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Europe (ie, Denmark, Netherlands, Sweden) and 1 each 
in Australia and Jordan. All were published after 2000, 
with 15 including refugees while the rest focused on low-
income immigrants, migrant workers or undocumented 
migrants. Ten studies focused on NCD prevention (eg, 
physical activity, diet, smoking and drinking) and access 
to NCD services, eight focused on cancer prevention and 
management (breast and cervical), and eight discussed 
diabetes and hypertension management. None of the 
eligible studies examined social capital using established 
theories or constructs, indicating the existing literature is 
generally undertheorised. This required a more interpre-
tative approach to review findings than might normally 
be the case. We thus interpreted data from included 
studies based on established social capital theories, 
presenting our findings under two sections: (1) accessing 
appropriate healthcare services and (2) social capital in 
accessing NCD prevention and management. The first 
section contextualises the complex situation migrants 
and refugees experienced in host countries, while the 
second synthesises the social capital available and used to 
overcome difficulties.

Accessing appropriate healthcare services
The most salient themes within healthcare access were 
affordability and functional health literacy. Access to 
healthcare was largely compounded by financial hard-
ship and difficulties in navigating the health system. 
Poverty caused their prioritisation of basic survival needs 
over health.

Here it is like a luxury to get sick. You have to go work 
even if you are sick. And a doctor is so expensive that it’s a 

luxury to even go to the doctor. (Mexican migrant in the 
US, Article #24)

While insurance was available to relieve financial stress 
for medical care among migrants and refugees in some 
countries, ease of access was often compromised by a 
complex and bureaucratic system untailored to their 
needs.54–57 Copayment and opportunistic costs further 
hindered their receipt of necessary health services. 
Although most described host country health systems as 
more advanced, navigating these systems was challenging 
and often confusing, and exacerbated by low health 
literacy, lack of legal status and language barriers.47 55 58 59 
Consequently, some chose to get medicines from phar-
macies and seek care from emergency services or private 
practices; ultimately incurred even higher costs. These 
experiences were intensified if the host country had an 
exclusionary healthcare system that penalised migrants 
and refugees.

Social capital in accessing ncd prevention and management
Structural, economic and sociocultural forces were inte-
gral in influencing migrants’ and refugees’ NCD preven-
tion and management. Social capital in the forms of 
emotional, informational, logistic and linguistic supports 
thus became essential in subverting structural deterrents 
to seeking healthcare services. Interactions between 
social and individual roles were mediated by social 
capital, described under eight themes related to post-
migration adjustment, family, transnational ties, friends, 
community, bridging capital and linking capital. Figure 2 
presents the thematic scheme.

Figure 2  Contextual factors, conversion of social capital and its’ interacting factors. NCDs, non-communicable diseases.

 on N
ovem

ber 7, 2024 by guest. P
rotected by copyright.

http://gh.bm
j.com

/
B

M
J G

lob H
ealth: first published as 10.1136/bm

jgh-2021-006828 on 24 D
ecem

ber 2021. D
ow

nloaded from
 



8 Tan ST, et al. BMJ Global Health 2021;6:e006828. doi:10.1136/bmjgh-2021-006828

BMJ Global Health

Postmigration: adjustment to a new system with diminished social 
networks
Migrants and refugees had difficulty adapting to 
host countries. Their full participation in society was 
obstructed by legal status, stigmatisation and language 
barriers. This lack of civic engagement further marginal-
ised them, limiting health choices.

My elderly mother used to walk to the mosque in the 
early morning… a car chased her and her friend as they 
walked… It was a man in a pick-up truck who was insult-
ing them as they walked home. They refused to walk there 
again after that incident. (Somali refugee in the US, article 
#15)

The complex and prolonged process of adjustments 
to survive in host countries caused overwhelming stress, 
and was perceived as a root cause of physical and mental 
illnesses.

[I]t’s a stressful, stressful life and you forget about many 
things. You forget to live you’re working so hard. You for-
get about social life, forget about yourself. (Mexican immi-
grant in the US, Article #24)

Social insecurity and economic instability further 
hindered NCD prevention and management. Livelihood 
stressors, combined with shrinking social networks post-
migration, positioned work and health as competing 
priorities. Working multiple jobs or long hours was 
common for household survival, subsequently under-
mining NCD prevention and care.

We all know that exercise leads to good health. Then again, 
people cannot keep it up. We won’t have time, looking for 
food, jobs and paychecks. (Somali refugee in the US, arti-
cle #15)

Family: core of social capital and double-edged sword
Family members appeared to be the primary source of 
social capital in NCD prevention and treatment. Those 
living alone in host countries lacked the protection 
extended by families. They often felt isolated and did 
not receive adequate support for disease management. 
Those living with families in host countries, received 
emotional support and bridging to healthcare systems. 
For example, educated family members read and trans-
lated health information, provided transportation, 
assisted with system navigation, and communicated 
with health workers for those not fluent in host country 
languages.

Changes in household compositions and community 
dynamics postmigration required shifting strategies. 
When community networks for health were limited, NCD 
management depended on negotiations within house-
holds. These included tasks distribution to maximise 
financial and human capital with factors such as family 
tradition, cultural values, meal habits and gender roles 
highlighted in negotiations. Some families were receptive 
to required dietary changes. For others, family traditions, 

cultural values, and habits contravened lifestyle recom-
mendations and reduced adherence.

[W]hen I meet relatives, they invite me [to eat] all the time, 
and I cannot say no…; this is considered impolite not to eat 
the food when offered; It is hard to say no to good food 
that you get served; My family thinks I’m too small, but I’m 
overweight! They offer me different dishes and meals the 
whole time. (Arab migrant in Sweden, Article #20)

Differences were also observed between genders. Men 
tended to obtain more spousal support for healthy eating, 
while women’s dietary behaviours were reliant on family’s 
acceptance.

