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Key Findings

n Providing free or low-cost services to migrant
women and female refugees in protracted situa-
tions is a critical strategy in successfully ensuring
access to the continuum of sexual and repro-
ductive, maternal, and newborn care services.

n Staffing health care units with culturally competent
and trained personnel influences the prevalence of
contraception use and can reduce maternal and
neonatal complications and adverse outcomes.

n Educational interventions can potentially have a
greater impact if implemented after or
concurrently with the improvement of health
system capacities.

Key Implications

n Implementing organizations should consider the
importance of cultural sensitivity and security
when designing and implementing the
intervention and should support, as much as
possible, a health system culture of de-identified
electronic record keeping—particularly in conflict
areas, as records can get lost during violent
attacks.

n Implementing organizations, research partners,
and target communities should be involved from
the start in the design of the intervention and
evaluation so that both components are
responsive to community needs and have strong
monitoring and evaluation methodologies to
report on best practices and lessons learned.

ABSTRACT
Objective: Limited evidence exists on interventions aimed at en-
abling reproductive health (RH) services access for undocumented
female migrants and refugee women. We aimed to identify in-
tervention characteristics and impacts on RH outcomes among
migrants and refugee women in protracted situations.
Methods: We conducted a systematic literature review of RH in-
tervention studies that reported on migrants and refugee women
in protracted situations. We applied 2 search strategies across
6 databases to identify peer-reviewed articles in English, Spanish,
and Portuguese. Eligible studies were assessed for content and
quality.
Results: Of the 21,453 screened studies, we included 10 (all ob-
servational) for final data extraction. Interventions implemented
among migrant and refugee women included financial support
(n=2), health service delivery structure strengthening (n=4), and
educational interventions (n=4). Financial support intervention
studies showed that enabling women to obtain RH services for
free or at a low cost promoted utilization (e.g., increased use of
contraception). Interventions that established or strengthened
health service delivery structures and linkage demonstrated in-
creased prenatal visits, decreased maternal mortality, and facili-
tated access to safe abortion through referral services or access
to medical abortion. Educational interventions indicated positive
effects on RH knowledge and the importance of involving peers
and meeting the unique needs of a mobile population. All inter-
vention studies emphasized the need to accommodate migrant
security concerns and cultural and linguistic needs.
Conclusion: Interventions in protracted situations reported posi-
tive outcomes when they were migrant or refugee-centered and
complementary, culturally acceptable, geographically proximate,
and cost-sensitive, as well as recognized the concerns around le-
gality and involved opportunities for peer learning. Free or low-
cost RH services and greater availability of basic and emergency
maternal and neonatal care showed the most promise but required
further community outreach, education, and stronger referral mechan-
isms. We recommend further participatory implementation research
linked to policy and programming.

INTRODUCTION

International migration is a global and growing phe-
nomenon. Its implications for health systems include

challenges to ensuring necessary health and social ser-
vices in transit and destination countries. It is estimated
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that in 2020, there were a total of 281 million in-
ternational migrants worldwide (3.6% of the total
population).1 From 2000 to 2020, the number of
refugees has almost doubled, from 14 million to
26.4 million.1 In 2020, 48.3% of international
migrants were women and girls.1

Undocumented migrants and refugees in pro-
tracted situations find themselves transiting loca-
tions without meeting the requirements that a
sovereign state has to allow them to reside, work,
and access services in its territory.Women of these
populations are often isolated, without documents
or support networks, and subject to gender-based
violence, which is often perpetrated by their part-
ners and family members, migration authorities,
and smugglers. Living in a country that is not their
own, female migrants and refugees encounter le-
gal frameworks, discrimination, and language bar-
riers that make it difficult for them to access basic
needs such as education, health services, or hu-
manitarian resources.2,3

In most countries, women who lack a regular
migratory status have limited access to health ser-
vices; if they are on the move, the continuum of
care provision can be further restricted because of
their short stay in a single geographic setting. This
population is often characterized by low socioeco-
nomic opportunity, generalized insecurity, and
precarious legal status. Barriers to health care access
are accompanied by unequal reproductive health
(RH) outcomes among undocumented migrant
women and girls and refugees in protracted situa-
tions. Once pregnant, undocumentedmigrantwom-
en and female refugees are exposed to inadequate
antenatal care and experience a higher probability
of complications during pregnancy (gestational dia-
betes and pregnancy hypertensive disease) and still-
births than nonmigrant women.4–6 Undocumented
migrant women and female refugees are also at in-
creased risk of unintended or forced pregnancies,
rape, sexually transmitted infections, and unsafe
abortions.7 Some of the factors identified that neg-
atively affect access to RH for this population in-
clude fear of abuse and discrimination by health
professionals, limited mobility, lack of transporta-
tion and distance to the health services, and lack of
adequately trained and sensitized health provi-
ders.8 Therefore, the intersections betweenmigra-
tion, women, and health requires special attention
to promoting access to comprehensive RH ser-
vices, with a focus on short and long-term contra-
ceptive methods, sexual violence support services,
and prenatal and childbirth care.

Although there are interventions and guide-
lines aimed at targeting RH in humanitarian

settings, to our knowledge, there is limited empir-
ical evidence of the impact of these interventions
on RH outcomes.9–12 How many people benefit
and how they are cared for is regularly documen-
ted, but the results obtained are hardly systema-
tized and subject to verification. Moreover, RH
interventions are even less frequently published
in peer-reviewed journals.

To address this knowledge gap, we conducted
a global systematic review to identify the out-
comes of intervention studies focused on improv-
ing the RH of undocumented female migrants and
refugees in protracted situations. We synthesized
research that highlights RH outcomes and inter-
vention components that have been tested among
undocumented migrant women and refugees in
protracted situations, regardless of whether the
intervention was described as successful or unsuc-
cessful, to provide evidence and recommenda-
tions for governmental and nongovernmental
organizations (NGOs) to support their goals of im-
proving the well-being of these populations.

