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ABSTRACT

Objectives The objective of this study was to assess

the impact of electronic health records (EHRs) on health
outcomes and care of displaced people with chronic health
conditions and determine barriers and facilitators to EHR
implementation in displaced populations.

Design A systematic review protocol was developed
according to the Preferred Reporting Items for Systematic
reviews and Meta-Analyses extension for Systematic
Reviews.

Data sources MEDLINE, Embase, PsycINFO, CINAHL,
Health Technology Assessment, Epub Ahead of Print,
In-Process and Other Non-Indexed Citations, Cochrane
Central Register of Controlled Trials and Cochrane
Database of Systematic Reviews was searched from
inception to 12 April 2021.

Eligibility criteria for selected studies Inclusion
criteria were original research articles, case reports

and descriptions of EHR implementation in populations
of displaced people, refugees or asylum seekers with
related chronic diseases. Grey literature, reviews and
research articles unrelated to chronic diseases or the
care of refugees or asylum populations were excluded.
Studies were assessed for risk of bias using a modified
Cochrane, Newcastle-Ottawa and Joanna Briggs Institute
tools.

Data extraction and synthesis Two reviewers
independently extracted data from each study using
Covidence. Due to heterogeneity across study design and
specific outcomes, a meta-analysis was not possible. An
inductive thematic analysis was conducted using NVivo
V.12 (QSR International, Melbourne, Australia). An inductive
analysis was used in order to uncover patterns and themes
in the experiences, general outcomes and perceptions of
EHR implementation.

Results A total of 32 studies across nine countries

were included: 14 in refugee camps/settlements and

18 in asylum countries. Our analysis suggested that
EHRs improve health outcomes for chronic diseases by
increasing provider adherence to guidelines or treatment
algorithms, monitoring of disease indicators, patient
counselling and patient adherence. In asylum countries,
EHRs resource allocation to direct clinical care and

public health services, as well as screening efforts. EHR
implementation was facilitated by their adaptability and
ability to integrate into management systems. However,

STRENGTHS AND LIMITATIONS OF THIS STUDY

= Our study is the first systematic review assessing
the implementation of electronic health records
(EHR) for displaced populations and how they im-
pact chronic disease outcomes.

= The heterogeneity of outcomes data reported across
studies led to analysing and synthesising the find-
ings in a qualitative, narrative approach rather than
conducting a quantitative meta-analysis.

= Our study was limited by using only a qualitative
analysis and future work is needed to quantitatively
assess the effectiveness of EHRs in this setting.

= While we could not assess effectiveness, our quali-
tative approach allows for an important description
of the barriers and facilitators of implementing EHRs
for displaced populations in future studies.

barriers to EHR development, deployment and data
analysis were identified in refugee settings.

Conclusion Our results suggest that well-designed

and integrated EHRs can be a powerful tool to improve
healthcare systems and chronic disease outcomes in
refugee settings. However, attention should be paid to the
common barriers and facilitating actions that we have
identified such as utilising a user-centred design. By
implementing adaptable EHR solutions, health systems can
be strengthened, providers better supported and the health
of refugees improved.

INTRODUCTION

The United Nations High Commissioner for
Refugees estimated that there were over 80
million displaced people worldwide in 2019."
This number is increasing globally, and is
exacerbated by significant barriers that make
returning home increasingly burdensome for
refugees.’ Forced displacement has doubled
since 2010, and with the rise of extreme
weather events and conflict, it is predicted
that this trend will continue over the next
decade."® Displaced populations are uniquely
vulnerable to threats to their health including
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violence, food insecurity, infectious diseases and exac-
erbation of underlying chronic conditions.>* Chronic
diseases such as diabetes, hypertension and depression
are highly prevalent in refugee populations, which may
lead to severe morbidity and mortality especially when
there is limited access to healthcare.””

Delivering care to displaced populations poses unique
challenges. Healthcare for refugees has relied on refugee
camp-based care and limited services sponsored by host
country governments.® ? Uncertain living situations,
continued displacement and inconsistent access to
medical services present barriers to longitudinal care,
particularly for chronic diseases.*? Additionally, refugee
clinics often operate without formal systems for recording
patient information, further amplifying the challenges
of irregular care.” These disjointed systems limit conti-
nuity of care for people with chronic diseases, overall
increasing patient burden and perpetuating poor health
outcomes."” When refugees are able to reach new host
countries, they face barriers to accessing care that meets
their needs, including prohibited cost, language barriers
and the inability to reliably access longitudinal health
records.'