A challenge for me has been to convince my husband to 
use less oil and convince my children to eat less fried foods 
and sweets. (Latino migrant in the US, Article #10)

Migrant women who worked were exhausted by 
household chores and described physical exhaustion as 
compromising their abilities to adopt preventive health 
practices.

Transnational ties: costs of tie maintenance
How kinship was managed postmigration affected NCD 
prevention and management. Financial remittances were 
usually necessary in exchange for social capital extended 
by families in countries of origin. The emotional comfort 
received from their family affirmed their identities as 
responsible children, spouses and parents. To fulfil 
familial responsibilities, migrants focused on converting 
limited available resources (ie, time, mental space, phys-
ical capacities) into financial capital, deprioritising NCD 
preventive practices.

Taking care of the children in Haiti, I think it does not 
make hypertension well. Because most of the times, you do 
not have the economy even for your own self if you were to 
get sick while you do not have insurance. (Haitian migrant 
in the US, Article #23)

For migrants with NCDs, the struggle to provide for 
their families became a motivation to manage their 
diseases as health was prerequisite to maximising income 
through labour.

If I were to tell you the amount of money I send to Haiti, 
I could not talk about that, girl. I can tell you everything I 
make where it goes is Haiti because all my soul is in Haiti. [I 
have] six children in Haiti. If I were to let hypertension kill 
me, who would take care of them? So I am obligated to take 
my medications. (Haitian migrant in the US, Article #23)

Similarly, refugees who were uprooted from their home 
countries were apprehensive about relatives’ health and 
safety across borders. These worries overwhelmed their 
daily life and intensified their need to maintain transna-
tional ties for emotional comfort and bonding. Conse-
quentially, NCD preventive practices and management 
were minimised.

For diabetes patients, diet and food is not important. The 
mood and mentality play [a] big role. For instance, [if] I 
receive a call from Damascus, I feel sad for one month. I 

 on N
ovem

ber 7, 2024 by guest. P
rotected by copyright.

http://gh.bm
j.com

/
B

M
J G

lob H
ealth: first published as 10.1136/bm

jgh-2021-006828 on 24 D
ecem

ber 2021. D
ow

nloaded from
 

http://gh.bmj.com/


Tan ST, et al. BMJ Global Health 2021;6:e006828. doi:10.1136/bmjgh-2021-006828 9

BMJ Global Health

am the only one who left the prison. […] Diabetes cannot 
be stable as long as my family is living like that. (Syrian ref-
ugee in Jordan, Article #14).

Friends: sources of informational, emotional and logistical support
Together with family, close friends within the same social 
group were significant in extending emotional, informa-
tional and sometimes logistical support to migrants and 
refugees. Friend ties were especially crucial for those 
separated from family. However, migrants and refugees 
were cautious about friends’ support in illness manage-
ment. Disclosure of illness, especially those perceived as 
stigmatised (eg, cervical cancer), could negatively affect 
friendships.

Illness should be confidential; you are not supposed to 
talk about your illness to just anybody. Once you talk about 
your illness, you get a bad feeling because the person you 
are telling pulls away from you. (Haitian migrant in the US, 
article #11)

On acceptance of disclosure, participants often bene-
fitted from friends’ emotional and practical support. 
However, disclosure was still perceived as risk-taking.

Communities: distributed health literacy versus perceived social 
control
Community networks, including religious, cultural and 
grassroots support groups, provided a sense of security 
and enabled reciprocal exchanges of information and 
other practical support that enhanced NCD manage-
ment. Community attachment fostered social cohesion 
and facilitated diffusion of health information. Network 
participants shared various health literacy skills to enable 
health promotion, while providing a platform for collec-
tive efficacy and role modelling.

The second camel follows the steps of the first camel, you 
are what your friend is, and if you want to know somebody, 
look at his friends. (Somali refugees in the U.S., Article 
#06)

However, potential harms of communal bonds were 
noted such as facilitating risk behaviours.

What? Are you too proud to drink with us? […] It is hard 
to avoid them, I must pass through the living room to go to 
my room, and they are there, playing music and drinking 
(Guatemalan migrant in the US, article #26)

Transnationalism played an instrumental role in the 
search for recognition of a shared identity, defined as 
a set of culturally mandated norms and expectations of 
group members. The perceived need to observe intersub-
jective community norms in the host countries exerted 
ongoing social control.

There is no place just for women, and that is the only barri-
er I can see. (Somali refugee in the US, article #5)

Cultural dissonance was apparent in some communi-
ties in which, for example, joining western facilities such 

as gyms and following modern norms such as wearing 
sports attire were regarded as inappropriate.

If you give an old (Somali man) a pair of shorts and Somali 
women see him running, Somali women will say he is crazy. 
(Somali refugee in the US, article #16)

Observing community norms in host countries often 
conflicted with effective NCD preventive practices and 
management, inhibiting lifestyle modification. Some 
health behaviours such as losing weight through exer-
cising were seen as ‘an act of vanity’44 or betrayal of cher-
ished beliefs.

Bridging capital: getting ahead with brokers of healthcare access
The structural, financial and language barriers to health-
care access could be narrowed by ‘bridges’ within commu-
nities. Difficulties in healthcare navigation were allevi-
ated through community health workers, peer advocates 
or settlement workers. These agents provided emotional, 
informational, linguistic and logistical support bridging 
communities with healthcare systems. They were often 
well equipped with necessary skills and information to 
assist migrants and refugees beyond what closer networks 
could provide. These broker networks increased health 
literacy and facilitated adaptation in host countries.

If we didn’t have someone who spoke our language, I can’t 
imagine how difficult life would have been. (Somali refu-
gee in the US, article #22)

Linking capital: parallel health services in contexts of social 
exclusion
Humanitarian organisations were important resources 
in linking migrants and refugees to adequate NCD care. 
They filled the access gap by providing primary health-
care and referral services, delivering services tailored to 
participants’ needs which effectively reduced physical 
barriers and opportunistic costs of visiting a clinic.

