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A B S T R A C T   

Background: EU enlargement after 2004 was a major factor in increasing Eastern European migration to the UK. 
This population requires access to high quality public services generally, and ambulance services more specif-
ically. To understand how Eastern European migrants use ambulance care, this study explored the perceptions 
and experiences of ambulance staff and the Eastern European patients themselves. 
Methods: We undertook qualitative semi-structured interviews across Lincolnshire. Purposive and maximum 
variation sampling ensured that participants were knowledgeable about Eastern European patients’ use of 
ambulance care and were demographically diverse. Data were analysed using framework analysis. 
Results: There were interviews with 15 ambulance staff and 12 Eastern European patients. A staff interviewee 
problematised “Health Tourism”, which suggests that migrants deliberately exploit state-funded healthcare. 
However, most disagreed. Patient interviewees often undertook medical travel to access healthcare in response to 
perceived healthcare problems in the UK. Medical travel increased the likelihood of ambulance staff encoun-
tering foreign medication. Variable quality of, and access to, professional interpreters prompted patients to rely 
instead on informal interpreters. Patients did not register with GPs perhaps due to limited understanding of how 
the NHS worked. This led to inappropriate use of ambulance services. Recommendations for service delivery 
improvements included: Eastern European language information on how and when to use ambulance care; 
improving GP registration; and greater engagement between the ambulance service and Eastern European 
communities. 
Conclusions: Frequent medical travel can limit how Eastern Europeans acculturate to the NHS and anchor roots in 
the UK. Acculturation is about how migrant cultures adjust to the host country. This is not assimilation, where 
they dilute their cultural identity. Language and communication barriers, as well as inadequate availability and 
quality of interpreting services, can impede patient-staff dialogue in time-critical emergencies.   

Introduction 

There is a growing Eastern European population in the UK, which 
requires high quality health services, including ambulance care. 

The largest expansion of the European Union (EU) occurred in 2004 
with the accession of the former communist A8 countries (Czech Re-
public, Estonia, Hungary, Latvia, Lithuania, Poland, Slovakia and 

Slovenia) as well as Cyprus and Malta. Citizens of these new member 
states can now live and work anywhere within the EU (O’Brien and 
Tribe, 2014, Vargas-Silva and Walsh, 2020). Bulgaria and Romania (A2) 
joined with transitional arrangements from 2007. After Accession, many 
A8 and A2 citizens moved to the UK (Office for National Statistics ONS 
2017a). The significant Eastern European immigration largely drove the 
introduction of the 2010 Equality Act (Her Majesty’s Government, 
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2010), as well as policies covering NHS organisations, including 
ambulance services (NHS, 2012, NHS, 2013). 

Eastern Europeans in the UK experience shared barriers to access, 
positive experiences, and outcomes of health services. These include: 
limited understanding of the NHS (Madden, et al., 2017, Phung, et al., 
2020); dissatisfaction with GPs (;Phung et al., 2020); differing health 
expectations (Phung, et al., 2020, Madden, et al., 2014); travel related to 
medical need (Madden, et al., 2017; Phung, et al., 2020); language and 
cultural barriers (Phung, et al., 2020, Yakubu, et al., 2018). These bar-
riers can cause inappropriate use of health services, including the 
Emergency Department (ED) (Leaman, Rysdale, and Webber, 2006). 

Research evidence exists on minority ethnic and migrant groups’ use 
of prehospital care, as well as NHS use by Eastern European patients 
(Madden, et al., 2014, Collis, Stott and Ross, 2010 ; Tobi, Sheridan, and 
Lais, 2010, Patel, 2011, Health and Well-being Suffolk, 2015), but 
comparatively little on the latter’s use of ambulance care. This study 
aimed to fill this gap by exploring the experiences and perceptions of 
Eastern European patients and ambulance staff providing care to them. 

Conceptual framework 

Barriers to accessing, having a good experience and outcomes from, 
healthcare can arise due to incongruence between the characteristics of 
service users and providers (Levesque, Harris, and Russell, 2013; Rick-
etts and Goldsmith, 2005). Health policy sets the framework for service 
provision and delivery (Lundin, Hadziabdic, and Hjelm, 2018). How-
ever, access also depends upon patient satisfaction and their awareness 
of healthcare services (Ricketts and Goldsmith, 2005; Andersen, 1968, 
Saurman, 2015). 

The interaction between service providers and users evolves over 
time (Penchansky and Thomas, 1981, Frenk, 1992). Patient, provider 
and system level barriers (Scheppers, et al., 2006) mediate access to, 
experiences of and outcomes from, healthcare. Patient level barriers 
may include: geographical (Bhandari, et al., 2017); mobility; social 
networks; understanding and awareness of how and when to use 
healthcare services (Tobi, Sheridan, and Lais, 2010); and increasingly, 
digital literacy. 

