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Giving and receiving help across the border: Transnational health practices of migrants in 

Finland 

Laura Kemppainen, Larisa Shpakovskaya, Inna Perheentupa, Driss Habti 

Introduction 

Recent research has highlighted the importance of transnational social ties and social spaces for 

the health and health practices of migrant populations (Villa-Torres, 2017). New digital 

technologies and ease of travel have created new opportunities for transnational involvement of 

migrants (Vertovec, 2001; Baldassar, 2007; Levitt, 2014) including transnational health seeking 

practices (e.g. Kemppainen et al. 2018; Lokdam et al.; 2016; Şekercan et al. 2018). Levit (2014) 

describes contemporary migrants’ transnational lives as ‘keeping feet in both worlds’; in their 

countries of origin and destination societies (see also Glick Schiller et al. 1992). 

Transnationalism is often associated with crossing geographical borders, but mobility is not a 

requirement for being transnationally engaged. Transnational activities may involve sending and 

receiving ‘things’, such as goods and artefacts and exchange social remittances in the form of 

ideas and behaviours (Levit 1998; Vertovec 1999). 

Contemporary societies are increasingly influenced by digitalization. The ‘virtual’ 

transnational social space is facilitated by the new information and communication technologies 

and allows for easier communication and presence in multiple worlds at once (Baldassar et al., 

2016; Wilding et al., 2020). Virtual social spaces are increasingly included in migrants’ health-

seeking and caregiving strategies as well. Research has shown that the use of digital technologies 

is an important part of transnational health practices especially for migrants who cannot travel 
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back and forth to their countries of origin. These people rely on their migrant networks to access 

allopathic and traditional medicine or use telemedicine to gain services from their countries of 

origin (Gonzalez-Vazquez et al., 2013; Gideon 2011; Menjivar 2002; Tiilikainen & Koehn 

2011). On the other hand, some migrants are ‘stuck in motion’ because of their (il)legal status, 

which forces them to rely on informal and mobile health practices, such as buying medicine 

abroad or from informal providers and sharing medicine (Castañeda 2018). 

Research on transnational health practices has primarily focused on medical travel. The 

aspect of the 'movement of things', such as medications, commodities or symbols and meanings 

of health remain under-explored (Villa-Torres 2017; Kaspar et al. 2019). Kaspar et al. (2019) call 

the 'multiple movements of health-related things and beings' as therapeutic mobilities, which 

includes movement of patients, nurses, doctors, but also information, narratives, gifts and 

pharmaceuticals. 

Our chapter draws on these discussions on migrants’ transnational health practices and 

the new forms and ways of accessing healthcare and giving care to those who were ‘left behind’. 

In this chapter, we concentrate on the movement of non-human things, however acknowledging 

that it is often part of a wider assemblage of transnational health practices. We discuss the flow 

of things and ideas between the countries of origin and destination as a part of migrants’ care 

seeking and caregiving strategies. Our case study examines transnational activities across the 

Finnish-Russian border. The different political and historical trajectories, welfare state models, 

health patterns and consumer cultures of these neighbouring countries create a fruitful context 

for studying therapeutic mobilities. Finland is a developed Nordic welfare state and an EU 

member state, while Russia has remained politically and culturally more distant from the EU 



countries. Health problems and levels of welfare are unevenly distributed across these countries, 

which can be seen in life expectancies, for example (see Lyytikäinen & Kemppainen 2016). 

First, we are interested in Russian-speaking migrants who receive health-related 

medications, goods, advice and ideas from their country of origin without moving themselves or 

as in addition to their mobile practices. Second, we investigate transnational caregiving from 

both the ‘lay’ people’s and health professionals’ perspective. Our data comes from two different 

projects: 1) interviews on experiences and practices of health with Russian-speaking migrants in 

Finland and 2) interviews with Russian-speaking physicians practicing medicine in Finland. To 

our knowledge, this is the first inquiry into the ‘immobile’ transnational health seeking and care 

practices between Russia and Finland. Furthermore, there is less evidence of the transnational 

engagement of those ‘left behind’ in Russia from the perspective of care (however, see Tiyainen-

Qadir 2016). 

Our results show that Russian origin migrants living in Finland look for and receive 

medical advice and medication from Russia and are engaged in care giving at a distance. On the 

other hand, the interviewed Russian origin doctors who have their practice in Finland are 

engaged in transnational carework by sending Finnish medications and medical advice to their 

relatives, friends and colleagues in Russia. Thus, the flow of medical knowledge and medications 

is two-way. We argue that familiarity, trust and social ties are an important factor shaping this 

two-way movement of transnational care. Patients on both sides of the border rely on their social 

networks in accessing care. 

  

Recent research on migrants’ transnational health-seeking and caregiving practices 



Research on migrants’ transnational health-seeking practices (or medical travel) have 

increased in recent years (Villa-Torres, 2017). Transnational health practices of migrants are 

associated with the barriers and limitations of the healthcare sector of their destination societies, 

such as cost, distance, language difficulties, and discrimination, but also with the perceived 

better quality of care and the economic capacity to pay for private services in one’s country of 

origin (for reviews see Kemppainen et al., 2018; Villa-Torres, 2017). Often migrants are not 

looking for just more affordable care but also familiarity and more ‘affective’ care (Lee et al., 

2010; Sun, 2014; Main 2014). Furthermore, health beliefs and cultural preferences can push 

migrants to look for health services abroad (Lokdam et al., 2016; Şekercan et al., 2018). 

Research shows that migrants often use ’hybrid’ health seeking strategies, which include a mix 

of goods, ideas and people between origin and destination countries (Hilfinger Messias, 2002; 

Seto Nielsen et al 2012). 

Increased transnational migration have led to the growth of transnational caregiving, 

when migrants find ways to care for their close ones and relatives at a distance (Baldassar 2007). 

