Abstract 
Background: Newly arrived migrants in the UK face disproportionate burdens of tuberculosis (TB), HIV, and hepatitis B and C, yet participation in screening programmes remains low. Understanding how key informants working in migrant communities perceive the barriers and enablers to community-based screening is essential to improve engagement.
Methods: Semi-structured interviews were conducted with 19 participants from health services, local authorities, and voluntary and community organisations in Leicester, UK. Participants were purposively sampled to capture diverse professional perspectives. Interviews were transcribed, anonymised, and analysed using reflexive thematic analysis.
Results: Personal barriers included low health literacy, language limitations, mistrust, stigma, bureaucratic complexity, fragmented coordination, and constrained funding. Structural barriers include a lack of confidence among healthcare staff and unclear governance for community-based delivery. Enablers centred on trusted community partnerships, culturally adapted care, co-located or mobile services, multilingual outreach, and continuity of outreach staff. Participants emphasised that uptake depends more on trust, accessibility, and service design than on individual awareness or motivation.
Conclusions: Improving infectious disease screening among migrants requires relationship-based, system-level change. Co-produced, culturally competent, and sustainably funded services embedded in trusted community settings are most likely to achieve equitable engagement.
Funding: This study was supported by the NIHR Applied Research Collaboration East Midlands and the NIHR Leicester Biomedical Research Centre.


Introduction
Infectious diseases, such as tuberculosis (TB), human immunodeficiency virus (HIV), and viral hepatitis B (HBV) and C (HCV) remain major public health challenges in Europe, despite advances in prevention and treatment.1,2 Migrants, particularly those newly arrived from high-prevalence regions, bear a disproportionate burden of TB and blood borne viruses (BBV [HIV, HBV, HCV]). In several European Union (EU) and European Economic Area (EEA) countries, over half of new TB and chronic hepatitis cases occur among foreign-born individuals, with nearly one-third of new HIV cases diagnosed in people born outside host countries.3-5 The drivers of this global disparity in infection prevalence is multifaceted, and include migration route, socioeconomic conditions pre and post migration, and structural barriers to accessing health services.6
The European Centre for Disease Prevention and Control (ECDC) and the World Health Organization (WHO) advocate screening for TB, HIV, HBV, and HCV among migrants from high-prevalence countries, integrated with vaccination, linkage to care, and follow-up support.7-8 Screening is not only clinically beneficial, enabling timely diagnosis and treatment, but could also be cost-effective when implemented in high-risk populations.9-11 However, participation rates in such programmes are often low (median 39.29%, range 14.53% - 92.50%), undermining both individual and population-level impact. Understanding the reasons for this gap is therefore essential to advancing equitable and sustainable screening policies.3,12
Barriers to screening among migrants have been documented across Europe, but much of the existing evidence focuses on individual or behavioural factors such as limited knowledge, language difficulties, or fear of diagnosis.13-15 These factors give surface level understanding but are insufficient to explain the persistently low engagement with screening services. Broader determinants, such as legal status, bureaucratic obstacles to registration, cultural competence of health systems, and community trust, play equally critical roles.16
Moreover, screening programmes are often designed and implemented without sustained input from the communities they intend to serve, which can reinforce perceptions of targeting and erode trust.17
Leicester, is among the most ethnically and linguistically diverse cities in the UK and Europe, with a long history of migration from South Asia, Africa, and Eastern Europe.18,19 Approximately 40% of its residents were born outside the UK, and migrant health has been a sustained focus of local public health efforts.20 The city hosts several community-based screening initiatives for TB and BBVs, implemented through collaboration between the National Health Service (NHS), local authorities, and voluntary and community organisations (VCO). Despite these efforts, gaps persist in screening coverage and follow-up, particularly among newly arrived and undocumented migrants.20 Leicester offers a window through which to explore broader European challenges in implementing inclusive and effective infectious disease screening programmes.
Qualitative studies have previously examined barriers to infectious disease screening in migrant populations, highlighting themes such as mistrust, stigma, communication barriers, and fragmented care pathways.13,21,22 However, relatively few studies have sampled multiple community-based key informants’ perspectives, including local health authorities, faith leaders and VCOs, who work closely with migrants. Understanding how these informants perceive barriers and enablers to screening, and how they prioritise migrants’ health needs within constrained systems, is essential for developing practical and acceptable screening strategies. Such insight is especially important given the increasing policy emphasis on co-production and the integration of health and community services to address inequalities.23,24 In addition, the COVID-19 pandemic has reshaped both the context and delivery of infectious disease screening in Europe. Pandemic-related service disruptions, coupled with heightened mistrust and misinformation, have exacerbated existing inequalities in health access.11,14 At the same time, the rapid expansion of community-based outreach and digital engagement during the pandemic demonstrated that innovative, partnership-driven approaches can reach populations traditionally underserved by conventional health systems.25 These experiences underscore the potential value of flexible, culturally competent, and community-embedded models of screening delivery that can rebuild trust and improve engagement among migrant communities.
This study aimed to explore multiple community-embedded key informants’ perspectives on the barriers and enablers influencing infectious-disease screening for TB and BBVs among newly arrived migrants in Leicester. Specifically, we sought to identify the social, cultural, structural, and organisational factors that shape engagement with screening programmes, and to examine how mechanisms such as trust, communication, accessibility, and system design influence participation. By generating an empirically grounded thematic framework, the study aimed to understand the drivers of screening uptake and to inform future migrant-inclusive, integrated screening interventions.