Beyond the structural barriers associated with experiences of 
discrimination and othering, for migrants, these barriers are also shaped 
by their ability to acculturate (Fox, Thayer, and Wadhwa, 2017, Casta-
neda, et al., 2015) and anchor (Grzymala-Kazlowska, 2018) themselves 
in the host country. Acculturation is defined as “changes in beliefs, values, 
identity, or behaviours such as language, customs, diet, or social relationships 
that occur in minority culture individuals as a result of prolonged contact with 
the majority culture” (Fox, Thayer, and Wadhwa, 2017). Similar to 
acculturation is anchoring, which is “the process of searching for footholds 
that allow individuals to acquire socio-psychological stability and security 
and function effectively in a new or substantially changed life environment” 
(Grzymala-Kazlowska, 2018). 

Medical travel commonly refers to people travelling from their 
country of residence to another country to access medical treatment 
(Connell, 2013). Frequent medical travel to access medical care from a 
person’s country of origin can inhibit acculturation (Fox, Thayer, and 
Wadhwa, 2017, Castaneda, et al., 2015) or anchoring (Grzymala-Ka-
zlowska, 2018) by impeding command of the language and under-
standing of how to use healthcare services in the host country. These 
problems are compounded by lack of information about healthcare 
services in the relevant languages (Jayaweera, 2021). This could lead to 
under-use (Crede, Such, and Mason, 2017) or over-use (Leaman, Rys-
dale, and Webber, 2006) of services, including prehospital care. 

Each part of an individual’s identity confers varying disadvantage 
and privilege (Castaneda, et al., 2015; Gkiouleka, et al., 2018; Cren-
shaw, 1989). Individuals may be disadvantaged by socio-economic 
factors, such as low income, living in deprived areas, as well as other 
demographic factors, such as education, gender, age, etc (Marmot, 2010; 
Marmot, et al., 2020). 

The overarching philosophy of the study was Critical Realism (CR). 
This is because it examined the influence of ambulance service struc-
tures, mechanisms, policies, and protocols on how services are delivered 
by staff and received by Eastern European patients in Lincolnshire 
(Fletcher, 2017; Walker, 2017). 

Material and methods 

Study design 

We conducted qualitative semi-structured face-to-face interviews 
with ambulance staff in Lincolnshire, UK from April 2018-January 2019. 
We also undertook qualitative semi-structured interviews with Polish 
and Lithuanian users and non-users of the ambulance service in Lin-
colnshire between June 2019 and October 2020. 

Some patient interviews were individual face-to-face, while others 
were undertaken with couples. Interpreters were present for those with 
limited spoken English. Because of the Covid-19 pandemic, the last three 
interviews were undertaken by telephone (Torrentira Jr, 2020; Lobe, 
Morgan, and Hoffman, 2020; Rahman, et al., 2021). 

Setting 

Lincolnshire is a predominantly rural county in the UK East Midlands 
region that has experienced significant Eastern European migration 
since EU Accession in 2004 (Lincolnshire Research Observatory, 2013). 
In Lincolnshire, Polish and Lithuanian are the two most 
commonly-spoken foreign languages (Lincolnshire Research Observa-
tory, 2013). The staff interviews occurred at their workplace or home. 
The face-to-face patient interviews took place in homes or in public 
places, such as libraries or the university. 

Study participants and recruitment 

Ambulance staff participants were recruited through ambulance 
service advertising via posters in all Lincolnshire ambulance stations. 
VHP, as the interviewer, had contacts within the ambulance service. 
Participants who had attended to at least one Eastern European patient 
in Lincolnshire since October 2015 were purposively sampled (Palinkas, 
et al., 2015, Creswell and Plano Clark, 2011). Snowball sampling, 
through contacts with ambulance staff, supplemented participant 
recruitment (Bonevski, et al., 2014). Maximum variation sampling 
ensured a range of different ages, gender, locations, job roles and length 
of experience (Palinkas, et al., 2015). We did not pay staff participants, 
although they could include the interview on their Continuing Profes-
sional Development (CPD) portfolio. 

For the patient interviews, we purposively sampled (Silverman, 
2010) Polish and Lithuanian migrants in Lincolnshire, because they are 
the biggest Eastern European migrant groups in the county. We used a 
gatekeeper known to the research team to recruit. As with the staff in-
terviews, we adopted maximum variation sampling (Kim, Sefcik, and 
Bradway, 2017; Aspers and Corte, 2019) to interview Polish and Lith-
uanian patients in three locations with a large Eastern European popu-
lation (South, Centre and North), representing both genders and a range 
of age groups, as well as ambulance service users and non-users. To 
incentivise participation, we gave patients £10 of High Street vouchers. 