From the perspective of social relations, this type of care can be seen as emotional and physical 

labour, carework, to support the close ones who cannot manage by themselves (Hoshchild 2003; 

Daly 2002). Transnational care often comprises of financial support and organising hands-on 

care, but also moral support is an important part of it (Krzyżowski, Mucha 2014; Baldassar, 

2007). Carework is a constitutive part of family and kin relations, but simultaneously it has low 

symbolic status as gendered invisible activity, which is naturalised and interwoven in female 

roles of being a mother or daughter (Jolanki, 2015a).  Often the ones caring for their close ones 

perceive health care as not only physical work but also as moral support and expression of 

affinity and emotional attachment (Jolanki, 2015b). In transnational families, the intensive use of 



digital technologies is shown to contribute to strengthening ties and the circulation of cultural, 

economic, social and emotional resources (e.g. Madianou and Miller, 2012; Wilding et al., 

2020). Digital technologies have created new possibilities for the long-distance coordination of 

the provision of care of the relative left behind (Baldassar, 2014) and they allow for the digital 

circulation of emotions, which ‘constitutes the mutuality of being that underpins familyhood at a 

distance’ (Wilding et al., 2020). 

Emotions are central in care, and an important part of the experience of the ‘therapeutic’ 

(Kaspar et al., 2019). As Kaspar et al. (2019) argue '[A]s a (desired) effect, the therapeutic is an 

aspiration, a hope, a potentiality. It is an orientation towards the future, a future that is imbued 

with hope and hence of an affective/emotional texture'. The authors argue that this affective side 

of the therapeutic has a strong mobilising effect. Furthermore, previous research has highlighted 

how transnational ties and networks of care also involve a lot of emotional work and feelings 

such as longing and guilt (Boccagni & Baldassar, 2015). In general, recent research has started to 

pay more attention to the aspect of emotions in migration and to how emotions evolve and are 

negotiated in different settings, life circumstances and across distance and over time (Boccagni 

& Baldassar, 2015; Skrbiš, 2008; Baldassar, 2008). Migration, as a concrete move from a place 

to another, gives an interesting lens to study the social, cultural and even material aspects of 

emotions as part of negotiating sense of self and belonging. We contribute to these discussions 

by describing how emotional ties, trust, and familiarity are integral part of our interviewees 

search for therapeutic medical encounters. 

Data and methods 



The data consists of two interview data: one with Russian-speaking lay people and the 

other with Russian origin physicians, who work in Finland. The first dataset collected in 2017–

2019 consists of 25 interviews on health conceptions and practices of working age Russian-

speaking migrants in Southern Finland. It was supplemented with two interviews from an on-

going data collection from project dealing with questions of cultural understanding of health and 

health activism. Participants were recruited through snowballing method using key informants of 

different ages and gender to diversify the sample. In total, there are seven men and 20 women in 

the sample. The oldest respondents are born in the late 1950s and the youngest in early 1990s. 

They have lived in Finland from one to nearly 30 years. 

The second dataset of interviews with accredited and practicing Russian migrant doctors 

was collected in 2014–15 as a part of a project on career mobility of Russian migrant physicians 

in Finland. It includes 26 interviews with physicians in different parts of Finland. Participants 

were recruited based on a list of registered physicians and supplemented with snowballing 

method. The sample includes 22 women and 4 men, which characterises higher presence of 

accredited Russian women physicians in Finland (Habti 2019). Duration of their residence at the 

time of data collection varied between eight and 35 years. In both data, the interviews were 

conducted in Russian or in Finnish depending on the language skills and wishes of the 

interviewees. 

Russian speakers are the largest foreign language group in Finland comprising almost 21 

percent (around 79,000 persons) of all foreign language speakers (Statistics Finland, 2019). The 

two countries are geographically close and the Russian origin migrants take actively part in 

transnational practices (Kemppainen et al. 2020). Russian origin persons are considered to be 

less visible and culturally more proximal to the Finnish population than many other migrant 



populations (Liebkind and Jasinskaja-Lahti, 2000). However, there is evidence of discrimination 

against Russian migrants (Liebkind et al., 2016) and in 2011 survey around 10 percent of 

Russian speakers reported experiences of discrimination or unfair treatment in the Finnish health 

services (Kemppainen et al. 2018). 

Russian origin physicians are the largest group of foreign origin physicians in Finland 

(Kuusio et al. 2014). The number of foreign-born physicians is still small but has increased fast 

in recent years. Finland has suffered from shortages of physicians especially in rural and remote 

areas and has started to recruit foreign-born physicians to resolve the situation (Kuusio et al. 

2014). In 2016, there were 644 Russian origin physicians practicing in Finland (FMA 2016). 

Internationally, the motivation for Russian origin doctors to migrate is shown to be better career 

expectations and quality of life in the destination countries (Habti 2019; Iredale 2012; Bradby 

2014). 

Russian origin migrants’ immobile health and care practices 

Finland as a Nordic welfare state offers universal healthcare to its residents who have 

citizenship or residence permit. All our interview participants have a legal status as residents or 

citizens, and thus, they have the right to receive low-cost public medical health services in 

Finland. Our previous research has shown that in 2011 around 15 percent of Russian-speaking 

migrants in Finland had travelled to Russia for healthcare during the previous 12 months 

(Kemppainen et al. 2018). The use of transnational healthcare was associated with lower 

integration to the Finnish society and experiences of discrimination in the Finnish health 

services. Similarly, many of the Russian-speakers interviewed for this study are engaged with 

medical travel, meaning that they travel to their country of origin for health services.  Some 



travel especially for health services but others do regular health check-ups when they travel to 

their country of origin during holidays or for other purposes. Most commonly, they use dental 

services and private health clinics. However, some do not have possibilities or do not want to 

travel but are still engaged in transnational health practices, which do not require travelling. 

These types of medical encounters are often conducted over the Internet or by phone or include 

sending and receiving of medications, health products and health-related ideas and information 

across the border. 