Method
Study design and setting
This qualitative study used a reflexive thematic analysis approach to explore barriers and enablers to screening for TB and BBVs among migrants in Leicester, UK. Qualitative enquiry was chosen to enable an in-depth understanding of how professionals and community-embedded key informants experience screening delivery and engagement in real-world contexts, including the barriers and enablers involved in the process.26
Data were collected between March and November 2025 through semi-structured interviews with key informants working in health services, local government, VCOs, and faith centres.

Participant recruitment and sampling
Participants were recruited purposively to capture variation in professional roles and organisational settings. Eligible participants were individuals directly involved in either planning, delivering, or evaluating services for migrants, including charity workers, college lecturers, community health workers, public health officials, and religious leaders. Recruitment was facilitated through professional networks, academic collaborations, and introductions by existing key informants.
An initial list of potential participants was developed and invitations were distributed via email with an information sheet describing the study aims, voluntary nature of participation, and confidentiality procedures. Snowball sampling helped identify further informants who were eligible to take part. Recruitment continued until data saturation was reached, defined as the point when additional interviews generated no substantially new insights.28
In total, nineteen participants were interviewed with participants representing community health services (n = 5), local council public health officials (n = 6), charity organisations (n = 5), educational services (n = 2), and faith organisations (n = 1). One participant withdrew from the study after being interviewed and all data was removed from the data set and data analysis.

Data collection
Semi-structured interviews were conducted by the lead researcher PWB. The interview guide, informed by PPI group consultation, prior literature and expert consultation, covered: (1) perceptions of current screening programmes; (2) experiences of delivery or engagement; (3) perceived barriers and facilitators; and (4) recommendations for improving accessibility, trust, and sustainability of community-based screening.
Interviews lasted between 45 and 75 minutes and were conducted face-to-face in community or workplace settings or online via secure video calls. All interviews were audio-recorded with consent, transcribed verbatim by PWB, and anonymised before analysis. Identifiers were removed and pseudonyms used to describe roles (e.g. “ST001 – Public Health Official”). Field notes were kept after each interview to document contextual observations and early analytic reflections.

Researcher reflexivity
Reflexivity was integral throughout the study to ensure transparency and critical awareness of researcher positionality.27-30 The lead researcher, a doctoral research fellow with experience in migrant-health research but not involved in service delivery, provided an outsider analytical stance balanced by contextual familiarity. Co-authors represented academic and non-academics, service and community perspectives, contributing insider insights that grounded interpretation.