Ethical considerations 

After agreeing a date, time and location, all staff participants then 
received by post and email a consent form, demographic questionnaire, 
participant information sheet and interview schedule. The staff partic-
ipants had at least one week from receiving the study documentation to 
seek further clarification or withdraw from the study. Any information 
given was confidential. We anonymised all quotes to prevent identifi-
cation. Because some staff interviews took place on NHS premises, we 
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applied for, and received, ethical approval through the NHS Integrated 
Research Application System (IRAS). 

For the patient interviewees, we translated the above documentation 
into Polish or Lithuanian as appropriate. As with their staff counterparts, 
patient participants were given at least one week to seek clarification 
about any aspect of the study, including what their involvement would 
entail, or withdraw. Again, the documentation was sent via email and 
post. We also protected their rights to anonymity and confidentiality in 
the same way. None of the patient interviews took place on NHS pre-
mises. Therefore, instead, we applied for, and received, ethical approval 
from the Lincoln Ethics Application System (LEAS) at the University of 
Lincoln. 

At interview, staff and patient participants signed two copies of the 
consent form (one for them and one for us) and completed the de-
mographic questionnaire. This enabled us to monitor demographic 
profiles. 

Data collection and analysis 

VHP, an experienced male researcher with extensive interviewing 
experience, undertook the 15 staff interviews between March 2018 and 
January 2019. The 12 patient interviews took place between June 2019 
and October 2020. Interviews were, with the participants’ consent, 
digitally audio recorded. Interviews continued until data saturation, 
when subsequent interviews did not add any new themes (Saunders, 
et al., 2018, Fusch and Ness, 2015). Staff and patient interviews were 
semi-structured with topic guides providing an initial framework (Ap-
pendix A-C). With their inherently open-ended questions, 
semi-structured interviews enabled the participants to share their ex-
periences in their own words (Guest, MacQueen, and Namey, 2012; 
Smith, Flowers, and Larkin, 2009; Bowling, 2002). 

While the 15 staff interviews were conducted face-to-face and indi-
vidually, the patient interviews took place in multiple formats. As with 
the staff interviews, VHP undertook the patient interviews. Only two of 
the 12 patient interviews were individual face-to-face. The multiple 
formats for the patient studies may have influenced any comparisons 
with the staff interviews. One Lithuanian face-to-face interview involved 
a couple, as did one Polish interview. Three Lithuanian interviews 
required a face-to-face interpreter, while one required a telephone 
interpreter. Four Polish face-to-face interviews required an interpreter. 
In all instances, the interpreter was informal and were known to the 
participants. They were not part of the research team. One of the in-
terpreters was medically trained. 

We transcribed the interviews semi-non-verbatim. This was because 
while the quotes captured some of the limited English of the partici-
pants, they did not include pauses. VHP coded the interviews themati-
cally in NVivo 12 (QSR International, 2014) using Framework Analysis 
(FA) (Ritchie, 2003) by VHP. While some codes were deductive a priori, 
informed by a systematic scoping review (Phung, et al., 2020), we added 
inductive de novo codes where appropriate (Dixon-Woods, 2011). 

The analysis followed five steps consistent with FA (Ritchie and 
Spencer, 1994; Srivastava and Thompson, 2009). Firstly, familiarisation 
came primarily through the transcripts and contemporaneous 
hand-written notes. Subsequently, we transcribed the interviews 
non-verbatim. 

After familiarisation, we then constructed a thematic framework. A 
systematic scoping review (Phung, et al., 2020) informed the key a priori 
themes, which guided the interviews (Srivastava and Thompson, 2009). 
The de novo codes related mainly to perceptions of stereotyping and 
recommendations for service delivery improvements (Dixon-Woods, 
2011). 

Subsequent indexing identified the quotes from each transcript cor-
responding to particular themes using NVivo 12. Finally, we interpreted 
the data by producing an initial codebook. These themes were refined 
through subsequent discussions with other members of the research 
team. 

Results 

Maximum variation sampling ensured that the 15 staff interviewees 
covered a range of ages, genders, job roles, lengths of service, locations 
based, etc. (Table 1). The Duty Operations Manager was also a trained 
paramedic. Of the 15 participants, two were Eastern European, while the 
rest were British. 