At first, they gave us instructions for using the device 
[blood pressure monitor]. […] They come here every 
time. Things are good. (Syrian refugee in Jordan, Article 
#14)

These parallel services were especially crucial in coun-
tries with exclusionary national health policy against non-
citizens. However, such services were often limited due to 
lack of funding and infrastructure.

Linking capital: patient-centred care for underserved populations
Relationships with healthcare providers determined the 
quality of care received and ultimately NCD prevention 
and management. Healthcare providers, especially physi-
cians, were sources of health information. This was espe-
cially essential as mainstream health information often 
lacked cultural competency for migrants’ and refugees’ 
specific health and language needs. Trust and respect 
for physicians became the guide and initiator for NCD 
management, such as screening, lifestyle modification 
and treatment adherence.
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Whenever my doctor schedules an appointment for me, I 
am always obligated to go and there is never any problem 
or difficulties with that. I respect doctors and their opin-
ion. First there is a God, and then there is a doctor. (Bos-
nian refugee in the US, Article #22)

General practitioners often served as gateways to 
comprehensive care. Given migrants’ and refugees’ 
social position, more efforts were required to access this 
first point of contact, and failure hindered their access to 
adequate health services.

However, relationships with healthcare providers 
were highly contextual and inconsistent across studies, 
and shaped by provider virtues. High trust was placed 
on providers who exhibited professional conduct such 
as empathy, compassion and confidentiality. Other 
providers’ nonchalant approach left migrants and refu-
gees feeling unsupported. Those who experienced 
traumatising encounters in their countries of origin 
experienced intensified fear and mistrust in establish-
ments, including healthcare providers. Scepticism about 
prescriptions and physician recommendations was 
common among those who believed in divine will, which 
affected their healthcare usage.

Some people do everything right, they eat right, they exer-
cise, and cancer still comes on them, so you cannot tell me 
you have control. Even when you take care of the first can-
cer, it can go back. So, the control is God. (Haitian migrant 
in the US, Article #11)

Discordance between migrants’ and refugees’ needs 
and provider expectations also caused distress in NCD 
management. For example, lifestyle prescriptions that 
lacked cultural sensitivity and considerations of indi-
vidual circumstances often failed to ensure patient 
engagement.

Language differences in healthcare settings needed to 
be managed adequately to avoid eroding trust. Interpre-
tation services could empower participants to exercise 
patient rights and improve health literacy, but expe-
riences with interpreters were not always positive. This 
sometimes led to more frustration when expectations 
were mismatched.

When we go to the hospital, we are not able to tell our 
problems openly or clearly. They will give us an interpret-
er by phone because we are not in a condition to speak. 
But the interpreter tells us to speak louder… Sometimes 
the interpreter themselves won’t understand what we are 
saying because we are not in the condition to speak due 
to pain and keeps asking. (Bhutanese refugee in the US, 
article #12)

Although interpretation services were negatively 
perceived in some settings, they often enabled more 
effective communication among migrants and refu-
gees with healthcare providers. Conversing in native 
languages through interpreters empowered them to 
discuss NCD treatment plans with providers, which ulti-
mately improved treatment outcomes.

If GPs give the information, it would be good. They will 
listen, but if there is no interpreter, they cannot get a com-
plete picture of any health problem and motivate them 
[women] to do these screening tests. (Bhutanese refugee 
in Australia, article #21).

DISCUSSION
To the best of our knowledge, the study is the first 
attempt to synthesise qualitative evidence on the roles 
of social capital in NCD prevention and management 
among migrants and refugees using a meta-ethnography 
approach. Our findings highlighted the types of social 
capital, although limited, which migrants and refu-
gees converted into necessary resources for NCD care. 
Against the backdrop of low financial and human capital, 
migrants and refugees needed to adapt to diminished 
social networks, manage transnational ties and navigate 
complex systems in host countries. These factors influ-
enced their illness experiences and abilities to manage 
chronic diseases. Notably, barriers to adequate health 
services for the populations were relatively uniform 
across studies and were reduced through kinship and 
network ties. Community health workers, peer advocates 
or settlement workers, and other institutionalised assis-
tance provided informational and practical supports, 
and brokered access to health services. These community 
resources were essential in improving functional, inter-
active and critical health literacy, consequently empow-
ering their clients to act. Granovetter noted in ‘the 
strength of weak ties’ that linking groups across greater 
social distance is especially significant in information 
diffusion.31 Most linking networks among migrant and 
refugee communities were not bottom-up initiatives due 
to contextual limitations. Assistance was mostly through 
institutionalised delivery by governments or humani-
tarian organisations, suggesting the significant role of 
structural forces and institutional actors in building 
social capital in these populations.

In communities experiencing social exclusion, the 
conversion of social capital into practical resources was 
integral in improving health literacy, increasing access 
to appropriate healthcare and adhering to prescribed 
treatment and self-management of chronic illness.60 61 
However, such conversion among migrants and refugees 
sometimes brought undesirable outcomes, especially 
when health recommendations were not congruent with 
perceived cultural norms and family dynamics. Thus, it is 
important to understand how they may externalise illness 
experiences within social environments that are cultur-
ally circumscribed and may inhibit changes in lifestyle.62 
This finding highlighted how culture intertwines with 
socioeconomic situations and eventually shapes unique 
health needs.63

The relationships between healthcare providers and 
migrants were diverse, sometimes contradictory and 
contextual, often shaped by prior experiences, belief 
systems and quality of available services. Inequality, social 
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relations, and structural forces impact communication 
between providers and patients; and quality of communi-
cation could be improved through an ‘exchange’ instead 
of a ‘transfer’ of information.64 Migrants’ and refugees’ 
relationship with providers influenced quality of care and 
ultimately health outcomes.65 Some established strategies 
to address the issue include improving providers’ cultural 
competency,63 encourage reciprocal and dynamic 
communication, and addressing health beliefs.65

