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Abstract 

Background 

An estimated 2.2 million people from Central and Eastern Europe (CEE) live in the United 

Kingdom. It has been documented that CEE migrants underutilise health services in the UK, and 

as an alternative, seek healthcare in their home country.  However, reasons for seeking healthcare 

abroad are not always clear. This review aims to identify the reasons for uptake of transnational 

healthcare among CEE migrants resident in the UK.  

Methods 

Informed by discussions with community members, medical stakeholders and academics, a 

systematic scoping review was undertaken following the 9-stage Joanna Briggs Institute 

framework for scoping reviews.  A search strategy with MeSH terms, where relevant, was used 

and adapted in five academic databases, two grey literature databases, and Google Scholar.  

Included records encompassed four concepts: migration, CEE nationalities, UK nations, 

healthcare utilisation, were written in English, and published between May 2004 and 2022.   Data 

from the literature was coded, grouped, and organised into themes. 

Results 

A total of 16 publications fulfilled the inclusion criteria. There is evidence that some CEE migrants 

exclusively use healthcare services in the UK. However, many CEE migrants utilise healthcare 

both in the UK and in their country of origin.  Four themes were identified from the literature as to 

why migrants travelled to their country of origin for healthcare: cultural expectations of medical 

services, distrust in the UK National Health Service, barriers, and transnational ties. 

Conclusion 

Push factors led CEE migrants to seek healthcare in their country of origin, facilitated by ongoing 

transnational ties. CEE migrants frequently combine visits to their country of origin with medical 

appointments. Utilising healthcare in their country of origin as opposed to the UK can result in 

fragmented and incomplete records of medications, medical tests, and surgeries and risk 

unnecessary treatments and complications. This review highlights the need for more targeted 

health outreach with CEE groups within the UK, as well as the need for further research on the 

impact of national events e.g. COVID-19 and Brexit on transnational healthcare seeking 

behaviours.   

Patient or Public Contribution 
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The concept for this scoping review was informed by discussions with community members, 

medical professionals and academics, which they identified as a current issue. The results of this 

scoping review were discussed with healthcare stakeholders.  
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Introduction 

The expansion of the European Union (EU) since 2004 simplified migration from countries in 

Central and Eastern Europe (CEE) to the United Kingdom (UK) (1). The number of CEE nationals 

to the UK has fluctuated over time, influenced by the economic situation in the UK, the 2016 Brexit 

referendum, and the conflict in Ukraine. The current population of CEE migrants in the UK is 

sizeable, with the estimates ranging between 1.6 and 3.3 million (2). Among this population, 

Poland and Romania are currently the most represented CEE nations (3).   

EU citizens who were ordinarily resident2  in the UK prior to Brexit are entitled to “free at the point 

of use” care within the UK National Health Services (NHS), the same as UK nationals (5). Despite 

having access to healthcare services in the UK, it has been documented that CEE migrants 

frequently and voluntarily travel back to their country of origin (CoO) to access healthcare (6-9). 

There is evidence that CEE migrants are at a higher risk of poorer physical health outcomes, 

including obesity, cardiovascular disease, cancer, and sexual health (9-11). Research findings 

have shown that CEE migrants experience barriers in accessing care in the UK, including 

language, literacy, and confusion surrounding the system and eligibility (7-9, 12). Limited English 

language abilities impede migrants’ abilities to engage with healthcare providers and contributes 

to their lack of understanding of the system, awareness of provisions available, and accessing 

services (9, 11, 13, 14). In order to improve the use of NHS services by CEE migrants resident in 

the UK, it is important to understand their reasons for choosing to go back to their CoO and if 

there are obstacles which can be overcome to improve their healthcare uptake and health 

outcomes.  

The term ‘diasporic medical tourism’ has been used to describe migrants that travel back to their 

country of origin for healthcare as distinguishable from ‘medical tourism’ which usually carries 

consumer and commercial connotations (15, 16). Many accounts of medical tourism pertain to 

travel for invasive procedures which are cheaper abroad or not available in the host country. 