The 12 patient interviewees included participants of Polish and 
Lithuanian nationality, spread evenly across all three interview sites in 
Lincolnshire (Table 2). All interviewees were of working age and all but 
one had lived in the UK for at least five years. Three were non-users, who 
were compared with ambulance service users. Eight patient interviews 
had an interpreter present. This largely explained why patient in-
terviews were, generally, longer than staff interviews (Table 3). 

The main interview themes common to both staff and patient in-
terviews were: challenging stereotypes; language and communication 
barriers; and medical travel. For comparative purposes, we also ana-
lysed why Eastern Europeans did not use the ambulance service. The 
staff and patient themes are summarised in thematic maps (Appendix D- 
E). 

Challenging stereotypes 

Ambulance staff mostly challenged the hostile Eastern European 
media stereotypes (Shahvisi, 2019, Eberl, et al., 2018, Schweyher, et al., 
2019), although one mentioned “health tourism”, which suggests that 
migrants deliberately exploit state-funded health services (Wadsworth, 
2013). This is different to medical travel, where people travel from their 
country of residence to another country to access medical treatment 
(Connell, 2013). Staff interviewees generally felt that Eastern Europeans 
did not burden public services and generally worked hard, with many 
being underpaid and overqualified (Office for National Statistics ONS 
2017c; Office for National Statistics ONS 2017b). They also felt that 
Eastern Europeans were no more prone to antisocial behaviour than any 
other group. 

“He’s come to the UK and phoned an ambulance within 24 hours of 
being here for a condition that … the doctors believe he would have 

Table 1 
Profile of ambulance staff interviewees.   

Number Percent 

Age (years) 
25-34 3 20 
35-44 6 40 
45-54 5 33 
55-64 1 7 
Gender 
Male 13 87 
Female 2 13 
Job role 
Paramedic 10 67 
Emergency Medical Technician (EMT) 2 13 
Duty Operations Manager 1 7 
Paramedic mentor 1 7 
First Response Vehicle (FRV) paramedic 1 7 
Length of service (years) 
Less than five 4 27 
Between five and 10 3 20 
More than 10 8 53 
Attendances to Eastern Europeans since October 2015 
Less than five 3 20 
At least five 12 80 
Location base 
Boston 2 13 
Bourne 4 27 
Bracebridge Heath 5 33 
Market Rasen 1 7 
Scunthorpe 1 7 
Spalding 2 13  
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known about for a few years beforehand. Again, this is somebody in 
their late 30s, early 40s, and cirrhosis of the liver is almost always 
caused by some sort of alcohol abuse. In the NHS, you get that treated 
for free…. Health tourism.” Staff interview 4 (British, female, 25-34). 

“…the amount of people I see up and about in the early hours of the 
morning on minibuses, walking to work, biking to work. They’re not 
the people I’m going to that have been drinking, that have been 
fighting.” Staff interview 5 (British, male, 25-34, attended to more 
than five incidents involving Eastern Europeans since October 2015). 

“I looked after a group of students from Europe a good number of 
years ago and they were coming here and they were cropping flowers 
and soft fruit and so on. They were trying to be doctors, engineers.” 
Staff interview 13 (British, male, 45-54). 

Patient participants also robustly challenged the predominantly 
negative media coverage about Eastern Europeans. They wanted to 
contribute more to the UK but also wanted fair treatment.. 

“I don’t pay anything there, for Lithuania. I don’t contribute to it. I 
contribute over here. My husband as well, and we do all this treat-
ment and tests. So this is not fair from our…then they say that mi-
grants come and say, ‘because of that lot of queues for English people 
because of us’. But we work. And we then spend for Lithuania, 
because we can’t get proper treatment here.” Interpreter (Lithua-
nian, female, 45-54, ambulance user, South Lincolnshire) in patient 
interview 3 (Lithuanian, female, 25-34, ambulance user, South 
Lincolnshire). 

Language and communication 

Staff and patients agreed that language barriers could impede 
communication in a fast-moving, potentially life-threatening emer-
gency. Interpreting provision could help with diagnosis and treatment in 
such situations. As medical terminology is more complex, both groups 
agreed that medically trained professional interpreters or more ambu-
lance staff who can speak the relevant languages would help. 

“Yeah and the patient might give an answer which would prompt us 
to give another question but because that person might not be 
medically trained they might not ask that question that we think is 
quite relevant. Yeah maybe having somebody who translated and 
had a medical background.” Staff interview 4 (British, female, 25- 
34). 

“Medically trained one, yeah? 
Probably yeah, because, you know, you need to understand what 
going to happen with you I know that. Not just translator.” Patient 
interview 12 (Lithuanian, male, 25-34, non-ambulance user, Central 
Lincolnshire). 