Implications for policy and research
Our review revealed a dearth of qualitative studies about 
social capital and NCDs among migrant and refugee 
populations. Importantly, none of these studies explored 
social capital based on established theories, instead using 
terms such as trust, support and networks. This scarcity 
is especially palpable in non-western regions, despite the 
high numbers of migrants and refugees hosted in these 
countries and an increasing trend of NCDs observed.18 66–69 
Despite having some of the most congested migration 
routes and supplying the highest number of international 
migrants globally, none of our included studies were 
from Asia. Consequently, perspectives from Asia, West 
Asia (‘Middle East’) and Africa are substantially lacking. 
Our findings corroborate a bibliometric analysis showing 
global migrant health research was dominated by high-
income destination countries and focused on psychoso-
cial, mental health, and health policy and systems with 
only 8.9% focused on NCDs.70 This reflects national and 
global public health research priorities, and the inequal-
ities in scientific research across scopes, populations of 
interest and countries, substantiating the need for global 
health decolonisation.71

The data of social capital and NCD were insufficient to 
build a holistic understanding of how different dimen-
sions of social capital influenced the continuum of NCD 
outcomes. While more studies globally have linked social 
capital to NCDs in recent years,38 60 72 73 very few qualita-
tive studies were grounded in established social capital 
theories. The scarcity of such literature is more evident 
for migrants and refugees. Future research needs to 
explore how social capital is converted into resources 
required to prevent and manage NCDs based on estab-
lished theories and concepts.

Our synthesis also highlighted the lack of cultural 
competency and effective provider–patient relationship 
with migrants and refugees, implying health systems are 
unequipped to address their needs. With increasing popu-
lation mobility, the relevance of national health systems 
for non-citizens needs greater discussion. Their needs 
should be considered for achieving universal health 
coverage. Global health governance should emphasise 
rights-based universal health equity among migrants and 
refugees.74

Limitations
Electronic databases index qualitative studies differ-
ently, some with more limited terms than others.75 Some 

relevant qualitative studies might have been omitted 
despite searching most major databases. However, we 
kept search terms intentionally broad and screened the 
reference lists of included studies to ensure comprehen-
siveness. Further, though we included sources in any 
language, we used English search strings, so it is possible 
that relevant articles in languages other than English may 
have been omitted as we did not translate search strings. 
Study settings were concentrated in western contexts, 
with a lack of data and perspectives from Asia and Africa 
that reduced the generalisation of our synthesis. Lastly, 
key terms including ‘migrant’, ‘immigrant’, ‘refugee’ 
and ‘asylum-seeker’ are often loosely defined or misused 
in the literature and interpretations subject to historical 
and political revision. Further research and consensus are 
needed to establish terms that better define these mobile 
population groups to enable further in-depth analysis.

CONCLUSIONS
Migrants and refugees faced structural, economic, social 
and cultural barriers in healthcare access, jeopardising 
their ability to prevent and manage NCDs. Social capital, 
especially from family and institutional networks, facili-
tated NCD care. However, social capital alone was insuffi-
cient to address unmet health needs of migrants and refu-
gees. Alongside community empowerment, addressing 
NCD needs for migrants and refugees requires inclusive 
public policies grounded in principles of equity and 
justice.
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Supplementary Material 1 – Search Strings 

PubMed search 

(((((refugee[MeSH Terms]) OR (transients and migrants[MeSH Terms])) OR (Refugee*[Title/Abstract] 

OR asylum-seeker*[Title/Abstract] OR stateless[Title/Abstract] OR immigrant*[Title/Abstract] OR 

migrant*[Title/Abstract] OR displaced person[Title/Abstract])) AND ((((((social capital[MeSH Terms]) 

OR (social support[MeSH Terms])) OR (community networks[MeSH Terms])) OR (social 

isolations[MeSH Terms])) OR (trust[MeSH Terms])) OR ("Social capital"[Title/Abstract] OR "social 

isolation*" AND "Social network"[Title/Abstract] OR "Social cohesion"[Title/Abstract] OR "social 

participation"[Title/Abstract] OR "social support*"[Title/Abstract] OR "social 

connection"[Title/Abstract] OR "social mobilisation"[Title/Abstract] OR "social 

mobilization"[Title/Abstract] OR "community capital"[Title/Abstract] OR "community 

network"[Title/Abstract] OR "community cohesion"[Title/Abstract] OR "community 

participation"[Title/Abstract] OR "community support*"[Title/Abstract] OR "community 

connection"[Title/Abstract] OR "community mobilisation"[Title/Abstract] OR "community 

mobilization"[Title/Abstract] OR trust*[Title/Abstract] OR mistrust[Title/Abstract] OR 

reciprocity[Title/Abstract] OR "emotional support*"[Title/Abstract] OR "psychosocial 

support*"[Title/Abstract] OR "neighborhood cohesion"[Title/Abstract] OR "neighbourhood 

cohesion"[Title/Abstract] OR "collective efficacy"[Title/Abstract] OR solidarity[Title/Abstract] OR 

empowerment[Title/Abstract] OR "civil society"[Title/Abstract]))) AND (((((((((health[MeSH Terms]) 

OR (health services accessibility[MeSH Terms])) OR (health literacy[MeSH Terms])) OR (primary 

prevention[MeSH Terms])) OR (secondary prevention[MeSH Terms])) OR (tertiary prevention[MeSH 

Terms])) OR (disease management[MeSH Terms])) OR (treatment adherence and compliance[MeSH 

Terms])) OR (((((Health[Title/Abstract] OR morbidit*[Title/Abstract] OR mortalit*[Title/Abstract] OR 

disease*[Title/Abstract] OR illness*[Title/Abstract] OR sickness[Title/Abstract] OR 

disorder*[Title/Abstract] OR disabilit*[Title/Abstract]) OR ("Access to health services"[Title/Abstract] 