Data management and analysis
Data were analysed using Braun and Clarke’s six-phase framework for reflexive thematic analysis28,,29,31 The approach followed a mixed deductive and inductive process, allowing codes and themes to emerge from participants’ accounts but with pre-defined categories included for initial structure. Analysis proceeded through familiarisation with the data, generation of initial codes, and iterative development of sub-themes and overarching themes. Relationships between themes were visualised in a thematic map (Fig. 1). The interpretation drew on a socio-ecological perspective, recognising that screening behaviour is influenced not only by individual motivation but also by organisational, policy, and structural contexts.26 Reflexive thematic analysis was preferred over more procedural approaches such as the framework method to enable deeper engagement with meaning and context.28,29,32

Trustworthiness and rigour
Preliminary results were presented at Leicester Council Well-Being Forum which include migrant community-embedded key informants and members of migrant communities. Participants were emailed initial analysis results for feedback which was incorporated into final analysis. Methodological integrity was further guided by Levitt et al.’s recommendations for qualitative research quality, including fidelity to the subject matter and utility of achieving research goals, and Morse’s strategies for ensuring rigor, which emphasise that validity arises from the researcher's active engagement with the data throughout the study.30,33

Ethical considerations
Ethical approval was granted by the University of Leicester Research Ethics Committee (45398-pwb7-ls:respiratoryscience). All participants received written information sheets and provided informed consent prior to interview, including consent for audio recording and the use of anonymised quotations.

Reporting standards
The study is reported in accordance with the Consolidated Criteria for Reporting Qualitative Research (COREQ) and the Standards for Reporting Qualitative Research (SRQR) (Supplementary File S1).35,36 Verbatim quotations are used in the Results section to illustrate key findings and preserve participants’ voices. 

Results
Nineteen participants (Table 1) from across Leicester, UK, including local health authorities, faith leaders and community organisations, described how social, cultural, and structural factors shape migrants’ engagement with infectious-disease screening for TB and BBVs. Data analysis identified two overarching themes, barriers and enablers, and eleven sub-themes (six barriers and 5 enablers), operating across individual, organisational, and policy levels (Figure 1). 

Barriers to engagement
1. Mistrust as the central mechanism
Distrust of authorities and healthcare institutions was the most consistently reported barrier. Participants explained that some asylum seekers and refugees, particularly those from conflict-affected regions, associated official health checks with surveillance or immigration enforcement:

“...people worry and are concerned, what if they’re gonna tell people my information, it'll affect my immigration status, or it'll affect how people feel about me. That is really important.”
 (ST003, Community Health Worker)

This mistrust was often compounded by perceptions of racialised targeting. Several stakeholders reported that some migrants questioned why screening programmes appeared to focus specifically on their communities, reinforcing a sense of “othering” and exclusion. Even when intentions were public-health driven, participants explained that such programmes could be experienced as coercive rather than protective:

“People come with trauma, different gender expectations, and cultural backgrounds. Many don’t realise screening is to keep both them and the community safe, they feel targeted.” (ST012, Charity Worker)

The absence of trusted and culturally familiar mediators was a major barrier to engagement. When screening was delivered solely through statutory institutions, it was often perceived as impersonal, bureaucratic, or even coercive:

“If it’s someone from our community, we believe it’s for our good; if it’s from the system, we’re cautious.” 
(ST012, Charity Worker)

2. Cultural expectations, stigma, and fears shaping screening decisions
Participants described how fear of social exclusion, gossip, or loss of reputation discouraged people from being tested, even when services were free and accessible. In many communities, infectious-disease diagnoses were associated with moral judgement or assumed links to sexual behaviour:

“Students have told me “If you’re known to have HIV, people stop coming to your house.”” 
(ST018 College Lecturer)

