the waiting list could hold. We also 
received emails from a number of GPs asking us to hold a second event or 
increase the capacity as they felt that they very much needed the training.  

At this point the Scottish Government offered to fund a larger venue and 
basic catering. Therefore, Ibrox Conference Centre was booked, and the 
capacity of the event was increased to 100.  

On the night of the event 80 out of the 100 registered attended. From the 51 
feedback forms that were returned the demographics of the audience can be 
estimated as 36 GPs, 3 Practice Nurses, 4 GP Trainees, 7 Practice Manager 
and 1 unknown. As can be seen from the chart below:  

Roles of Attendees 

GPs Practice Nurses GPST Practice Manager Unknown
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Due to the event being full after 3 days of advertisement locally, the event 
was not advertised nationally. However, as can be observed from the map 
below attendees came from outwith Glasgow. Attendees came as far from 
Arrochar, Greenock, Ayrshire, Dumfries and Galloway and Edinburgh.  

From the 51 attendees who gave feedback, 31 had experience of working 
with asylum seekers/refugees. Most of this was from working within 
Glasgow but a number had more specific experience such as working at 
Dungavel Detention Centre, volunteering in a foodbank, and working in 
Calais and Lesbos. The other 21 attendees who provided feedback did not 
have any experience of working with asylum seekers and refugees, but many 
expressed that they expected to soon with the dispersal of asylum seekers 
and refugees.  
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4. Feedback from Event

An event pack was given to all attendees which contained the agenda and 
speaker biography (see appendix 1), a feedback form (see appendix 2), CPD 
certificate and a information sheet about the research that the organiser AM 
is conducting.  

51 out of 80 feedback forms were returned at the end of the night. These 
have been analysed both quantatively, when scoring systems were in place 
and qualitatively with regards to the free text that was provided. Thematic 
analysis was performed on free text to find the common themes that came 
across in the feedback. 
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4.1 The event as a whole 

Attendees were asked to rate the usefulness of the event overall, on a scale 
of 1-5, as can be seen below.  

How useful did you find this event overall? (1=not useful, 5= very useful) 
1 2 3 4 5 

Please add further comment…. 

The mean score for the event overall was 4/5. 

15 attendees added free text, which was very positive in its nature. One 
attendee questioned how useful this event would be for GP’s working in this 
area regularly, but all other quotes were very positive:  

Excellent evening with 
superb breadth of 
speakers. Feel more 
confident in consultation 
with asylum seekers 

Excellent 
session!I wish this event had been 

around years ago  

We are expecting 
Syrian refugees soon 
and this has been re-
assuring and helpful  

4
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4.2 Individual Speakers 

Individual speakers were scored by attendees. They were asked to rate how 
helpful they found individual sessions from 1-5 (1=not helpful, 5= very 
helpful). The mean score for each session is shown below:   

Ann Forsyth, NHSGGC: Overview of Situation 1 2 3 4 5 
Ann Forsyth, NHSGGC: Asylum Health Bridging Team 1 2 3 4 5 
Kate O’Donnell, Professor of Primary Care, GPPC 1 2 3 4 5 

Scottish Refugee Council 1 2 3 4 5 
Becky McFarlane and Ruth Keir: GP experience 1 2 3 4 5 
Michael Martin: Practice Manager Perspective 1 2 3 4 5 
Rachel Morley: COMPASS 1 2 3 4 5 
Isabel Benito: Govan and Craigton Integration Network 1 2 3 4 5 
Anna Matthews: GPPC and GCIN 1 2 3 4 5 
Panel Discussion 1 2 3 4 5 

All talks were popular, with all of them apart from the GP experience scoring 
a mean of 4/5. The talk entitled ‘GP experience’ by two GP’s experienced in 
working with asylum seekers and refugees scored higher at a mean of 4.5/5. 
From the comments this was due to these talks being very clinically focused 
with lots of real examples.  

4

4
4
4
4
4

4

4
4
4
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4.3 Did the event improve attendees’ confidence in caring for 
asylum seekers and refugees?  