A previous systematic review of health records for refu-
gees showed that the general use of medical records
improved health outcomes in the refugee population.®
However, no such consensus has been reached on the
use of electronic health records (EHR) in refugee care
settings and their impact on health indicators. Moreover,
to the best of our knowledge, no study has outlined the
barriers and facilitators to implementing EHRs in refugee
care settings. The aim of this systematic review is to (1)
evaluate the impact of EHRs in the care of displaced
people with chronic health conditions, and (2) identify
the barriers and facilitators to successful implementation
of an EHR system for refugees.

METHODS

Search strategy

A systematic review protocol was developed according to
the Preferred Reporting Items for Systematic reviews and
Meta-Analyses extension for Systematic Reviews (PRISMA)
checklist (online supplemental appendix 1). A compre-
hensive search query (online supplemental appendix
2) was conducted in English and run on nine databases
(MEDLINE, Embase, PsycINFO, CINAHL, Health Tech-
nology Assessment, Epub Ahead of Print, In-Process and
Other Non-Indexed Citations, Cochrane Central Register
of Controlled Trials and Cochrane Database of Systematic
Reviews) from inception to 12 April 2021.

Selection of studies

The search results were uploaded to Covidence, an
online reference distilling programme (Covidence,
Veritas Health Information, Melbourne, Australia) to
allow for collaborative screening by multiple reviewers.
Articles were independently screened by title and abstract

based on a list of inclusion and exclusion criteria to judge
the eligibility of the identified studies. Eligible studies
included a patient population that was internally or
externally displaced and must have evaluated an EHR
or described implementation of EHR solutions, to track
or treat chronic communicable and non-communicable
diseases. We also included studies that were randomised
control trials, observational studies or qualitative studies.
Exclusion criteria included diagnosis of non chronic
or non-communicable diseases such as acute physical
trauma or acute infections such as upper respiratory tract
infections. These were excluded because we were inter-
ested in seeing how EHRs improved the care of displaced
and migratory populations over time. We also excluded
grey literature, and non-original research designs. The
same blinded reviewers then screened articles by full text
for potential eligibility. Any conflicts in inclusion were
resolved by an independent arbiter. All included studies
were assessed by two reviewers for methodological quality
and risk of bias.

Critical appraisal

We used a modified Cochrane risk of bias assessment tool
for the randomised control trials,lg the Newcastle-Ottawa
tool for observational and non-randomised control trials'*
and The Joanna Briggs Institute assessment for qualitative
studies (online supplemental appendix 3). Any discrep-
ancies in the assessments were reconciled by consensus.

Data extraction

Two reviewers (AB and FE) independently extracted data
from each study using the Covidence data extraction
form. The following data were extracted: study year; study
type/method and setting; population; sample size and
method; study objectives.

Synthesis of results

Due to heterogeneity across study design and specific
outcomes, a meta-analysis was not possible. An inductive
thematic analysis was conducted using NVivo V.12 (QSR
International, Melbourne, Australia). An inductive anal-
ysis was used in order to uncover patterns and themes in
the experiences, general outcomes and perceptions of
EHR implementation.15 Two independent reviewers (AB
and FE) developed an initial codebook with a sample of
10 articles. After comparing and consolidating a final
codebook, the two reviewers both independently coded
the remaining studies with an inter-rater reliability kappa
score of 0.82. Studies were grouped by population as
refugees, internally displaced persons or asylum seekers.
Broad categories were developed from the extracted data
related to evidence on effectiveness of EHRs and expe-
riences with EHRs. Experiences were categorised into
barriers and facilitators of implementing EHRs.

Patient and public involvement
This research did not involve patients or the public in the
design, conduct, reporting or dissemination plans.
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Ethical review

This research did not require an institutional board
review approval as the data were collected from existing
online data bases and publicly available. This research did
not involve any human subjects.

RESULTS

Description of included studies

Of the 225 identified studies, 32 were included in the
final analysis (PRISMA chart).'® Included studies are
summarised in table 1. The 32 included studies were
conducted in nine countries. An important differenti-
ating factor between the studies was the setting in which
they were conducted: refugee camps or settlements
(n=14) or asylum countries (n=18). As the implications
of EHRs in these two settings are markedly different, they
are presented and discussed separately below. Most of the
included studies were cohort studies (n=20), followed
by cross-sectional studies (n=8) and descriptive studies
on implementation (n=4). The most commonly studied
populations were Palestinian (n=11) and Syrian (n=6)
refugees. The most commonly studied health conditions
were diabetes (n=12), hypertension (n=8) and psychiatric
illnesses such as post-traumatic stress disorder (PTSD)
(n=3). Fourteen studies assessed the impact of EHRs on
health outcomes within refugee camps or settlements for
displaced people.4 101726 Nineteen studies assessed the
impact of EHRs on health outcomes in populations after
arriving in an asylum country.27_45

