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Background: Migrant women are at higher risk to face access barriers to perinatal care services and to experience
worse pregnancy outcomes compared to native. Assessing the perception of migrant women and health providers
discloses a multifaceted view on migrant-friendly care, a multidimensional concept in itself. This study aims to
compare self-perceived assessments of migrant women and directors of obstetrics and gynaecology (GYN/OBS)
departments on equitable migrant-friendly perinatal healthcare quality and access during the intrapartum and
postpartum period at public maternities in Portugal. Methods: In this cross-sectional study, two indicators on
Healthcare access and Quality of care were developed to compare how adult migrant women who gave birth
between April 2017 and March 2019 and GYN/OBS department directors assessed offered care. The one-sample
Wilcoxon test was used to compare directors’ with migrants’ assessments and the Kruskal–Wallis one-way analysis
of variance to test for country regional differences. A stratified analysis by sex, spoken language, and country of
birth tested for potential effect modifiers. Results: Migrants rated Healthcare access significantly better (P<0.05),
but perceived Quality of care worse (P<0.01) than GYN/OBS department directors. Migrants’ and directors’
perceptions differed significantly according to directors’ gender (P<0.05). Migrants’ and directors’ assessments
on Healthcare access (P<0.05) and Quality (P<0.01) changed significantly across regions. Conclusions: Migrants’
and directors’ self-perceived appraisal of Healthcare access and Quality of care significantly varied. Identifying
these discordances allows to deliver insights into existing barriers in access and provision of care and raises
awareness to improve quality assurance, essential to inform practice and policies.
. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . . . . . . .. . . . . . . . . . . . . . . . .

Introduction

I
ncreasing international migration is recognized as a public health
priority with high policy importance given for the upcoming

years.1,2 Migration is a documented risk factor in obstetric man-
agement associated with higher rates of operative delivery and less
adequate postpartum care.3–6 Migrant women, defined as foreign-
born individuals who have moved to their host country, are at
higher risk to face access barriers to perinatal care services and
to experience worse pregnancy outcomes when compared to native
women.7–10

Across Europe, maternity care services have encountered difficul-
ties to effectively respond to the specific healthcare needs of migrant
women.8,11,12 Difficulties in access and use of perinatal care services
may worsen quality of care provision and adherence to perinatal
recommendations.7,13 In 2016, persistent multifactorial causes of
barriers were reported, of which several recent ones were attributed
to changes in universal coverage and cuts in cultural mediators
induced by post-crisis austerity, political opposition to migration,
and multiculturalism, in various European countries, including
Portugal.10,14

In Portugal, low-risk antepartum care is offered in primary care
facilities by general practitioners (GP) up to 36 weeks of gestational
age, and after in maternity units within gynaecology and obstetrics

(GYN/OBS) departments, where 98.7% of all deliveries occur.15,16

Public Portuguese hospitals from the National Health Service (NHS)
have implemented the Amsterdam Declaration towards ‘Migrant-
Friendly hospitals in an ethno-culturally diverse Europe’ (MFH)
between 2010 and 2013. MFH is a European initiative encompassing
recommendations for policy-makers based on the key areas ‘inter-
cultural communication, responsiveness, empowerment, and mon-
itoring’.17–21

Healthcare access and quality of care are multidimensional
attributes, used as comparable and interrelated measures to assess
healthcare use and delivery.22–24 In perinatal and maternal care,
access to quality care is promoted as a right where user involve-
ment is a core element.8,23 User perceptions play a key role in the
service component of care and are a sensitive display of care quality
incorporating the potential to identify prevalent issues in the
health system.25 At public maternity units, provision of equitable
high-quality migrant-friendly perinatal care, a multidimensional
concept in itself, requires multi-level efforts at individual, institu-
tional, and political level.26,27 In order to receive a multifaceted
view on the preparedness of public maternity units in providing
equitable migrant-friendly perinatal care, it is central to also in-
clude the perceptions of health providers, defined as an individual
health professional or organization of healthcare facilities author-
ized to provide health care.19,23,28,29
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This cross-sectional study compares migrant women’s and GYN/
OBS department directors’ self-perceived assessments on equitable
migrant-friendly perinatal healthcare quality and access during the
intrapartum and postpartum period at public maternity units be-
tween 2017 and 2019 in Portugal.