OR "health service utilisation"[Title/Abstract] OR "health service utilization"[Title/Abstract] OR 

discriminat*[Title/Abstract] OR stigma[Title/Abstract] OR barrier*[Title/Abstract] OR 

facilitator*[Title/Abstract])) OR ("Health literacy"[Title/Abstract] OR Knowledge[Title/Abstract] OR 

awareness[Title/Abstract] OR information[Title/Abstract] OR education[Title/Abstract] OR 

attitude[Title/Abstract] OR behaviour*[Title/Abstract] OR behavior*[Title/Abstract] OR "health 

practice*"[Title/Abstract] OR "health practise*"[Title/Abstract])) OR (Prevent*[Title/Abstract] OR 

"health promotion"[Title/Abstract] OR "health seeking behaviour*"[Title/Abstract] OR "health seeking 

behavior*"[Title/Abstract] OR "high risk behaviour*"[Title/Abstract] OR "high risk 

behaviour*"[Title/Abstract] OR "physical activit*"[Title/Abstract] OR diet[Title/Abstract] OR 

"healthy eating"[Title/Abstract] OR "healthy lifestyle*"[Title/Abstract] OR "health 

behaviour*"[Title/Abstract] OR "health behavior*"[Title/Abstract] OR smoking[Title/Abstract] OR 
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alcohol[Title/Abstract])) OR ("Disease manage*"[Title/Abstract] OR "manag* 

disease*"[Title/Abstract] OR care[Title/Abstract] OR therap*[Title/Abstract] OR 

complian*[Title/Abstract] OR adheren*[Title/Abstract] OR treatment*[Title/Abstract] OR 

diagnosis[Title/Abstract])))) AND ((((qualitative research[MeSH Terms]) OR (anthropology[MeSH 

Terms])) OR (focus group[MeSH Terms])) OR ("framework analysis" OR "framework synthesis" OR 

"framework theory" OR qualitative OR "grounded theory" OR "mixed method*" OR "mixed design*" 

OR "multimethod*" OR "focus group*" OR narrative* OR phenomenology* OR discourse OR theme* 

OR subtheme* OR thematic OR "cognitive walkthrough" OR ethnography OR realist OR participatory 

OR "action research" OR record*)) 

Results: 1,588   

Limit: From year 1990 

 

EBSCOHost CINAHL 

S1 (MH "Transients and Migrants") OR (MH "Refugees")  

S2 TI ( Refugee* OR asylum-seeker* OR stateless OR immigrant* OR migrant* OR “displaced 
person” ) OR AB ( Refugee* OR asylum-seeker* OR stateless OR immigrant* OR migrant* OR 
“displaced person” )  

S3 S1 OR S2  

S4 (MH "Support, Psychosocial+") OR (MH "Social Isolation+") OR (MH "Social Networks") OR 
(MH "Social Capital")  

S5 TI ( “Social capital” OR “social isolation*” “Social network” OR “Social cohesion” OR “social 
participation” OR “social support*” OR “social connection” OR “social mobilisation” OR “social 
mobilization” OR “community capital” OR “community network” OR “community cohesion” 
OR “community participation” OR “community support*” OR “community connection” OR 
“community mobilisation” OR “community mobilization” OR trust* OR mistrust OR reciprocity 
OR “emotional support*” OR “psychosocial support*” OR “neighborhood cohesion” OR 
“neighbourhood cohesion” OR “collective efficacy” OR solidarity OR empowerment OR “civil 
society” ) OR AB ( “Social capital” OR “social isolation*” “Social network” OR “Social 
cohesion” OR “social participation” OR “social support*” OR “social connection” OR “social 
mobilisation” OR “social mobilization” OR “community capital” OR “community network” OR 
“community cohesion” OR “community participation” OR “community support*” OR 
“community connection” OR “community mobilisation” OR “community mobilization” OR 
trust* OR mistrust OR reciprocity OR “emotional support*” OR “psychosocial support*” OR 
“neighborhood cohesion” OR “neighbourhood cohesion” OR “collective efficacy” OR solidarity 
OR empowerment OR “civil society” ) 

S6 S4 OR S5  

S7 (MH "Preventive Health Care+") OR (MH "Health Services Accessibility+")  

S8 (MH "Health+")  

S9 (MH "Disease Management+") OR (MH "Patient Compliance+")  

S10 (MH "Health Literacy")  

S11 TI ( Health OR morbidit* OR mortalit* OR disease* OR illness* OR sickness OR disorder* OR 
disabilit* OR “Access to health services” OR “health service utilisation” OR “health service 
utilization” OR discriminat* OR stigma OR barrier* OR facilitator* OR “Health literacy” OR 
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Knowledge OR awareness OR information OR education OR attitude OR behavio#r* OR “health 
practice*” OR “health practise*” OR Prevent* OR “health promotion” OR “health seeking 
behaviour*” OR “health seeking behavior*” OR “high risk behavio#r*” OR “physical activit*” 
OR diet OR “healthy eating” OR “healthy lifestyle*” OR “health behaviour*” OR “health 
behavior*” OR smoking OR alcohol OR “Disease manage*” OR “manag* disease*” OR care OR 
therap* OR complian* OR adheren* OR treatment* OR diagnosis ) OR AB ( Health OR 
morbidit* OR mortalit* OR disease* OR illness* OR sickness OR disorder* OR disabilit* OR 
“Access to health services” OR “health service utilisation” OR “health service utilization” OR 
discriminat* OR stigma OR barrier* OR facilitator* OR “Health literacy” OR Knowledge OR 
awareness OR information OR education OR attitude OR behavio#r* OR “health practice*” OR 
“health practise*” OR Prevent* OR “health promotion” OR “health seeking behaviour*” OR 
“health seeking behavior*” OR “high risk behavio#r*” OR “physical activit*” OR diet OR 
“healthy eating” OR “healthy lifestyle*” OR “health behaviour*” OR “health behavior*” OR 
smoking OR alcohol OR “Disease manage*” OR “manag* disease*” OR care OR therap* OR 
complian* OR adheren* OR treatment* OR diagnosis ) 