One staff interviewee was deterred from using Language Line 
because, at the time of the interviews, it was a premium rate service on 
an 0845 number. However, there has been progress on the cost of 
Language Line since it has transitioned from a premium rate 0845 ser-
vice then to a free 0800 service now (Whitley, 2022). East Midlands 
Ambulance Service (EMAS) now pays for Language Line. Therefore, 
there is no upfront cost to ambulance staff (Whitley, 2022). The cost 
incurred varies depending on the language used (Spaight, 2022). 

“As I say, I’ve used them in the past and the other issue is it’s nor-
mally premium number.” Staff interview 7 (Eastern European, male, 
35-44). 

Some staff interviewees expressed concerns about using informal 
interpreters, especially children, to convey potentially sensitive medical 
information. Patient interviewees preferred to use informal interpreters. 

“…relatives or friends or colleagues. Not…from a confidentiality 
perspective, is it fair for me to ask if I’ve got a 16 year-old patient, is 
it fair for me to ask her parents? ... Or if there’s a risk of pregnancy? 
What are the chances that I might get a skewed answer because of 
who I’m asking the question through?” Staff interview 5 (British, 
male, 25-34). 

“Yeah, they bring the husband out, and after the examination, they 
said if she doesn’t understand, the husband will translate.” Inter-
preter (Polish, male, 35-44, medical professional, North Lincoln-
shire) in patient interview 5 (Polish, female, 25-34, ambulance user, 
North Lincolnshire). 

Some patients recommended better technology for translation in the 
ambulance service. This could include the option to choose the language 
to translate what call handlers were saying. Patients felt that because 
smartphones were widely used, translation apps could do this. Staff and 

Table 2 
Profile of patient interviewees.   

Number Percent 

Gender 
Male 4 33.3 
Female 8 66.7 
Location 
North 4 33.3 
Central 4 33.3 
South 4 33.3 
Nationality 
Polish 7 58.3 
Lithuanian 5 41.7 
Age (years) 
18-24 1 8.3 
25-34 4 33.3 
35-44 3 25.0 
45-54 1 8.3 
55-64 3 25.0 
Lived in UK (years) 
Less than one 0 0 
More than one and less than five 1 8.3 
More than five and less than 10 5 41.7 
More than 10 and less than 15 6 50.0 
Lived in Lincolnshire (years) 
Less than one 0 0.0 
More than one and less than five 2 16.7 
More than five and less than 10 5 41.7 
More than 10 and less than 15 5 41.7 
How often used ambulance service since October 2015 
None 3 25.0 
Once 3 25.0 
2-4 times 3 25.0 
At least five 3 25.0  

Table 3 
Length of staff and patient interviews.  

Interview Staff interviews Patient interviews 

Hours Minutes Seconds Hours Minutes Seconds 

1 0 56 30 1 36 31 
2 0 40 20 1 28 22 
3 1 12 19 1 39 52 
4 0 54 25 2 29 20 
5 1 05 44 1 06 15 
6 1 03 10 1 18 23 
7 0 46 33 1 21 21 
8 1 03 51 1 19 05 
9 1 07 35 0 47 59 
10 0 59 34 1 19 49 
11 0 58 59 0 37 53 
12 0 55 24 0 52 51 
13 1 30 36  
14 0 55 24 
15 1 08 25 
Total 14 56 09 15 57 06 
Average 0 59 45 1 19 48  

V.-H. Phung et al.                                                                                                                                                                                                                               



Journal of Migration and Health 6 (2022) 100133

5

patients both suggested having multi-lingual written communication 
explaining how to use ambulance or other NHS services. 

“But the majority of our frontline staff don’t have a work-issued 
communication device. But they do have the Getacs [a hand held 
device storing patient and incident details]. Now if that was capable. 
I don’t know if it, but if that was capable of some kind of translation 
software, that would be potentially spot-on.” Staff interview 6 
(British, male, 35-44). 

“So perhaps, if there was a means of having those [patient care 
leaflets] in different languages to be able to give to Eastern European 
patients because I’ve left Eastern European patients at home because 
they haven’t necessitated ED care…They may read it. They may not. 
But if they did, it may perhaps then allow them to self-help them-
selves, self-medicate, particularly in relation to things like paracet-
amol, which would then free up time for the ambulance service.” 
Staff interview 11 (British, male, 45-54). 

“There’s so many apps, which can translate for you. Google Trans-
lator, you can choose any language to translate into English or any 
language you want. Everyone has smartphone now.” Patient inter-
view 12 (Lithuanian, male, 25-34, non-ambulance user, Central 
Lincolnshire). 