Concerns about confidentiality were closely tied to these fears. In close-knit communities, participants explained that the risk of inadvertent disclosure, through interpreters, neighbours, or faith networks, could outweigh perceived benefits of early diagnosis:

“If you are suffering in your community and you get tested and it comes out HIV positive, for example, would you want that peer to know?”
 (ST014, Charity Worker)

Gender norms further shaped screening experiences. Participants shared that they experienced situations where women felt uncomfortable being tested by male staff or in mixed-gender environments, perceiving such situations as culturally inappropriate or undignified. Participants noted that limited communication about privacy protections reinforced these anxieties:

“For example, individuals want to make sure they have a same-gender professional, so a female professional. If there are new populations that have recently arrived in the UK and they’re not aware, and then we share that this is something that the UK provides, like cervical screening, but not in detail… we’re not sharing the things that matter to them, like how we protect their dignity during that test, how we respect them and their choices.” 
(ST006, Public Health Official)

Some participants also shared how rumours and misinformation, such as messages that blood samples were being sold or misused, circulated through informal networks and discouraged attendance: 

“In some cases, we’ve heard misconceptions… There’s a general distrust of medical systems and pharmaceutical companies, especially among some Black African and Caribbean communities.”
(ST020 Religious Leader)

3. Communication gaps and linguistic exclusion in the screening pathway
Participants across all sites identified communication and language barriers as a persistent and complex challenge undermining effective engagement of migrants with screening services. Limited English proficiency was seen as the most immediate obstacle, yet participants emphasised that communication barriers extended far beyond literal translation: 

“...you’ve got language barriers. And I think most of our setup is really for white British, English native speaking. You know, we do have translated materials, but they’re few and far between. I think you can use Language Line, but then you might not get the right person with the right dialect. So then things are lost in translation. You might have someone who’s an interpreter there, but they’re quite difficult to get hold of, so you could be waiting a while. And I think that all adds to the complexities.”
(ST003, Community Health Worker)

Participants also shared that many migrants had difficulty understanding the purpose of screening or distinguishing it from vaccination. They also mentioned that information leaflets were rarely available in relevant languages, and confidentiality assurances were often misunderstood.

“Some people didn’t even realise it was being done. You give them a HIV positive result, and they don’t even really know what it is. They didn’t know they’d been tested for it, and then when they’re told they’ve got it, they didn’t even know.”
(ST002, Community Health Worker)

4. Challenges navigating complex healthcare systems 
Participants consistently described structural and logistical challenges when delivering screening programmes. These barriers were both organisational and systemic, affecting planning, coordination, and sustainability. Resource constraints and short-term funding cycles restricted outreach capacity and continuity. Many projects depended on temporary grants or pilot schemes, resulting in uncertainty for both providers and communities:

“We want to do more outreach, but the budget ends before we reach the communities that need it most.”
(ST001, Public Health Official)

Rigid operational frameworks also reduced flexibility to meet community needs. Appointment systems and clinic hours were often incompatible with the realities of precarious, low-wage, or shift-based employment:

“If you’re paid by the hour, you can’t take time off to go to the clinic.”
(ST006, Public Health Official)

Stakeholders highlighted fragmented governance and unclear accountability between the NHS, local authorities, and VCOs. This led to duplication of effort, missed opportunities for coordination, and blurred responsibility for follow-up:

“Fragmentation across NHS, local authority, and VCOs led to duplication… Everyone assumes someone else is leading on migrant screening, so nobody really owns it.”
(ST001, Public Health Official)

Accessibility further compounded these issues. Migrant populations often lived in areas distant from primary or secondary care facilities, with limited transport links or language support:

“Even if people want to go, it’s not near them, and they don’t know where to start… Geographical accessibility also limited uptake; community diagnostic centres were often distant from migrant communities.”
 (ST012, Charity Worker)

