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Abstract
Aim. A synthesis of the evidence of migrant women’s perceptions of their needs

and experiences in relation to pregnancy and childbirth.

Background. Despite the fact that all European Union member states have

ratified human rights-based resolutions aimed at non-discrimination, there is a

relationship between social inequality and access to pre-, intra-, and postpartum

care.

Design. A qualitative systematic review of studies from European countries.

Data sources. A search was made for relevant articles published between January

1996–June 2010.

Review methods. Data were analysed by means of thematic synthesis.

Results. Sixteen articles were selected, analysed, and synthesized. One overall

theme; ‘Preserving one’s integrity in the new country’ revealed two key aspects;

‘Struggling to find meaning’ and ‘Caring relationships’. ‘Struggling to find

meaning’ comprised four sub-themes; ‘Communication and connection’, ‘Striving

to cope and manage’, ‘Struggling to achieve a safe pregnancy and childbirth’, and

‘Maintaining bodily integrity’. ‘Caring relationships’ was based on the following

three sub-themes: ‘Sources of strength’, ‘Organizational barriers to maternity

care’, and ‘The nature and quality of caring relationships’.

Conclusion. The results of this review demonstrate that migrant women are in a

vulnerable situation when pregnant and giving birth and that their access to

health services must be improved to better meet their needs. Research is required

to develop continuity of care and improve integrated maternal care.

Keywords: barriers to healthcare services, caring relationship, communication,

maternity care, migrant women, nursing, preserving integrity, qualitative studies,

systematic review
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Introduction

All members of the European Union have ratified human

rights treaties (United Nations 1948) aimed at non-discrimi-

nation, such as the Covenant on the Elimination of all forms

of Discrimination Against Women (United Nations 1979),

the International Convention on Economic, Social, and Cul-

tural Rights (United Nations 1966), and the Convention on

the Rights of the Child (United Nations 1989). In the light

of these treaties, pregnancy, childbirth, and puerperium are

acknowledged to be processes in women’s lives that need to

be protected by healthcare professionals and systems.

Despite the theoretical, human rights-based, governmen-

tal obligations to fulfil the demands of the above-mentioned

treaties, there is a relationship between social inequality

and access to pre-, intra-, and postpartum care in the EU

(Healthcare Commission 2008, Raleigh et al. 2010). Many

official reports as well as quantitative and qualitative stud-

ies have demonstrated that migrants belong to one of the

disadvantaged population groups that experience barriers in

accessing obstetric and/or midwifery-led care (Wolff et al.

2008). Prematurity and low birthweight are proven indica-

tors of social inequality (Kelly et al. 2009, Chiavarini et al.

2012) and significantly associated with high morbidity and

mortality rates (Smith et al. 2010, Tom�e et al. 2009).

In several European countries, migrant women are

currently responsible for over one-fifth of all live births (Sob-

otka 2008). Migration is motivated by several factors, such

as economic improvement, family reunion, and the seeking

of refugee status, and takes a range of forms including ‘ille-

gal’, undocumented, forced, free and controlled. However,

all these forms of migration are important factors in the

erosion of traditional boundaries between languages, cul-

tures, ethnic groups, and nation states (Castles 2000). The

resulting increase in cultural and ethnic diversity in society

adds specific challenges to the requirement of delivering

public services such as health care to consumers, particu-

larly maternity care, where migrant women seem to have

the same wishes as native women, but are less likely to

have them fulfilled (Small et al. 2002).

This review is part of an ongoing project, Childbirth Cul-

tures, Concerns and Consequences: Creating a Dynamic EU

Framework for Optimal Maternity Care funded by the

European Union (2010, COST Action No. IS0907). The

review was designed by the ‘Impact on Migrant Women’

workgroup to determine gaps in the body of research and

for the purpose of generating a relevant conceptual frame-

work for research. The 9 authors, who come from five

European countries, are members of the workgroup and

possess interdisciplinary competence (nursing, midwifery,

anthropology, psychology, and history).

The review

Aim

The aim of the review was to explore migrant women’s per-

ceptions of their needs and experiences related to pregnancy

and childbirth. The review questions addressed were: (1)

What are migrant women’s experiences of pregnancy and

childbirth? and (2) What are migrant women’s health needs

and how can their access to maternity services be

described?

Design

A qualitative systematic review methodology was used

(Noyes & Popay 2007, Sandelowsky & Barusso 2007). The

systematic review was carried out by means of a thematic

synthesis (Ring et al. 2011). It identifies the recurring

themes, analyses these themes and draws conclusions with

the purpose of developing analytical themes through a

descriptive synthesis and finding explanations relevant to

particular review questions (Ring et al. 2011, pp. 19–20).

In the review reported here, we were concerned with

1920 © 2013 Blackwell Publishing Ltd

M.-C. Balaam et al.

 13652648, 2013, 9, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.12139 by H

es-So R
ectorat, W

iley O
nline L

ibrary on [17/11/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



answering questions related to migrant women’s experi-

ences of pregnancy, childbirth, health needs, and access to

maternity services.

Search methods

An initial scoping search was made of the MEDLINE,

EMBASE, CINAHL, and ISI Web of Knowledge electronic

databases for articles published between January 1996–June

2010. The decision to commence the search in this period

coincided with a systematic review and meta-regression analy-

sis by the Reproductive Outcomes andMigration (ROAM) col-

laboration action (Urquia et al. 2010, Ring et al. 2011). The

following key words were used in various combinations:

‘migrant women’, ‘refugees’, ‘asylum seekers’, ‘birth’, ‘prema-

ture birth’, ‘birth weight’, ‘mother child relations/or mater-

nity care’, ‘immigrant’, ‘female, childbirth’, ‘transients and

migrants/women’, ‘infant’, ‘low birth weight’ and ‘cultural

diversity culture’, which produced 88 abstracts. The initial

search was followed by reflection and a refocusing of the

review questions and application of the inclusion and exclu-

sion criteria. A new free-text search of the same databases

was undertaken. This produced a total of 140 results. The

total was reduced to 96 by excluding duplicates and apply-

ing the inclusion and exclusion criteria reducing to 44. The

focus was narrowed to include only articles with European

focus and a qualitative approach which left nine articles.

The nine articles were compared with the initial scoping

search and two were added. References and citations for

these 11 were checked adding three more articles. Finally,

several journals were manually searched. This produced

another five ending in 19 that were evaluated for quality

and 16 were selected for analysis. A second search was con-

ducted applying the terms used in the previous search to

the MESH headings in the same databases and extending

the search to Psychinfo, Embase, and IBSS. No new articles

were identified in this search.