Medical travel 

Some ambulance staff felt that medical travel complicated how they 
delivered prehospital care. Frequent medical travel among Eastern Eu-
ropeans made it more common for them to encounter foreign medica-
tions on-scene. This was more likely for people not registered with a GP. 
That there is no central database to translate foreign medication into UK 
equivalents heightened the challenge further. 

“So yeah, that’s a big issue. ‘cause we can’t understand their medi-
cation that they take and the affect the care we give.” Staff interview 
13 (British, male, 45-54). 

“You’ll often come across Eastern Europeans. Depends what you 
consider to be Eastern Europeans: Latvians, Lithuanians, Poles, 
Czechs, that aren’t registered with GPs and you’ve got to sort of get 
them to understand, which with the language makes it awkward that 
they need to be with a GP if they are going to stay here and sort out 
their problems like this.” Staff interview 14 (British, male, 45-54). 

“If all nationalities… if it’s something like a national database, which 
can be accessed through some link. That might help, yeah. One can 
type that and flush out in English what it is, yeah, yeah.” Staff 
interview 7 (Eastern European, male, 35-44). 

By contrast, patients undertook medical travel to overcome 
perceived problems in the NHS. They were used to having Emergency 
Physicians on ambulances, who could prescribe them painkillers. 
However, the default position of the ambulance service was not to give 
them antibiotics. They were also dissatisfied with paracetamol seem-
ingly being the default painkiller prescribed by the ambulance service. 
Patients also perceived the medication to be cheaper back in their 
homeland. 

“…they expect the antibiotics in this country despite us trying to 
avoid you using them where it’s not appropriate. We, the expecta-
tions is that we’re gonna give them antibiotics.” Staff interview 13 
(British, male, 45-54). 

“So it’s…and yeah…you’re right, they do go back and they do collect 
their own medication because it’s cheaper.” Staff interview 2 
(British, male, 55-64,). 

“Exactly, now but when we came, we were making jokes that para-
cetamol in this country can cure even cancer!” Patient interview 10 

(Lithuanian, male, 55-64, non-ambulance user, Central 
Lincolnshire). 

Dissatisfaction with longer waiting times in the UK, limited avail-
ability of antibiotics, as well as the competency and duty of care among 
NHS staff, also drove medical travel. Cheap flights facilitated their 
ability to travel back to their homeland for medication. 

“She says, ‘you can ring in Poland with every problem.’ With every 
problems, but in Poland also, we’ve got the doctors in the ambu-
lances, and the doctor can tell you, you know…of course if it’s 
nothing, they can give you some injection, you know, and leave you 
at home.” Interpreter (Polish, male, 35-44, medical professional, 
North Lincolnshire) in patient interview 5 (Polish, female, 25-34, 
ambulance user, North Lincolnshire). 

“We come back. From Lithuania, we have always our reserves. We go 
to our friends, ‘do you have antibiotics?’ ‘Yes I do’ Because from En-
glish doctors, we can’t get or they don’t think that they need 
everything that we need. So we treat our families ourselves and I 
think that we’re better doctors, to be honest.” Patient interview 4 
(Lithuanian, female, 45-54, ambulance user, South Lincolnshire). 

Why not use the ambulance service? 

To be inclusive, we examined the experiences of non-users of the 
ambulance. The main reasons given for not using the ambulance service 
centred on convenience, understanding that the situation was not 
serious enough to warrant an ambulance response. One patient did not 
call an ambulance because they preferred face-to-face contact in 
hospital. 

Patient: “Or if she tripped that badly that her [] would be in danger. 
Something that I could actually help her more by taking her than…” 
Interviewer: “Because you made a judgement that it was bad but it 
wasn’t like, really bad.” 
Patient: “Bad, bad but could be, could be worse.” Patient interview 9 
(Polish, female, 35-44, non-ambulance user, NHS employee, Central 
Lincolnshire). 

“I asked, ‘when you no have ambulance, she still fit, it’s my wife, you 
know, keeping my daughter in her hands.’ We go straight away hospital. 
They ring to hospital. We come. When we come to emergency, they 
know everything, wait for us. So it’s for me, you know, I no live very 
from hospital. It’s six minutes, so it’s easy for me.” Patient interview 
8 (Polish, male, 35-44, ambulance user, North Lincolnshire). 

“…then go from there because then you’re talking eye-to-eye. You 
could explain. You could show what’s wrong with you. If you’re 
going to ring the ambulance, you don’t what to say and if they’re 
going to be quick. In English, you’re probably not going to under-
stand them at all, you know.” Patient interview 12 (Lithuanian, male, 
25-34, non-ambulance user, Central Lincolnshire). 