S12 S7 OR S8 OR S9 OR S10 OR S11  

S13 (MH "Qualitative Studies+") OR (MH "Multimethod Studies")  

S14 (MH "Phenomenology")  

S15 TI ( “framework analysis” OR “framework synthesis” OR “framework theory” OR qualitative 
OR “grounded theory” OR “mixed method*” OR “mixed design*” OR Multimethod* OR “focus 
group*” OR narrative* OR phenomenology* OR discourse OR theme* OR subtheme* OR 
thematic OR “cognitive walkthrough” OR ethnography OR realist OR participatory OR “action 
research” OR record* ) OR AB ( “framework analysis” OR “framework synthesis” OR 
“framework theory” OR qualitative OR “grounded theory” OR “mixed method*” OR “mixed 
design*” OR Multimethod* OR “focus group*” OR narrative* OR phenomenology* OR 
discourse OR theme* OR subtheme* OR thematic OR “cognitive walkthrough” OR ethnography 
OR realist OR participatory OR “action research” OR record* ) 

S16 S13 OR S14 OR S15  
 

S3 AND S6 AND S12 AND S16  

 

Results: 987 

Limits: Academic journal, from 1990 

EBSCOHost – Humanities International Complete;Social Sciences Abstracts 

(H.W.Wilson);Urban Studies Abstracts 

S2 TI ( “Social capital” OR “social isolation*” “Social network” OR “Social cohesion” OR “social 
participation” OR “social support*” OR “social connection” OR “social mobilisation” OR “social 
mobilization” OR “community capital” OR “community network” OR “community cohesion” OR 
“community participation” OR “community support*” OR “community connection” OR 
“community mobilisation” OR “community mobilization” OR trust* OR mistrust OR reciprocity 
OR “emotional support*” OR “psychosocial support*” OR “neighborhood cohesion” OR 
“neighbourhood cohesion” OR “collective efficacy” OR solidarity OR empowerment OR “civil 
society” ) OR AB ( “Social capital” OR “social isolation*” “Social network” OR “Social cohesion” 
OR “social participation” OR “social support*” OR “social connection” OR “social mobilisation” 
OR “social mobilization” OR “community capital” OR “community network” OR “community 
cohesion” OR “community participation” OR “community support*” OR “community connection” 
OR “community mobilisation” OR “community mobilization” OR trust* OR mistrust OR 
reciprocity OR “emotional support*” OR “psychosocial support*” OR “neighborhood cohesion” 
OR “neighbourhood cohesion” OR “collective efficacy” OR solidarity OR empowerment OR “civil 
society” ) 

S3 TI ( Health OR morbidit* OR mortalit* OR disease* OR illness* OR sickness OR disorder* OR 
disabilit* OR “Access to health services” OR “health service utilisation” OR “health service 
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utilization” OR discriminat* OR stigma OR barrier* OR facilitator* OR “Health literacy” OR 
Knowledge OR awareness OR information OR education OR attitude OR behavio#r* OR “health 
practice*” OR “health practise*” OR Prevent* OR “health promotion” OR “health seeking 
behaviour*” OR “health seeking behavior*” OR “high risk behavio#r*” OR “physical activit*” OR 
diet OR “healthy eating” OR “healthy lifestyle*” OR “health behaviour*” OR “health behavior*” 
OR smoking OR alcohol OR “Disease manage*” OR “manag* disease*” OR care OR therap* OR 
complian* OR adheren* OR treatment* OR diagnosis ) OR AB ( Health OR morbidit* OR 
mortalit* OR disease* OR illness* OR sickness OR disorder* OR disabilit* OR “Access to health 
services” OR “health service utilisation” OR “health service utilization” OR discriminat* OR 
stigma OR barrier* OR facilitator* OR “Health literacy” OR Knowledge OR awareness OR 
information OR education OR attitude OR behavio#r* OR “health practice*” OR “health 
practise*” OR Prevent* OR “health promotion” OR “health seeking behaviour*” OR “health 
seeking behavior*” OR “high risk behavio#r*” OR “physical activit*” OR diet OR “healthy eating” 
OR “healthy lifestyle*” OR “health behaviour*” OR “health behavior*” OR smoking OR alcohol 
OR “Disease manage*” OR “manag* disease*” OR care OR therap* OR complian* OR adheren* 
OR treatment* OR diagnosis ) 

S4 TI ( “framework analysis” OR “framework synthesis” OR “framework theory” OR qualitative OR 
“grounded theory” OR “mixed method*” OR “mixed design*” OR Multimethod* OR “focus 
group*” OR narrative* OR phenomenology* OR discourse OR theme* OR subtheme* OR 
thematic OR “cognitive walkthrough” OR ethnography OR realist OR participatory OR “action 
research” OR record* ) OR AB ( “framework analysis” OR “framework synthesis” OR “framework 
theory” OR qualitative OR “grounded theory” OR “mixed method*” OR “mixed design*” OR 
Multimethod* OR “focus group*” OR narrative* OR phenomenology* OR discourse OR theme* 
OR subtheme* OR thematic OR “cognitive walkthrough” OR ethnography OR realist OR 
participatory OR “action research” OR record* ) 

S5 S1 AND S2 AND S3 AND S4  

 

Results: 977   

Limits: Academic journal, from 1990 

Embase 

Sources: MEDLINE, Embase 

• #1 AND #2 AND #3 AND #4 AND [1990-2020]/py 

• #4'qualitative research'/exp OR 'phenomenology'/exp OR 'multimethod study'/exp OR 

'framework analysis' OR 'framework synthesis' OR 'framework theory' OR qualitative OR 

'grounded theory' OR 'mixed method*' OR 'mixed design*' OR multimethod* OR 'focus 

group*' OR narrative* OR phenomenology* OR discourse OR theme* OR subtheme* OR 

thematic OR 'cognitive walkthrough' OR ethnography OR realist OR participatory OR 'action 

research' OR record*:ab,ti 

• #3'health'/exp OR 'health care access'/exp OR 'health literacy'/exp OR 'prevention'/exp OR 