Inclusion criteria were studies focusing on: (1) migrant

women including refugees, asylum-seekers, illegal, and eco-

nomic migrants; (2) the maternity care needs of migrant

women; (3) migrant women’s experiences of maternity care;

(4) maternity care that promotes the health and well-being

of migrant women; (5) migrant women’s experiences of

conception, pregnancy, delivery, prematurity, and low

birthweight; (6) peer-reviewed articles published in English.

The exclusion criteria were: official reports; review articles;

book reviews; theoretical articles; conference proceedings;

editorials; and dissertations as well as studies with limited

scope and inadequate information that made it impossible

to establish the quality of the research.

Search outcome

Of 19 articles evaluated for quality, 16 were selected for

further analysis (Table 1). The team work procedure

included arranging regular meetings for the development

and evaluation of the review. The workgroup met in Greece

in 2011 to select, perform a quality appraisal of, and dis-

cuss the articles selected for inclusion. This involved exclud-

ing duplicates and articles with quantitative methods,

reading the articles in full and discussing which articles met

the inclusion criteria. The authors communicated on an

ongoing basis about the review by means of e-mail. Three

of the authors met in Norway to validate the content of the

review at descriptive level and conduct a quality assessment

of the main elements corresponding to the systematic

review criteria guided by the review questions (Popay et al.

2006).

Quality appraisal

The quality of most of the articles was good, although

some weaknesses were found in sampling strategy as well

as in the ethical and reflexive accounting. The reasons for

exclusion were: (1) inadequate information to establish the

quality of the research; (2) limited scope; and (3) official

reports. Finally, the second and third authors performed

manual searches in the following journals: Birth, Journal

of Advanced Nursing, Midwifery, and Social Science and

Medicine.

Walsh and Downe’s (2006, p. 115) eight essential criteria

and specific prompts were used for the analysis, including

scope and purpose, methodology, relevance/transferability,

and researchers’ reflexivity. The sixteen studies selected for

inclusion in the qualitative analysis were from a small num-

ber of European countries; five from Sweden, six from UK,

two from Switzerland, and one each from Norway, Ireland,

and Greece. Several of the studies were related to non-

western migrant women (ethnic Africans), from countries

where female genital mutilation at a young age is consid-

ered an important transition ritual. Furthermore, asylum-

seeking and refugee women were represented in seven of

the included studies. No study included illegal migrant

women or women′s experiences of prematurity and low

birthweight. Various qualitative approaches representing

different philosophical schools and disciplines were applied.

One study had a mixed approach, two included interviews

with men and women from the host country as well as rela-

tives and friends. Four studies included the perspective of

healthcare professionals using qualitative data and focusing

on migrant women. Moreover, the selected studies present

© 2013 Blackwell Publishing Ltd 1921
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qualitative findings at different points of time of pregnancy

and childbirth. Various ethnic groups with differing migra-

tion status were also included. The reader therefore needs

to place the findings of this qualitative synthesis in the con-

text of other studies with similar diverse perspectives (Reid

et al. 2009).

Data abstraction

Extracted data from 16 articles were evaluated by the

authors in terms of aim and design, type of data collected

and by whom, methods used, rigour of data analysis, how

the results were presented, and the inclusion of an extract

outlining the findings. Furthermore, ethical considerations,

study limitations, implications for practice, research, and

education as well as researcher reflexivity were analysed to

gain a sense of the research articles.

Thematic synthesis

The process of thematic synthesis involves three steps (Tho-

mas et al. 2004, Ring et al. 2011). In the first step, the

authors read the studies using free line-by-line coding. The

second step was to organize the codes into descriptive

themes. The authors agreed on a five-box classification

system for sorting and analysing the content of the articles

at descriptive level. The boxes represent types of emotional

reaction, health problem and risk, challenge, need of and

access to health services, and health resource. The result of

this synthesis provided the descriptive level. The authors

spent time discussing and comparing the different types of

evidence, which resulted in a preliminary synthesis of the

women’s experiences and needs in relation to maternity

services. The latent level was finally reached when the

authors reflected on the content, abstracted it, and, after

Table 1 Included studies.

Study Sample Methodology and data collection

1. McCourt and Pearce (2000), UK 20 Ethnic minority women including

some refugees

Qualitative anthropological: tape-recorded

semi-structured interviews

2. Wiklund et al. (2000), Sweden 9 Somali women aged 21–55 years

and 7 men aged 27–57 years

Grounded theory: in most cases,

tape-recorded interviews

3. Ess�en et al. (2000), Sweden 15 Somali women aged 20–55 years Medical anthropological: tape-recorded interviews

4. Cheung (2002), Scotland 10 Chinese women, 10 Scottish women,

and 45 health workers, relatives, or friends

Comparative qualitative method: in most cases,

tape-recorded interviews

5. Kennedy and Murphy

-Lawless (2003), Ireland

61 Women from 12 different countries Fieldwork approach: extended interviews

6. Vangen et al. (2004), Norway 23 Somali women and 36 (18–55)

healthcare professionals

Qualitative interpretative: tape-recorded repeated

interviews or notes

7. McLeish (2005), UK 33 Women aged 16-40 years from

19 different countries

Qualitative: tape-recorded semi-structured interviews

8. Berggren et al. (2006), Sweden 22 Women; 6 Eritrean, 11 Somali,

and 5 from Sudan, mean age 35

Qualitative: tape-recorded interviews

9. Bollini et al. (2007), Switzerland 40 Women; 14 Turkish, 17

Portuguese, 9 Swiss

Qualitative: tape-recorded interviews and field notes

10. Ny et al. (2007), Sweden 13 Migrant women from Middle

Eastern countries

Triangulation: tape-recorded focus group discussions

and individual interviews

11. Lundberg and Gerezgiher

(2008), Sweden

19 Eritrean migrant women Ethnographic approach: semi-structured

tape-recorded interviews

12. Iliadi (2008), Greece 26 Refugee women from 11 different Asian,

African, and East European countries

Focused ethnography: semi-structured

tape-recorded interviews

13. Straus et al. (2009), UK 8 Somali women aged 23–57 years Ethnographic approach: semi-structured interviews

14. Briscoe and Lavender (2009), UK 4 Asylum-seekers/refugees (Afghanistan,

Congo, Rwanda, Somalia)

Longitudinal exploratory multiple case research:

semi-structured tape-recorded interviews, field notes,

and photographs

15. Kurth et al. (2010), Switzerland 80 Asylum-seekers (former Yugoslavia,

Africa, Asia, Eastern Europe, others) and

10 care providers

Descriptive and grounded theory: textual information

from files. Semi-structured taped interviews

16. Becky and White (2010), UK 11 Professionals (midwives, nurses,

interpreters, health visitors,

volunteers, and managers)

Not stated: semi-structured tape-recorded

consultations

1922 © 2013 Blackwell Publishing Ltd
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discussion, agreed on the theoretical concepts arrived

(Graneheim & Lundman 2004). Finally, the authors

abstracted the findings to produce a new interpretation,

which goes beyond the original studies. An example of data

extraction at descriptive level is provided in Table 2

(Appendix S1).