Common examples include dental, bariatric, and cosmetic procedures undertaken for aesthetic 

reasons as opposed to medically necessary procedures, thereby transcending health boundaries 

(17, 18).   

 

 
2 A person is ordinarily resident if they are living in the UK lawfully, voluntarily, or for settled purposes. 4. GOV.UK. 
Ordinary residence tool Department of Health & Social Care2022 [Available from: 
https://www.gov.uk/government/publications/help-for-nhs-to-recover-costs-of-care-from-visitors-and-
migrants/settled-purpose-tool. 
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Implications for health 

Transnational healthcare utilisation can result in a lack of continuity in healthcare.  Procedures or 

expectations for health record transfers vary between health care facilities and systems across 

Europe (19). Incomplete health records affect the ability of healthcare providers to make 

appropriate prescribing and treatment choices, increasing the risk of unintended harm to the 

patient (20). Gaps in continuity in care also has potential financial cost implications for the 

healthcare system and the patient (21). Furthermore, misuse or overuse of antibiotics increases 

the risk of antimicrobial resistance development and spread (22, 23).  

Migrants that put off treatments or healthcare visits until they are able to access services in their 

CoO risk their health condition/s worsening, affecting their quality of life and increasing the level 

of care required.  Transnational healthcare utilisation can exacerbate health inequalities as not all 

migrants have the financial means to travel to their CoO.  These migrants may also lack the 

financial means of going back to their home country to access healthcare, and therefore have 

very limited means of accessing healthcare. 

This review builds upon two previous systematic scoping reviews, Viet-Hai Phung et. al (2020) 

(8) and Poppleton et. al (2022) (7), in which returning to CoO for healthcare and preferences for 

transnational healthcare as an alternative to using healthcare services in the UK were identified 

themes. A further systematic narrative literature review from 2020 on transnational social networks 

found that migrants pursued hybrid health-seeking strategies, with transnational networks 

shaping healthcare decisions (24). However, this review did not include literature on CEE 

migrants.  A further review of the drivers of CEE migrants seeking transnational healthcare and 

how these may be shaped by transnational ties is needed to better understand these processes 

and identify ways of improving utilisation of health care in host countries to improve continuity of 

care and health outcomes of CEE migrants.  

This is the first review to consider the factors that influence CEE migrants resident in the UK 

utilisation of diagnostic and health improvement services in their CoO, over the NHS. The review 

focuses on CEE migrants’ experiences of accessing NHS services and their motivations for 

receiving care in their CoO aiming to inform service providers, policymakers, charity, and health 

stakeholders on reasonable adjustments to improve utilisation of NHS services by CEE migrants 

in the UK. Conversations with community members, medical professionals and academics in the 

UK who work with migrants shaped the concept for this review and the interpretation of its findings.  
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A systematic scoping review was undertaken due to the broad and exploratory nature of the topic. 

This approach allowed for the identification and inclusion of heterogenous literature and 

construction of an overview of the different concepts that contribute to an understanding of 

transnational healthcare usage among CEE migrants in the UK. 

Scoping reviews are used to identify and provide an overview of the available evidence for a 

specific field, irrespective of study quality and not limited to a specific source (25, 26).  Compared 

to a systematic review, scoping reviews employ broader questions as they aim to summarise the 

breadth of evidence, with less restrictive inclusion criteria (27, 28). This can identify literature that 

otherwise may be overlooked, specific characteristics related to a concept, and research gaps 

(27) which can benefit policymakers and stakeholders. 
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Methods 

Patient and Public Contribution 

The concept and interpretation of findings for this scoping review were informed by discussions 

with community members, medical professionals and academics. These individuals identified the 

review topic as a current issue and shared their personal experiences of transnational healthcare 

utilisation. 

Review structure 

This review was guided by the 9-stage framework proposed by the Joanna Briggs Institute (JBI) 

(29, 30), which is informed by the work of Arksey & O’Malley (26) (Appendix 1). The JBI framework 

provides a clear and structured process for conducting a scoping review. The framework is aligned 

with the Preferred Reporting Items for Systematic Review and Meta-Analyses extension for 

Scoping Reviews (PRISMA-ScR), a checklist with 20 essential reporting items when completing 

a scoping review (31). This review adheres to the PRISMA-ScR (Appendix 2).  Using both a JBI 

framework and PRISMA-ScR ensures adherence to standardised procedures for conducting and 

reporting a scoping review (30).  