Following earlier conceptualisation of transnational health practices (Levit 1998; 

Vertovec 1999; Kaspar et al. 2019), we discuss two types of health practices: 1) Exchange of 

health-related information, beliefs and habits and 2) Movement of health-related ‘things’ 

(pharmaceuticals, health products and technologies). We discuss these topics from the point of 

view of two-way process of receiving and giving care across the border. 

  

Exchange of health-related information, beliefs and habits 

Continuation of familiar treatment methods and health habits in Finland 

 

Studies show that migrants often carry with them health beliefs and traditions from their 

native cultures, which guide their health practices in the new host country (Bochaton 2019). Our 

data includes some interviewees who suffered from long-term health conditions and continued to 

treat them with familiar methods instead of turning to Finnish medical professionals. First 

example is Ksenia, a 30-year-old female, who had lived in Finland two years. She suffered from 



back pain, which had started some years before her migration. She preferred to treat her back 

with methods she was already familiar with, prescribed by a physician in Russia. At the time of 

the interview, she had never consulted a Finnish doctor, as she felt at unease with the Finnish 

healthcare system. 

Ksenia: I practice yoga, and if the pain gets worse, I either give myself an injection, or 

ask an acquaintance to do it, or travel to St Petersburg, where they give it to me. 

Interviewer: What kind of injections? Are they painkillers? 

Ksenia: No, they are [drug name] vitamins, of course there are a little bit of painkillers 

too, [drug names] – homeopathic remedies, they help. I help my own organism, [drug 

names], they treat the intervertebral roots. 

Interviewer: And a Russian doctor (prescribed them)? 

Ksenia: In Russia, yes. 

Interviewer: Did you consult anyone with this problem here? 

Ksenia: It is expensive. I cannot do that at this point, because I do not work. I do not 

have an insurance. But if I had an insurance… 

Ksenia explained that she did not visit the local physician, as she could not afford a 

Finnish insurance. Finnish public healthcare is based on universalist principles and all citizens 

and foreign citizens with a permanent residence permit are covered by the National Health 

Insurance, which also reimburses a small part of costs from using private health services 

(Vuorenkoski et al., 2008). Thus, the excerpt shows that Ksenia is not yet familiar with the 



Finnish healthcare system. Her hesitation might also stem from the negative experiences of other 

migrants who were denied preferred medical service or misunderstood the rules of its provision. 

The stories about somebody who respondents know or about ‘friends of my friends’ who were 

not treated properly in Finland are circulating among Russian-speakers and are found in many 

interviews. However, if she was to visit a Finnish physician she would not be able to get 

prescription for homeopathic medicine, which is not considered as an official treatment method 

in Finland. In Russia, physicians more often practice complementary and alternative medicine, 

especially in the private sector, and can prescribe homeopathic drugs too (Sadykov, 2012; Brown 

2008). Homeopaths in Russia are required to hold a diploma in advanced medicine and have a 

certificate demonstrating the required level of training in homeopathy (Sadykov, 2016). 

A married couple, Sergei and Alina, who were recent migrants to Finland, told about a 

similar situation but this time with their son’s treatment. The family had migrated to Finland in 

2016. More than 10 years ago, when they still lived in Russia, their son had been diagnosed with 

the gallstone disease and was prescribed a special diet. As the diet was effective, the parents had 

continued with the same diet after their relocation to Finland. They had familiarised themselves 

with the dietary restrictions and followed them strictly: 

Sergei: Our older child has a gallstone disease. He has the stones in the gallbladder. He 

has the diet number five. 

Alina: It is a very strict diet, this number five. The first time, when his condition got 

worse, he felt straight away cold, hungry, and weary. We learned to prepare this diet very 

fast. We discarded a group of all sorts of bad (foods), corn, legumes. That is to say, that 

we have known this diet for many years. 



Sergey and Alina refer to certain diet numbering, which was developed by the Soviet medical 

research institutions. Different diets included different sets of food and meal types recommended 

for particular type of diseases (Pevzner, 1985). Some physicians continue to prescribe these diets 

as a treatment or as an addition to official treatment in contemporary Russia. In Finland, the 

gallstone disease is seen as rare with children and usually if a patient is diagnosed with painful 

gallstones, they will be removed with endoscopy (Mustajoki 2019). Thus, if the family was to 

visit a doctor in Finland, a very different approach might be taken to their son’s condition and 

treatment. 

These examples tell about familiarity and preference of certain treatment methods, which 

migrants continue to use in their new destination country. Culturally meaningful care can 

contribute to one’s sense of identity and community (Kaspar et al. 2019). However, the excerpts 

also show some problems, which migrants face in the new medical setting. Ksenia had 

misunderstood her rights for treatment in Finland and Sergei and Alina possibly had not looked 

for a second opinion for their son’s health problem, which could be relatively easily cured.  

Our findings resonate with what Castañeda (2018) has termed being ‘stuck in motion’ 

when referring to migrants who feel trapped and unable to access health care because of their 

legal status. Often these migrants rely on buying medicine aboard, sharing medicine and 

prescriptions, and on informal providers. Whereas Castañeda’s informants were ‘forced to seek 

healthcare that is improvisational and may pose additional risks’ due to their citizen status (ibid. 

30), in our data this ‘stuckness’ on old habits and informal health care practices was connected to 

our interviewees’ lack of knowledge or distrust in the Finnish healthcare system. Thus, such 

practices might increase the risk of their marginalisation from the medical system in the 

destination society in the long-run. As these examples illustrate, these practices, which do not 



include travel, still include risks similar to the ones documented in studies on medical travel. 

Double medication or treatment, postponement of treatment and lack of follow-up and 

rehabilitation may have negative effects on patients’ health and they may also create unnecessary 

costs for the healthcare systems (Lokdam et al. 2016). 