Quality assessment of included studies

According to the critical appraisal tools described in the
methods section, 20 articles were of medium-high quality,
nine were of medium quality and three were low-quality.
The qualitative studies demonstrated acceptable method-
ological quality but did not report on the influence of
the researcher. The crosssectional studies and cohort
studies were of medium quality in part due to suboptimal
measurements of the exposure and outcomes and a lack
of clarity around the identification of confounding vari-
ables. The one randomised control study was of a medi-
um-high quality due to an overall low response rate.

Impact of EHRs on chronic disease outcomes in displaced
populations

All 32 studies discussed the impact that EHRs had on
chronic disease outcomes. They suggested that EHRs
improved both objective measures, such as markers of
disease severity (blood pressure and aemoglobin Alc,
HbAlc), and subjective measures such as continuity of
care. The explanation behind these improvements was
not because EHRs are solutions on their own, but because
they were a tool for improving communication, docu-
mentation, adherence to guidelines and delivery mecha-

. 7 5
msms.4 10 17-23 25 26 42

Impact in refugee camps or settlements

Three landmark studies made up most of the literature
on EHRs implemented in refugee camps. Two of these
were cohort studies represented by multiple publica-
tions: one conducted among Palestinian refugees living
in Jordan and one conducted in Lebanon for Syrian
refugees across 10 health facilities. The third study was
a randomised controlled trial (RCT) conducted across
16 primary healthcare sites in refugee camps and rural
areas of Lebanon.” These three studies collectively
showed that a well-established EHR could have significant
impacts on improving hypertension and diabetes manage-
ment.* ' "% % These studies also discussed how EHRs
improved health outcomes, citing increased provider
adherence to guidelines or treatment algorithms, moni-
toring of clinical indicators, patient counselling and
patient adherence.* 017192022

Khader et al demonstrated that EHRs decreased the
morbidity and mortality of hypertension and diabetes after
1 year by increasing screening and adherence to treat-
ment guidelines.22 224648 The EHR improved physicians’
abilities to track a patient’s hypertension over time and
adjust medications appropriately through a standardised
algorithm.” *® In many parts of the world, diabetes
management is based on poorly documented data that
is collected at irregular intervals. This hinders a provid-
er’s understanding of both short-term and long-term
blood glucose trends required for optimal management.
Notably, Khader ¢t al found that EHR implementation
increased the continuity of data on postprandial blood
sugars for diabetes patients.* 7 This allowed clinicians to
better titrate medications and dietary counselling.*® *” Tt
was also noted that EHRs allowed for better tracking of
patients and improved follow-up on missed appointments
or missed prescription refills.” Khader et alimplemented
an EHR-driven system to flag patients which enabled
providers ‘to encourage patients to attend (their appoint-
ment) the next quarter so that continuity of care and
uninterrupted drug intake are maintained’*’

Doocy et al showed that metrics for both hyperten-
sion and diabetes improved when utilising an EHR and
patients reported increased satisfaction with clinical
care.* ' ' The authors cited three potential reasons for
the improvement in health outcomes: (1) increased rate
of history-taking and data collection, (2) more frequent
and accurate recording of chronic disease metrics and
(3) more frequent lifestyle counselling compared with
paper records."’ 17 Regarding history taking, Doocy et
al noted, ‘the proportion of patients reporting that the
provider took a medical history during the enrolment
phase (72/101 patients, 71.3%) increased by 16.6% to
87.9% (160/182)"."" Likewise, physicians were more
likely to record blood pressure, body mass index and
blood sugar levels with EHRs compared with paper
records (p<0.001)."” They were also more likely to discuss
dietary modification (p<0.001) and smoking cessation
(p=0.06)."