The 9 stages consist of: 

1. Defining and aligning the objective/s and question/s 

2. Developing and aligning the inclusion criteria with the objective/s and question/s 

3. Describing the planned approach to evidence searching, selection, data extraction, and 

presentation of the evidence 

4. Searching for the evidence 

5. Selecting the evidence 

6. Extracting the evidence  

7. Analysis of the evidence 

8. Presentation of the results 

9. Summarising the evidence in relation to the purpose of the review, making conclusions and 

noting any implications of the findings  
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Eligibility Criteria for included articles  

The inclusion criteria were informed by the PCC framework (Population, Concept and Context).   

(32) (Table 1).  

 Population- Documented Migrants from EU2 or EU8 countries resident in the UK  

 Concept – Traveling back to CoO to utilise health services or have the desire or intention 

to utilise healthcare in CoO  

 Context – CEE migrants living in any of the four devolved UK nations. 

This review focused on CEE migrants being able to or having the option to freely travel back to 

their CoO. Literature surrounding the concepts of asylum-seekers, refugees, transients, and 

undocumented migrants was not included given these groups of people are: 

• forcibly displaced 

• fleeing danger or persecution and are thus not in a position to travel back to their CoO 

• may lack proper documentation to be able to travel across borders or the risk to do so is too 

high 

Literature had to focus on healthcare or health-related practices and include findings relevant to 

healthcare utilisation in the migrant’s CoO.  Relevant literature where transnational healthcare 

was not the primary focus was still included.    

Literature had to pertain to healthcare utilisation in relation to preventative health, or primary, 

secondary, or tertiary health care. Literature which focused on cosmetic, dental, or bariatric 

treatment was excluded due to such procedures potentially being classified as ‘aesthetic 

medicine,” in which these procedures are not medically necessary (33). Although bariatric surgery 

can be undertaken by the NHS where deemed medically necessary, numbers are limited by strict 

and specific criteria.  Additionally, although oral health is a key indicator of overall health (34), only 

specific groups are eligible for free NHS treatment throughout the UK, with some variability within 

the four nations (35-38).  

Literature was included if it contained primary evidence. Reviews and evidence syntheses were 

not included. 

The chosen timeframe was intended to capture literature since the accession of the EU2 and EU8 

countries into the EU which allowed for freedom of movement. Despite the UK’s departure from 

the EU in 2020, resident EU citizens are allowed to remain in the UK under the EU settlement 

scheme (39). 
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Finally, literature was included if written in English or Russian as the primary author is fluent in 

Russian. Literature in any other language was excluded due to resource limitations. 

The experience of migrants seeking healthcare in their adopted country was discussed with 

stakeholders to get a broad understanding of the issues. The primary author has lived family 

experience of migrating to a country that is culturally different to their birth country which 

necessitated the learning of a new language and transgressing cultural barriers. 

Table 1: Inclusion/Exclusion Criteria 

Criteria Inclusion Exclusion 

Population CEE documented migrants from any of the EU2 or 
EU8 countries; not restricted to any age or sex 

Asylum seekers, refugees, transients, 
undocumented migrants  

Concept Studies must include information about CEE 
desire/intention for uptake of healthcare in their 
country of origin (any of the EU2 or EU8 countries) or 
traveling to home country to utilise health services 

 

Context  CEE migrants settled or living in in any of the four UK 
nations  

CEE migrants not resident in the UK  

Types of Healthcare Preventative care 
Primary, Secondary, Tertiary 

Dental care, cosmetic surgery, 
conception/fertility services, mental health, 
bariatric surgery  

Study Design All study designs  None 
Publication Type Primary research; grey literature Reviews 
Timeframe Literature published from 01 May 2004  Literature published before 01 May 2004 

Language English or Russian Literature in any languages other than English 
and Russian    

 

Search Strategy (Searching for the evidence) 

The search strategy was drafted by the primary author and refined after consultation with a 

university information scientist. PCC was used to guide the development of the search strategy 

(27, 29). Search terms aimed to capture four concepts related to migration, CEE nationalities, UK 

nations, and healthcare utilisation. MeSH terms were used (where available) and adapted to each 

database. 