 

Digitalised information exchange 

 

Another prevalent theme in the interviews was online and teleconsultations with health 

practitioners in Russia. Some Russian clinics offer Internet consultation, which for example 

Elena, who was soon 60 years old, used mainly because she was dissatisfied with the Finnish 

physicians’ diagnosis and treatment methods. She was very critical of the Finnish healthcare 

system and suffered from various health problems. During her 30 years in Finland, Elena had 

learned to navigate the Finnish and Russian health systems to find affordable, and more 

importantly, personally satisfying care and results. Often her frustration was with the Finnish 

physicians who did not give her exact diagnosis to her often complex and ambiguous health 

problems. In these cases, she either travelled to Russia or consulted online doctors to get a 

second opinion. Sometimes she took laboratory tests in Russia and heard about the results, 

diagnosis and treatment advice via Skype or email. 

For many interviewees, getting medical support in their native language was an important 

reason for transnational health practices. This was the case with Alina, who was in her forties, 

and whose older son’s case was described above. Alina used telemedicine to get advice on her 



anxiety in her own language. Alina had survived a serious heart attack, which took long to 

recover. At the time of the interview, Alina suffered from a constant fear of a new heart attack, 

which she believed would kill her. Alina needed psychotherapeutic treatment to cope with her 

fear, but as she did not speak Finnish, she wanted to get the treatment in Russian. At first, she 

was provided with a Finnish-speaking psychotherapist accompanied by a translator, but 

according to her, the quality of translation was not good enough. She also felt that the Finnish-

speaking therapists and nurses did not understand her. Alina’s family could not afford a private 

psychotherapist. Instead, Alina consulted a Russian cardiologist, who she described as her ‘own 

doctor’.  The consultation took place both by phone and face-to-face when Alina visited St. 

Petersburg. Alina talks about the importance of having the treatment in her own language: 

Alina: And when I see her in Russia, she makes corrections to my medical care, talks to 

me in a different way, explains the situation. She discusses with me. And here (in 

Finland), doctors do not do that with you. The chief director (of the International Cardio 

Centre) and, at the same time, my doctor. [--] She is a kick-ass woman, practicing 

surgeon. She says to me: you are young, you will recover. She gives me advice in life. 

[…] Here the psychiatrist does not talk to you, even if you feel absolutely horrible 

because of a constant fear of dying. 

Alina’s case illustrates that consultation and medical help in one’s native language is 

especially important when mental health issues are discussed, and strong emotions are involved. 

Familiar language and the familiar doctor-patient setting creates more therapeutic atmosphere for 

Alina. Many other interviewees shared the view that in Russia doctors listen to the patient and 

take more holistic approach to treating them than in Finland. Similarly to Alina, also Katia 

preferred her psychological help and support in Russian, despite the fact that she was otherwise 



happy with the Finnish system, and had found ‘her doctor’, whom she trusted from the Finnish 

private sector. When asked who she turns to when she feels unstable, she answers promptly: ‘I 

call my psychologist in Moscow’. 

In addition to calling and visiting Russia for Russian language treatment, some of the 

interviewees had established Russian-speaking care networks of medical professionals in 

Finland. This was possible for those who were able to pay for healthcare in the private sector, 

where the patient has more possibilities in choosing the treating physician than in the public 

sector. For example, Natalia, who was 60 years old, presented herself as socially competent and 

well integrated to the Finnish society. She used Finnish private clinics, where she could choose 

the physician. Even if Natalia spoke Finnish well, having lived in the country already for 20 

years, her ‘own doctors’ were still Russian-speaking. She also had a Russian-speaking 

pharmacist acquaintance, to whom she turned on medical advice. 

Besides consultations from the health clinics, online peer support is a common type of 

digitalised health practice. Russian-speaking networks in Finland and abroad were used for 

getting advice on different diagnoses and treatment methods. For example, Natalia felt that her 

friend abroad had been important in helping to find out what was wrong with her mother. She 

first tried to find an answer to her mother’s changed condition from the Finnish public sector 

physicians, but they 'had big problems with diagnosis' and could not find what was wrong with 

the mother. 

Natalia: A friend of mine calls from America, and says: She has the Parkinson’s. She 

said that to me at least 10 times. Finally, I went to a private clinic with her [mother]. He 

also said yes [it is the Parkinson’s disease]. 



Natalia had many friends from her university student times in Russia, who had 

immigrated to different countries around the world, and with whom she discussed daily issues 

and exchanged opinions and advice on medical issues. Krause (2008) defines these types of 

formal and informal contacts, which are used for finding support and help in finding the right 

treatment, as 'transnational therapy networks'. These networks are activated locally and 

transnationally in the event of sickness by consulting close ones and acquaintances about the 

treatment, cure, and recovery (see also Bochaton 2019). These types of networks were typical 

among our interviewees too. 

Besides social networks, some interviewees searched for information in Russian language 

web pages. Maria, who was in her forties, and had moved to Finland almost 20 years ago, used 

the Internet to search for a diagnosis for her child. Maria was certain that her daughter had 

autism, but despite her long-time efforts, she did not get diagnosis for her in Finland. During the 

period of uncertainty, Maria sought for information regarding autism online, and found some of 

the webpages of Russian NGOs working with autism especially useful, as they were translating 

the very latest knowledge on autism from English to Russian. The information she found on 

these web pages convinced her that her daughter had autism. 

Interviewer: What is the situation with this [autism] in Russia? 

Maria: It is very hard to live there, even for a healthy person. There is a lot I do not like 

in Russia, but what I do like, even if the state does not help people and kids with special 

needs, is that during the last 5–7 years the non-governmental organizations are growing. 

They offer help, develop things, and look for financial possibilities and so on. In the 



beginning, this was where I found information in Russian, because one thing that they are 

developing is the translations from American sources into Russian language. 