This study contributes to understanding how
to address the RH service needs of undocumented
femalemigrants and/or refugees in protracted situa-
tions by exploring interventions and unveiling com-
plexities at the intersections between migration and
health. These intersections are of particular interest
to global and national stakeholders committed to
upholding international human rights frameworks
and achieving the Sustainable Development Goals,
which aim to end poverty, protect the planet, and
ensure prosperity and well-being for all.

METHODS
We conducted a systematic literature review of in-
tervention studies on RH following the Preferred
Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA) Statement guidelines.
Because we aimed to identify the characteristics
and impact of interventions, we included both
qualitative and quantitative research in our analy-
sis. Table 1 details the study’s inclusion and exclu-
sion criteria.

Following the 2019 Glossary on Migration of
the International Organization for Migration, we
defined an undocumented female migrant as a fe-
male nonnational who enters or stays in a country
without the appropriate documentation.

We defined a female refugee using the 1951
Refugee Convention definition13:

a person who, owing to a well-founded fear of persecu-
tion for reasons of race, religion, nationality, member-
ship of a particular social group or political opinions, is

This study
contributes to
understanding
how to address
the RH service
needs of
undocumented
femalemigrants
and/or refugees in
protracted
situations by
exploring
interventions and
unveiling
complexities at the
intersections
between
migration and
health.
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outside the country of her nationality and is unable or,
owing to such fear, is unwilling to avail herself of the
protection of that country.

Wedefined a protracted situation as a situation
in which refugees have been unable to return to
their habitual residence for a long period of time
and where the process for finding durable solu-
tions, such as repatriation, integration in host
countries, settlement in third locations, or other
mobility opportunities has stalled.13

We decided to include and focus on these
populations, given their limited access to health
care because of a lack of documentation and living
and housing conditions (e.g., refugee camps, in-
formal settlements, or migrant shelters). There is
a lack of consensus on when the refugee situation
is considered prolonged. Some organizations and
stakeholders emphasize the duration of displacement
(e.g., 12 months or 3 years) as a reference point.
Others consider that the situation is prolonged if

people are not able to return to their country of ori-
gin, so their location is used as the main criterion.
Finally, others identify a continuedneed for human-
itarian action as the key element of the definition.
For the present study, we defined refugees in pro-
tracted situations encompassing all situations in
which the process of finding solutions has stalled.13

We defined RH as14:

a state of complete physical, mental and social-well-
being and not merely the absence of disease or infirmity,
in all matters relating to the reproductive system and to
its functions and processes.

To focus the review’s scope on answerable re-
search questions related to RH interventions, we
refrained from broadening our search to gender-
based and sexual violence services. Because of the
high prevalence and long-term consequences of
gender-based and sexual violence among undocu-
mented female migrants and refugees in protracted
situations,webelieve that separate systematic reviews

TABLE 1. Inclusion and Exclusion Criteria for the Selection Process on Interventions to Improve the Reproductive Health of
Undocumented Female Migrants and Refugees in Protracted Situations

Category Included Excluded

Population of interest Undocumented female migrants and female refugees in a protracted situ-
ation, as defined by the International Organization for Migration (2019)

Internally displaced populations, docu-
mented migrants and/or refugees already
resettled in a host country

Intervention Any reproductive health-related intervention seeking to improve contra-
ceptive care, safe abortion, prenatal care, childbirth care and/or
postnatal care

Control Presence of at least 1 group likely to access the same reproductive health
services were considered control or comparison

Outcomes of interest Primary outcomes on the reduction of barriers to care for reproductive
health services (improvement in the availability, accessibility, and accept-
ability of reproductive health services received)

Studies that do not quantify or qualify
health outcomes

Primary maternal health outcomes reported as prevalence, incidence,
rates, odds, and any other estimator that indicates the improvement
(or lack) of health conditions of pregnant women

Primary outcome on short-term and long-term contraceptive use, reduction
of unintended pregnancies, access to safe abortion services, reduction in
unmet need for family planning among women of reproductive age, cov-
erage of contraceptive services and contraceptive prevalence

Studies aimed solely at describing HIV and
other sexually transmitted infections

Study design Study designs included should: (1) have a time frame of implementation;
(2) have clear outcome indicators; (3) mention a change in one or more of
the reproductive health outcomes of interest for this study; and (4) be
reported in qualitative, observational, or impact evaluation studies.

Studies that do not separately analyze
data from undocumented female migrants
or female refugees

Study designs included were randomized control trials, nonrandomized
controlled trials, controlled before-after studies, post-intervention studies,
and qualitative studies

Studies that do not report results separately
between undocumented female and male
migrants and refugees

Publication date January 1, 2000–December 31, 2019

Language English, Spanish, and Portuguese
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on these issues are needed. We excluded studies that
solely focused on sexually transmitted infections and
not broaderRHprogramming. Interventionswerede-
fined as an articulated or sequential set of political,
programmatic, and ethical actions to improve
the beneficiaries’ knowledge, skills, conditions
(including health), and other competencies.
These actions may be implemented by health
and social service professionals or researchers
and must have had the purpose of reducing a so-
cial problem, for example, lack of access to RH
services.15 Interventions included were limited
to services intending to promote the well-being
of women’s reproductive lives across the contin-
uum of care, including contraception, safe abor-
tion, prenatal, childbirth, and postnatal care.

Search Strategy
Weused 6 search engines specialized in health and
social sciences: Cochrane Library, MedLine (via
PubMed), BIREME, PsycNet, SCIELO, and Web
of Science. Screening the reference list of relevant
systematic reviews as well as an intentional search
in Google complemented the search strategy.
Boolean operators were used for those search
engines that allowed it, as well as the correspond-
ing filters by type of study, date of publication, and
language (English, Spanish, and Portuguese). We
used 2 search strategies for every search engine
(Figure 1). Each search strategy included a combi-
nation of terms related to population, intervention,
and outcome. Keywords with high sensitivity and
low specificity, such as women, contraception, or
contraceptive, were removed after several search
iterations to identify relevant terms in each search
strategy. We added the term asylum as part of our
search strategy to capture some of the articles about
undocumented migrants and refugees in pro-
tracted situations. However, we did not include
any article that solely focused on asylum seekers.
Each word combination was conducted with the
corresponding translation in each language. The
searches were conducted independently by NL,
LB, and LC.

In Google, we added the names of NGOs, aca-
demic institutions, and United Nations (UN) agen-
cies known to work with the populations of
interest to the previously selected search terms.
The NGOs and UN agencies included in the search
were the UN Refugee Agency, Médicins Sans
Frontieres, Médicins du Monde, EMERGENCY,
Marie Stopes International, Women’s Refugee
Commission, Inter-Agency Working Group on
Reproductive Health in Crises, National Institutes

of Health, and the Population Council. These orga-
nizations, as identified by the Population Council,
have a history of providing health care services to
migrant and refugee populations in humanitarian
settings, documenting their interventions, and
conducting monitoring and evaluation reports of
their efforts.

Data Analysis
The research team used Microsoft Excel to down-
load all returned citations from the searches and
summarize data from the studies included in the
analysis. All authors reviewed data screening and
analysis.

Given the heterogeneity of interventions, designs,
and outcomes of the studies that fit the inclusion
criteria,weused a narrative synthesismethodology
to analyze results. Studies included in the analysis
were assessed for quality using checklists compati-
ble with the study design and methodology: the
Cochrane Collaboration Manual for randomized
control trials,16 the STROBE statement for observa-
tional studies,17 and The Joanna Briggs Institute’s
Checklist for Qualitative Research.18 Eligible arti-
cles were given a quality score that was converted
into the percentage of the total achievable score.
As per previous reports, thresholds were set up to
rate studies’ quality as low (0%–33%), medium
(34%–66%), or high (67% or above).10 Articles
were divided betweenNL, LB, LC, SL, and LV, inde-
pendently rated for quality, then reviewed in pairs.
After peer discussion, if a consensus could not be
reached, then a third reviewer rated the article.

RESULTS
We obtained a total of 21,453 citations, of which
17,419 corresponded to titles and abstracts ob-
tained through specialized search engines, 114 through
the intentional search in Google, and 3,920 through
screening the references of relevant systematic
reviews (Figure 2). Of the total citations, 8,118 were
excluded due to double counting and 12,966 were
excluded in the abstract screening for not meeting
the inclusion criteria. In addition, using the search
word “transit” yielded a large number of unfavorable
results related to transport or digestive processes in
medical sciences.We assessed 306 articles for eligibil-
ity for full-text reading, of which 273 were excluded
for not meeting the population, intervention, and
outcome criteria. Thirty-three articles were included
for a full-text critical reading, 23 of which did not
meet the inclusion criteria because they lacked a
measure of comparison or impact estimate (n=22) or
because thedatawere foundonanNGOwebsite, and
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it was not knownwhether the data went through an
editorial review process (n=1).19 Additional reasons
for exclusion were gaps in data analysis and other
methodological weaknesses, such as small sample
size (<30 participants) or insufficient data regarding
the intervention. Ten studies were included in the
narrative synthesis (Table 2).20–29

All studies included were observational; there
were no randomized or field trials. Six studies
were implemented in refugee camps,21–23,26–28

and the other 4 studies included undocumented
migrant women and refugees in destination coun-
tries20 and border areas.24,25,29 There were 5
quantitative,20–22,26,28 3 qualitative,24,25,27 and 2
mixed-methods studies.23,29 As shown in Table 2,
7 studies were rated high quality according to the
measures used.20,21,23–25,28,29 However, in most
cases, themethodological designwas not adequate
to report impact results, as they were ex post facto
studies and/or did not have a comparison group.
The 10 studies were conducted in the United
States,20 Pakistan,21,22 Lebanon,23 Thailand,24,25,29

Guinea,26,28 and Uganda.27

Nine studies were conducted by teams work-
ing in refugee camps or by university-led research
groups. The interventionswere diverse: 2 evaluated
the improvement in access to RH services through
the provision of public (Medicaid)20 or private
health insurance21; 2 studies evaluated the impact
of improving health infrastructure and staff capaci-
ties in border areas22,23; 2 evaluated referral services
and/or access to safe abortion24,25; and 4 evaluated
the impact of educational interventions, implemen-
ted either by trained personnel or peers, on increas-
ing RH knowledge (Table 2).26–29

Two financial support intervention studies
done in the United States20 and Pakistan21 showed
that enabling undocumented migrant and refugee
women to obtain RH services for free or at low cost
promotes RH service utilization. The study in
Pakistan showed that, compared to only making
health services available, subsidizing health care
through public or private insurance plans doubled
the frequency of a woman having heard about
contraceptive methods (44.9% vs. 88.9%), and
increased approval of contraceptive use among

FIGURE 1. Search Strategies in English, Spanish, and Portuguese Used in the Identification of Records for the
Systematic Review

Two financial
support
intervention
studiesdone in the
United States and
Pakistan showed
that enabling
undocumented
migrant and
refugeewomen to
obtain RH services
for free or at low
cost promotes RH
service utilization.
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women, their friends, and partners.21 Likewise,
the use of contraceptive methods increased by
29 percentage points in the group of women with
access to subsidized health care, compared to the
group ofwomenwho did not have access to health
care subsidies.21 Similarly, the U.S. study showed
that, compared to migrant women in Florida state
whereMedicaid was restricted for this population,
the proportion of pregnant undocumented mi-
grant women that attended prenatal care during
the first trimester was 18 percentage points higher
in the states of California and New York, where
subsidized services through Medicaid were pro-
vided.20 In addition, among migrant women with
access to Medicaid, 22% more women received
adequate prenatal services compared to those
without access to Medicaid.20

Two studies conducted in Pakistan22 and
Lebanon23 showed that health systems interven-
tions that established or strengthened health ser-
vice delivery structures targeting refugees or
located in refugee areas generally had a positive
impact on reproductive and maternal health. In
Pakistan, the establishment of emergency obstet-
ric care units combined with community-level
efforts to educate refugee and undocumented mi-
grant women and their families and facilitate links

with the unit was related to a 41% increase in the
number of women that attended at least 3 prenatal
visits, a reduction in maternal mortality (291 vs.
102 per 100,000 women), and a 0.2% prevalence
in maternal deaths after cesarean delivery.22 The
prevalence of maternal deaths related to cesarean
deliveries was consistent and within the <1% goal
of the United Nations at that time.22 In Lebanon,
strengthening primary health care services in areas
with a high population of refugees showed highRH
service utilization among refugees; in some health
areas, service use was higher among refugee wom-
en than local women in the same area (Table 2).23

This intervention is described as “supporting” facil-
ities, but no further detail was provided.23 These
2 interventions occurred during a period of at least
3 years and included aspects of cultural and gender
sensitivity.22,23

The 2 studies conducted in Thailand focused
on facilitating access to safe abortion for migrant
women.24,25 One evaluated a referral program to
access free safe abortion services.24 The other eval-
uated an intervention with community health
promoters, who provided counseling on safe abor-
tion and access to a free supply of recommended
and correctly dosed oral misoprostol.25 Both inter-
ventions showed positive results in terms of referral

FIGURE 2. Selection Process for Systematic Review on Interventions to Improve the Reproductive Health of
Undocumented Female Migrants and Refugees in Protracted Situations
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TABLE 2. Characteristics, Interventions, and Results of Studies To Improve Reproductive Health for Undocumented Female Migrants
and Refugees

Study and Assessed
Quality Study Characteristics Study Intention

Outcomes Related to
Reproductive Health Intervention Impact Resultsa

Fuentes-Afflickb

(2006)20
Design: Cross-sectional survey To compare effect of state of resi-

dence and immigration status on the
use of PNC among Hispanic women
in CA, NY, and FL compared to
U.S. born citizens in NY after 1996
PRWORA was imposed, which pro-
hibited using federal Medicaid funds
for undocumented immigrants for
publicly funded services. CA and NY
continued to provide services with
nonfederal resources; FL fully
adopted PRWORA measures

Use of prenatal care services
� Adequate: initiated during

the first trimester and
6 ANC visits or more

� Inadequate: initiated after
first trimester and fewer
than 6 ANC visits

� 75% of UMW in CA and NY
received prenatal care in the
first trimester vs. 57% of
UMW in FL

� 35% of UMW in FL had fewer
than 6 prenatal visits vs. CA
(13%) and NY (12%)

� UMW in CA and FL entered
ANC approximately 2 weeks
later than those in NY

� UMWs had higher likelihood
of inadequate use of ANC
than U.S.-born citizens in CA,
NY, FL but odds ratio was
greater in FL (3.5) compared
to CA (1.9) and NY (1.6)

Population: Postpartum
Hispanic women (aged
17 years and older)
(64% undocumented)

Location: USA (CA, NY, and
FL)

Raheelb (2012)21 Design: Cross-sectional survey To measure effect of health subsidy
on uptake of contraception among
refugees, who were assigned to
2 NGOs:
* One NGO provided 90% subsi-

dies for health care (subsidized
care)

* One NGO only encouraged
refugees to use public and private
health care resources (nonsubsi-
dized care)

� Knowledge, attitudes, and
practices regarding FP

� Approval of FP by women,
friends, and spouses

� Has ever heard of FP (non-
subsidized vs. subsidized):
44.9% vs. 88.9%

� Currently using any contra-
ceptive method (nonsubsi-
dized vs. subsidized): 24.9%
vs. 54.5%

� Approval of FP (nonsubsi-
dized vs. subsidized):
* Women: 49.5% vs. 85.8%
* Friends: 47.7% vs. 85.5%
* Spouses: 44.6% vs. 88.6%

Population: Currently married
Afghan female refugees (aged
15–49 years) and their
families

Location: Karachi, Pakistan

Purdinc (2008)22 Design: Secondary analysis To reduce maternal mortality among
Afghan refugees in the Hangu district
of Pakistan
* Established EmOCs staffed with

female Pakistani doctors, nurse-
midwives, and dayas from
among the refugee population.
EmOC staff are available or on-
call 24/7

* Educated on danger signs during
pregnancy and the importance of
skilled attendance

* Facilitation of referral forms to
EmOC

� Decreased maternal mor-
tality ratio and maternal
deaths during birth

� Increased utilization of ser-
vices (EmOC): births, com-
plications, referrals,
cesarean deliveries

� Case fatality rate
� Coverage
� Knowledge of danger signs

among the target population

� Maternal mortality ratio per
100,000 (before vs. after):
291 vs. 102

� Percentage of refugee births
in an EmOC facility (1996 vs.
2007): 4.8% vs. 67.2%

� Cesarean delivery fatality
among refugees: 0.2% vs.
United Nations target of less
than 1%

� Prenatal coverage (3þ PNC
visits) from 2000 to 2006:
49% vs. 90%

Population: Afghan female
refugees (N=96,300 distribu-
ted in 11 refugee camps)

Location: Refugee camps in
Hangu district, Pakistan

Truppab (2019)23 Design: Mixed-method, 2 cross-
sectional post-intervention sur-
veys (HS vs. CS)

To determine if program was en-
abling access to essential primary
health care services for the most vul-
nerable populations residing in
catchment areas heavily affected by
the Syrian crisis and determined
through various indicators obtained
through HS or CS

Use of FP, ANC, and delivery
care services

� HS: (Lebanese women vs.
Syrian refugees)
* Percentage of women

who sought but did not
obtain contraception
(54.11% vs. 43.6%)

* Percentage of women that
attended ANC visits
(63.18% vs. 70.26%)

Population: Lebanese and
Syrian refugee women (aged
18–50 years) and caretakers
of minors (both genders)

Location: Lebanon

Continued
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TABLE 2. Continued

Study and Assessed
Quality Study Characteristics Study Intention

Outcomes Related to
Reproductive Health Intervention Impact Resultsa

* Median number of ANC
visits (7 vs. 4)

� CS (Lebanese vs. Syrian
refugees):
* Percentage of women that

attended ANC visits
(87.5% vs. 98.6%)

* Median of ANC visits
(4 vs. 4)

Tousawb (2017)24 Design: Qualitative interviews
post-intervention (n=22); sec-
ondary data analysis of SARP
records (N=81)

To document experiences of women
with unwanted pregnancies who
accessed SARP:
* Trained counselors on legal and

medical abortion frameworks in
Thailand and Burma, pregnancy
options counseling skill-building
exercises, and logistics of SARP

* SARP offered referrals for care
and financial coverage (proce-
dure and travel costs)

� Successful referrals to abor-
tion services

� Denial of abortion services
to referred women

� Experiences and satisfac-
tion of women with the
SARP

� 52/81 successful referrals to
abortion services (64%)

� 17/81 referrals that were de-
nied service (21%)

� Satisfactory experience with
SARP services:
* Comprehensive services

on abortion and other
SRH issues

* Women described SARP
counselors as under-
standing, open, friendly
and nonjudgmental

* Women reported a sense
of empowerment and
commitment to advocat-
ing for SARP

Population: Migrant and refu-
gee women from Burmese
communities

Location: Northern Thailand

Tousawb (2018)25 Design: In-depth qualitative
interviews (n=16)
Secondary analysis of program
records (N=918)

To provide early MA with misoprostol
in low-resource and legally restricted
setting
Trained social workers and counse-
lors (network providers) on counsel-
ing and provision of early MA
� Provided access to a free supply

of recommended misoprostol
dosage for early MA

� Made network providers avail-
able for questions, concerns, and
follow-up within 4 weeks of initial
misoprostol dose

� Percentage of successful
complete MA

� Experiences of self-managed
abortions (misoprostol-only
regimen)

� 96% of women had successful
complete MA

� Qualitative results:
* Positive experiences on

misoprostol only regimen
regarding safety, tolera-
ble side effects, and the
absence of complications

* Satisfaction with the
counseling services
provided

* Women’s concerns about
the legal risks for them-
selves and the network
providers for involvement
in MA

Population: Female refugees
and migrants from Burma with
self-reported pregnancy of
9 weeks or less who accessed
community-based program for
early medical abortion with
misoprostol

Location: Thailand-Burma
border

McGinnd (2006)26 Design: Cross-sectional post-
intervention survey with RHG-
exposed and nonexposed
refugees

To increase literacy skills, knowledge
of RH, and use of RHS available in the
camps
* Literacy sessions with reproduc-

tive health content: safe mother-
hood, FP, STI, HIV/AIDS, and
GBV

* Literacy sessions were conducted
by previously trained teachers.

� Increased knowledge and
use of contraception, as
well as discussion about
contraception use with
partners

� Increased knowledge of
STIs

� Antenatal care, including
immunization

Difference between before vs.
after of having ever spoken to
their partners or family members
about (before vs. after)e:
* RH: 18% (69% vs. 87%)
* Condoms: 20% (65% vs.

85%)
* STIs: 31% (54% vs. 85%)

Population: Female refugees
from Liberia and Sierra Leone,
either illiterate or with up to
2 years of formal education
(N=2,325)

Continued
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TABLE 2. Continued

Study and Assessed
Quality Study Characteristics Study Intention

Outcomes Related to
Reproductive Health Intervention Impact Resultsa

Sessions had a medium duration
of 2 hours, twice a week for a
duration of between 6 months
and 5 months

� Knowledge of PNC * HIV: 18% (66% vs. 84%)Location: Guinea

Rosenbergd (2017)27 Design: Qualitative study with
focus groups

To train refugees engaged in sex
work to become peer educators to
meet the RH needs of refugees per-
forming sex work
� Trained 2 cohorts of peer educa-

tors on human rights, sex work,
SRH, life skills, community out-
reach and advocacy

� Peer educators designed and
implemented community out-
reach activities (distributing con-
doms, capacity-building
sessions, peer counseling and
support sessions)

� Self-reported increased
knowledge on SRH, legal
topics related to sex work
and GBV

� Increased willingness to
share the knowledge with
their peers

� Peer educators reported an
increase in knowledge (e.g.,
safe sex and FP)

� Peer educators reported per-
ceiving themselves as ambas-
sadors for female refugees
engaged in sex work

Population: Female refugees
engaged in sex work (N=50
peer educators)

Location: Kampala, Uganda

Howardb (2011)28 Design: Cross-sectional post-
intervention survey

To improve RH of refugee women,
refugee providers created RHG,
which was integrated into local
health system
� Trained health care facilitators to

conduct outreach/education ac-
tivities with women, men, and
youtha and provide information
and advice on RH, and distribute
condoms and spermicidesa

� Created drama groups and
youth-oriented activities to en-
gage larger audiences and
spread RH messagesa

� Attitudes on PNC
� Knowledge regarding:

* Reason to attend PNC
* Danger signs in

pregnancy
* Actions if danger signs

present
� Utilization of services by

parous women

Nonsignificant differences
reported in outcomes between
women in intervention group vs.
those who were notPopulation: Female refugees

(aged 15–49 years) from
Sierra Leone and Liberia living
in 48 refugee camps

Location: Guinea Forest
Region

Stevensb (2018)29 Design: Mixed-method study
with surveys and focus groups

To increase FA uptake and decrease
NTD incidence among migrant and
refugee women
� Workshops with health workers

on NTDs and dosing of FA
� Community outreach through

posters, pamphlets, and work-
shops with different stakeholders
(e.g., local HCWs, men, NGOs,
and field managers)

� Uptake of FA among mi-
grant and refugee women

� Increased knowledge about
FA among HCWs

� Negative difference in FA up-
take before and after the in-
tervention (1.3% vs. 0.65%;
P=.465)

� Percentage of HCWs that
knew that NTDs could be pre-
vented by taking FA before
conception (16% before vs.
72% after; P<.001)

Population: Pregnant female
migrant and refugees seeking
care (N=371) and HCWs
(N=100)

Location: Thailand-Myanmar
border

Abbreviations: ANC, antenatal care; CA, California; CHW, community health workers; CS, clinic survey; EMOC, emergency obstetric care center; FA, folic
acid; FHW, female health workers; FL, Florida; FP, family planning; GBV, gender-based violence; HS, household survey; HCW, health care worker; MA, medical
abortion; NGO, nongovernmental organization; NTD, neural tube defects; NY, New York; PNC, postnatal care; PRWORA, Personal Responsibility and Work
Opportunity Reconciliation Act; RH, reproductive health; RHG, reproductive health group; SARP, Safe Abortion Referral Program; SRH, sexual and reproductive
health; STI, sexually transmitted infection; UMW, undocumented migrant women.
a Information obtained from an additional article cited in Howard et al.28
b Study rated high quality according to measures used.
c Study rated low quality according to measures used.
d Study rated medium quality according to measures used.
e It is not clear in the study results if women at baseline and follow-up were the same women.
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to safe abortion services (64% of all women who
requested the referral were given one)24 and effec-
tiveness of the procedure (96% of women who
accessed misoprostol through the community-
based distribution program had a complete abor-
tion).25 Women expressed satisfaction with the
experience and a perception of increased empow-
erment and capacity to advocate for their RH rights
after the intervention. One study informed that the
intervention with oral misoprostol was safe and
the only side effects reported were tolerable.25 The
2017 study described that one-fifth of participants
reported that they were denied abortion services
mainly due to the subjective interpretation of
health personnel on legal grounds.24 Both inter-
ventions had an important subsidy component;
the costs of medical supplies, transportation, and
interpreters were absorbed by the implementing
organizations and not by the women themselves.

Four studies conducted in Guinea,26,28 Uganda,27

and Thailand29 evaluated the influence of educa-
tional interventions on RH outcomes of migrant
and refugee women. All but 1 of the studies in-
cluded a qualitative component in the evalua-
tion.28 Two educational interventions trained
community promoters and implemented commu-
nity outreach strategies.28,29 One included an edu-
cational campaign that raised awareness among
health care workers and women (including refu-
gees) on the prevention of neural tube defects
with the intake of folic acid during the early stages
of pregnancy.29 The other study trained refugee
women to provide RH education, referrals, and
contraceptives for women in their communities.28

The third followed a peer-education methodology
to increase the knowledge of migrant women sex
workers regarding human rights, life skills, advo-
cacy, sex work, and sexual and RH.27 The last
study evaluated the impact of RH literacy sessions
on refugee women living in camps.26

These studies suggested variable effects of the
interventions on knowledge and behaviors, with
higher gains in the former. While 1 study showed
a significant increase in knowledge among health
care workers on the importance of folic acid in-
take, it did not observe a corresponding uptake in
folic acid consumption by women.29 Another
study identified a mean difference of 21.7% in
the socialization with partners and other family
members of knowledge acquired by women re-
garding safe sex.26 In contrast, there were no sta-
tistically significant differences in antenatal care
seeking between women who participated in
interventions and those who did not28 nor in in-
creased folic acid consumption practices.29 The

4 study findings suggested that educational inter-
ventions can increase knowledge, especially when
led by peers, but knowledge shifts do not always
translate into changes in practices or increased care-
seeking behaviors. Still, promoting safe spaces to
learn about or discuss RH seems to provide a sense
of self-confidence,26 to inspire women to become
advocates of their RH,27 and is particularly relevant
for stigmatized populations.27 Among migrant sex
workers and transgender women, peer education
helped address concerns of privacy and confidential-
ity, reporting increased access to information, man-
agement skills, and ability to discuss and disseminate
knowledge with peers and clients alike.27

DISCUSSION
Our review of literature from the past 2 decades
identified 10 observational studies that, according
to our inclusion criteria, provided sufficient docu-
mentation and measures of intervention impacts
on RH of migrant women and female refugees.
Interventions can be broadly classified as: (1) inter-
ventions that subsidized or gave financial assistance
for accessing RH services at zero or minimum
cost20,21; (2) health systems interventions that
established or strengthened service structures for
refugees in the areas where they live or provided
access to safe abortion interventions22–25; and (3)
educational and community interventions that
aim to increase RH knowledge and thus help-
seeking behaviors and access to RH services.26–29

Promising approaches for future research and
programming interventions in protracted situa-
tions have a focus on geographic proximity, are
cost-sensitive, involve opportunities for peer shar-
ing and learning, and are culturally appropriate.
Additionally, interventions must recognize and
address undocumented migrant concerns around
legality and access to resources.

One reason for the limited number of studies
evaluating intervention impacts on RH outcomes
in refugee women is that most interventions
were implemented in adverse political environ-
ments and contexts that may pose unique chal-
lenges for study purposes. For example, except
for the United States, the remaining countries in-
cluded with reported studies in this review have
highly restrictive legal frameworks for abortion
that do not include legal exemptions for rape and
where women and providers, as well as any per-
son who assists them, may be prosecuted accord-
ing to penal codes.30 Two of the United States–
Mexico border states—Texas and Arizona—have
a high prevalence of migrant populations and
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restrictive abortion laws, as well as increased im-
migration enforcement laws.31 In addition, poli-
cies, such as the Mexico City Rule (1984), may
have posed barriers to supporting and developing
interventions on abortion care for vulnerable
populations in U.S.-assisted countries.32 Other po-
tential explanations on the limited studies relate
to the diversity of definitions and packages that
can be offered in RH services, making them diffi-
cult to homogenize to be studied, and the defini-
tion and range of services included in this review.
Furthermore, refugee population presentmultiple
challenges for the purposes of studying and evalu-
ating interventions, regardless of the type of
health intervention.

In our study, of the 6 countries with reported
studies, none favor broad and free access to all RH
services for refugees and undocumentedmigrants.
Restrictions are present in access to pregnancy ter-
mination and a wide range of contraceptives.33–37

Furthermore, these countries show a trend to-
ward the privatization of health services, a puni-
tive culture toward the free exercise of sexuality,
and the criminalization of sex work.38–43 In some
instances, the countries that temporarily host
migrants or refugees are neighboring states to
those in conflict and are susceptible to forced mi-
gration implications (e.g., Ghana, Lebanon, and
Pakistan). These unstable circumstances directly
affect the implementation of interventions and
the collection of data required for research and
evaluation.26,28 Nonetheless, some studies26,27,29

indicate the possibility of documenting the impact
of intervention through quantitative and qualita-
tive study designs. Future implementation re-
search should consider both what is pragmatic
and flexible in protracted migration settings.

Findings from this systematic review suggest
that providing free or low-cost services to migrant
women and female refugees in protracted situa-
tions is a critical strategy in successfully ensuring
access to the continuum of sexual and reproduc-
tive, maternal, and newborn care services. The
findings also concur with other studies document-
ing increased use of contraceptive methods and
prenatal care following interventions.6 Studies
with nonmigrant populations similarly report
that increased enrollment in economic transfer
programs or a reduced cost of services results in in-
creased utilization of reproductive and prenatal
services.44,45 Subsidies reduce financial barriers to
accessing health services and necessary medical
supplies,46,47 as well as potentially motivate
migrants who may otherwise hesitate to spend
out-of-pocket given the precarious socioeconomic

circumstances that they are in. Also, when the
subsidy is public, undocumented migrants are
provided with conditions similar to those of citi-
zens, facilitating migrant women¨s ability to exer-
cise their right to RH care.48

Review findings coincide with other studies
around the need to strengthen health systems
structures to ensure access to available health ser-
vices among refugee and undocumented migrant
women. Staffing health care units with culturally
competent and trained personnel influences the
prevalence of contraception use and reduces ma-
ternal and neonatal complications and adverse
outcomes.11,12,49,50 Studies included in our review
do not adequately describe aspects important for
the replication of interventions. For example,
the establishment of a unit of care entails hiring
qualified, trained, and certified personnel; thus,
studies should document financial considerations
and mechanisms for sustainability. A study in
Tanzania with a nonmigrant population identified
amedian per-patient cost of US$290 across 6 eval-
uated facilities. The 2 items associated with the
highest expenditure were the hiring of personnel
and the purchase of equipment (32% and 28% of
the total budget, respectively).51,52 A mention of
the minimum budget required to implement and
maintain these interventions in border areas and/
or with refugee andmigrant populations would be
helpful to those aiming at replicating specified in-
tervention dimensions. Even though the budget to
be allocated in each country would be different, a
good estimation exercise would consist of observ-
ing the proportion of the budget allocated to RH
services compared to the total expenditure on
health in the countries that have already shown
favorable impacts on RH outcomes among undoc-
umented female migrants and female refugees in
protracted situations.

Our review of access to safe abortion interven-
tions aligns with findings of studies with nonmi-
grant populations regarding the safety and
effectiveness of involving trained lay health care
workers as facilitators of access,53 by either linking
women with legal services or providing medica-
tion abortion under the regimen of misoprostol
alone (e.g., without mifepristone) within the first
12 weeks of gestation.54 When governments do
not offer accessible abortion services, NGOs could
play an important role in providing a range of RH
services,55 particularly for migrant women who
face similar legal RH restrictions as reported by
nonmigrant women but have additional concerns
such as deportation and needs such as under-
standing and navigating the host country’s health

Findings from this
review suggest
that providing
free or low-cost
services to
migrant women
and female
refugees in
protracted
situations is a
critical strategy in
successfully
ensuring access to
the continuum of
sexual and
reproductive,
maternal, and
newborn care
services.
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system and overcoming language barriers and cul-
tural differences regarding service provision.24

While abortion-related interventions are often
framed as a harm-reduction strategy,56 the rele-
vance of establishing a referral system to enable
health care facility access to postabortion care is
implicit. Tousaw et al. is an example of the feasibil-
ity of establishing referral systems for abortion or
postabortion services.24 Future studies on interven-
tions facilitating access to safe abortion or postabor-
tion among refugees and undocumented migrants
should emphasize practical, ethical, and legal speci-
ficities while training personnel. Regarding the use
of misoprostol to induce a pregnancy termination
among refugee and migrant women, evidence
suggests the effectiveness and safety of medical
abortion at home,57 with the support of informa-
tion and counseling via telemedicine if need be.58

Additionally, evidence from varied clinical con-
texts across countries suggests that early medical
abortion is a cost-effective strategy compared to
surgical methods.59,60 Medical abortion as a self-
care, person-centered approach can help coun-
tries expand their response tomigrant and refugee
women without having to access health facilities
and increase thesewomen’s agency in RHdecision
making.61 The states’ responsibility to provide
postabortion care (including postabortion contra-
ception) and abortion services beyond the first
trimester remains, and the lack of evaluated inter-
ventions in the literature suggests an intervention
and/or a research gap.