Five academic databases (Embase, Cinahl, MEDLINE, Scopus, and Web of Science), two grey 

literature databases (Global Health and Social Policy and Practice) and the first 10 pages of 

Google Scholar were searched (Appendix 3). The reference lists of all included studies were 

hand-searched. All databases were searched on July 15th, 2022.  

Article selection (Selecting the evidence)  

Duplicates were removed, and the remaining articles screened on title and abstract using the 
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inclusion/exclusion criteria as above.  The full text of the remaining reports was screened to 

identify a final set of relevant articles.   

Data Extraction (Extracting the evidence) 

The primary author developed a data extraction template on Microsoft Excel, as guided by JBI, 

and extracted data on author, year, title, publication type, CEE nationality/population, UK location, 

years spent in UK, main themes, and sub-themes from each article. 

Data Synthesis (Analysis of the evidence) 

Given the inclusion of quantitative, qualitative and mixed-methods studies, JBI guidelines for 

mixed methods reviews guided data synthesis (40). The convergent integrated approach was 

used on the basis that both quantitative and qualitative data can provide useful insights to address 

the research question. This involved the transformation of quantitative data to qualitative 

(‘qualitizing’) through narrative interpreting of quantitative results (41), which allowed for the 

integration of the data in an inductive thematic synthesis approach (42-44). The data from the 

literature was coded, grouped, and organised into themes. 

Quality Appraisal (Analysis of the evidence) 

Quality appraisal is not required for scoping reviews (26, 32), but was undertaken in this review 

to aid interpretation of review findings. Qualitative studies were critically appraised using the 

Critical Appraisal Skills Programme (CASP) Checklist for qualitative studies (45). Mixed 

methods and quantitative studies were appraised using the Mixed Methods Appraisal Tool 

(MMAT)(46).  No critical appraisal tool could be identified for the policy report (47). 
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Results 

Study Selection and Process 

Nine hundred and thirty-nine results were identified from eight databases and four additional 

results were identified through handsearching reference lists of relevant studies. Following 

automatic and manual deduplication, 457 records were imported into Rayyan (48) to carry out 

the screening process. 

Three hundred and seventy-four results were excluded on the basis of title and abstract. The 

remaining 83 results were read in full text. After full-text screening, 16 records were identified as 

eligible for inclusion (Appendix 5). Reference lists of included articles were screened with no 

further results identified. 

 
Figure one of our PRISMA flowchart illustrates the review process. Sixteen publications were 

identified as eligible for inclusion.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Records identified from 
database searching 
n=939 

Records identified through 
other sources  
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Figure 1: PRISMA Flow Diagram 
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Study Characteristics 

The included literature was published between 2011-2022, with half (n=8) published between 

2020-2022. Twelve reports were qualitative studies, two were mixed-methods, one was 

quantitative, and one was a policy report based on qualitative research. All literature was in 

English. The majority focussed on Polish migrants (n=15), with Romanians being the next most 

frequently described (Table 2).  Publications focused on CEE migrants in England (n=7), Scotland 

(n=5), or UK more broadly (n=4). Notably, there was no specific mention of experiences of CEE 

migrants within Wales or Northern Ireland and no publications which included Estonian or 

Slovenian migrants.  

CEE Group # of publications  
Polish 15 

Romanian 6 
Slovakian 4 

Czech 3 
Hungarian 3 
Bulgarian 2 
Lithuanian 2 

Latvian 1 
Estonian,Slovenian 0 

Table 2: Nationality Coverage 
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Quality of the Evidence   

The CASP recommended classification of quality based on high, moderate, or low was used in 

this review (49). These were determined based on the scores in percentage, consisting of the 

number of questions that met the criterion “yes” divided by the total number of applicable 

questions.  Studies that scored below 50% were classified as low quality; studies between 50-

79% were moderate, and studies 80% and above were high quality.  All studies included in this 

review were deemed to be of high quality, despite some methodological limitations. No appraisal 

was done for the policy report as there is no suitable checklist. No studies were excluded on the 

basis of their quality and there was no weighting in the evidence synthesis.  