5. Limited awareness of entitlements and unclear access
Participants described low awareness of screening entitlements as a pervasive obstacle across all study settings. Many migrants were unaware that testing for TB and BBVs could be accessed free of charge, regardless of immigration status. Misunderstandings about eligibility were common, shaped by previous experiences of exclusion or by complex health-system messaging. Several participants explained that confusion over documentation requirements, such as proof of address or GP registration, discouraged attendance, even among those with symptoms:

“Awareness of entitlement to free screening was generally low. Many migrants believed proof of address or immigration documentation was required. People think if they’re not registered with a GP, they can’t be seen.”
 (ST010, Charity Worker)

Several participants observed that screening was typically framed as an optional or reactive measure, offered in response to risk factors or symptoms rather than as a routine part of preventive healthcare. This reactive framing reinforced perceptions that infectious-disease testing was only for “ill” or “high-risk” people, rather than a normal health practice. Collectively, these communication and entitlement gaps perpetuated structural exclusion, contributing to low uptake and widening inequities in early diagnosis and treatment.

6. Professional uncertainty and fragment responsibilities
Participants highlighted that professional uncertainty and institutional complexity significantly constrained screening implementation. Many clinicians expressed limited confidence in initiating conversations about infectious-disease testing, particularly for HIV, which were perceived as socially or culturally sensitive. Some primary-care providers avoided the topic altogether, fearing offence, stigma, or accusations of discrimination:

“Some GPs are uncomfortable even mentioning HIV testing, it’s seen as sensitive territory.”
 (ST002, Community Health Worker)

“A lack of standardised training or safeguarding frameworks for non-clinical screening limited integration between statutory and VCOs.”
(ST001, Public Health Official)

These discomforts were reinforced by unclear protocols and governance structures. Community-based testing initiatives often required multiple layers of approval, with overlapping oversight from NHS trusts, local authorities, and public-health bodies. Participants described long delays in securing permissions or data-sharing agreements, resulting in missed opportunities and expired funding windows:

“You need three committees to approve anything new; by then, the funding’s gone.”
 (ST010, Charity Worker)

A further challenge was the lack of standardised training and safeguarding frameworks for non-clinical staff delivering screening in community settings. While VCOs were often best placed to reach migrant populations, the absence of clear training and standards, and referral pathways limited integration with statutory services:

“We’re expected to deliver, but there’s no framework linking us properly to the NHS.”
 (ST001, Public Health Official)

Enablers of screening
1. Building trust through representation, relationships, and community partnerships
Across all study sites, participants consistently described trust, representation, and partnership as the foundations of successful engagement with migrant communities. Community organisations, faith leaders, and peer advocates functioned as essential intermediaries, translating both language and intent between health systems and the communities they served. Their involvement provided credibility and reduced perceptions of surveillance or targeting:

“People will test if the message comes from their pastor or the community nurse they already know.”
 (ST012, Charity Worker)

"If it’s someone from the community, like a local leader or someone they already know, they’re much more likely to listen and turn up. If it’s the NHS or the council, they’re suspicious.”
(ST010, Charity Worker)

Representation within service delivery was equally important. Employing bilingual or culturally aware staff signalled respect and inclusion, helping to overcome historical mistrust and foster comfort in sensitive discussions about infectious diseases:

“Having someone who speaks their language and understands their culture makes it easier for people to say yes.”
(ST011, Community Health Worker)

Participants described how long-standing relationships between local health teams and community groups enabled sustainable engagement that outlasted short-term project funding. Where these partnerships existed, they facilitated rapid mobilisation during public-health campaigns and improved follow-up among individuals with positive results.