Attendees rated how confident they felt in caring for asylum seekers and 
refugees, again on a scale of 1-5 (1=not at all confident, 5=very confident). 
The mean rating prior to the event was 2.5/5, whereas after the event the 
mean rating was 3.6/5. Therefore, an increase in confidence of 1.1 in caring 
for asylum seekers and refugees due to the event.  

Prior to this event how confident did you feel in caring for asylum seekers and refugees? 
(1=not at all confident, 5=very confident) 

1 2 3 4 5 

After this event how confident do you feel in caring for asylum seekers and refugees? 
(1=not at all confident, 5=very confident) 

1 2 3 4 5 

4

4



310 

4.4 Take Home Messages 

Attendees were asked ‘what are the main messages that you will take home 
from this event?’ 

41/51 of the feedback forms had this box filled. It was quite striking how the 
answers had very similar and compassionate themes, as can be shown from 
this word cloud which was generated from the responses. The size of the 
word is in direct relation to the number of times it was said.  

5. Time

Time was the most cited take home message by attendees. The importance 
of spending time and if able to giving double appointments to patients who 
are asylum seekers and refugees was discussed in the answers. Time was 
seen as the most effective way of building up a relationship, trust and 
improving care for the patient. However, it was suggested by a number of 
respondents that this needs to be supported from a higher level, as it was 
felt there is currently inadequate funding currently for longer appointments. 

‘I agree that this group of patients require more time-this needs to be 
discussed at a higher level to improve funding to Primary Care.’ (GP, 

Dennistoun) 
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6. Support

Respondents cited increased knowledge of support services, both clinical 
and community, as a take home message from the event. Attendees were 
given information that they were not aware were available in the 
community, a better understanding of services and an awareness of the 
range of therapies offered by NHS services, such as Compass. 

‘There are community resources out there!’ (GP, Cardonald) 

However, some respondents did express worry regarding the long-term 
stability of these services.  

‘I am aware of a number of services/organisations but I am not confident 

that those services are stable in terms of operation and longevity in terms of 

funding/staffing’ (GPST, Glasgow) 

7. GP Role/ Communication

Respondents recognized the important role that Primary Care has in caring 
for asylum seekers and refugees. 

‘GP is a point of stability’ (GP, East Ayrshire) 

It was strongly conveyed that an important take home message had been to 
listen and, and understand the patient’s story. This had a very human 
element to it in the answers, where the take home messages were seen as 
being less about illness/disease but more about communication, compassion 
and understanding.  

‘Welcome!’ (GP, Arrochar) 

‘Multiple traumas/losses. Need time to understand patients’ stories and build 

trust. Instilling some hope.’ (GP, Maryhill) 

By attending the event and hearing the speakers, one attendee expressed 
that it had inspired them to hear the speakers’ enthusiasm.  

‘Heartening to listen to such a compassionate group of professionals working 

in this field.’ (GP, Dennistoun) 

The importance of the use of interpreters was identified as an important 
take home message by many respondents. Many discussed that after this 
event they were encouraged to use professional interpreters and to try the 
interpreting service.  
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8. Expectations of Healthcare

A take home message for many was that of being aware of ‘how alien our 
health system is to people coming from other countries’ (GP, Shettleston). A 
number of respondents wrote that they would now take extra care to 
explain the healthcare system to new arrivals in order to manage 
expectations.  

9. Asylum System, Rights and Entitlements

Another recognised take home message was the background of the asylum 
system and the role that the GP can have within that.  

Two GPs who are experienced in caring for asylum seekers noted that a take 
home message for them was that asylum seekers and refugees are entitled 
to free NHS healthcare at all stages of their journey.  

‘Good to know that all asylum seekers have the same rights to NHS care as 

any other resident.’ (GP, Glasgow). 

This is important both as feedback for the event but also as a finding for the 
importance of disseminating information to surgeries working with asylum 
seekers and refugees. As although they both detailed significant experience 
caring for asylum seekers and refugees, they had not been aware of the 
entitlement policy.  
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4.5 Change in Practice 

Attendees were asked if this event would change their practice. From the 37 
pieces of feedback given by attendees about this area, this event prompted a 
number of considerations in change of practice. These ranged from wider 
system changes, practice change and individual consultation change.  