Methods

Ethics approval and consent to participate

Ethical approval for this study was given by the Ethics Committee of
the Institute of Public Health of the University of Porto (CE14013,
14 March 2014) and by the National Commission for Data
Protection (13585/2016). Consent to participate was obtained by
all participants through explicit written consents according to the
data protection policy of the General Data Protection Regulation
[(EU) Regulation 2016/67].

Setting

For this cross-sectional study, all public maternity units across
Portuguese mainland (n ¼ 39) were considered eligible.

Study participants

GYN/OBS department directors

One GYN/OBS department director per public maternity unit (n ¼
39) was contacted by mail between March and April 2017. They
were invited to report their self-perceived assessments of perinatal
healthcare at the respective maternity unit using the questionnaire
‘Equity Standards for Migrant-Friendly Health Care’ (ESMFH).30

The ESMFH was returned up until 3 July 2017. GYN/OBS directors
(n ¼ 19) from 19 maternity units were included in this study
(Supplementary file S1).

Migrant women

The migrant women sample derived from the superordinate project
baMBINO. It evaluates equitable access to and utilization of peri-
natal health care services for migrant and native women over
18 years of age who had a live birth in a public maternity unit be-
tween April 2017 and March 2019.10,31 Of all invited public mater-
nity units (n ¼ 39), 82% (n ¼ 32) accepted to take part in
baMBINO of which all migrant and native women (n ¼ 5687)
were invited to participate. In this study, 1134 migrant women
were included (Supplementary file S2).

Data collection

ESMFH questionnaire

ESMFH is a validated self-assessment tool of health providers devel-
oped by the Task Force on Migrant-Friendly and Culturally
Competent Health Care based on the MFH initiative in 2014.30

ESMFH was pilot tested by 55 health organizations from 16 different
countries. This study is the first one applying ESMFH in Portugal.
ESMFH evaluates equitable migrant-friendly perinatal care provided
to migrants at public maternity units including, among other ques-
tions, those on: (i) equitable access and utilization and (ii) equitable
quality of care.30

Migrant-Friendly Maternal Care Questionnaire

The culturally validated ‘Migrant-Friendly Maternal Care
Questionnaire’ (MFMCQ) was carried out by trained multi-
lingual interviewers in 22 languages through a computer-assisted
telephone interview at 3-months post-delivery. The MFMCQ is
based on the MFH initiative and was established in 2014.29 It
includes, among other questions from the user perspective, those

on: (i) equitable health care access and (ii) equitable utilization and
perceptions of care quality.

Data inclusion and exclusion criteria

Participants and maternity units

Native women were excluded in the analysis as ESMFH addresses
equitable migrant-friendly care provided to migrant women. GYN/
OBS department directors (n ¼ 19) and migrant women (n ¼ 1134)
in the corresponding maternity units (n ¼ 19) were included.

Time period

Data from the antepartum period (pregnancy until onset of labour)
were excluded as in Portugal the majority of antenatal appointments
take place in primary care facilities. Data from the intrapartum
(onset of labour until delivery) and postpartum period (delivery
until 42 days after birth) were included.

Questions

Compatibility between the two questionnaires was given as both
were based and built upon the MFH initiative incorporating user-,
and provider-side.29,30 From ESMFH, all questions on equitable ac-
cess and utilization (n ¼ 12) and equitable quality of care (n ¼ 11)
were included. From MFMCQ, questions on equitable healthcare
access (n ¼ 13) and equitable quality of care (n ¼ 13) in corres-
pondence to ESMFH were included.

