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Unmet healthcare needs in Southeastern 
Europe: a systematic review

Ivan Maslyankov

Abstract
Objectives: This study sought to systematically review the existing literature on self-reported unmet healthcare needs 
in Southeastern Europe.
Methods: A systematic literature review of quantitative evidence in English and Bulgarian was performed in July 
2023 using the following databases: Medline, Embase and EconLit. Publications were only included if they used self-
reported unmet healthcare needs as an indicator of access to healthcare, concerned people living in Albania, Bosnia and 
Herzegovina, Bulgaria, Greece, Kosovo, Montenegro, Serbia, North Macedonia or Romania and if they were published 
after 2003. Quality assessment of the included publications was performed using the Appraisal tool for Cross-Sectional 
Studies (AXIS) tool.
Results: Twenty-three publications of varying quality were included in the review. Significantly more evidence was 
available for Greece, Bulgaria and Romania than for the rest of the region. Data collected through Pan-European surveys 
were commonly used, but almost half of the studies were only descriptive. Generally, the prevalence of unmet healthcare 
needs has decreased over the years. Unmet healthcare needs were higher among people of lower socioeconomic and 
educational status, ethnic minorities and migrants and high cost was consistently identified as the primary barrier to 
accessing healthcare.
Conclusion: Unmet healthcare needs are more prevalent among already disadvantaged societal groups. A trend of a 
declining prevalence of unmet needs has been observed, but it is more notable in the more socioeconomically developed 
countries. Improving financial protection should be a priority for the healthcare systems.

Plain Language Summary 
Unmet healthcare needs in Southeastern Europe
A person is very good at identifying when their health needs are met. So, using self-reported unmet need is very 
useful when studying access to healthcare. This study looked at all of the existing literature on self-reported unmet 
healthcare needs of people living in Southeastern Europe – Albania, Bosnia and Herzegovina, Bulgaria, Greece, 
Kosovo, Montenegro, Serbia, North Macedonia and Romania. A study had to be in English or Bulgarian and containing 
numerical data in order to be included. Studies were picked from three academic databases (Medline, Embase and 
EconLit) in July 2023.

Not a lot of evidence on unmet healthcare needs in Southeastern Europe was available. Only 23 studies were 
included in the review, and among those, the quality was variable. A lot more evidence was present for Greece, Bulgaria 
and Romania than for the other countries. Most of the studies used data from Pan-European surveys, but more than 
half of them did not analyse them. A general trend that emerged was that unmet healthcare needs have decreased over 
the years. However, they were found to still be higher among people who are poorer or less educated, migrants or 
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Introduction

Achieving universal health coverage is a key objective of 
most healthcare systems in the world. Access to healthcare 
is a fundamental aspect of universal health coverage and is 
recognised at the highest level by the United Nations, 
World Health Organisation and European Union (EU).1-3 
Unfortunately, in virtually every country barriers to access 
remain. This warrants the study of those barriers in order 
to identify and be able to target those societal groups, 
which are unable to benefit from what is otherwise consid-
ered to be essential for welfare.

However, measuring (barriers to) access to healthcare 
is no easy task. One approach has been to use indicators 
of healthcare or service utilisation. These can be observ-
able characteristics of the population, such as measures 
of ill-health or disease prevalence, or of the system, such 
as physician visit or vaccination rates. This approach pro-
vides a relatively narrow view as it does not take account 
of the appropriateness, acceptability, effectiveness and 
cost-effectiveness of care.4 Others have also demon-
strated that utilisation-based methods can find inequity 
where there is none.5 An alternative approach is to study 
the level of alignment between supply and need. In the 
vast majority of cases, researchers do this by studying 
unmet healthcare needs. Here, again, different approaches 
exist. Proxies for how well needs are met, such as referral 
waiting times, can be used and are often very informative 
for specific policy questions. Another approach is to 
directly measure either ‘clinical’ or ‘subjective’ unmet 
healthcare needs. Clinical unmet need is assessed by an 
appropriate person (usually a clinician) and is based on 
guidelines/best practices so could be seen as objective, 
but it is specific to a narrow set of conditions and ser-
vices.6 Subjective unmet need is self-reported and con-
cerns exist that such data could capture respondents’ 
perceptions not based on actual need (either because the 
need would not be clinically validated, addressing the 
need would not be clinically recommended or there 
would be no capacity to benefit). Recall bias might also 
present as an issue, as well as the fact that such data only 
capture realised unmet need, thus excluding all cases 
when a person is not aware of their unmet needs. In addi-
tion, because of methodological differences data from 
surveys are difficult to compare, both between countries 
(even if collected within the same survey) and between 
surveys.7,8 However, some notable advantages exist. 