Results

The following overall theme was identified based on the data

extracted at descriptive level related to perceptions of child-

birth (Table 3): ‘Preserving one’s integrity in the new coun-

try’. The findings also revealed two key aspects: ‘Struggling

to find meaning’ and ‘Caring relationships’. There were four

sub-themes related to the overall theme: ‘Communication

and connection’, ‘Striving to cope and manage’, ‘Struggling

to achieve a safe pregnancy and birth’, and ‘Maintaining bod-

ily integrity’. ‘Caring relationships’ was based on the follow-

ing three sub-themes: ‘Sources of strength’, ‘Organizational

barriers to maternity care’ and ‘The nature and quality of

caring relationships’.

Struggling to find meaning

Unsuccessful ‘communication with’ and ‘lack of connection’

to healthcare professionals and society were described in

most of the studies (Ess�en et al. 2000, McCourt & Pearce

2000, Wiklund et al. 2000, Kennedy & Murphy-Lawless

2003, Vangen et al. 2004, McLeish 2005, Berggren et al.

2006, Bollini et al. 2007, Iliadi 2008, Lundberg &

Gerezgiher 2008, Straus et al. 2009, Becky & White 2010,

Kurth et al. 2010). Some studies highlighted poor commu-

nication, as it was evident that migrant women did not

receive the information they needed, leading to nutritional

problems and inadequate access to maternity services for

regular check-ups during pregnancy (Wiklund et al. 2000,

Berggren et al. 2006, Lundberg & Gerezgiher 2008). The

risk of misunderstanding and feelings of being stigmatized

increased when communication problems occurred

(McCourt & Pearce 2000, Wiklund et al. 2000, Vangen

et al. 2004, McLeish 2005, Berggren et al. 2006, Bollini

et al. 2007, Iliadi 2008, Lundberg & Gerezgiher 2008).

Feeling ashamed about being different made adaptation to

the new cultural context both confusing and difficult (Wikl-

und et al. 2000, Kennedy & Murphy-Lawless 2003, Berg-

gren et al. 2006). The women’s beliefs were shattered and

they often missed their female network (McCourt & Pearce

2000, Cheung 2002, Kennedy & Murphy-Lawless 2003,

Berggren et al. 2006, Iliadi 2008, Lundberg & Gerezgiher

2008). The need for good communication and being able to

connect to the maternity professionals was evident. It is,

therefore, serious when studies report that migrant women

lack confidence to discuss their concerns and are afraid to

ask midwives questions (McLeish 2005, Berggren et al.

2006). In addition, they experience dissatisfaction and lack

of care (McCourt & Pearce 2000). ‘Striving to cope and

manage’ their new situation as migrant pregnant women

was clearly evident in the articles. The women viewed

childbirth as a transition and a critical milestone towards a

better social status. This was the case when they lived

under poor socioeconomic conditions and had worries

and concerns about the future as well as experiences of

discrimination, racism, and hostility (McCourt & Pearce

2000, Wiklund et al. 2000, Cheung 2002, Kennedy &

Murphy-Lawless 2003, McLeish 2005, Berggren et al. 2006,

Bollini et al. 2007, Briscoe & Lavender 2009, Kurth et al.

2010). Social and psychological problems such as stress,

low self-esteem, and insecurity about their personal identi-

ties were common (Straus et al. 2009, Becky & White

2010, Kurth et al. 2010). It was also evident that the

women had physical and mental health problems such as

depression, feelings of loneliness, isolation, and longing for

family members (Ess�en et al. 2000, McCourt & Pearce

2000, Wiklund et al. 2000, Cheung 2002, Kennedy &

Murphy-Lawless 2003, McLeish 2005, Berggren et al.

2006, Bollini et al. 2007, Ny et al. 2007, Iliadi 2008, Lund-

berg & Gerezgiher 2008, Briscoe & Lavender 2009, Straus

et al. 2009, Kurth et al. 2010). Other feelings reported

were great sadness, vulnerability, and anxiety together with

severe nausea (Ess�en et al. 2000, Kennedy & Murphy-Law-

less 2003, Vangen et al. 2004, McLeish 2005, Berggren

et al. 2006, Iliadi 2008, Briscoe & Lavender 2009, Straus

et al. 2009). The migrant women ‘struggled to achieve a

safe pregnancy and birth’. The dominant western medical

philosophy and terminology were often alien, making it dif-

ficult for them to understand certain aspects of care (Wikl-

und et al. 2000, Bollini et al. 2007, Ny et al. 2007, Straus

et al. 2009, Kurth et al. 2010). Some were more accus-

tomed to trusting their religion rather than technology

when it came to giving birth (Wiklund et al. 2000, Bollini

et al. 2007, Ny et al. 2007, Lundberg & Gerezgiher 2008,

Briscoe & Lavender 2009, Becky & White 2010). Others

employed nutritional strategies to reduce food intake,

thereby reducing the risk of ruptures and caesarean section

(Ess�en et al. 2000, Lundberg & Gerezgiher 2008). Studies

reported that fear of childbirth and distress caused pathological

foetal heart rate (Vangen et al. 2004, Berggren et al. 2006). In

addition, other studies described the impact of female genital

mutilation/circumcision as extreme pain and long-term

complications (Ess�en et al. 2000, McCourt & Pearce 2000,

© 2013 Blackwell Publishing Ltd 1923
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Vangen et al. 2004, McLeish 2005, Berggren et al. 2006,

Lundberg & Gerezgiher 2008, Briscoe & Lavender 2009,

Straus et al. 2009). Poor health including infected wounds,

HIV, and hepatitis, which caused complications for the

women and the new born babies was also reported (Kennedy

& Murphy-Lawless 2003, McLeish 2005, Berggren et al.

2006, Lundberg & Gerezgiher 2008). Struggling ‘to maintain

bodily integrity’ meant that several women experienced

feelings of insecurity and not being taken seriously during

childbirth (Vangen et al. 2004, Berggren et al. 2006). Other

feelings reported were powerlessness, hopelessness, and loss

of bodily integrity when pregnant and giving birth in the

new country, which sometimes involved breaking their

traditional norms (Ess�en et al. 2000, Wiklund et al. 2000,

Cheung 2002, McLeish 2005, Berggren et al. 2006, Ny

et al. 2007, Iliadi 2008, Briscoe & Lavender 2009). For

example, being exposed by healthcare professionals, feeling

shy, embarrassed, or ashamed during the birth when the

husband was present ((Wiklund et al. 2000, Cheung 2002,

McLeish 2005, Berggren et al. 2006) made it difficult for

them to preserve their bodily integrity.