Data analysis

Indicator definitions

Healthcare access was defined by Levesque et al. (2013)22 as the
‘opportunity to reach and obtain appropriate health care services
in situations of perceived need for care’ incorporating patient-cen-
tred user-, and provider-side. Quality of care was defined by the
World Health Organization’s Quality Standards on Maternal and
New-born Care (2018) as ‘the extent to which health care services
provided to individuals and patient populations improve desired
health outcomes by providing safe, effective, timely, efficient, equit-
able and people-centred health care’ including the user and provider
perspective.23

Construction of indicators

For the indicator Healthcare access, selected questions (n ¼ 25) were
attributed to the five dimensions of healthcare access.22 For the in-
dicator Quality of care, selected questions (n ¼ 24) were ascribed to
the eight dimensions of quality of care23 (Supplementary file S3).

Scoring procedure

A scoring procedure was developed in two steps. The raw pre-coded
numeric values of items were rated in a 0–4 scale with higher scores
reflecting better Quality of care and Healthcare access. For migrant
women, the scale ranged from Never (0); Rarely (1); Sometimes (2);
and Always (4). For GYN/OBS department directors, the scale
ranged from No (0); Hardly (1); Partly (2); Mostly (3); and Fully
(4). The indicators Healthcare access and Quality of care were cal-
culated by averaging the rates from the questions included in each
one. Answers from participants with <70% of the selected questions
were excluded.

Statistical analysis

Healthcare access and Quality of care scores showed no normal
distribution. One-sample Wilcoxon test was used to compare the
self-perceived assessments of GYN/OBS department directors with
the self-perceived assessments of migrants.32 It allows the compari-
son of one group with a reference value and has been previously
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applied.33 Four out of five health administrative regions of the coun-
try (North, Centre, Lisbon and Tagus Valley, Alentejo, Algarve) were
considered in the analysis. Alentejo was excluded because the num-
ber of individual respondents to the migrant questionnaire was lower
than 10. Kruskal–Wallis one-way analysis of variance was used to test
for differences between Healthcare access and Quality of care across
regions. The significance level was set to 0.05. A stratified analysis by
spoken language and country of birth was done to test for potential
effect modifiers among migrants. For the GYN/OBS department
directors, a stratified analysis by sex was done. All statistical analyses
were performed using R statistical software.

Results

GYN/OBS department directors had a homogenous sex distribution
with 52% male and 48% female, aged 45–63 years. Of migrant
women, the majority was aged 25–34 years (62.1%), had a term-
born infant (82.2%), experienced no complications during delivery
(66%), had a partner (44.4%), upper secondary education (36.9%),
a lower monthly income (64.9%), and resided in the Lisbon and
Tagus Valley region (66.5%) (Supplementary file S4).

Migrant women rated self-perceived Healthcare access (median¼
2.9) significantly better (P < 0.05) than GYN/OBS department direc-
tors (median¼ 2.4) (figure 1). Migrants did not perceive financial
barriers (99%) (HC4), had no difficulties in understanding the system
(80%) (HC1) and indicated to be ‘always’ able to understand the
provider (86%) (HC2). A minority communicated language barriers
(17%) (HC2). Almost all migrants (98%) indicated to not have been
offered a translator (HC2). Directors rated maternities’ geographic
barriers (HC1) as ‘partly’ or ‘mostly’ minimized (54%) and access
as ‘fully’ assured (58%). Directors evaluated the impact of maternity
units’ programmes targeting access barriers (54%), accommodation
of migrants’ needs (63%) (HC3), information provision on available
services (38%) (HC1), interpreter provision (50%), and language
communication services (54%) (HC2) as ‘not’, ‘hardly’ or only ‘part-
ly’ available (Supplementary file S5).