Self-reported data do not rely on actual use of healthcare 
services (as is the case with utilisation-based access 
measures), they are easy to collect through surveys and it 
has been argued that individuals are best suited to judge 
their health status,9 and hence the presence of unattended 
needs.10 Therefore, the use of self-reported unmet health-
care need data has been extensive.

Most of the research utilizing unmet healthcare needs 
has been conducted in high- or middle-income countries 
and has explored the relationships between unmet needs 
and health, socioeconomic and demographic characteris-
tics. Broadly, there is consensus that worse self-perceived 
health, being female, an immigrant or unemployed, hav-
ing a disability or chronic conditions, lower educational 
status and rural residence are factors, associated with 
higher unmet needs.6,11-20 No two studies have used the 
exact same datasets or explanatory variables, which lim-
its comparability. Some cross-national studies have 
shown that with regard to system characteristics, unmet 
needs tend to be higher in countries with larger-income 
inequalities18 and in countries where out-of-pocket 
(OOP) payments represent a higher proportion of total 
health expenditure.21

One region for which there is insufficient research is 
Southeastern Europe. By most definitions, the region fully 
encompasses Albania, Bosnia and Herzegovina, Bulgaria, 
Montenegro, Serbia and North Macedonia. For various 
reasons, Croatia, Greece, Kosovo, Romania, Slovenia and 
Turkey are only sometimes included. This study follows a 
geopolitical rather than a geographical definition, thus 
including Greece, Kosovo and Romania, but excluding 
Croatia, Slovenia and Turkey. All references to Kosovo in 
this text should be understood in compliance with UN 
Security Council Resolution 1244. Southeastern European 
countries have many important similarities as a result of 
their location and historical background. Most carry the 
legacy of the planned economy and substantial state 
involvement in the healthcare system, as well as signifi-
cant differences in how users perceive the interaction with 
the healthcare system when compared to Western counter-
parts.22-25 All countries have also seen periods of profound 
health reforms in the past few decades.24,26-28 As a result, 
their healthcare systems are now much more market-ori-
ented and health outcomes have significantly improved, 
but are yet to converge with Western European aver-
ages.29-31 It has to be noted, however, that the countries 

from ethnic minorities. Also, people most often said that high costs are the biggest issue when accessing healthcare. 
This means that the healthcare systems in those countries should become more protective of these groups of society.
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within Southeastern Europe also differ considerably, often 
in ways important to healthcare. As a basic example, in 
2022 Albania’s per capita gross domestic product (GDP) 
was €16,740, whereas Greece’s was twice that, at €33,200 
(values at purchasing power parity).

Aim and objective

This study aimed to investigate the performance of the 
health systems of Southeastern European countries in 
terms of access to healthcare by systematically reviewing 
the existing literature on self-reported unmet healthcare 
needs in the region.

Methods

Literature searches

A systematic review was conducted in order to identify 
and describe the existing literature on unmet healthcare 
needs in Southeastern Europe. Comprehensive literature 
searches were conducted in July 2023 in the following 
databases: (1) Medline, (2) Embase and (3) EconLit. No 
date, language or study design restrictions were applied 
during the searches. Details of the search strategy are 
presented in Supplementary Appendix 1. Briefly, relevant 
papers were identified by combining two topics with the 
‘AND’ operator. The first topic was the region of interest, 
that is, Southeastern Europe, as previously defined. The 
second topic was the phenomenon of interest, that is, 
unmet healthcare needs. Various combinations of key-
words, including synonyms and plural forms, were used. 
The search phrase did not include MeSH terms. Further 
searches were conducted by reviewing the results of the 
first five pages in the Google search engine when using 
the term ‘unmet healthcare needs’ and each country of 
interest. This strategy was replicated in Bulgarian with 
additional variations of the keywords. Finally, other eligi-
ble studies were identified from the references of relevant 
papers.