Caring relationships

The need for caring relationships was linked to the women’s

‘sources of strength’ and had a positive influence on their

psychological well-being and physical health, which also

influenced their relationship with the foetus and the baby

Table 2 Example of data extraction.

Types of emotional reaction

Types of health

problem and risk Types of challenge

Types of need and

access to health services

Types of health

resource

Strong feelings of loneliness,

isolation and longing for

female network, family, and

relatives (1, 2, 3, 4, 5, 6, 7,

8, 9, 10, 11, 12, 13, 14, 15)

Dissatisfaction due to

dependency on social benefits

(10)

Feelings of lack of emotional

support and fear/insecurity

due to insufficient knowledge

of Female Genital Mutilation

on the part of healthcare

professionals (1, 3, 6, 8, 11)

A sense of not being taken

seriously (6)

A feeling of insecurity during

delivery (8)

A feeling of powerlessness,

hopelessness and lack of

control (1, 7, 8, 12, 14)

Risk of being

stigmatized because of

circumcision, including

poor communication

with healthcare

professionals (1, 2, 6,

7, 8, 9, 11, 12)

Poor awareness of the

need for regular check-

ups during pregnancy

(2, 3, 9, 12)

Severe nausea (3)

Nutritional strategy of

routinely reducing

food intake to make

the labour easier,

decreasing the risk of

ruptures and caesarean

section (3, 11)

Immense loss of status,

independence and self-

respect both socially and

economically (2, 5, 7, 16)

Adaptation confusing and

difficult (2)

Trying to adapt to a new

cultural context, missing

the female network and

(5, 8)

Striving to protect their

daughters (5, 8, 11)

Breaking traditional

norms – an inherent

vulnerability factor (2, 4,

10)

Patriarchal/paternalistic

ideology (2, 4, 8, 14)

Experiences of

disrespectful and

hostile attitudes from

professionals when

accessing maternity

services thus did not

attend (7, 8)

Tardy, inadequate, and

time constrained

antenatal care (9, 14)

Unhelpful, frightening

or threatening advice

that did not take the

women’s reality into

account (7)

Difficulties in accessing

and travelling to

maternity services,

including cost and

childcare (5, 7)

Arriving late for

antenatal care, missing

appointments (5, 7, 8,

12, 16)

Viewed the receiving

country as safe and

peaceful (2, 8, 11)

Positive attitudes

towards antenatal care

(2, 3, 5, 6, 7, 8, 9, 10,

11)

Familiar with the

healthcare system (2,

12)

Strong trust in God

and prayer (2, 3, 10)

Men become primary

support as a coping

strategy (2, 3, 7, 10,

11, 12)

Support from family

network, relatives, and

friends (4, 9, 11, 12)

1. McCourt and Pearce (2000); 2. Wiklund et al. (2000); 3. Ess�en et al. (2000); 4. Cheung (2002); 5. Kennedy and Murphy-Lawless (2003);

6. Vangen et al. (2004); 7. McLeish (2005); 8. Berggren et al. (2006); 9. Bollini et al. (2007); 10. Ny et al. (2007); 11. Lundberg and

Gerezgiher (2008); 12. Iliadi (2008); 13. Straus et al. (2009); 14. Briscoe and Lavender (2009); 15. Kurth et al. (2010); 16. Becky and White

(2010).

Table 3 Overview of abstracted themes and sub-themes of

migrant women’s experiences of health needs and access to mater-

nity services.

Overall theme: Preserving one’s integrity in the new country

Key aspects Struggling to find meaning Caring relationships

Sub-themes Communicate and connection Sources of strength

Striving to cope and manage Organizational

barriers to maternity

care

Struggling to achieve a

safe pregnancy and birth

The nature and

quality of caring

relationships

Maintaining bodily integrity

1924 © 2013 Blackwell Publishing Ltd
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(Bollini et al. 2007, Ny et al. 2007, Iliadi 2008). Feelings of

well-being were influenced by their trust in God (Ess�en

et al. 2000, Wiklund et al. 2000, Ny et al. 2007) and a

sense of being safe by viewing the new country as peaceful

(Wiklund et al. 2000, Berggren et al. 2006, Lundberg &

Gerezgiher 2008). The changed situation affected them pos-

itively, the baby representing a new beginning and a health

resource (McLeish 2005). Feelings of satisfaction, maturity,

and completeness due to giving birth also strengthened their

emotional ties to the baby (Cheung 2002). Migrant women

who were familiar with the ‘organizational barriers to

maternity care’ had positive attitudes towards antenatal

care, believing that ‘foetal education’ and postnatal care

were more likely to be satisfactory (Wiklund et al. 2000,

Cheung 2002, McLeish 2005, Berggren et al. 2006, Bollini

et al. 2007, Iliadi 2008, Lundberg & Gerezgiher 2008).

This was even more obvious when pregnancy was seen as a

normal and healthy state (Ess�en et al. 2000, Wiklund et al.

2000, Cheung 2002, Iliadi 2008). If the woman was able to

exhibit resilience, adjust, and change her cultural beliefs,

the outcome was even better (Wiklund et al. 2000, Cheung

2002, Kennedy & Murphy-Lawless 2003, Bollini et al.

2007). Several women reported that they missed their fam-

ily during pregnancy and early motherhood. Support from

the healthcare professionals and primary support network

such as the husband was therefore important (Ess�en et al.

2000, Wiklund et al. 2000, Cheung 2002, McLeish 2005,

Bollini et al. 2007, Ny et al. 2007, Iliadi 2008, Lundberg &

Gerezgiher 2008). If the women were unfamiliar with the

healthcare system, they tended to avoid using the services.

This could also happen if they experienced disrespectful and

hostile attitudes on the part of professionals (McLeish

2005, Berggren et al. 2006). Several studies contained evi-

dence suggesting that maternity care services in Europe can

be patriarchal (Wiklund et al. 2000, Cheung 2002, Berg-

gren et al. 2006, Briscoe & Lavender 2009). The advice

provided was experienced as unhelpful, frightening, and/or

failing to take account of the reality of the women (McLe-

ish 2005). In cases where the women had been subjected to

genital mutilation, they expected the healthcare profession-

als to discuss the circumcision before delivery, but found a

lack of knowledge on the subject (McLeish 2005). They

experienced that healthcare professionals lacked care rou-

tines, awareness, and skills related to their worries, fear,

and anxiety (Ess�en et al. 2000, Wiklund et al. 2000, Van-

gen et al. 2004, Berggren et al. 2006, Bollini et al. 2007,

Lundberg & Gerezgiher 2008, Straus et al. 2009). Refugee

and asylum-seeking women were less willing to state their

needs and wishes (Kennedy & Murphy-Lawless 2003,

Becky & White 2010) and some were also disappointed and

unprepared for the lack of practical help and support in

postnatal care (McCourt & Pearce 2000, Vangen et al.