Buford A, et al. BMJ Open 2022;12:¢056987. doi:10.1136/bmjopen-2021-056987

“ybuAdoo Aq parosloid 1sanb Aq €202 ‘2T Areniga- uo jwoo fwg uadolway/:dny wouy papeojumoq "Zz0oz Joquiaidas 9 uo /86950-Tz0z-uadolwg/9eTT 0T Se paysiignd 1si1 :uado rINg


http://bmjopen.bmj.com/

BMJ Open: first published as 10.1136/bmjopen-2021-056987 on 6 September 2022. Downloaded from http://bmjopen.bmj.com/ on February 17, 2023 by guest. Protected by copyright.

selpn}s pepn|oul jo Arewwng

L alqeL

panuniuo)
siso|nosagny ‘AlH S9SBasIp SnoNoalul
‘sejaqelp ‘uoisuspedAH dluolyd pue sQON Yim sjusiied MaIAI [eLIolps aAldLIoseq V/N yyesy-3 0,(2102) JoyeiN
weyshs »2(L102)
as.ld sdq| ueiquiojo) 000 O¥2 Apnis poyod aniroadsollay BIqWo|o) SpJ02aJ Yieay [euoileN |e 18 oba|len)-sobe
e2(7102)
salageIq seabnjas uelunssjed y/62 Apnis Loyoo annoadsoliey UBpIO ‘UBlILLY VHMNN ybnoiy: yyesHe /e 18 1nojjeg Uspeyy
suopeoldwod 22(7102)
pue sejegelq saabnyai uelunseled 611 Apnis poyod anioadsosoy UBpIO ‘UBLIWY VYHMNN ybnoiyr yyesHe [e 39 Inojjeg ‘Uspeyy]
uepiop
JnS pue eebeg ‘eebeg ‘g
uoisuapadAH soabnyal uejuisajed 188 81 Apnis LOYO0O aA30adsol1ey ‘e)IeN ‘YyagAhel ‘eyznN VHMNN ybnouyy yyesHe 12(7102) [e 1o Jopeyy
suofyeol|dwod 2(7102)
pue sejagelq saabnyai uejunssled 882 Apnis poyoo aaiduosaq uepiop VHMNN ybnoiyy yyesHe /e 18 1nojjeg Yspeyy
Apnys Loyoo
sa1eqeIq saabnyai uejunssjed 1682  oAiduosap aAloadsoley UBpIO ‘UBLILY VHMNN ybnoiyl yyesHe 6.(2102) [e 1o Jopeyy
(VHMNN) Aoueby
Apnis poyoo SYION\ PUE JaljoYy suoiieN
uoisuapadAH saabnyai uelunssjed oSty  @Anduosep aAoadsoliey UBpIO ‘UBWILLY panun ybnoiyy yyesHe .(2102) [e }o Jopeyy
saseasIp
2luoJyd pue uole|ndod jo €102 AeN pue | Loz AN
UOI1BSLIS1OBIBYD [BJIBUSL)  US9MISQ Pa[1Iasal Seabnjal ualey] eyl Apnis poyod aaijoadsoldy vYSN ‘Ined 1S /silodeauuly HINT @snoy-u| «(1202) /e 1o ‘uewyoH
eluibaip 1o Ausieniun
ueinyg ‘uelsiueybyy ‘bes Buipnjoul 1B o1UI|D BuIdIpPaN Ajlwe
s9]ageIq S9MIUN0D 09 WOy siualied aabnjey 08 Apnis Hoyod aAoadsorey VSN ‘YA ‘@ljiAsenoley)  [euolieusalu] ybnoayr YN 2e(61.02) /& 1o suIbbIH
uoneindod jo soabnyai Apnis [euonoss
uolesLI91oBIBYD [BISUSY) asauepng pue IbeJ ‘esaueinyg v/ -SS010 9A1108ds0.19Y VSN ‘vd ‘Bingsiid oid3 ,6(G1L02) /& 18 BUUEH
AoueubBaud ‘AIH sJoxy9as wnjAse ueubaid G681 Apnis Loyoo aniloadsollay spuepaylaN 8yl aseqelep HIANT YO (G102) /e }o ussoon)
saseas|p
oluoJyo pue uoneindod jo (1ay30 pue 1bey
uonesualoeseyd [essusy)  ‘lueybly ‘uelAs) syusijed ssbnjey €672z Apnis Loyoo anijoadsollay Auewuan ‘uspsaiq pawoginl  (8102) /e }5 UBWIPOOY
sa1aqelp Jo uojsuapadAH seabnjai 8saueqa pue UelAS 0201  Apnis poyoo [euipnybuo uoueqgaT ejep s|iqow |dbepy 11(L102) [e 18 AoooQ
sajagelp uouegaT JUNO
|| 8dA} 4o uoisuspadAH seabnjal 8saueqaT] pue uelAS €6/  Apnis poyoo jeuipnybuo] ‘niieg ‘eexag ‘yinos ejep s|iqow idbepy .(8102) [e }o Aooo(Q
sajagelp uoueqgaT SpJooal [eolpawl
|| ©dA} 40 uoisuapadAH soabnjai 8soUBqeT] pue UBLIAS 0201  Apnis poyoo |euipnibuon] nJleg ‘eexag ‘Yinog  paseg-olulld ‘YyesHw eues ,,(£102) e 1o Aoooq
saseasIp
9luoJyd pue uole|ndod jo soluljo abeuy Aresodway Apnis annoadsouial puewap +»+(0202)
% uoljesLI91oBIBYD |BJBUSY) 1e 2480 Buinigoal seabnjas ueAs 8ce [BUOI108S-SS01D) epeue) ‘eMonQ uo aebunybIN HINT uoopINA pue ysimieq
% sjuelbiwiwi 9abnyal Apnis Loyood yieay
3] sojagelq  -uou Bupjeads-ysiuedg ‘seabnjoy /1€  |euipnubuo| anizoadsollay VSN ‘snesnyoesseln siouped ybnoayr HINF  ,,(9102) /e 10 Zumoxeg
(&)
@ SUOI}NPUOD Y} eaH uonejndod juaned sjuedioped adAy Apnig uoneoso] pasn (HN3) (uoneoignd
m Jo JaquinpN pl023i |edIpaw 21U0A03]] Jo JeaA) sioyiny
o
o