Web pages of the Russian non-governmental organizations provided Maria with Russian 

language information on autism that she could not find in Finland. Recently she also found her 

way to a Russian language NGO in Finland, which has started Russian language peer-support 

groups for various diseases. Their aim is to translate and provide Russian-speakers with 

information from Finnish NGOs and support networks for different health conditions and 

illnesses. 

Others also relied on Internet advice even on more serious health conditions, as Irina with 

her cancer diagnosis. At the time of the interview, Irina had gone through a series of cancer 

treatments. She appreciated Finnish specialised healthcare very much, but she was concerned 

with what she called over-medication, people using unnecessary drugs. Irina followed a retired 

Russian physician on the Internet. This physician published video lectures and writings on 

alternative medicine, such as treating several conditions with hydrogen peroxide and soda 

(bicarb). Irina trusted him, because he was retired and thus 'not obliged to prescribe all kinds of 

medicines as the corrupted doctors today'. By this Irina was referring to how the doctors were 

paid by the pharmaceutical companies. At first, having received her diagnoses in Finland, Irina 

tried to refuse from chemo and radiation therapy, as she had read online that these treatments 

were fatal. Her Finnish physician then sent her to a psychiatrist. According to Irina, the Finnish 

physician had told her boyfriend that 'she (Irina) is in some sort of psychosis because she has 

read so much about chemotherapy online'. After consultation with the psychiatrists, Irina started 

cancer treatments, and was, by the time of the interview, cancer free. Thus, the Internet provided 

some interviewees with familiar types of care and peer-support in their own language but 



included similar risks to medical travel – possible postponement of treatment, misinformation 

and possible double or conflicting treatment (Lokdam 2016). 

 

Care flows from Finland to Russia 

 

Transnational care relations and flow of ideas and information worked also the other way 

round – from Finland to Russia. Those respondents, who had left behind ageing parents in 

Russia, would typically worry about their health condition back in Russia, and try to enhance 

their parents’ health by sharing advice on healthy living. This took place via telephone or the 

Internet, as the respondents could not visit their parents in Russia on regular basis. For example, 

Ksenia tried to affect her father’s drinking habits: 

Ksenia: My dad drinks a lot. I tell him, dad, don’t drink, you will have diabetes. He 

smokes, and I tell him not to, as he will have problems with his lungs, but he does not 

listen to me. My grandmother found out that she has diabetes a while ago, even if we all 

told her to eat less sweets and fried food, and to eat more greens, she does not listen. 

Vera had quite similar challenges with her ageing parents: 

Vera: Recently they have had a lot of problems with health. My dad smokes a lot, which 

does not improve his health. He has problems with his heart. They both have heightened 

blood sugar, which they are now monitoring. [--] 

Interviewer: Do you influence their way of life somehow? 



Vera:  I would like to, because they complain, and I try to help. For example, I send 

money. But often they do not listen to me, I try to participate, but they are passive 

themselves. 

For Vera and Ksenia, these discussions with their parents on health issues and their 

attempts to persuade them to keep a healthy lifestyle present a form of carework at a distance, in 

the situation when they are not able to take part personally in their parents’ daily life. Despite 

that women are usually considered to be more responsible for the care of the elder parents, in our 

data this type of transnational carework was mentioned by both men and women. While men 

stress more their financial support to parents (this will be discussed later), all respondents 

expressed their emotional attachment to parents through their worries about their health. 

Another example of caring at a distance was Olga’s case. She was in her late fifties and 

had lived in Finland from 1991. She cared for her old mother at a distance by monitoring her 

health condition daily by phone. Her mother’s condition demanded constant home care, which 

Olga had organised during her visits to her hometown in the middle of Russia. Olga would also 

arrange doctor’s visits to her mother via telephone: 

Olga: She tells me what are the symptoms. It is not like this problem just arose but she 

has lived with it already for years, and I know what it [the problem] is. But if I do not 

know, someone has, let’s say, some acquaintance, or a nurse, who has some education. I 

ask around for advice. That is how it goes. 

Thus, even if Olga could not be present in her mother’s life physically, they could share 

the everyday life very intensively, as she was actively present by phone and by organising her 

mother’s care. In this task, her transnational social networks played a big role. 



Previous cases discuss the so-called ‘lay’ migrants’ health and care practices. Our second 

data set consist of Russian origin physicians who practice medicine in Finland. Several of the 

interviewed physicians discussed how they advised their friends, relatives and colleagues in 

Russia. Most often, this was in the form of prescribing Finnish medicine and consultation about 

treatment, but also advising on how to find Finnish physicians. For example, Igor, a specialist in 

his fifties, discussed the increasing interest towards Finnish medical specialists by patients in 

Russia. Because of this, Igor had created a Russian-language Internet platform, which helped 

Russian patients in finding medical experts in Finland. 

Furthermore, the Russian origin physicians living in Finland pointed out how they not only 

advised acquaintances but also their medical colleagues in Russia. Yulia, a specialist in her fifties, 

told that she communicated with former colleagues in Russia often and participated in gatherings 

of her medical school alumni. Also Marina mentioned that she frequently exchanged ideas 

concerning medical treatment with their colleagues in Russia: 

Marina: Another colleague in Russia had a patient with peroneal paresis. He didn’t get 

much help for that. I sent him pictures and all from here, how the leg must be bandaged so 

that it doesn’t hang. It’s everything, catching up with them but also professional exchange. 

Quite many ask how to get treatment in Finland. I send them information about doctors 

and phone numbers and tell what to do. Not often, but once a month I receive some 

questions. 

Thus, migration does not only change the lives of the ones who migrate but also the people 

left behind are touched by their relatives and friends’ migration and transnational lives. The flows 

of ideas and knowledge between the receiving and sending countries can promote changes in both 



places (Vertovec 1999). This includes also ideas and values related to health and healthy living 

and medical knowledge, which are exchanged between the ones who have migrated and those who 

stayed. 