Inclusion and exclusion criteria

The inclusion criteria were a report or an original article of 
quantitative study design, which used self-reported unmet 
healthcare needs as an indicator of access to healthcare and 
reported on unmet needs in a country in Southeastern 
Europe. Articles pertaining to a specific disease (e.g. peo-
ple with HIV/AIDS) or ethnic group (e.g. Roma people) 
were included. Studies were excluded if they were qualita-
tive, letters, case series, reviews, commentaries or editori-
als, published before 2003 or in any language other than 
English or Bulgarian. Studies concerned with people liv-
ing in Croatia, Slovenia or Turkey were also excluded, as 
well as studies that alluded to unmet healthcare needs 

where a treatment gap exist (i.e. where there is no capacity 
to benefit). Following the inclusion and exclusion criteria 
screening was performed in EPPI Reviewer 5 (EPPI 
Centre, University College London). The tool allowed for 
automatic deduplication. During an initial screening, all 
titles and abstracts were reviewed and each study’s eligi-
bility for subsequent full-text screening was determined. 
Only the studies deemed eligible after full-text screening 
were included in the review. The screening and inclusion/
exclusion decision-making were not cross-checked.

Quality assessment and data extraction

The Appraisal tool for Cross-Sectional Studies (AXIS) 
was used for quality assessment of the included studies. 
A numeric (aggregate) score was not assigned to each 
study and those of particularly bad quality were not 
excluded. The decisions about quality were based on a 
holistic overview of the performance of each study. The 
trends in study quality were narratively synthesised and 
the quality assessment results were used to aid the inter-
pretation of other results in the review. A data extraction 
form was used to collect the following: first author’s last 
name and publication year, study country, study popula-
tion, data source, survey period/year, sampling strategy, 
sample size, unadjusted prevalence of unmet healthcare 
needs, any adjustment methods (and if yes, explanatory 
variables and significant predictors of unmet healthcare 
needs), links to important events and any other relevant 
findings. The measure of the unadjusted prevalence was 
the proportion of people presenting unmet needs; signifi-
cant predictors were those which statistically signifi-
cantly increased the probability or the odds of 
experiencing unmet need. A blank data extraction form is 
presented in Supplementary Appendix 2. Selected study 
characteristics were tabulated. Key themes and outcomes 
across each country were identified and summarised. 
Quantitative synthesis methods were not used. The 
updated Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) guidelines for 
reporting were followed (Supplementary Appendix 5).

Results

The database searches identified 346 records, reduced to 
313 following deduplication. After screening on title and 
abstract, 39 records were eligible for the full-text screen-
ing phase, following which 23 were retained and included 
in the systematic review. The study selection process is 
presented graphically in Figure 1. The included publica-
tions reported on unmet healthcare needs as early as 2004 
and up to 2023.

By far the most evidence on unmet healthcare needs in 
Southeastern Europe came from Greece, which was 
included in 10 studies,20,21,32-39 followed by Bulgaria with 
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7.21,40-45 Romania was included in six publications,21,35,44-47 
whereas Serbia and Albania in three each;45,48-51 North 
Macedonia in two45,52 and finally, Bosnia and Herzegovina 
and Montenegro in one study only.45 No studies concern-
ing Kosovo were identified. The study characteristics are 
presented in Supplementary Appendix 3. In summary, 19 
of the records were original research articles, whereas the 
rest were reports by the WHO Regional Office for Europe, 
published as part of the series ‘Can people afford to pay for 
healthcare?’. The majority of the studies (65%) were con-
cerned with the country’s population as a whole, but a few 
investigated unmet needs in specific subpopulations, for 
example, migrants (Table 1).