Buford A, et al. BMlJ Open 2022;12:¢056987. doi:10.1136/bmjopen-2021-056987


http://bmjopen.bmj.com/

BMJ Open: first published as 10.1136/bmjopen-2021-056987 on 6 September 2022. Downloaded from http://bmjopen.bmj.com/ on February 17, 2023 by guest. Protected by copyright.

“JopJOSIP SS8Jis dljewnel}-1sod ‘Sl d ‘SeSEasIp 9|gqedlunwwo9-uou ‘sgoON ‘ojqedljdde jou ‘y/N ‘suosied paoe|dsip Ajjeusaiul ‘sdd|

VSN ‘uobaiQ ooueisisse [eolpaw aabnjal 2(9102)
g shedsH soabnjoy 1802 Apnis poyoo anioadsold ‘Aunon yewouynin Aunoo ybnouyl YINT UBAI|INS pUB SJ9} B\
Bujusaios asessip oluoIyd  swwelboid yyesy ueibiwwi pue J21Ud)) [BOIPSIN
0} @oUaIBypE JapInold  8abnyas syl ybnouyy Buiob syusined 001 Apnis Loyoo annoadsoliey VSN ‘VIA ‘uoisog uoisog ybnoiyr YiNg (7 1L02) /e 1o Hoplepm
asitd eseqelep HINg
‘Alseqo ‘uoisuapedAH saabnyal ueipoqwien) 10€  Apnis poyoo annodadsoid VSN ‘Ind1308uu0n) S9]BO0APE Yl[eay Jawyy 07 102) /& 1o Jeube
ds1d ‘uoneindod jo
uolesLIg1oBIBYD [BISUSY) seabnyai ouleIpaed 96 Apnis [euO108S-SS0ID Auewuar) Ysisuaniy Aenins juaied a|iqo 16(8102) /e 1o 301015
soseas|p
2luoJyo pue uoie|ndod jo pue|ul4 NN wiaishAs
uolesLIa1oBIBYD [BJSUSL) SJ9X99s WnjAse awii-1s114 000} Apnis [BUOI}OBS-SS0I)  ‘OUBSINO( ‘BUIS|OH ‘NINO SpJ02alJ Yieay [euoileN &(6102) /& 1o Bragboys
1S8yo 8y} 0} SuazIjIo Apnis [BuOI}08S-SS0IO
jusuipad seseas|p dluoIyd) yspun| pue seabnjal ueuAs /8% 8/  onnduosep anijoadsosay Aoxn] ‘esing HINT @snoy-u| 2,(0202) /e 1o usiobusg
SOoJuI[o oujelpsed Apnis poyoo
AuseqQ  Bumisin ualp|iyo s8bNjel pajiIesey 62l [eupnyfuo| sAosdsoliey VSN ‘vd ‘elydispeliud sleydsoy ybnouyy YN 26(9102) /e Jo oiideys
salaqgelp j0 uoisuspadAH saabnyjai uejunssjed 187€ [eL} |0JIUOD pasiwopuey uoueqgaT yyesHw «-(8102) /& 18 ysles
SOIUID YHMNN uonejuswa|dwi
sa1aqgelp J0 uoisuapadAH ul usas seabnjal uelusajed V/N HIA3 Jo uonduosaqg uepiop walsAS yieaHe YHMNN 05(9102) /e }o o103UES
uoneuswa|dwi
seseas|p dluo4yd a|diyniA soobnyai uejuisaled V/N HIN3T jo uonduosaqg uoueqge] HINT Aujioepaiul 8snoy-uj +(6002) /& 1o Issoy
uses sloyess
saseas|p 21uoJyd a|diyNA wnjAse pue seabnjai ouieIpaed €6 Apnis Hoyoo aaoadsoirey puepazimg ‘|jaseq HINT [eudsoH 1»(£102) /e 18 |uod
swuwelboud yyesy asbnjal paseq
AuseqQ -Ausieniun ui uses uaip|iyo 8sbnjey /901 Apnis Hoyoo [euipnyibuo’] VSN ‘AN ‘esnoelg "G/ o4u| 1d3 ¢e(£ 102) /& 18 uoS|O
soseas|p
2luoJyo pue uoie|ndod jo Apnis [euonealasqo
uoljesLIaloBIBYD [BJoUSL) dweo aabnjal e 1e sjuaiied /9L [euipnubuo| aaizoadsollay Auewusn ‘BunquieH HINT @snoy-u| ¢,(0202) /e 1o 8660110
auloIpaw
Allwey Jo suldIpawW [eulalul Ul 81ed VSN ‘NIN “81seyooy
sajagelp || odAL Arewd Buinieoas syusied Jnpy 9SGy €1 Apnis Hoyoo aAoadsoiiey pue sijodesuul|y SOIUIO WO YINT »e(£ 102) [2 1o nualN
SUOIHPUOD Y}eaH uonejndod juaned sjuedoied adAy Apmig uoneso] pasn (HN3) (uoneongnd
Jo JaquinN pJ023l |ESIPAW 21UO0A03]T Jo JeaA) sioyiny
psnuijuod | 9|qel