Sometimes, patients with limited English were anxious about having 
to talk to call handlers. Even when there was no language barrier, some 
patients felt that the questions were not focused on their condition. This 
subsequently deterred patients from using the ambulance even if they, 
perhaps, needed it. 

“‘Sorry, can you help me, M?’ ‘Can we go to bank together?’ You know I 
say, ‘how long you here?’ ‘12 years’. ‘Oh sorry’. I say, for example, we 
talking about this accident or something like that, I say ‘How you call 
the ambulance?’ ‘Ambulance?, No, we go Emergency’ ‘We never call 
ambulance’ ‘We go Emergency, we not using ambulance.’” Patient 
interview 8 (Polish, male, 35-44, ambulance user, North 
Lincolnshire). 
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“I probably never ring one. Because like I said, when we first came, 
we didn’t speak very well in English.” Patient interview 12 (Lithu-
anian, male, 25-34, non-ambulance user, Central Lincolnshire).  

Interviewee: “I know that they have to follow, like a script.” 
Interviewer: “Yeah.” 
Interviewee: “So some of the questions, you know, are completely 
not ‘are her lips dry?’” 
Interviewer: “Yeah.” 
Interviewee: “Or something like that. We’re talking like ‘why are you 
asking me?’” [laughs]. 
Interviewer: “Yeah.” 
Interviewee: “So sometimes I’m guessing that that can be for people a 
bit they don’t why they asking those questions.” Patient interview 11 
(Lithuanian, female, 25-34, non-ambulance user, Central 
Lincolnshire). 

Discussion 

Main findings 

Staff interviewees mostly challenged media stereotypes about anti-
social behaviour among Eastern Europeans. Patient interviewees 
perceived unfairness and unequal treatment towards them from health 
service providers, including ambulance services. They felt this was 
partly because they were Eastern Europeans living in the post-Brexit UK. 

Limited English sometimes compounded a lack of understanding of 
how the NHS worked. Variable provision and quality of interpreting 
services reinforced this disadvantage. 

Patients often maintained links with their homeland through medical 
travel, which may have inhibited their ability to acculturate or anchor 
roots in the host country. This may have impeded their ability to navi-
gate the NHS. Medical travel also posed challenges for ambulance staff 
when encountering foreign medication. 

Some patients did not use the ambulance service because they were 
anxious about conversing with call handlers. Some felt that call han-
dlers’ questions were not focused. Others felt that their situation was not 
serious enough to warrant an ambulance response. One patient 
preferred to explain face-to-face at the hospital. 

Relationship to previous research 

Challenging stereotypes 
Lincolnshire’s large rural agricultural and service sectors attracted 

significant Eastern European migration following EU Accession. Hostile 
media coverage portrayed this increased migration as a burden on 
public services (Shahvisi, 2019; Eberl, et al., 2018; Schweyher, et al., 
2019). 

Ambulance staff interviewees encountered Eastern European mi-
grants working in challenging jobs for which they were overqualified 
(Office for National Statistics ONS 2017c; Office for National Statistics 
ONS 2017b), getting up early to go to work, and not burdening Accident 
and Emergency (A&E) departments (Shahvisi, 2019; Oliver, 2018). Pa-
tient interviewees also robustly challenged negative media stereotypes. 

The lack of clarity about post-Brexit entitlements in the UK and the 
Hostile Environment contributed to feelings of unequal treatment. This 
is despite the 2010 Equality Act (Her Majesty’s Government, 2010) and 
the Equality Delivery System in the NHS (NHS, 2012; NHS, 2013). 

Using the Andersen definition from 2014, access means “getting the 
right healthcare services at the right time” (Andersen and Davidson, 2014). 
Some patients perceived unequal treatment, in terms of discrimination 
on nationality grounds rather than equity. This suggests that they were 
not accessing healthcare in a way that met their needs and were 
dissatisfied with services (Penchansky and Thomas, 1981). 

Despite the small impact of “health tourism” (Oliver, 2018), Hostile 
Environment policies (Shahvisi, 2019; Burrell and Schweyher, 2019) 
identified it as a problem and restricted access to local services, 
including ambulance care, to which some migrants were entitled. 

Language and communication 
Limited language competency and understanding of the healthcare 

system, as well as limited awareness of free NHS interpreting provision 
(Saurman, 2015; Blay, et al., 2018), were individual level barriers to 
accessing healthcare. Insufficient information in relevant languages as 
well as variable quality and availability of interpreting services were 
provider and system level barriers that mediated access (Scheppers, 
et al., 2006). 

Variable quality and provision of interpreting services (Jayaweera, 
2021; Straiton and Myhre, 2017) poses challenges for both ambulance 
staff and the patients. Limited access to interpreters may be because of 
limited availability (Gerrish, et al., 2004; Gill, et al., 2009), awareness 
(Saurman, 2015), accessibility (Penchansky and Thomas, 1981) or a 
combination of all three. 