Movement of health-related ‘things’ 

 

Movement of medications and health products from Russia to Finland 

 

Often the exchange of information was combined with the movement of things – mainly 

pharmaceuticals and health-related products. Anna, a woman in her thirties suffered from 

depression. She had lived in Finland more than ten years, was familiar with the public and 

private health system, and had studied nursing in Finnish. Originally, when she started to feel 

depressed she sought treatment in Russia, where she was committed to hospital, diagnosed with 

depression and prescribed antidepressants. She explained that she went to Russia because she felt 

she needed the treatment in her own language. However, after a while she wanted to renew her 

prescription in Finland and went to see a local physician. The physician told her that would need 

to start the diagnosis process from the beginning to be able to get a Finnish prescription. The 

physician explained that he did not want to take any responsibility for the medication prescribed 

by someone else. Thus, Anna continued to use and buy medication from Russia. She felt 

frustrated, as she already had a diagnosis and medication that she felt helped her but was difficult 

to acquire. 



In addition to medicine prescribed in Russia, some of the interviewed Russian-speakers 

used natural products, which they knew from their countries of origin and which they regularly 

received from abroad. They asked their relatives and friends to bring natural products, such as 

herbal teas or Asian traditional medicines, from Russia or they bought them themselves when 

visiting Russia. For example, Irina explained how she used herbal tea and Tibetian medicine. She 

received these from her sister, who bought them from a local doctor in St Petersburg and brought 

to her to Finland.  Another interviewee also received herbal teas from her sister, who brought 

them from Kazakhstan. The Internet had created new opportunities to find and order medication 

and health products online. In some cases, grown-up children who were accustomed Internet 

users helped their parents to buy traditional herbal medicine online from Russia. As Alex told 

about his parents who use quite a lot of different natural salves, which come from Asia and Far 

East: 

Alex: I help them to order them online directly to here [Finland], since there is no 

representative office of these products here. Someone in Russia has recommended them 

[natural products] and they continue using it. 

Herbal and natural products, vitamin therapies and homeopathy are widely used in Russia 

and many physicians prescribe these to their patients (Brown, 2008; Iarskaia-Smirnova & 

Romanov, 2008). Furthermore, the Internet and online Russian-speaking communities are used 

to sharing medicines and advice regarding its use. Tatiana tells about the cultural differences of 

using pharmaceuticals and health products as well as talking about one’s health problems and 

sharing advice and medicine with friends and relatives. 



Tatiana: In Russia, medical drugs are easily accessible without prescription, and 

everyone consumes insane amounts of drugs, and practices self-medication, because we 

have more possibilities. No one says, you have a cold, it will pass within a week. 

Medicine is being prescribed, bought, used, recommended, shared with friends. Russian-

speakers do like this, just share the medicine. On the Internet, they are shared, discussed. 

But among Finns this is not typical. I had a Finnish acquaintance, and it was obvious, that 

she was tired, and then it became clear, that the person is truly ill, and on medication [but 

did not tell about it]. But my Russian acquaintances, when they wake up, they straight 

away share, if they feel pain today. 

Thus, Internet created an important peer-support platform for discussing familiar 

medicine and its use. Sometimes these forums are also used for asking help in bringing different 

health-related products to Finland. However, as in other forms of transnational health practices, 

here too the risks are obvious, since recommending and sharing medicine without medical 

professionals’ consultation can include several risks and be harmful for health. 

 

Movement of medications, technologies and money from Finland to Russia 

 

Even if some of the Russian-speaking migrants preferred to use Russian pharmaceuticals 

and herbal products, the quality of Russian drugs is often considered as low and counterfeit drugs 

widespread (e.g. Ozawa et al. 2018; Jeskanen 2020). Thus, Russian-speaking physicians working 

in Finland often prescribed Finnish medication to their networks living in Russia. Among others, 



Tania, a generalist in her thirties, and Yulia, a specialist in her fifties, wrote prescriptions for 

their relatives and acquaintances in Russia: 

Tania: In Russia, I don’t have contacts, except few rare contacts with people I know, 

professionals and acquaintances. Most often, it involves drugs prescription when people 

do not trust Russian drugs in order to avoid counterfeits. 

Yulia: I consult relatives and friends from [two Russian cities]. Sometimes, I help them to 

buy medicine here. 

Due to the low quality of some medical drugs sold in Russia, especially drugs needed for 

special health conditions, there is increasing interest towards medication available in Finland. 

The additional challenge is that special medication is expensive in Russia, despite no guarantees 

of it being good quality (see Ozawa et al. 2018; Jeskanen 2020). This is how Marina, a specialist 

in her late fifties, described the situation: 

Marina: I know that in the hospital I worked in, in Russia, everything is going worse. I 

help friends there quite much. Everything is getting worse there. It’s a bit hard to explain 

but during the Soviet Union, everything worked quite well, but when it broke up nothing 

was working. Before medication was free, but now you should pay when you get 

something. For example, my best friend’s daughter in Russia has breast cancer, that’s hard. 

They have to pay very much on their own… They ask me for advice. I write them 

prescriptions from Finland. They buy the medicines in full price, of course, but at least they 

know it is the right medicine. 



Also Finnish private sector clinics have noticed the growing need for high-quality drugs 

in Russia. A Finnish private clinic has started an online service, through which Russian patients 

can buy prescription to Finnish pharmacies and courier service of drugs to Russia. According to 

the managing director of the company, most of the medicines are ordered for serious illnesses 

such as cancer. A prescription to a Finnish pharmacy costs 48 euros not including the price of the 

medicine, which is often much higher in Finland than in Russia (Jeskanen 2020). 

In some cases, also medical technology had travelled across the Finnish-Russian border 

from colleague to another. According to Vladimir, a specialist in his fifties, there had been a 

shortage of technological healthcare equipment especially in the 1990s, and he had thus taken up 

the habit of passing on used medical technology from Finland to Karelia and instructing the local 

professionals how to use it. He explained this as humanitarian aid and as contributing with his 

expertise to the development of the healthcare sector in Russia. 