Buford A, et al. BMJ Open 2022;12:¢056987. doi:10.1136/bmjopen-2021-056987


http://bmjopen.bmj.com/

The RCT conducted by Saleh et al showed that centres
randomised to use a mobile EHR had significant
improvements in blood pressure control (p=0.03) and
mean decreases in HbAlc (p<0.01).* This study also inte-
grated text messages into their EHR to remind patients
about appointments and how to manage chronic condi-
tions.” Other included studies demonstrated that EHRs
improved error detection and staff productivity,® iden-
tification of PTSD among internally displaced persons
in Columbia via one-on-one screening®* and patient
management following the internal development of an
EHR in a hospital in Lebanon.*

Impact in asylum countries

Nineteen studies assessed the impact of EHRs on chronic
disease health outcomes for asylum seekers.””* The uses
of EHRs in these studies ranged from screening measures
to characterising the chronic diseases in a population to
improving guidelines and reducing the health dispari-
ties in asylum populations compared with the general
population.?’*

Several studies commented on the utility of EHRs
as screening tools for asylum populations. Higgins et al
showed that using a pharmacist to systematically review
patients flagged by EHRs for possible chronic diseases led
to better pharmaceutical recommendations to optimise
medical management.” Similarly, a study in primary care
demonstrated that EHRs within hospitals could improve
screening by flagging patients and creating reminders
for care teams.” Another study conducted in the USA
showed that the use of these same principles, specifically
in screening for Hepatitis B, led to notable improvements
in the proportion of patients linked to care and receiving
treatment.”®

One advantage of EHRs cited throughout the literature
was their ability to provide an avenue for better character-
isation of diseases in asylum populations to inform public
health interventions and clinical guidelines.® **=7* * A
notable example of this was a study in Finland that used
EHRs and survey data to develop a protocol to screen
all asylum seekers entering the country.* This example
provides a very powerful illustration of how national EHRs
can support asylum seekers as they immigrate; a finding
that was echoed in additional studies.”® ™ Other studies
in tertiary hospitals and regional care areas developed
general guidelines for the care of asylum seekers.” ¥’
Further research sought to understand the prevalence
of diseases such as obesity, diabetes and trauma-related
mental health disorders.’! 3% % Overall, the literature
reviewed found that screening and characterising popula-
tions allowed healthcare systems to address health dispar-
ities in asylum-seeking communities.* *’

Barriers to implementing EHRs in displaced populations
There were 11 studies that discussed barriers to EHR
implementation, 01719202226 2731454849 Tpjs veview revealed
that key barriers exist across three phases of implementa-
tion: development, deployment and data evaluation.