Data collected routinely as part of Pan-European sur-
veys were commonly used, especially data from the 
European Statistics on Income and Living Conditions 
survey (44% of all studies) (Table 1). Where reported, 
the sample sizes ranged from 79 to 16,000. Slightly more 
studies included statistical analyses (56%), whereas the 
rest (44%) were descriptive only. Among the studies that 
used statistical methods, most used regression analysis 
to adjust the prevalence of unmet needs based on explan-
atory variables. However, there was little overlap among 
the variables used. The only consistent adjustment was 
for gender and age, although different age categories 
were used. Income, self-reported health and presence of 
chronic conditions were included more often than not. A 
few studies adjusted for marital status, employment 

Figure 1. Flow chart detailing study selection.

Table 1. Characteristics of the studies included in the 
systematic literature review.

N %

Population
 Nation as a whole 15 65
 Migrants 2 9
 People from a single county 1 4
 People with a disability 1 4
 People with HIV/AIDS 1 4
 People with a spinal cord injury 1 4
 Older people (>50 years of age) 1 4
 People from an ethnic minority 1 4
Data source
 European survey 15 65
 EU-SILC 10 44
 EHIS 4 17
 SHARE 1 4
 Other source 12 52
Statistical analysis
 No (descriptive results only) 10 44
 Yes 13 56
  Logit/probit model 11 48
  Other 2 8

EHIS: European Health Interview Survey; EU-SILC: European Statistics 
on Income and Living Conditions; SHARE: Survey of Health, Ageing and 
Retirement in Europe.
Note: Data sources add up to more than the total because some stud-
ies used multiple sources.
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status and education. Various other variables were used 
in separate cases.

The sample of studies was heterogeneous in terms of 
quality. Very few studies were of good overall quality; for 
most, there were significant concerns, usually in multiple 
domains. Specifically, no study was sufficiently explicit 
regarding the survey non-responders and related biases. With 
very few exceptions, the studies were lacking detail about 
the samples used, including justifications for the sample size 
and information on the suitability of the sample frame. Last 
but not least, a significant proportion of the studies did not 
discuss potential limitations. On the contrary, most studies 
were explicit in their aims and used appropriate study designs 
and data collection methods. There were generally no con-
cerns over conflicts of interest and most studies reported 
appropriate ethics approval or participant consent. The reader 
is referred to Supplementary Appendix 4 for a visual pres-
entation of the quality assessment results.

Albania

Recent European Union Statistics on Income and Living 
Conditions (EU-SILC) data have shown a very high preva-
lence of unmet needs for healthcare and dental care in 
Albania. Unmet need for healthcare has grown from 19% 
in 2017 to 21.5% in 2018; for dental care – from 20.5% to 
23.6% in the same period.51 Two studies have looked at 
unmet needs in specific subpopulation. Morrison et al.50 
found that HIV/AIDS-positive patients in Albania’s single 
clinic offering antiretroviral therapy were more likely to 
have depression and anxiety if they had experienced unmet 
healthcare needs. The results were statistically significant, 
but the sample was very small. Arora et al.45 reported that 
close to 60% of Roma people in Albania stated having 
unmet healthcare needs. The adjusted odds of experienc-
ing unmet healthcare needs were 111% higher for Roma 
people compared with non-Roma people. The results were 
statistically significant and the sample of non-Roma peo-
ple was not representative of the general population, so the 
results were thought to be an underestimation.

Bosnia and Herzegovina

No studies reported on the general population’s unmet 
healthcare needs in Bosnia and Herzegovina. About 45% 
of Roma people reported unmet needs.45 The adjusted odds 
of experiencing unmet healthcare needs were significantly 
higher for Roma people compared with the odds of non-
Roma people.45 The sample of non-Roma people was not 
representative of the general population, so the results 
were judged to be an underestimation.