Medical travel 
Eastern European migrants, perhaps through push factors, such as 

limited availability of painkillers, longer waiting times, dissatisfaction 
with healthcare staff (Madden, et al., 2017;, Madden, et al., 2014; Osi-
povic, 2013), often returned home for medication and/or treatment. 
Low-cost travel facilitated this. Medical travel also suggested an uneasy 
fit between healthcare service providers and Eastern European patients. 

When Eastern European migrants undertook medical travel, they 
used their lay referral network (Freidson, 1960) to access healthcare 
services in their home country and language. They often combined this 
with visits to family and friends (Main, 2014; Sime, 2014; Horsfall, 
2019). 

Frequent medical travel can inhibit their ability to acculturate (Fox, 
Thayer, and Wadhwa, 2017) and anchor roots in the host country 
(Grzymala-Kazlowska, 2018). Acculturation is about how migrant 
communities adjust to the host country (Fox, Thayer, and Wadhwa, 
2017). It is not assimilation, wherethey suppress their cultural identity 
to adopt the cultural norms of the host country (Wen, 2019).This also 
impedes their ability to understand and navigate the healthcare system 
in the host country. 

Not using the ambulance service 
Not using an ambulance was not always due to a limited under-

standing. A good understanding of the healthcare system, as well as 
language competence can facilitate appropriate use of healthcare ser-
vices. This sometimes meant bypassing the ambulance service. 

Some patient interviewees felt that some questions from call han-
dlers was unfocused and not relevant to their condition. Call handlers 
could perhaps focus their questions more to the patient’s condition, but 
there are standard questions that they are required to ask in order to 
triage (Yorkshire Ambulance Service (YAS), 2021; West Midlands 
Ambulance Service (WMAS) University NHS Foundation Trust, 2021). 

Strengths and limitations 

Among staff interviewees, there was a clear gender imbalance. This 
may have influenced the nature of the findings. On the patient side, we 
sampled the largest Eastern European communities in Lincolnshire, at 
the expense of smaller ones. Salient issues in this study, based as it is in a 
predominantly rural county, may not be as relevant in different types of 
locations. 

Implications for research, policy, and practice 

Future studies could supplement the views of frontline ambulance 
staff with control room staff, CFRs, service providers and policy-makers, 
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and healthcare interpreters to provide a more holistic ambulance service 
experience of attending to Eastern European migrants. Incorporating 
these primary care staff perspectives would link the perspectives of staff 
from primary care to those in pre-hospital care and those working in the 
ED to cover all aspects of the patient journey. 

To achieve a broader patient perspective, perhaps PPI representa-
tives could have been interviewed, since they advocate for patients. 
Similarly, community organisations, with their understanding of na-
tionality or migrant groups, could be included in future research. 

EU nationals living in the UK before 31 December 2020, had to apply 
for settled status to continue to access free healthcare, including 
ambulance services. There were concerns about the difficulty in getting 
applications processed (Clay, Denselow, and Gripper, 2019; O’Carroll, 
2018; Sumption and Fernandez-Reino, 2020). Consequently, some 
Eastern Europeans who would have been eligible for free healthcare, 
may not be in future. 

Information in Eastern European languages, can also be distributed 
to community hubs, for example, community centres, libraries, or 
churches. (Osipovic, 2013). The ambulance service can also engage 
Eastern European communities face-to-face through public meetings or 
through traditional and social media. 

Raising awareness of interpreting services would also help patients 
make informed healthcare decisions (Saurman, 2015). Revising pro-
tocols to allow medically trained Eastern European ambulance staff to 
undertake interpretation in emergencies could facilitate this. 

Conclusion 

Language and communication barriers can impede patient-staff 
dialogue in time-critical emergencies. While staff preferred to use pro-
fessional interpreters to overcome language barriers, patients preferred 
informal interpreters, which may contravene ambulance service guide-
lines. There also needs to be information about how the NHS works in 
the relevant languages. 

Frequent medical travel increases the likelihood that ambulance staff 
will encounter foreign medication. This can complicate their ability to 
deliver prehospital care. Medical travel also limits patients’ ability to 
acculturate, anchor, and navigate their way around the NHS. 

This may, in turn, lead to differences between their expectations and 
experiences of the ambulance service for Eastern European patients. 
Limited understanding of how the NHS works may sometimes lead to 
them using the ambulance service for primary care conditions. 
Improving GP registration could therefore reduce inappropriate use of 
ambulance services. 
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