Barriers to development

Our review identified system and software barriers to
successful EHR development in settings focused on
refugee populations. The rate-limiting-step for system
development of EHR systems was the burden of required
resources including money, personnel and training.
Participating programmes needed a large budget for
computers, software, education materials and training,
particularly in the startup stage.'” * The technological
barriers to EHR deployment, which required on-demand
expert technical support, were also particularly salient
at the implementation stages of the new information
system.17 * These issues ranged from infrastructure to soft-
ware problems including: internet connectivity, software
bugs or crashes, integration with other facility systems and
required software updates due to unplanned data collec-
tion requirements.10 172745 Successfully addressing these
barriers required organisational level support, including
staff dedicated to implementation.17 40 Operation staff
also required advanced training in software design and
data analysis.*’

The main software issues included patient literacy and
language translation. To utilise EHRs, many patients
required language translation by multilingual clinicians
or professional interpreters.’ 1" *' * Storck et als 2018
study described language translation as ‘one of the most
difficult and time-consuming "aspects of EHR use.”! More-
over, facilities serving Chinese or Arabic refugees required
systems that supported character encoding for Chinese or
Arabic speaking scripts and faced the added complication
of using right-to-left writing languages in applications
designed for languages that write left-to-right.”

Barriers to deployment

Inherent challenges in caring for refugee popula-
tions also contributed to difficulties in deploying EHR
systems. These challenges included substantial loss to
follow-up'” #* and provider burnout leading to poor
uptake of EHRs." 1719202248 1 ek of patient follow-up was
a significant challenge for facilities implementing EHR
in refugee communities, as refugee patients had shorter
follow-up time periods than immigrants and controls,
perhaps in part due to residential instability.'”*' **” Incom-
plete follow-up was often caused by expired or changed
phone numbers."” In many cases, however, the reason
for lack of patient follow-up was unknown, and requires
more research.”*

Poor provider uptake presented significant difficulties
in implementing and developing mobile health inter-
ventions.'? 17 19 20 248 [ 3 yptake was most frequently
attributed to provider attitudes towards the use of a new
technology, citing redundant reporting and technolog-
ical difficulties.'” ** *° Additionally, providers expressed
frustration towards increased time demands when using a
new EHR with a high volume of complex patients.'’ " #**
While negative provider perception was a barrier to EHR
uptake, some studies also documented a more nuanced
perception of mobile health record implementation.
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EHRs were regarded as more beneficial in health-
care facilities previously lacking electronic records. In
such settings, providers noted that the EHRs facilitated
improved patient education and satisfaction.'’

Barriers to data evaluation

Effective evaluation of data is key to attaining the full
advantage of EHRs. Barriers to analysing EHR data
included incomplete data entry** " and problems with
the time-frames for patient integration and evalua-
tion.'” 719 % The multifaceted challenges of EHR imple-
mentation impeded baseline data recording in several
studies.””™ In early stages, providers and staff struggled
to consistently implement EHR systems and appropri-
ately record data, resulting in compromised baseline
recordings that limited the interpretation of data.* It
was found that in asylum-seeking host countries, many
studies were unable to extract socioeconomic variables,
preventing rigorous analysis of EHR implementation and
population-level clinical trends.” ** Previous studies on
EHRs often noted that short evaluation periods failed to
allow patients enough time for follow-up.'” '” ** Studies
also reported issues evaluating the overall chronicity of
events, due to EHRs that did not separate laboratory data
across different patient visits."” Moreover, cumulative
outcome reports were limited in studies with wide time
ranges for patient integration and monitoring."” '

Facilitators of EHR implementation in displaced populations
In total, nine studies discussed facilitators of successful
EHR implementation. The most common facilitators were
data accuracy, adaptability and ability to interlink with
systems management.4 1019212231 404550 EHRs were noted
to improve both efficiency and accuracy of analysing
data compared with paper records. Storck et al discussed
how an EHR approach reduced errors when transfer-
ring data from pen and paper questionnaires, especially
when multiple languages were being used.” Additionally,
reviewing paper records was time-consuming and took
staff away from patients."

EHRs were noted to be adaptable to different clinical
settings and improve provider satisfaction in the long run."
Adapting an EHR for a clinical setting does take consider-
able time and resources. An example of adaptability was
the in-house EHR designed for a health facility in Jordan.”
While adapting an EHR led to a unique EHR designed specif-
ically for its providers and clinical setting, it also requires a
considerable amount of time and energy to create. The
advantage of adapting an EHR is that healthcare providers
were a part of the design process, and were satisfied with the
final product. Others noted that customisation of the apps
for specific settings will optimise EHR design and increase
uptake.' Specifically, consulting with providers ahead of time
before implementation is likely to achieve the best design
and uptake outcomes.'”