Bulgaria

Several studies reported on the unadjusted prevalence of 
unmet healthcare needs in Bulgaria. Using data from the 

EU-SILC for different, but largely overlapping time peri-
ods, they indicated that unmet needs for medical and den-
tal care have continuously decreased – from 15% in 2008 
to just above 2% in 2020 and from 17% in 2008 to 3% in 
2020, respectively.21,40,43 The sharpest decline was 
observed in the period 2007–2009. The same trend was 
also described using the European Health Interview Survey 
(EHIS) data, where a reduction from 10.3% in 2010 to 
2.1% in 2017 was noted.42 Using data from national sur-
veys, Atanasova et al.41 observed that the proportion of 
people who forwent outpatient services decreased from 
32.0% in 2010 to 26.1% in 2011, while that for inpatient 
services fell from 6.1% to 4.1% in the same period. The 
same team found that being younger, female, less healthy 
and chronically ill, with less income or with no social 
health insurance made one more likely to report foregoing 
outpatient services; however, only income and self-
assessed health status were significant predictors of report-
ing forgone inpatient services. In contrast with those 
findings, Tambor reported that the proportions of foregone 
primary care and hospital services in 2010 were 40.4% and 
29.1%, respectively.44 It is unclear what values were used 
for their calculations, specifically what the denominator 
contained.

More recent figures showed that unmet healthcare 
needs in Bulgaria have fallen below the EU average of 
3%.40 However, the evidence strongly suggests that ineq-
uity with regard to experiencing unmet needs remains sub-
stantial.40-43 The studies agreed that inequalities are 
significant between socioeconomic and age groups, as 
well as between rural and urban dwellers. Arora et al.45 fur-
ther showed that the adjusted odds of experiencing unmet 
needs were 44% higher in the Roma people, providing evi-
dence for inequity among ethnic minorities. The studies 
were consistent that high cost, particularly for medicines, 
is the most important access barrier.40,42

Greece

In contrast with other countries, the evidence on unmet 
healthcare needs in Greece was substantial. The unad-
justed prevalence of unmet needs for the general popula-
tion was reported in three studies. According to 
Chaupain-Guillot and Guillot, it was 7.5% for both medi-
cal and dental care in 2009.21 According to Pappa et al.,20 
it was 9.9% for primary care in 2010. In stark contrast, 
another study found a prevalence of unmet healthcare 
needs of 47.7%, but it has to be noted that the authors used 
a convenience sample and the study was of low quality.36

Pappa et al.20 found that at the country level younger 
age, parenthood, lower number of physician consultations 
attended, poor mental health and less education were sig-
nificant predictors of unmet healthcare needs. Likewise, 
Zavras et al.33 also found education to be a significant 
determinant, in addition to income, unemployment and 
insurance status, but none of the other predictors identified 
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by Pappa et al.20 Zavras et al.33 used data from 2006 and 
2011 comparatively. They found that the year of participa-
tion (later vs earlier) was significantly associated with 
unmet healthcare needs due to financial reasons. These 
findings were confirmed in another study which compared 
data from 2007 and 2011.37

Two studies specifically looked at the unmet needs of 
migrants and provided evidence that they face worse 
healthcare and more barriers to access than non-
migrants.34,39 Fares et al.34 found that (at mean income) the 
conditional predicted probability of unmet need for medi-
cal or dental care among migrants was 39.33%, which was 
much higher than the probability in three other countries 
accepting large numbers of immigrants (Germany, France 
and Italy). Rotarou and Sakellariou provided evidence that 
people with a disability had more unmet healthcare needs 
and that for them significant barriers arose from high costs, 
distance and transportation and long waiting lists.32 
Adjusting for explanatory variables (including disability 
status), the authors also found unemployment, low educa-
tional level and low-income positively associated with 
unmet needs. As part of the International Spinal Cord 
Injury Survey, Bychkovska et al.35 found that in the period 
2017–2019, 11% of people with a spinal cord injury in 
Greece reported unmet healthcare needs.

The studies agreed that the most common reason for 
experiencing unmet healthcare needs was cost,20,32,37,39 
except for one, which reported low self-esteem to be the 
leading cause.36 Almost all of the studies analysed unmet 
needs in light of the austerity programmes implemented 
after the 2008 economic crisis and the particular socioeco-
nomic hardship experienced by the Greek people. Only 
one analysis predated those events. This study found that 
in 2004, 9.85% of people over 50 forewent care and that 
the probability of forgoing care was higher among those in 
the lower-income groups and those with worse self-
assessed health.38

Montenegro

No studies reporting on the general population’s unmet 
healthcare needs in Montenegro were identified. The 
adjusted odds of experiencing unmet healthcare needs 
were 43% higher for Roma people compared with non-
Roma people, but the results were not statistically signifi-
cant.45 The sample of non-Roma people was not 
representative of the general population, so the results 
were thought to be an underestimation.

North Macedonia

One study looked at the general population’s unmet 
healthcare needs in North Macedonia. Dimkovski and 
Mosca outlined a positive trend of consistently decreas-
ing unmet healthcare needs, from around 11% in 2010, 

down to the EU average of 3% in 2019. In 2019, unmet 
dental care needs were lower than the EU average at 
around 2%.52 The authors also noted that unmet needs 
have fallen for all income categories. High cost was 
stated as the main reason for unmet needs. In line with 
other countries, the odds of experiencing unmet health-
care needs were significantly higher for Roma people 
(adjusted odds ratio of 1.48).45

Romania

Three publications were concerned with unmet healthcare 
needs at the national level in Romania. Unmet medical and 
dental needs were reported to be 11% and 15%, respec-
tively in 2009.21 In 2010, the proportion of people report-
ing forgone primary care services was 42% and forgone 
inpatient services was 39.5%.44 The validity of the results 
in this study is particularly low. Scintee et al.47 reported 
that unmet needs for medical care fell from 12% in 2011 to 
just above 4% in 2017, after which they remained stable. 
In the same period, unmet dental needs fell from 13% to 
4.5%. Neculau et al.46 reported that in Brasov County, 
unmet needs for a family doctor due to accessibility prob-
lems were 11.4% in 2018. Also, the adjusted odds of expe-
riencing unmet needs were more than 100% higher for 
Roma people in 2011, potentially even higher due to the 
nature of the study sample.45 Finally, the prevalence of 
unmet healthcare needs was reported to be as high as 
12.5% in people with a spinal cord injury.35 Unmet needs 
in Romania were predominantly attributed to high costs, 
especially for medicines.21,47

Serbia

Two studies investigated unmet needs of the general popu-
lation in Serbia. One study noted a very high prevalence in 
2013 (26.2%).48 The authors found older age, being a 
woman, lower levels of education, lower financial and 
employment status and rural residence to be significant 
predictors of unmet need. Popovic et al.49 investigated 
unmet healthcare needs only a year later, but report a much 
lower unadjusted prevalence (14.9%). In agreement with 
the previous study, they established lower educational lev-
els, rural residency and lesser income to be predictors of 
higher unmet need. In contrast, they found gender and 
unemployment to be predictors of lower need. Both stud-
ies agreed on the most common reason for unmet needs 
being a lack of financial resources. Arora et al.45 reported 
an odds ratio of 1.72 indicating higher odds of experienc-
ing unmet healthcare needs for Roma people compared 
with non-Roma people after controlling for a range of 
covariates. The results were statistically significant. The 
sample of non-Roma people was not representative of the 
general population, so the results were thought to be an 
underestimation.



Maslyankov 7

Discussion

Main findings

This first systematic review of the literature on self-
reported unmet healthcare needs in Southeastern Europe 
identified few high-quality, analytical studies and a rela-
tively large number of descriptive studies. Even though 
use of data collected through Pan-European surveys was 
common, quantitative comparisons were unattainable. 
Nonetheless, some key themes were observed.

More evidence was available, the more developed the 
county was. Therefore, the evidence gap was particularly big 
for Western Balkan countries, whereas more research was 
available for Bulgaria, Romania and most notably, Greece. 
The latter three are the only EU members in Southeastern 
Europe. Another emergent trend was that many countries 
have witnessed an overall decline in the prevalence of unmet 
healthcare needs in the past 15 years. This was particularly 
evident in Bulgaria, Romania, North Macedonia and Serbia. 
Bulgaria and Romania have been members of the EU since 
2007, and at the time of writing, North Macedonia is the fur-
thest along the EU candidacy procedure. The rates of report-
ing unmet needs have managed to gradually converge with 
the EU averages in those countries. Serbia has too seen a 
decline, but the rates are yet to reach the EU averages. 
Interestingly, neither of the countries experienced a rise in 
prevalence as an aftermath of the economic crisis of 2008, 
which happened in many EU countries, including Greece.53 
In fact, almost all of the studies that concerned with Greece 
explicitly linked outcomes to the health(care) effects of the 
economic crisis and the subsequent austerity measures. The 
literature on the effects of the economic crisis on the health 
of the Greek people is extensive.54-57