10. System Changes

2.1 Time 

Many of the respondents cited increasing appointment time as a change in 
practice that they deemed necessary.  

“I will continue to organize longer appointments for patients in this group” 

(GP, Dennistoun) 

“Make time” (GP, Ayrshire and Arran) 

Ways in which extra time with these patients could be created was 
discussed.  

“Will be more likely to arrange a series of return appointments.” (Locum GP) 

“Will try and persuade partners to increase appointment time” (GP, Paisley) 

However, as was mentioned in the take home messages, the challenge of 
increasing appointment times was recognized. With regards to funding 
requirements, need for discussion at a higher political level and the effect on 
other patients within the practice.   

“…longer GP appointments will affect other patient’s access to GP services. 
GP services already stretched and there is a recruitment problem- will there 

be any more resources available?” (Practice Nurse, Ayrshire and Arran) 

2.1 GP’s Role within the Asylum Process 

Two of the respondents noted the importance of being more aware of the 
asylum process, as this would give them more awareness of what 
experiences their patient is likely to have had in the asylum process, 
including the agencies involved.  
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“Better understanding of their circumstances and how to support them.” (GP 

Locum) 

“Better understanding of what a patient will have experienced in terms of 

agencies involved.” (GP Locum) 

There was also recognition amongst the majority of respondents that other 
services play an important role in the immigration process that their patients 
are going through. A key planned change to practice was increased 
awareness and referral to these services both within the NHS, such as 
COMPASS, and third sector organisations such as the Govan and Craigton 
Integration Network.  

“More awareness of local resources available-will be able to access these and 

direct others to them” (GP, Locum) 

“Aware of the role of COMPASS better and when to use, if in doubt I can 

phone and check” (GP, Fellow) 

However, there was worry about the stability of these services. 

“I am aware of a number of services/organisations, but I am not confident 

that those services are stable in terms of operation and longevity, funding 

and staffing.” (GP trainee) 

11. Practice Change

A number of respondents, mostly Practice Managers, stated that they would 
feedback from this event to their practice. This was to practices both 
experienced and new to caring for this population. Allowing reflection about 
the care of asylum seekers and refugees to occur at a practice level, which 
may change processes within the practice.  

“Presentation and reflection at a practice level” (Practice Manager, Partick) 

“Take the key points back to the practice which has taken on two new Syrian 

refugee families” (GP, Locum) 

“Review current processes, highlight areas we could improve in” (Practice 

Manager, Glasgow)  
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12. Consultation Change

Planned changes to individual consultations following this event covered 
three main areas: consultation skills, specific clinical presentations and 
language barriers.  

Within changes to consultation skills respondents identified that they would 
take an altered approach to patients who are asylum seekers and refugees. 
The altered approach would include taking more interest, feeling more 
confident in approaching these consultations and considering their attitude 
towards these patients.  

“Ensure to listen” (GP, Paisley) 

“Explain system” (GP, Maryhill) 

A number of specific needs for this population were noted. The majority of 
attendees found the common conditions and top tips talks given by two GP’s 
the most helpful part of the session. Mental health needs, chronic conditions 
and screening for blood borne viruses were the most identified changes to 
disease specific practice.  

“Chronic disease management challenging in such patients-need more time 

to explore it with them” (GP, Clydebank) 

“Increased awareness of mental/physical health problems, e.g., Hep B” (GP, 

Dennistoun) 

The utilisation of interpreters within General Practice was identified as being 
essential to consulting with asylum seekers and refugees, who do not have 
English as their first language. A number of respondents were planning to 
look into options for interpreting. Telephone interpreting was also 
introduced by one of the speakers and this had some mixed reaction.  

“I have still to try using telephone interpreting service, so I plan to try using 

this” (GP, Dennistoun) 

“Will try telephone interpreting-although no evidence this is helpful” (GP, 

Paisley)  
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4.6 Tweets 

All attendees were asked to give an example of what they would tweet 
about this event. A number of attendees reported that they were, in fact, 
already tweeting about it positively. Examples of what others felt they would 
write are shown below:  

13. Further Training Needs or Support

As this was the first specific training event for primary care that had been 
organised through the Department of General Practice and Primary Care, a 

# HOW HAS THIS HAPPENED!!! 

Very useful and relevant 
evening, with a free chocolate 
bar thrown in  

Wish it was organised sooner!! 