'disease management'/exp OR 'patient compliance'/exp OR health OR morbidit* OR mortalit* 

OR disease* OR illness* OR sickness OR disorder* OR disabilit* OR 'access to health 

services' OR 'health service utilisation' OR 'health service utilization' OR discriminat* OR 

stigma OR barrier* OR facilitator* OR 'health literacy' OR knowledge OR awareness OR 

information OR education OR attitude OR behavio$r* OR 'health practice*' OR 'health 

practise*' OR prevent* OR 'health promotion' OR 'health seeking behaviour*' OR 'health 

seeking behavior*' OR “high risk behavio$r*” OR 'physical activit*' OR diet OR 'healthy 

eating' OR 'healthy lifestyle*' OR 'health behaviour*' OR 'health behavior*' OR smoking OR 

alcohol OR 'disease manage*' OR 'manag* disease*' OR care OR therap* OR complian* OR 

adheren* OR treatment* OR diagnosis:ab,ti 
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• #2'social environment'/exp OR 'social capital' OR 'social isolation*' OR 'social network' OR 

'social cohesion' OR 'social participation' OR 'social support*' OR 'social connection' OR 

'social mobilisation' OR 'social mobilization' OR 'community capital' OR 'community 

network' OR 'community cohesion' OR 'community participation' OR 'community support*' 

OR 'community connection' OR 'community mobilisation' OR 'community mobilization' OR 

trust* OR mistrust OR reciprocity OR 'emotional support*' OR 'psychosocial support*' OR 

'neighborhood cohesion' OR 'neighbourhood cohesion' OR 'collective efficacy' OR solidarity 

OR empowerment OR 'civil society':ti,ab 

• #1'migrant'/exp OR refugee* OR 'asylum seeker*' OR stateless OR immigrant* OR migrant* 

OR 'displaced person':ab,ti 

Results: 2,343   

Limit: from 1990 

PsycInfo 

1. exp Refugees/  

2. exp Immigration/  

3. (Refugee* or asylum-seeker* or stateless or immigrant* or migrant* or displaced person).ti. or 

(Refugee* or asylum-seeker* or stateless or immigrant* or migrant* or displaced person).ab.  

4. 1 or 2 or 3  

5. exp Social Capital/  

6. exp Social Support/  

7. exp Social Networks/  

8. exp Social Isolation/  

9. exp "Trust (Social Behavior)"/  

10. (Social capital or social isolation* or Social network or Social cohesion or social participation or 

social support* or social connection or social mobilisation or social mobilization or community 

capital or community network or community cohesion or community participation or community 

support* or community connection or community mobilisation or community mobilizationOR trust* 

or mistrust or reciprocity or emotional support* or psychosocial support* or neighborhood cohesion 

or neighbourhood cohesion or collective efficacy or solidarity or empowerment or civil society).ti. or 

(Social capital or social isolation* Social network or Social cohesion or social participation or social 

support* or social connection or social mobilisation or social mobilization or community capital or 

community network or community cohesion or community participation or community support* or 

community connection or community mobilisation or community mobilizationOR trust* or mistrust 

or reciprocity or emotional support* or psychosocial support* or neighborhood cohesion or 

neighbourhood cohesion or collective efficacy or solidarity or empowerment or civil society).ab.  

11. 5 or 6 or 7 or 8 or 9 or 10  

12. exp Health Literacy/ or exp Health Care Utilization/ or exp Health/ or exp Health Care Access/

  

13. exp Prevention/  

14. exp Disease Management/  
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15. exp Treatment Compliance/  

16. (Health or morbidit* or mortalit* or disease* or illness* or sickness or disorder* or disabilit* or 

Access to health services or health service utilisation or health service utilization or discriminat* or 

stigma or barrier* or facilitator* or Health literacy or Knowledge or awareness or information or 

education or attitude or behaviour* or behavior* or health practice* or health practise* or Prevent* or 

health promotion or health seeking behaviour* or health seeking behavior* or high risk behaviour* or 

high risk behaviour* or physical activit* or diet or healthy eating or healthy lifestyle* or health 

behaviour* or health behavior* or smoking or alcohol or Disease manage* or manag* disease* or care 

or therap* or complian* or adheren* or treatment* or diagnosis).ti. or (Health or morbidit* or 

mortalit* or disease* or illness* or sickness or disorder* or disabilit* or Access to health services or 

health service utilisation or health service utilization or discriminat* or stigma or barrier* or 

facilitator* or Health literacy or Knowledge or awareness or information or education or attitude or 

behaviour* or behavior* or health practice* or health practise* or Prevent* or health promotion or 

health seeking behaviour* or health seeking behavior* or high risk behaviour* or high risk 

behaviour* or physical activit* or diet or healthy eating or healthy lifestyle* or health behaviour* or 

health behavior* or smoking or alcohol or Disease manage* or manag* disease* or care or therap* or 

complian* or adheren* or treatment* or diagnosis).ab.  

17. 12 or 13 or 14 or 15 or 16  

18. exp Qualitative Methods/  

19. exp Mixed Methods Research/  

20. exp Phenomenology/  

21. exp Anthropology/  

22. (framework analysis or framework synthesis or framework theory or qualitative or grounded 

theory or mixed method* or mixed design* or multimethod* or focus group* or narrative* or 

phenomenology* or discourse or theme* or subtheme* or thematic or cognitive walkthrough or 

ethnography or realist or participatory or action research or record*).ti. or (framework analysis or 

framework synthesis or framework theory or qualitative or grounded theory or mixed method* or 

mixed design* or multimethod* or focus group* or narrative* or phenomenology* or discourse or 

theme* or subtheme* or thematic or cognitive walkthrough or ethnography or realist or participatory 

or action research or record*).ab.  