GYN/OBS department directors rated self-perceived Quality of
care (median¼ 3.3) significantly better (P < 0.01) than migrant

women (median¼ 3.1) (figure 1). Directors rated sensitivity to
patients’ needs (83%), identification of patients’ health needs
(88%) (QC4), patients’ psychosocial needs (92%) (QC6), privacy
needs (83.4%), respectful treatment (88%) (QC5), and training on
interpersonal patient-communication (67%) (QC7) with the high-
est scores. During birth, migrant women negatively perceived that
they were ‘never’, ‘rarely’ or only ‘sometimes’ allowed to have a
family member around (45.4%) (QC6) or to have preferences
(94.7%) and to have received insufficient information provision
(45.5%) (QC2). During the intra-, and postpartum period,
migrants rated long waiting time to receive care (73.9%; 74.3%)
(QC1) and lack of inclusion into decision-making (83.4%; 89.2%)
with lowest scores, but rated their satisfaction of received care
(82.3%; 81.1%) with highest scores, respectively (Supplementary
file S5).

Migrants’ and directors’ assessments for both indicators changed
significantly across several regions. In Algarve region, the difference
between the assessments of migrant women (median ¼ 2.9) and
directors (median¼ 1.9) on Healthcare access was statistically sig-
nificant (P < 0.01). In the Centre region, the self-perceived assess-
ments of migrant women on Quality of care (median¼ 3.1) were
significantly lower (P < 0.05) compared to directors (median¼ 3.6)
(figure 2).

No statistically significant differences were found comparing the
assessments of migrants between health administrative regions for
Healthcare access and Quality of care. When comparing self-
perceived assessments of migrants from Portuguese speaking coun-
tries (PALOP) with migrants from non-PALOP no significant differ-
ences were found for both indicators. The same results were found
per country of origin.

Statistically significant differences (P < 0.05) were found between
female GYN/OBS department directors (median¼ 2.4) and migrant
women (median¼ 2.9) for Healthcare access. For Quality of care,
statistical significance (P < 0.05) was found between male GYN/
OBS department directors (median¼ 3.6) and migrant women
(median¼ 3.1) (figure 3). No statistically significant differences
were found in the self-perceived assessments of GYN/OBS depart-
ment directors for both indicators by sex.

Figure 1 Comparison of migrant women and GYN/OBS department directors. Description: This figure compares the perception on
Healthcare access and Quality of care by migrant women with GYN/OBS department directors.
Legend: # statistically significant. Note: Migrant women HCA Quartiles 1 and 3 have the same value
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Discussion

Self-perceived Healthcare access and Quality of care were assessed
differently by migrant users and the responsible GYN/OBS depart-
ment directors, in every maternity unit considered, across regions,
and when the director was male or female, respectively.

The lower rating of Healthcare access by GYN/OBS department
directors can be ascribed to their awareness of frequently

communicated administrative access barriers (e.g. continuity of
care and translating service).20,34 In 2016, the Migrant
Integration Policy Index revealed that in Portugal migrants’ access
to health services was rated to be among the lowest in the
European Union, though legal barriers in practical entitlements
to healthcare access are non-existent in the Portuguese legisla-
tion.10 Health providers previously disclosed cost and lack of
translators, complex bureaucratic procedures, institutional issues

Figure 2 Comparison of indicators between respondent group by regions. Description: This figure compares Healthcare access and Quality
of care perceived by migrant women and GYN/OBS department directors per regions.
Legend: # statistically significant; þ Lisbon and Tejo Valley.

Figure 3 Comparison of indicators between respondent group by sex. Description: This figure compares Healthcare access and Quality of
care perceived by migrant women and GYN/OBS department directors by sex.
Legend: M male; F female. Note: Migrants HCA Quartiles 1 and 3 have the same value
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in putting laws into practice, and self-perceived lack of legal know-
ledge as access barriers for migrants in Portugal.35,36 In addition,
inadequacy in human resources and frequent change of residence
by migrants were indicated by providers as limitations for
migrants’ access to healthcare in Portugal.35,36 Though 87% of
all NHS users had been added to the GP patient list in 2014, the
population without a GP has remained high causing issues in the
NHS referral system (e.g. postpartum appointments) that is based
on the gate-keeping concept.37

The better rating of Healthcare access by migrant women can be
related to exceeded health expectations in the host country com-
pared to their country of origin.38 Notably, self-consciousness,
empowerment, informal social and community support, and
strong family networks are associated as central factors influencing
migrants’ perception of access to healthcare.39 In line with our
results, in a previous study, almost all pregnant migrant women
were satisfied with access to perinatal care in Portugal, yet, 30%
mentioned access barriers related to GP assignment.38 In 2019,
21% of migrants under study experienced barriers to healthcare
access associated with not having a GP, which was the case for 69%
of migrants.34 Portuguese law determines equal basic healthcare
access rights for every patient — stateless, illegal, foreigner without
residence permit.40 The free-of-charge maternal and perinatal care
provided for pregnant women in the NHS is reflected in the good
rating of Healthcare access.41 Moreover, the majority had no lan-
guage barriers (83%), which can be related to their length of stay in
the host country and country of origin: 71% have been living for
more than three years in Portugal and 65% are from PALOP and/
or former colonies.42 Yet, 17% of migrants perceived language
barriers associated with limitations in Portuguese language
proficiency.42

The better rating of Quality of care by GYN/OBS department
directors reflects their perception on evidence-based decision-mak-
ing involving respect of patients’ expectations, priorities, autonomy,
and patient-interaction (e.g. empathy and privacy).38 In line with
our results, Portuguese health professionals substantially empha-
sized technical and interpersonal dimensions when rating their per-
ception of quality of care.43 In 2021, a study on providers’
perception on their provided perinatal care revealed that they
strongly associate personal and institutional efforts with high-
quality care provision.16 Corresponding to our results, sharing and
communicating healthcare performance positively influences per-
ceived performance on care provision and job satisfaction of health
professionals in Portugal.44 Moreover, health providers’ perceptions
of care are strongly influenced by their contextual and political en-
vironment (e.g. politics and regulations) integrating explicit and
tacit evidence.45 Thus, their good rating may also be associated
with Portugal’s augmented political investment and amplified
efforts in ethno-cultural integration policies in the last two decades
aiming to enhance quality of care.17,20

The lower rating of migrant women on Quality of care reflects
ethno-cultural differences in perceived barriers (e.g. presence of
family members) and general administrative barriers (e.g. waiting
time).3,25,46 Migrant women wave comparisons with their coun-
tries of origin when referring to barriers and perceive health prac-
tices that are differently practiced in Portugal compared to the
country of origin as a stressor.25,46 Dissatisfaction with medical
staff support due to lack of information provision, lack of involve-
ment into decision-making, not allowing preferences, along with
reduced access to specialized care due to long waiting time and
inexperience in using the NHS were previously disclosed by
migrants using obstetric care in Portugal.25,38,47 In 2016, 28% of
medical appointments in NHS Portuguese hospitals occurred be-
yond maximum guaranteed response time.38,48 Strikingly, Almeida
et al. (2014)25 disclosed that long waiting time, complications in
scheduling appointments, decreased attention by health professio-
nals in emergency care services, and unpreparedness of

administrative staff were mutually described by migrants and
Portuguese natives.

Significant differences between the self-perceived evaluations of
male GYN/OBS department directors and migrant women for
Quality of care, and between female directors and migrant women
for Healthcare access were found. No statistical significance was
found between directors by sex for both indicators. Thus, results
suggest that professionalism in evidence-based decision-making
and patients’ evaluations may not have been influenced by a gen-
dered bias but rather been associated with a generally different
perception of health, care, and norms.49–53 In GYN/OBS depart-
ments, male providers demonstrate higher levels of emotionally
attentive talk and conduct longer appointments when compared
to their female colleagues.54,55 Female users are more satisfied with
female health professionals, give high value to time and explana-
tions, and are negatively influenced by lack of involvement in
decision-making, of which the latter is reflected in our results.56

Notwithstanding the disparity of various studies’ results on the
influence of sex in provider decision-making and patient satisfac-
tion, the involvement of migrant women in perinatal care is
considered central to promote interpersonal care processes as a
mitigator for adverse perinatal outcomes.8,54–56

We found statistically significant differences between respond-
ents’ assessments for both indicators across several regions.
Directors’ assessments may be related to unequal distribution of
human and essential physical resources to provide care and
migrants’ assessments to geographic inequalities attributed to liv-
ing location or living circumstances to reach care serv-
ices.6,17,34,35,38,57 The concentration of maternity units is higher
in urban centres of major metropolitan cities.17,34,57 Migrants
with lower socio-economic status (SES) tend to live in deprived
and geographically isolated areas having an even more pertinent
impact on health in comparison to the impact of ethnic differ-
ences.25 As represented in our sample, the majority of migrants live
in the poorer surroundings of more populated urban areas and in
farther distance to major metropolitan centres when compared to
natives.53 Regional health disparities continue to be one of the
major prevailing challenges and policy priorities for the NHS in
Portugal.58 Hence, prevalent associations between migration, pov-
erty, lower SES, and health outcomes should be acknowledged
when incorporating migrant-friendly policies in the collaborative
approach of ‘Health in all policies’.25,59

The self-perceived assessments of maternity units performance by
GYN/OBS department directors and migrant women deliver an
enhanced understanding of needs of users and requirements of pro-
viders related to equitable migrant-friendly care essentials and en-
able to identify obstacles or prevalent information asymmetries in
the translation of policies into practice.1,28 Results demonstrate the
need for Portugal, as a host country, to continue its investment in
equitable migrant-friendly care at public maternity units contribu-
ting to mitigate self-perceived barriers by users and providers that
may adversely influence perinatal outcomes.58 Continuity of care
(e.g. GP assignment) of migrant women who recently gave birth
and waiting time stood out as key concepts in equitable migrant-
friendly perinatal care and remain policy priority in Portugal.1,20,58

Perceived barriers by migrants in perinatal care can be addressed by
increasing patient satisfaction through user involvement, a core di-
mension in quality improvement, and by strengthening effective
provider–user communication.1,3,25,46 As perceived by directors, mi-
grant women require culturally competent health providers who
deliver equitable and trauma-informed migrant-friendly perinatal
care that is underpinned by interdisciplinary collaboration and pa-
tient-interaction.8 Hence, the challenge to approach persistent self-
perceived barriers lies not only in guaranteeing access to care, but in
promoting equity in quality of care for migrant women.25,60 The
need of maternity units to continuously guarantee and provide ad-
equacy of equitable migrant-friendly access and quality of care in an
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ethnical diversified society contemplates as a first step to facilitate
overcoming perinatal health inequalities and inequities.18

Strengths and limitations

The study’s strength is that it allows to deliver insights into patients’
perception on received care and providers’ perception on provided
care, essential to inform practice and policies, and to illustrate exist-
ing barriers enabling to facilitate improving quality assurance. To
the best of the authors’ knowledge, this is the first study comparing
health providers’ and patients’ perception on equitable migrant-
friendly perinatal healthcare in public maternity units in Portugal.
This study serves as a baseline for longitudinal assessments in the
country.

A limitation is the comparatively low number of health providers,
represented by GYN/OBS department directors, which was taken
into account when deciding on the appropriate statistical methods.
Even though the questionnaires differ in their adaptation towards
the perspective of the user or provider, both are based on the MFH
initiative allowing comparability.

Conclusion

Self-perceived assessments between migrant women and GYN/OBS
department directors differed significantly in all 19 maternity units
considered, across regions, and when the director was male or
female. Understanding the perceptions of users and healthcare
providers discloses challenges that influence healthcare system per-
formance and illustrates prevalent obstacles in translating policy
into practice demanding attention by institutions in charge of ef-
fective, inclusive, and equitable migrant-friendly perinatal care.
We recommend to further enhance migrant-friendly user–provider
communication, strengthen continuity of care processes, involve-
ment of migrant women in care and decision-making, and to sup-
port the availability of translating services during the intra-, and
postpartum period. The relevance of findings deserves future eval-
uations and comparisons on a time and geographical different
context.

Supplementary data

Supplementary data are available at EURPUB online.
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