Interlinking with other clinic management systems facili-
tated improved uptake and overall success of EHRs. EHRs
helped increase the accuracy and efficiency of data collection,

which led to improved tracking and forecasting and ulti-
mately strategic planning and cost reduction.*'”*** Khader
et al noted how this integration then allowed for improved
‘public health services planning and management, such as
rational forecasting for drugs and other consumables and
all the logistics necessary for providing quality care such as
blood pressure machines, treatment cards, etc.’' Integrating
EHRs with associated analysis led to cost reductions.” ** %
As refugee camps are often underfunded in low-resource
settings, the reduction in cost and resource waste has the
potential for farreaching impacts.

DISCUSSION
This systematic review examined the literature to assess
the impact of EHRs on chronic disease outcomes for
displaced populations. It also evaluated the associated
barriers and facilitators of implementing EHRs in refugee
settings. Ouranalysisrevealed that EHRsimproved chronic
disease outcomes such as diabetes and hypertension in
refugee camp-based clinics. This was achieved through
increased provider adherence to guidelines or treatment
algorithms, monitoring of clinical indicators such as
disease metrics, patient counselling and patient adher-
ence through integrated messaging services,* 01719202225
Results from asylum countries also showed that EHRs
helped to develop focused screening guidelines and
increase adherence to those guidelines.””~* This in turn
can lead to a reduction in health disparities between
asylum seeking patients and the general population.””*
This review identified a number of barriers to successful
implementation of EHRs across development, deploy-
ment and data analysis,'? 7 192022 2027 31453849 g peview
also found improved usability in EHR systems that were
easily adaptable or able to interlink with systems manage-
ment. 101021222631 40 45 50

We found numerous barriers to EHR implementation,
which are expected, given the technical complexities of
EHR systems. These include software design, mainte-
nance and internet connectivity. Substantial start-up costs
may also hinder implementation. As EHRs become prev-
alent in low-resource settings such as refugee clinics, it
is imperative that EHR design accounts for the unique
constraints in these settings and is user-centred.” Consid-
ering how provider attitude was a key barrier to EHR
uptake, engaging providers in development of EHRs is
likely to increase their overall interest and eventual uptake
of the EHR system."’ 171920 2248 52 g concept is also
supported by rich bodies of research around community
engagement and user-centred design.”’ Future projects
may benefit by incorporating reciprocal and respectful
community engagement practices in designing and
implementing their interventions.”>”” Future projects
should use key principles such as collaboration, shared
purpose and transparency of community engagement in
designing their interventions.

A major finding from this review was that EHRs have a
positive impact on chronic disease outcomes."’ 1719212246 47
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Notably, this finding is in contention with literature that ques-
tions the effectiveness of EHRs in improving outcomes in
higher resource settings.”® *” Therefore, it is important to
understand what elements of EHRSs contribute to the observed
improvements in chronic disease outcomes in refugee settings
compared with higher resource settings. Studies in this review
proposed a number of plausible hypotheses such as more
frequent provider history taking, counselling and adher-
ence to treatment guidelines.” " '® Other plausible expla-
nations include increased patient satisfaction and improved
adherence through messaging services.”> ** Important
confounding factors to consider include increased scrutiny
on clinical practice during implementation or an influx of
resources associated with EHR implementation. While these
confounders cannot be ruled out, strong evidence across
locations suggests that the observed improvements are due
to the EHRs 0171921224647

Limitations

This review was limited by the narrow field of work it
describes. After removing duplicate records, there were
only 225 studies left to screen. There was also significant
heterogeneity in the types of data collected by studies
and therefore what could be extracted. By capturing
a wide range of experiences, we included studies with
diverse interventions and outcomes. Additionally,
studies included were limited by short follow-up periods,
impacting the quality of data presented. Additionally, very
few papers discussed technical factors in deploying their
EHRs such as hardware used to operate the EHR. In the
future, there needs to be further research on designing
EHRs for these specific settings and conducting effective-
ness trials to identify how EHRs can truly improve health
outcomes for refugee populations.

Conclusion

Given the number of displaced persons worldwide doubling
in the last decade, and with this trend forecasted to continue,
solutions to manage this vulnerable population’s health are
urgently needed.' * The findings in this review suggest that,
when meticulously implemented, EHRs can improve chronic
disease outcomes and enhance healthcare systems in refugee
settings. As organisations set out to use EHRs, their barriers
to implementation outlined here should be considered and
addressed. Additionally, using human-centred design princi-
ples and community engagement practices are likely to create
successful, sustainable and contextbased solutions.”’ By
acting now to create adaptable EHR solutions, health systems
can be strengthened, providers can be better supported and
the health of refugees can be improved.
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