Although we acknowledge that education-
focused interventions are important to empower
women to act on the knowledge they have gained,
our review points to educational interventions as
potentially having a greater impact if implemen-
ted after or concurrently with health system
capacity improvements (e.g., infrastructure and spe-
cialized staff). According to the results of this system-
atic review, interventions aimed at increasing RH
knowledge raise awareness but do not necessarily
influence behavioral change.26,27,29 Interventions
that link and conduct follow-up with service users
whenever health care capacities are already installed
show better results in RH outcomes of migrant and
refugee women62 and of nonmigrant women
alike.63 Moreover, the inclusion of nearby commu-
nities and women’s partners in educational inter-
ventions can be beneficial for women, as these
allies become facilitators (and not barriers) to adopt-
ing health care–seeking behaviors.64 Lastly, educa-
tional interventions providing information show a
self-reported empowerment effect on participants,
especially when the intervention includes the

creation of safe spaces and peer-support groups.26,27

Thus, educational interventions, combined with
community-level strategies and availability of health
services, can increase the probability of RH self-care
or self-efficacy in the short, medium, and long
term.65

One common element that emerged across
study narratives was that cultural competency
and security should inform intervention design
and implementation. We affirm this need and rec-
ommend that these elements are included as es-
sential aspects of future intervention design and
evaluations. Examples from the interventions an-
alyzed include naming the emergency obstetric
care unit a “minor operating theater” to respect ref-
ugee women’s desire for privacy22 or reconsidering
the use of the label “sex worker,” being that it is of-
ten a temporary and forced source of income that
women do not use to define themselves.27

As reviewed studies included primarily moni-
toring and auditing data, there is a need for inves-
tigators to support as much as possible a health
system culture of de-identified electronic record
keeping, provided that the security and confiden-
tiality of the data can be guaranteed—particularly
in conflict areas, as records can get lost during vio-
lent attacks.22,26,28,66 Our review also shows that
local social conflict may arise when interventions
are not inclusive of all of the population living in
a locality, such as some refugees receiving subsi-
dized care while others do not21 or refugees receiv-
ing more care than uninsured local populations.23

The latter is particularly more visible among refu-
gees (compared to undocumentedmigrants), given
the financial support that countries might receive
from the UN Refugee Agency.66

Our review’s identification of prevailing gaps
suggests that further evaluation is needed to in-
form the community of practice aiming to improve
RH outcomes of migrant and refugee women living
in protracted situations. Particularly important is
evidence on how to address difficulties that arise
because of the mobility of this population and the
constant changes in staff providing health care in
these contexts.

Further areas to explore include considering
telehealth and digital platforms for information
on RH topics, service options, and self-care to im-
prove RH outcomes and other innovative inter-
ventions, as well as implementation science and
participatory approaches. Studies included in this
review do not mention the referral systems they
use to provide comprehensive care, nor do they
mention a trauma-informed approach to the RH
services offered. Referral to mental health services

One common
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study narratives
was that cultural
competency and
security should
inform
intervention
design and
implementation.
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is particularly important in the migratory context
since migration is often related to traumatic vio-
lence experiences before or during the migratory
journey. Similarly, future implementation and
evaluation of RH interventions should consider a
trauma-informed approach for RH (i.e., providing a
trustworthy environment and ensuring care does not
revictimize service users). Such approaches can be
part of the training on cultural sensitivity for health
care providers and other personnel working with
undocumented and refugee populations. Trauma-
informed approaches and resulting outcomes should
be assessed using implementation research.

Documenting, assessing, and evaluating efforts
to improve undocumentedmigrant women and fe-
male refugees’ RH outcomes—possibly drawing on
perspectives of these populations—are needed to
strengthen care provision. A knowledge manage-
ment platform for quick referencing could further al-
low NGOs and governmental institutions working
toward improving RH outcomes inmigrant and refu-
gee populations to explore what other interventions
have been implemented, where they have been
implemented, and the results of these interventions.

Limitations
Our review has several limitations. First, this was a
secondary study that directly depended on the
contents and quality of data from the primary
studies. As already mentioned, many studies did
not include in-depth evaluations of the impact of
interventions on the RH outcomes of migrant and
refugee women. Quasi-experimental and pre-post
evaluations with a control population group could
shed more light on the impact of interventions on
the target population. However, given the chal-
lenges of conducting rigorous evaluations among
these populations, elevating the voices of successful
experiences and conducting pragmatic implementa-
tion research should be prioritized in partnership
with the community of practice. Obtaining informa-
tion on the differential outcomes that interventions
may achieve on subpopulations (e.g., adolescent
versus adult women) could also provide indications
on how to improve practice. Another limitationwas
that because the focus of the inclusion criteria was
on RH, interventions aimed at addressing other
SRH needs, such as sexual violence and sexually
transmitted infections, were beyond the study’s
scope, even though these needs are highly preva-
lent among migrant communities.67 Further stud-
ies should focus on the impact of interventions to
address gender-based violence and sexually trans-
mitted infections among this target population.

Additionally, the search strategies were done in
3 languages, and it is possible that we could have
found more studies if the number of languages
had been expanded. Finally, the heterogeneity of
the data did not allow for reaching summary mea-
sures through a meta-analysis. Nevertheless, this
heterogeneity revealed some of the diverse popu-
lations, contexts, and circumstances of mobile
communities worldwide. Our findings represent a
good portion of the variety of implementation
contexts for NGOs and governmental institutions,
allowing our conclusions and recommendations
to be transferrable.

CONCLUSION
During the migratory process, undocumented mi-
grant women and female refugees in protracted
situations find themselves in contexts that put
them at higher risk of sexual violence and
unwanted RH outcomes. There is limited high-
quality research onmigrant-centered RH interven-
tions. However, interventions that reduce disease,
unintended pregnancy, and fatal RH outcomes in-
clude subsidizing or giving financial assistance for
accessing RH services and establishing or strength-
ening health services for undocumented migrant
women and female refugees where they live. The
successes and challenges to providing RH services
identifiedwithin this review can inform future pro-
gramming worldwide, particularly in regions like
Latin America and the Caribbean, where fewer
interventions have been implemented and evalu-
ated. Intervention budgets and RH service financing
should include evaluation as an essential element of
future programmatic research. This review, consis-
tent with other studies, suggests combining inter-
ventions in a culturally acceptable comprehensive
approach will best meet the RH needs of migrant
and refugee women.
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