2004). Maternity services are not adapted to migrant

women (Bollini et al. 2007, Briscoe & Lavender 2009) who

often register late for antenatal care and are unable to

attend an appropriate number of appointments (Kennedy &

Murphy-Lawless 2003, McLeish 2005, Berggren et al.

2006, Iliadi 2008, Becky & White 2010). Their economic

and social conditions are the main reasons why they strug-

gle to maintain continuity of care (Bollini et al. 2007, Iliadi

2008, Straus et al. 2009, Kurth et al. 2010). There are also

practical reasons such as the need for childcare, travel diffi-

culties and the fact that some forms of accommodation for

refugees and asylum-seekers are restricted by fixed meal-

times (Kennedy & Murphy-Lawless 2003, McLeish 2005).

Access to care is also impeded due to cultural and language

barriers, and there is a need for a better interpretation

service (McCourt & Pearce 2000, Wiklund et al. 2000,

Kennedy & Murphy-Lawless 2003, McLeish 2005, Berggren

et al. 2006, Bollini et al. 2007, Iliadi 2008, Briscoe & Lav-

ender 2009, Straus et al. 2009, Kurth et al. 2010). Migrant

women prefer physicians who speak their language (Iliadi

2008). Instead of interpreters, they prefer relatives, children,

and friends to help them (Wiklund et al. 2000, Ny et al.

2007, Straus et al. 2009).

Migrant women need a ‘caring relationship’ and support

from maternity care services. ‘The nature and quality of a

caring relationship’ is important to them. For example,

they want to see professionals without having to make an

appointment (Becky & White 2010). They value counsel-

ling and want access to a trustworthy midwife and physi-

cian whose competence includes cultural knowledge and

insights into immigration (Ny et al. 2007, Lundberg &

Gerezgiher 2008, Becky & White 2010). Female healthcare

providers make them feel confident (Iliadi 2008). Migrant

women expressed their need for sensitive psychosocial and

physical care and support. They wanted better socioeco-

nomic follow-up and help with practical needs (McCourt

& Pearce 2000, Cheung 2002, Kennedy & Murphy-

Lawless 2003, McLeish 2005, Berggren et al. 2006, Bollini

et al. 2007, Iliadi 2008, Straus et al. 2009, Becky & White

2010, Kurth et al. 2010). The quality of information

(Wiklund et al. 2000, Kennedy & Murphy-Lawless 2003,

Vangen et al. 2004, Berggren et al. 2006, Iliadi 2008,

Lundberg & Gerezgiher 2008, Straus et al. 2009) as well

as knowledge and communication skills made them feel

confident and in control (McCourt & Pearce 2000, Vangen

et al. 2004, Berggren et al. 2006, Lundberg & Gerezgiher

2008). They wished for continuity of care and individual-

ized information provided by empathetic, respectful, inter-

© 2013 Blackwell Publishing Ltd 1925
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ested, and kind professionals (McCourt & Pearce 2000,

Wiklund et al. 2000, Kennedy & Murphy-Lawless 2003,

McLeish 2005, Bollini et al. 2007, Ny et al. 2007, Iliadi

2008, Straus et al. 2009).

Discussion

This review reported a synthesis of the research on migrant

women’s needs, experiences, and access to maternity care

services in relation to pregnancy and childbirth. One overall

theme ‘Preserving integrity in the new country’ emerged.

The findings are in accordance with a study by Wid€ang

et al. (2007) of how female patients perceived integrity in

health care. The authors explored how the women per-

ceived that integrity was preserved, threatened, or violated

by care. The results indicated that it was necessary to have

control over the private sphere to maintain the self. They

also wanted to protect their identities by being seen as the

people they really were. Furthermore, being respected and

not exposed preserved their dignity. The evidence of this

review accords with a study by Irurita and William (2001)

focusing on the reciprocal process used by nurses and

patients to preserve their own and each other’s integrity,

which involved contributing to co-operation, prioritizing,

and sacrificing that is rational, while justifying comprised

care and lower expectations; and protecting the self by

attracting or repelling.

According to the evidence in the articles, it is acknowl-

edged that the migrant women’s situation in a new coun-

try is related to lack of ‘communication and connection’

to others (Lyberg et al. 2012). Their situation can be

explained by the diversity in experiences of security, knowl-

edge, and personal values. This finding refers to Australian

studies, where providing interpretation services, social sup-

port for migrant women, and improving the cross-cultural

training of healthcare providers were suggested to enhance

maternity care services, particularly for Asian migrant

women (Chu 2005). Thus, lack of flexibility and inability

to meet the needs of a culturally diverse group (Reitmanova

& Gustafson 2008, Hoang et al. 2009) may result in con-

flict between migrants and healthcare providers. There was

evidence of the ‘need for information and social support to

achieve a safe pregnancy and birth’. Liamputtong and Wat-

son (2006) specifically examined the experience of caesar-

ean birth among 67 Cambodian, Lao, and Vietnamese

women in Australia, and demonstrated that the women’s

social construction of their feelings stemmed from trust in

medical knowledge, expectations, and ‘communication’ as

well as an understanding of their caregivers’ preferences.

The provision of culturally appropriate social support is

critical in the care of migrant childbearing women. There is

evidence of sub-standard postpartum care for migrant

women (Katz & Gagnon 2002). As they frequently do not

follow-up referrals, they could be at increased health risk.

Inhibitors that prevent migrant women from following up

care referrals included language ‘barriers’, absence of hus-

band, lack of childcare, perceived inappropriate referrals,

and cultural differences (Gagnon et al. 2010). Facilitators

comprised appropriate services, empathetic professionals,

and early receipt of information, a need highlighted in this

study in addition to continuity of care (Gagnon et al.

2010). The theme of ‘Caring relationships’ is related to the

need to experience emotional comfort and linked to the

women′s sources of strength (Akerjordet & Severinsson

2010). However, individual, sensitive care appears to be

insufficient. Maternity care services must be adapted to

migrant women′s expectations of support and cultural dif-

ferences (Jentsch et al. 2007). The evidence clearly demon-

strates that migrant women are exposed to a high degree of

stress and vulnerability caused by their expectations,

circumstances, and need for adaptability (Earvolino-

Ramirez 2007, Norris et al. 2009). In view of the knowledge

that prematurity and low birthweight are proven indicators

of social inequality and stress (Harding et al. 2006, Kelly

et al. 2009, Chiavarini et al. 2012) and significantly associ-

ated with high morbidity and mortality rates (Bollini et al.

2009), this evidence should be of major concern to midwives

and healthcare professionals.