Consolidate care of asylum seekers 
and refugees and fund/staff it 

adequately 

Informative 

What struck me was that all speakers 
were compassionate, and they inspired 
me to look beyond the usual pressures I 
face in an ordinary surgery session.  

# See the individual 

Useful. Interesting. We are all 
human at the end of the day. 
The problems asylum seekers 
face could happen to anyone. 
They should be treated with 
respect.  

Instil hope in consultations! 
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broad approach was taken to the topic, with speakers from many different 
backgrounds. The organisers were aware that this would only allow a brief 
overview of each area of caring for asylum seekers and refugees. Therefore, 
were keen to receive feedback from the audience regarding further training 
that they would like.  

Attendees were very keen for further training in this area, particularly with a 
more clinical focus. A number of attendees requested further training using 
clinical scenarios and case-based discussions. This is in keeping with the high 
scoring of the talks from 2 GPs at the event which were very clinical.  

“Further such evenings and more discussion of actual cases” (GP, Locum) 

“More clinical training with more time for clinical scenarios” (GP Fellow) 

Particular clinical areas that attendees requested to be focused on were 
consulting skills, female genital mutilation (FGM), mental health, torture, 
trauma and difficult consultations. GP’s working with cases such as these and 
COMPASS were identified as being the best potential facilitators for these 
future sessions.  

“Would love supportive training from COMPASS on difficult consultations” 

(GP, Paisley) 

Training around using interpreting services was also identified as a future 
need, both for telephone and face-face interpreting.  

“Training on consulting with different patient groups, especially via 

interpreters” (GP, Locum) 

There were also requests for future training sessions to be open to all 
practice staff, including receptionists and also for more time for the training 
sessions to occur.  

“Training for all practice staff, including reception staff” (Practice Manager, 

Ayrshire and Arran) 

“I think the full team would benefit from attendance at a one-day training 

event” (Practice Manager, Port Glasgow) 
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A number of attendees also felt that training around the care for asylum 
seekers and refugees should be compulsory and built into protected learning 
time that is already there for primary care.  

“This should be compulsory training for all practices, clinical and non-clinical 

staff. Often people have a positive attitude, but I have witnessed some 

negative behaviour most likely founded on 

frustration/ignorance/stereotyping.” (GP trainee, Glasgow) 

“This may have been better over a morning or afternoon four-hour period. 

Lots of interesting talks, however a bit rushed. Protected Learning Time 

events may be a good audience” (Practice Manager, Port Glasgow) 

Suggestions for the format of future training included an online forum for 
resources and advice, e-modules and a knowledge network. The aim of 
which would be to keep primary care staff up to date, information packs for 
caring for refugees, protocols and information about local services.  

“An online forum for resources/advice” (GP trainee, Glasgow) 

“In terms of providing evidence (for the home office) could one of the 

organisers provide a useful template highlighting what information is most 

useful?” (GP, Dennistoun) 

“Refugee information pack for dissemination” (GP, Locum) 

14. Impact Observed So Far from Event

15. Community Support Services

Govan and Craigton Integration Network, who presented on the evening, 
have had an increase in the number of enquiries from GPs about their 
services. They have also had requests from a number of practices for medical 
students to visit their services as part of their placement 
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16. Inclusion in Health Inequalities Teaching for GP Trainees

NHS Education for Scotland (NES) runs a series of compulsory teaching days 
for GP trainees in the West of Scotland. One of these days’ focuses on health 
inequalities and as a result of this teaching event there will now be a 
dedicated section on caring for asylum seekers and refugees in this teaching 
day.  

17. Future Plans

Discussions are ongoing with regards to improving dissemination of 
information, perhaps through an internet forum. The Department of General 
Practice and Primary Care is also exploring ways in which to organise future 
training sessions. A steering group may be established with regards to this.  
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