Many interviewed ‘lay people’ sent money to Russia for helping relatives to cope with 

their health problems. Many interviewees told that they frequently transferred money for their 

parents in order for the parents to use it for medical services in Russia. Thus, the parents were at 

times financially dependent on their children living abroad, as was the case with Maxim. 

Interviewer: who can help your parents, if there are some necessities? 

Maxim: Financially, only me […] Physically, if something bad happens, I quit what I am 

doing here, and travel there instantly. It takes seven hours [to get there]. 

In some cases, financial support was offered as a compensation for the fact that the respondents 

could not travel to Russia often, and take care of their parents when they were in need of care or 



medical treatment. In these cases, care work at a distance included transfer of money for 

obtaining good quality care, such as health checks, treatment, surgeries and other types of 

medical operations. This type of carework was especially important for the male respondents as 

they were less involved in other forms of organising care.  For some interviewees, feelings of 

guilt played a role and they tried to compensate their lack of presence by sending money or 

calling their parents regularly. They sometimes paid for the face-to-face care they could not give 

themselves because of the distance. This was the case especially, if the parent lived far from the 

Finnish-Russian border as in the case of Maxim, who instead of visiting regularly paid money to 

get her mother treatment in the best facilities. 

 

Transferring ‘medical culture’ between the countries of origin and destination 

 

Recent research has shown that migrants assemble a mix of goods, ideas and people 

between origin and destination countries, as part of their health-seeking strategy (Hilfinger 

Messias, 2002; Seto Nielsen et al 2012; Kaspar et al. 2019; Krause 2008; Bochaton 2019). This 

'hybridity' is strongly present in our data too. Migrants mobilise 'transnational therapeutic 

networks' (Krause 2008) in finding a good and trustworthy doctor and familiar treatment 

methods in the new medical setting. Often they rely on the networks and services of their own-

language groups. These networks are also enacted to provide care for relatives and friends in 

one’s country of origin. 



Trust and emotional connectedness play an important role in navigating between the old 

and new practices of health. Strong trust in social networks can be seen as a form of historical 

‘blat’ networks familiar from the Soviet times (Ledeneva 2009). Ledeneva defines blat as ‘the 

use of personal networks for obtaining goods and services in short supply and for circumventing 

formal procedures’. Blat can be understood as an exchange of favours and as the know-how of 

the (Soviet) system, and as a way to guarantee goods and services that citizens were entitled to 

but did not obtain. Furthermore, informal practices facilitated some personal freedom and choice 

in the rigid Soviet system. This social exchange of favours has been documented to continue in 

its more ‘monetised’ form in the contemporary Russia too (Ledeneva 2006; 2009) and are 

enacted out in transnational context too. 

In our interviews, the role of social networks appears especially important in finding 

one’s 'own' doctor, who is trustworthy. The interviewees preferred to have a ‘doctor of their 

own’, either in the new country of residence or back in Russia. In some cases, the feeling of 

someone being ‘your doctor’ was strengthened by the fact that the doctor spoke Russian. The 

will to have a doctor of one’s own also echoes the importance of being understood and being 

able to use one’s own language, which is a common motivation for transnational help-seeking. 

This discourse is familiar from research on Russian healthcare and medical culture. Lack of trust 

in the official healthcare system is shown to be typical for Russian patients (Aronson 2006; 

Zdravomyslova & Temkina 2009). In the public discussion, insufficient financing of the public 

health sector is seen as leading to the low interest and motivation of the physicians to provide 

qualitative care. On the other hand, doctors in private clinics are suspected of putting commercial 

interests before professionalism. Patients express their fear that doctors on private clinics 

prescribe more expensive treatment, more numerous and expensive medications than is really 



needed (Zdravomyslova & Temkina, 2008; Zdravomyslova & Temkina 2009; Chikirikova & 

Shishkin 2014). In this situation, finding a trustworthy doctor, with whom one can establish a 

personal relationship becomes crucial (Zdravomyslova & Temkina, 2009). Zdravomyslova and 

Temkina (2009) describe mobilising social networks, consisting of relatives, colleagues, friends, 

and friends of friends, as an effective strategy in finding a doctor who is recognised as having a 

'good reputation', that is, who can be trusted. This institutionalised lack of trust and mobilisation 

of social networks (blat) in finding a trustworthy doctor are prevalent features among the 

interviewed Russian-speakers in Finland too. 

Another strategy by the more well-off Russian patients is to pay for the medical services 

in the private sector. In private clinics, patients can more freely choose their doctor, ask for 

specialist treatments and participate in deciding about the treatment methods. In addition, 

informal payments to the treating physician are still a common practice in the healthcare sector 

in Russia. The informal payments help to build a trustful relation through a sense of control over 

the doctor's actions and the course of treatment (Brednikova, 2009; Temkina 2017). Choosing 

the private clinic is also a question of class. Ability to pay for the private service is considered as 

a sign of social identity and moral status (Rivkin-Fish, 2009; Shpakovskaya, 2015). This classed 

practice is documented in medical travel research too. Horton (2013), argues that medical travel 

is used as a way of 'class transformation' when the income acquired in the destination country 

allows migrants to use private clinics in their countries of origin. In Europe, especially migrants 

from Eastern European countries tend to travel to their countries of origin to be able to use 

private clinics (Stan, 2015; Sime, 2014; Main, 2014). Being able to use private services and the 

'best doctors' is seen as a pride among the interviewed Russian-speakers in our study too. If our 

interviewees travelled for healthcare, they often preferred for private clinics. When travel was 



not possible, they used online health services offered by the Russian private clinics, which are 

relatively inexpensive with the Finnish income. 