“If we know the faces and they know ours, people come back; that’s how you build continuity.”
(ST010, Charity Worker)

2. Normalising screening through multilingual and proactive communication
Participants consistently emphasised that proactive, multilingual communication was central to the success of screening initiatives. Engagement improved markedly when information was delivered through trusted and familiar community channels, rather than via formal letters or leaflets from statutory bodies. Collaborations with mosques, churches, and community centres gave public-health messages immediate credibility and reach, embedding them within daily social life:

“When the mosque announces screening on Friday, everyone knows it’s safe.”
  (ST012, Charity Worker)

“Proactive, multilingual communication before and during screening is essential. Announcements through schools, text alerts, social media, and community leaders build understanding and reduce fear or misinformation.”
(ST019, College Lecturer)

Participants described that education sessions held before or during outreach events helped to counter myths, clarify misconceptions, and normalise participation. These sessions not only improved understanding of the purpose of screening but also reframed it as an act of collective responsibility rather than individual risk:

“Once people understand it’s about keeping the whole community healthy, they come forward.”
(ST004, Public Health Official)

Digital communication emerged as an equally powerful tool. The use of social media and WhatsApp groups in multiple languages enabled rapid dissemination of reminders and updates, particularly among younger migrants and diaspora communities. These informal networks also facilitated peer-to-peer reassurance, allowing people to ask questions anonymously and in their native languages. 

“Announcements through community leaders, text alerts, and social media, like WhatsApp and Facebook, help reach people quickly and allows for questions.”
(ST011, Community Health Worker).

3. Community-centred delivery models
Participants emphasised that where screening takes place significantly influences whether people feel able to participate. Delivering testing in familiar, non-clinical environments was described as a decisive factor in improving comfort, attendance, and follow-up. Hospitals and GP surgeries were often associated with fear, bureaucracy, or immigration control, while community venues were perceived as safe and welcoming spaces:

“They don’t want hospitals—they want somewhere they already feel welcome.”
(ST002, Community Health Worker)

Mobile and outreach models were also praised for extending reach to individuals not registered with primary care or living in temporary accommodation. Visible, informal presence, such as testing vans at supermarkets or local markets, helped normalise screening and encouraged spontaneous participation:

“Like the Tesco vans—people know it’s a health van and they come to see what’s happening.”
(ST011, Community Health Worker)

Co-locating screening with other community activities, such as registration events, food banks, or general health checks, was described as both efficient and inclusive. Participants explained that this approach minimised stigma by embedding infectious-disease testing within broader health or social initiatives, reducing the sense of being “singled out” for testing:

“When it’s part of a health day or registration event, it feels normal, it’s just one of the things on offer.”
(ST003, Community Health Worker)

4. Culturally responsive approaches to promote continuity
Participants consistently highlighted cultural adaptation as a key to engagement and acceptability. Screening programmes that were framed in culturally sensitive ways (e.g. avoiding overt references to stigmatised infections) were far more successful at attracting participation. Rebranding initiatives as “new migrant health checks” or “community wellness events” helped normalise testing and reduce fear of judgement or exposure:

“If you say HIV, people run away; if you say general health, they listen.”
(ST002, Community Health Worker)

Beyond language and messaging, participants described the importance of trauma-informed, person-centred approaches, particularly for those with histories of displacement, persecution, or healthcare mistrust. Allowing time for rapport-building and acknowledging people’s journeys were viewed as essential first steps in creating a sense of psychological safety:

“We ask about their journey first, it shows we care, and they open up.”
(ST012, Charity Worker)

Continuity of staff and presence was another recurring theme. Participants explained that trust was cumulative, built not through single outreach events but through repeated encounters with familiar faces in consistent locations. Maintaining the same outreach teams and revisiting the same venues reinforced credibility and conveyed institutional commitment:

“When they see the same faces come back every few months, they start to trust the process.”
(ST016, Charity Worker)

5. Integrated and supported systems
Participants identified training, digital innovation, and service integration as practical enablers that improved quality, efficiency, and coordination across screening pathways. Investing in training for volunteers, interpreters, and community-facing staff was described as essential for ensuring consistent, high-quality delivery. Well-prepared interpreters not only improved communication accuracy but also acted as cultural mediators who helped sustain trust and understanding between migrants and health professionals:

“Good interpreters make all the difference, without them, trust breaks instantly.”
(ST010, Charity Worker)

Several participants discussed the growing value of digital tools in supporting follow-up and coordination. Simple mobile applications and text-based reminder systems facilitated communication between outreach teams and users, reducing loss to follow-up and enabling prompt linkage to care. At a systems level, digital data capture helped track engagement across services, while simultaneously reducing administrative burden and duplication.