Another consistent trend was the higher prevalence of 
unmet needs among disadvantaged groups of society. 
Therefore, evidence from Southeastern Europe confirms 
previous findings that lower socioeconomic and educa-
tional status are determinants of unmet healthcare 
needs,10,11,21 as is being a migrant58 or from an ethnic 
minority.59 Roma people are a significant minority in the 
region, whose worse access to healthcare may be mediated 
through the effects of income, education, stigma, discrimi-
nation or residence. Migrants in the region tend to be refu-
gees and forced migrants, who suffer from many of the 
same barriers, with the addition of stress. Female gender 
was also often observed to be a determinant of unmet 
needs, in line with evidence from other regions.10,12,17

Finally, the review consistently identified high costs as 
the main barrier to access in the region. Indeed, this is 
understandable given the lesser public spending on health-
care and relatedly, the big reliance on OOP payments, both 
formal and informal. Long wait times, which are a long-
standing challenge in many Western European countries,60 
did not emerge as a significant barrier to access across 
Southeastern Europe.

The findings of the study should aid policymakers in 
both identifying past good practices and setting future pri-
orities. With regard to the former, the policies that have 
contributed to the reductions of unmet healthcare needs 
could be identified and reprioritised. However, of note, 
those could well be beyond healthcare policy, given that 
health is also affected by lifestyle choices, environmental 
conditions and social determinants. Prospectively, policy-
makers should prioritise addressing the higher unmet 
healthcare needs among disadvantaged groups in order to 
reduce the existing health inequities. In addition, mitigat-
ing the financial barriers to healthcare access can improve 
overall population health outcomes and promote social 
justice, aligning with broader public health goals.

Strengths and limitations

This review benefits from several strengths. The compre-
hensive search techniques and validated systematic review 
methods following a thorough guideline strengthen the 
conclusions. However, some limitations need to be noted. 
Related to the search strategy, a significant limitation is the 
exclusion of literature in languages other than English or 
Bulgarian. Since all of the countries included in the review 
have different official languages, many relevant studies 
may have been missed; this represents an opportunity for 
further investigations. Also, the searches were restricted to 
the country names, whereas relevant studies may exist for 
specific regions or cities. Unfortunately, the inclusion of 
additional languages or more comprehensive searches 
would not have been feasible within the timeframe of the 
project. Although the searches resulted in a reasonable 
pool of studies, the prevailingly low quality is seen as a 
major limitation that hinders the validity and reliability of 
the results. What is more, the studies were not evenly dis-
tributed between countries, leaving significant knowledge 
gaps for parts of the region. Finally, the inability to make 
cross-country comparisons and the unavailability of data 
lending themselves to pooling have to be noted. Data from 
different surveys for the same country or from similar sur-
veys for different countries are very difficult to compare,8 
so research which by design encompasses multiple coun-
tries is needed.

Conclusion

This study was the first systematic assessment of the prev-
alence and determinants of self-reported unmet healthcare 
needs in Southeastern Europe. A heterogeneous study 
sample was skewed towards studies about Greece, 
Romania and Bulgaria. The findings suggest that unmet 
healthcare needs are more prevalent among already disad-
vantaged societal groups, such as those of lower socioeco-
nomic and educational status, ethnic minorities and 
migrants. A positive trend of declining prevalence of 
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unmet needs was observed in most countries in the region, 
but it seemed to be related to the level of socioeconomic 
development. Studies consistently identified high cost as 
the primary barrier to accessing healthcare. The quality of 
the studies was predominantly low, so the findings need to 
be observed with caution. There remains a need for high-
quality cross-country research, especially for countries of 
the Western Balkans. Furthermore, significant benefits 
could emerge from standardisation of the questions used in 
surveys, cross-country research and international collabo-
ration. International organisations and countries them-
selves could take on a leadership role alike.
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