Evidence Synthesis 

Findings were grouped into two broad overarching categories pertaining to: 1) CEE migrants who 

use health services exclusively in the UK and 2) CEE migrants who combine NHS services with 

healthcare utilisation in their CoO.  Although the review did not initially set out to also explore 

perceptions of CEE migrants using only health services in the UK, some of the literature included 

findings related to this group, which have been included in the review as they provide evidence 

of varied experiences and practices among CEE migrants. The second category of CEE migrants 

combining NHS services with services in their CoO was split into four separate themes that 

explained the health seeking behaviour of those combining utilisation of the NHS and healthcare 

in their CoO: cultural expectations of medical services, trust/distrust, barriers, and transnational 

ties. The coding structure is presented in Appendix 4. 

Using health services exclusively in UK 

Although most CEE migrants within the 16 publications utilised healthcare in their CoO either 

exclusively or in addition to the NHS, three studies revealed that some CEE migrants used 

healthcare exclusively in the UK (50-52).  Reasons included convenience and cheaper cost. 

Financial considerations were a major factor, as certain migrants could not afford the costs 

associated with utilising healthcare in their country of origin, which usually consisted of purchasing 

airfare and health services abroad. Moreh et. al (50) described migrants that solely used NHS 

healthcare had made this decision as part of their perceived identity as a UK resident. 

Two studies contained evidence that Romanians had less trust in the Romanian healthcare 

system and felt the NHS was more trustworthy in terms of quality (50, 52). Expectations of bribes 

and gratuity in Eastern European national health care systems was another deterrent for traveling 

back to individuals’ CoO for healthcare.  
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Using healthcare services in UK and in Countries of Origin 

The majority of studies illuminated that CEE migrants utilised healthcare both within the NHS and 

in their CoO. The following themes illustrate the factors shaping CEE migrants’ desire to seek 

healthcare in their CoO. 

Cultural Expectations of Medical Services 

Mismatched cultural expectations of health care services provided in the UK was the most 

common theme (50, 51, 53-64). CEE migrants were frustrated with the General Practitioner (GP) 

acting as the gatekeeper, with no direct or easy access to specialists in the NHS when compared 

with their CoO. Women were surprised when cervical cancer screening was carried out by nurses 

and not by gynaecologists (52, 61). In one study of Polish migrants, longer intervals between 

screenings, both breast and cervical, and a difference in age eligibility were also unexpected, 

compared to the guidelines in Poland, and were thought to be cost-saving measures (55). More 

frequent screenings, which usually included a general check-up, were a motivating factor for CEE 

migrants to travel to their CoO (55, 58, 61).  

Migrants were also put off using NHS services due to waiting times (53, 54, 56, 59) and found it 

easier and more efficient to access specialist care in their CoO. A widespread complaint about 

GPs was the perceived over-reliance on paracetamol and reluctance to prescribe medications, 

such as antibiotics (50-53, 59, 63). The research carried out by Healthwatch Reading (63) 

revealed that participants labelled their GPs as “the paracetamol service.” Individuals also 

identified discrepancy in diagnoses between the UK and their CoO (60, 62). One case study by 

Troccoli et. al (62) illustrated the way a Polish woman navigated the healthcare systems in the 

UK and Poland, with her son being diagnosed with asthma in Poland before he was diagnosed in 

the UK, due to variation in diagnostic criteria. She also reflected on getting blood tests done both 

in Poland and in the UK because of “differences in what hormone levels are considered 

pathological in the two countries” (p. 2011). CEE migrants often utilised private testing in their 

CoO in order to gain access to specialist care or medication within the NHS which they felt was 

otherwise difficult to obtain through their GP (53, 55, 59, 62, 63)  

Lack of immediate access to test results in the UK was another source of frustration (55, 60, 62), 

as evidenced by one participant in the study: “Getting test results is different. In Poland you can 

get them in your hands while here you cannot see them at all” (52)This further contributed to CEE 

migrants’ preference to seek transnational healthcare.  