Zdravomyslova and Temkina (2009), describe another strategy, which is developed to 

navigate the untrusted healthcare system in Russia, which they call 'self-enlightenment'. Due to 

lack of trust, patients aim to become themselves experts in their illness and methods of treatment 

by obtaining specialised medical knowledge. Popular medical journals, professional medical 

literature, radio and television programs, and the Internet are all helpful resources for actualising 

this strategy (Zdravomyslova & Temkina 2009). Furthermore, the Internet provides a community 

to exchange information about clinics and physicians, and to give advice on health issues 

(Bereguzova 2016). For example, women on parental web-forums compose lists and ratings of 

reliable fertility specialists, gynaecologists, or paediatricians (Chernova & Shpakovskaya 2011). 

As we have shown, the Internet and social networks are actively used by Russian-speaking 

migrants in Finland too when they search for the health information and establish care 

relationships. 

Migrants have transferred these ideas, ideals and practices to their destination country. 

The interview data shows that many Russian-speakers did not completely trust the Finnish 

healthcare system either. Migrants are able to use their transnational cultural capital (Grineski 

2011; Erel 2010) and, even more importantly, transnational social capital to navigate between 

different health systems and cultures: between the private and public sectors and across the 

border. Transnational networks were mobilised to find the best and trustworthy doctor and 

treatment method for oneself or to help a relative, friend or colleague in Russia.  



As the examples discussed in this chapter show, our interviewees were using digital tools 

in various ways in order to establish and maintain care relations at a distance. Digital 

technologies allowed them to endorse ‘the mutuality of being’, which is important for 

maintaining the feelings of familyhood at a distance (Wilding et al. 2020) and a two-way flow of 

care, when necessary. Urry (2002) has argued that physical co-location cannot be fully replaced 

by digital co-presence, since physical proximity is necessary for some forms of social life. 

However, other mobility scholars have illustrated how there need not to be hierarchy between the 

physical or digital forms of co-presence – and that distant care is not necessarily less important 

than physical caregiving (Baldassar 2016; Madianou 2016; Wilding et al. 2020). Indeed, physical 

distance has even been shown to increase the efforts for care and expression of sentiment for 

those left behind via digital technology (Baldassar 2016). Our interviewees were in contact with 

their close-ones, colleagues and friends in other countries on a regular basis, and communicating 

availability of support when necessary was part of their routine everyday lives. The digital tools 

supported their long-distance care relations. Thus, the cases discussed illuminate how the 

expanding amount of digital technologies available have not only brought new opportunities for 

migrants in ‘keeping their feet in both worlds’ (Levitt 2014), but for creating new ways of caring 

for others and the self.  

 

Conclusions 

 

In this chapter we have explored the health practices at a distance by using interview data 

with Russian-speaking ‘lay’ migrants and Russian origin physicians in Finland. We have shown 



that in addition to actual medical travel, also ideas, things and even technologies move across the 

border. Often mobile and immobile practices were combined, but there were some interviewees 

who relied only on immobile practices. Furthermore, digital technologies are an important part of 

everyday care networks of the interviewed migrants. We argued that migrants create a hybrid of 

old and new ways of health seeking and habits and draw on both Finnish and Russian 'medical 

cultures'. Trust, familiarity and feelings of obligation guide their navigation between the different 

systems and practices. Moreover, creating and maintaining ‘transnational therapy networks’ (see 

Krause 2008), or blat networks, was an important part of our interviewees’ health strategies. 

As in the studies on medical travel, our study found that many of the described practices 

were associated with barriers of access, such as cost and access (especially in regards to access to 

private services), lack of trust and language difficulties. Trust plays an important role in our data 

and is often the main reason for looking for transnational medical advice and treatment. In 

addition to complex systems of trust, the importance of being understood and being able to use 

one’s own language come forth as motivators for engaging with transnational health practices.  

Moreover, emotional reasons and search for a familiar and ‘therapeutic’ experience were an 

important part of our interviewees’ health practices. As Lee et al. (2010) argue, feelings of being 

‘in-place’, trust and familiarity are important in creating a sense of well-being (see also Kaspar 

2019). 

We have shown how trust and familiarity played a role in continuing with treatments and 

health advice prescribed in Russia and in engaging in long-distance advising from peers or 

medical professionals. On the other hand, the interviewed doctors felt a sense of obligation both 

professionally and personally to continue being engaged with the development of the healthcare 

sector of their country of origin as well as providing good quality advice and drugs to their 



friends and relatives who stayed behind. Similarly, ‘lay’ migrants felt obliged to care for their 

ageing parents and sometimes guilt of not being there for them. This guilt was suppressed by 

trying to keep in touch and to provide moral and, when possible, financial support for those who 

were left behind. 

On the one hand, being able to navigate different systems of care and looking for the best 

suitable option for oneself can be considered as an act of resistance and to contribute to one’s 

sense of agency and well-being. On the other hand, transnational health practices can be a sign of 

health and socio-economic inequalities as some of our interview excerpts suggest. Migrants can 

be ‘stuck in motion’ (Castañeda 2018) because of several barriers of access to local health 

services and forced to rely on transnational health practices. Distrust towards the official 

healthcare sector and a sense of being misunderstood can lead to the underuse of services and act 

as barriers for service use (Akhavan & Karlsen 2013; Whetten et al. 2006). Furthermore, 

postponing treatment, the lack of after-care and follow-up, as well as wrong self-diagnosing or 

misunderstanding of one’s treatment options can be detrimental to one’s health. Thus, if lack of 

trust, higher price, language issues or discrimination push people to seek healthcare from the 

Internet or abroad the question is of unequal or even discriminating system, instead of a 

therapeutic experience or choice (see also Kaspar et al. 2019). Transnational practices also raise 

a question of global health inequalities; who has the capacity to move or travel for better 

treatment or to healthier spaces? This is also prevalent in ordering high-quality drugs with high 

cost or getting to choose your ‘own’ doctor in the private clinics. 
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