“Digital reminders and simple online tools really help us keep in touch with people and not lose them after the first test.”
(ST017, Community Health Worker)

Integration with other community-based services, such as mental health support, social care advice, or legal aid, was viewed as particularly effective in promoting a holistic model of health. Participants described how co-locating screening within multipurpose community hubs enabled opportunistic testing and reframed health as part of everyday wellbeing:

“People might come for housing help, but end up doing screening because it’s in the same place.”
(ST012, Charity Worker)

Discussion
This study explored how service providers, policymakers, and community-embedded key informants perceive barriers and enablers to screening for TB and BBVs among migrants in Europe. Participants described complex interdependencies between structural, organisational, and interpersonal factors influencing screening participation.
The overarching finding was that uptake depends less on individual awareness or motivation than on trust, service design, and the quality of relationships between communities and health systems. This insight echoes broader public-health frameworks that emphasise the social and structural determinants of migrant health.13,36
Trust emerged as the fundamental determinant shaping all stages of engagement, from initial contact to follow-up and treatment. Consistent with previous European research, mistrust of statutory institutions, fear of immigration consequences, and perceptions of ethnic targeting limited participation in screening.9,13,21
The data indicate that trust is relational, built through continuity, transparency, and representation rather than one-off encounters. This aligns with Hargreaves et al.’s observation that migrant populations respond most positively when services are delivered by familiar, culturally appropriate intermediaries.36 Several participants linked mistrust directly to short-term project funding cycles, which disrupt relationships and undermine perceived reliability, a structural issue also highlighted in WHO’s Health of Refugees and Migrants Strategy.37
Participants repeatedly stressed that poor engagement cannot be explained solely by language barriers or low awareness, as is often assumed in health promotion campaigns. Instead, they described bureaucratic complexity, fragmented accountability, and resource constraints as persistent obstacles. These findings are consistent with previous analyses demonstrating that health-system fragmentation across primary, specialist, and public-health sectors impedes continuity of care for migrants.4,8,20 Eborall et al.’s Leicester case study similarly showed that overlapping yet poorly coordinated initiatives led to confusion and disengagement. 13 The present study extends this evidence by showing that front-line practitioners experience these same coordination challenges as demotivating and administratively burdensome.
Another major theme was the importance of cultural competence and trauma-informed delivery. Participants reported that screening uptake increased when services acknowledged cultural norms and addressed the fear, stigma, and historical trauma often associated with infectious-disease testing. This finding reinforces WHO Europe’s recommendation that migrant-inclusive health systems embed cultural competence into clinical training and institutional practice.37
However, cultural competence should not be interpreted narrowly as linguistic or religious matching. Participants described it as an ethos of humility and relational listening, asking about people’s journeys first; which is consistent with Green and Thorogood’s definition of culturally reflexive care.26 Such relational competence helps mitigate power imbalances and transforms encounters from transactional to trust-building interactions.
Across settings, co-production (e.g. joint design and delivery of services by health providers and community members) was described as crucial for success. This supports European policy shifts towards participatory and integrated models of service delivery.3,8 Participants noted that collaboration with faith leaders and VCOs improved outreach efficiency and legitimacy. 
These partnerships align with the European Commission’s Action Plan on Integration and Inclusion 2021–2027, which explicitly promotes multi-stakeholder engagement to address health inequalities.9 Co-production was valued not only for operational benefits but also for its symbolic role in redistributing power. Such relational parity resonates with critical public-health perspectives emphasising equity and empowerment in service design.38
The study confirms that accessibility depends on where and how screening is delivered.
Participants consistently preferred non-clinical venues such as community centres, places of worship, and markets.9,21 Mobile and co-located services that combined screening with other health or administrative functions were seen as both cost-effective and culturally sensitive.
Integration across diseases and sectors also emerged as an enabler, supporting ECDC guidance advocating “integrated multi-infection screening pathways” for migrants.4 In contrast, siloed programmes and vertical funding streams were described as perpetuating inefficiency and inequity. While continuity of staff, communication channels, and presence within communities further enhanced participation. Participants explained that repeated visits by the same outreach team allowed trust to build, whereas short-term pilots created fatigue and scepticism. This underscores the need for stable, multi-year funding, which the WHO identifies as a precondition for sustainable migrant health interventions.37