It is important to base health promotion on core values

such as equity, empowerment, and engagement to lead to a

view of the migrant women as active partners (Lindstr€om

& Eriksson 2006). Health promotion is a process that

enables individuals and communities to achieve control,

thereby improving health and allowing people to live an

active and productive life (WHO 1986). How migrant

women perceive social structures has a central impact on

health (Eriksson & Lindstr€om 2008). This means that

women with a strong sense of coherence regard their envi-

ronment and the events in their lives as comprehensible,

manageable, and meaningful (Antonovsky 1996). Thus,

migrant women′s psychosocial resources, such as hope,

emotional intelligence, and resilience are of major impor-

tance for understanding the longitudinal trajectories of

responses to stress and mental ill health (Snyder & Lopez

2007, Akerjordet & Severinsson 2009). Evidence reveals

that if migrant women are able to exhibit resilience, adjust,

and change their cultural beliefs, the outcomes may be bet-

ter. This implies that being a migrant is not a consistent

indicator of poor perinatal health (Gagnon et al. 2010).

Individuals often adapt far better than suggested by objec-

1926 © 2013 Blackwell Publishing Ltd
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tive circumstances, ‘bouncing back’, despite substantial

adversity (Earvolino-Ramirez 2007, Norris et al. 2009).

The resulting growing cultural and ethnic diversity in

societies adds specific challenges to the requirement of

delivering maternity services (Martin & Martin 2006). The

challenges of achieving equity in maternity care for migrant

women appear to be related to managing and supporting

educational, relational, and cultural diversity to ensure the

provision of appropriate care (Lyberg et al. 2012). Health

professionals such as nurses and midwives are responsible

for this, as they are in a position to strengthen the migrant

women’s resources, address health inequality, work in part-

nership, and develop wider alliances and support networks

(Kaufmann 2002). Participation and partnership, which

empower migrant women and communities, are therefore

valuable processes and outcomes of health promotion

(Akerjordet 2009). However, they cannot be achieved in

the presence of organizational barriers and inadequate inte-

gration policy (Bollini et al. 2009). The cost of health care

could be a major barrier, particularly in countries like Swit-

zerland where each individual has to arrange and pay for

her/his own health insurance (Wolff et al. 2008). Therefore,

improved access to health care for migrants requires crea-

tive financial solutions, i.e. it should be free or only a mini-

mal charge levied and the language competencies of

healthcare providers and administrative staff also need

attention (Wolff et al. 2008). Care-related problems could

be partly prevented by improving the efficacy of care during

pregnancy and childbirth (Malin & Gissler 2009). Because

there are significant differences in the clinical outcomes of

birth and in the care provided to and used by ethnic minor-

ity migrant women during pregnancy and childbirth, mater-

nity care practices should be carefully re-examined to

establish whether they systematically vary according to the

mother’s ethnicity and other non-clinical factors.

Limitations

There are some methodological limitations that need to be

acknowledged when considering the research findings. The

first is the selection of qualitative studies conducted in

European countries. The second is how the systematic

review was carried out. The authors demonstrated transpar-

ency by describing the background of some of their judge-

ments on which some of their decisions were based. The

different disciplines and professional competencies in the

multi-cultural research group were a strength but also a

limitation due to range of interpretations. To strengthen the

quality, the research group discussed and agreed on the

final composite analysis and synthesis as well as achieving

consensus on the main theoretical concepts developed in

Table 3. Nevertheless, it is important to acknowledge that

this review represents the researchers’ reading of the studies

in question; other authors with divergent interests may

arrive at a different conclusion (Reid et al. 2009). The third

limitation is the focus on the individual level in terms of

the migrant women’s experiences of, need for, and access

to health care. Longitudinal studies on the impact of

maternity care and its long-term consequences for health

outcomes and healthcare delivery are needed.

Conclusion

In conclusion, migrant women’s vulnerable situation when

pregnant and giving birth must be improved. This can be

achieved by strengthening continuity of care and providing

a caring relationship to help them find meaning in the new

What is already known about this topic

• Migrant women belong to a vulnerable social group

where health risks such as low birthweight and

preterm birth are high.

• Migrant women experienced deficiencies in healthcare

provision due to inequalities in relation to their health

problems, language barriers, and difficulties accessing

health services.

What this paper adds

• Migrant women need to preserve their integrity in the

new country.

• Migrant women need caring relationships to help them

access maternity care.

• Migrant women struggle to find meaning in their new

country to be able to cope, communicate, connect, and

achieve a safe pregnancy and childbirth.

Implications for practice and/or policy

• Healthcare professionals must develop routines that

ensure continuity of care for migrant pregnant women

to reduce the barriers they experience in maternity

care.

• Monitoring and improving the health of migrant

women are essential for the provision of appropriate

healthcare services.

• Implementation of strategies to preserve the integrity

of migrant women is of the utmost importance.

© 2013 Blackwell Publishing Ltd 1927
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country. More research about migrant women’s needs and

experiences is clearly necessary. Such research will

strengthen collaboration, making it possible to accumulate

knowledge of reproductive health as well as problems

related to pre- and postnatal care in addition to migration

in a European and an international context. This would

deepen understanding of the migrant family, especially the

women’s health and family situation.

Acknowledgements

We thank Gullvi Nilsson and Monique Federsel for review-

ing the English language.

Funding

This research was partly funded by EU, COST Action No.

IS0907, and Vestfold University College, Norway.

Conflict of interest

No conflict of interest has been declared by the authors.

Author contributions

All authors have agreed on the final version and meet at

least one of the following criteria [recommended by the IC-

MJE (http://www.icmje.org/ethical_1author.html)]:

• substantial contributions to conception and design,

acquisition of data, or analysis and interpretation of data;

• draughting the article or revising it critically for impor-

tant intellectual content.

Supporting Information Online

Additional Supporting Information may be found in the

online version of this article:

Appendix S1. Data extraction at the descriptive level.

References

Akerjordet K. (2009) An Inquiry concerning emotional intelligence

and its empirical significance. Doctoral Thesis, Department of

Health, The Faculty of Social Sciences, University of Stavanger,

Norway.

Akerjordet K. & Severinsson E. (2009) Emotional intelligence,

reactions and thoughts: Part 2: A pilot study. Nursing & Health

Sciences 11, 213–220.

Akerjordet K. & Severinsson E. (2010) Being in charge – new

mother’s perceptions of reflective leadership and motherhood.

Journal of Nursing Management 18, 409–417.

Antonovsky A. (1996) The salutogenic model as a theory to guide

health promotion. Health Promotion International 11(1),

11–18.

Becky R. & White J. (2010) Seeking Asylum and Motherhood: health

and well being needs. Community Practitioner 83(30), 20–23.