However, although longer waiting times and lack of direct access to hospital specialists were often 

seen as push factors, one study revealed that these were often preferred over expectations for 
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gratuities or bribes in their CoO (62).   

 

Trust/Distrust of healthcare in the UK 

Although CEE migrants utilised NHS healthcare, they often returned to their CoO to seek 

reassurance, to obtain second opinions of the tests done in the UK or to compare advice offered 

by GPs in the UK (52, 53, 55, 60, 62). Some studies indicated that CEE migrants had little 

confidence in their GPs, with some evidence showing this stemmed from their perception that 

GPs “looked at photos on the internet” (59) and “typed away on the computer” (54) in order to 

diagnose and prescribe. There was also scepticism regarding expertise and qualifications of GPs 

and nurses, with the view that some of the services they provided should have been undertaken 

by specialists, such as vaccine administration and smear tests (54, 55, 61, 64) which was largely 

the case in the CoO. 

In contrast to their feelings about GPs, there is evidence that CEE migrants had positive 

experiences with hospital care. CEE migrants largely appreciated the patient-centred approach 

they received in the UK, compared to what they felt were pushy and paternalistic styles in their 

CoO (51, 55-57, 59) although one study revealed that Polish migrants viewed the patient-centred 

approach as a sign of incompetence (53).  

Barriers to accessing healthcare in the UK 

Language, written and spoken, and a lack of knowledge about the health care system in the UK 

were frequently cited barriers to accessing health care (50, 53-55, 61, 63, 64). Although in most 

cases individuals wanted a translator or interpreter to assist with appointments, and were 

frustrated with the lack of assistance, one study revealed how people specifically sought GPs that 

spoke their language because they didn’t want an interpreter, due to perceived 

“awkwardness/embarrassment” in intimate situations (55). CEE migrants feared or could not 

afford to take time off work to attend health appointments due to a loss of income (55). Many 

migrants saw it as more cost-effective or easier to schedule healthcare appointments for their 

leisurely visits “back home”, in their CoO, preventing the need for further leave from work (52, 53, 

55). 

Transnational ties  

Half of the included articles (8/16) revealed that CEE migrants frequently combined seeking 

healthcare in their COO with travel for holidays and to visit relatives and friends, while sometimes 

taking care of “non-health related matters” at the same time (62). During such visits, migrants 
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often took the opportunity to visit a doctor or see other healthcare professionals which were easier 

and quicker to get access to whilst there, compared to the UK (52-56, 59, 60, 63). Referring to 

Poland, one migrant said “'I go at least once a year, my dad makes me an appointment with a 

nephrologist and a gynaecologist” (53). Some also took the opportunity to stock up on medications 

which were either not available in the UK or were not easily accessible and required prescriptions, 

such as antibiotics (53, 56, 57, 59, 62). Some CEE migrants also wanted to maintain registration 

and communication with doctors in their home countries, due to their uncertainty of long-term 

settlement in the UK(52, 59) . The availability of family convalescent care also influenced 

individual’s decisions to seek health care in the CoO (62). Two studies described CEE migrants 

telephoning relatives or health care professionals in the CoO from the UK to seek medical advice 

or second opinions (59, 64) 
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Discussion 

Summary of key findings 

This review synthesises the evidence on the influences and motivations of CEE migrants living 

in the UK to utilise healthcare in their CoO. We identify CEE migrants’ unmet cultural 

expectations of medical services, level of trust/distrust in NHS services, barriers to NHS service 

use, and maintenance of transnational ties as key factors influencing ongoing utilisation of 

transnational healthcare.  

Studies included in this review suggested that many CEE migrants utilise healthcare in their CoO 

either instead of or in addition to utilising NHS services. Reasons for utilisation of transnational 

healthcare were largely consistent across the CEE nationalities represented in this review. Two 

studies included findings that some CEE migrants preferred to utilise healthcare solely in the UK 

as opposed to their CoO, which was attributed to levels of distrust with the doctors “at home” and 

the expectations of bribes or gratuity (50, 52). Keeping with Moreh et. al (50) we identified that 

healthcare utilisation in the UK was associated with a sense of belonging  - through living and 

paying taxes in the UK. Despite this, fundamental differences in expectations of health services 

in the UK, such as differing prescribing practices, especially for antibiotics, contributed to distrust 

of the NHS. These differences in practice may be due to emphasis on antibiotic stewardship in 

the UK, with greater clinician adherence to national guidelines and thus restrictive prescribing 

practice in an effort to curb antimicrobial resistance (AMR) (65, 66).  CEE countries have higher 

rates of AMR (67), and studies have shown that countries such as Poland, Romania, and Czechia 

have more liberal prescribing tendencies (68-70). Findings reported differences in diagnosis and 

treatment between nations which may be due to different thresholds or different treatment 

practices, complicating transferability of health care. 

Studies showed that transnational ties facilitated the decision to seek healthcare in CEE’s CoO. 

CEE migrants are maintaining links with their CoO, both with family members and health 

networks. Medical appointments are incorporated with visits back home. These social networks 

also shape CEE migrants’ health-related practice`s through providing information and advising, 

both in person and on the phone (59, 64). However, these connections are dynamic and can 

change over time, which can influence the health seeking decisions of migrants and the way they 

utilise health resources (59). 

UK-resident CEE migrants utilising healthcare in their CoO are largely purchasers of private 

healthcare. Although this involves financial transactions and patients become customers, this 
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differs from medical tourism. CEE migrants are traveling to familiar locations and are nationals 

with personal connections, rather than tourists. Utilising healthcare in two different countries, or 

in a country other than where CEE migrants are resident in, can have implications for their 

continuity of care. These patterns of healthcare utilisation also raise questions about whether the 

onus is on the NHS to provide continuity of care for migrants voluntarily returning to their CoO to 

undergo surgical procedures.  

Migrants underutilising healthcare in the UK may be delaying treatment until scheduled travel to 

their CoO. This can exacerbate health conditions which can lead to them requiring additional or 

more complicated care in the long run (23). This review identified CEE migrants frustration with 

NHS waiting times. It would be noteworthy to consider how the COVID-19 pandemic and 

associated impact on NHS provision has influenced CEEs’ perceptions of the NHS and 

transnational healthcare. Additionally, it would be valuable to understand how travel restrictions 

during COVID-19 pandemic impacted CEE migrants’ abilities, routes and decision to seek 

healthcare in their CoO.  

Although some studies included information on CEE participants’ length of residency/years spent 

in the UK (52-55, 57, 58, 60, 63, 64) most made no explicit connection or analysis on what impact 

this had or may have had on the uptake of health services in the UK and CoO. Many of the 

participants across the studies had lived in the UK for several years.  It has been posited that 

integration tends to improve with the length of residence (71, 72), but it’s not currently known if 

greater integration and longer residency has any effect on the use of NHS services and 

transnational healthcare.  

Literature included in this review involved participants, which helps provide a deeper 

understanding of their experience with the healthcare system in the UK and how patient 

perspectives can strengthen findings and the way research is taken up in practice.  

 

Implications For Policy and Research 

CEE’s decision to use transnational healthcare stems from fundamental beliefs and expectations 

about healthcare. Factors such as NHS prescribing practices and duration of waiting times for 

specialist care are structural factors affecting all communities in the UK. Steps can however be 

taken to support and increase CEE migrants use of NHS services and to reduce the risk of 

potentially harmful consequences in utilising transnational healthcare. In 2021, Poland and 

Romania were the first and fifth, respectively, most common nationalities in the UK (3).  Measures 
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to increase the confidence and trust of these nationals in the NHS would support wider CEE 

migrant engagement with the UK.  

Currently, the NHS has a significant backlog of care (73). In the short-term, transnational 

healthcare utilisation by CEE migrants has the potential to reduce demand on the NHS. However, 

a reliance on transnational healthcare risks greater long-term challenges for the NHS. 

Transnational healthcare utilisation can contribute to and exacerbate informational discontinuity, 

through gaps in availability and recording of health information (74). CEEs’ health needs will likely 

increase and ability to travel decrease with age. Potentially un- or inadequately met health needs 

risk inequity, particularly in individuals with multiple comorbidities, complex care needs, or limited 

capacity. Targeted outreach towards CEE migrants could encourage uptake of healthcare 

services in the UK and facilitate sharing of health records, ensuring comprehensive care. 

Steps can be taken to overcome barriers to CEE engagement with the NHS. In the short term, 

facilitating post-Brexit work permit/visas requirements could support recruitment of staff with 

knowledge of CEE languages (75). The number, access, and range of digital and print resources 

in CEE languages could be widened, with greater use of co-design. A single central access point 

would support standardisation, increase quality, and reduce potential for confusion in accessing 

care, particularly for common ailments, which offers information and clear advice on accessing 

care through the NHS would help CEE migrants to find the correct route for healthcare and 

increase their understanding of what the NHS can offer. 

These provisions should be underpinned by improvements in data collection. At the point of health 

care delivery, CEE migrants are usually categorised in the NHS as “White – Any other White 

background” (76) with no further recording of ethnicity, culture, or language differences. This 

precludes the monitoring needs of this population in healthcare consultations. 

This review was also conducted at a snapshot in time and does not capture the most recent 

challenges CEEs faced living in the UK. As of 2021, EU Citizens moving to the UK are required 

to pay the immigration health surcharge to use NHS services (77). It is unclear whether or how 

the surcharge will influence CEE migrants’ engagement with NHS services and their decision to 

seek healthcare in their CoO. The COVID-19 pandemic led to travel restrictions and changes in 

NHS care delivery. Their impact on CEEs’ health and utilisation of NHS and transnational 

healthcare requires further exploration. The number of Ukrainians in the UK has increased 

significantly since 2022 (78). Given the cultural and linguistic similarities with some EU8 and EU2 

countries (79, 80), and emerging reports of transnational healthcare usage by Ukrainians in the 

UK (81), findings from review of CEE health may be of direct relevance to this community.  
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Strengths and Limitations 

This scoping review synthesises the available literature on healthcare utilisation of CEE migrants 

living in the UK. Strengths of this review include a systematic and comprehensive search, using 

eight databases. The findings are consistent with the previous reviews in that CEE migrants utilise 

transnational healthcare, either in conjunction to or as a replacement to the NHS, due to their 

expectations and experiences of services in the NHS. This review demonstrates CEE migrants’ 

experiences and drivers for utilising healthcare in their CoO and adds that maintaining 

transnational ties plays a role in these decisions.   

By using a scoping review methodology, a set number of databases were searched, which may 

have resulted in missing relevant studies. Fifteen articles were inaccessible, meaning that some 

potentially relevant publications were excluded. Given no identified published research 

specifically described CEEs’ experience in Wales or Northern Ireland, it is unclear whether the 

review findings are applicable to the devolved NHS care in these localities.  This review focussed 

on transnational healthcare use by CEE migrants, rather than their use of healthcare in the UK, 

although some of the included literature had a focus on general healthcare usage in the UK. 

Focussing on transnational healthcare utilisation by CEE migrants is not representative of the 

experiences of CEE migrants who utilise the NHS or private healthcare in the UK.  

We endeavoured to involve community members in the review process. Further research should 

seek to facilitate full participant engagement at all stages to ensure results are relevant to the 

people being reported on. 
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Conclusion 

This scoping review demonstrates that CEE migrants’ unmet cultural expectations of medical 

services, trust/distrust of the NHS, barriers to NHS service use, and transnational ties influence 

their ongoing utilisation of transnational healthcare. These push factors lead many CEE migrants 

in the UK seeking healthcare in their CoO, facilitated by ongoing personal transnational ties, either 

instead of or in addition to utilising NHS services. This duality risks fragmented care and health 

inequity. Improved data collection on service use and resources on navigating the NHS could 

improve understanding and access of the NHS services for CEE migrants in the UK. Further 

research is required to explore how Brexit, the COVID-19 pandemic and the conflict in Ukraine 

have influenced CEEs’ healthcare utilisation in the UK and transnationally.  
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