Comparison with previous research
Previous studies across Europe have identified similar challenges in engaging migrants with screening for TB and BBVs.8,9.13,21 What distinguishes the present study is its cross-sectoral and cross-national perspective, incorporating voices from both health professionals and community support providers. By examining how professionals and organisations navigate competing priorities within constrained systems, it provides a nuanced understanding of the organisational structure underpinning screening practice. This approach responds to recent calls for qualitative research that moves beyond individual-level barriers to explore the “everyday politics” of implementation.8,13,21
Furthermore, while policy frameworks such as the EU’s Integration and Inclusion Plan advocate universal principles of partnership, their practical realisation depends on local relationships and histories of migration.9,23 Leicester, as one of Europe’s most ethnically and linguistically diverse cities, offers a particularly instructive case where long-standing community infrastructures can facilitate innovation screening programmes.39

Policy and practice implications
The findings of this study highlight the need for a fundamental shift in how migrant health screening is designed, governed, and delivered across EU states. Rather than short-term, project-based initiatives, participants envisioned a model of screening that is embedded, equitable, and partnership-driven. Several practical implications emerge:

1. Institutionalise co-production by embedding migrant and community representatives in the governance of screening programmes.
2. Sustain funding for outreach and partnership roles to build long-term trust and institutional memory.
3. Mainstream cultural competence through training, recruitment of bilingual staff, and reflective practice frameworks.
4. Simplify access by integrating screening into routine health checks and co-locating services with community settings (e.g. places of worship or charity centres).

Together, these actions could shift screening from a fragmented, project-based activity to a stable component of inclusive primary care.

Strengths and limitations of the study
A key strength of this study lies in its multi-level, cross-sectional sampling, encompassing health, local government, and community perspectives. The reflexive thematic approach allowed a rich, contextual understanding of implementation barriers and facilitators.28,30
Nevertheless, several limitations should be acknowledged. The study did not include migrant service users directly, which may limit the depth of insight into lived experiences. As a qualitative study, the findings are not statistically generalisable but provide analytical transferability through detailed contextual description.30

Future research
Future studies should build on these findings to develop and evaluate sustainable, inclusive screening models. First, incorporating clinical perspectives from GPs, nurses, and public-health practitioners would provide crucial insight into the practical, ethical, and organisational realities of delivering screening in diverse settings.
Second, involving migrants directly in research design is essential. Co-producing and co-designing interventions with migrant communities and voluntary-sector partners will ensure cultural and contextual relevance while strengthening trust and engagement.
Third, piloting a co-designed screening intervention should be a priority. A pragmatic pilot study could assess feasibility, acceptability, and early outcomes of an integrated, community-based screening model combining infectious-disease testing with broader health and social-support services.

Conclusions
This study demonstrates that improving infectious-disease screening among migrants in Europe requires a fundamental shift from information-based strategies to relationship-centred, system-level change. Trust, continuity, and co-production with communities are the cornerstones of equitable engagement. Embedding these principles into policy and practice, supported by sustainable funding and integrated governance, is essential to meet the WHO and ECDC targets for TB, HIV, and viral-hepatitis elimination. Ultimately, inclusive, partnership-driven screening models can advance both public-health protection and social justice.
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