Berggren V., Bergstr€om S. & Edberg A.K. (2006) Being different

and vulnerable: experiences of immigrant African women who

have been circumcised and sought maternity care in Sweden.

Journal of Transcontinental Nursing 17(1), 50–57.

Bollini P., Stotzer U. & Wanner P. (2007) Pregnancy outcomes

and delivery in migrant women in Switzerland; results from a

focus group study. International Journal of Public Health 52,

78–86.

Bollini P., Pampallona S., Wanner P. & Kupelnick B. (2009)

Pregnancy outcome of migrant women and integration policy: a

systematic review of the international literature. Social Science

and Medicine 68, 452–461.

Briscoe L. & Lavender T. (2009) Exploring Maternity care for

asylum seekers and refugees. British Journal of Midwifery 17(1),

17–23.

Castles S. (2000) Ethnicity and Globalization. Sage Publications

Ltd, London.

Cheung N.F. (2002) The cultural and social meanings of

childbirth for Chinese and Scottish women in Scotland.

Midwifery 18, 279–295.

Chiavarini M., Bartolucci F., Gili A., Pieroni L. & Minelli L.

(2012) Effects of individual and social factors on preterm birth

and low birth weight: empirical evidence from regional data in

Italy. International Journal of Public Health 57(2), 261–268.

Chu C.M. (2005) Postnatal experience and health needs of Chinese

migrant women in Brisbane, Australia. Ethnicity and Health 10,

33–56.

Earvolino-Ramirez M. (2007) Resilience: a concept analysis.Nursing

Forum 42(2), 73–82.

Eriksson M. & Lindstr€om B. (2008) A salutogenic interpretation of

Ottawa Charter. Health Promotion International 23(2), 190–

199.

Ess�en B., Hovelius B., Gudmundsson S., Sj€oberg N.O., Friedman J.

& Ostergren P. (2000) Qualitative study of pregnancy and

childbirth experiences in Somalian women resident in Sweden.

BJOG: An International Journal of Obstetrics and Gynaecology

107, 1507–1512.

European Union (2010) COST Action IS0907: Childbirth Cultures,

Concerns and Consequences: Creating a Dynamic EU Framework

for Optimal Maternity Care. Retrieved from http://www.cost.esf.

org/domains_actions/isch/Actions/IS0907 on 23 July 2012.

Gagnon A., Carnevale F., Saucier J., Clausen C., Jeannotte J. &

Oxman-Martinez J. (2010) Do referrals work? Responses of

childbearing newcomers to referrals for care. Journal of

Immigrant and Minority Health 12, 559–568.

Graneheim U.H. & Lundman B. (2004) Qualitative content

analysis in nursing research: concepts, procedures and measures

to achieve trustworthiness. Nurse Education Today 24(2), 105–

112.

Harding S., Boroujerdi M., Santana P. & Cruickshank J. (2006)

Decline in and lack of difference between, average birth weights

among African and Portuguese babies in Portugal. International

Journal of Epidemiology 35(2), 270–276.

1928 © 2013 Blackwell Publishing Ltd

M.-C. Balaam et al.

 13652648, 2013, 9, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.12139 by H

es-So R
ectorat, W

iley O
nline L

ibrary on [17/11/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Healthcare Commission (2008) Towards Better Births: A Review

of Maternity Services in England. Healthcare Commission,

London. Retrieved from http://www.cqc.org.uk/_db/_documents/

Towards_better_births_200807221338.pdf on 23 July 2012.

Hoang H.T., Le Q. & Kilpatrick S. (2009) Having a baby in the

new land: a qualitative exploration of the experiences of Asian

migrants in rural Tasmania, Australia. Rural and Remote Health

9(1), 1084.

Iliadi P. (2008) Refugee women in Greece: a qualitative study of

their attitudes and experience in antenatal care. Health Science

Journal 2(3), 173–180.

Irurita V.F. & William A.M. (2001) Balancing and compromising:

nurses and patients preserving integrity of self and each other.

International Journal of Nursing Studies 38, 579–589.

Jentsch B., Durham R., Hundley V. & Hussein J. (2007) Creating

consumer satisfaction in maternity care: the neglected needs of

migrants, asylum seekers and refugees. International Journal of

Consumer Studies 31, 128–134.

Katz D. & Gagnon A.J. (2002) Evidence of adequacy of

postpartum care for immigrant women. Canadian Journal of

Nursing Research 34, 71–81.

Kaufmann T. (2002) Midwifery and public health. MIDIRS

Midwifery Digest 12(1), 23–26.

Kelly Y., Panico L., Bartley M., Marmot M., Nazroo J. & Sacker

A. (2009) Why does birthweight vary among ethnic groups in

the UK? Findings from the Millennium Cohort Study. Journal of

Public Health 31, 131–137.

Kennedy P. & Murphy-Lawless J. (2003) The maternity care needs

of refugee and asylum seeking women in Ireland. Feminist

Review 73, 39–53.

Kurth E., Jaeger F.N., Zemp E., Tschudin S. & Bischoff A. (2010)

Reproductive health for asylum seeking women – a challenge for

health professionals. BMC Public Health 10(659), 1–11.

Liamputtong P. & Watson L.F. (2006) The meanings and

experiences of cesarean birth among Cambodian, Lao and

Vietnamese immigrant women in Australia. Women and Health

43, 63–82.

Lindstr€om B. & Eriksson M. (2006) Contextualizing salutogenesis

and Antonovsky in public health development. Health Promotion

International 21(3), 238–244.

Lundberg P.C. & Gerezgiher A. (2008) Experiences from pregnancy

and childbirth related to genital mutilation among Eritrean

immigrant women in Sweden. Midwifery 24, 214–225.

Lyberg A., Viken B., Haruna M. & Severinsson E. (2012) Diversity

and challenges in the management of maternity care for migrant

women. Journal of Nursing Management 20, 287–295.

Malin M. & Gissler M. (2009) Maternal care and birth outcomes

among ethnic minority women in Finland. BMC Public Health

20, 9–84.

Martin P. & Martin S. (2006) GCIM: a new global migration

facility. International Migration 44, 5–12.

McCourt C. & Pearce A. (2000) Does continuity of care matter to

women from minority ethnic groups?. Midwifery 16, 145–154.

McLeish J. (2005) Maternity experiences of asylum seekers in

England. British Journal of Midwifery 13(12), 782–789.

Norris F.H., Tracy M. & Galea S. (2009) looking for resilience:

understanding the longitudinal trajectories of responses to stress.

Social Science and Medicine 68, 2190–2198.

Noyes J. & Popay J. (2007) Directly observed therapy and

tuberculosis: how can a systematic review of qualitative research

contribute to improving services? A qualitative meta-synthesis.

Journal of Advanced Nursing 57(3), 227–243.