23. 18 or 19 or 20 or 21 or 22  

24. 4 and 11 and 17 and 23  

25. limit 24 to (peer reviewed journal and yr="1990 -Current") 

Results: 1,980 

Limit to peer-reviewed journal,  from 1990 

Scopus 

( TITLE-ABS-KEY ( refugee*  OR  asylum-seeker*  OR  stateless  OR  immigrant*  OR  migrant*  

OR  "displaced person" )  AND  DOCTYPE ( ar )  AND  PUBYEAR  >  1989 )  AND  ( ( TITLE-

ABS-KEY ( "Social capital"  OR  "social isolation*"  OR  "Social network"  OR  "Social cohesion"  

OR  "social participation"  OR  "social support*"  OR  "social connection"  OR  "social mobilisation"  

OR  "social mobilization" )  OR  TITLE-ABS-KEY ( "community capital"  OR  "community 

network"  OR  "community cohesion"  OR  "community participation"  OR  "community support*"  
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OR  "community connection"  OR  "community mobilisation"  OR  "community mobilization" )  OR  

TITLE-ABS-KEY ( trust*  OR  mistrust  OR  reciprocity  OR  "emotional support*"  OR  

"psychosocial support*"  OR  "neighborhood cohesion"  OR  "neighbourhood cohesion"  OR  

"collective efficacy"  OR  solidarity  OR  empowerment  OR  "civil society" ) )  AND  DOCTYPE 

( ar )  AND  PUBYEAR  >  1989 )  AND  ( ( TITLE-ABS-KEY ( health  OR  morbidit*  OR  

mortalit*  OR  disease*  OR  illness*  OR  sickness  OR  disorder*  OR  disabilit* )  OR  TITLE-

ABS-KEY ( "Access to health services"  OR  "health service utilisation"  OR  "health service 

utilization"  OR  discriminat*  OR  stigma  OR  barrier*  OR  facilitator* )  OR  TITLE-ABS-KEY 

( "Health literacy"  OR  knowledge  OR  awareness  OR  information  OR  education  OR  attitude  

OR  behavio#r*  OR  "health practice*"  OR  "health practise*" )  OR  TITLE-ABS-KEY ( prevent*  

OR  "health promotion"  OR  "health seeking behaviour*"  OR  "health seeking behavior*"  OR  

"high risk behavior*" )  OR  TITLE-ABS-KEY ( "high risk behaviour*"  OR  "physical activit*"  OR  

diet  OR  "healthy eating"  OR  "healthy lifestyle*"  OR  "health behaviour*"  OR  "health behavior*"  

OR  smoking  OR  alcohol )  OR  TITLE-ABS-KEY ( "Disease manage*"  OR  "manag* disease*"  

OR  care  OR  therap*  OR  complian*  OR  adheren*  OR  treatment*  OR  diagnosis ) )  AND  

DOCTYPE ( ar )  AND  PUBYEAR  >  1989 )  AND  ( ( TITLE-ABS-KEY ( "framework analysis"  

OR  "framework synthesis"  OR  "framework theory"  OR  qualitative  OR  "grounded theory"  OR  

"mixed method*"  OR  "mixed design*"  OR  multimethod* )  OR  TITLE-ABS-KEY ( "focus 

group*"  OR  narrative*  OR  phenomenology*  OR  discourse  OR  theme*  OR  subtheme*  OR  

thematic  OR  "cognitive walkthrough"  OR  ethnography  OR  realist  OR  participatory  OR  "action 

research"  OR  record* ) )  AND  DOCTYPE ( ar )  AND  PUBYEAR  >  1989 ) 

Results: 2,194 

Limit: Article,  from 1990 

Web of Science 

# 5 #4 AND #3 AND #2 AND #1  

Refined by: DOCUMENT TYPES: ( ARTICLE ) 

# 4 TOPIC: ((framework analysis) OR (framework synthesis) OR (framework 

theory) OR qualitative OR (grounded theory) OR (mixed method*) OR (mixed 

design*) OR Multimethod* OR (focus 

group*) OR narrative* OR phenomenology* OR discourse OR theme* OR subtheme* OR th

ematic OR (cognitive walkthrough) OR ethnography OR realist OR participatory OR (action 

research) OR record*)  

# 3 TOPIC: (Health OR morbidit* OR mortalit* OR disease* OR illness* OR sickness OR 

disorder* OR disabilit* OR (Access to health services) OR (health service 

utilisation) OR (health service 

utilization) OR discriminat* OR stigma OR barrier* OR facilitator* OR (Health 

literacy) OR Knowledge OR awareness OR information OR education OR attitude OR behav

ior* OR behaviour* OR (health practice*) OR (health practise*) OR Prevent* OR (health 

promotion) OR (health seeking behaviour*) OR (health seeking behavior*) OR (high risk 

behavior*) OR (high risk behaviour*) OR (physical activit*) OR diet OR (healthy 

eating) OR (healthy lifestyle*) OR (health behaviour*) OR (health 

behavior*) OR smoking OR alcohol OR (Disease manage*) OR (manag* 

disease*) OR care OR therap* OR complian* OR adheren* OR treatment* OR diagnosis)  
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# 2 TOPIC: ((Social capital) OR (social isolation*) OR (Social network) OR (Social 

cohesion) OR (social participation) OR (social support*) OR (social connection) OR (social 

mobilisation) OR (social mobilization) OR (community capital) OR (community 

network) OR (community cohesion) OR (community participation) OR (community 

support*) OR (community connection) OR (community mobilisation) OR (community 

mobilization) OR trust* OR mistrust OR reciprocity OR (emotional 

support*) OR (psychosocial support*) OR (neighborhood cohesion) OR (neighbourhood 

cohesion) OR (collective efficacy) OR solidarity OR empowerment OR (civil society) )  

# 1 TOPIC: (Refugee* OR asylum-seeker* OR stateless OR immigrant* OR migrant* OR 

(displaced person) )  

Results: 4,725 

Limit: Article,  from 1990 
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