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The Health Evidence Network
HEN is an information service for public health decision-makers in the WHO European Region,
in action since 2003 and initiated and coordinated by the WHO Regional Office for Europe under
the umbrella of the European Health Information Initiative (a multipartner network coordinating
all health information activities in the European Region).
HEN supports public health decision-makers to use the best available evidence in their own
decision-making and aims to ensure links between evidence, health policies and improvements
in public health. The HEN synthesis report series provides summaries of what is known about the
policy issue, the gaps in the evidence and the areas of debate. Based on the synthesized evidence,
HEN proposes policy options, not recommendations, for further consideration of policy-makers
to formulate their own recommendations and policies within their national context.

The Health Evidence Network and the Migration and Health programme of
the WHO Regional Office for Europe
At the fifth meeting of the WHO European Advisory Committee on Health Research (EACHR),
which took place in July 2004, EACHR agreed to form a subcommittee on migration and health to
review the strategic framework of the work of WHO Regional Office for Europe on migration and
health, and to commission a series of HEN synthesis reports targeting policy-makers. In 2015, three
HEN reports were published, tackling the challenges of three distinct migrant groups: irregular
migrants, labour migrants, and refugees and asylum seekers.
In 2016, three new HEN reports are being published, aimed at synthesizing the available evidence in
order to improve policy-makers’ understanding of the following specific issues related to migration:
maternal health, mental health and the public health implications of the different definitions
available for migrants.
The various HEN reports on migration and health have been used as the evidence base for the
development of the Strategy and Action Plan for Refugee and Migrant Health in the WHO
European Region.
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Abstract
The number of female migrants of childbearing age is rapidly increasing, which poses specific maternal
health needs. Via a systematic academic literature review and a critical interpretive synthesis of policy
frameworks, this review aimed to assess interventions and policies that work to improve the accessibility and
the quality of maternal health care for migrants in the WHO European Region. The review demonstrated
that most migrant women face poorer maternal health outcomes than non-migrant women throughout
the WHO European Region. Identified risk factors are not only linked to pregnancy, childbirth and the
postpartum period but also to events before conception. Migrant women’s access to maternal health care
is jeopardized by restricted entitlement and problems with familiarity, knowledgeability, acceptability,
availability and affordability. Assuring universal access to care and providing culturally sensitive care will
enhance access and quality of maternal health care and eventually improve migrant maternal health.
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FOREWORD
We live in an increasingly diverse world in which migration is both a current issue
and one for the years to come. The growth in migrant numbers arriving in Europe
creates challenges that require a rapid humanitarian response and put pressure on
health systems.
To address this priority, the WHO Regional Office for Europe established the Public
Health Aspects of Migration in Europe (PHAME) project in 2012 with the financial support
of the Ministry of Health of Italy, which is developing into a programme in 2016 with
the aims of (i) providing ad hoc technical assistance to Member States of the WHO
European Region, (ii) strengthening health information and available evidence on
this, (iii) promoting advocacy and sharing of information among Member States and
partners, and (iv) supporting migration-sensitive health policy development. The overall
PHAME programme objectives would be to strengthen health system capacities in
order to meet the health needs of mixed influxes of refugees and migrants, and of host
populations; promote immediate health intervention; ensure migrant-sensitive health
policies; improve the quality of the health services delivered; and optimize use of health
structures and resources in host countries.
A high level meeting to discuss strengthening of cooperation between countries
and regions brought together 50 countries from three different regions and a great
diversity of United Nations agencies and international organizations in November 2015.
The outcome document, “Stepping up action on refugee and migrant health. Towards
a WHO European framework for collaborative action”, summarized the policy and
strategic implications of the public health priorities, challenges and needs identified
through the meeting discussions for European national health policies and systems.
It has often been noted that the health of refugees and migrants is generally similar
to that of their host populations. However, the physical and psychological effects of
leaving their home countries and the long arduous journeys they undertake increase
their overall health risks and may worsen their health conditions.
In 2014, the European Advisory Committee on Health Research recommended that the
Secretariat commission a series of Health Evidence Network (HEN) synthesis reports with
the aim of supporting public health policy-makers to use the best available evidence
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in their own decision-making. The HEN synthesis reports summarize what is known
about the policy issue, the gaps in evidence, the areas of debate and the policy options.
In 2015, three HEN synthesis reports were published focusing on access to and quality
of health services among irregular migrants, labour migrants, and refugees and
asylum seekers. These reports identified the need for additional research and evidence,
the development of evidence-informed policies on migrant health and new approaches
to improving migrants’ health outcomes. The HEN reports built an evidence base for
the development and implementation of the strategy and action plan on refugee and
migrant health in the WHO European Region, to be submitted for Member States’
approval at the 66th session of the WHO Regional Committee for Europe.
The HEN series on refugee and migrant health now focuses on specific issues including
maternal health, mental health and the definitions of migrants in the context of public
health, which will provide decision-makers with health system policy options on
migrant health to support them in working towards better health for migrants in the
WHO European Region.

Zsuzsanna Jakab
WHO Regional Director for Europe
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SUMMARY
The issue
A large and rapid influx of migrants in the WHO European Region poses public health
concerns and requires an urgent and concerted response to ensure good health
status for both migrants and host populations. The WHO estimates that 73 million
migrants were living in the WHO European Region in early 2016, 52% of whom were
women. In August 2015, the United Nations Population Fund (UNFPA) estimated
that there were about 500 000 Syrian refugee women and girls of reproductive age
in Turkey; of these, more than 30 000 were pregnant. While there may be specific
issues with accessing health care for various migrant groups, maternal health care
generates particular needs for both migrants and host populations.

The synthesis question
The objective of this report is to address the following question by way of a systematic
review of available academic evidence and a critical interpretive synthesis of grey
literature including policy frameworks: “What is the evidence on the reduction of
inequalities in accessibility and quality of maternal health care delivery for migrants?
A review of the existing evidence in the WHO European Region”.

Types of evidence
Evidence was generated from academic peer-reviewed literature published in English
between 2000 and early 2016. In addition, a critical interpretative synthesis of grey
literature was performed on migrant maternal health-related policy frameworks
that is applicable to the WHO European Region or one of its member countries
and published within the same time span in English, French, German or Russian,
the four official languages of the WHO European Region, and also in Dutch,
Spanish or Ukrainian as the composition of the author team allowed for these
searches. Out of an initial database of 3632 sources, 325 academic papers and
121 policy documents were eventually assessed.

Results
Conditions during migration may create or increase vulnerability to ill health,
with different migrant groups facing different health challenges and having varying
success in accessing health and social services. Low socioeconomic position and
irregular status increase these challenges. Factors that may limit access to services
ix
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include language and cultural differences and formal and informal institutional
and structural barriers.
Compared with non-migrants, most migrant women still face poorer pregnancy
outcomes, with a higher incidence of induced abortions, caesarean sections,
instrumental deliveries and complications; however, current findings for lowbirth-weight babies and pre-eclampsia differ by migrant group, generation and
host country. Identified risk factors are not only linked to the stage of pregnancy,
childbirth and the postpartum period but also to the preconception phase. Migrant
women may fare well on some indications and less well on others, suggesting issues
from preconception history and uneven access to ante- and postnatal services.
Entitlement to care is often restricted because of a woman’s migration status and
this may not be compatible with a human rights approach. Furthermore, access to
maternal health care is jeopardized by problems of familiarity, comprehensibility,
acceptability, availability and affordability. Financial barriers are a major concern
and vary substantially from country to country and within a country depending on
migrant status. Cultural elements and uncertainty about legal status often delay
referral to health facilities. In addition, sexual violence and victimization, which are
particularly associated with girls and women, may also make it harder to access
care. The lack of legal frameworks preventing sexual violence and clarifying the
migrant women’s legal status often creates barriers to seeking help and health care.
While universal definitions of indicators for quality of maternal health care are
still lacking, the need for culturally sensitive maternal care is widely evidenced.
There are a number of tools and policies outlining good practices that could help
to improve migrant maternal health when effectively implemented.

Policy considerations
In order to support policy-makers in strengthening or introducing specific policies
regarding migrant maternal health care, the following areas are identified where
migrant women may have specific risks or difficulties in accessing care, and potential
policy options are outlined.
Poorer migrant maternal health
Compared with women in host countries, migrant women often have poorer
maternal health and this is often related to risk factors that already precede
and contextualize migrant maternal health, for example family planning,
x

health-seeking behaviour, gender-based violence and asylum procedures.
Conditions during migration, low socioeconomic position and irregular status
may all have a negative impact on maternal health. Policies that consider sexual
and reproductive health (SRH) as an overall feature leading to good maternal
health would help to reduce these early risk factors.
Legal entitlement to care
Entitlement to maternal health care varies among countries of the WHO European
Region and with migrant status within a country; often neither the women nor
the health professionals understand the current rights of the women. Assuring
universal access to maternal health care would clarify the provision of care and
could also be cost–effective for public health services.
Accessibility of maternal health care
This can be restricted by barriers of comprehension, acceptability and availability.
Culturally sensitive provision of language support and good educational aids
will tackle some of these barriers.
Affordability
This is a major barrier to accessing care. Failure to access care prenatally often
leads to more expensive emergency care as well as to unwanted pregnancy
outcomes, and strategies such as promoting and investing in family planning
can be a cost–effective way to improve migrant women’s health and prevent
unintended pregnancies.
Quality of care
Universal definitions of indicators of quality of care are still lacking but research is
clear that culturally sensitive provision should be included among the indicators
of good maternal health care.
The recent massive surge in migrants entering Europe poses extra challenges in
providing maternal health care to newly arrived migrants, migrants in transit and
those aiming to stay longer regardless of the legal status they have. This accentuates
the need for the development and application of common indicators on migration
and health to inform good policy decision-making across the WHO European Region.
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1. INTRODUCTION
1.1. Background
The marked increase in refugees, asylum seekers and migrants to the WHO European
Region in recent years has focused attention on both individual and public health
issues and on the need for a concerted response to ensure good health status for
both migrants and host populations.
The overarching term “migrant” covers a number of subgroups, often with differing
health needs and barriers to health. At the international level, no universally accepted
definition of migrant exists and the legal and social contexts that shape definitions
of migrants, refugees and asylum seekers are debated. The United Nations High
Commissioner for Refugees (UNHCR) emphasizes that refugees are a separate
category to migrants because they are fleeing persecution and require international
protection (1). The International Organization for Migration has stated that “the term
migrant was usually understood to cover all cases where the decision to migrate was
taken freely by the individual concerned for reasons of ‘personal convenience’ and
without intervention of an external compelling factor” (2). An asylum seeker is an
individual who is seeking international protection. In countries with individualized
procedures, an asylum seeker is someone whose claim has not yet been finally
decided on by the country in which he or she has submitted it. Not every asylum
seeker will ultimately be recognized as a refugee, but every refugee is initially an
asylum seeker (3). An irregular migrant is a person whose current residence status
is characterized by nonconformity with the immigration laws of the receiving
country, regardless of their mode of entry. (NB. The terms irregular migrant and
undocumented migrant are synonymous and this HEN report will use the former.)
Irregular migrants constitute a particularly vulnerable group because they may have
limited access to the health care and/or other public services available to legally
recognized international migrants and may face specific barriers to accessing the
care that is available for them (4).
Regardless of the legal and administrative challenges in differentiating between
refugees, asylum seekers and migrants, all people have health rights afforded by
the Universal Declaration of Human Rights (5) and the International Covenant on
Social, Economic and Cultural Rights (6). In line with the framework of the World
Health Assembly resolution 61.17 in 2008, the attention of Member States should
be focused on ensuring equitable access to health promotion, disease prevention
and care for migrants (7). However, entitlement to health care and ease of access
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can be subordinated to the legal status of the refugee or migrant (with legal status,
applying for legal status and without legal status (8)). This report uses the general
term migrant to refer to all of these subgroups but will discuss areas where access
can be impacted by identifying a migrant as part of a subgroup and by barriers
such as language/communication issues and awareness of entitlements.
WHO estimates that 73 million migrants were living in the WHO European Region
in early 2016, 52% of whom were women (9). The most recent Eurostat figures show
that in 2013 the European Union (EU) alone received 3.4 million migrants from
non-EU countries (47% of whom were women), against 1.8 million in 2008 (10,11),
with a peak in asylum applications (12). The massive increase in migration to the
Region highlights the need to identify best practices and engage in cross-national
political dialogues on migration.
Pressure on health systems from the vastly increased flow of migrants varies
within countries of the WHO European Region depending on whether they are a
reception country such as Turkey, a transit country such as Greece or a destination
country such as Germany. After five years of conflict in the Syrian Arab Republic,
Turkey is hosting the second largest contingent of Syrian refugees; in August 2015,
there were 484 750 Syrian women and girls of reproductive age in Turkey, of whom
34 320 were pregnant (13). The eastern European and central Asian regions lie on
the crossroads of active migratory paths, with significant migration from, within
and through the region. The available data show that the Russian Federation
currently hosts around 13–17 million registered and irregular migrants from central
Asia, Ukraine and the Republic of Moldova (14) and there are around 1 120 000
temporary labour migrants in Kazakhstan (15,16).
Conditions during migration may create or increase vulnerability to ill health,
with different migrant groups facing different health challenges and having varying
success in accessing health and social services. Low socioeconomic position and
irregular status increase these challenges. Factors that may limit access to services
include language and cultural differences and formal and informal institutional
and structural barriers.

2

Nearly 54% of all international migrants residing in eastern Europe and central
Asia are women (world average is 48%) (15). Recent data show that women also
represent a growing proportion of migrant workers who travel to Kazakhstan and
the Russian Federation, primarily from other countries of the Commonwealth of
Independent States (CIS) (15–17). Consequently, maternal health care is a significant
issue in provision of health care to migrants of all types.

In 2010, WHO stated that reproductive health included “the right of access to
appropriate health care services that will enable women to go safely through
pregnancy and childbirth and provide couples with the best chance of having a
healthy infant” (18). Maternal health as defined by WHO covers the health of women
during pregnancy, childbirth and the postpartum period, linking this directly to
broader health aspects that precede and/or contextualize maternal health such
as family planning and other risk factors (19). Both the Millennium Development
Goals and more recently the Sustainable Development Goals call upon states to
ensure universal access to SRH including maternal health care, to improve maternal
health and to reduce maternal mortality, specifically addressing the vulnerability
of migrants (19). There are still great disparities among and within countries in the
WHO European Region in assuring universal access to SRH and reducing maternal
mortality for all their populations (20–22). Maternal mortality tends to be higher in
women living in rural areas and among poorer communities (23). These disparities
are more notable for migrant women, who have been found to have higher rates
of maternal complications and mortality, and worse perinatal health outcomes
than in the host population (24,25).
Migrant maternal health can be adversely influenced by several risk factors that
are related to being migrants, for example poor living conditions, unemployment,
need to support families and poverty. Other adverse outcomes can be infections
such as sexually transmitted infections, HIV infection and tuberculosis, and dangers
such as trafficking, sex work or forced labour.
This report considers the available evidence comparing maternal health of migrants
with that of host populations in the WHO European Region and also that indicating
differences between different groups of migrants. Areas considered include risk
factors for poor maternal health, women’s rights to access health care and factors
that impact access.

1.2. Methodology
1.2.1. Sources for the review
Academic peer-reviewed literature was found by searching the databases of
PubMed and Web of Science for publications in English between 2000 and the
end of 2015. A specific Cochrane Library search on maternal health and population
terms was performed. Grey literature was examined manually for migrant maternal
health-related topics including policy frameworks that are applicable to the WHO
European Region or one of its member countries and published within the same
3
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time span in English, French, German or Russian, the four official WHO languages,
and also in Dutch, Spanish or Ukrainian as the composition of the author team
allowed for these searches. Websites of WHO and the United Nations (UNHCR,
UNFPA, United Nations Women, United Nations Development Programme) were
checked for the complete WHO European Region. Given the different geopolitical
constellations, the search was divided into the EU Member States and the nonEU countries, taking where possible CIS, the Eastern Partnership and the Black
Sea Synergy into account. For the EU specifically, the websites of the European
Parliament, the European Commission and the European Council were screened
on inclusion criteria. Finally for all countries, a search was carried out on Google,
Google Scholar, the SOPHIE project (Evaluating the Impact of Structural Policies
on Health Inequalities and their Social Determinants, and Fostering Change),
the Migrant Integration Policy Index (MIPEX) and the Public Health Aspects of
Migration in Europe programme (PHAME) as well as the websites of the national
ministries of health. Field recommendations on migrant health practices were
searched by assessing websites and newsletters of major nongovernmental
organizations (NGOs) and networks working in the field of health and/or migration
(e.g. European Council on Refugees and Exiles, International Planned Parenthood
Federation) as well as the prior HEN reports.

1.2.2. Data extraction
A first selection of academic papers was made based on the title of the papers.
Because of the heterogeneity in the type of studies, quality was assessed based on
the relevance of the research question and scope. Inclusion criteria for academic
literature were studies published between 2000 and 2015, in English with full text available
and dealing with maternal health and migrants in the WHO European Region.
Annex 1 outlines the databases searched and the review methodology, based on
the PRISMA statement (26).
The systematic literature review identified 3340 studies after removal of duplicates.
After screening the abstracts and snowball-searching of reference lists in the
included papers, 325 academic studies were used. Of 292 grey sources, 121 policy
documents were finally included.
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2. RESULTS
2.1. Evidence on poor migrant maternal health
Migration has been shown to be a specific health risk factor or health determinant
in itself (27–32), but the impact clearly will depend on the type of migration,
the stresses of the migration journey and health care in transit and in destination
countries. Health disparities may occur between migrants and women born in host
countries and also between groups of migrants. While most studies have shown
poorer maternal and perinatal health outcomes in migrant women, some studies
reported improved perinatal outcomes in immigrant populations in spite of increased
demographic and socioeconomic risk factors. Findings of better maternal health
in migrants compared with non-migrants are often explained by the protective
influence of family networks or informal social support during pregnancy and/or by
healthier behaviours compared with the non-migrant population (e.g. less alcohol,
tobacco) (33–40). This maternal “healthy migrant effect” (41) tends, however, to fade
with increasing time spent in the host country because of issues such as a fall in
socioeconomic status. However, the healthy migrant effect still remains a country
of origin- and outcome-specific phenomenon (34,42–45). Similarly, migrant women
may fare well on some indications and less well on others, which could suggest
uneven access to ante- and postnatal services. For example, in Belgium, it has been
found that Moroccan and Turkish migrant women gave birth to babies with a low
birth weight less frequently than did non-migrant women (46) but these women
were also more at risk of diabetes and fetal macrosomia (42,43,46,47).

2.1.1. Pregnancy outcome
There are still great disparities among and within countries in the WHO European
Region in ensuring universal access to care for SRH and in maternal mortality
rates, and these disparities are more notable for migrant women (24,25). Compared
with non-migrants, migrant women have been demonstrated to have poorer
pregnancy outcomes, with a higher incidence of induced abortions, caesarean
sections, instrumental deliveries and complications; current findings for lower
birth weight and pre-eclampsia differ by migrant group, generation and host
country (46,48–50). Migrant women in the EU have been found to have worse
perinatal health outcomes than non-migrant women (24,25). In a Swedish study,
African immigrants had 18 times more risk of neonatal deaths compared with
Swedish mothers (51). In the Russian Federation, almost 50% of pregnancies in
5
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migrant women ended in abortion. Miscarriages and stillbirths occurred in 10%,
which the authors of the study attributed to hard work or unavailability of health
services (17). In the capital region, migrant women were 1.4 times more likely to
have complications during birth than their non-migrant counterparts (52).
However, studies on pregnancy outcomes have varied in the outcomes that have
been identified, which may reflect the heterogeneity in the women themselves in
terms of country of origin and reason for migration and the host countries in which
they gave birth. Two studies indicated that recent immigrants were more likely
to have better outcomes in terms of low-birth-weight babies and preterm births
than women born in the receiving country (53,54) while another study found no
such correlation (40). Other authors have observed an increased preterm delivery
rate in migrant women (38,42,55,56) that varied with ethnic group; for example an
odds ratio of 3.54 in African women in Italy and a 1.8 percentage point increased
risk in African women compared with host women in Portugal (55,56). In Norway,
the risk of pre-eclampsia was lower in migrants relative to Norwegian women but
increased by length of residence in Norway (57).

2.1.2. Maternal mortality
Migrant women in general have higher infant and maternal mortality rates than
host women (24,47,48,58–60). A recent meta-analysis showed that migrant women
in western European countries had a doubled risk (pooled risk ratio, 2.00; 95%
confidence interval (CI), 1.72–2.33) of dying during or after pregnancy compared
with host women (61). Migrant women had a (nonsignificantly) higher risk of
dying from direct rather than indirect causes, which suggests a possible link with
obstetric care (61). Even in countries with universal access to health care (e.g. Sweden,
Norway, Portugal), these health disparities continue to exist (62). However, this is
not a simple situation in that while perinatal mortality may be higher in migrant
women than host women it may still be lower than that in the women’s country
of origin (63) and it may vary among different migrant groups (64,65).
In a Swedish study, the rate of suboptimal factors likely to result in potentially
avoidable perinatal death was significantly higher among African immigrants,
who had increased risk for antenatal deaths (6 times), intrapartum deaths
(13 times) and neonatal deaths (18 times) compared with Swedish mothers (51).
The most common factors were delay in seeking health care, mothers refusing
caesarean sections, insufficient surveillance of intrauterine growth restriction,
inadequate medication, misinterpretation of cardiotocography and interpersonal
6

miscommunication (51). Another Swedish study demonstrated that suboptimal
care factors, major and minor, were present in more than two thirds of maternal
deaths. Those related to migration were associated with miscommunication,
lack of professional interpreters, and limited knowledge about rare diseases and
pregnancy complications (62).
Data from eastern Europe and central Asia also demonstrate that maternal mortality
is often determined by the migrant status of women. In Kyrgyzstan in 2013, 26%
of registered maternal deaths were in migrants who did not attend for antenatal
care and were admitted to the obstetric department in severe conditions (66).
In the Republic of Moldova, an analysis of causes of maternal mortality in 2008
demonstrated that about 47% were socially determined – around 13% attributed to
migration and 27% to women’s work abroad, which implied occasional or seasonal
work and the potential for harmful or dangerous conditions (67,68).

2.2. Risk factors for poor migrant maternal health
2.2.1. Individual and interpersonal factors
Migrant maternal health can be adversely influenced by several factors that are
related to being migrants, such as poor living conditions, unemployment, need to
support families and poverty. These expose women to a range of risks, including
infections such as sexually transmitted infections, HIV and tuberculosis (21,25,69–71),
and dangers such as trafficking, sex work or forced labour, where risks of sexual
violence, sexually transmitted infections and unwanted pregnancy increase (71–73).
In the preconception phase, it has been shown that migrant women have less
access to family planning and contraception (48) and a lower uptake of general
gynaecological health care (25). A study of women in the Reproductive Health
Survey in Georgia showed that migrant women were less likely than non-migrants
to have been diagnosed with sexually transmitted infections but were more likely
to have been diagnosed with pelvic inflammatory disease, indicating less access
to treatment (74). Female migrants in central Asia have also been found to lack
knowledge, awareness about and access to HIV services compared with male
labour migrants and non-migrant citizens (75,76).
Chronic stress related to migration experiences, asylum procedures, precarious
living conditions, heavy work during pregnancy and integration problems has been
identified as a specific factor adversely affecting migrant maternal health (77–79).
7
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A study in 2006 revealed that migrant status increased the risks and worsened the
outcome of pregnancy in Georgia and found higher rates of hypochondria and
depression among migrant women compared with the control population (80).
Two studies in Switzerland indicated that lack of legal documentation was a
barrier to access to family planning services, leading to unintended pregnancies
and delayed prenatal care (81,82). Compared with women who were legal residents
of Geneva in 2008, irregular migrants had more unintended pregnancies and
delayed prenatal care, used fewer preventive measures and were exposed to more
violence during pregnancy (82). A study in 2015 examining the relationship between
immigrant documentation and unintended pregnancy showed that, after adjusting
for other significant predictors, women with irregular status had more unintended
pregnancies (75.2% compared with 20.6% in women with documented status) (81).
Frequently cited risk factors for worse maternal health outcome in pregnant migrant
women include low socioeconomic status, gestational diabetes mellitus/high body
mass index, congenital factors, fetopelvic disproportion, language/communication
barriers and inadequate antenatal care (whether or not linked to various regulatory
restrictions on eligibility for access to health care) (24,34,36,62,82–87).
However, there is, at present, no general consensus on what personal risk factors
make migrant women more susceptible to poorer maternal health compared
with non-migrant women. For example, some authors showed that migrants were
at increased risk for (daily) smoking during pregnancy (88) while others found
migrants were less likely to use tobacco and alcohol in pregnancy (apart from single
mothers, who used more psychoactive substances) (89). The literature is also mixed
for sexual violence in the year before and after pregnancy, some studies showing
more and others less prevalence among migrant populations than others (90–92).

2.2.2. Risk factors at community level
While it is often argued that sociodemographic characteristics determine maternal/
perinatal outcomes, these background variables do not explain all the differences
in morbidity/mortality for migrant mothers and their children compared with
host country women and children (91), hinting at potential factors such as country
of origin, ethnicity and/or cultural practices. For example, living in a deprived
neighbourhood has been shown to have a negative impact on maternal health
(36,58,93) but this does not affect all women alike, with migrant women and some
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groups of foreign-born mothers having lower rates of low-birth-weight children,
preterm birth and small for gestational age births than non-migrant women living
in the same area (94).
Some cultural practices can provide support for maternal health while others can
have a major negative impact, such as the practice of female genital mutilation.
While its prevalence in the WHO European Region is still uncertain (95), it is
clearly demonstrated that women who have undergone female genital mutilation
suffer from a range of health issues (96–98) and are more likely to have perinatal
complications such as induction of labour, fetal distress, slow/no cervical dilatation,
prolonged second stage of labour, operative delivery and perinatal death (98–102);
an increased risk of third-degree perineal tears (102,103); and more stillbirths (104).

2.2.3. Risk factors at organization and social levels
Other identified risk factors for poor maternal health in migrants are linked to
organizational and societal aspects of dealing with migration. Organizational
aspects will also be considered in section 2.4.
A study in Belgium and the Netherlands among 223 migrants found that they
considered that the Belgian and Dutch asylum systems and migration laws forced
them into a structural dependent situation, creating stress and insecurity, which
had significant effects on their SRH (79).
There are also social factors that are risks for migrant maternal health, including
sexual violence and exploitation, which are often linked to greater economic
vulnerability in this population (105). While sexual violence affects SRH in general,
consequences such as genital injuries, sexually transmitted infections and HIV
infection, unwanted pregnancy, forced abortion, infertility and long-lasting mental
ill health affect the mother and are potentially harmful to her children (106–115).
Migrants of reproductive age in the WHO European Region are twice to three
times more at risk of victimization than the general population, with migrationrelated professionals, other nationals in migration centres and workplace superiors
constituting up to 25% of the perpetrators (106–108,116–121). Yet, the lack of legal
frameworks preventing sexual violence against migrant women (107,122–124) and
their (restricted) legal status often puts them at risk of further exploitation and
abuse when seeking help in the aftermath of sexual victimization and inhibits their
access to health care (21,106,107,118).

9

HEALTH EVIDENCE
NETWORK SYNTHESIS
REPORT

WHAT IS THE EVIDENCE ON THE REDUCTION OF INEQUALITIES IN ACCESSIBILITY
AND QUALITY OF MATERNAL HEALTH CARE DELIVERY FOR MIGRANTS? A REVIEW
OF THE EXISTING EVIDENCE IN THE WHO EUROPEAN REGION

2.3. Entitlement to maternal health care
A number of frameworks exist that enshrine protection for the right to health
care for migrant women (5,6,125). The International Bill of Human Rights (5) has
been ratified by 50 out of 53 Member States of the WHO European Region. There
have been a number of covenants from the United Nations that promote aspects
of human rights (126–128), including recommendations for provision of services
during pregnancy, delivery and postpartum adapted to migrant women’s specific
needs (127,128). The 1994 International Conference on Population and Development
adopted for the first time a rights-based approach towards SRH, including maternal
health (129). At regional level, the Council of Europe Parliamentary Assembly
called on Member States to provide reproductive health care for refugee women
(130) and further recognized the vulnerability of pregnant irregular migrants (131).
However, the analysis carried out for this report indicates that access to maternal
health care in the WHO European Region is not as universal as these international
frameworks would support, often being subordinate to more restrictive national
laws, and research has highlighted that political attention to migrant health in
general in the Region can be inspired by perceived health risks for the general
population, notably in terms of infectious diseases (21). Within the EU, national
variation in the rights to health is allowed by the Charter of Fundamental Rights
despite all EU Member States having ratified the International Bill (132). At national
level, although the right of access to care for pregnant migrants is often mentioned
in legal frameworks on the right to reproductive and maternal care for migrants,
in practice several countries tend to restrict access to “emergency care”, often
without clearly defining “emergency”, creating uncertainty within countries and
over time. In itself, restricting access to emergency health care only fails to meet the
principle of nondiscrimination set out in Article 2 of the International Covenant on
Economic, Social and Cultural Rights (126,133). In several countries (e.g. Greece, Italy
and Croatia) this “emergency care” might cover delivery but not comprehensive
access to ante- and postnatal care (30,134–138). Inclusion of pregnant women in a
national framework does not, however, necessarily ensure their appropriate care;
for example in Croatia pregnant women are recognized as vulnerable but the
ordinance on health-specific needs was still not adopted in mid-2015 (136). The United
Kingdom removed HIV treatment from its emergency care list in 2009, including
for pregnant women and newborns (139). Since then, HIV has been included in
the list of diseases for which there can be no charge for treatment in England and
Scotland regardless of migrant status (140); however, treatment may be subject
to payment in Northern Ireland and Wales (141). Moreover, national laws often
10

distinguish between migrant subgroups, a further breach to universality. Until 2013,
irregular migrants in Sweden could not access care that “cannot wait” (including
maternal, abortion and family planning care) without co-payment, while asylum
seekers could (142). In Malta, access to health care has been free for pregnant
migrants since 2005 based on nonbinding provisions, but at May 2015 this access
still remained unguaranteed by law (143). The situation in Spain is an example of
issues of access to care (Case study 1). Recently, the European Parliament recognized
that access to care, and notably to reproductive care, for irregular migrant women
widely differs from one Member State to another (149).
Case study 1. Spain
Royal Decree-Law 16/2012 (“Urgent measures to guarantee the sustainability
of the National Health System and improve the quality and safety of services”)
modified Law 16/2003 (“Cohesion and quality of the national health system”)
with the aim of tackling public expenditure on health at a time of deficit in
government income. One of the three changes excluded undocumented
migrants without insurance from services that previously had been available
to all citizens and foreigners on Spanish territory and removed their right to
a “health card” to access health services (144). Although Article 3 stated that
pregnancy, delivery and postpartum care are exceptions, undocumented
pregnant women in reality were often asked for an upfront payment or their
passport to access care (145). A survey conducted by a network of civil society
organizations showed that at least 78 undocumented women were denied access
to peripartum care between January 2014 and July 2015 (146). This Decree-Law
met with strong resistance (147) and in August 2015, the Ministry of Health
proposed some modifications to improve access to health care (148).
Regional dynamics around universality of access to maternal health are, however,
shifting. Within the EU, the Lisbon Treaty introduced the possibility for regionally
binding public health legislation on well-being and health (133). At the same time,
the Benelux (Belgium, the Netherlands and Luxembourg) and Mediterranean
countries, which historically have a tradition of universal access, restricted access
to maternal health care because of the financial crisis (41,139,150). In addition,
the increasing “criminalization of migration” affects migrants’ realization of their
right to health as it restricts their access (133). As a result, entitlement to care
throughout the EU remains patchy (4,30,41,151).
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The same is seen in the non-EU countries in the Region: while some are trying to
improve health outcomes and access to health care services for migrants, others
are making their laws more restrictive. In many countries, there are variations in
antenatal care and attended deliveries for the whole population that are related
to rural locations, education, age and/or socioeconomic status. Migrants are often
particularly vulnerable in this respect regardless of their entitlements. According to
the Ukrainian Ministry of Health, no groups are formally excluded from reproductive
health care services and information and there are no stated barriers to access.
Pregnant women can receive antenatal care and delivery at any obstetric or
outpatient department without medical documents related to their pregnancy (152).
In Armenia, no groups are formally excluded from receiving reproductive health
care ; nevertheless, in practice the likelihood of migrants having poor socioeconomic
status can limit their access (153). In Kazakhstan, medical care in acute disease is
guaranteed for all migrant workers, whether regulated or unregulated. While no
groups are excluded from reproductive and maternal health services, barriers to
access include distance and requirement to have a formal proof of residency to
receive antenatal care (153). For citizens of the CIS countries working and living
in Kazakhstan, medical care is free and full, covering childbirth and emergency
conditions during pregnancy, as well as ambulance and emergency care (154).

2.4. Accessibility of maternal health care
Both academic peer-reviewed literature and grey literature clearly demonstrate that
migrant women face many significant and varied barriers in accessing maternal
health care (35,41,70,82,155–158). Accessibility is a complex and multifaceted concept
and can be considered both from the service user’s perspective and from that of
the service provider. Both groups can be unclear about what maternal health care
can be provided. This section examines the different components that constitute
comprehensive accessibility in order to identify core issues that need to be tackled
by policy; these include familiarity, comprehensibility, affordability, availability,
acceptability and physical accessibility.

2.4.1. Awareness of access rights by migrant women
Lack of information and communication difficulties hamper access to maternal
health care in that familiarity with and comprehensibility of the complexity of health
systems and rights can be hard to achieve for migrant women (25). On average,
in western and southern Europe, only a quarter of migrants know their rights to
access care and only half know how to navigate the health system (139).
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Studies that examined antenatal care utilization by country of origin in the
EU found that rates of late and/or inadequate antenatal care varied widely by
country of birth, indicating that the situation is not alike for all migrant women
(33,51,62,155–157,159–162). Predictors of inadequate antenatal care among migrant
women were being younger than 20 years of age, multiparous, single, with poor
or fair language proficiency, education of fewer than five years, an unplanned
pregnancy and no health insurance (160).
Other factors identified as affecting utilization of antenatal care included pregnant
women’s attitudes, their perceptions of maternity care provision, differences in
health expectations related to antenatal care, unawareness of the options available
to migrants, reduced satisfaction with previous encounters with the system and
cultural factors (e.g. not talking to men about female issues such as pregnancy-related
health) (34,51,62,82,155–157,159–162). In the Netherlands, for example, the lack of
information about reproductive health services and contraception combined with
problems of paying for services and fear of deportation resulted in lacking or delayed
pregnancy care (19% never received antenatal care), infrequent use of contraception
and high abortion rates (64.9/1000) (163). Illustratively, the understanding of the
health system is often better for migrant mothers at their second child (155–157).
Few sources provide data regarding awareness and availability of information on
maternal health services among migrants in central and eastern Europe and central
Asia, and some of these countries have the highest population maternal mortality
ratios in the WHO European Region (164,165). For example, around 77–80% of
all maternal deaths in Kyrgyzstan were registered in rural areas, where there are
large numbers of labour migrants and where there may be limited availability of
maternal health care and health education (166). A study of 123 migrant women
in the capital of Kyrgyzstan showed that only 3% of pregnant women attended
antenatal services, 82% of pregnant women suffered from different forms of
anaemia and 23% had a hypertensive disorder (167). According to a study from
the Moscow capital region of the Russian Federation, 76% of pregnancies among
women from migrant families were unplanned and 56% of the women did not seek
antenatal care (52). In the Russian city of Krasnoyarsk, 27.8% of migrant women
never attended antenatal care services, and migrant women were more likely to
suffer from anaemia and chronic diseases compared with local women (168).
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2.4.2. Awareness of access rights by health professionals
The lack of familiarity and comprehensibility seen in service users is also reflected
in that of health professionals, who often report difficulties in determining what
level of service they can provide to which migrant groups. Potential negative health
outcomes can stem from health practitioners opting for discretionary measures
(27,30,169) or requesting pregnant migrants to provide proof of residence, insurance
or resources even in the absence of such legal requirements (170). This has been
observed, for example, in Belgium and Italy, where the distinction between free
emergency care and paid-for primary care is sometimes poorly understood by
practitioners (150,169).

2.4.3. Communication issues
Language and culture can be barriers to access to good maternal care and to good
communications between service users and service providers (69,171,172). Language
knowledge of pregnant migrants has been shown to directly affect the ways in
which they were provided with maternal care; for example, non-proficiency in the
host language has been associated with a poorer provision of antenatal care and
of regional anaesthesia in Austria (173) and of analgesia in Sweden (174). Across
the fragmentary available evidence for the Russian Federation, data suggest that
migrant women experience discrimination and unequal treatment in health care
facilities during pregnancy (17). In Estonia, Latvia and Lithuania, language of
communication and information has been identified as one of the main problems
influencing equal access to health care facilities for citizens and migrants (175).
Linguistic barriers intertwine with cultural ones. The understandings of body, health
and health care as well as gender roles can vary among countries, regions and
ethnicities, particularly when it comes to childbearing and parenting (79,170,176).
A study in 2006 investigated ethnicity-related factors contributing to substandard
maternity care and severe maternal morbidity among 20 immigrant women in the
Netherlands. Both the immigrant women and the reviewing obstetricians identified
substandard care to have played a role in the development of complications in
15 of the women (49). The study concluded that communication by maternal
health professionals would be improved through more sensitivity to social factors
that affect immigrant women’s health problems and that the women themselves
should be supported with better communication and education about danger signs
in pregnancy and information about their obstetric options. A similar conclusion
that better access to care was linked to acculturation of migrant women was drawn
14

in a study that showed maternal mortality significantly decreasing over time for
Turkish women in Germany (35).
Much medical training in Europe is focused on the individual rather than on an
understanding of wider social structures that might impact on health (177). However,
health care providers are advised to take into account issues that might result in
mistrust between patients and practitioners (138), for example women talking to
male health care providers about female issues such as pregnancy-related health
(51,160–162). Moreover, migrants often develop specific resilience after migration,
which means that difficulties with childbirth such as pain or feeling insecure are
not easily shared with practitioners (178).
Looking at the specific issue of provision of maternal care for migrant women,
most research strongly supports the need to provide a “safe space” (179) through
the provision of culturally sensitive or culturally competent care (176,180).
Culturally sensitive care requires specific training and guidelines for health care
providers on cultural aspects of body and health, specific health risks related to
migration (27,177) and harmful cultural practices directly impacting maternal health
(99,181–183). It also includes involving migrants and their communities in health
system planning and development (176) and facilitating interaction between
patients and practitioners through the use of skilled interpreters and health system
navigators (172). Implementing culturally sensitive care also requires addressing
reported discrimination and racism expressed by some practitioners when interacting
with migrants (142,177,184).

2.4.4. Affordability: financial barriers to access
The exclusion of migrants from legal frameworks on access to health services
often means that these populations can only access care if they have the financial
means to do so. The cost of care remains a “major barrier” for migrants throughout
the WHO European Region (82) and has been identified as the main obstacle to
accessing care by migrants themselves (185).
The situation regarding financial costs for maternal health care varies widely
throughout the Region. For irregular migrants, child delivery in a hospital could
have cost around €2500 in Sweden until 2013 but was provided free of cost in
France (41,150). A Swedish 2013 health reform qualified delivery under care that
cannot be deferred and so to be provided without cost (186); however, two years
after passing the law, public authorities acknowledged that familiarity of the law
among practitioners remained an issue (187). Differences can be observed not only
15
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between countries but also within. In Spain, maternal health care is provided free
of cost in some regions, such as Andalusia or Catalonia (150), while in Germany,
some cities have developed specific funding mechanisms to facilitate access to
care for irregular migrants (139). Even in countries with a good level of maternal
health care, gaps in the system can occur (see Case study 2).

Case study 2. Variation in provision of maternal care in Belgium based on
asylum status
A young woman who fled her country of origin after being raped arrived
in Belgium pregnant and HIV positive. The Belgian Government includes
pregnancy-related care as well as newborn care in the “+-list” and reimburses it
within the asylum procedure; so both mother and baby were given antiretroviral
treatment and the baby was given milk powder, all covered within the asylumrelated costs. However, two years later her asylum claim was rejected. At this
point, she had met a man who she liked but did not want to marry (yet) as
she was wary of becoming too dependent on a man but became pregnant.
Her appeal for asylum was refused; she became undocumented and had to leave
the asylum reception centre. This change in status alters the health care available
and its ease of access and creates a number of issues for this HIV-positive
mother and her children. Emergency medical assistance is for life-threatening
situations and is available to all, including undocumented migrants. A second
procedure, “urgent medical care” grants access for undocumented migrants to
health care that can, in principle, encompass preventive and curative health
care, as well as drug prescriptions. However, access is provided by public social
welfare centres and is a complex procedure that requires a certificate from a
medical doctor and can vary in what it will cover from area to area. Provision
of powder milk is not usually covered, which catches this mother between the
risks of breastfeeding the new baby when she is HIV positive and the financial
burden of purchasing powder milk. Some NGOs have a limited supply or she
could consider moving to another city where the social welfare centre might
be more generous. (Based on an interview carried out for a Belgium Health
Care Knowledge Centre Report (169).)

In Romania, migrant women receive free health insurance during pregnancy and
postpartum, even without income or when their income is lower than the minimum
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wage (30,188). According to legislation in Slovenia, asylum seekers and irregular
migrants have the same entitlements as local citizens. Emergency services as well as
ante- and postnatal care, family planning and assistance for abortion are free (30).
The opposite situation occurs in the Russian Federation, where in 2010 a new law
was approved that limited the access of “temporary residing foreigners” to health
care. They are entitled to emergency care but planned care and hospitalization
are only accessible if they have insurance or pay fees. Only 10% of migrant women
have access to free health services in the Russian Federation (189). Female migrants
from central Asia in the Russian Federation have reported financial barriers to
accessing medical care, including gynaecological care, and only 2–5% received
free treatment (17). Because of a transition to insurance schemes and a new
type of funding for health systems in the Russian Federation, pregnant migrant
women are no longer entitled to free antenatal care and there are reported cases
of requests for payment of fees for delivery in state hospitals (190). Findings from
Georgia and from Bosnia and Herzegovina confirmed that financial barriers are
a major concern for accessing SRH services for people living in poverty, including
migrants (20). They related to costly transportation and out-of-pocket payments
for services, including treatment of post-abortion complications, which are not
covered by the state health insurance.
Making migrants pay for their care has consequences beyond directly barring them
from accessing services. Migrants who cannot pay adversely affect their health
providers’ income (3), in turn impacting practitioners’ motivations to provide care
when they do not know if the costs will be covered (30,150,169).
Finally, it is important to consider maternal health costs for migrants in a broader
context, taking into account the economic and financial crisis and the impact of
austerity measures on public health expenses associated with providing access to
care. In Greece, Spain and Portugal, cuts in public funding for health and social care
have induced high health risks for the most vulnerable (191). The implementation
of criteria for accessing care based on financial resources increased the pressure,
notably financial, on NGOs providing health care for both the general population
and for migrants (139,150,192,193).

2.4.5. Acceptability of maternal health care
A number of additional factors shape the health care experiences and health outcomes
of migrant groups (29). Experiences of maternal health services, including levels of
satisfaction, have been shown to be worse for migrant women than for the host
population in a variety of countries and health care settings (34,91,155–157,160,194).
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While the design and delivery of services are undoubtedly important, a number
of socioeconomic, political and cultural processes are additional concerns in the
acceptability of health care (35). Social networks are an enabling factor for all
migrants to access care (172) but have been shown to be particularly critical for
accessing antenatal care (178). Different expectations regarding antenatal care,
disparate professional roles in the country of origin, communication difficulties
during these encounters, lack of knowledge of migrant rights and inappropriate
behaviour from health professionals may all play a role in acceptability. Direct and
indirect discrimination is recognized as an important source of disparity in health
care, but one that is difficult for health care professionals to acknowledge (155–157).

2.5. Availability of maternal health care: delivery of
services
Frequently postulated determinants within delivery of maternal health that
negatively impact on experiences and outcomes in migrant women include lack
of supportive services to enable migrant women to effectively navigate the health
system and exercise choice; failure to recognize and respond acceptably to the
complex issues within some migrant women’s lives (trauma, isolation, mobility,
poverty); failure to recognize and develop initiatives to help to treat or prevent
comorbidities, particularly those pertaining to mental health; variable levels of
confidence and cultural competence among maternal health care practitioners;
discrimination, stereotyping and insensitivity at provider and programme level;
absence of continuity of care and inadequate follow-up in both ante- and postnatal
periods; failure to appreciate the diversity of needs and circumstances among
migrant populations; incoherent, inequitable and fluid rules regarding entitlement
to care for some migrant groups, which present significant problems for health
care providers; and reliance on short-term, ad hoc maternity-related initiatives
that lack sustained funding and depend heavily on the commitment of particular
individuals (34,35,91,117,155–157,160).
Potential facilitators are frequently related to issues of availability. A country-specific
scoping review and stakeholder consultation in Germany, Canada and the United
Kingdom examined how international migrant/minority maternal health might be
improved (35). This study identified the need for increased availability of doulas
from similar ethnocultural backgrounds, excellent pain relief for those desiring
this, high-quality care during delivery and in critical situations, and provision of
community-based organizations to act as health brokers for navigating the health
18

system and its interpretation. Some innovative delivery practices in the United
Kingdom have improved access for women from migrant/minority backgrounds,
with a number of specialist clinics for women affected by female genital mutilation
and specialist midwives employed in many locations to provide personalized care
to women from migrant/minority communities and their families (35).
Where the medical infrastructure is less well developed or under stress, migrant
women may be particularly vulnerable. For example, pregnant female migrants
may have particular difficulty in accessing ante- and postnatal care in rural areas
of Kyrgyzstan (153). Migrants in Georgia and Bosnia and Herzegovina have been
found to face more unwanted and poorly spaced pregnancies and have higher rates
of maternal mortality and morbidity through limited access to family planning
services and a shortage of qualified health care providers (20,195). A sudden rapid
influx of migrants can also stress the local health care system and make provision of
maternal health care harder. This has been particularly difficult for some countries
in the WHO European Region with the current large influx of migrants (Case
study 3). Provision of emergency support can be effective when a local health system
is simply overwhelmed by a rapid movement of people. For example, the UNFPA
provided obstetrical kits for Ukrainian hospitals that had experienced such an
overloading influx of women needing obstetric care; a total of 199 obstetrical kits
were distributed by September 2015, which were used to assist in 7800 normal
and 3200 complicated (caesarean section) deliveries at 47 hospitals in five eastern
regions of Ukraine (200).
Case study 3. Provision of maternal health care to refugees, migrants and
asylum seekers in Turkey
After five years of conflict in the Syrian Arab Republic, Turkey has become the
country hosting the second largest contingent of Syrian refugees. In August
2015, this included 484 750 women and girls of reproductive age, of whom
34 320 were pregnant (13). A study conducted by the Turkish Disaster and
Emergency Management Authority in 2014 noted that early pregnancies
were becoming widespread within this population group, with pregnancies
frequently occurring in girls aged 13 or 14 years (196). Access to family planning
and maternal health for these migrants became a major public health concern.
In 2012, a United Nations interagency mission assessed the health needs of
refugees in camps in southern Turkey and found that although refugees had
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Case study 3. contd

been provided with some free health services there were notable gaps in the
provision of care, including maternal care. The mission noted gaps in the
provision of postpartum care and recording systems for ante- and postnatal
care; health personnel needed capacity-building on specific reproductive needs
of refugees; and all pregnancies were not fully monitored although all deliveries
took place in hospitals (197). The Turkish Family Health and Planning Fund,
along with United Nation agencies and other NGOs, has since advocated for
a specific response to the health needs of female refugees, highlighting their
family planning needs (198). The UNFPA’s priorities for migrant maternal health
in Turkey in 2015 included ensuring the availability of essential obstetric care
to all Syrian refugees, counselling for reproductive health, and women-friendly
spaces in and out of camps (199).

2.6. Quality of care
WHO defines quality of care as “the extent to which health care services provided
to individuals and patient populations improve desired health outcomes. In order
to achieve this, health care needs to be safe, effective, timely, efficient, equitable,
and people-centred” (201). Some studies have found that differences in perinatal
outcomes reflect suboptimal care and differential quality of care for migrant women
compared with host women (51,65,155,157,159). Migrant women reported delays in
receiving information about diagnosis and treatment. The women had problems
identifying medically significant complications, presenting their complaints to health
care providers effectively and taking an active role as patients (51,65,155,157,159).
Even highly educated migrant women showed low health literacy skills in their
interaction with doctors on maternal health issues (47,48,155,157,159,161). A study
in Norway in 2013 identified a higher risk of perinatal death than for Norwegian
mothers for Afghan (adjusted odds ratio (AOR), 4.01; 95% CI, 2.40–6.71), Somali
(AOR 1.83; 95% CI, 1.44–2.34) and Sri Lankan (AOR 1.76; 95% CI, 1.36–2.27) women
but a lower risk than in the woman’s home country (e.g. 97 deaths per 1000 births
for Afghan women in Afghanistan versus 24 deaths per 1000 births in Norway) (63).
This would suggest that, while accessibility is an important factor, quality of health
care is fundamental. Hence, it might be useful to change the focus from accessibility
of health care to include ensuring the quality of care (155–157). The study in the
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Netherlands, described above (49), also concluded that patients’ perspectives are
valuable as one of the tools to evaluate the quality of maternity/newborn care.
Little has been written on migrants’ participation in the cultural enhancement
of maternal health care within the WHO European Region. Literature is notably
unanimous as to the need to systematize data collection on health inequities
(176,202), the implementation of targeted interventions within health systems
(203) and for their evaluation with participation of migrants (180). However, there
is still little evidence of interventions that improved access to maternal health care
services for migrant women.

2.6.1. Quality indicators
Quality of care is a multidimensional concept; consequently, a framework with
important domains of measurement and pathways to achieve the desired health
outcomes is required to identify suitable action points to improve quality of care (201).
Since 2004, a number of initiatives have developed quality indicators to assess and
monitor quality of antenatal, intrapartum and postpartum maternal and newborn
health care (204–211). Research indicates that pregnancy outcome measures
are usually registered but national mechanisms to monitor quality of care are
often lacking (209), and many settings and health systems still use their own
quality indicators.

2.7. Methods to acquire data on health care provision
The provision of accurate information on maternal health and available rights
and services and the facilitation of communication between patient and provider
are indispensable first steps in ensuring access to maternal health care (155–
157,170,179,180,212). All relevant information and education around SRH and maternal
health should include a sociocultural dimension (213), whether it is produced for
migrants or for health practitioners (31,169). There are some strategic frameworks
that have been developed that will help in providing evidence to inform policymaking for migrant maternal health.

• The EN-HERA! Network (European Network for the Promotion of Sexual and

Reproductive Health of Refugees, Asylum Seekers and Undocumented Migrants
in Europe and beyond) was launched in 2009 with 39 participating countries
throughout the WHO European Region (180). The Network has developed a
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research agenda but also a strategic guidance framework with a self-assessment
tool for policy-makers and for service providers. For both sections, the assessment
covers fundamental issues (guiding principles) and programmatic issues (quality
indicators). The six guiding principles are rights-based approach, participation,
empowerment, gender balance, multidisciplinary and cross-sectoral approach.
The quality indicators are evidence based and in line with international guidelines:
confidentiality and privacy; availability, acceptability, affordability and accessibility;
monitoring and evaluation; information and choice; and, finally, continuity of care.

• In 2004, a European initiative, the Migrant Friendly Hospital Project, published

recommendations for health professionals working in hospitals (214). Migrantfriendly maternity care was conceptualized as encompassing physical and
psychosocial care by professionals that was supportive in nature and specific
to care provided during pregnancy, birth or after birth in or outside a hospital
setting. A 112-item culturally sensitive questionnaire was developed that could be
completed in 45 minutes by interview several months after birth and is currently
available in English, French and Spanish (91). The questionnaire covers migration,
health care services, obstetrics (current and past history), perceptions of care and
sociodemography, plus themes such as access to care, information exchanges,
perceptions of care, clinical risks and outcomes, and caregiver awareness and
responsiveness. The questionnaire allows assessment of care within a setting
and across countries and also contributes to measurement of the effectiveness
of programmes to optimize migrant-sensitive maternity care and increase
quality of care (91).
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3. DISCUSSION
The conceptual framework in which the study was conducted combined a rightsbased approach (151,170,215) with the socioecological model on health (216).

3.1. Strengths and limitations of the review
This review is based on an extensive review of academic literature as well as policy
documents on migrant maternal health and specific risk factors that precede
and contextualize migrant maternal health. The composition of the author team
allowed for searching for evidence in English, French, German, Russian, Dutch,
Spanish and Ukrainian. Yet, given the wide diversity of languages and cultures
enriching the WHO European Region, important information in other languages
could be missed.
Furthermore, the available research often deals with migrant groups that are most
prominent in the host countries. The fact that there are no common indicators on
migration background and no systematic evidence is gathered on maternal health
creates difficulties in making comparisons across countries and across migrant
groups (4,29,69,180,192).
Where data are available on maternal health issues, they often have a disease- and
problem-oriented approach and focus on sexually transmitted diseases, maternal
mortality and morbidity, and on supposedly culturally-induced phenomena
(69,124,192).
Even though evidence is limited, there are several policy and practice recommendations
available for improving migrant maternal health and more specifically the issues that
have been addressed in this review (see below). Some barriers to accessing health
care were consistently highlighted, including access rights and awareness of these,
language problems, and cultural communication and expectations. This evidence
suggests measures for improvement in both data collection and health care.

3.2. Policy options and implications
Currently, the WHO European Region is being challenged to address and
accommodate a large influx of migrants generated by conflicts and disasters.
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A number of directives and conventions refer to the specific concerns related to
maternal health.

• The new WHO European Action Plan for Sexual and Reproductive Health and

Rights for 2017–2021 is being prepared and negotiated, intending to provide a
common framework for country-specific policy responses throughout the WHO
European Region to reduce inequities in SRH, including improved maternal
health for all and more specifically for vulnerable groups, including migrants (217).

• The recast of the European Directive on minimum standards for reception of

asylum seekers (2013/33/EU) requests that EU Member States ensure “access to
appropriate medical and psychological treatment or care for vulnerable groups”,
with pregnant asylum-seeking women identified among those, and to take
“appropriate measures that prevent gender-based violence including sexual assault
and harassment” within reception centres and accommodation facilities (218).

• The Istanbul Convention of the Council of Europe on preventing and combating

violence against women and domestic violence (215) entered into force in 2014
and has a full chapter dedicated to migrants and asylum seekers.

• The “Minimum initial service package for reproductive health in crisis situations”
produced by the UNHCR provides guidelines on priority activities designed to
prevent and manage the consequences of sexual violence, reduce HIV transmission,
prevent excess maternal and newborn morbidity and mortality, and plan for
comprehensive reproductive health services (219).

• A new project in Europe (SH-CAPAC) is designed to support countries under

pressure from large migration influx in ensuring effective health care for migrants,
including maternal health care (220).

This HEN report has identified a number of specific areas of migrant maternal
health that could be targeted by policy-makers.
Poor migrant maternal health compared with host women
Conditions during migration, low socioeconomic position and irregular status may
all have a negative impact on maternal health. Poorer maternal health in migrants
compared with non-migrant women is often related to risk factors that precede a
woman becoming pregnant, such as availability of family planning, health-seeking
behaviours, gender-based violence and migration-related procedures, as well as
the risks of the perinatal period. The impact of these risk factors can be reduced
24

by policies that encompass all aspects of a woman’s SRH through outreach and
education for migrant girls and women, and their families and communities.
Health professionals, staff at reception centres and law-enforcement agencies
also need to be made aware of the rights of women to health care and the issues
of sexual violence and harmful cultural practices that can adversely affect their
health and how to respond to these.
Entitlement to health care
Although almost all countries in the WHO European Region have committed
to ensure the right to the highest attainable standard of (maternal) health for
all, entitlement remains varied throughout the Region, with some countries
restricting access to “emergency care” while others only cover delivery and not
ante- or postnatal care. Alignment of national frameworks with international
requirements to provide comprehensive maternal health care systematically for
all would clarify the position for migrant women, their communities and health
professionals. Many regulations and action plans already advise providing universal
access to maternal health care. Simplifying and standardizing administrative
procedures regarding provision of health care to migrants with varying legal
status would also remove uncertainty among both service users and service
providers as to the care available.
Accessibility of maternal health care
Accessibility is restricted by problems with familiarity, comprehensibility,
acceptability and availability. Provision of information regarding the rights
of migrant women to health care and a country’s administrative procedures
should occur through outreach to their communities, to reception centres,
and to health professionals, who are often uncertain of what access is allowed.
Such educational material should be provided in a culturally sensitive way.
Provision of interpreters and other supportive services enable migrant women to
effectively navigate health systems. Programmes to enhance cultural awareness
among health professionals would improve their awareness of the diversity
of needs and circumstances among migrant women and their families and
reduce discrimination, stereotyping and insensitivity. Integration of maternal
health care services for migrant women within general maternal health care
would encourage continuity of care through to the postnatal period. The recent
migrant crisis poses extra challenges in providing maternal health care to newly
arrived migrants, migrants in transit and those aiming to stay longer regardless
of their legal status.
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Affordability
Affordability has been identified by migrants themselves as a major barrier to
accessing care, yet failure to access care prenatally often leads to more expensive
emergency care as well as to unwanted pregnancy outcomes. Strategies such
as promoting and investing in family planning and maternal health care can be
cost–effective for a country. Cross-country sharing of information on sustainable
strategies for financing health care services for migrant women and their families
would assist evidence-based health policy planning.
Quality of care
Although universal quality of maternal care indicators are still lacking, research
strongly supports provision of culturally sensitive care as an indicator of good
quality. Use of standardized and evidence-based quality indicators at all health
facilities providing maternal health care would allow continual assessment of the
quality of care provided. Similarly, quality of care would be enhanced by involving
migrant women in the organization of their health care and by training of staff
regarding issues such as intercultural communication, culturally sensitive care
and specific female health risks in migrants. A health framework could help to
coordinate the different actors providing care to all migrants; such a framework
would allow assessment of specific care needs and drafting of action plans to
provide such care and for generating culturally sensitive resource packages and
training material.
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4. CONCLUSIONS
The recent migration crisis in the WHO European Region has posed additional
challenges in providing maternal health care to newly arrived migrants, migrants
in transit and those aiming to stay longer regardless of issues of legal status.
Many member countries have stresses within their health care system without
the additional pressure of this humanitarian crisis and may lack the knowledge
and infrastructure to provide the necessary health care particularly for women,
where good maternal care is a significant factor in their and their children’s health.
The development and application of common indicators on migrants’ maternal
health across the WHO European Region would help countries in decision-making.
Migrants can be affected by social inequalities, and their migration journey may
put their physical and mental well-being at risk. Migrants’ health is also to a large
extent determined by the availability, affordability, acceptability, accessibility
and quality of services in the host country. This report discusses factors that are
determinants of migrant maternal health. It raises the issue that good public health
should promote access to health and social services for all migrants, irrespective
of their legal status, for the common good of all.
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Annex 1. SEARCH STRATEGY
Databases and websites
The searches were performed in October and November 2015; a second round of
searches was carried out after an external review in January and February 2016.
The academic literature was searched using databases of PubMed and Web of
Science and the Cochrane Library.
The critical interpretive synthesis of grey literature including policy frameworks used
the websites (and newsletters when relevant) of WHO, the United Nations (UNHCR,
UNFPA, United Nations Women, United Nations Development Programme),
the European Parliament, the European Commission, the European Council,
national ministries of health, major NGOs and networks working in the field of
health and/or migration. A search was carried out on Google, Google Scholar,
SOPHIE, MIPEX and PHAME for all countries.

Search terms
The academic literature was limited to sources providing information in English
with full text available. In a first phase, academic literature was reviewed applying
the PRISMA guidelines. All of the MESH terms/keywords listed below were checked
in PubMed and Web of Science. Subsequently, the abstracts of the papers were
read and papers that did not meet those criteria were excluded. Finally, snowballsearching of reference lists in the included papers was performed. Out of an initial
database of 3340 articles, 325 academic papers were used.
The grey literature was searched for sources in English, French, German, Russian,
Dutch, Spanish or Ukrainian.
Screening was conducted by the five authors on the basis of indicators for assessing
the quality of health care provided to pregnant women, mothers and newborns in
health facilities; and publications concerning maternal health quality indicators.
Any disagreements were solved by a discussion and consultation with another
reviewer if needed.
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The following MeSH terms or keywords were used for searching the given databases.
Maternal health: family planning, contraception, pregnancy, unintended pregnancy,
unwanted pregnancy, teenage pregnancy, childbirth, delivery, birth, attended births,
hospital births, abortion, maternal health, newborn/neonatal/infant health, perinatal
health (care), antenatal care, postpartum care, maternal morbidity/mortality,
maternal death, perinatal death, neonatal death, stillbirth, skilled (birth) attendance,
(pre-)eclampsia, low birth weight, preterm birth, gestational diabetes, anaemia,
uterine rupture, severe postpartum haemorrhage, infant/newborn vaccination,
breastfeeding, maternal health quality indicator(s), quality of care, maternal health
care services, equity, accessibility, affordability, availability, comprehensibility,
reliability, familiarity, reachability, usefulness.
SRH risk factors: sexually transmitted infections/diseases, STI, HIV, HPV, hepatitis B,
syphilis, testing, screening, treatment, prevention, physical violence, battering, sexual
violence, sexual assault, sexual abuse, emotional/psychological abuse, sexual and
gender-based violence, SGBV, domestic violence, family violence, intimate partner
violence, trafficking, torture, female genital mutilation/cutting, FGM/C, honour
related violence, forced marriages, child marriages, harmful cultural practices.
Target population: migrants, foreign-born, refugees, asylum seekers, undocumented
migrants, regular migrants, irregular migrants, labour migrants, internally displaced
populations.
Country search strategy: WHO European Region, European Union, Europe, eastern
Europe, western Europe, southern Europe, central Asia, CIS region, USSR, post-Soviet
countries, the 53 WHO European Region countries specifically (Albania, Andorra,
Armenia, Austria, Azerbaijan, Belarus, Belgium, Bosnia and Herzegovina, Bulgaria,
Croatia, Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Georgia,
Germany, Greece, Hungary, Iceland, Ireland, Israel, Italy, Kazakhstan, Kyrgyzstan,
Latvia, Lithuania, Luxembourg, Malta, Monaco, Montenegro, Netherlands, Norway,
Poland, Portugal, Republic of Moldova, Romania, Russian Federation, San Marino,
Serbia, Slovakia, Slovenia, Spain, Sweden, Switzerland, Tajikistan, the former
Yugoslavian Republic of Macedonia, Turkey, Turkmenistan, Ukraine, the United
Kingdom and Uzbekistan).
Fig. A1 illustrates the selection of studies.
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Fig. A1 Selection of studies
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Records identified through
PubMed, Web of Science
and Cochrane Library
(n = 3294)

Additional records
identified through
other sources
(n = 338)

Records
excluded
(n = 2238)

Records screened on title
and duplicates
(n = 2872)

Full-text articles/documents
assessed for eligibility
(n = 634)

Studies included in qualitative synthesis
(n = 446)

Full-text articles/documents excluded as
not dealing with:
maternal health
migrants in the WHO European Region
publication date not 2000–2015
(n = 188)
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