Ny P., Plantin L., Karlsson D. & Dykes A.K. (2007) Middle Eastern

mothers in Sweden; their experiences of maternal health service

and their partners involvement. Reproductive Health 4(9).

Retrieved from http://www.reproductive-health-journal.com/

content/4/1/9 on 23 July 2012.

Popay J., Roberts H., Sowden A., Petticrew M., Arai L., Rodgers

M., Britten N., Roen K. & Duffy S. (2006) Guidance on the

Conduct of Narrative Synthesis in Systematic Reviews. University

of Lancaster, UK.

Raleigh V.S., Hussey D., Seccombe I. & Hallt K. (2010) Ethnic

and social inequalities in women’s experience of maternity care

in England: results of a national survey. Journal of Research and

Social Medicine 103(5), 188–198.

Reid B., Sinclair M., Barr O., Dobbs F. & Crealey G. (2009)

A meta-synthesis of pregnant women′s decision-making processes

with regard to antenatal screening for Down syndrome. Social

Science and Medicine 69, 1561–1573.

Reitmanova S. & Gustafson D.L. (2008) ‘They can’t understand

it’: maternity health and care needs of immigrant Muslim women

in St. John’s, Newfoundland. Maternal and Child Health Journal

12, 101–111.

Ring N., Ritchie K., Mandava L. & Jepson R. (2011) A guide to

synthesising qualitative research for researchers undertaking health

technology assessment and systematic review. Retrieved from http://

www.nhshealthquality.org/nhsqis/8837.html on 23 July 2011.

Sandelowsky M. & Barusso J. (2007) Handbook for Synthesizing

Qualitative Research. Springer, New York.

Small R., Yelland J., Lumley J., Brown S. & Liamputtong P.

(2002) Immigrant women’s views about care during labor and

birth: an Australian study of Vietnamese, Turkish and Filipino

women. Birth 29, 266–277.

Smith L.K., Manktelow B.N., Draper E.S., Springett A. & Field D.J.

(2010) Nature of socioeconomic inequalities in neonatal mortality:

population based study. British Medical Journal 341, c6654.

Snyder C.R. & Lopez S.J. (2007) Positive Psychology: The Science

and Practical Explorations of Human Strengths. Sage

Publications, Inc., California, USA.

Sobotka T. (2008) The rising importance of migrants for childbearing

in Europe. Overview Chapter 7. In Childbearing Trends and

Policies in Europe. Demographic Research, Special Collection 7,

Vol. 19 (Frejka T., Sobotka T., Hoem J.M. & Toulemon L. eds),

Article 9, pp. 225–248. Retrieved from http://www.demographic-

research.org/Volumes/Vol19/9/ on 23 July 2012.

Straus L., McEwen A. & Hussein M. (2009) Somali women’s

experience of childbirth in the UK: perspectives from Somali

health workers. Midwifery 25, 181–186.

Thomas J., Harden A., Oakley A., Oliver S., Sutcliffe K., Rees R.,

Brunton G. & Kavanagh J. (2004) Integrating qualitative

research with trials in systematic reviews. British Medical Journal

328(7446), 1010–1012.

Tom�e T., Guimar~aes H., Bettencourt A. & Peixoto J.C. (2009)

Neonatal morbi-mortality in very low birth weight in Europe:

the Portuguese experience. Journal of Maternal Fetal Neonatal

Medicine 22(3), 85–87.

© 2013 Blackwell Publishing Ltd 1929

JAN: REVIEW PAPER Migrant women’s perceptions of pregnancy and childbirth

 13652648, 2013, 9, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.12139 by H

es-So R
ectorat, W

iley O
nline L

ibrary on [17/11/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



United Nations (1948) The Universal Declaration of Human

Rights. Retrieved from http://www.un.org/en/documents/udhr on

23 July 2012.

United Nations (1966) International Covenant on Economic, Social

and Cultural Rights. Retrieved from http://www2.ohchr.org/

english/law/cescr.htm on 23 July 2012.

United Nations (1979) Convention on the Elimination of All Forms

of Discrimination against Women. Retrieved from http://www1.

umn.edu/humanrts/instree/e1cedaw.html on 23 July 2012.

United Nations (1989) Convention on the Rights of the Child.

Retrieved from http://www1.umn.edu/humanrts/instree/kscrc.

html on 23 July 2012.

Urquia M.L., Glazier R.H., Blondel B., Zeitlin J., Gissler M.,

Macfarlane A., Nq E., Heaman M., Stray-Pedersen B., Gagnon

A.J. & the ROAM Collaboration (2010) International migration

and adverse birth outcomes: role of ethnicity, region of origin

and destination. Journal of Epidemiological Community Health

64(3), 243–251.

Vangen S., Johansen R.E., Sundy J., Træen B. & Stray-Pedersen B.

(2004) Qualitative study of perinatal care experiences among

women and local health care professionals in Norway. European

Journal of Obstetrics and Gynecology and Reproductive Biology

112, 29–35.

Walsh D. & Downe S. (2006) Appraising the quality of qualitative

research. Midwifery 22, 108–119.

World Health Organization (1986) Ottawa Charter for Health

Promotion. World Health Organization, Geneva. Retrieved from

http://www.who.int/healthpromotion/conferences/previous/

ottawa/en on 23 July 2012.

Wid€ang I., Fridlund B. & M�artensson J. (2007) Women patients’

conceptions of integrity within health care: a phenomenographic

study. Journal of Advanced Nursing 61(5), 540–548.

Wiklund H., Aden A.S., H€ogberg U., Wikman M. & Dahlgren L.

(2000) Somalis giving birth in Sweden: a challenge to culture

and gender specific values and behaviors. Midwifery 16,

105–115.

Wolff H., Epiney M., Lourenco A.P., Costanza M.C., Delieutraz-

Marchand J., andreoli N., Dubuisson J.B., Gaspoz J.M. & Irion

O. (2008) Undocumented migrants lack access to pregnancy care

and prevention. BMC Public Health 19, 8–93.

The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of

evidence-based nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance

and with potential to advance knowledge for practice, education, management or policy. JAN publishes research reviews, original

research reports and methodological and theoretical papers.

For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan

Reasons to publish your work in JAN:

• High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 1·527 – ranked 14/101 in the 2012 ISI Jour-

nal Citation Reports © (Nursing (Social Science)).

• Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries

worldwide (including over 3,500 in developing countries with free or low cost access).

• Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.

• Positive publishing experience: rapid double-blind peer review with constructive feedback.

• Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.

• Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley

Online Library, as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).

1930 © 2013 Blackwell Publishing Ltd

M.-C. Balaam et al.

 13652648, 2013, 9, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jan.12139 by H

es-So R
ectorat, W

iley O
nline L

ibrary on [17/11/2022]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense


